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The manuscript has been improved according to the suggestions of reviewers:

1 Format has been updated

2 Revision has been made according to the suggestions of the reviewer

 (1) The authors should explain more detailed clinical course and mention how to rule out HCC with extrahepatic duct invasion.
Thank you for the reviewers’ comments. I have added the detailed clinical course in the paragraph 1 to 3. 
“The liver and spleen were unreachable under the ribs.  The hepatojugular reflux was negative.  The patient denied any history of infection.  Caput medusae, spider angioma and palmar erythema were not ovserved.  Bowle sounds were detected twice per minute.  Hepatitis B surface antigen (HbsAg) and Hepatitis C-antibody (HCV-Ab) were negative.
……The common hepatic duct, gall bladder and upper segment of the common bile duct could not be visualized…….
During the exploratory laparotomy, a small degree of abdominal dropsy and intrahepatic cholestasis were observed.  The spleen was normal and the gallbladder wall was thickened.  Foci of severe inflammation adhered to surrounding tissues were detected and the wall of the common bile duct was thickened and the lumen dilated (diameter of 3 cm).  A solid space-occupying lump could be felt within the ampulla of the common bile duct.  Therefore, cholecystectomy, laparoscopic exploration of the common bile duct and a cholangioenterostomy were performed.  Intraoperative consultation reported a small number of malignant cells in the necrotic tissues, however, the origin of the cells could not be confirmed.  A repeated search for the origin of the cells failed to identify a primary lesion in the liver, gastrointestinal tract or pancreas.  A choledochojejunostomy was subsequently performed.” 

In addition, I explained how to rule out HCC with extrahepatic duct invasion in the last paragraph of the discussion.

      “The differential diagnosis of HAC and HCC with invasion into the hepatic duct is primarily dependent upon tumor location.  No primary lesion was identified in the liver, gastrointestinal tract or pancreas during surgery.  In addition, MRCP and CTA (not shown) did not reveal lumps in the liver.  The literature has shown that HAC is generally found in elderly males, and poor outcomes are observed.  The pathological findings in immunohistochemical analyses may also aid in the differential diagnosis of HAC from HCC: an evaluation using a panel of IHC markers (e.g., CK19, PLUNC, Hap-Par 1 and CEA) combined with detailed clinical history and endoscopic findings is essential for a definitive diagnosis.”
 (2) The mechanism of hepatoid adenocarcinoma should be discussed more minutely.
    Thank you for this important advisement.  I have re-edited the first paragraph of the discussion and added the section below:

“…… Primary gastric hepatoid adenocarcinoma has been the most frequently analyzed type of HAC.  Glandular and hepatocyte differentiation both have been obserned and the explanation for this phenomenon is “enteroblastic differentiation”.  Because the stomach and liver are derived from the primordial foregut, prosoplasis that occurs during the maturation of the cells may induce the formation described above.”
(3) The most representative photograph of Magnetic resonance cholangiopancreatography is needed. The rest should be deleted.

The changes will be seen in the attachment.

3 References and typesetting were corrected

Thank you again for publishing our manuscript in the World Journal of Gastroenterology.
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