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Bone Metastases From HCC

T

he fludeoxyglucose F18–positron emission tomographic/CT scan (Figure 1) shows increased
uptake involving most of the upper half of the
sternal body. Her ␣1-fetoprotein level was 943 ng/mL, and
she underwent a fine-needle aspiration and a core biopsy of the sternal mass (Figure 2A). The fine-needle
aspiration revealed a malignant neoplasm composed of
loose clusters of large polygonal cells with a moderate
amount of cytoplasm (Figure 2B and C). A core biopsy
showed the tumor to be arranged in clusters with surrounding endothelial cells. Immunohistochemistry performed on the core biopsy demonstrated tumor cell immunoreactivity for ␣1-fetoprotein and hepatocyte paraffin
1, which is diagnostic for metastatic HCC.
Recurrence of HCC after LT is rare in the appropriately selected patient. The largest series reported an overall recurrence rate of 11% to 18%.1,2 Patients whose explant tumor characteristics are within the Milan criteria
have a recurrence rate after LT of 8%. Those with characteristics outside the criteria have a 50% to 60% incidence of recurrence 4 years after LT.3 A series of 57 patients with HCC recurrence after LT showed that 52%
of these patients had extrahepatic recurrence, 16% had
recurrence limited to the liver, and 31% presented both
hepatic and extrahepatic recurrences.1
The prognostic factors that increase the risk of posttransplant recurrence were vascular invasion, poorly differentiated HCC, a tumor size of greater than 5 cm, and
HCC exceeding the Milan criteria.4 The recurrence of HCC
after LT results in significantly diminished survival.1 If
a posttransplant recurrence is detected, surgical intervention is reserved for patients with localized and resectable HCCs, no matter where the tumor is localized.
This decision is based on the fact that those patients whose
lesions can be removed fare better than those with unresectable recurrence.5 Yet, the cumulative experience is
too small to draw firm conclusions regarding clinical decisions in management and prognostic factors affecting
surgical resection of recurrences.6
Our patient had a tumor that met the Milan criteria.
Her explant showed a moderately differentiated lesion,
2.5 cm in maximal diameter and limited to 1 lobe without vascular invasion. She also had no preoperative eviA
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Figure 2. Fine-needle aspiration and core biopsy of sternal mass (A) using
Papanicolaou stain (B [original magnification ×400]) and hematoxylin-eosin
(C [original magnification ×100]).

dence of bone metastases. Nevertheless, a recurrence on
the sternum was detected 11 months after LT. She underwent resection of the osteolytic sternal lesion with coverage by pectoral muscle flaps. Postoperatively, she received sirolimus and sorafenib. Sirolimus has been shown
to exert beneficial effects on recurrence-free survival.7,8
Some cases have been reported in which a combination
of sorafenib and sirolimus showed a significant improvement in patients with HCC recurrence.9,10 However, to
our knowledge, the role of sirolimus and sorafenib as adjunct therapy to resection for HCC recurrence has not
been conclusively studied yet.
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