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CASE REPORT

Resection of a giant hepatocellular carcinoma weighing

over ten kilograms
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Abstract

The authors report a giant hepatocellular carcinoma
(HCC) with a diameter over 30 cm and weight over
10 kg that was resected completely. A 62-year-old
man was admitted because of continuous abdominal
uplift. A computed tomography scan demonstrated
that the entire abdomen was filled with a giant tumor
containing both cystic and solid components with a size
of 29 cm x 22 cm. The huge tumor was successfully
resected without any complication, such as massive
hemorrhage or visceral injuries. The size and weight of
the tumor were 35 cm x 30 cm x 15 cm and 10050 g,
respectively. Pathological examination showed that the
tumor was a well-differentiated HCC, and o-fetoprotein
was positive. Postoperative syndrome, characterized by
hypovolemic shock, diarrhea and urine retention, was
observed and induced by abdominal decompression.
This syndrome was resolved with expectant treatment.
The patient was still alive without recurrence after a
27-mo follow-up.
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INTRODUCTION

Primary hepatocellular carcinoma (HCC) is the most
common malignant tumor in Asia, especially in China.
Liver neoplasms with diameters of < 5 cm, 5-10 cm,
and > 10 cm are designated as small, big, and giant
HCC, respectivelym. However, a diameter over 20 cm
is extremely rare. Here, we report a giant HCC with a
diameter over 30 cm that weighed over 10 kg,

CASE REPORT

A 62-year-old man had a history of progressive abdomi-
nal uplift with unknown etiology for 2 years (Figure 1).
He was admitted because of difficult defecation. A
computed tomography (CT) scan revealed that the en-
tire abdomen was filled with a huge cystic mixed lesion
(Figure 2). An enhanced scan demonstrated the pootly-
circumscribed lesion under the right lobe of the liver
compressing the surrounding organs. The patient had no
history of hepatitis, smoking, or drinking. Upon physi-
cal examination, no superficial lymphadenectasis, icteric
sclera, or liver palm, and spider telangiectasias were ob-
served. Abnormal cardiac and lung function were not
observed. Blood serum study showed that the hepatitis
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Figure 1 Patient had continuous abdominal uplift.

B surface antibody was positive and hepatitis B surface
antigen, hepatitis B e antigen HBeAg, hepatitis B ¢ an-
tibody, and hepatitis B core antibody were all negative.
Tumor markers such as a-fetoprotein (AFP), cancer
embryonic antigen, carbohydrate antigen 199 (CA199),
CA125, and CA724 were detected and their values wete
all within the normal limits. B-type ultrasonic examina-
tion demonstrated a relatively well-circumscribed tumor
that measured 30 cm X 30 cm X 25 cm. Preoperative
glucose tolerance was normal.

Surgical resection under general anesthesia was per-
formed in our hospital on August 30, 2007. Most of the
organs in abdominal cavity, including the right kidney,
duodenum, abdominal aorta, inferior vena cava, spleen,
stomach, small intestine, ascending colon, transverse
colon, and urinary bladder wete deformed due to the
compression by the giant HCC. The right lobe of the
liver and diaphragm were adhered closely, the entire right
lobe of liver was compressed as thin as a piece of paper.
The left lobe of the liver was hypertrophied with normal
appearance. Hepatic cirrhosis was not observed. This
giant tumor was close to the second portal hepatic vein,
and compressed the first and the third portal hepatic
vein, blood supply of the tumor was from the hepatic
artery, abdominal aorta, renal artery, and collateral circu-
lations. This well-citcumscribed tumor was encompassed
in a pseudocapsule. The huge tumor and the right lobe
of the liver were successfully resected. The injury of
abdominal aorta and duodenal serosa was repaired dur-
ing operation. The intraoperative course was uneventful,
which took 185 min, and no intraoperative complication
occurred during the operation. Intraoperative blood loss
was 600 mL and blood transfusion was 1200 mL. The
patient resumed breathing on his own uneventfully. His
tracheal intubation was pulled out at the end of opera-
tion, and he was sent to ICU for intensive observation
and treatment for 48 h.

Postoperative tumor size and weight turned out to
be 35 cm X 30 cm X15 cm and 10050 g, respectively
(Figure 3). Grossly, the tumor had cystic degeneration and
was encompassed in a pseudocapsule. Histological exami-
nation showed that the tumor was infected by a fungus
and was a well-differentiated HCC (Figure 4A). Immuno-
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Figure 2 Computed
tomography of the
tumor. A: A huge he-
patic carcinoma at the
right lobe of the liver.
The left lobe of the
liver was compensa-
tory hypertrophy; B:
A huge hepatic carci-
noma above the right
lobe of the liver and
compression of the
surrounding organs.

histochemical staining showed that the tumor was AFP
positive (++) (Figure 4B).

Hypovolemic shock was observed 18 h after operation
and he recovered 36 h after blood and fluid intravenous
transfusions. The patient was treated with fluid intrave-
nous transfusion and total parenteral nutrition after op-
eration in the department of abdominal surgery for 5 d.
Postoperative liver function was normal, and no liver
failure occurred. His catheter was removed on postopera-
tive day 3 and he utinated without medical aid. However,
urinary retention was observed on postoperative day 6, he
resumed his self-urination by re-indwelling the catheter,
which was pulled out 4 d later. Gastrointestinal function
recovered 5 d after operation and he was given semi-
liquid diet. Additionally, he had serious diarrhea 9 d after
operation, which was relieved by intravenous injections
of anisodamine hydrochloride 20 mg once adayanda 9 g
oral dose of montmorillonite powder once a day for 4 d.
Postoperative acute heart failure (CHF) occurred at day 7
after operation and the patient recovered after treatment
with cardiotonics, diuresis and vascular dilation for 2 d.
The right pleural effusion occurred 8 d after operation
and was treated by CT guided percutaneous drainage.
Other postoperative recovery was successful, and surgical
incision healed well.

DISCUSSION

Studies on surgical resection of huge hepatic carcinoma
have been reported since the 1950s in China. Currently,
surgical resection is still the best way to achieve a long-
term survival for patients with huge hepatic carcinoma,
especially for patients without cardiac, renal, or lung dys-
function or coagulation disturbances™. However, the
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Figure 3 Imaging of the huge tumor. A: The tumor was encompassed by a pseudocapsule and compressed surrounding organs; B: Postoperative measurement of

tumor was 35 cm x 30 cm x 15 cm in size and 10050 g in weight.

Figure 4 Pathological and biochemical examinations of the huge tumor. A: Pathological examination showed the tumor was a well-differentiated HCC. HE x 400; B:
Immunohistochemical staining showed the tumor was o-fetoprotein positive (++). HE x 400.

prevention of hemorrhages and postoperative hepatic
failure are vital for a successful resection of huge he-
patic carcinomas. Therefore, surgeons must be skillful at
surgical techniques and have a breadth of clinical experi-
ence™™. In this case, resection of the huge tumor was
performed because the left lobe of the liver was com-
pensatory hypertrophy and liver function was normal.

To complete the operation uneventfully and avoid
possible complications during tumor excisions depends
on the patient status and clinical experience of sur-
geons™. A higher incidence of complications and mor-
tality were found during mass excisions, including hemoz-
rhage and injury of abdominal aorta, inferior vena cava,
portal hepatic vein, small intestine, /™. In this case, the
surgery was uneventful except some complications.

In this case, postoperative syndromes characterized
by hypovolemic shock, urinary retention, CHF, diar-
rhea, and pleural effusion were observed due to serious
intra-abdominal pressure from a huge liver tumor. This
syndrome was relieved with expectant treatment. The
optimal treatment protocol of syndromes induced by
abdominal decompression after surgical resection of
huge hepatic carcinomas has not been defined and fur-
ther studies are needed.

To our knowledge, this tumor 10050 g in weight is
the largest malignant hepatic carcinoma found to date.
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