Introduction

Cholangiocarcinoma is a rare
cancer account of
approximately four to six cases
per million populations. Patient
usually presents with the
obstructive jaundice. (1)
Endoscopic Retrograde
cholangiopancreatography
(ERCP) and Endoscopic
Ultrasonography (EUS) are the
useful diagnostic modalities. (2)
Here, we are presenting a
pictorial review of an unusual
presentation of
Cholangiocarcinoma relapse
after 5 months of previously
radically treated
cholangiocarcinoma, where the
correlation between
Ultrasonography (USG), CT
scan, gastroscopy and EUS
were used to establish the
underlying cause and further
management.

Aim

•To report the unusual clinical
presentation
•To familiarize the
characteristics appearance on
imaging.

Repeat CT scan at 10 days’ interval revealed worsening of gastric
distension, more marked stranding around duodenum along with the
progressive dilatation of intra-hepatic biliary radicles, CBD and pancreatic
duct, hence suspecting cholangiocarcinoma.

Clinical Presentation

70 years old lady presented to
A&E with the symptoms of
indigestion, vomiting and
abdominal pain on background
of recent radical resection of
cholangiocarcinoma,(pT3 No
Mo) which was an incidental
finding after elected
cholecystectomy She was
started on adjuvant
chemotherapy. At presentation,
th
she was on 4 cycle of her
chemotherapy.
Baseline scan prior to treatment

US abdomen
distended stomach with the partly
digested food

Contrast CT scan later on
showed moderate gastric
distension with the collapsed
second duodenal segment along
with the haziness and stranding
of surrounding fat planes.
Conservative management
initiated but patient deteriorated
Day 3 post admission, CT
scan revealed presence of
hepatic steatosis along with the
normal portal and hepatic vein
enhancement. Also inflamatory
chenges in omentum adjacent to
hepatic flexure and ascending
colon visualized. NG tube was
seen in distended stomach.

Staging CT scan
identified subtle
hypodensity in liver
parenchyma adjacent to
the gallbladder fossa.

US Abdomen was performed
initially.

Day 10 post admission showed
progressive dilatation of intrahepatic
ducts with double duct sign.
Moreover, further progressive gastric
dilatation and collapsed D2 segment
Progressive
were noted.
dilatation of
intrahepatic
biliary radicles

Omental stranding
causing collapse of
D2 segment

Distended
stomach
progression

Therefore, EUS arranged and relapse of cholangiocarcinoma was
confirmed.
But delayed diagnosis led to palliative management of the patient with the
possible duodenal stenting.
Learning points:

It has highlighted how multiple imaging modalities interpretation lead to
establish morphological, structural and functional information. Therefore,
helped to guide further management plan.
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