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The Mixed Hepatocellular-Cholangiocarcinoma

Confirmed by Liver and Neck Node Biopsy
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Mixed hepatocellular-cholangiocarcinoma accounts for about 1% of all hepatocellular carci-
noma. In many cases, mixed hepatocellular-cholangiocarcinoma has been misdiagnosed as hepa-
tocellular carcinoma or cholangiocarcinoma because of the indistinctive clinical course and radi-
ologic findings. The clinical course and the pathologic characters are not known well, but it resem-
bles the characteristics of hepatocellularcarcinoma rather than cholangiocarcinoma. So mixed hepa-
tocellular-cholangiocarcinoma was classified as a kind of hepatocellular carcinoma. But the gr-
owth and dissemination rate is faster than that of hepatocellular carcinoma and the prognosis more
poor. So the exact diagnosis is important. Authors experienced a patient who has the mixed hepa-
tocellular-cholangiocarcinoma diagnosed by liver and neck node biopsy in patient who complain-ed

abdominal discomfort and palpable mass, so we report the case.

KEY WORDS : Mixed hepatocellular-cholangiocarcinoma - Immunohistochemistry.
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(Fig. 3B)°o] #= UL 7 21 el T 44 9

Fig. 1. Chest X-ray shows multiple pulmonary metastat-
ic nodules(left arrow) and mediastinal lymphad-
enopathy (right arrow).

Collection @ ewha



Fig. 2. Abdomen computerized tomographic scan shows huge mass in right lobe of the liver(A) with mollgncmf ven-
ous thrombosis, splenomegaly and intra-abdominal lymphadenopathy (B).

Fig. 3. Chest computerized tomography shows bilateral hilar lymphadenopathy (A). Multiple pulmonary metastatic

nodules(B).
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ere is cholangiocarcinoma composed of variable
size of acinar constructions (left arrow) . On the rig-
ht, there is hepatocellularcarcinoma composed
of poorly differentiated cells with pleomorphic nu-
cleus and platy growth patterns.(And in the mid-
dle zone, there is transitional form of hepatocel-
lularcarcinoma and cholangiocarcinoma right ar-
row). B : Immunohistochemical stain (X 400) . Hepat-
ocyte-specific antigen (left upper) and alpha-fet-
oprotein(right upper) stain shows positive in part
of hepatocellularcarcinoma, and carcino embry-
onic antigen (Ieft lower) and cytokeratin-7 (right lo-
wer) special stain show positive in part of cholangi-
ocarcinoma.
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