
 

INTRODUCTION 

Hepatocellular carcinoma (HCC) is a widespread and 

serious healthcare problem globally. It is ranked as the 

sixth most diagnosed cancer. HCC is also the fourth 

leading cause of cancer-related deaths around the 

globe.1 HCC often invades the intrahepatic vasculature, 

particularly the portal vein.1 Portal vein tumour 

thrombus (PVTT), on the other hand, is the most 

common type of macrovascular invasion, occurring in 

44.0% to 62.2% among HCC patients, while hepatic vein 

tumour thrombus is rare, with an incidence of 1.4% to 

4.9%, and inferior vena cava/intra-right atrial tumour 

thrombus is even rarer, with an incidence of 3% to 4%.2 

PVTT is macroscopically classified into four types using 

medical imaging based on Chinese Cheng's 

classification.3  This classification includes four types 

(type I to IV) depending on the invasion of thrombus to 

surrounding vasculature, e,g. portal vein, and 

mesenteric vein. The presence of PVTT among HCC 

patients is a significant factor associated with poor 

prognosis.4 

To our knowledge, there is no global consensus or 

existing standard guidelines for managing HCC with 

PVTT. To enhance the prognosis aggressive treatment 

options have been proposed in the Asia-Pacific region, 

including Bangladesh.5, 6 In addition to small-molecule 

targeted therapies like sorafenib and lenvatinib, clinical 

practices have gradually recognized treatments such as 

trans-arterial chemoembolization, radiotherapy, hepatic 

resection, and liver transplantation. Various studies are 

being carried out to improve the prognosis of HCC 

patients with PVTT with more aggressive treatment 

modalities like liver resection to transplantation. Thus, 

we have performed the right hepatectomy with 

thrombectomy for the HCC right lobe with PVTT (Type 

III that involved portal vein) for a better prognosis of 

such cases. 
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CASE REPORT 

ABSTRACT 

Hepatocellular carcinoma (HCC) a�acks the intrahepa�c vasculature, par�cularly the portal vein. One of the most important 

criteria for a poor prognosis in individuals with HCC is the presence of portal vein tumour thrombus (PVTT). There is no global 

consensus or standard guidelines on the management of HCC with PVTT. We present a 48-year-old male manual labourer 

with a mass in the right hypochondriac region associated with dull, aching pain for four months. His preopera�ve prepara�on, 

involved addressing and rec�fying any exis�ng deficits. Standard precau�ons were taken for a major liver resec�on, specifical-

ly a right hepatectomy with the removal of a blood clot from the right portal vein. Postopera�vely, the pa�ent was mobilized 

on the first day, engaged in respiratory exercises, and received preven�ve measures against deep vein thrombosis. We have 

successfully performed a right hepatectomy with thrombectomy for HCC right lobe with PVTT, which showed a be�er out-

come for the pa�ent. He was leading a normal life at 14-day and 45-day follow-up visits. 
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CASE DESCRIPTION  

A 48-year-old male, a manual labourer by profession, 

presented with a mass in the right hypochondriac 

region associated with dull aching pain for four months. 

Abdominal examination revealed a firm tender mass in 

the right hypochondriac region. On routine 

examination, haemoglobin was 10 g/dL, white blood 

cell count was 11,000; platelet count was 300,000 

serum glutamic pyruvic transaminase was 200 U/L, and 

alpha-fetoprotein was 950.7 ng/mL. HBsAg was 

positive with undetected hepatitis B virus DNA. 

Abdominal ultrasound revealed an 83 mm × 56 mm 

mixed echogenic area in the right lobe of the liver.  

A computed tomography scan showed a space 

occupying lesion measuring about 7.8 cm × 5.5 cm × 

8.0 cm involving segments V-VIII in the right lobe of 

the liver suggestive of HCC. In addition, a computed 

tomography scan showed a dilated portal vein 

containing a thrombus within the right branch and the 

main portal vein (type III). His Child-Turcotte-Pugh 

score was 6 and graded as class A (Child Pugh A). 

CASE MANAGEMENT 

On laparotomy, a mass occupying almost the whole of 

the right lobe with compensatory hypertrophy of the left 

lobe of the liver was found. The patient underwent 

preoperative preparation, which involved addressing 

and rectifying any existing deficits. Standard 

precautions were taken for a significant liver resection, 

specifically a right hepatectomy with the removal of a 

blood clot from the right portal vein. 

Cholecystectomy with right hepatectomy was done. On 

palpation of the portal vein at the junction of the 

division to the right portal vein, a thrombus was felt, 

which was extracted, and the right portal vein stump 

was closed with a 5/0 atraumatic proline. Portal 

clamping and length of operation were 14 and 150 

minutes, respectively. Intraoperative blood loss was 

about 500 ml, and two units of blood were transfused 

per operatively.  
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LEARNING POINTS  

1. The presence of portal vein tumour thrombus is the most 

important criterion for poor prognosis of hepatocellular carci-

noma.  

2. The patient had satisfactory in-hospital outcomes after the 

right lobectomy with thrombectomy for the hepatocellular 

carcinoma right lobe with portal vein tumour thrombus. 

3. The patient was leading a normal life at 14-day and 45-day 

follow-up visits. 

A B 

FIGURE 1 Contrast CT scan of abdomen (A). axial view (B). coronal view showing SOL in the right lobe of the 
liver with a scattered area of necrosis within the lesion suggestive of hepatocellular carcinoma with dilated por-
tal vein containing thrombus.  



 

The post-operative period was uneventful, and the 

patient was discharged on the seventh postoperative 

day. He was followed-up after 14 days and 45 days after 

the release from the hospital. There was no history of 

fever, vomiting, diarrhoea, constipation, or jaundice. On 

examination, abdomen was soft, not distended or 

tender. There was no sign of bleeding or discharge from 

the wound. The patient was encouraged to mobilize on 

the first day, engaged in respiratory exercises, and 

received preventive measures against deep vein 

thrombosis. The surgery of right hepatectomy with 

thrombectomy for HCC right lobe with PVTT (Type III) 

of the patient performed by us proved to be successful. 

On follow-up, the patient’s condition was improved. He 

was living a normal life. 

 DISCUSSION 

Liver resection is the primary approach for managing 

HCC, offering the best potential for a cure.7 However, in 

western countries, the presence of PVTT has typically 

been considered a surgical contraindication according 

to the Barcelona Clinic Liver Cancer staging system.8 

Consequently, most patients miss the opportunity for 

radical surgery, and the likelihood of a cure is 

exceedingly low. Nevertheless, advancements in surgical 

techniques and improvements in perioperative care 

have led to the adoption of more aggressive surgical 

resections for selected HCC patients with PVTT in 

specific medical centres. Surgical treatment becomes 

viable when the primary tumour and PVTT can be 

completely removed with no distant metastasis and 

liver function remains intact.9 

Numerous studies, particularly in Asian liver centres, 

have assessed the effectiveness of surgical treatments 

for HCC. For instance, Kokudo et al. conducted a large 

retrospective study in Japan involving 6,474 HCC 

patients with PVTT. They compared outcomes of liver 

resection with alternative therapies.10 Their findings 

demonstrated that the surgical group, particularly those 

with good liver function (Child Pugh A), had a 

significantly longer mean survival time compared to the 

non-surgical group (2.9 years vs. 1.1 years)10.  
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A B 

FIGURE 2 (A) Shows abdomen opened with reverse L incision where tumour is occupying almost whole of the 
right lobe of liver, and (B) shows tumour thrombus extracted from portal vein.  

FIGURE 3 Picture showing after right hepatectomy 
with thrombectomy  



 

In conclusion, liver resection with thrombectomy is a 

viable option when the tumour is operable because 

tumour thrombosis stemming from HCC typically does 

not deeply infiltrate the portal vein wall. This intensive 

treatment necessitates careful monitoring of the 

treatment's effectiveness to adjust the management 

plan for HCC with PVTT. The long-term benefits of this 

surgery need to be examined. 
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