


Malignant tumours of the liver and pancreas
Liver tumors:

✨

Primary: 

(HCC,intra hepatic,cystadenocarcinoma,lymphoma angiosarcoma,) 

"

mc in primary is HCC

"✨

Secondery:(colorectal Mets,NET,Others)

"

most common overall

"

HCC:

"

HCC: 10-20% no underlying Cirrhosis but not a normal liver( ااااااد%ح مهم )

✨

The fourth cancer related death worldwide

✨

Hyper vascular tumor

✨

high risk for vascular invasion ,multifocality and lemphatic Mets (so only 20% is Resectable)

✨

Very unlikely to invade biliary tree or compress it

"

Risk factors: hepatitis B+C(highest risk for chronic viral hepatitis(HBV)) , males and infrequent 

causes is such as Alpha one anti trypsin deficiency ,hemochromatosis 

,glycogenosis.

✨

Clinical representation: MC presentation is abdominal pain and could present with 

jaundice(10-20%) mainly due  to decompensated liver rather than tumor compression

✨

Diagnosis: U/S is the initial screening// triple phase liver CT is the gold standard //A-

FB(normally=0-20) in 80% if>400 considered diagnostic if >1000 poor differentiation 

"

On CT and MRI Typical feature of early arterial contrast enhancement and early washout out 

in the delayed phase

✨

HCC can be diagnosed by images so biopsy is not mandatory

✨

Liver tumors received their blood supply predominantly from hepatic artery not portal vein. 

Treatment:

✨

According to CPS stage of cirrhosis child-A is resectable B+C are unresectable

✨

Hepatectomy , liver transplant ,RFA are curative treatment in the absence of decompensated 

liver

"

In patients who are not candidate for curative treatment and have NO decompensated Liver 

use trans arterial chemo embolization and systemic therapy (Sorafenib)

"

Note that there is NO rule of a new adjuvant or adjuvant IV chemotherapy

"

The major cause of death following resection of HCC is tumor recurrence(40%) within the 1st 

year 

✨

Patients who are candidate for transplant according to melan criteria if they have one 

nodule(5cm) three nodules(The maximum diameter is 8cm)

✨

Best survival in case of small encapsulated tumor (<2cm) in patient with(child A score)

Fibrolamellar HCC:

"

Occurs in young adults Without underlying cirrhosis 



!

Non-encapsulated but will circumscribed high respectability rate( grows slowly and has better 

prognosis)

✨

F>M ( سكع  HCC)

!

A-FB elevated in less than 10%

✨

Recurrence is common(80%)

✨

Can metastasize to lymph nodes

Intrahepatic cholangiocarcinoma(ICCA):

!

Second MC primary tumor after HCC

✨

It arises from the peripheral intrahepatic biliary radicle(2nd+3rd) order Biliary tree

!

Large non-encapsulated heterogeneous associated with narrowing of adjacent portal veins 

and retraction of liver capsule.

✨

In old ages M=F

✨

Poor prognosis 

!

Most of them develop without a background of liver disease

✨

As HCC unlikely to compress or invades the biliary confluence

!

LFT and serum markers(Ca19.9,CEA) are not specific nor specific 

!

Mostly they are unresectable because of satellite nodules

!

CT scan and MRI are diagnostic

(showing hypoenhancing)

✨

Types: 

!

mass forming(MC)

!!

infiltrating type the worst prognosis (spread along Glissons capsule)

!

Intraductal growth type(the best of the process)

!

Treatment: there is NO place for liver transplantation except in very very selective cases

✨

surgical resection is the only curative TTT

Biliary cystadenocarcinoma:

✨

intrahepatic in location may arise from pre-existing biliary cystadenoma

✨

F:M(2:1)

!

CA19-9 is markedly raised 

!

The presence of an associated ovarian-like stroma in female patients appears to signify 

(favourable prognosis)

✨

Cyst aspiration is not recommended

✨

High survival rates

✨

The only potentially curative treatment is complete removal

colorectal liver metastasis:

!

The liver is the most frequent site of metastasis from CRC

✨

Diagnosis is usually based on imaging

✨

Ultrasound is not sensitive Diagnostic test 

!

triple-phase liver CT is the modality of choice



!

triple-phase liver CT is the modality of choice

✨

MRI superior to CT in detecting small lesions

✨

Appears hypo-attenuated lesion and best identified in portal Venous phase

✨

Surgical resection offers the best chance for long-term survival

!

 future liver remnant post surgery(FLR)( at least 20% in normal liver , 30% in chronic liver 

disease and 40 % in cirrhotic liver)

✨

In case of small FLR we can used Portal vein embolization of the lobe that have the mets 

before the surgery to induce atrophy of the affected liver lobe and hypertrophy on the non 

diseased lobe in effort to have adequate FLR and avoiding the post hepatectomy liver failure.

NET:

✨

large multifocal bilobar

✨

Less than 20% are candidate for surgery

✨

High vascularity tumor(hyper-inhansing on CT)

✨

Overall survival after surgery >80% at 5 years ( more than the CRLM or other primary liver 

tumour)

✨

Surgical treatment with curative intent is the best modality if the patient fit for the surgery

!

Somatostatin analogue used for symptomatic treatment in hormonally active(in carcinoid 

tumor)

Pancreatic malignant tumor:
 7th leading cause of cancer related deaths worldwide 

Exocrine(mc) PDAC, Mucinous,Adenosquamous(worst type)

Endocrine P-NET(5% of pancreatic tumors)

PDAC:

!

Most common pancreatic cancer and the most common exocrine pancreatic cancer and 

overall(most common site head> body> tail)

✨

Mostly in males 72 years old African Americans

!

Most common the clinical presentation is jaundice(mainly painful).

 Weight loss, palpable distended gallbladder in 1/3 of patients with periampullary 

PDAC(courvoiser sign), palpable left virchow’s node, and sister Mary Joseph node,Trousseau’s 

sign(migratory venous thrombosis)

!

MC gene mutation in pancreatic cancer is(K-ras2)

!

There is association between this cancer and H. pylori colonization and ABO blood group

✨

From risk factors are age(>60 yo)+ some syndromes like FAP,lynch,fanconi , …

!

Investigations: Ca19-9 (if >100 is diagnostic (if >400 advanced stage do laparoscopy before 

surgery)) , some people don’t express this AG(15%)

,it can be elevated in cholesystitis, cholangitis,chronic pancreatitis( بود ا(ٮ ع-ڡتر"ٮ ر(ٮتك وم س"ٮ ) so it is 



,it can be elevated in cholesystitis, cholangitis,chronic pancreatitis( بود ا(ٮ ع-ڡتر"ٮ ر(ٮتك وم س"ٮ ) so it is 

mostly used as prognostic marker to assess response to therapy in patients already diagnosed.

!

CT scan is investigation of choice for evaluation of lesions arising in the pancreas showing 

(hypo-intense mass, double ductal sign (dilated CBD and PD))

✨

Pancreatic ca can be diagnosed based on imaging and presentation so it isn’t necessary to do 

biopsy before surgery

✨

Treatment: role of ERCP in pancreatic ca with jaundice 

( ر-ڡصا وه و chemo د;حا(ٮ عونمم ) , irresectable tumor with advanced stage

✨

Only 20% are surgically resectable(in tumors that have Mets) it’s the only potential curative 

treatment of pancreas

! !

Tumours of head of the pancreas,periambullary tumor,distal cholangiocarcinoma 

 ( Whipples -classical or PPPD)

! !

Tumours of body & tail of the pancreas 

(Distal pancreatectomy and en-bloc splenectomy)

P-NET:

!

Non functional (MC)

!

Functional (insulinoma is the MC functional overall )(gastrinoma is the MC malignant 

functional)



Insulinoma:

✨

97% in pancreas (equal distribution)

✨

Sporadic in majority of cases

"

Painless 

✨

Hyper-attenuation 

✨

Significant weight gain 

"

Hallmark is whipple’s triad(hypoglycemia(relived by administration glucose ),fasting induced 

neuroglyopenic symptoms of hypoglycemia (diaphoresis, shaking,mental 

confusion,obtundation,seizure)

"

Gold standard for diagnosis isthe 72/hrs fasting test

"

Gold standard for pre-op localization is portal venous sample

✨

Insulin :glucose >0.4

"

Treatment :Diazoxide and surgery 

Gastrinoma (Zollinger Ellison syndrome):

"

mc functioning malignant pancreatic endocrine tumor

✨

Men mainly

"

Sporadic (75%) & MEN-1 association (25%)

✨

Those associated with MEN-1 are almost always multiple, early onset, more common in 

duodenum

"

MC site is duodenum (50-70%) followed by Pancreas (20-40%)

"

Clinical presentation: peptic ulcer with refractory severe diarrhea// MC presenting symptoms 

are abdominal pain(70-100%), diarrhea (50-70%) & GERD (30-35%)

✨

100% patients will have a fasting serum gastrin level >100 pg/mL

"

An increase of >200 pg/mL the gastrin value after

administration of secretin is diagnostic

"

Somatostatin receptor scintigraphy(SRS)is imaging test of choice for localizing both primary 

and metastatic gastrinomas



and metastatic gastrinomas

Glucagonoma:

✨

Mainly in females/malignant 

✨

MC site is Body and tail of pancreas.

"

presentation: Diabetes, dermatitis, DVT, depression

✨

Fasting glucagon level >50 is considered diagnostic + CT

"

Necrolytic erythema migran is MC manifestations

✨

Resection is the treatment of choice

Verner Morrison syndrome (VIPOmas):

"

Also known as WDHA syndrome (watery diarrhea(mc), hypokalemia, achlorhydria) or 

pancreatic cholera

✨

Usually solitary MC site is tail of pancreas 

malignant mainly

✨

Managed by preoperative hydration and correction of electrolyte abnormalities & Octreotide

Resection is the treatment of choice

✨

Precursor lesions :

"

1-pancreatic intraepithelial neoplasia (PanIN)(mc)

2- intraductal papillary mucinous neoplasm (IPMN):

✨

also known as mucin-secreting carcinoma, villous adenoma of the duct of Wirsung.

✨

Seen in 6th to 7th decade of life.

Equal sex distribution.

✨

More common in head & uncinate process of the pancreas.

"

Clinical Features: abdominal pain or recurrent pancreatitis, (caused by obstruction of 

pancreatic duct by thick mucin) extruding through a large, fish-mouth like papillary orifice

" "

Aspirated fluid: Mucinous content with elevated CEA & amylase level( مممممهم  

ااااد&ح اااااااااد&ح  ) 

"

Any of the following features associated with high risk of malignancy:

Obstructive jaundice in a patient with cystic lesion of the head of the pancreas. B) Enhancing 

solid component within cyst. C) Main pancreatic duct >10 mm in size.

✨

Stigmata of malignancy:

A) Pancreatitis .B) Cyst >3 cm. C) Thickened/enhancing cyst walls. D) Main duct size 5-9 mm. E) 

Non-

enhancing mural nodule. F) Abrupt change in caliber of pancreatic duct with distal pancreatic 

atrophy

3 - mucinous cystic neoplasm (MCN):

"

Most Common cystic neoplasm of the pancreas

"

Frequently seen in young*women*, mean age 5th decade



!

ovarian-like stroma surrounding the columnar epithelium is considered a pathognomonic 

finding

✨

More common in the body & tail of the pancreas

!

No relation or communication with pancreatic duct

✨

Risk of invasive carcinoma 10-50 %

! !

Cyst fluid analyses: Mucin-rich aspirate, high CEA & low amylase levels( مممممهم  

اااد&ح اااااد&ح ليلا نع قر+ڡ&ٮ (   amylase لا ه&ٮسن&ٮ ه4ڡو+ڡ  

Note :pseudocyst has high levels of amylase and  very low level of CEA 




