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CASE REPORT

Colonic metastasis of Klatskin tumor: Case report and
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Abstract

We report the case of a 65-year old male patient who
initially presented with recurrent episodes of upper
abdominal pain, lack of appetite and weight loss.
Abdominal ultrasound indicated enlarged intrahepatic bile
ducts, abdominal CT scan and ERC were performed and
bile duct carcinoma (Klatskin Type III b) was diagnosed.
The tumor was located in the segments 2,3,4 and 1 with
possible invasion of the left intrahepatic portal vein. Both
the segments 2 and 3 of the liver were atrophic and
displayed a cholestatic bile duct system. Preoperatively
an intraductal stent was placed in the left bile duct using
ERC to drain the left hepatic lobe. A specimen of the
ascites present preoperatively displayed no malignant
cells. After evaluation of the preoperatively obtained
data left hepatic resection was planned. Following
laparotomy we found local peritoneal carcinosis in the
ligamentum hepatoduodenale with lymphatic nodules
that tested positive for cholangiocellular carcinoma in
online pathological examination. In the course of further
exploration of the abdomen a solid tumor was detected
in the sigmoid colon. Regarding the advanced stage of
the neoplasm it was decided to cancel hemihepatectomy
and perform sigmoid resection only in order to guarantee
uncomplicated intestinal passage. The sigmoid colon
was removed by a typical resection technique with end-
to-end anastomosis. Histological examination of the
resected sigmoid revealed transmural manifestation of
a malignant neoplastic process with both a tubular and
a solid growth pattern in conformity with metastasis
of a Klatskin tumor. The mucosal layer showed no
neoplastic alteration. Peritoneal carcinosis is a common
phenomenon in the dissemination pattern of advanced-
stage Klatskin tumors, yet to our knowledge this is
the first case of intramural colonic growth following
peritoneal metastasis.
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INTRODUCTION

Bile duct tumors are rare neoplasms with an incidence of
0.5-1/100 000", Predisposing factors include mainly PSC
with a thirty-fold increased risk as well as choledochal cysts
and parasitic infections (clonarchis sinensis, opisthordis viverrini
et fe/z'nem)“’zj. These tumors usually present with clinical
symptoms such as upper right abdominal pain, weight loss
or jaundice at a rather advanced stage when the process
has already grown to a rather significant extent. The tumor
type and localisation are categorized according to the
Bismuth criteria”. After quite a sceptical approach towards
surgical therapy for Klatskin tumors until the early 1990s,
during the last years surgical results have demonstrated that
even patients with a locally advanced stage of proximal
bile duct carcinoma without distant metastasis profit from
surgical resection™*”, Today 5-year survival rates from
10% to 40% are reported with even higher survival rates in

. 678
specialized centers ™™,

CASE REPORT

We report the case of a 65-year old male patient who had
experienced episodes of upper abdominal pain for several
months. When presentation at our institution he did not
develop jaundice, bilirubin was 0.6 mg/dL after stent-
placement in the left hepatic duct prior to admittance to
our institution.

Due to lack of appetite he had lost five kilograms over
the last four months. Laboratory values at admission time
were as follows: total bilirubin 0.6 mg/dL, conj. 0.4 mg/
dL, AST 75 U/L, ALT 39 U/L, ¢GT 63 U/L, AP 82 U/L,
lipase 210 U/L, amylase 278 U/L, leokozytes 9.29/nL,
thrombozytes 206/nL, Hb 11.5 g/dL, TPZ 83%, INR 1.15
CEA 2.6 pug/L, AFP 29 uL./L, CA 19-9 803 U/ml..

Clinical examination revealed a2 man of reduced
physical fitness considering his age and upper right
abdominal pain at palpation. After abdominal ultrasound
indicating enlarged intrahepatic bile ducts a CT scan was
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Figure 1 CT scan
shows Klatskin tu-
mor type I b with
intrahepatic bile duct
enlargement, cholesta-
sis and atrophy of the
left hepatic lobe.

Figure 2 ERC dis-
plays good filling of the
right intrahepatic bile
duct system whereas
the left system could
not be displayed due
to tumorous stenosis
in the distal part of
the ductus hepaticus
sinister reaching into
the ductus hepaticus
communis.

performed demonstrating a mass of hypervascularized
tissue in the central liver hilus within the segments 2, 3, 4
and 1. Enlarged lymphatic nodes in the hepato-duodenal
ligament could also be detected. The left intrahepatic bile
duct system proximal of the tumor was markedly enlarged
with signs of massive cholestasis.

CT scan showed Klatskin tumor Typ Il b growth with
intrahepatic bile duct enlargement, cholestasis and atrophy
of the left hepatic lobe (Figure 1).

An endoscopic retrograde cholangiography (ERC) was
then conducted to examine the detailed bile duct anatomy.
This displayed good filling of the right intrahepatic bile
duct system whereas the left system could not be displayed
due to tumorous stenosis in the distal part of the ductus
hepaticus sinister reaching into the ductus hepaticus
communis (Figure 2). After careful preoperative evaluation
the patient was subjected to surgical resection. At the
start of the surgical procedure multiple positive lymphatic
nodules were detected in the hepatoduodenal ligament.
While further exploring the peritoneal cavity for potential
additional manifestations of the tumor a solid mass could
be found in the sigmoid colon. As this was a preoperatively
unknown process which appeared highly suspicious to be
of neoplastic origin, it was decided to resect this segment
of the colon. Sigmoid resection was performed using
the standard no-touch technique. The resected sigmoid
colon was then subjected to histological examination:
Histomorphology and immune-histochemistry revealed
an intramural colonic metastasis of a badly differentiated
adenocarcinoma of the bile duct displaying solid as well
as tubular segments of growth with a large number of
mitotic cells. No neoplastic alteration of the colon mucosa
could be detected.

A separately growing sigmoid neoplasm of colonic
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Figure 3 Histological
examination of the
resected colonic
neoplasm reveal intra-
mural metastasis
of adenocarcinoma
infiltrating the muscular
and submucosal layers.

Figure 4 Histological
examination of the
resected colonic
neoplasm reveals
intramural metastasis
of adenocarcinoma
infiltrating the muscular
and submucosal layers.

Figure 5 Immuno-
histological staining
shows adenocarcinoma
of the non-intestinal
klatskinoide type.

origin could be ruled out (Figures 3, 4). Histological
examination of the resected colonic neoplasm revealed
intramural metastasis of adenocarcinoma infiltrating the
muscular and submucosal layers (Figure 5). Immune-
histological staining showed adenocarcinoma of the non-
intestinal klatskinoide type.

DISCUSSION

As far as our clinical experience and the extensive literature
research are concerned, this is the first case ever reported
of colonic metastasis of Klatskin type bile duct carcinoma.

Lymphatic metastasis of Klatskin tumors into
lymph nodes along the hepatoduodenal ligament is a
common and well-known phenomenon as is intrahepatic
dissemination to areas distant from the original tumor
location'”. In more advanced stages of the disease we
have also found peritoneal carcinosis and lung metastasis.
Intestinal dissemination of a Klatskin tumor has not been
reported up to date.

As careful pathological inspection-revealed colonic
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metastatis is not merely due to peritoneal carcinosis
spreading to the serosa of the sigmoid colon but originates
within the intestinal wall.

In the advanced stage of bile duct carcinoma,
peritoneal carcinosis leads to spreading of neoplastic
cells within the abdominal cavity and consecutive tumor
growth in multiple and various locations. Furthermore
dissemination of cancer cells during surgery for bile duct
carcinoma can lead to tumor cell spreading followed by
metastasis in surgical scars”". Whereas these phenomena
lead to malignant cell growth originating from the serosal
layer where metastatic cells are initially implanted, our case
describes the continuing growth of disseminated bile duct
carcinoma cells into and within the intestinal wall of the
sigmoid colon.

While this case remains unique up to date, it may
suggest to include colonoscopy in the preoperative staging
procedutes in selected cases.
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