A 67-year-old Chinese man presented to the Accident and Emergency Unit with a 3 d history of non-specific epigastric pain associated with postural dizziness and exertional dyspnea. There was no history of significant alcohol consumption and his hepatitis B and C status were unknown. History was negative for malaena, hematemesis, and hematochezia. He had a history of one episode of mild hemoptysis subsequent to which he was diagnosed as having bronchietasis due to heavy smoking. Physical examination revealed a cachectic patient who was alert but had marked pallor of the conjunctiva. He was mildly hypotensive with a supine blood pressure of 105/60 with no postural drop. His pulse rate was 78 beats per minute, and he was not tachypneic. Palpation of the abdomen revealed mild epigastric tenderness on deep palpation but no significant organomegaly. He did not exhibit any stigmata of chronic liver disease. Bowel sounds were normal as was the digital rectal examination. There was no clinical sign of cardiac failure. Initial investigations showed a white cell count of 8.5 × 109 (normal range 4.0-10.0 × 109/L), hemoglobin of 4.2 g/dL (normal range 14.0-18.0 g/dL), platelet count of 274 × 109 (normal range 140-440 × 109) and amylase of 71 U/L (normal range 30-110 U/L), He was transfused with 3 units of packed red cells, and an urgent referral to the surgical service was made. Esophagealgastroduodenoscopy and colonoscopy were suggested but the patient declined referral or admission and discharged himself from the hospital against medical advice. One month later, he presented himself at the outpatient specialist surgical clinic. Hemoglobin level on arrival was 9.4 g/dL. He fi nally consented to endoscopic examination as an outpatient procedure. Esophageal-gastroduodenoscopy was carried out on the same afternoon, during which an actively bleeding ulcer was seen in the lesser curve. Repeated injection with adrenaline failed to stop the bleeding and he was immediately transfused with packed cells and prepared for emergency surgery.

At celiotomy, a 10 cm tumor arising from segments II and III of the liver was found; the tumor involved the lesser curve of the stomach and had eroded into the lumen. On-table referral to the hepato-biliary surgical service was made. Resection of segments II and III of the liver with en-bloc wedge resection of the lesser curve of the stomach was carried out both to control the hemorrhage and as a definitive therapy for the tumor.

The patient’s post-operative recovery was uneventful.  He was discharged from the surgical intensive care unit on the 2nd post-operative day. He tested positive for hepatitis

B surface antigen and his serum hepatitis B antibody was found to be less than 10 IU/ml. The resected liver segments showed cirrhotic changes and a large necrotic tumor measuring 10 cm × 9 cm × 9 cm.  Surgical margins were free of tumor. Histology revealed a trabecular hepatocellular carcinoma that was grade 2 by Edmondson’s grading. He was discharged from the hospital in good health on the 9th post-operative day. An early postoperative CT scan showed no residual tumor, but a repeat CT scan performed 9 mo later showed multiple new lesions of HCC in the liver (Figure 3). He opted for conservative management and was still alive 2 years and nine months after surgery.
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