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Surgical Case Reports

A case of rapidly progressing sarcomatous 
intrahepatic cholangiocarcinoma with suddenly 
appearing lymph node metastasis
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Takao Nishimura1 and Hiromitsu Nagata1 

Abstract 

Background  The sarcomatous variant of carcinoma is relatively rare in intrahepatic cholangiocarcinoma (ICC). Sarco-
matous ICC (SICC) is associated with a poorer prognosis compared with ICC. SICC is rarely diagnosed before surgery 
due to non-descriptive findings; it progresses rapidly, resulting in miserable prognosis. Here, we report a case of rap-
idly progressing SICC that showed a clinically significant tumor growth rate.

Case presentation  A 77-year-old woman who had undergone ileocecal resection for cecal cancer 5 years previ-
ously was found to have elevated levels of the tumor marker carbohydrate antigen 19-9. Although an abdominal 
computed tomography (CT) scan did not detect any liver mass lesions until 3 months before this serum examination, 
the subsequent CT scan revealed a hypodensity 20 mm mass lesion in the right anterior section. Contrast-enhanced 
CT and magnetic resonance imaging revealed peripheral enhancement in the arterial-to-equilibrium phase. Fluoro-
deoxyglucose positron emission tomography revealed uptake in the lesion. None of the imaging modalities showed 
lymph node swelling or distant metastases. She underwent hepatectomy under the diagnosis of ICC or an atypical 
metastasis from previous cecal cancer. Although preoperative images showed no suspicious lymph node metastasis 
3 weeks prior, the hilar lymph node swelled 3 cm and contained adenocarcinoma. Consequently, the patient under-
went right anterior sectionectomy and lymph node dissection of the hepatoduodenal ligament. Histopathological 
examination revealed that the liver tumor was a poorly differentiated adenocarcinoma with sarcomatous pattern. 
While the patient received adjuvant gemcitabine and S-1 therapy, lymph node metastasis appeared in the mediasti-
num 13 months after the surgery. She received gemcitabine + cisplatin + S-1 therapy but died 20 months after surgery.

Conclusion  SICC and lymph node metastasis clinically appeared within 3 months and 3 weeks, respectively. Sus-
pected ICC that rapidly progresses should be considered SICC and treated with early resection. SICC is often missed 
in clinical diagnosis and has a poor prognosis, even after curative resection. While an alternative strategy involv-
ing preoperative biopsy and neoadjuvant therapy may be beneficial, it should be approached with discretion due 
to the potential risks of tumor progression and peritoneal dissemination.
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Background
Sarcomatous features of carcinomas have been described 
at various sites [1–5], and these tumors are called sarco-
matous carcinomas or carcinomas with a sarcomatous 
pattern. In liver tumors, this feature is more frequently 
seen in hepatocellular carcinoma (HCC) than intra-
hepatic cholangiocarcinoma (ICC) [6, 7]. As sarco-
matous carcinomas are well-known to have a poorer 
prognosis compared to other carcinomas, radical resec-
tion is considered the best therapeutic option for a cure 
[8]. However, a precise diagnosis is difficult to obtain 
preoperatively and can be established coincidently by 
histopathological and immunohistochemical examina-
tions after resection [9]. This dilemma makes preopera-
tive diagnosis time-consuming. The tumor doubling-time 
is considered to correlate with the tumor growth rate, 
which depends on the histological type and varies widely 
with a median value of approximately 2 months [10]. The 
interval between the patient’s office visit and the com-
mencement of surgery typically takes at least one month, 
a period that is rarely conducive to curable tumors 
advancing towards an unresectable state. However, 
aggressive spreading and a high tendency to metastasize 
in sarcomatous carcinoma potentially inhibit curative 
resection when considering the diagnosis and therapeutic 
options. The present case demonstrates that sarcomatous 
ICC (SICC) appeared within three months and rapidly 
induced 3 cm lymph node metastasis within three weeks. 
This report aims to strengthen the clinicians’ understand-
ing of SICC and reduce the incidence of missing curative 
resections.

Case presentation
A 76-year-old Japanese woman was admitted to our hos-
pital with a liver tumor discovered during a follow-up 
examination of past colorectal cancer. Comorbidities 
included hypertension and hyperlipidemia, with no his-
tory of drinking or smoking. She had undergone ileoce-
cal resection for cecal cancer (T1N0M0, according to the 
Union for International Cancer Control (UICC) classifi-
cation) 5 years and 3 months ago. Physical examination 
revealed no abnormal findings, except for a lateral rectus 
incision.

The patient underwent 4 years and 6 months of follow-
up surveillance according to the Japanese Society for 
Cancer of the Colon and Rectum (JSCCR) Guideline for 
the treatment of colorectal cancer. Serum tumor markers, 
which are recommended to be examined every 6 months 
after 3  years, remained within the normal ranges until 
4  years and 6  months after ileocecal resection. She had 
been diagnosed with liver cysts but not liver tumors on 
an enhanced computed tomography (CT) scan until 

5  years after ileocecal resection. However, due to the 
patient’s fatigue, serum examinations were canceled at 
5 years. After persuading her to undergo the final follow-
up examination three months later, the serum carbohy-
drate antigen 19-9 (CA19-9) level increased to 929 U/ml, 
not observed 9  months earlier (4.5  years after ileocecal 
resection), with no detectable mass lesions on abdomi-
nal ultrasound sonography (AUS). Other parameter lev-
els were within normal ranges in the serum analysis. We 
suggested that the patient undergo an enhanced CT scan. 
However, she hesitated to accept our recommendation, 
expressing disappointment with the results, and declined 
further examinations and treatment. Two weeks later, she 
presented herself, and subsequent dynamic enhanced 
CT detected an ambiguous low-density tumor meas-
uring 2.2 × 2  cm in liver segment 8 (Fig. 1a), and serum 
CA19-9 levels further increased to 2023 U/ml. The tumor 
exhibited delayed enhancement in the inner part and 
marginal enhancement in all phases (Fig. 1b–d). Periph-
eral intrahepatic bile duct dilatation and regional lymph 
node swelling were absent. Magnetic resonance imag-
ing (MRI) revealed low intensity on T1-weighted images 
(Fig. 2a), high intensity on T2-weighted images (Fig. 2b), 
and high intensity on diffusion-weighted images (DWI) 
(Fig.  2c). Gadolinium-ethoxybenzyl-diethylenetriamine-
pentaacetic acid (Gd-EOB-DTPA) MRI showed marginal 
enhancement in the arterial-to-venous phase (Fig. 2d and 
e) and hypointensity in the hepatocellular phase (Fig. 2f ). 
Fluorodeoxyglucose-positron emission tomography 
(FDG-PET) revealed high integration into the tumor 
(SUVmax, 5.9; Fig.  3) without any suspected metastasis 
or lymph node metastasis 10 days after tumor detection 
on CT. Tests for hepatitis B surface antigen and hepatitis 
C virus antibodies were negative. Further gastrointestinal 
workup, including upper and lower endoscopies, yielded 
negative results.

The patient was diagnosed with ICC or atypical met-
astatic tumor from past cecal cancer without lymph 
node or distant metastases and resection was planned 
3  weeks after PET–CT was performed. Liver function 
in this patient was well-maintained at Child–Pugh A, 
and the indocyanine green retention rate at 15 min was 
2.0%. The remnant liver volume after right anterior sec-
tionectomy was 675 ml (63.6%). The patient was sched-
uled to undergo hepatectomy after informed consent 
was obtained. Despite the initial plan for right anterior 
sectionectomy, laparotomy revealed swelling of the hilar 
lymph node, measuring 3 × 1.5 cm (Fig. 4a). Since patho-
logical examination during surgery revealed lymph node 
metastasis of adenocarcinoma, she underwent right ante-
rior sectionectomy with hilar lymph node dissection. 
The operative time was 486 min, and the blood loss was 
400 ml.
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On gross findings, the liver specimen showed a 
fibrotic hard, yellowish-white, and solid mass measur-
ing 3.0 cm × 2.5 cm × 2.0 cm with an irregular border and 
bleeding and necrotic area in inner zone (Fig.  4b). The 
tumor lacked a capsule but seemed well-defined from the 
surrounding normal liver.

Histopathological examination of both the liver tumor 
and lymph nodes revealed poorly differentiated adeno-
carcinomas (Fig.  5a and b). Although the lymph node 
specimen showed only adenocarcinoma (Fig.  5b), the 
liver tumor showed sarcomatous changes, including 
severe desmoplastic changes (Fig.  5a), and pleomorphic 
or fusiform giant cells (Fig. 5c). A large part of the tumor 
was covered by adenocarcinoma, which obscurely trans-
ited to a sarcomatous component covering approximately 
one-fifth of the tumor (Fig.  5d). The tumor had no his-
tological elements suggesting HCC or bilirubin produc-
tion. The surrounding liver parenchyma showed a normal 
liver.

Immunohistochemical (IHC) analysis revealed that the 
cancer cells were negative for desmin (Fig. 5e) and posi-
tive for vimentin (Fig. 5f ). The cancer cells were also pos-
itive for cytokeratin-7 (CK7; Fig. 6a), CK19 (Fig. 6b), and 
CA19-9 (Fig. 6c) but negative for CK20 (Fig. 6d), alpha-
fetoprotein (AFP; Fig. 6e), and carcinoembryonic antigen 
(CEA, Fig. 6f ). A negative finding for AFP and bilirubin 
production denied the possibility of CK19 positive HCC, 

and positive findings for CK7 with negative findings for 
CK20 and CEA denied the possibility of colorectal can-
cer metastasis. The final pathological diagnosis was sar-
comatous ICC, and the tumor stage was determined to 
be T2N1M0 stage IVA, based on the 8th edition of the 
American Joint Committee on Cancer TNM staging 
system. The genomes of the tumors were microsatellite 
stable (MSS) and immunohistochemistry for mismatch 
repair gene deficiency (dMMR), including MLH1, MSH2, 
MSH6, and PMS2, was proficient in concluding that the 
tumor was MSS/MMR-proficient (pMMR).

The postoperative course was uneventful and the 
patient was discharged on postoperative day 15. Serum 
CA19-9 went down to a normal range after resection. She 
received a combination of gemcitabine and S-1 for six 
months as adjuvant therapy. Follow-up diagnostic imag-
ing and blood examination showed lymph node swelling 
in the mediastinum and elevation of serum CA19-9 (72 
U/ml) and CEA (6.7  ng/ml) at 13  months after surgery. 
The patient was diagnosed with lymph node recurrence 
and received combination therapy of gemcitabine, cispl-
atin, and S-1; however, she died 20 months after surgery.

Discussion
Sarcomatous features of ICC are relatively rare and often 
lead to poor prognosis, with a median overall survival of 
< 6 months [9, 11]. SICC has been reported to represent 

Fig. 1  Contrast-enhanced dynamic computed tomography (CT). A plane CT scan showing an ambiguous and low-density mass (2.2 cm 
in diameter) in liver segment 8 (a). Arterial, portal, and venous phase CT scans showing fair marginal enhancement in all phases (b–d) and fair 
delayed enhancement in the inner area (d)



Page 4 of 9Kanemitsu et al. Surgical Case Reports            (2024) 10:9 

approximately 4.5% of surgical and autopsied ICC cases 
[12], and others have reported that the occurrence rate of 
SICC in ICC was 1.6% or lower in 466 ICC cases at a sin-
gle institution [13]. This number is significant, warrant-
ing special attention to this cancer with a poor prognosis.

SICC has been identified to have no relationship with 
viral infection or cirrhosis, and its pathogenesis remains 
uncertain due to the biphasic differentiation originating 
from the same pluripotent cancer stem cells or the redif-
ferentiation of an immature multipotent carcinoma cell 
clone [8]. The morphological features of this histological 
type are characterized by the coexistence of adenocarci-
noma and sarcomatous components, and their relative 
proportions varying from case to case [12]. The sarco-
matous component consists of spindle cells arranged 
in sheets or bundles with oval or elongated hyperchro-
matic nuclei, occasional mitotic figures, and pleomor-
phic cells with adenoid structures [14]. Watanabe et  al. 
reported the diagnostic criteria for histopathological and 

Fig. 2  Magnetic resonance imaging (MRI) and gadolinium-ethoxybenzyl-diethylene-triaminepentaacetic acid (Gd-EOB-DTPA) MRI. MRI shows 
low intensity on T1-weighted (a) and high intensity on T2-weighted (b) and diffusion-weighted (DWI) images (c). Enhanced MRI shows marginal 
enhancement in the arterial phase (d) and venous phase (e) and hypointensity in the hepatocellular phase (f)

Fig. 3  FDG-positron emission tomography (PET). PET shows high 
integration (SUVmax:5.9) in the tumor
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immunohistochemical examinations, including the coex-
istence of both components and the expression of the 
molecular features of both the mesenchyme and epithe-
lium in the sarcomatous component [15]. Immunohis-
tochemically, SICC is positive for cytokeratin, vimentin, 
and epithelial membrane antigen but negative for smooth 
muscle actin, S-100, and desmin [12, 13, 16, 17]. These 
criteria could establish a distinction from carcinosar-
coma, which has only mesenchymal features, or cholan-
giocarcinoma with sarcomatoid transformation, which 
has only epithelial features in its sarcomatous component 
[15, 18]. Our case contained histopathological features of 
the coexistence of poorly differentiated adenocarcinoma 
and sarcomatous changes, including severe desmoplas-
tic changes and pleomorphic-to-fusiform giant cells. 
These cancer cells were negative for desmin, but positive 
for vimentin, CK7, and CK19 on immunohistochemical 
examination. These results are consistent with the fact 
that sarcomatous transformation of epithelial cells retains 
some features of their original phenotype [19].

Our patient had poorly differentiated adenocarci-
noma with bleeding and necrosis in the inner zones. 
These changes are generally observed in SICC because 

an insufficient neoangiogenic network usually induces 
poorly differentiated and rapidly growing sarcomatous 
cells that lack an adequate metabolic supply, resulting 
in wide necrotic areas [20]. Necrotic changes contribute 
to the radiological finding of a low-density lesion with a 
necrotic area in the inner part and peripheral contrast 
enhancement. This radiological behavior makes it dif-
ficult to distinguish SICC from atypical liver abscesses 
[14, 16, 21], metastatic tumors, or ICC [8, 22–26]. The 
ambiguous and non-descriptive imaging findings of SICC 
render preoperative diagnosis unreliable, often resulting 
in a missed clinical diagnosis [8, 27], a significant clini-
cal issue associated with SICC. Secondly, SICC tends to 
grow rapidly at an astonishing rate, contributing to a poor 
prognosis [9]. While the survival rate of patients with 
resectable SICC treated with surgery alone is significantly 
higher than that of patients without surgical resection 
[28], it is as low as that of untreated ICC [15, 29]. How-
ever, consensus has not been reached on preoperative 
neoadjuvant chemotherapy (NAC) for resectable SICC 
or ICC. Additionally, preoperative biopsy, considered 
when a tumor cannot be diagnosed, poses the potential 
risk of peritoneal dissemination and takes time from 

Fig. 4  Gross findings of the resected specimen. Formalin-fixed lymph node after frozen rapid histopathologic diagnosis during surgery swells 
3.0 × 1.5 × 1.2 cm (a). Liver tumor is fibrotic hard, yellowish-white, and solid measuring 3.0 cm × 2.5 cm × 2.0 cm with an irregular border, bleeding, 
and necrosis in inner area (b)
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sample collection to result explanation. Currently, it is 
deemed appropriate to perform upfront resection with-
out preoperative biopsy in resectable SICC or ICC cases 
and to utilize surgical specimens for treatment in cases 
of recurrence. However, optimal diagnosis and treat-
ment strategies for SICC are in high demand. Regarding 
preoperative chemotherapy, gemcitabine-based chemo-
therapy for locally advanced ICC demonstrated similar 
short- and long-term results to those of patients with 
initially resectable ICC [30]. The population of MSI-H 
was only 2.0% in cholangiocarcinoma [31], and the KEY-
NOTE-158 study demonstrated that cholangiocarcinoma 
patients with MSI-H/dMMR who experienced failure 
with prior therapy remarkably benefit from the immune-
checkpoint inhibitor pembrolizumab [32]. The later 
showed that objective response rate (ORR) was 40.9% 
(95% CI 20.7 to 63.6) among 22 patients. Surprisingly, 7 
of 22 patients showed partial response (PR) and 2 of 22 
showed complete resection (CR). These results suggest 

the feasibility of conversion therapy or downstaging in 
patients with initially unresectable ICC and shed light on 
the efficacy of NAC for resectable ICC. Others have sug-
gested the efficacy of various NAC regimens in ICC cases 
with poor prognosis, such as those with lymph node-pos-
itive or multiple tumors [33]. Possibly, this approach may 
be applicable to SICC, which accounts for a considerable 
proportion of ICC. A definitive preoperative diagnosis 
following biopsy is required to perform NAC. Since pre-
operative biopsy is time-consuming and NAC for resect-
able tumors potentially induces tumor progression, this 
strategy should be considered with discretion. Clinical 
trials are required to evaluate the safety of resectable ICC 
or SICC and the curative resection rates in unresectable 
cases.

Hilar lymph node dissection (LND) was performed 
for lymph node metastasis; however, the efficacy of 
LND is controversial. One of the third cases of resected 
ICC showed LN metastasis, which correlated with 

Fig. 5  Histopathological examinations of liver tumor and lymph node. Poorly differentiated adenocarcinomas in the liver tumor (a H&E, 
magnification:100×) and lymph node (b H&E, magnification:40×) are shown. Liver tumor involves desmoplastic change. Pleomorphic or fusiform 
giant cells in the liver tumor (c H&E, magnification:100×) and obscure transition between adenocarcinoma and sarcomatous components (d H&E, 
magnification:20×) are shown. Immunohistochemical (IHC) examination shows desmin positivity (e magnification:100×) and vimentin negativity (f 
magnification:100×) in the liver tumor
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poorer prognosis [34–36]. Some reports have suggested 
that prophylactic LND does not contribute to the prog-
nosis of ICC patients without LN metastasis but might 
be useful for diagnostic staging and exclusion of posi-
tive regional LN [37, 38]. Others have reported that 
LND does not benefit the survival of patients regardless 
of whether LN is positive or negative [39, 40]; however, 
its usefulness for nodal staging in these patients has 
been suggested [39]. An expert consensus statement 
suggested that nodal staging by LND provides addi-
tional prognostic information [41], and the latest 8th 
edition of the American Joint Committee on Cancer 
(AJCC) Staging Manual recommends more than six LN 
samplings to diagnose LN metastasis and downstage 
regional LN metastasis from stage IV to IIIB, suggesting 
curability in some LN-positive patients [42]. Recently, 
some groups have suggested that LND improves onco-
logic outcomes in specific subset [43–45]. This trend in 
the increased use of LND suggests the growing adop-
tion of AJCC recommendations for the treatment of 
ICC. Further studies are required to investigate the role 
of routine LND in ICC.

Several studies have shown that gemcitabine, cisplatin, 
and a 5-fluorouracil based regimen as adjuvant chemo-
therapy prolongs disease-free survival [15, 19]. The 
ABC-02 trial in the UK and the BT-22 trial in Japan indi-
cated that combination chemotherapy with gemcitabine 
and cisplatin is a potential treatment option for locally 
advanced or metastatic biliary tract cancer (BTC) and 
sarcoma [46, 47]. Based on the results of the FUGA-BT 
trial, a combination of gemcitabine and S-1 instead of 
cisplatin was used in these patients [48]. Furthermore, 
adjuvant S-1 was considered as the standard therapy for 
resected BTC in Asian patients in the ASCOT trial [49]. 
In view of the poorer prognosis in SICC than in BTC, our 
patients received a combination therapy of gemcitabine 
and S-1 for 6 months. After lymph node recurrence was 
proven at 13 months, combination therapy with gemcit-
abine, cisplatin, and S-1 was administered. Because the 
tumor was MSS/pMMR, the patient was ineligible for 
pembrolizumab. As our hospital is not certified to per-
form a gene panel examination, and she refused refer-
ral to a certified institution, a gene panel examination 
was not performed. Pemigatinib is an oral inhibitor of 

Fig. 6  Immunohistochemical examination of liver tumor. Positive findings of cytokeratin-7 (CK7, a), CK19 (b), CA19-9 (c), and negative findings 
of CK20 (d), alfa-fetoprotein (AFP, e), carcinoembryonic antigen (CEA, f) are shown. (magnification:100×)



Page 8 of 9Kanemitsu et al. Surgical Case Reports            (2024) 10:9 

fibroblast growth factor (FGR) and demonstrated the 
therapeutic potential in patient with FGFR2 fusions or 
rearrangements [50]. Entrectinib is an inhibitor of tro-
pomyosin receptor kinase (TRK) and showed clinically 
meaningful response in NTRK fusion-positive solid 
tumors including cholangiocarcinoma [51]. If these rele-
vant gene mutations were present, the patient would have 
received pembrolizumab or relevant molecular-target-
ing therapies with insurance coverage. Other promising 
molecular targets and drugs are being developed and the 
results of clinical trials are awaited.

Conclusions
In conclusion, we present an unusual case of sarcomatous 
intrahepatic cholangiocarcinoma that posed challenges 
in preoperative diagnosis and provide valuable insights 
into the tumor growth rate. Because SICC is often missed 
in clinical diagnosis, and rapid growth induces poor prog-
nosis, a comprehensive treatment strategy is required. 
Although early diagnosis and resection are important to 
avoid reducing the chances of curative resection, survival 
with upfront surgery is not satisfactory. Alternatively, 
NAC following preoperative biopsy may potentially ben-
efit ICC patients with a poor prognosis, including SICC. 
However, considering the rapid progression, as in this 
case, a strategy for introducing a preoperative biopsy 
should be cautious.

Abbreviations
ICC	� Intrahepatic cholangiocarcinoma
HCC	� Hepatocellular carcinoma
CA19-9	� Carbohydrate antigen 19-9
CT	� Computed tomography
MRI	� Magnetic resonance imaging
FDG-PET	� Fluorodeoxyglucose-positron emission tomography
UICC	� Union for International Cancer Control
AUS	� Abdominal ultrasound sonography
DWI	� Diffusion-weighted imaging
Gd-EOB-DTPA	� Gadolinium-ethoxybenzyl-diethylne-triaminepentaacetic 

acid
MSS	� Microsatellite stable
dMMR	� Mismatch repair gene deficiency
pMMR	� MMR-proficient (pMMR)
CK	� Cytokeratin
AFP	� Alpha-fetoprotein
CEA	� Carcinoembryonic antigen
AJCC	� American Joint Committee on Cancer
NAC	� Neoadjuvant chemotherapy
BTC	� Biliary tract cancer
FGR	� Fibroblast growth factor
TRK	� Tropomyosin receptor kinase

Acknowledgements
We would like to thank Editage (www.​edita​ge.​com) for the English language 
editing.

Author contributions
EK acquired data and drafted the manuscript. EK, AK, TN, and HN performed 
surgeries. RT performed the pathological assessment. SN and SS conducted 

the radiological assessments. All authors have read and approved the final 
manuscript.

Funding
The authors received no financial support for the research, authorship, or 
publication of this article.

Availability of data and materials
Data sharing was not applied in this article, as no datasets were generated or 
analyzed during the current study.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and accompanying data.

Competing interests
The authors declare that they have no competing interest.

Author details
1 Department of Surgery, JCHO Yamatokoriyama Hospital, 1‑62, Asahi‑Cho, 
Yamatokoriyama, Nara 639‑1013, Japan. 2 Graduate School of Pharmaceutical 
Science, Doshisha Women’s College of Liberal Arts, 97‑1, Kodo, Kyotanabe, 
Kyoto 610‑0395, Japan. 3 Department of Radiology, JCHO Yamatokoriyama 
Hospital, 1‑62, Asahi‑Cho, Yamatokoriyama, Nara 639‑1013, Japan. 4 Depart-
ment of Radiology, Saiseikai Chuwa Hospital, 323, Abe, Sakurai, Nara 633‑0054, 
Japan. 

Received: 30 October 2023   Accepted: 26 December 2023

References
	1.	 Balercia G, Bhan AK, Dickersin GR. Sarcomatoid carcinoma: an ultra-

structural study with light microscopic and immunohistochemical 
correlation of 10 cases from various anatomic sites. Ultrastruct Pathol. 
1995;19:249–63.

	2.	 Gersell DJ, Katzenstein AL. Spindle cell carcinoma of the breast. A clinoco-
pathologic and ultrastructural study. Hum Pathol. 1981;12:550–61.

	3.	 Kurian KM, Al-Nafussi A. Sarcomatoid/metaplastic carcinoma of 
the breast: a clinicopathological study of 12 cases. Histopathology. 
2002;40:58–64.

	4.	 Humphrey PA, Scroggs MW, Roggli VL, Shelburne JD. Pulmonary 
carcinomas with a sarcomatoid element: an immunocytochemical and 
ultrastructural analysis. Hum Pathol. 1988;19:155–65.

	5.	 Nishihara K, Tsuneyoshi M. Undifferentiated spindle cell carcinoma of 
the gallbladder: a clinicopathologic, immunohistochemical, and flow 
cytometric study of 11 cases. Hum Pathol. 1993;24:1298–305.

	6.	 Haratake J, Horie A. An immunohistochemical study of sarcomatoid liver 
carcinomas. Cancer. 1991;68:93–7.

	7.	 Maeda T, Adachi E, Kajiyama K, Takenaka K, Sugimachi K, Tsuneyoshi M. 
Spindle cell hepatocellular carcinoma. A clinicopathologic and immuno-
histochemical analysis of 15 cases. Cancer. 1996;77:51–7.

	8.	 Boonsinsukh T, Viriyaroj V, Rookkachart T, Trongwongsa T. Intrahepatic sar-
comatous cholangiocarcinoma: case report and review of the literature. 
Case Rep Surg. 2018;2018:3862575.

	9.	 Sapuppo E, Brunetti O, Tessitore D, Brandi G, Di Giovanni N, Fadda G, et al. 
Rare histotypes of epithelial biliary tract tumors: a literature review. Crit 
Rev Oncol Hematol. 2023;181: 103892.

	10.	 Tubiana M. Tumor cell proliferation kinetics and tumor growth rate. Acta 
Oncol. 1989;28:113–21.

	11.	 Li X, Li J, Liu K, Tan L, Liu Y. Sarcomatoid intrahepatic cholangiocarcinoma 
in a patient with poor prognosis: a case report and literature review. J Int 
Med Res. 2020;48:300060520969473.

http://www.editage.com


Page 9 of 9Kanemitsu et al. Surgical Case Reports            (2024) 10:9 	

	12.	 Nakajima T, Tajima Y, Sugano I, Nagao K, Kondo Y, Wada K. Intrahepatic 
cholangiocarcinoma with sarcomatous change. Clinicopathologic and 
immunohistochemical evaluation of seven cases. Cancer. 1993;72:1872–7.

	13.	 Tsou YK, Wu RC, Hung CF, Lee CS. Intrahepatic sarcomatoid cholangiocar-
cinoma: clinical analysis of seven cases during a 15-year period. Chang 
Gung Med J. 2008;31:599–605.

	14.	 Wang Y, Ming JL, Ren XY, Qiu L, Zhou LJ, Yang SD, et al. Sarcomatoid 
intrahepatic cholangiocarcinoma mimicking liver abscess: a case report. 
World J Clin Cases. 2020;8:208–16.

	15.	 Watanabe G, Uchinami H, Yoshioka M, Nanjo H, Yamamoto Y. Prognosis 
analysis of sarcomatous intrahepatic cholangiocarcinoma from a review 
of the literature. Int J Clin Oncol. 2014;19:490–6.

	16.	 Matsuo S, Shinozaki T, Yamaguchi S, Takami Y, Obata S, Tsuda N, et al. 
Intrahepatic cholangiocarcinoma with extensive sarcomatous change: 
report of a case. Surg Today. 1999;29:560–3.

	17.	 Azumi N, Battifora H. The distribution of vimentin and keratin in 
epithelial and nonepithelial neoplasms. A comprehensive immunohisto-
chemical study on formalin- and alcohol-fixed tumors. Am J Clin Pathol. 
1987;88:286–96.

	18.	 Sintra S, Costa R, Filipe C, Simao A. Intrahepatic sarcomatoid cholan-
giocarcinoma. BMJ Case Rep. 2018. https://​doi.​org/​10.​3389/​fsurg.​2022.​
963952.

	19.	 Jung GO, Park DE, Youn GJ. Huge subcapsular hematoma caused by 
intrahepatic sarcomatoid cholangiocarcinoma. Korean J Hepatobiliary 
Pancreat Surg. 2012;16:70–4.

	20.	 Gu KW, Kim YK, Min JH, Ha SY, Jeong WK. Imaging features of hepatic 
sarcomatous carcinoma on computed tomography and gadoxetic 
acid-enhanced magnetic resonance imaging. Abdom Radiol (NY). 
2017;42:1424–33.

	21.	 Haratake J, Yamada H, Horie A, Inokuma T. Giant cell tumor-like 
cholangiocarcinoma associated with systemic cholelithiasis. Cancer. 
1992;69:2444–8.

	22.	 Imazu H, Ochiai M, Funabiki T. Intrahepatic sarcomatous cholangiocarci-
noma. J Gastroenterol. 1995;30:677–82.

	23.	 Sato K, Murai H, Ueda Y, Katsuda S. Intrahepatic sarcomatoid cholangio-
carcinoma of round cell variant: a case report and immunohistochemical 
studies. Virchows Arch. 2006;449:585–90.

	24.	 Nakajima T, Okamura A. A case of huge intrahepatic cholangiocarcinosar-
coma. Nihon Shokakibyo Gakkai Zasshi. 2012;109:1590–7.

	25.	 Kim HM, Kim H, Park YN. Sarcomatoid cholangiocarcinoma with osteo-
clast-like giant cells associated with hepatolithiasis: a case report. Clin Mol 
Hepatol. 2015;21:309–13.

	26.	 Yugawa K, Yoshizumi T, Mano Y, Harada N, Itoh S, Ikegami T, et al. Primary 
intrahepatic cholangiocarcinoma with sarcomatous stroma: case report 
and review of the literature. Surg Case Rep. 2018;4:138.

	27.	 Zhang N, Li Y, Zhao M, Chang X, Tian F, Qu Q, et al. Sarcomatous intrahe-
patic cholangiocarcinoma: case report and literature review. Medicine 
(Baltimore). 2018;97: e12549.

	28.	 Kaibori M, Kawaguchi Y, Yokoigawa N, Yanagida H, Takai S, Kwon AH, 
et al. Intrahepatic sarcomatoid cholangiocarcinoma. J Gastroenterol. 
2003;38:1097–101.

	29.	 Okabayashi T, Shima Y, Iwata J, Iiyama T, Sumiyoshi T, Kozuki A, et al. Surgi-
cal outcomes for 131 cases of carcinosarcoma of the hepatobiliary tract. J 
Gastroenterol. 2014;49:982–91.

	30.	 Le Roy B, Gelli M, Pittau G, Allard MA, Pereira B, Serji B, et al. Neoadjuvant 
chemotherapy for initially unresectable intrahepatic cholangiocarcinoma. 
Br J Surg. 2018;105:839–47.

	31.	 Le DT, Durham JN, Smith KN, Wang H, Bartlett BR, Aulakh LK, et al. 
Mismatch repair deficiency predicts response of solid tumors to PD-1 
blockade. Science. 2017;357:409–13.

	32.	 Marabelle A, Le DT, Ascierto PA, Di Giacomo AM, De Jesus-Acosta A, 
Delord JP, et al. Efficacy of pembrolizumab in patients with noncolorectal 
high microsatellite instability/mismatch repair-deficient cancer: results 
from the phase II KEYNOTE-158 study. J Clin Oncol. 2020;38:1–10.

	33.	 Luo X, Yuan L, Wang Y, Ge R, Sun Y, Wei G. Survival outcomes and prog-
nostic factors of surgical therapy for all potentially resectable intrahepatic 
cholangiocarcinoma: a large single-center cohort study. J Gastrointest 
Surg. 2014;18:562–72.

	34.	 Uchiyama K, Yamamoto M, Yamaue H, Ariizumi S, Aoki T, Kokudo N, et al. 
Impact of nodal involvement on surgical outcomes of intrahepatic chol-
angiocarcinoma: a multicenter analysis by the Study Group for Hepatic 

Surgery of the Japanese Society of Hepato-Biliary-Pancreatic Surgery. J 
Hepatobiliary Pancreat Sci. 2011;18:443–52.

	35.	 Uenishi T, Ariizumi S, Aoki T, Ebata T, Ohtsuka M, Tanaka E, et al. Proposal 
of a new staging system for mass-forming intrahepatic cholangiocarci-
noma: a multicenter analysis by the Study Group for Hepatic Surgery of 
the Japanese Society of Hepato-Biliary-Pancreatic Surgery. J Hepatobiliary 
Pancreat Sci. 2014;21:499–508.

	36.	 Sakamoto Y, Kokudo N, Matsuyama Y, Sakamoto M, Izumi N, Kadoya M, 
et al. Proposal of a new staging system for intrahepatic cholangiocarci-
noma: analysis of surgical patients from a nationwide survey of the Liver 
Cancer Study Group of Japan. Cancer. 2016;122:61–70.

	37.	 Shimada K, Sano T, Nara S, Esaki M, Sakamoto Y, Kosuge T, et al. Thera-
peutic value of lymph node dissection during hepatectomy in patients 
with intrahepatic cholangiocellular carcinoma with negative lymph node 
involvement. Surgery. 2009;145:411–6.

	38.	 Hu J, Chen FY, Zhou KQ, Zhou C, Cao Y, Sun HC, et al. Intrahepatic cholan-
giocarcinoma patients without indications of lymph node metastasis not 
benefit from lymph node dissection. Oncotarget. 2017;8:113817–27.

	39.	 Kim DH, Choi DW, Choi SH, Heo JS, Kow AW. Is there a role for systematic 
hepatic pedicle lymphadenectomy in intrahepatic cholangiocarcinoma? 
A review of 17 years of experience in a tertiary institution. Surgery. 
2015;157:666–75.

	40.	 Li DY, Zhang HB, Yang N, Quan Y, Yang GS. Routine lymph node dissection 
may be not suitable for all intrahepatic cholangiocarcinoma patients: 
results of a monocentric series. World J Gastroenterol. 2013;19:9084–91.

	41.	 Weber SM, Ribero D, O’Reilly EM, Kokudo N, Miyazaki M, Pawlik TM. Intra-
hepatic cholangiocarcinoma: expert consensus statement. HPB (Oxford). 
2015;17:669–80.

	42.	 Lee AJ, Chun YS. Intrahepatic cholangiocarcinoma: the AJCC/UICC 8th 
updates. Chin Clin Oncol. 2018;7:52.

	43.	 Kim SH, Han DH, Choi GH, Choi JS, Kim KS. Oncologic impact of lymph 
node dissection for intrahepatic cholangiocarcinoma: a propensity score-
matched study. J Gastrointest Surg. 2019;23:538–44.

	44.	 Vitale A, Moustafa M, Spolverato G, Gani F, Cillo U, Pawlik TM. Defining 
the possible therapeutic benefit of lymphadenectomy among patients 
undergoing hepatic resection for intrahepatic cholangiocarcinoma. J 
Surg Oncol. 2016;113:685–91.

	45.	 Zhang XF, Chakedis J, Bagante F, Chen Q, Beal EW, Lv Y, et al. Trends in 
use of lymphadenectomy in surgery with curative intent for intrahepatic 
cholangiocarcinoma. Br J Surg. 2018;105:857–66.

	46.	 Okusaka T, Nakachi K, Fukutomi A, Mizuno N, Ohkawa S, Funakoshi A, 
et al. Gemcitabine alone or in combination with cisplatin in patients with 
biliary tract cancer: a comparative multicentre study in Japan. Br J Cancer. 
2010;103:469–74.

	47.	 Valle J, Wasan H, Palmer DH, Cunningham D, Anthoney A, Maraveyas 
A, et al. Cisplatin plus gemcitabine versus gemcitabine for biliary tract 
cancer. N Engl J Med. 2010;362:1273–81.

	48.	 Mizusawa J, Morizane C, Okusaka T, Katayama H, Ishii H, Fukuda H, et al. 
Randomized Phase III study of gemcitabine plus S-1 versus gemcitabine 
plus cisplatin in advanced biliary tract cancer: Japan Clinical Oncology 
Group Study (JCOG1113, FUGA-BT). Jpn J Clin Oncol. 2016;46:385–8.

	49.	 Nakachi K, Ikeda M, Konishi M, Nomura S, Katayama H, Kataoka T, et al. 
Adjuvant S-1 compared with observation in resected biliary tract cancer 
(JCOG1202, ASCOT): a multicentre, open-label, randomised, controlled, 
phase 3 trial. Lancet. 2023;401:195–203.

	50.	 Abou-Alfa GK, Sahai V, Hollebecque A, Vaccaro G, Melisi D, Al-Rajabi R, 
et al. Pemigatinib for previously treated, locally advanced or metastatic 
cholangiocarcinoma: a multicentre, open-label, phase 2 study. Lancet 
Oncol. 2020;21:671–84.

	51.	 Doebele RC, Drilon A, Paz-Ares L, Siena S, Shaw AT, Farago AF, et al. 
Entrectinib in patients with advanced or metastatic NTRK fusion-positive 
solid tumours: integrated analysis of three phase 1–2 trials. Lancet Oncol. 
2020;21:271–82.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.3389/fsurg.2022.963952
https://doi.org/10.3389/fsurg.2022.963952

	A case of rapidly progressing sarcomatous intrahepatic cholangiocarcinoma with suddenly appearing lymph node metastasis
	Abstract 
	Background 
	Case presentation 
	Conclusion 

	Background
	Case presentation
	Discussion
	Conclusions
	Acknowledgements
	References


