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Case RepoRt
A 60-year-old woman presented with 3 months history of mass 
in lower abdomen and occasional abdominal discomfort in the 
right lower flank. There was no past history of vomiting, jaundice, 
abdominal distension or evidence of chronic liver disease. There 
was no significant loss of weight or appetite. Personal history was 
not significant. She was a known hypertensive patient and was 
on regular treatment. She underwent abdominal hysterectomy 15 
years back. On clinical examination she was moderately built and 
nourished with anaemic appearance and was not jaundiced. Her 
vitals were stable with non-distended abdomen. Examination of 
abdomen was non-tender with hepatomegaly and a separate mass 
of size 10x8 cm occupying the right iliac fossa (RIF) with mobility 
up to midline as shown in [Table/Fig-1]. It was hard in consistency 
and separated from liver by a groove. Dullness over the mass was 
continuous with the liver dullness and moved with respiration. No 
other masses were palpable. All other examination was normal. 

Clinical diagnosis could not be made and differential diagnosis was 
opted: 1) Pedunculated mass from liver; 2) Right ovarian tumour; 3) 
Caecal mass; or 4) Distal ileal mass. The patient was investigated 
with liver function test (LFT), αfeto protein (AFP), chest X-ray which but 
showed no positive findings. Ultrasound abdomen was done [Table/
Fig-2] initially and reported inconclusively as –Metastasis within the 
liver with another similar lesion in right iliac fossa (RIF) showing a 
nodal invasion as well. As ultrasound report was inconclusive, fine 
needle aspiration cytology (FNAC) /core biopsy from liver and RIF 
mass was done which showed features of well differentiated HCC 
– trabecular pattern, clear cell type. She was further evaluated by 
Magnetic resonance imaging (MRI) of the abdomen [Table/Fig-3]. 
MRI scan revealed hepatomegaly with Iso to Hyperintense lesions 
of varying size with exophytic mass extending to right iliac fossa 
with minimal ascites. 

With the report of core biopsy & MRI in mind and also considering 
the rarity of the case, to confirm the diagnosis and to know the extent 

of the mass the patient was subjected to diagnostic laparascopy. 
Laparoscopy showed multiple nodular lesions in lobes of the liver, 
with hard mass of size 9x7cm, arising from the right lobe of the 
liver and extending into right iliac fossa displacing the bowels. A 
small groove was noted in between the enlarged liver and RIF mass 
together with enlarged periportal lymph nodes. On trying to touch 
or move the lesion, it showed a tendency to bleed. Postoperative 
period was uneventful. 

As the tumour was unresectable and keeping in mind the age of 
the patient no mutilating surgeries were advised. The patient was 
neither willing to undergo chemo or radiotherapy. Symptomatic 
treatments were given. Patient expired 3 months later.

DisCussion 
One of the world’s most common cancers is primary cancer of the 
liver (Hepatocellular carcinoma - HCC) [1].The gross appearance 
of HCC had been classified into: nodular, massive or diffuse. 
Other classification was according to the growth pattern or spread 
includes expanding, spreading, multifocal or indeterminate [2]. The 
mechanism for its growth pattern remains unknown. Exophytic 
growth or pedunculation is not a rare finding of HCCs. Studies have 
shown that exophytic HCCs constitute 0.2 – 4.2% of all HCCs [3].

HCC is a potential complication of alcoholic cirrhosis. The 
many aetiologies of cirrhosis make patient prone to developing 
hepatocellular carcinoma. It is not necessary all patient prone to 
develop HCC [4]. Increasing age and male sex are independent risk 
factors for HCC [5]. Men have a higher prevalence of hepatocellular 
carcinoma than women. The ratio of affected men to affected 
women varies between 2:1 and 4:1, depending on the geographic 
region [6]. Presented is a case of an old lady without cirrhosis or any 
known risk factors for liver disease. This unusual presentation is a 
rare occurrence.

HCC has a more indolent course with more constitutional symptoms 
and long history of chronic liver disease. Non-cirrhotic patients 
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aBstRaCt
Hepatocellular carcinoma (HCC) is the most common primary malignant hepatic tumour. Hepatocellular carcinoma presenting itself or 
extending into the right iliac fossa (RIF) is a very rare entity. We report on a rare case of hepatocellular carcinoma in a 60-year-old lady, 
presented with a mobile mass in the lower abdomen without cirrhosis, with normal α-feto protein levels (AFP) or any known risk factors 
for liver disease. HCC in this case was unusual in its presentation both in the patient as well as a disease. 

[table/Fig-1]: Mass Seen in RIF                                     [table/Fig-2]: Ultrasound Abdomen                                   [table/Fig-3]: MRI–Abdomen
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with HCC typically present in a different manner [7]. Their tumours 
are often allowed to grow with much less restriction. Symptoms 
including malaise, anorexia, wasting, right upper quadrant 
abdominal pain and distension are often related to long-standing 
malignancy and tumour [7]. The clinical course of present patient 
also had most of the similar symptoms. 

Another interesting feature in presented case was unusual 
presentation of HCC as a mass of size 10 x 8 cm in the right iliac 
fossa and mobile within the abdomen. Usually they present as an 
abdominal mass or hepatomegaly with hard and irregular borders 
that may demonstrate a vascular bruit [8]. The differential diagnosis 
is occasionally difficult in cases of such type of presentation of HCC 
extending caudally from right lobe of the liver. It is a diagnostic 
challenge to identify the exophytic growth of the tumour when lying 
beyond the confines of the liver. This is due to the uncertainty of its 
origin and that it mimics other abdominal tumours [9]. Two rare cases 
reported so far are –a case of giant pedunculated HCC combined 
with haemangioma, in the right iliac fossa, which presented with 
clinical features of intestinal obstruction by Karatzas et al., from 
Athens, Greece [10] and second, CT diagnosed retroperitoneal 
extension of HCC, thus mimicking a right adrenal tumour by Kim 
KW et al., from Korea [9].

Elevated serum liver enzymes levels, total bilirubin, gamma globulin, 
and lowered serum albumin levels are nonspecific markers of liver 
pathology. There is no specific pattern of LFT for diagnosing HCC 
[11]. The biochemical evaluation tests were within normal limits in 
the present case.  Further on, serum alpha fetoprotein levels were 
also unusual in this case. A well-established tumour marker for 
diagnosing HCC is AFP, with sensitivity of 70-80% [12]. However, 
because of its less specificity, determination of the AFP level is 
of limited value for the diagnosis of HCC and is often elevated in 
chronic liver diseases, such as chronic hepatitis and liver cirrhosis 
[13]. Further, raised AFP levels are more suggestive of advanced 
stage of HCC. So, in the presented patient, normal AFP levels with 
such a presentation are certainly unusual. 

Liver biopsy offers a safe and effective means to confirm suspicious 
lesions for HCC. The samples can be obtained by percutaneous 
fine-needle aspiration cytology (FNAC) and needle core biopsy under 
Ultrasound (USG) or Computerised scan (CT) guidance. Studies 
conducted by Sidhaling reddy et al., yielded a diagnostic value of 
92.7% for USG and 100% for CT guidance [14]. Liver biopsy can be 
useful in the patient whose suspicious lesion does not necessarily 
meet the characteristic radiographic or laboratory features of HCC 
as in present case. 

Imaging plays a key role in the diagnosis of HCC. As the 
extrahepatic growth, Alpha fetoprotein, Imaging of a hepatic 
tumour is rare, the abdominal mass between the liver, kidney and 
colon should be differentiated from exophytic or pedunculated 
hepatic tumour. The first imaging modality in many of these cases is 
Ultrasound as in presented case [15]. But because of the exophytic 
nature of the lesions, defining tissue of origin was very difficult. 
Multiphase contrast-enhanced MDCT or MRI is the imaging of 
choice in these cases [15]. The same was applicable to our case. 

Laparoscopy yields additional information about extent of disease 
in the liver, and extrahepatic disease [4]. The yield of laparoscopy is 
dictated by the extent of disease and is only selectively employed 

as we carried out in presented case. Most of the patients diagnosed 
with HCC will not be amenable to surgical resection because of 
the advanced stage of the cancer or the severity of the underlying 
liver disease [1]. In the presented case even though there was no 
underlying liver pathology the exophytic growth was huge with 
multiple lesions, periportal spread and had a tendency to bleed. So 
surgery was deferred and moreover the patient was not willing to 
undergo any further treatment. Most studies show that tumour size 
plays a role in the prognosis and significantly affects survival [16]. 
In the presented case too, patient later after 3 months succumbed 
to death. 

ConCLusion
Unusual presentation of HCC is reported here. This case illustrates 
that HCC can present as right iliac fossa mass in an old lady with 
no cirrhosis, no risk factors, no viral markers and normal AFP levels. 
The possibility of HCC should be kept in mind in any differential 
diagnosis of large intraperitoneal mass even if it is not related to liver 
by clinical study. 
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