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Table 1 Hepatic resection for hepatic hilar ductal
carcinoma and gallbladder carcinoma

Hepatic hilar ductal carcinoma

Right trisegmentectomy+Caudate lobectomy 3cases
Left trisegmentectomy + Caudate lobectomy 1
Extended right lobectomy +Caudate lobectomy 5
Extended left lobectomy -+ Caudate lobectomy 5
Central bisegmentectomy +Caudate lobectomy 1
Central lower hepatectomy +Caudate lobectomy 1
Caudate lobectomy 2
Gallbladder carcinoma
Right trisegmentectomy lcase
Extended right lobectomy 3
Central lower hepatectomy +S6 1
Central lower hepatectomy 12
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Fig. 1 Schematic presentation of two patterns of
extramucosal invasion of hepatic hilar ductal
carcinoma and assesment of its distance.
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Table 2 Extramucosal invasion of hepatic hilar
ductal carcinoma

Liver and duodenum

Liver Duodenum | Significance
Incidence 77.8% 44.4 p=0.0429
Mean distance 12.8mm 6.1 p=0.0319

Relationship between extramucosal invasion toeard the
hepatic side and tumor region

o on Mean distance

towarq liver | Significance
Dominant side Right Left
Right(n=7) 12. Imm 3.6 p=0.0484
Middle(n=4) 3.8 3.8 N.S.
Left(n=4) 1.3 15.0 p=0.0165
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Table 3 PTBDimage’s estimation and extramucosal

invasion

Differentiation of hepatic edge between by PTBDimages

and one by microscopical findings in hepatic hilar ductal

carcinomas

PTBD

Distance

Under estimation

Over estimation

20mme

1-19
10

Extramucosal invasion and

Cases

2/18
3
2

PTBD under estimation
against hepatic edge of hepatic hilar ductal carcinoma

Frequency

Distance

Extramucosal invasion

PTBD under estimation

i

44.4

i

12 . 8mm

T8

Fig. 2 Extramural invasion 4mm apart from bile

duct 20mm proximal side beyond mucosal he-

patic edge of hepatic hilar ductal carcinoma. (H
& E).
Top; X 11, Bottom ; X 29 (original mognification)
B.D.: bile duct. P.V.: portal vein. arrow heads:
carcinoma
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Table 4 Hepatic metastases from gall bladder

carcinoma
== | .
JSae, | Number of - Sige | Location | Disance from
3 2 2.0mm Ss 55mm
0.1 Sia 4
4 1 15.0 S, 5
6 1 2.0 Sia 8
7 2 7.0 S 10
3.0 S5 11
8 2 7.0 Se 75
| 5.0 Se 75
14 3 0.2 Ss 35
0.15 S 2
0.08 ‘ S5 ‘ 20

Table 5 Relationship between hepatic metastases
from gall bladder carcinoma and hepatic invasion
and lymph node involvements

Hepatic .
Hepatic gt Lymph node involvements
metastasis [—
‘ - nf ‘ nl n2 n3, 4
+ ‘ 6cases 0 0 2 3 1
= 5 8 6 1 0 1
p<0.05 p<0.05
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Clinicopathological Rationale of Hepatic Resection for Hepatic Hilar
Ductal Carcinoma and Gallbladder Carcinoma
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This study was aimed to clarify the surgical implication for hepatic resection for hepatic hilar ductal
carcinoma and gallbladder carcinoma by clinicopathological examination of surgical specimens. Hepatic
Hilar Ductal Carcinoma: Extramucosal extension toward the hepatic side was observed in 14 (78%) of 18
cases. The histological tumor margin was usually identified in the extramural layer, and the left dominant
carcinomas had extended toward the left, whereas these right dominant ones had extended toward the
right significantly (p<0.05). It was shown retrospectively that a histologically cancer-free surgical
margin would be obtained in 89% of the cases if the proximal bile duct was cut at 15 mm proximally
beyond carcinoma extension judged by the preoperative PTBD image, and in 72% of the cases if the
proximal bile duct was cut at 15 mm proximally beyound mucosal carcinoma extension. Gallbladder
Carcinoma: Of 19 cases of advanced gallbladder carcinoma which invaded into or beyound the subserosal
layer, 11 hepatic metastases were histologically demonstrated in 6 cases (32%). These included 4
microscopic occult metastases (36%) smaller than 1 mm in diameter. It is suggested that appropriate
hepatic resection such as segmentectomies of S4a and S5 and extended right lobectomy might be required
in a patient with direct hepatic invasion. This study was aimed at clarifying the necessity for and good
degree of hepatectomy of hepatic hilar ductal carcinoma and gallbladder carcinoma by full clinicopath-
ological examination of surgical specimens obtained by hepatic resection.
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