
Title

Successful Surgical Resection and Chemotherapy
for Unresectable Hepatoblastoma With Pulmonary
Metastases and for Lung Recurrence After Liver
Transplantation: A Case Report

Author(s) Takase, Koki; Ueno, Takehisa; Yamamichi, Taku et
al.

Citation Transplantation Proceedings. 2022, 54(2), p.
556-559

Version Type AM

URL https://hdl.handle.net/11094/99837

rights

© 2022. This manuscript version is made
available under the CC-BY-NC-ND 4.0 license
https://creativecommons.org/licenses/by-nc-
nd/4.0/

Note

The University of Osaka Institutional Knowledge Archive : OUKAThe University of Osaka Institutional Knowledge Archive : OUKA

https://ir.library.osaka-u.ac.jp/

The University of Osaka



 - 1 - 

“Case Report” A case of successful surgical resection and chemotherapy for unresectable 

hepatoblastoma with pulmonary metastases and for lung recurrence after liver transplantation 

Authors: Koki Takase(1), Takehisa Ueno(1), Taku Yamamichi(2), Shun Iwasaki(1), Chiyoshi Toyama(1),  

Yosuke Okada(3), Motonari Nomura(1), Miho Watanabe(1), Akihisa Sawada(3), Takako Miyamura(4), 

Kazuhiko Bessho(4), Masami Inoue(3), Noriaki Usui(2), Hiroomi Okuyama(1) 

Authors’ affiliation 

(1) Department of Pediatric Surgery, Osaka University Graduate School of Medicine, Postal code 565-

0871, 2-2 Yamadaoka, Suita, Osaka, Japan, Telephone +81-6-6879-5111, Fax +81-6-6879-5278, (2) 

Department of Pediatric Surgery, Osaka Women’s and Children’s Hospital, Postal code 594-1101, 840 

Murodo-cho, Izumi, Osaka, Japan, Telephone +81-725-56-1220, FAX +81-725-56-5682, (3) Department 

of Hematology/Oncology, Osaka Women’s and Children’s Hospital, Postal code 594-1101, 840 Murodo-

cho, Izumi, Osaka, Japan, Telephone +81-725-56-1220, FAX +81-725-56-5682, (4) Department of 

Pediatrics, Osaka University Graduate School of Medicine, Postal code 565-0871, 2-2 Yamadaoka, Suita, 

Osaka, Japan, Telephone +81-6-6879-5111, +81-6-6879-5278. 

Email addresses of ALL authors: 

Takase: takase@pedsurg.med.osaka-u.ac.jp, Ueno: ueno@pedsurg.med.osaka-u.ac.jp, Yamamichi: 

yamamichi@pedsurg.med.osaka-u.ac.jp, Iwasaki: iwasaki@pedsurg.med.osaka-u.ac.jp, Toyama: 

toyama@pedsurg.med.osaka-u.ac.jp, Okada: yokada@ wch.opho.jp, Nomura: 



 - 2 - 

nomura@pedsurg.med.osaka-u.ac.jp, Watanabe: watanabe@pedsurg.med.osaka-u.ac.jp, Sawada: 

asawada@wch.opho.jp, Miyamura: miyamu@ped.med.osaka-u.ac.jp, Bessho: bessho@ped.med.osaka-

u.ac.jp, Inoue: pedino@wch.opho.jp, Usui: usui@wch.opho.jp, Okuyama: okuyama@pedsurg.med.osaka-

u.ac.jp 

Corresponding author:  Takehisa Ueno; Osaka University, Postal code 565-0871, 2-2 Yamadaoka, 

Suita, Osaka, Japan; E-mail ueno@pedsurg.med.osaka-u.ac.jp, Telephone +81-6-6879-5111. Fax +81-6-

6879-5278 

Grant information: None 

Key words: Pediatric, Liver transplantation, Hepatoblastoma, Lung metastasis 

Abbreviations:  AFP alpha-fetoprotein, CT computed tomography, CTX chemotherapy, HB 

hepatoblastoma, ICG indocyanine green, LDLT living donor liver transplantation, LTx liver 

transplantation, OS overall survival, THP-ADR tetrahydropyranyladriamycin, US ultrasonography 

Tables: 1 

Figures: 1 (color –  No) 

TRANSPLANTATION   PROCEEDINGS 

BARRY D. KAHAN, PhD, MD, Editor-in-Chief 

Editorial Office: 

11707 Trudeau Drive 



 - 3 - 

Houston, TX   77065 

Email:  bkahan@transplantation-proceedings.org 

 

 

  



 - 4 - 

Abstract  

Background 

Liver transplantation (LTx) is indicated for unresectable hepatoblastoma (HB) without distal metastasis. 

However, there is no consensus on the management of unresectable HB with pulmonary metastases, or on 

the treatment of recurrent HB. We report a successful case of metastatic HB treated with repeated lung 

resection, chemotherapy, and LTx. This study strictly complied with the Helsinki Congress and the 

Istanbul Declaration regarding donor source. 

Case Report 

Our case was a 1-year-old boy who developed PRETEXT Ⅲ HB with multiple pulmonary metastases. 

The liver tumor was unresectable because it involved all hepatic veins. After three cycles of 

chemotherapy (cisplatin/carboplatin plus doxorubicin), the remaining two pulmonary metastases were 

resected and living-donor liver transplantation (LDLT) was performed. Five months after LDLT, a tumor 

recurrence was detected in the right lung. Repeat lung resection was performed followed by one cycle of 

chemotherapy (carboplatin plus doxorubicin). There has been no recurrence for 18 months since the last 

lung resection. 

Discussion 

Previous reports revealed that 14 patients, including the present case, underwent LTx after resection of 

metastatic HB pulmonary lesions. Of these patients, the 2-year survival rate after LTx was 91%. 
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Recurrence was reported in five patients, two of whom were successfully treated with repeated resection 

of the metastatic lesions. LTx after resection of lung recurrence may be a potential treatment for 

unresectable HB with pulmonary metastases. 
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1. Introduction 

Hepatoblastoma (HB) is the most common liver tumor in childhood, typically occurring in children 

younger than 5 years old and accounting for 1% of all pediatric malignant tumors1. The overall survival 

rate in HB has improved with advances in chemotherapy (CTX), with a 5-year survival rate of 80%2,3. 

Liver transplantation (LTx) is a standard treatment option for HB if the tumor is still unresectable after 

preoperative CTX3.  

Pulmonary metastases are the most common metastatic lesion, and HB patients with pulmonary 

metastases have a worse prognosis than those without3. Patients with metastatic HB are treated with CTX 

followed by surgical resection of the primary lesion. LTx is performed if the metastatic lesions have been 

eradicated by CTX or surgical resection and if the primary lesions remain unresectable after CTX3.  

However, there is still minimal experience with LTx for metastatic HB and with pulmonary recurrence of 

HB after LTx. We report a case of recurrent pulmonary metastases after resection of metastatic 

pulmonary lesions and LTx for unresectable HB. This study strictly complied with the Helsinki Congress 

and the Istanbul Declaration regarding donor source. 

2. Case report 

A previously healthy 1-year-old boy presented to his primary care physician with complaints of fever and 

abdominal distention. An intrahepatic tumor was detected on abdominal ultrasound, and the patient was 

transferred to the pediatric institute. Abdominal computed tomography (CT) confirmed the presence of a 
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single large hepatic tumor of approximately 11 cm × 10 cm involving the right lobe and left medial lobe. 

The alpha fetoprotein (AFP) level was elevated, with a value of 816,975 ng/ml at diagnosis (Fig. 1). Chest 

CT detected multiple nodules in the bilateral lungs that were diagnosed as multiple pulmonary metastases. 

No biopsy was performed because HB was diagnosed by imaging and blood tests.  

The tumor was classified as PRETEXT III and was unresectable because it involved all hepatic veins. 

CTX was performed as the modified SIOPEL-4 regimen4, consisting of two cycles of cisplatin and THP-

ADR (tetrahydropyranyl–adriamycin), and one cycle of carboplatin and THP-ADR. After CTX, the tumor 

shrank to 6.6 cm in diameter, but all hepatic veins were still involved and the tumor was determined to be 

unresectable. While most pulmonary nodules disappeared, chest CT detected two nodules of 3 mm in 

diameter in the right lung. Living donor liver transplantation (LDLT) was planned after eradication of the 

pulmonary lesions. Partial resection of the two lesions was conducted using CT-guided dye staining and 

indocyanine green (ICG) immunofluorescence. LDLT was performed 2 months after pulmonary 

resection, followed by two cycles of CTX with carboplatin and THP-ADR. The graft was a left lateral 

segment graft from the patient’s mother and the ABO blood type was incompatible. The AFP level before 

LDLT was 1,089 ng/ml (Fig. 1). Immunosuppressant treatment was initiated with tacrolimus and 

prednisolone, with everolimus added later. Although there was no acute cellular rejection or vascular 

complications after LDLT, strangulated ileus occurred 3 weeks after LDLT, and an ileostomy was 

created. The ileostomy was closed 1 month later, and the patient returned home 3 months after LDLT.  
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Five months after LDLT, the AFP level rose again, to 77 ng/ml (Fig. 1), and chest CT detected a 

recurrence in the right lung. Repeat lung resection was performed with ICG immunofluorescence 

guidance, followed by one cycle of chemotherapy with carboplatin and THP-ADR. There have been no 

other recurrences for 18 months since the last lung resection.  

3. Discussion 

We reviewed all studies in which resection of pulmonary metastases was performed prior to LTx for the 

treatment of unresectable HB with metastasis to the lungs1,5-13. In 11 studies, including ours, 27 patients 

were treated for unresectable HB and pulmonary metastases. Of these patients, 13 demonstrated 

resolution of metastatic lesions with CTX and subsequently underwent LTx, while the other 14 had 

residual metastatic lesions after CTX and underwent resection of the pulmonary lesions followed by 

primary LTx (Table 1) 1,5-13. The intervals between lung resection and LTx were 2 weeks13, 3 months1, 4 

months7, and in our case, 2 months. Of the 14 patients who underwent LTx after resection of metastatic 

pulmonary lesions, 10 (91%, three patients not stated) survived more than 2 years after LTx. Thus, the 

short-term outcome of LTx for unresectable HB after resection of metastatic pulmonary lesions was good. 

Five patients had tumor recurrence after LTx; their survival rate was 40%, and tumor recurrence was the 

cause of death in the three patients who died5,9,12. Of the five patients, three underwent repeat resection of 

metastatic lesions. One had multiple recurrent lesions in the lungs, brain, and bone after LTx and 

underwent multiple resections of metastatic lesions but died 28 months after LTx12. The other two 
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patients, including the present case, had recurrent lesions only in the lungs. They underwent repeat 

resection of metastatic pulmonary lesions after LTx, and survived for more than 2 years after LTx13. The 

remaining two patients who did not undergo resection of recurrent lesions died at 10 and 15 months after 

LTx, respectively9,12.  

In our experience, CT-guided dye staining and ICG immunofluorescence were useful for detecting small 

lesions during the resection of pulmonary metastases before and after LTx. Several studies on the efficacy 

of image-guided surgery using ICG immunofluorescence and CT-guided dye staining have been reported, 

and Yamamichi et al. reported the efficacy of CT-guided dye staining for the resection of lung metastatic 

lesions of approximately 3 mm in diameter in pediatric patients13,14.  

In conclusion, we experienced a successful case of unresectable HB with pulmonary metastases in which 

recurrences were treated with lung resection, CTX, and LDLT. In our literature review, both patients who 

had only pulmonary recurrence and whose lesions could be resected survived. We believe that LTx 

following resection of pulmonary metastases and resection of recurrent pulmonary lesions after LTx is a 

feasible option when lesions are located only in the lung. However, there is limited evidence and 

experience regarding both LTx for unresectable HB with metastases and pulmonary recurrence of HB 

after LTx, and more data are needed. 
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5. Table 

Table 1. Review of all studies in which resection of pulmonary metastases was performed prior to 
liver transplantation for the treatment of unresectable hepatoblastoma with metastasis to the lungs 

 Year 
N with 

cleared lung  
metastases 

N who received 
lung resection 

and LTx 

N who had 
recurrence 
 after LTx 

Location of 
recurrence 

Follow up 
years from 

LTx 
Outcome 

Suh MY 
et al.13 

2008 1 1 1 
Lung, brain, 

bone 
2.3 

Repeated 
metastasectomy, 

death by 
recurrence 

Kosola S 
et al.6 

2010 6 1 0 - 15.9 
Death by 

cardiomyositis 
Miyamura T 

et al.12 
2010 2 1 0 - 2.0 Alive 

Zsiros J 
et al.7 

2013 1 1 0 - NA. Alive 

Sakamoto S 
et al.1 

2014 NA. 1 0 - 3.6 Alive 

Samuk I 
et al.8 

2016 1 1 1 NA. 0.8 
Death by 

recurrence 
Busweiler L 

et al.9 
2017 0 2 NA. - NA. NA. 

Isono K 
et al.10 

2018 2 1 0 - 4.4 Alive 

Ramos GG 
et al.11 

2018 0 3 1 
Lung, brain, 

forearm 
2.4 

Death by 
recurrence 

Uchida H 
et al.5 

2018 0 1 1 Lung 4.8 
Repeated 

metastasectomy, 
Alive 

Our case 2021 0 1 1 Lung 1.9 
Repeated 

metastasectomy, 
Alive 

Total - 13 14 5 - - - 

LTx: liver transplantation, N: number of patients, NA.: not available 
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6. Figure 

 
Fig.1 Changes in AFP (decimal logarithm of AFP) and surgical events of the case after the 
diagnosis of hepatoblastoma 
AFP alpha-fetoprotein, LDLT living-donor liver transplantation 
 

 


