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PATIENT HISTORY

In April of 2014, a 57-year-old female was referred by her primary 
care physician due to elevated liver function tests (LFT) found on 
routine lab work. She had a mild increase in her AST and ALT, 36 and 
42, respectively. Her alkaline phosphatase and bilirubin were normal. 
A transcutaneous ultrasound of the abdomen was normal as was 
viral hepatitis serologies. She denied using alcohol, had no reported 
illicit drug use and has had no recent travel history,

A complete laboratory work-up revealed a positive F-actin antibody 
at 48 (19), but a negative ANA. She also had a positive anti-
mitochondrial antibody at 107 (20). A percutaneous liver biopsy by 
interventional radiology was performed. A provisional diagnosis of 
primary biliary cholangitis was made and the patient was started on 
ursodeoxycholic acid. She did well until a year later when she was 
admitted to the hospital with nausea, vomiting, weight loss and 
pruritis. Labs on admission revealed an AST of 888 and ALT of 971, 
and alkaline phosphatase of 241 with a total bilirubin of 2.0.

PROCEDURE

An endoscopic ultrasound (EUS) was performed to rule out bile duct 
obstruction. There was an enlarged hilar lymph node compressing the 
bile duct, so an ERCP was performed to rule out frank obstruction. The 
ERCP was normal. It was decided to perform a second liver biopsy at 
this time under EUS guidance. An Expect™ Needle 19ga Flex was used. 
I find it to be the only useful needle if a right lobe sample is needed. I 
removed the stylet and flushed the channel with saline. I punctured 
the liver through the stomach for a left lobe sample and the duodenum 
for a right lobe sample. I usually get a left lobe sample. Once in the 
liver, I used suction and performed four actuations in the liver. I then 
flushed the sample directly into formalin with saline. Several core 
biopsy specimens were attained. The recovery time is typically 30 
minutes post procedure, similar to a routine endoscopy.

OUTCOME / POST PROCEDURE

Based on the pathology findings, she was diagnosed with an 
autoimmune hepatitis/primary biliary cholangitis overlap syndrome. 
She was started on steroids and her liver function studies quickly 

normalized. Because of repeated elevations in her LFTs upon 
weaning steroids, she was transitioned to 6-mercaptopurine. She 
remains in remission.

CONCLUSION

Out of more than 175 EUS liver biopsies performed, I have yet to have 
a complication. To date, I have ordered two bedside ultrasounds to 
rule out bleeding for post-procedure pain (both were normal), and 
four with non-diagnostic samples (all subsequently had cirrhosis-
fragmented samples).

PATHOLOGY FINDINGS

The specimen consisted of multiple (approximately 10) core needle 
biopsies ranging from 1.0 to 2.5cm in length. The samples were processed 
as per routine protocols in the surgical pathology laboratory and stained 
with hematoxylin and eosin, trichrome and other special stains.

Upon microscopic examination, over twenty complete portal triads 
were present for examination. The portal areas were expanded by a 
chronic inflammatory infiltrate (Figures 1 and 2) consisting of 
lymphocytes and prominent plasma cells (Figure 3). There was a 
moderate interface hepatitis and moderate lobular inflammation. 
The original bile ducts were present with patchy mild epithelial 
disarray. No florid duct lesions or granulomas were identified. There 
was no cholestasis. The trichrome stain showed portal, periportal 
and patchy bridging fibrosis. The histologic findings were consistent 
with autoimmune hepatitis.

In my experience, EUS liver biopsy samples provide excellent tissue 
samples and are actually superior to other methods of liver biopsy. 
EUS liver biopsies generally contain more biopsy cores with greater 
lengths and a wider diameter than other biopsy methods. They often 
contain 20 or more complete portal triads. The larger cores are less 
likely to break apart, allowing for better characterization of the 
overall hepatic architecture. Biopsy yield from EUS liver biopsy 
specimens is more than adequate for diagnosis in most 
situations and, in my opinion, is actually superior to other 
methods of liver biopsy.
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