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ABSTRACT 

 

Malignant pedunculated (exophytic) hepatocellular carcinoma (P-HCC) is a rare entity of hepatocellular 

carcinoma. Due to its unique characteristics, it gives a different spectrum of clinical findings, radiological 

presentation and different management approach with reported better outcome to the patients. We 

present a case report of a lady diagnosed with malignant pedunculated hepatocellular carcinoma.  
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INTRODUCTION 

 

Malignant pedunculated (exophytic) hepatocellular 

carcinoma (P-HCC) has been reported to occur          

in 0.24%-3.0% of all HCC patients.1 P-HCC is a           

rare entity comprising about 0.2–4.2% of all 

hepatocellular carcinoma. It gives a different 

spectrum of clinical findings, radiological 

presentation and different management approach 

with better outcome to the patients. Our patient 

was diagnosed with pedunculated hepatocellular 

carcinoma that slightly deviates from its usual 

presentation, which serves many interesting points 

for learning and discussion.   

 

CASE REPORT 

Our patient is a 43-year old Malay lady with 

background history of Hepatitis B presented with 

intermittent left hypochondriac and epigastric pain. 

Clinically per abdomen, a 15.0cm x 15.0cm mass 

was palpable at the left hypochondriac area with 

ascites and left pleural effusion. Ultrasound 

abdomen (Figure 1) showed a large heterogenous 

highly vascular epigastric mass in-continuity with 

inferior margin of left liver lobe with multiple area 

of necrosis within. Multiple small hypoechoeic 

lesions were scattered in the liver parenchyma 

which has a nodular margin.  A diagnosis of 

hepatocellular carcinoma with liver metastasis was 

anticipated. 
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Figure 1. Ultrasound picture showing a heterogenous           

hyperechoiec mass in the epigastrium. 

Her blood investigations showed an extremely high 

alpha-fetoprotein level of 118, 292 ng/mL with 

slightly low level of serum albumin of 28.0g/dL. Liv-

er enzymes were within normal the limit. 
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Contrasted CT Abdomen (Figure 2 and 3) showed a 

large well-defined pedunculated heterogeneously 

enhancing mass with central necrosis arising from 

the inferior part of left liver lobe, measuring 12.4cm

(AP) x11.4cm(W) x 15.0cm(CC). This mass was very 

vascular with the main feeder is from right hepatic 

artery. It pushes the stomach medially and the 

spleen inferiorly. Small hypodense lesion was seen in 

segment VIII of the right liver lobe.  Diagnosis of pe-

dunculated (exophytic) hepatocellular carcinoma 

was made. 

Figure 2.  CECT Abdomen (in arterial phase) showing large pedunculated 

Figure 3.  Multiple liver nodules seen in segment VII and VIII. 

111 



 

Volume 15 Number 1, June 2016 

Correlating with extremely high alpha fetoprotein, a 

diagnosis of exophytic hepatocellular carcinoma with 

lung and liver metastasis were entertained. 

Ultrasound guided biopsy confirmed the CT scan 

findings of hepatocellular carcinoma.  

 

Exploratory laparotomy and debulking surgery was 

performed. A large mass enwrapped by the 

peritoneum which was densely adhered to the left 

liver lobe was removed together with the omental 

nodules  measuring 3cmx3cm in size.  

Histopathological investigations of the left 

hypochondriac mass and omental nodule confirmed 

the findings of hepatocellular carcinoma (Trabecular 

type). 

 

DISCUSSION 

 

Hepatocellular carcinoma (HCC) occasionally grows 

outside the liver into the abdominal cavity. It is 

specifically termed extrahepatic growth of HCC or 

pedunculated HCC or exophytic HCC.1,2 

Pedunculated hepatocellular carcinoma (P-HCC) 

which protrudes the liver with or without pedicle 

was first described by Roux in 1897.3,4  Until 2002, 

only 173 cases were reported in the literature. Its 

incidence was reported to be 0.24% - 3.0%. It was 

reported that P-HCC are more common in men (73%) 

as compared to women (27%), and affecting people 

at age of 33-80 years old.5   The predisposing factor 

of developing P-HCC is similar to other type of 

hepatocellular carcinoma. 

 

P-HCC can arise from various part of liver. The most 

common site is right liver lobe, followed by left liver 

lobe and from inferior hepatic rim. Several theories 

have been discussed in regard to the origin of P-

HCC. It was postulated that P-HCC can arise from 

congenitally displaced lobule in capsule of Glisson. 

Others postulated that P-HCC arise from accessory 

liver lobe, because this lobe is small and can project 

in any direction.6 It also can project through defect 

in anterior abdominal wall. Furthermore, accessory 

liver lobe usually is found at right lobe of liver and 

can be attached by pedicle containing vessel and 

bile ducts. Although accessory lobe more common in 

right lobe, it can also arise from inferior hepatic 

margin and from any other site. Another theory is P-

HCC may arise from ectopic liver tissue which could 

be anywhere, ie triangular ligament, spleen, 

umbilical fossa, omentum, retroperitoneum, near 

celiac axis as well as gallbladder and its vicinity. 

 

Histopathologically,  our  patient has trabecular type 

of  growth, which is a well-differentiated histologic 

characteristics and significantly favourable overall 

survival compared to rest of histologic subtype.7 The 

pre-operative diagnosis of P-HCC was difficult.8,9 

However, with recent advances in diagnostic tool 

such as ultrasound, CT scan and angiography, a pre-

operative diagnosis is now feasible.10 

 

In P-HCC patients, the tumour size is usually more 

than 5cm.7 And due to its location, P-HCC’s growth 

is usually projecting into the abdominal cavity which 

is  relatively bigger and spacious. Therefore, P-HCC 

can grow without restriction resulting in its huge 

size.   This is also a reason why p-HCC is more 

amenable for curative surgery as compared to 

conventional HCC due to more hepatic reserve, 

providing that early diagnosis was made. This will 

also lowers the tumour recurrence rate after 

resection. 

 

Compared to conventional HCC, P-HCC has more 

established capsule formation. Capsule formation is 

related to tumour biologic characteristic and usually 

its formation begins at early stage. The higher 

percentage of capsule formation will render lower 

incidence of tumour emboli and better tumour cell 

differentiation. However, capsule formation do not 

guarantee survival of patient. 

 

P-HCC also noted to have less vascular invasion in 

related to its prominent capsule formation. 

Therefore, there is reduced risk of recurrence. 

Vascular invasion explains why intrahepatic 

metastasis by portal venous system is and important 

mechanism for intrahepatic recurrence. Owing to 

the less vascular invasion, there is better survival of 

patients with P-HCC. 

 

Surgical mortality in patients with P-HCC is also low 

compared to conventional HCC.5  High operable rates 

is a  known characteristic in patients with P-HCC.10  

It was reported that most surgically treated P-HCC 

patients died of distant metastasis which was not 

noted pre- and intra-operatively, whereas medically 

treated patients with P-HCC died of GIT and 

tumoural bleed.10 Therefore, surgical intervention 

resulted in prolonged survival rate in  P-HCC 

patients.   
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Table 1. Summary of differences between conventional HCC and P-HCC  

 

  Conventional HCC P-HCC 

Growth Within liver parenchyma Projecting outside, towards peritoneal cavity 

Site Anywhere More in right lobe 

HPE Commonly aggressive Well-differentiated 

Size Depends on type (micronodular, large nodular or 

differentiated) 

Usually more than 5cm 

Surgery Depends on stage of tumour Usually amenable for curative surgery 

Capsule Uncommon Common 

Vascular Increased Less 

Surgical  

Mortality 

High Low 

Patients with P-HCC usually have large tumour size 

more than 5.0cm. Tumour size played a significant 

role in patients’ prognosis and significantly affects 

survival. Our patient has huge tumour mass 

measuring 12.4cm x 11.4cm x 15.0cm. Large tumour 

was also associated with significantly higher risk of 

recurrence. The influence of tumour size is 

attributed to many factors, including increased 

invasiveness and adequacy of the resection. 

 

P-HCC shows a significantly better overall survival 

because it is usually encapsulated, with wide 

resection margin and exhibit less vascular invasion.  

The preoperative diagnosis of pedunculated HCC 

was difficult previously, but with the availability of 

MRI and MDCT scans, the diagnosis is not that 

difficult now.9 

 

CONCLUSION 

Pedunculated hepatocellular carcinoma (P-HCC) is 

an uncommon entity of hepatocellular carcinoma 

showing several different radiological spectrum from 

the conventional hepatocellular carcinoma. 
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