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Introduction

	 Cholangiocarcinoma (CCA), the bile duct epithelium 
neoplasm, has varied incidence and risk factors upon 
the region of the world (Jemal et al., 2011). The highest 
incidence is reported from the Northeastern part of 
Thailand (Sripa et al., 2008). The major risk factor for 
CCA in the mentioned area is Opisthorchis viverrini 
infection, while Clonorchis sinsensis is associated with 
CCA in Korea and China (Shin et al., 2010; Tao et al,. 
2010; Kamsa-ard et al., 2011). Other risk factors for CCA 
in the Western countries are hepatitis B virus, hepatitis C 
infection, obesity, chronic non-alcoholic liver disease, and 
cirrhosis (Shaib et al., 2004; Welzel et al., 2007). 
	 Common presenting symptoms for CCA include 
jaundice, dyspepsia, and palpable abdominal mass. The 
symptoms of CCA depend on location of the tumor mass 
whether it is at intrahepatic, hilar or extrahepatic area. 
Surgical intervention plays a major role in treatment of 
early stage CCA with a promising result (Li et al., 2009; 
Nanashima et al., 2012) However, most patients are 
advanced at the time of diagnosis and not appropriate for 
curative surgical treatment. The prognosis of advanced 
CCA is extremely poor. Palliative surgical bypass showed 
slightly improved survival rate compared to percutaneous 
transhepatic biliary drainage (Wongkonkitsin et al., 2006). 
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Abstract

	 Background: Brain metastasis from cholangiocarcinoma (CCA) is a rare but fatal event. To the best of our 
knowledge, only few cases have been reported. Herein, we report the incident rate and a first case series of brain 
metastases from CCA. Methods: Between January 2006 and December 2010 5,164 patients were treated at 
Srinagarind hospital, Khon Kaen University; of those, 8 patients developed brain metastasis. Here we reviewed 
clinical data and survival times. Results: The incident rate of brain metastases from CCA was 0.15%. The median 
age of the patients was 60 years. Tumor subtypes were intrahepatic in 6 and hilar in 2 patients. All suffered from 
symptoms related to brain metastasis. Three patients were treated with whole-brain radiation therapy (WBRT), 
one of whom also underwent surgery. The median survival after the diagnosis of brain metastasis was 9.5 weeks 
(1-28 weeks). The longest survival observed in a patient in RPA class I with two brain lesions and received WBRT. 
Conclusion: This is a first case series of brain metastases from CCA with the incident rate of 0.15%. It is rare 
and associated with short survival time.
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Palliative chemotherapy does not show significant benefit 
since the survival rate remained low (Thongprasert, 2005; 
Eckman et al., 2011).
	 The common metastatic sites of CCA are regional 
lymph nodes and adjacent organs. Distant metastasis 
of CCA is uncommon. The previous reported distant 
metastatic sites of CCA are bone, muscle, and thyroid 
gland (Kidambi et al., 2011; Li et al., 2011; Park et al., 
2012). Brain metastasis from CCA is extremely rare with 
a few case reports (Gudesblatt et al., 1984; Shuangshoti 
et al., 1989; Okamura et al., 2008; Mimatsu et al., 2011; 
William et al., 2011). Here, we reported a series of brain 
metastatic CCA in our institution with the aim to provide 
useful information on this rare condition. 
 
Materials and Methods

	 We retrospectively reviewed all medical records of 
CCA patients with brain metastasis treated at Srinagarind 
hospital, Khon Kaen University between January 1, 
2006 and December 31, 2010. Our hospital is the referral 
center for CCA in the Northeastern part of Thailand. 
The demographic data, clinical characteristics, the 
recursive partitioning analysis (RPA) class, pathological 
report, radiological imaging, and treatment method were 
recorded. The Statistical Package for the Social Sciences, 
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Table 1. Clinical Characteristics of 8 Patients with Brain Metastases from Cholangiocarcinoma
No.	   Age    Sex   KPS   RPA      Type    Staging                 Operation                      Symptoms    No. of        Treatment    Survival
                                                                                                                                                  brain metastasis                 time (weeks)

1	 77	 M	 <70	 3	 hilar	 4	 None	 Weakness	 1	 None	 8
2	 61	 M	 <70	 3	 intrahepatic	 4	 Segmentectomy+cholecystectomy	 Alterationa	 ≥4	 WBRT	 12
3	 55	 F	 <70	 3	 intrahepatic	 4	 Left hepatectomy	 Weakness	 1	 WBRT+surgery	 8
4	 54	 F	 <70	 3	 intrahepatic	 4	 None	 Headache	 ≥4	 None	 11
5	 46	 F	 ≥70	 1	 intrahepatic	 4	 Left hepatectomy+cholecystectomy	 Headache	 2	 WBRT	 28
6	 60	 M	 <70	 3	 hilar	 3	 PTBD	 Alterationa	 1	 None	 1
7	 60	 F	 ≥70	 1	 intrahepatic	 4	 Rt hepatectomy+cholecystectomy	 Weakness	 1	 None	 13
8	 72	 F	 <70	 3	 intrahepatic	 4	 None	 Alterationa	 1	 None	 8

*KPS, Karnofsky performance status; RPA, recursive partitioning analysis; PTBD, percutaneous transhepatic biliary drainage; 
WBRT, whole-brain radiation therapy; aAlteration of conscious

Version 17.0 was used to analyze the data. The study was 
approved by Ethic Committee of Medicine Faculty, Khon 
Kaen University under the respect of Helsinki Declaration.

Results 

	 There were 5,164 CCA patients during the study 
period. Of those, eight patients (0.15%) had brain 
metastasis. The clinical characteristics of patients were 
summarized in Table 1. The median age of patients at the 
time of diagnosis of CCA was 60 years (46-77). Six out of 
eight patients were female. Six patients were RPA class 3 
and the other two patients were in RPA class I. Median CA 
19-9 level at the time of the diagnosis of brain diagnosis 
was 13.6 U/ml (0.6-1000). 
	 Six patients were intrahepatic CCA, whereas two 
patients were perihilar CCA. Four patients underwent 
radical surgery, while the rest had advanced CCA that were 
beyond to operate. Two patients had brain metastasis at 
the time of first presentation.
	 All brain metastatic CCA had any of these neurological 
symptoms including weakness, alteration of consciousness, 
or headache. Five patients had a single brain lesion, one 
patient had two brain lesions, and the other two patients 
had more than four brain lesions. Most of the brain lesions 
were located in frontal and occipital lobes. 
	 Only one patient underwent craniotomy and tumor 
removal with whole brain radiotherapy (WBRT). The 
other two patients had WBRT, while other five patients 
were treated with dexamethasone only. The median time 
from diagnosis of primary tumor to brain metastasis was 
8 months (0-96) and median survival time after brain 
metastasis was 9.5 weeks (1-28). The longest median 
survival time was 28 weeks (patient no. 5 in Table 1). She 
had two brain lesions and was in RPA class I. She was 
diagnosed with intrahepatic CCA stage IV, underwent left 
hepatectomy and cholecystectomy and brain metastasis 
was treated with WBRT.   
 
Discussion

Srinagarind hospital, a university hospital of Khon 
Kaen University, is a referral hospital located in the center 
of the Northeastern part of Thailand or the endemic area 
of CCA. Our hospital is named as the center for CCA 
center of Thailand. The brain metastasis of CCA in our 
series is 0.15% which may be underestimated because 

brain imaging is not routinely done in all CCA patients. 
Occult brain metastasis may be missed. Though, what 
is known from our study is that if CCA patients have 
any neurological symptoms such as headache, motor 
weakness, or alteration of consciousness, brain metastasis 
should be considered.  

We would like to purpose why CCA has low rate of 
brain metastasis. First, CCA patients always firstly present 
with advanced disease. Once diagnosed, the survival rate 
is short (William et al., 2011). Cancer with better survival 
time or good response to treatment may have more brain 
metastasis (Eichler et al., 2007). Second, CCA is not a 
highly vascularized tumor. Hematogenous metastasis may 
not frequently occur. Lastly, brain computed tomography 
is not routinely done in our hospital.

Risk factors for brain metastasis could not be concluded 
due to small sample size. But, CCA patients with RPA 
class III have high likelihood to have brain metastasis as 
previously reported (Jiang et al., 2011; Craighead et al., 
2012). Even though it is difficult to draw a conclusion 
about site of CCA and brain metastasis, note that no patient 
with extrahepatic CCA had brain metastasis. 

The outcome of CCA with brain metastasis is poor 
comparing to other primary cancer metastasize to brain 
(Sen et al., 1998; Niwinska et al., 2010; Jung et al., 2011). 
Only three patients received definite treatment, while the 
others had only palliative treatment. Most patients denied 
surgical treatment or WBRT due to negative belief with 
these modalities of treatment. However, the outcome was 
slightly better than those with hepatocellular carcinoma 
with brain metastasis (Choi et al., 2009).

In conclusion, this is a first case series of brain 
metastases from CCA. Brain metastasis in CCA is rare 
and has short survival time.   

Acknowledgements 

We wish to acknowledge the support of the Khon 
Kaen University Publication Clinic, Research and 
Technology Transfer Affairs, Khon Kaen University, for 
their assistance.

References

Choi HJ, Cho BC, Sohn JH, et al (2009). Brain metastases from 
hepatocellular carcinoma: prognostic factors and outcome. 
J Neuro-Oncol, 91, 307-13.



Asian Pacific Journal of Cancer Prevention, Vol 13, 2012 1997

	   DOI:http://dx.doi.org/10.7314/APJCP.2012.13.5.1995
Brain Metastases from Cholangiocarcinomas: a First Case Series

Craighead PS, Chan A (2012). Defining treatment for brain 
metastases patients: nihilism versus optimism. Support Care 
Cancer, 20, 279-85. 

Eckman KR, Patel DK, Landgraf A, et al (2011). Chemotherapy 
Outcomes for the Treatment of Unresectable Intrahepatic 
and Hilar Cholangiocarcinoma: A Retrospective Analysis. 
Gastrointest Cancer Res, 4, 155-60. 

Eichler AF, Loeffler JS (2007).  Multidisciplinary Management 
of Brain Metastases. The Oncologist, 12, 884-98. 

Gudesblatt MS, Sencer W, Sacher M, Lanzieri CF, Song SK 
(1984). Cholangiocarcinoma presenting as a cerebellar 
metastasis: case report and review of the literature. J Comput 
Tomogr, 8, 191-5. 

Jemal A, Bray F, Center MM, Ferlay J, Ward E Forman D (2011). 
Global cancer statistics. CA Cancer J Clin, 61, 69-90. 

Jiang XB, Ke C, Zhang GH, et al (2012). Brain metastases from 
hepatocellular carcinoma: clinical features and prognostic 
factors. BMC Cancer, 12, 49. 

Jiang XB, Yang Q-Y, Sai K, et al (2011). Brain metastases from 
colorectal carcinoma: a description of 60 cases in a single 
Chinese cancer center. Tumour Biol, 32, 1249-56. 

Jung M, Ahn JB, Chang JH, et al (2011). Brain metastases from 
colorectal carcinoma: prognostic factors and outcome. J 
Neuro-Oncol, 101, 49-55. 

Kamsa-ard S, Wiangnon S, Suwanrungruang K, et al (2011). 
Trends in liver cancer incidence between 1985 and 2009, 
Khon Kaen, Thailand: cholangiocarcinoma. Asian Pac J 
Cancer Prev, 12, 2209-13.

Kidambi T, Mahajan A, DiBardino D (2011). Cholangiocarcinoma 
presenting as metastases to the cervical spine. Am J Med, 
24, 1-2.

Li J, Henry MR, Roberts LR (2011). Rare distant skeletal 
metastasis from hilar cholangiocarinoma: report of a case. 
J Gastrointest Cancer, 42, 171-3.

Li Q, Li HK, Hao XS (2009). Analysis of the surgical outcome 
and prognostic factors for hilar cholangiocarcinoma. 
Zhonghua Wai Ke Za Zhi, 47, 94-7.

Mimatsu K, Oida T, Kawasaki A, et al (2011). Long-term 
survival after resection of mass-forming type intrahepatic 
cholangiocarcinoma directly infiltrating the transverse colon 
and sequential brain metastasis: Report of a case. Surg 
Today, 41, 1410-3.

Nanashima A, Tobinaga S, Abo T, et al (2012). Experience 
of surgical resection for hilar cholangiocarcinomas at a 
Japanese single cancer institute. Hepatogastroenterology, 
59, 347-50.

Niwiriska A, Murawska M, Pogoda K (2010). Breast cancer brain 
metastases: differences in survival depending on biological 
subtype, RPA RTOG prognostic class and systemic treatment 
after whole-brain radiotherapy (WBRT). Ann Oncol, 21, 
942-8.

Okamura Y, Harada A, Maeda A, et al (2008). Carcinomatous 
meningitis secondary to cholangiocarcinoma without other 
systemic metastasis. J Hepatobiliary Pancreat Surg, 15, 
237-9.

Park MH, Cho JS, Lee JS, Kim HK, Yoon JH (2012). 
Thyroid gland metastasis arising from primary liver 
cholangiocarcinoma: The first case report involving surgical 
operation. Int J Surg Case Rep, 3, 78-81.

Sen M, Demiral AS, Cetingöz R, et al (1998). Prognostic factors 
in lung cancer with brain metastasis. Radiother Oncol, 46, 
33-8. 

Shaib Y, El-Serag HB (2004). The epidemiology of 
cholangiocarcinoma. Semin Liver Dis, 24, 115-25.

Shin HR, Oh JK, Masuyer E, et al (2010). Epidemiology of 
cholangiocarcinoma: an update focusing on risk factors. 
Cancer Sci, 101, 579-85.

Shuangshoti S, Rungruxsirivorn S, Panyathanya R (1989). 
Intracranial metastasis of hepatic carcinomas: a study of 9 
cases within 28 years. J Med Assoc Thai, 72, 307-13.

Sripa B, Pairojkul C (2008). Cholangiocarcinoma: lessons from 
Thailand. Curr Opin Gastroenterol, 24, 349-56.

Tao LY, He XD, Qu Q, et al (2010). Risk factors for intrahepatic 
and extrahepatic cholangiocarcinoma: a case-control study 
in China. Liver Int, 30, 215-21.

Thongprasert S (2005). The role of chemotherapy in 
cholangiocarcinoma. Annals Oncol, 16, 93-6.

Welzel TM, Grauberd BI, El-Serag HB, et al (2007). Risk factors 
for intrahepatic and extrahepatic cholangiocarcinoma in the 
United States: a population-based case-control study. Clin 
Gastroenterol Hepatol, 5, 1221-8.

William BM, Grem JL (2011). Brain metastasis and leptomeningeal 
carcinomatosis in a patient with cholangiocarcinoma. 
Gastrointestinal Cancer Research, 4, 144-5.

Wongkonkitsin N, Phugkhem A, Jenwitheesuk K, Saeseow OT, 
Bhudhisawasdi V (2006). Palliative surgical bypass versus 
percutaneous transhepatic biliary drainage on unresectable 
hilar cholangiocarcinoma. J Med Assoc Thai, 89, 1890-5. 


