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A 66 year old male without any past medical history presented with 
yellowing of his skin for three months. His family mentioned his eyes 
looked like egg yolks and he reported an approximately twenty pound 
weight loss in the span of two months. His labs revealed elevated bilirubin 
at 29.1 mg/dl, Alk phos of 1843 units/L, AST of 218 units/L and ALT of 228 
units/L. Social history revealed that he was an active smoker with a forty 
pack year history. Gastroenterology was consulted and started on 
Ceftriaxone 1g daily and Metronidazole 500mg three times a day for biliary 
pathogen empiric coverage.

Magnetic resonance cholangiopancreatography (MRCP) was attempted on 
the same day of admission and showed severe intrahepatic and 
extrahepatic biliary ductal dilatation with a 7mm filling defect at the distal 
common bile duct. Endoscopic retrograde cholangiopancreatography 
(ERCP) was attempted next however was also unsuccessful passing the 
cannulatome past the ampulla of Vater due to nondilated appearance of 
the pancreatic duct. Percutaneous Transhepatic Cholangiogram was 
attempted by Interventional Radiology the following day with repeated 
failure to access the common bile duct due to high grade stenosis versus 
obstruction above and below the extrahepatic biliary ductal system. An 8 
French APDL catheter was placed during the procedure for decompression, 
which drained dark viscous bile and crystals. He was subsequently 
transferred to an outside institution which obtained biopsy samples that 
strongly indicated cholangiocarcinoma. Final characterization is pending 
the results of his recently performed endoscopic ultrasound (EUS).
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MRCP (Figure 1) showed severe intrahepatic and extrahepatic 
biliary ductal dilatation and hydropic gallbladder. There was a 
filling defect at the distal common bile duct.

Percutaneous transhepatic cholangiogram, after fluoroscopic guided 
injection, to assess the region of common bile duct stenosis (Figure 
2). No contrast was noted distal to the lesion at the junction of the 
hepatic and common bile duct regions. Attempts to traverse the 
high-grade stenosis versus obstruction were unsuccessful.
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Cholangiocarcinoma (CCA) is a rare, aggressive and difficult to treat 
primary tumor affecting the biliary tract, accounting for 
approximately 3% of gastrointestinal tumors worldwide.1 
Cholangiocarcinoma can be classified into three distinct types based 
on the location of invasion within the biliary tract: intrahepatic 
CCA, distal CCA, and perihilar CCA or Klatskin tumors. At the time 
of diagnosis, less than 50% are considered resectable, with the odds 
of non-surgical treatment with chemotherapy and radiation 
profoundly poor. 

Oftentimes Klatskin tumors are discovered incidentally, without 
identifiable risk factors such as, excessive alcohol use, primary 
sclerosing cholangitis, choledochal cysts, infection with liver flukes, 
hepatolithiasis and cirrhosis, which are only found in 10% of patients 
suffering from CCA.3 ERCP and MRCP are the gold standard for 
identifying Klatskin tumors, with endoscopic ultrasound (EUS) useful 
in preoperative staging, particularly in the setting of multiple failed 
attempts to obtain a conclusive diagnosis.5 
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