
Watanabe et al. BMC Gastroenterology          (2021) 21:491  
https://doi.org/10.1186/s12876-021-02070-3

CASE REPORT

Unresectable primary hepatic 
adenosquamous carcinoma successfully 
treated with systemic and transcatheter 
hepatic arterial injection chemotherapies 
followed by conversion surgery: a case report 
and literature review
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Abstract 

Background:  Primary hepatic adenosquamous carcinoma (ASC) is a type of tumor that has the features of both 
adenocarcinoma and squamous cell carcinoma (SCC). The prognosis for patients with ASC is poor, as the chemother-
apy has been ineffective so far.

Case presentation:  Here, we report a case of a 62-year-old male patient who presented with high fever. The tumor 
marker levels were high, and abdominal dynamic computed tomography showed a liver tumor and distant lymph 
node metastases. Upon further investigation, needle biopsy of the liver tumor showed a primary hepatic SCC. Because 
the SCC was unresectable, the patient was treated with tegafur/gimeracil/oteracil (S-1) and transcatheter hepatic arte-
rial injection (TAI) of cisplatin. After chemotherapy, a surgical resection performed on the remaining liver tumor, made 
the patient cancer-free. After the operation, the liver tumor was confirmed as primary hepatic ASC. Subsequently, the 
patient was administered postoperative adjuvant chemotherapy, which prevented its recurrence.

Conclusions:  Due to the lack of an effective treatment for primary hepatic ASC, its prognosis is poor. Here, we sug-
gest that a chemotherapy combination of 5-fluorouracil (S-1) and cisplatin along with conversion surgery might be an 
effective way for treating primary hepatic ASC. Our experience from this case shall be valuable to clinicians around the 
world involved in the treatment of primary hepatic ASC.
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Background
Adenosquamous carcinoma (ASC) is a tumor that has 
the features of both adenocarcinoma and squamous cell 
carcinoma (SCC) [1, 2]. Primary hepatic ASC, a variant 
type of cholangiocarcinoma, is a rare disease [3, 4]. Some 
of the primary hepatic ASC patients have been treated 
with surgery; however, no effective treatment including a 
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systemic chemotherapy has been reported for unresect-
able cases, leading to a poor prognosis [4–8].

Here, we report the case of a patient with unresectable 
primary hepatic ASC, who has treated successfully with a 
combination of systemic and transcatheter hepatic arte-
rial injection (TAI) chemotherapies, followed by a con-
version surgery. In addition, we present a comprehensive 
comparative analysis of the treatment strategies of 72 
cases of primary hepatic ASC (previously reported and 
our case), which will be valuable for clinicians around the 
world in making informed decisions while treating simi-
lar patients.

Case presentation
A 62-year-old male patient with no adverse medi-
cal history was admitted to our hospital with a high 
fever. Contrast-enhanced computed tomography 
(CT) revealed a liver tumor in the left lobe of the liver 
(Fig. 1A–E). Due to the presence of high fever, elevated 
inflammatory markers, and detection of a low-density 
area in the liver tumor on CT, our initial diagnosis was 
liver abscess. However, the detection of elevated tumor 
marker levels and a clear imaging of a solid tumor on 
abdominal ultrasonography, confirmed our diagnosis 
of intrahepatic malignant tumor (Fig.  1F). Laboratory 
findings on admission are listed in Table  1. Further, a 
percutaneous ultrasound-guided needle biopsy of the 

liver tumor revealed it as SCC. The patient had no 
liver disease underlying the liver tumor. Endoscopic 
examinations showed that the upper and lower gastro-
intestinal tracts were free of primary malignancies. In 
addition, no head or neck malignancies were detected 
on CT. Fluorodeoxyglucose/positron emission tomog-
raphy (FDG/PET) CT showed accumulation of FDG 
in the liver tumor, perihilar lymph nodes, and lymph 
nodes around the heart (Fig. 2A–D), These results con-
firmed our diagnosis of a primary tumor with multiple 
distant lymph node metastases. We suspected a dia-
phragmatic and pericardial invasion from the primary 
tumor as the tumor border was found to be obscured 
on CT. Therefore, we opted for systemic and TAI 
chemotherapies instead of surgery based on patient’s 
consent. The patient was administered with a TAI of 
50 mg/body cisplatin (CDDP) (once every 6 weeks), for 
treating the primary tumor, and 120  mg/day tegafur/
gimeracil/oteracil (S-1) systemically for both the pri-
mary tumor and distant metastases (repeating twice of 
2-week administration and 1-week withdrawal). One 
course of chemotherapy was set at 6 weeks. A CT scan 
performed after five courses of chemotherapy, showed 
a reduction in the size of the primary tumor and lymph 
nodes. In addition, the tumor markers decreased after 
five courses of chemotherapy, which indicated par-
tial remission (PR). Because no adverse events were 

Fig. 1  Abdominal contrast-enhanced computed tomography and ultrasonography on admission. A, B Abdominal contrast-enhanced computed 
tomography shows a tumor with a low-density area in the left lobe of the liver (A axial image, B sagittal image). C–E Axial images of the abdominal 
contrast-enhanced computed tomography shows swelling in multiple lymph nodes (white arrows). F Abdominal ultrasonography shows a 
hyperechoic solid tumor with 60.2 × 48.2 mm in diameter in the left lobe of the liver
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reported from systemic and TAI chemotherapies after 
five courses, the treatment was continued for nine 
courses. A summary of treatments and changes in the 
tumor marker levels is shown in Fig. 3. After 9 courses 
of treatment, further reduction in the size of the pri-
mary tumor and lymph nodes was seen on CT scan. 
Additionally, FDG/PET CT showed no accumulation 
of FDG in the distant lymph nodes with a reduction 
in their size (Fig.  4A–D). Due to the reduction in the 
size of the tumor, the patient underwent conversion 
surgery, in which a laparotomic left lateral segmentec-
tomy, and resection of the diaphragm and pericardium 
were performed, as the tumor invasion was observed 
(Fig.  5A–H). The patient also underwent sampling of 
perihilar lymph nodes, which showed no cancer cells. 
Finally, postoperative pathology tests performed on the 

resected tumor revealed that the patient was affected 
by primary hepatic ASC. Although the patient became 
cancer-free by conversion surgery, he was treated with 
adjuvant chemotherapy with intravenous CDDP (40 mg 
every 6 weeks) and S-1 (120 mg/day, repeating twice of 
2-week administration and 1-week withdrawal) as adju-
vant chemotherapy. No tumor recurrence was observed 
for 6 months postoperatively.

Discussion and conclusions
ASC is a combination of adenocarcinoma and SCC with 
cellular keratinization and intercellular bridges in the 
tumorous tissue [1, 2]. Although there are a few cases 
of ASC reported in the gallbladder [9, 10], stomach [11, 
12], and pancreas [13, 14], the incidence of hepatic ASC 
is extremely rare [4]. There are no identified risk factors 
for ASC. The disease is difficult to detect and progresses 
rapidly; therefore, by the time it is diagnosed, the disease 
has advanced significantly, making it difficult to treat [5]. 
Hence, the prognosis of primary hepatic ASC is poor as 
compared to the usual intrahepatic cholangiocarcinoma. 
The 1-year, 2-year, and 3-year survival rates of usual 
intrahepatic cholangiocarcinoma are 32.8%, 14.8%, and 
9.5%, respectively, whereas the 1-year survival rate of pri-
mary hepatic ASC is 18.8%, and the survival rate after the 
second year is less than 1% [6, 8, 15].

The common symptoms of primary hepatic ASC are 
nonspecific, such as fever, loss of appetite, weight loss, 
malaise, and abdominal pain. Even in the advanced 
stages of primary hepatic ASC, there are cases with not 
so elevated tumor markers [16–18]. There are cases with 
elevated adenocarcinoma markers [19–21], or elevated 
SCC markers [2, 22]. To add to the complexity, the pri-
mary hepatic ASC has no specific signatures on ultra-
sonography and CT. Therefore, it is quite difficult to 
define the diagnostic criteria for primary hepatic ASC. 
Owing to tissue necrosis associated with primary hepatic 
ASC, it can be easily confused with the liver abscess in 
the imaging data. Therefore, tissue pathology should be 
conducted to confirm the diagnosis of primary hepatic 
ASC [1, 23–27]. In the present case, we suspected a 
liver abscess initially as the patient was febrile, had ele-
vated inflammatory markers, and his CT scan showed 
a low-density area in the center of the tumor. However, 
imaging of a solid mass on the liver through abdominal 
ultrasonography and detection of elevated tumor mark-
ers led us to modify our diagnosis to intrahepatic malig-
nant tumor. The risk of cancer dissemination associated 
with percutaneous liver puncture was considered accept-
able as the patient already had distant lymph node metas-
tases. Thus, a percutaneous needle biopsy of the liver 
tumor was performed, which further confirmed that the 
tumor was SCC. For a better assessment of the tumor, we 

Table 1  Laboratory findings on the day of admission

WBC, white blood cell; neut, neutrophil; lym, lymphocyte; eosino, eosinophil; 
mono, monocyte; baso, basophil; RBC, red blood cell; Hb, hemoglobin; Hct, 
hematocrit; Plt, platelet; CEA, carcinoembryonic antigen; CA19-9, carbohydrate 
antigen 19–9; AFP, alfa-fetoprotein; PIVKA-II, protein induced by vitamin K 
absence or antagonist-II; SCC, squamous cell carcinoma antigen; CYFRA, 
cytokeratin 19 fragment; AST, aspartate aminotransferase; ALT, alanine 
aminotransferase; ALP, alkaline phosphatase; LDH, lactate dehydrogenase; 
γ-GTP, gamma-glutamyl transpeptidase; TP, total protein; Alb, albumin; T-bil, 
total bilirubin; D-bil, direct bilirubin; CRP, C-reactive protein; BUN, blood urea 
nitrogen; Cre, creatinine; UA, uric acid; Na, sodium; K, potassium; Cl, chlorine; 
PCT, procalcitonin; HBsAg, hepatitis B virus surface antigenemia; HBsAb, 
hepatitis B virus surface antibody; HBcAb, hepatitis B virus core antibody; 
HCVAb, hepatitis C virus antibody

Laboratory findings

Hematology Biochem-
istry

Immunol-
ogy

WBC 12,590/µL AST 58 IU/L HBsAg (–)

neut 81.9% ALT 51 IU/L HBsAb (–)

lym 12.2% ALP 459 IU/L HBcAb (–)

eosino 0.7% LDH 169 IU/L HCVAb (–)

mono 4.1% γ-GTP 101 IU/L

baso 0.2% TP 7.2 g/dL

RBC 404 × 104/
µL

Alb 2.9 g/dL

Hb 11.9 g/dL T-bil 0.6 mg/dL

Hct 37.6% D-bil 0.2 mg/dL

Plt 57.5 × 104/
µL

CRP 15.8 mg/dL

Tumor 
marker

BUN 11.7 mg/dL

CEA 4 ng/mL Cre 0.81 mg/dL

CA19-9 2.1 U/mL UA 4.1 mg/dL

AFP 1.3 ng/mL Na 138 mEq/L

PIVKA-II 12.9 mAU/
mL

K 4.3 mEq/L

SCC 18.6 ng/mL Cl 102 mEq/L

CYFRA 5.01 ng/mL PCT 0.06 ng/mL
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Fig. 2  Abdominal fluorodeoxyglucose/positron emission tomography before systemic chemotherapy and transcatheter hepatic arterial injection. 
A Abdominal fluorodeoxyglucose/positron emission tomography shows a strong accumulation of fluorodeoxyglucose (FDG) in the tumor present 
in the left lobe of the liver. B, C Accumulation of FDG is observed in multiple lymph nodes around the heart (white arrows). D Accumulation of FDG 
is observed in the perihilar lymph node (white arrows)

Fig. 3  Changes in tumor markers during chemotherapy, conversion surgery, and postoperative adjuvant chemotherapy. Tumor markers gradually 
decrease along with systemic and transcatheter hepatic arterial injection chemotherapies. After 9 courses of treatment, the patient undergoes 
conversion surgery. Postoperative adjuvant chemotherapy was administered with no recurrence of the tumor. CDDP, cisplatin; CT, computed 
tomography; PR, partial remission; S-1, Tegafur/Gimeracil/Oteracil; TAI, transcatheter hepatic arterial injection; SCC, squamous cell carcinoma 
antigen; CYFRA, cytokeratin 19 fragment



Page 5 of 9Watanabe et al. BMC Gastroenterology          (2021) 21:491 	

performed FDG/PET CT, where FDG accumulated in the 
liver tumor and lymph node metastases. This procedure 
was useful for diagnosis and staging of the tumor.

Apart from surgery, there is no effective treatment 
reported so far for primary hepatic ASC. However, the 
prognosis is poor even after successful surgical resec-
tion and the postoperative recurrence rate of the ASC 
is high [7, 8]. With systemic chemotherapy or selective 
treatment into the liver such as TAI, the effective chemo-
therapy treatment regimens are unknown. In this case, 
the patient was administered S-1 systemically and CDDP 
as TAI. The chemotherapy treatment regimen used here 
was available for cholangiocarcinoma in our institution, 
and was described in previous reports [27–29]. Since 
intensive treatment for the prognostic lesions is a rela-
tively common treatment strategy in patients with unre-
sectable, the patient was administered CDDP through 
TAI. Although there was an option to perform surgery 
first, preoperative systemic and TAI chemotherapies 
contributed in reducing the size of the tumor, thus, the 

extent of resection and invasiveness of surgery was also 
reduced. Post-surgery, the patient successfully became 
cancer-free. Additionally, postoperative adjuvant chemo-
therapy was administered with similar regimen, which 
prevented tumor recurrence. Although S-1 and CDDP 
drugs were effective in this case, it was difficult to assess 
the efficacy of this regimen based on this one case alone. 
Therefore, we conducted a literature review of similar 
cases to analyze and identify the most efficacious treat-
ment for primary hepatic ASC.

A literature search on PubMed using the terms “aden-
osquamous carcinoma” and “liver” retrieved 71 published 
cases on primary hepatic ASC. The available information 
on all the 72 cases (including our case) is summarized 
in Fig. 6 [1, 2, 6, 7, 16–21, 23–46]. The patients in previ-
ously reported cases included 42 males and 30 females, 
with ages 28 through 85 years (median age: 65 years). The 
treatment regimen followed in these patients included 
surgery alone in 48 patients, surgery followed by post-
operative adjuvant chemotherapy in seven patients, 

Fig. 4  Abdominal fluorodeoxyglucose/positron emission tomography after chemotherapy and transcatheter hepatic arterial injection. A 
Accumulation of fluorodeoxyglucose (FDG) is observed in the primary tumor with reduced size after the treatment with systemic chemotherapy 
and transcatheter hepatic arterial injection. B–D Accumulation of FDG is not observed in the perihilar lymph node and multiple lymph nodes 
around the heart. The size of the lymph nodes is reduced after the treatment (white arrows)
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Fig. 5  Pathological findings of primary tumor of the liver. A Whole mount bright-field images of a solitary nodule with 21 × 20 × 18 mm in 
diameter. B Hematoxylin eosin (HE) staining shows adenocarcinoma (white arrows) and squamous cell carcinoma (black arrows) component. 
C HE staining shows adenocarcinoma. D HE staining shows squamous cell carcinoma component with a keratinization. E, F Immunostaining 
of carbohydrate antigen (CA) 19-9, and carcinoembryonic antigen (CEA), shows positive expression in the adenocarcinoma region. G, H 
Immunostaining of cytokeratin (CK) 5, and p40 shows a positive expression in the squamous cell carcinoma region

Fig. 6  Summary of 72 cases with primary hepatic adesquamous carcinoma. The summary of 72 cases included surgery alone in 48 patients, surgery 
followed by postoperative adjuvant chemotherapy in seven patients, surgery and chemotherapy after recurrence in six patients, chemotherapy 
and conversion surgery in one patient, systemic chemotherapy alone in four patients, chemoradiation in one patient, and only supportive care 
in five patients. The clinical detail information of 19 patients in which chemotherapy was used for treatment (surgery followed by postoperative 
adjuvant chemotherapy, surgery and chemotherapy after recurrence, chemotherapy and conversion surgery, systemic chemotherapy alone, and 
chemoradiation) are summarized in Table 2. Cx, chemotherapy; PD, progressive disease; PR, partial remission; Ref No., reference number; y.o., years 
old; MST, median survival time
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surgery and chemotherapy (due to recurrence after sur-
gery) in six patients, chemotherapy and conversion sur-
gery in one patient (our case), systemic chemotherapy 
alone in four patients, chemoradiation in one patient, 
and only supportive care in five patients. In the surgery 
alone cases, postoperative recurrence was observed in 39 
patients (81.2%), which indicates a very high recurrence 
rate. Postoperatively, 42 patients (85.1%) died, of which 
39 patients (92.9%) died within 12 months. These results 
are consistent with the poor prognosis of primary hepatic 
ASC patients after surgery. The clinical information of 
19 patients (surgery followed by postoperative adjuvant 
chemotherapy, surgery and chemotherapy after recur-
rence, chemotherapy and conversion surgery, systemic 
chemotherapy alone, and chemoradiation) treated with 
chemotherapy, including the details of the drugs used 
is summarized in Table 2 [17, 19–21, 27–29, 36, 37, 39, 
41, 45, 46]. In patients who received postoperative adju-
vant chemotherapy, tumor recurrence was prevented in 
five out of seven patients. This result clearly indicates 
that adjuvant chemotherapy may improve patient prog-
nosis after surgery. The 12 patients who received non-
adjuvant chemotherapy are difficult to compare as a 
different chemotherapy regimen was followed in each 
case. Four out of 12 patients became PR conditions, and 

three PR patients were treated with 5-fluorouracil (5-FU) 
(including S-1) and CDDP, and with combined TAI. One 
of these three PR patient is our case. Additionally, our 
patient is the only case who was successfully treated with 
systemic chemotherapy, TAI, and conversion surgery. 
These results suggest that chemotherapy with 5-FU (S-1) 
and CDDP in combination with TAI along with conver-
sion surgery might be an effective strategy for treating 
primary hepatic ASC. However, future studies with fur-
ther number of patients would be necessary to better 
understand the effectiveness of this combined treatment 
strategy. In addition, this analysis is only a case report 
and a literature review based on published cases, which 
has inherent limitations, such as lack of ability to gener-
alize, no possibility to establish cause-effect relationship, 
potential for overinterpretation, and publication bias.

In conclusion, we report a valuable case study of 
a patient successfully treated with a combination of 
chemotherapy and conversion surgery for primary 
hepatic ASC, which is known to have a poor prognosis. 
Although further number of patients need to be treated 
to better understand the effectiveness of this treatment 
strategy, we strongly believe that our study shall serve 
as a guiding light for similar cases in future.

Table 2  Summary of 19 cases in which chemotherapy was used for treatment

Adj, Adjuvant chemotherapy; Cx, Chemotherapy; CDDP, cisplatin; GEM, gemcitabine; n.a., not applicable; No., number; NR, no recurrence; PD, progressive disease; PR, 
partial remission; R, recurrence; Ref, Reference; S-1, Tegafur/Gimeracil/Oteracil; TAI, transcatheter hepatic arterial injection; 5-FU, 5-fluorouracil

No. Regimen Object Administration route Response Prognosis References

1 5-FU + CDDP Adj Intravenously NR Alive, 8 months after surgery [27]

2 GEM + S-1 Adj Intravenously NR Alive, 8 months after surgery [37]

3 5-FU Adj Intravenously NR Alive, 15 months after surgery [21]

4 Capecitabine Adj Oral NR Alive, 15 months after surgery [46]

5 Sorafenib Adj Oral NR Alive, 7 months after surgery [46]

6 Capecitabine Adj Oral R Dead [46]

7 contents unknown Adj n.a R Dead, 8 months after surgery [19]

8 contents unknown Chemo n.a PD Dead [20]

9 contents unknown Chemo n.a PD Dead [46]

10 contents unknown Chemo n.a PD Dead [46]

11 contents unknown Chemo n.a PD Dead [46]

12 5-FU + CDDP Chemo TAI PD Dead, 14 months after diagnosis [45]

13 5-FU + CDDP Chemo TAI PD Dead, 13 months after diagnosis [36]

14 GEM + CDDP Chemo Intravenously PD Dead [39]

15 GEM + S-1 Chemo Intravenously PD Dead, 10 months after surgery [17]

16 5-FU + CDDP Chemo TAI PR Alive, 8 months after chemo [28]

17 5-FU + CDDP Chemo TAI PR Alive, 8 months after chemo [29]

18 GEM + CDDP Chemo Intravenously PR Alive, 11 months after surgery [41]

19 S-1 + CDDP Conversion therapy TAI PR Alive, 6 months after surgery Our case



Page 8 of 9Watanabe et al. BMC Gastroenterology          (2021) 21:491 

Abbreviations
ASC: Adenosquamous carcinoma; CDDP: Cisplatin; CT: Computed tomogra-
phy; FDG/PET: Fluorodeoxyglucose/positron emission tomography; PR: Partial 
remission; SCC: Squamous cell carcinoma; TAI: Transcatheter hepatic arterial 
injection; S-1: Tegafur/Gimeracil/Oteracil; 5-FU: 5-Fluorouracil.

Acknowledgements
Not applicable.

Authors’ contributions
YW: drafting of the manuscript. AO: advised and supported the drafting, 
and revision of the manuscript. KK: advised and supported the drafting, and 
revision of the manuscript. SY: advised and supported the drafting, and revi-
sion of the manuscript. KT: advised and supported the drafting, and revision 
of the manuscript. MS: advised and supported the drafting, and revision of 
the manuscript. HH: advised and supported the drafting, and revision of the 
manuscript. NW: advised and supported the drafting, and revision of the 
manuscript. ST: advised and supported the drafting, and revision of the manu-
script. All authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
All data generated or analyzed during this study are included in this article.

Declarations

Ethics approval and consent to participate
Case report is not applicable in our institution guideline.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this Case report and any accompanying images.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Gastroenterology and Hepatology, Niigata City General 
Hospital, Niigata, Japan. 2 Division of Preemptive Medicine for Digestive 
Disease and Healthy Active Life, School of Medicine, Niigata University, 1‑757 
Asahimachi‑dori, Chuo‑ku, Niigata 951‑8510, Japan. 3 Division of Gastroenterol-
ogy and Hepatology, Graduate School of Medical and Dental Sciences, Niigata 
University, Niigata, Japan. 4 Department of Pathology, Niigata City General 
Hospital, Niigata, Japan. 

Received: 7 October 2021   Accepted: 13 December 2021

References
	1.	 Barr RJ, Hancock DE. Adenosquamous carcinoma of the liver. Gastroen-

terology. 1975;69(6):1326–30.
	2.	 Hamaya K, Nose S, Mimura T, Sasaki K. Solid adenosquamous car-

cinoma of the liver: a case report and review of the literature. Acta 
Pathol Jpn. 1991;41(11):834–40.

	3.	 Nishioka T, Kubo S, Tanaka S, Wakasa K, Takemura S, Kinoshita M, 
Hamano G, Kuwae Y, Shibata T, Suehiro S. Outcomes of hepatic 
resection in intrahepatic cholangiocarcinoma patients with diabetes, 
hypertension, and dyslipidemia: significance of routine follow-up. Liver 
Cancer. 2016;5(2):107–20.

	4.	 Nakajima T, Kondo Y. A clinicopathologic study of intrahepatic cholan-
giocarcinoma containing a component of squamous cell carcinoma. 
Cancer. 1990;65(6):1401–4.

	5.	 Maeda T, Takenaka K, Taguchi K, Kajiyama K, Shirabe K, Shimada M, 
Tsuneyoshi M, Sugimachi K. Adenosquamous carcinoma of the liver: 

clinicopathologic characteristics and cytokeratin profile. Cancer. 
1997;80(3):364–71.

	6.	 Yeh CN, Jan YY, Chen MF. Adenosquamous carcinoma of the liver: clinico-
pathologic features in 12 patients and review of the literature. Int Surg. 
2002;87(2):125–9.

	7.	 Yeh CN, Jan YY, Chen MF. Adenosquamous carcinoma of the liver: 
clinicopathologic study of 10 surgically treated cases. World J Surg. 
2003;27(2):168–72.

	8.	 Yan L, Xie F, Yang C, Yu L, Zheng T, Fu J, Yang J. The comparison of surgical 
patients with primary hepatic squamous cell carcinoma or adenosqua-
mous carcinoma and surgical patients with hepatocellular carcinoma. 
World J Surg Oncol. 2015;13:90.

	9.	 Kondo M, Dono K, Sakon M, Shimizu J, Nagano H, Nakamori S, Umeshita 
K, Wakasa K, Monden M. Adenosquamous carcinoma of the gallbladder. 
Hepatogastroenterology. 2002;49(47):1230–4.

	10.	 Murimwa G, Hester C, Mansour JC, Polanco PM, Porembka MR, Wang SC, 
Zeh HJ Jr, Yopp AC. Comparative outcomes of adenosquamous carci-
noma of the gallbladder: an analysis of the National Cancer Database. J 
Gastrointest Surg. 2021;25(7):1815–27.

	11.	 Toyota N, Minagi S, Takeuchi T, Sadamitsu N. Adenosquamous carcinoma 
of the stomach associated with separate early gastric cancer (type IIc). J 
Gastroenterol. 1996;31(1):105–8.

	12.	 Mori M, Iwashita A, Enjoji M. Adenosquamous carcinoma of the stomach. 
A clinicopathologic analysis of 28 cases. Cancer. 1986;57(2):333–9.

	13.	 Boecker J, Feyerabend B, Tiemann K, Buchwalow I, Wagner KC, Oldhafer 
KJ, Andruszkow J, Daniels T, Boessow D, Boecker W, et al. Adenosqua-
mous carcinoma of the pancreas comprise a heterogeneous group of 
tumors with the worst outcome: a clinicopathological analysis of 25 cases 
identified in 562 pancreatic carcinomas resected with curative intent. 
Pancreas. 2020;49(5):683–91.

	14.	 Tarabay J, Li X, Chandan VS. Adenosquamous carcinoma of the pancreas. 
Clin Res Hepatol Gastroenterol. 2020;44(6):796–8.

	15.	 Kobayashi M, Okabayashi T, Okamoto K, Namikawa T, Araki K. A clinico-
pathologic study of primary adenosquamous carcinoma of the liver. J 
Clin Gastroenterol. 2005;39(6):544–8.

	16.	 Wu PH, Su YC, Kuo KK. A rare case of primary adenosquamous carci-
noma of the liver with gallbladder metastasis. Kaohsiung J Med Sci. 
2020;36(7):561–2.

	17.	 Takeda T, Murata K, Ikeda M, Chatani N, Kobayashi M, Aoki Y, Matsui T, 
Korenaga M, Imamura M, Masaki N, et al. Primary adenosquamous carci-
noma of the liver presenting with hematochezia due to tumor invasion 
of the colon. Nihon Shokakibyo Gakkai Zasshi. 2013;110(11):1959–67.

	18.	 Morito K, Kai K, Miyoshi A, Kubo H, Ide T, Azama S, Irie H, Koga Y, Sumi 
K, Ikeda O, et al. Primary squamous cell carcinoma of the liver concomi-
tant with primary colon cancer: report of a case. Clin J Gastroenterol. 
2013;6(2):134–8.

	19.	 Nam KH, Kim JY. Primary adenosquamous carcinoma of the liver: a case 
report. Clin Mol Hepatol. 2016;22(4):503–8.

	20.	 Zhang Z, Nonaka H, Nagayama T, Hatori T, Ihara F, Zhang L, Akima M, 
Shiba T. Double cancer consisting of adenosquamous and hepatocellular 
carcinomas of the liver. Pathol Int. 2001;51(12):961–4.

	21.	 Kang GH, Lee BS, Kang DY. A case of primary adenosquamous carcinoma 
of the liver. Korean J Hepatobiliary Pancreat Surg. 2013;17(1):38–41.

	22.	 Yamamoto K, Takenaka K, Kajiyama K, Maeda T, Shirabe K, Shimada M, 
Sugimachi K. A primary adenosquamous carcinoma of the liver with an 
elevated level of serum squamous cell carcinoma related antigen. Hepa-
togastroenterology. 1996;43(9):658–62.

	23.	 Yamao K, Takenaka M, Imai H, Nakai A, Omoto S, Kamata K, Minaga K, 
Miyata T, Sakurai T, Watanabe T, et al. Primary hepatic adenosquamous 
carcinoma associated with primary sclerosing cholangitis. Oncology. 
2017;93(Suppl 1):76–80.

	24.	 Yeung JT, Fan WC, Cheng RL. Adenosquamous carcinoma presenting as 
liver abscess. Singap Med J. 2012;53(6):e110–3.

	25.	 Sato M, Yajima Y, Takahashi N, Aoki C, Miyazaki A, Eda Y, Ohira S, Naga-
numa H, Kato H, Sakai N. A case of adenosquamous carcinoma of the 
liver containing squamous components demonstrating a character of 
adenocarcinoma with immunohistochemical stains. Nihon Shokakibyo 
Gakkai Zasshi. 2001;98(8):964–9.

	26.	 Ochiai T, Yamamoto J, Kosuge T, Shimada K, Takayama T, Yamasaki S, 
Ozaki H, Nakanishi Y, Mukai K. Adenosquamous carcinoma with different 



Page 9 of 9Watanabe et al. BMC Gastroenterology          (2021) 21:491 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

morphologic and histologic components arising from the intrahepatic 
bile duct: report of a case. Hepatogastroenterology. 1996;43(9):663–6.

	27.	 Kwon OS, Lee HS, Koh DW, Cho YJ, Park YH, Park DK, Oh YL, Seo JH, Chun 
HJ, Um SH, et al. A case of primary adenosquamous carcinoma of the 
liver presented with liver abscess. Korean J Intern Med. 2001;16(4):270–3.

	28.	 Suzuki E, Hirai R, Ota T, Shimizu N. Primary adenosquamous carcinoma of 
the liver: case report. J Hepatobiliary Pancreat Surg. 2002;9(6):769–73.

	29.	 Nakai T, Ono K, Terayama K, Yamagami T, Nishimura T. Case report: aden-
osquamous carcinoma of the liver successfully treated with repeated 
transcatheter arterial infusion chemotherapy (TACE) with degradable 
starch microspheres. Br J Radiol. 2004;77(918):516–8.

	30.	 Baba H, Yasunaga C, Tsujitani S, Korenaga D, Maehara Y, Sugimachi K, 
Sueishi K. Liver adenosquamous carcinoma invading the esophagogas-
tric junction - a case-report and a review of the literature. Int J Oncol. 
1992;1(7):787–90.

	31.	 Isa T, Kusano T, Muto Y, Furukawa M, Kiyuna M, Toda T. Clinicopathologic 
features of resected primary adenosquamous carcinomas of the liver. J 
Clin Gastroenterol. 1997;25(4):623–7.

	32.	 Takahashi H, Hayakawa H, Tanaka M, Okamura K, Kosaka A, Mizumoto R, 
Katsuta K, Yatani R. Primary adenosquamous carcinoma of liver resected 
by right trisegmentectomy: report of a case and review of the literature. J 
Gastroenterol. 1997;32(6):843–7.

	33.	 Hayashi T, Mizuki A, Yamaguchi T, Hasegawa T, Kunihiro T, Tsukada N, 
Matsuoka K, Orikasa H, Yamazaki K. Primary adenosquamous carcinoma 
of the liver which produces granulocyte-colony-stimulating factor and 
parathyroid hormone related protein: association with leukocytosis and 
hypercalcemia. Intern Med. 2001;40(7):631–4.

	34.	 Gu MJ, Choi JH, Park WK, Chang JC, Kim HJ. Primary adenosquamous 
carcinoma of the liver: a case report. Korean J Hepatol. 2005;11(1):86–9.

	35.	 Shin JU, Jung JT, You SS, Kwon JG, Kim EY, Lee CH, Kim HG, Park JB. A case 
of primary adenosquamous carcinoma of the liver with formation of 
colonic fistula. Korean J Gastroenterol. 2006;48(5):360–4.

	36.	 Yokota H, Matoba M, Tonami H, Hasegawa T, Saito H, Kurose N. Imaging 
findings in primary adenosquamous carcinoma of the liver: a case report. 
Clin Imaging. 2007;31(4):279–82.

	37.	 Fujiwara N, Baba H, Nakamura H, Kuwabara H, Tamai S, Nakajima K, Gosek 
N. A case of adenosquamous carcinoma of the liver. Gan To Kagaku 
Ryoho. 2009;36(12):2392–4.

	38.	 Park SY, Cha EJ, Moon WS. Adenosquamous carcinoma of the liver. Clin 
Mol Hepatol. 2012;18(3):326–9.

	39.	 Shimizu S, Oshita A, Tashiro H, Amano H, Kobayashi T, Tanaka M, Arihiro K, 
Ohdan H. Synchronous double cancers of primary hepatic adenosqua-
mous carcinoma and hepatocellular carcinoma: report of a case. Surg 
Today. 2013;43(4):418–23.

	40.	 Gao S, Chen D, Huang L, Wu L, Dai R, Shan Y. Primary adenosquamous 
carcinoma of the liver: a case report and review of the literature. Int J Clin 
Exp Pathol. 2015;8(8):9687–92.

	41.	 Harino T, Tomimaru Y, Noguchi K, Nagase H, Ogino T, Hirota M, Oshima 
K, Tanida T, Noura S, Imamura H, et al. A rare case of adenosquamous 
carcinoma in the liver with hepatolithiasis. Gan To Kagaku Ryoho. 
2019;46(4):772–4.

	42.	 Daiku K, Fukuda K, Morimoto O, Takiuchi D, Shimakoshi H, Kegasawa 
T, Yamaguchi Y, Kogita S, Sawai Y, Nakahara M, et al. Primary adenos-
quamous carcinoma of the liver detected during cancer surveillance 
in a patient with primary sclerosing cholangitis. Clin J Gastroenterol. 
2020;13(6):1273–9.

	43.	 Xing F, Wang T, Li W, Bao L. The clinicopathological features of combined 
primary hepatic adenosquamous-hepatocellular carcinoma. Int J Clin Exp 
Pathol. 2020;13(7):1669–75.

	44.	 Zhou SY, Qiao ZG, Li CL, Chen TB. Primary adenosquamous carcinoma of 
the liver. Kaohsiung J Med Sci. 2020;36(10):857–8.

	45.	 Nosaka T, Ohtani M, Namikawa S, Takahashi K, Naito T, Ofuji K, Matsuda 
H, Hiramatsu K, Imamura Y, Nakamoto Y. Advanced primary adenosqua-
mous carcinoma of the liver with a small cell carcinoma component: an 
autopsy case report. Clin J Gastroenterol. 2021;14(5):1496–502.

	46.	 Gou Q, Fu S, Xie Y, Zhang M, Shen Y. Treatment and survival patterns of 
primary adenosquamous carcinoma of the liver: a retrospective analysis. 
Front Oncol. 2021;11:621594.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Unresectable primary hepatic adenosquamous carcinoma successfully treated with systemic and transcatheter hepatic arterial injection chemotherapies followed by conversion surgery: a case report and literature review
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Discussion and conclusions
	Acknowledgements
	References


