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Poco frecuente (5-10,000 US)

Mayoria (>80%) no resecable

Supervivencia 5 años 15-30% (IH-EH)

Tras cirugía

20-60% margenes negativos

55-80% THO

ColangioCarcinoma (CCA)



Intrahepático
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CCA Intrahepático



CCA Intrahepático

10% CCA

2º Tumor primario hígado

15% Resecable al 
diagnostico



CCA Intrahepático

Adenocarcinoma
mass-forming (80%)

intraductal infiltrating

periductal pattern.

Colangio-hepatocarcinoma



CCA Intrahepático

DiagnosticoECOGRAFIA

TC

RMN

PET – Preoperatorio

USE



CCA Intrahepático

Diagnostico

¿Resecable?



CCA Intrahepático

PRIMARY TUMOR (T)
TX Primary tumor cannot be assessed
T0 No evidence of primary tumor
Tis Carcinoma in situ (intraductal tumor)
T1 Solitary tumor without vascular invasion, ≤5 or >5 cm
T1a Solitary tumor ≤5 cm without vascular invasion
T1b Solitary tumor >5 cm without vascular invasión

T2 Solitary tumor with intrahepatic vascular invasion or
multiple tumors, with or without vascular invasion

T3 Tumor perforating the visceral peritoneum
T4 Tumor involving local extrahepatic structures by

direct invasion

REGIONAL LYMPH NODES (N)
NX Regional lymph nodes cannot be assessed
N0 No regional lymph node metastasis
N1 Regional lymph node metastasis present

DISTANT METASTASIS (M)
M0 No distant metastasis
M1 Distant metastasis present

AJCC 8TH 2017



RESECABLE

R0 con suficiente parénquima 

remanente (2 segmentos con perfusión y 

drenaje biliar y venoso)

IRRESECABLE

Enfermedad extrahepática (Mtx, N2)

Multifocalidad

Afectacion arterial hepática

CCA Intrahepático

Criterios de Irresecabilidad

Weber, HBP 2015



CCA Intrahepático

Papel de USE-PAAF

¿Se necesita biopsia?



CCA Intrahepático

Papel de USE-PAAF

NO si resecable

Previo a terapias sistémicas

Duda diagnostica

*DD metástasis (IHQ)

¿Se necesita biopsia?



Si cambio en decisión terapéutica
• Tipo de lesión

• Resecabilidad (N2, ascitis…)

No detectable o accesible 

percutáneo

Resultado negativo previo

CCA Intrahepático

Papel de USE-PAAFUSE PAAF



Lesiones cerca del transductor

Evitar lesiones subcapsulares

22G vs 25G

FNA vs FNB

Complicaciones y riesgo diseminación

CCA Intrahepático

USE-PAAF

USE PAAF

Lesiones hepáticas



Frenico inferior
Hiliar

Gastrohepático

Hiliar
Periduodenal

Peripancreatico

CCA Intrahepático

Diseminación Ganglionar

LHDLHI



Identificación LN vs CT / MRI 

(86% vs 47%; P<0.001)

PAAF 133 (98.5%)

EUS FNA 27/31 (87.1%) malignos

pacs con LN+

EUS vs TC/MRI 

(83% vs 50%; P=0.048)

LN+ 4 (17%)

157 patients
24 (15%) iCCA
124 (79%) pCCA

9 (6%) dCCA

CCA intrahepático

Malikowski, Hepatology 2020



CCA Intrahepático

Diseminacion Ganglionar

22G vs 25G

FNA vs FNB

+/- ROSE 

2-3 (ROSE) / 3-4 pases 

USE PAAF

Adenopatías



CCA Perihiliar



Hasta 60% CCA

Asociación con Colangitis esclerosante primaria

65-80% Irresecables al diagnostico (Ictericia / colangitis)

30-60% Irresecables tras laparoscopia exploradora

Ca 19.9

CCA perihiliar



Ecografía

TC ALTA RESOLUCION

Lesión

Afectación vascular

Parénquima

RM – COLRM

Conductos biliares

PET – Preoperatorio

CCA perihiliar

Diagnostico







T1 Tumor confined to the bile duct, with extension up to the muscle layer 
or fibrous tissue 

T2 Tumor invades beyond the wall of the bile duct to surrounding adipose 
tissue, or tumor invades adjacent hepatic parenchyma 

T2a Tumor invades beyond the wall of the bile duct to surrounding adipose 
tissue 

T2b Tumor invades adjacent hepatic parenchyma 
T3 Tumor invades unilateral branches of the portal vein or hepatic artery 
T4 Tumor invades the main portal vein or its branches bilaterally, or the 
common hepatic artery; or unilateral second-order biliary radicals with 

contralateral portal vein or hepatic artery involvement 

CCA perihiliar

Diagnostico

NX Regional lymph nodes cannot be assessed
N0 No regional lymph node metastasis

N1 1-3 LN hilar, cystic duct, common bile duct, hepatic artery, 
posterior pancreatoduodenal, and portal vein

N2 Four or more positive lymph nodes from the sites described for N1 

AJCC 8TH 2017



Extensión ductal bilateral proximal

Grado de atrofia

Extensión ductal contralateral

Extensión vascular contralateral

CCA perihiliar

Resecabilidad
RESECABILIDAD LOCORREGIONAL



CCA perihiliar

Diagnostico

www.cellams.com



CCA perihiliar

Papel de USE-PAAF

¿Se necesita biopsia?



Complicaciones

Diseminacion

Cirugía invasiva

10-22% estenosis hiliares benignas

Neoadyuvancia

Confirmar / Descartar resecabilidad

CCA no resecable / metastásico - SI

CCA potencialmente resecable

CCA perihiliar

¿Se necesita Biopsia?



CCA perihiliar

DiagnosticoCPRE + cepillado

S 30-60% 
Overall pooled S 42%

De Bellis et al., GIE 2002: 9 studies, 155 pts pancreaticobiliary cancers
Trikudanathan G, et al., GIE 2014: 54 studies, 747 PSC pts

DC

A B



CCA perihiliar

Diagnostico



Sensibilidad 60.1% 
Especificidad 98.0%.

Biopsias Colangioscopia

10 studies involving 456 patients



Papel de use en el diagnostico y estadiaje

USE PAAF

¿El tumor es resecable?

USE PAAF en tumores resecables

USE PAAF en tumores NO resecables

¿Es necesaria biopsia?

CCA perihiliar

Papel de USE



Sensitivity of 53% 
Specificity of 97% 

EUS is complementary to CT or MRI for detecting unresectability in cholangiocarcinoma

for detecting unresectability

223 Patients  

EUS identified the tumor 
in more cases of distal CCA (51 of 51 [100%]) 
than of proximal CCA (25 of 30 [83%]



CCA perihiliar



Sensibilidad 81% 

Especificidad 100%

Estenosis (CCA) proximal

Navaneethan U, Gastroenterol Rep (Oxf). 2015



Pooled Sensitivity of EUS-FNA 
Distal 83% (95% CI, 68%-98%) 
Proximal 76% (95% CI, 66%-85%)

Sadeghi, Gastrointest Endosc 2016

Pooled Specificity of EUS-FNA 
Distal 100% (95% CI, 63%-100%) 
Proximal 100% (95% CI, 95%-100%) 

Pooled negative likelihood ratio 
Distal strictures: 0.20 (95% CI, 0.02-1.66)
Proximal strictures: 0.31 (95% CI, 0.21-0.45) 

Pooled positive likelihood: 
Distal strictures: 6.93 (95% CI, 1.08-44.54)
Proximal strictures: 13.05 (95% CI, 4.34-39.18) 



Pathologically confirmed hilar cholangiocarcinoma or CA19-9 >100 ng/ml in the presence

of a radiographically malignant stricture

Tumor size < 3 cm 

Absence of distant metastases on CT (and/or MRI) and isotope bone scan

Negative EUS-FNA of regional lymph nodes and negative staging laparotomy/ hand-

assisted-laparoscopy with biopsy of regional lymph nodes

Transperitoneal biopsy contraindication

CCA perihiliar

Trasplante

TRASPLANTE HEPÁTICO 

THE MAYO PROTOCOL



190 pts referred to Mayo with hilar CCA 

16 Transperitoneal sampling prior: 13 perc FNA and 3 EUS FNA

At operative staging: 83% of those with prior sampling had 
peritoneal mets vs only 8% in those without

HBP 2011



Supervivencia libre de enfermedad a 2 y 5 años 78%  y 65% 

Murad, Gastroenterology 2012
Ethun Ann Surg. 2018

3-yr: 54vs44%; 5-yr: 54vs29% ; p=0.03) 



47 pacientes – PAAF 70 adenopatías

8 pt PAAF +

EXCLUSION TRASPLANTE 17%
Gleeson, GIE 2012





CCA distal



Posible origen común con Ca pancreas

Mal pronostico (20%-40 post DPC)

Asociacion CEP

Papel mas importante USE diagnostica

CCA distal



PRIMARY TUMOR (T)
TX Primary tumor cannot be assessed

Tis Carcinoma in situ/high-grade dysplasia
T1 Tumor invades the bile duct wall with a depth less than 5 mm
T2 Tumor invades the bile duct wall with a depth of 5 to 12 mm

T3 Tumor invades the bile duct wall with a depth greater than 12 mm
T4 Tumor involves the celiac axis, superior mesenteric artery, and/or common hepatic artery

CCA distal

REGIONAL LYMPH NODES (N)
NX Regional lymph nodes cannot be assessed

N0 No regional lymph node metastasis
N1 Metastasis in one to three regional lymph nodes
N2 Metastasis in four or more regional lymph nodes

AJCC 8TH 2017

Notes: regional lymph nodes include the 

common bile duct, hepatic artery, 

anterior and posterior 

pancreaticoduodenal and right lateral 

superior mesenteric artery nodes



SENSIBILIDAD 45% si no masa en prueba de imagen

Sensibilidad 66%, Especificidad 100%

detectar CCA como causa de estenosis biliar

CCA distal

Navaneethan U, Gastroenterol Rep (Oxf). 2015



SENS 75% (46-100%)
ESP 100% (86-100%) 

VPN 34%

SENS 49% (46-50%)
ESP 96% (87-100%)

VPN 47% 

DTH Moura et al, Endoscopic Ultrasound 2018

EUS FNA ERCP









Mirizzi

Colangitis esclerosante

Colangiopatía VIH

Inflamatorio

IgG4

Biliopatía portal

CCA distal

“Masquerades”



Colangiopatía VIH



CONCLUSIONES

Difícil interpretación estudios

Obtención tejido tratamientos sistémicos – NO RESECABLES

Valorar potencial resecabilidad (N2, Mtx)

Descartar causas benignas – evitar cirugías

Ojo posibilidad de diseminación

PAAF Adenopatías

CCA EXTRAhepatico

Papel USE



Carcinoma
Vesicula Biliar 



Carcinoma
Vesícula Biliar

Variabilidad geográfica: Sudamérica (Chile), Asia

Diagnostico incidental

Ecografía

Post qx colelitiasis

Mal pronostico: 25% Resecables

16% Supervivencia 5 años



Colelitiasis

Vesícula en porcelana

CEP

Anomalías congénitas

Salmonella, HP

Tóxicos

POLIPOS VESICULARES

Carcinoma
Vesícula Biliar

Factores asociados



T1a Lamina propia
T1b Muscular

T2a invasión tejido perimuscular sin invadir peritoneo 
T2b invasión tejido perimuscular sin invadir parénquima

T3 perfora la serosa invadiendo:
Peritoneo visceral

Parenquima hepático
Organos adyacentes

T4 Invasion portal, arteria hepática o >2 órganos 
adyacentes

Carcinoma
Vesícula Biliar

AJCC 8TH 2017

N1 Metastasis 1-3 ganglios regionales
N2 Metastasis 4-6 ganglios regionales



USE: ESTADIAJE Y AFECTACIÓN LINFÁTICA

Sens 92% Esp 88%

USE PAAF Adenopatías no locorregionales: 

(cistico, CBD, arteria hepatica y periportales)

TC: Adenopatías portales, Implantes peritoneales, Invasion vascular

RM: Arbol biliar, parénquima hepático

Carcinoma
Vesícula Biliar



Carcinoma
Vesícula Biliar

REINTERVENIR si.. 

>T1a 
Alto grado, invasion linfovascular o perineural
Cistico afectado
Cirugía no estanca o perforacion



Carcinoma
Vesícula Biliar

Colecistitis xantogranulomatosa

Adenomiomatosis

Polipos vesiculares (<10% adenomas)

Diagnostico diferencial



Carcinoma
Vesícula Biliar

Diagnostico diferencial

Condición Superficie Características internas

ADENOMIOMATOSIS Suave o irregular
Areas quísticas anecoicas

Artefacto en cola de cometa

COLECISTITIS 
XANTHOGRANULOMATOSA

Suave Ecotextura mixta (hiper-hipoecoica)

HIPERPLASIA MUCOSA Suave Ecogenicidad baja uniforme

GALLBLADDER CARCINOMA Irregular o papilar Hipoecogenico irregular



A- PEDICULADO

B- SESIL

C- SESIL + AFECTACION PARED

D- PROTRUIDO AFECT PARENQ

PTis

PT1

PT2

PT3-4

Sadamoto
GIE 2003

Carcinoma
Vesícula Biliar

Diagnostico EUS





METASTASIS
BILIARES



Infrecuente

Intrahepáticas / Extension intraductal / compresión extrínseca

Mama, Colon, HCC

USE PAAF diagnostico -> sospecha previa

• o afectación ganglionar

METASTASIS
BILIARES



GRACIAS


