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Intrahepatic Cholangiocarcinoma Presenting as
Liver Abscess : Report of Two Cases'

Kwon-Hyoung Kim, M.D., On-Koo Cho, M.D., Yong-Soo Kim, M.D.,
Hyun-Chul Rhim, M.D., Byung-Hee Koh, M.D..

Intrahepatic cholangiocarcinoma is the second most common primary malignant
hepatic neoplasm. We describe two cases of intrahepatic cholangiocarcinoma
which initially presented as liver abscess both clinically and radiologically. Mu-
cin-hypersecretion from the tumor cells and extensive necrosis or secondary bac-
terial infection was responsible for the radiologic appearance of a liver abscess.
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Intrahepatic cholangiocarcinoma usually appears to
be a solid mass which shows low attenuation on
pre-enhanced CT and homogeneous hyperechogene-
city or mixed echogenecity on sonography (1, 2). Com-
mon clinical presentations are abdominal pain, anor-
exia and weight loss. Initial presentation as a liver ab-
scess is extremely rare clinically and radiologically. To
our knowledge, only two cases of intrahepatic
cholangiocarcinoma mimicking liver abscess radiolo-
gically have been reported (3, 4). We describe two
cases of intrahepatic cholangiocarcinoma which in-
itially presented as liver abscess both clinically and
radiologically.

Case Report

Case1

A 73 year-old male presented with abdominal dis-
comfort and fever of up to 39.2°C, which lasted 10
days. Laboratory data showed leukocytosis of 18,
600/mm’. Initial contrast enhanced CT showed a large
cystic mass of 12 X 9 cm in the right lobe of the liver,
with a double target sign which was highly suggestive
of liver abscess (Fig. 1A). About 1500 cc of chocolate
colored and odorless turbid fluid was aspirated from
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the cystic mass. Enterococcus was positive on Gram
stain and culture; cytologic examination of the
aspirated fluid failed to reveal any malignant cells.
Antibiotics were infused intravenously with sub-
sequent symptomatic improvement and the patient
was discharged. He was, however, admitted again
with the same symptoms one year later. At that time,
abdominal US revealed a 5 X 6 cm cystic mass with an
echogenic component in theright lobe of the liver (Fig.
1B). Contrast enhanced CT revealed a cystic mass with
increased soft tissue density in the medial portion of
the cavity and dilatation of adjacent intrahepatic bile
duct (Fig. 1C). ERCP and abscessogram through a pig
tail catheter showed communication between the cys-
tic cavity and intrahepatic bile ducts, as well as mul-
tiple filling defects in the intrahepatic bile duct and
common bile duct (Fig. 1D). A Right lobectomy was
performed. Gross specimen showed a large cystic mass
and papillary tumor growth in the wall of the cystic
mass (Fig. 1E), and communication between the cystic
mass and dilated intrahepatic bile duct was confirmed.
Microscopic examination revealed marked dilatation
of intrahepatic bile ducts and papillary configuration
of adenocarcinoma, with columnar epithelial cells
around thin fibrovascular cores (Fig. 1F). The final di-
agnosis was intrahepatic papillary cholangiocarc-
inoma.
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Fig. 1. A 73-year-old man with abdominal discomfort and fe-
ver (Case 1)

A. Contrast enhanced CT scan shows a large cystic mass in the
right lobe of liver with double target sign characteristic of
liver abscess.

B. Ultrasonogram obtained one year later shows irregular
shaped cystic mass with eccentric echogenic component
(arrow).

C. Contrast enhanced CT scan reveals a cystic mass with
ill-defined area of slightly increased soft tissue density
(arrow) in the medial wall of the cyst.

D. Abscessogram reveals multiple amorphous filling defects
(arrowheads) in the CBD and IHD and communication be-
tween the cystic mass and adjacent IHD.

E. Gross specimen shows marked cystic dilatation of the ITHD
and papillary tumor growth within it.

F. Mircroscopic examination reveals papillary configuration of tumor growth with columnar epithelial cells around thin
fibrovascular core (H & E stain, X 100).
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Case2

A 65 year-old female was admitted due to fever of up to
38°C and right flank pain of two months’ duration. In-
itial ultrasonography showed a lobulating hypoechoic
mass in the right lobe of the liver (Fig. 2A). Contrast
enhanced CT scanning revealed a 7 X 5cm, irregular
shaped cystic mass with thick enhancing peripheral
wall (Fig. 2B). The inner margin of the cystic mass was
irregular and some papillary projection was noted. Yel-
lowish turbid fluid was aspirated from the cystic mass.
Gram stain and culture of the aspirate showed no
growth or staining of pathogenic organisms and
cytologic examination showed no malignant cells. Lab-

oratory data included leukocyte count of 8,000/mm’,
carcinoembryonic antigen of 3.91U/ml, and alpha-
fetoproten of 1.71U/ml. Initial diagnostic impression
was liver abscess. Follow-up sonography and CT failed
to show a decrease in the size of the cystic mass after
percutaneous drainage. An abscessogram taken
through the drainage catheter showed opacification of
the cystic cavity with irregular and papillary margin
and communication between the cystic cavity and the
intrahepatic bile duct (Fig. 2C). A right lobectomy was
performed. Gross and microscopic examination of the
specimen revealed that the cystic mass was an
intrahepatic mucoepidermoid carcinoma with exten-

Fig. 2. A 65-year-old woman with fe-
| ver and right flank pain (Case 2)

A. Ultrasonogram of the right lobe of
liver shows lobulated hypoechoic
mass with slightly echogenic internal
septum-like component.

B. Contrast enhanced CT scan reveals
multiloculated cystic mass with thick
enhancing peripheral wall and
internal septum.

C. Abscessogram through drainage
catherter shows opacification of the
cystic cavity with papillary border
and contrast filling of IHD and CBD
indicating the presence of communi-
cation with THD.

D. Gross examination of the surgical
specimen reveals a large mass of
lobulating contour with extensive
central necrosis. Multiple satellite
nodules (arrows) are seen around the
main mass.

= Jdd —



Kwon-Hyoung Kim, et al : Intrahepatic Cholangiocarcinoma Presenting as Liver Abscess

sive central necrosis (Fig. 2D). The solid component of
the mass was composed of epidermoid, mucin-produc-
ing cells and ductal components. Mucoepidermoid car-
cinoma was confirmed.

Discussion

Intrahepatic cholangiocarcinoma is thought to orig-
inate from the epithelial cells lining the intrahepatic
bile duct. On the basis of location, it is subdivided into
central and peripheral types ; the latter origintates dis-
tal to second-order branches of the bile duct; and the
former from the main or first branches of bile ducts. CT
findings of peripheral cholangiocarcinomas have been
described in several reviews (1, 5). The most common
CT finding is a homogeneous low attenuation mass
with irregular demarcation as seen on precontrast
scans and delayed tumoral enhancement (1, 6). Homo-
geneously hyperechoic or mixed echogenic mass is the
usual sonographic finding of peripheral cholangiocar-
cinoma ; the gross and microscopic appearances of such
a mass have been shown to correlate closely with CT
and sonographic findings. Grossly, peripheral cholan-
giocarcinoma usually appears to be alarge, white, firm
solid tumor ; microscopically it is known to contain
abundant fibrous stroma and collagen fibers, which
play an important role in delayed contrast enhance-
menton CT (6).

The CT and sonographic findings of our two cases
did not show the wusual pattern of peripheral
cholangiocarcinomas, previously described. Initial
radiological and clinical presentation of this carcinoma
as liver abscess is extremely rare ; in both cases, cystic
degeneration of the tumor and secondary bacterial in-
fection were responsible for the CT appearance mim-
icking liver abscess. In our cases, the CT and
sonographic findings correlated closely with patho-
logicfindings.

In case 1, the cystic mass was severely dilated
intrahepatic bile duct, with papillary growth of tumor
from the wall of the cyst. The final diagnosis was
intrahepatic papillary cholnagiocarcinoma. About 5 %
of all cholangiocarcinomas are papillary. Intrahepatic
papillary  cholangiocarcinomas produce variable
amount of mucin, but sufficient mucin production to
produce a cystic mass as in cases of biliary cysta-
denoma or cystadenocarcinoma is reported to be rare
(7). In our case of papillary cholangiocarcinoma, how-
ever, mucin-hypersecretion from the tumor cell was
responsible for the radiologic appearance of a cystic
mass along with secondary bacterial infection. Evi-
dence of mucin-hypersecretion was seen on ERCP and

abscessogram as multiple filling defects in the biliary
trees. Extensive central necrosis of the tumor and, in
part, mucin-hypersecretion were responsible for the
abscess-like appearance in the other tumor, which was
finally diagnosed as mucoepidermoid carcinoma.
Intrahepatic mucoepidermoid carcinoma is a rare en-
tity and is considered to be a variant of cholangiocar-
cinoma; it consists of squamous cells, mucus-produc-
ing cells and glandular cells (8 —10). We found no re-
port of this rare entity in the radiological literature. In
the pathologic report describing one case of mucoe-
pidermoid carcinoma, this appeared as a low atten-
uated mass which on CT showed central water-density
area in the liver. Microscopically, the tumor was inti-
mately contiguous with a preexisting cyst and gradual
transition between tumor cells and benign cystic lining
cells was recognized, suggesting that the mucoe-
pidermoid carcinoma was derived from malignant
transformation of a preexisting cyst (9). Another case
of mucoepidermoid carcinoma of the liver was
associated with multiple sero-mucinous cyst (10). Com-
munication with intrahepatic bile ducts was not found
in any case previously reported.

Percutaneous transhepatic drainage is the basis for
most biliary interventional procedures. Although the
incidence is low, dissemination of tumor cells along the
transhepatic catheter tract is considered to be a serious
complication of percutaneous transhepatic biliary
drainage in patients with biliary tract obstruction due
to cholangiocarcinoma or pancreatic cancer (11) and it
is thus generally recommended that when curative re-
section is planned, PTBD should be avoided. Fortu-
nately, in our cases, no evidence of seeding of tumor
cells was seen grossly or microscopically.

Finally, we concluded that intrahepatic cholang-
iocarcinoma may initially present as liver abscess
radiologically and clinically, although the incidence is
very low. It must be included as an alternative diag-
nosis in patients with liver abscess which is longstand-
ing and intractable despite medical treatment and
drainage, especially in cases showing communication
with intrahepatic bile duct.
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