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SUMMARY

A 68 year old man with hilar cholangiocarcinoma had undergone a left hepatic lobectomy
and hilar bile duct resection with hepaticojejunostomy. The right hepatic duct and the com-
mon bile duct were macroscopically excised at 1 cm and 2 cm distal from the margin of the
cancer; respectively, however, cancer invasion was histologically positive at the stump of the
right hepatic duct.The first and second group of lymph nodes were dissected. Metastasis was
detected in all dissected lymph nodes.

After the operation the patient could live with a good quality of life for five years.There
after the patient had fever and abdominal pain and retrograde cholangitis was suspected. Six
months later, the patient ultimately died of renal failure due to cancer invasion of both
side of the ureters, however, there was no sign of the obstructive jaundice.

(Key words: Bile duct carcinoma, Extrahepatic bile duct, Liver resection)

OZET

68 yagindaki sarikli bir erkek hastada hiler bolgeye yerlesmis safra yolu kanseri saptand. Sol
hepatik Lobektomi ve timor ekstirpasyonu uygulandi. Ekstirpasyon tlimoriin 1 cm proksimal
ve 2 cm distalinden yapilmasina ragmen sag hepatik kanal giidtigii histolojik olarak pozitif idi.
Diseke edilen tiim lenf nodiilleri metastaz iceriyordu. Radyoterapi ve kemoterapi uygulanmadi.
Ameliyattan sonra hasta 5 y1l konforlu bir yasam siirdii. Ates ve karin agrist yakinmalari ile tek-
rar miiracaat eden hastada retrograd kolanjit disiiniildii. Her iki ureterin metastazlarla
titkanmasi sonucu 6 ay sonra kaybedildi. hastada oliinceye kadar sarilik gelismedi.

(Anahtar Sozctikler: Dig safra yolu, Karaciger rezeksiyonu, Safrayolu kanseri)
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The prognosis of hilar cholangiocarcino-
ma is unfavourable, although developments
in diagnostic procedures and improvement
in the surgical technique(2). We report a rare
case of hilar cholangiocarcinoma who sur-
vived five years six months though cancer
cells rested at the surgical margin of the
right hepatic duct and lymp node metastasis
and perineural invasion were positive.

CASE REPORT

A 68 years old man was admitted with
general fatigue, itching and slight jaundice.
Physical examination revealed slight jaun-
dice of the skin and conjunctiva, but no
mass in the abdomen. Serum chemistry
showed a bilirubin of 5.4 mg/dl, 5S-GOT 51
IU/1, 5-GPT 48 IU/1 and serological tests
for hepatitis viruses revealed HBS-Ag (-),
HBS-Ab (-) and HA-Ab (-). CEA, AFP and
CA 19-9 were all within normal range.

Ultrasonographic examination and com-
puted tomography revealed dilatation of the
intrahepatic bile ducts, but showed no re-
markable lymph node enlargement around
the hepatoduodenal ligament and ab-
dominal aorta.

Endoscopic retrogade cholangiopancrea-
ticography (ERCP) and percutaneous trans-

Fig. 1: PTC revealed the obstruction of hepatic hilus with cancer. Allows
( A) indicate the extension of cancer.
RHD: right hepatic duct, LHD: Left hepatic duct, CBD: common bile duct.
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hepatic cholangiography (PTC) revealed
obstruction of the bile duct at the hepatic hi-
lum (Fig. 1).

The bile duct was drained by the catheter
which was left in-situ during the PTC exa-
mination for two weeks before operation.
The serum bilirubin levels decreased from
54 mg/dl to 1 mg/dl.

Arteriography was performed to assess
the resectability and it revealed no involve-
ment of the hepatic artery and the portal
vein. ‘

The patient underwent a left hepatic lo-
bectomy with an end to side right biliary en-
teric anastomosis on a Roux—en-Y loop. The
tumor included the cystic duct and extended
into both the right and left hepatic ducts.
The right hepatic duct as macroscopically re-
sected at 1 ¢cm from the margin of the cancer
and the jejunal loop was anastomosed with
each five right hepatic ducts, respectively
(Fig. 2 a, b). All lymph nodes in the hepato-
duodenal ligament, around the celiac axis,
and at the liver hilum were removed.

The early postoperative course was un-
eventful except a slight episode of the ret-
rogade cholangitis. Postoperative hepato-
biliary scintigraphy with Tc99m revealed
good bile excretion and drainage into the je-
junal loop (Fig. 3). The patient's body weight

Fig. 2 : The sketch of the ehtension of the cancer (A) and the operative
procedures. The jejunal loop was anastomosed with the five right hepatic
ducts, respectively (B).

CL: caudate lobe, GB: gallbladder, PV: portal vein, HA: hepatic artery, D:
duodenum, 1VC: inferior vena cava, JL: jejunal loop artery, D: duodenum,
IVC: inferior vena cava, JL: jejunal loop.
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Fig. 3: The hepatobiliary scintigrahp with TC9 ° m. Tcg ° m. was sufficient-
ly excreted into the jejunal loop from liver.
RHL: right hepatic lobe, JL: jejunal loop.

increased from 49 kg to 75 kg during three
years (Fig. 4). Three years six months after
the operation a slight decrease in body
weight was observed and it was followed by
a slight increase in plasma CEA and CA-19-
9 levels.
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Fig. 4: The changes in the body weight after the operation. The body
weight extreamly increased from 49 kg to 75 kg
OPE: Operation.

The patient was readmitted with fever
and abdominal pain of the right hypochond-
rium five years after the operation. Com-
puted tomography revealed recurrence of
the tumor over the retroperitoneal cavity. Bi-
lateral ureter involvement and obstruction
with the infiltrating cancer was detected.
The body weight of the patient progres-
sively decreased before death whereas the
tumor marker, CA19-9 sharply increased
from 20 mg/ml to 4.440 mg/ml.
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The patient died of renal failure after five
years six months but no jaundice had been
noticed during the post operative course.

No chemotheraphy and no irradiation
was performed to the patient during the en-
tire course of the disease.

Pathology

Grossly, the hilar bile duct was obstruc-
ted by the tumor which showed nodular
shape and it extended to the right and left
hepatic ducts and the distal extension of the
tumor included the cystic duct. Histolog-
ically, the cancer was made up of irregular
tubular structures in the connective tissue
stroma (Fig. 5) and it extended to the

Fig. 5: The microscopic findings. The cancer was made up of the irregular
tubular structures in the connective tissue stroma.

stumps of the right hepatic ducts and com-
mon bile duct, so that the surgical margins
were positive for cancer cells. The tumor
also infiltrated into the perineural space but
not into the vascular space of the connective
tissue around bile ducts. Metastases were
found in the lymph nodes around the com-
mon hepatic artery belonging to the second
group. Also, direct invasion into the hepatic
parenchyma was found.

DISCUSSION

Hilar cholangiocarcinoma is generally
defined as a bile duct cancer which simulta-
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neously locates at the right and the left he-
patic duct and common bile duct (3). Bis-
muth (4) divided hilar cholangiocarcinoma
into four types according the location of can-
cer and Bengmark (3) subdivided his classi-
fication. As the cancer in our case mainly ex-
tends into the right hepatic duct it belongs
to the Illa type of Bengmark's classification.
The initial symptom of hilar cholangiocar-
cinoma is commonly jaundice and ERCP
“and PTC are available in the diagnosis of
these cases. The reduction of the jaundice by
percutaneous transhepatic bile duct drai-
nage (PTBD) enables a major radical opera-
tion including hepatic resection and pancre-
atoduodenectomy feasabile (1, 3). Since bili-
ary tumors are a tendency for direct in-
vasion of the hepatic parenchyma and of the
bile duct draining the caudate lobe, exten-
ded right or left hepatectomy with simulta-
neous resection or the caudate lobe have
been performed in some cases (5, 6, 7). How-
ever, the prognosis of hilar cholangiocarci-
noma is unfavourable despite progresses the
diagnostic procedures and improvement in
the surgical technique (1, 3, 4). Only a few
cases of five year survival have been re-
ported including 3/37 (8 %) by Nakayama
(3), 3/31 (9 %) by Odaka (9), 1/35 (3 %)
Hachisuka (10), 3/28 (11 %) by Okamura
(11), 1/26 (4 %) by Kawaharada (5), 2/21
(9 %) by Harada (12), 4/24 (16 %) by Tsu-
zuki (13), 9/57 (16 %) by Todoroki (1), 3/22
(13 %) by Bengmark (3), 4/24 (21 %) by Ni-
mura (7) and 2/54 (4 %) by Langer (2). The
prognosis of hilar cholangiocarcinoma is af-
fected by a number of factors such as the
histological pattern, the invasion of extra
ductal tissue, lymph node metastasis and
the existence of the cancer at the surgical
margin (8, 14). Many reports indicate that
papillary or polypoid shape of carcer have

good prognosis (8, 15, 16). Nakayama (8), .

Koyama (14) and Todoroki (1) reported that
only papillary shape of carcinoma could sur-
vive over five years after surgery. They also
reported that patients with microscopically,
papillary or papillotubular pattern have a
better survival than those with other his-
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tological patterns (1, 3, 14). Ouchi (17) in-
dicated that histological appearance of car-
cinoma may be valid as a fundamental
factor to determine the mode of spread of
the carcinoma of the upper bile duct and
prognosis of the patients. In our case the
gross shape of cancer is nodular infiltrating
type with histologically tubular -pattern.
However, there has been not reported five
year survival in which nodular infiltrating
type of cancer was observed previously.

The surgical margin of the bile duct is an
important factor that affects the prognosis
(14). However, complete resection of a can-
cer of the hepatic duct is considerably dif-
ficult. The ratio of the cancer positive cases
at the surgical margin of bile ducts were 33
% (5/15) by Tsuzuki (13), 31 % (4/13) by

Kawaharada (5), 38 % (14/37) by Nakayama

(8), 69 % (18/26) by Nakamura (18), 32 %
(12/37) by Odaka (9) and 56 % (5/9) by Ha-
rada (12). Our case survived five years six
months though the cancer cells were found
at the surgical margin of the right hepatic
duct. Todoroki (1) reported three simi-lar
cases who survived over five years without
recurrence though the cancer cells at the sur- -
gical margin were positive.

Since hilar cholangiocarcinoma is apt to
involve the perineural space or to invade
perivascular space or to invade perivascular
space of the periductal tissues the dissection
of the sorrounding tissues is important (3).
The rate of cancer invasion into the peri- .
ductal tissue is 32 % (12/37) by Odaka (9),
56 % (5/9) by Harada (12) and 73 % (27/37)
by Nakayama (8). Nakayama reported that
there was no five year survival in cases with
lymph node metastasis, whereasTodoroki (1)
reported three cases who survived over five
years even though they had definite lymph
node metastasis. Our case also could live
with a good quality of life during.the five
years after operation in spite of the cancer
positive surgical margin, the perineural in-
vasion and the lymphnode metastasis.

Bengmark (3) reported a case who sur-
vived 14.3 years, who died of recurrence of
the tumor. Todoroki (1) indicates that there
is a slow growing type in cholangiocarcio-
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noma and the importance to examine for re-
currence even when the patients have lived
over five years.
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