670 S. Arii et al.

the most excellent staging system among the BCLC,
Tokyo and JIS staging systems. Therefore, JIS score is
currently considered to be the best integrated staging
system in Japan. Regarding other integrated staging
systems, modified JIS score has been reported''® to be
useful for patients undergoing hepatectomy. Biomarker
combined JIS score has also been reported to be useful
in discrimination in patients with good prognosis."”
However, the usefulness of these new staging systems
will remain unclear until they are assessed in a range of
patient sets with HCC.

Regarding the estimation of HCC prognosis, most
hepatologists recognize the importance of an integrated
staging system rather than applying the TNM stage
and hepatic functional reserve scales individually. Fur-
thermore, the JIS score is considered to be the best
integrated staging system for cument clinical practice.
However, it is still difficult to incorporate the integrated
staging systems, such as the JIS score, into algorithms for
HCC treatment.

Recommendation 3. Integrated staging system should

be used to assess the prognosis of patients with HCC,

instead of individually applying scales for TNM stage
and liver function stage.

Recommendation 4. The JIS score is the best staging

system to estimate the prognosis of patients with

HCC.

Informative Statement 1. Integrated staging systems,

such as the JIS score, are not yet suitable for inclusion

in algorithms for HCC treatment.

SURVEILLANCE AND DIAGNOSIS

Surveillance programs

T IS WELL known that HCC mainly occurs in cases

with chronic liver disease, particularly cimthosis.
Several cohort studies have shown that the surveillance
of high-risk patients with hepatitis B virus (HBV)- or
hepatitis C virus (HCV)-related chronic liver disease
improves the rate of early detection and the rate of
curative treatments.?* For this reason, UK?, European®
and American® practice guidelines for HCC recommend
routine surveillance of HCC among individuals with
viral hepatitis or cirrhosis. Almost all gastroenterologists
in Japan conduct surveillance programs using a combi-
nation of tumor markers such as AFP, the lens culinaris
agglutinin-reactive fraction of AFP (AFP-L3%) and DCP,
and by ultrasound (US).* However, no consensus has
been reached in terms of the optimal surveillance strat-
egy. Thompson et al. calculated the number of people
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who need to be under surveillance to prevent either a

single death from HCC or a single premature death

(defined as death before the age 75 years) and showed

the effectiveness of surveillance programs.” In the

absence of surveillance, approximately 20% of the mixed

etiology cohort died as a result of HCC.
Recommendation 5. Surveillance with US and three
tutmor markers including AFP, DCP and AFP-L3
should be performed for early detection of HCC in
patients with HBV- and HCV-related chronic liver
disease, particularly cirrhosis.

Tumor markers

In Japan, AFP, AFP-1.3 and DCP are widely and routinely
used as serological tumor markers for the surveillance,
diagnosis and prognostic estimation of HCC. The
Evidence-Based Clinical Practice Guidelines of HCC
published in 2005 recommended that AFP, AFP-1.3 and
DCP should be measured at intervals of 3-4 months for
very high-risk patients (defined as HBV- or HCV-related
liver cirthosis), and at 6-month intervals for high-risk
patients (defined as HBV- or HCV-related chronic liver
disease or other causes of liver cirrhosis).*? Although
AFP is the most widely used tumor marker for HCG, the
levels of AFP are also increased in patients with liver
diseases other than HCC, including viral hepatitis, with
a prevalence of 10-42%.%*-* [n contrast, AFP-L3 and

NDCP are very specific for HCC, compared with AFP

alone. The combination assay for AFP, AFP-1.3 and DCP
should be performed for the early detection of HCC.>%*?
The specificity and sensitivity of the combination assay
of AFP and DCP were 83% and 84%, respectively, to
detect small HCC of less than 3 cm in diameter.”® The
specificity and sensitivity of the combination assay of
DCP and AFP-13 were 41.7-66.7% and 89.5~89.8%,
respectively, to detect small HCC of less than 3 ¢m in
diameter.?>*
Recommendation 6. Periodical measurement of more
than two kinds of tumor markers (particularly AFP
and DCP) is recommended for the early detection of
HCC in high-risk and very high-risk patients.
Recommendation 7. The surveillance interval needs
to be shorter in very high-risk patients than in high-
risk patients.

Imaging modalities

Periodic follow-up of chronic liver disease by US,
multidetector row computed tomography (MDCT) and
magnetic resonance imaging (MR]) allows relatively
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easy detection of small HCC.#-* However, it is some-
times difficult to characterize small hepatic nodular
lesions detected by these imaging modalities. Definitive
diagnosis requires invasive methods such as US$-guided
liver biopsy. Hemodynamic evaluation of the nodule is
also important to assess the biological behavior of HCC,
The recent advances in MRI and computed tomography
(CT) procedures, such as CT during hepatic arterio-
graphy (CI'HA) and CT during arterial portography
(CTAP), bave enabled the detailed hemodynamic evalu-
ation of small hepatic nodules.

Recently, liver-specific contrast agents such as super-
paramagnetic iron oxide particles (SPIO), which are
taken up by Kupffer cells, and Gd-EOB-DTPA, which is
taken up by hepatocytes, are frequently used in MRI for
early diagnosis of HCC. Gd-EOB-DTPA is a superb agent
because it provides dynamic and liver-specific MR
images.*** This contrast agent is highly liver specific;
approximately 50% of the injected dose is taken up by
functioning hepatocytes and is excreted in bile, com-
pared with just 3-5% for gadobenate dimeglumine.®
Early studies comparing Gd-EOB-DTPA-enhanced
dynamic MRI with dynamic MDCT showed that Gd-
EOB-DTPA-enhanced MRI is significantly morte accu-
rate, sensitive and specific than dynamic MDCT for the
diagnosis of HCC in patients with cirrhosis.*”#® In addi-
tion, GAd-EOB-DTPA-enhanced MRI has a high detection
rate for early stage HCC nodules that are not enhanced
in dynamic studies. However, although the differentia-
tion of early HCC from dysplastic nodule by hepatobil-
iary phase images of Gd-EOB-IDTPA MRI is promising,
more data are still needed.

Informative statement 2. Gd-EOB-DTPA-enhanced

MRI provides dynamic and hepatocyte-specific images

and is more accurate than dynamic MDCT or SPIO-

MRI for the detection and characterization of small

HCC, including early HCC.

ABLATION THERAPIES

MAGE-GUIDED PERCUTANEOUS ablation therapies

have long played important roles in the treatment of
HCC. Percutaneous ethanol injection has been used for
unresectable, small HCC since the early 1980s*-* and
offers us the potential to treat HCC using non-surgical
means. Percutaneous microwave coagulation therapy
became popular in Japan in the late 1990s.”* However,
since the introduction of radiofrequency ablation (RFA)
into dinical practice around 1999, there has been a
dramatic shift from ethanol injection or microwave
coagulation to RFA.% RFA for HCC has been covered by
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public health insurance since April 2004 in Japan.
Although more than 1700 institutions have experienced
RFA in Japan, RFA is estimated to be performed rou-
tinely in approximately 1000 institutions throughout
Japan at the present.

Radiofrequency ablation often seems to be perfor:.
with less than adequate treatment planning or prepaca-
tion compared with surgical resection. RFA appears to
be a very simple procedure. Thus, some physicians may
perform RFA without adequate training or experience.
In addition, RFA does not require expensive equipment.
Thus, several hospitals have introduced RFA into dinical
practice without high-performance US and CT.

However, RFA is indicated for malignant tumors and
inadequate outcome should be avoided. Thus, only phy-
sicians with sufficient experience and appropriate skill
should perform the procedure. Furthermore, only well-
equipped hospitals should perform RFA because the
outcomes of RFA are strongly influenced by the perfor-
mance of the CI' and US equipment available at each
institution. It is crucial to offer consistent outcomes for
RFA at all institutions and for all operators.

More importantly, before commencing RFA, the
tumors should be evaluated by US, contrast-enhanced
CT or MRI to determine tumor size, shape, number,
presence or absence of extracapsular invasion, presence
or absence of satellite lesions, location relative to Glis-
son’s capsule or other critical structures, and to deter-
mine the optimal route to approach the tumor.

Within 1-3 days after RFA, contrast-enhanced CI or
MRI is essential to objectively assess the treatment
response. If the tumor is completely ablated with a suf-
ficient safety margin, the treatment may be considered
complete. However, if there is any residual cancer tissue
or an insufficient safety margin, RFA should be repeated
until complete tumor destruction with a sufficient abla-
tive margin is achieved. The following recommendation
was supported by 94% of the experts.

Recommendation 8. Imaging should be perforine:d

within 1-3 days after RFA to evaluate treatment

response. It is essential that RFA is repeated until
entire tumor destruction with a sufficient ablative
margin is achieved.

For accurate tumor evaluation, CT' and MRI per-
formed before and after RFA should be done using a
thin slice interval. The following recommendation was
agreed by 94% of the experts.

Recommendation 9. CT and MRI before and after

RFA should be done using a slice thickness and inter-

val of 5 mm or less; slice thickness and interval of

10 mm or more is not adequate.
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A histopathological study has revealed that, in cases
with incomplete necrosis, viable cancer tissue remains
around the main tumor, in portions isolated by the
septa, or along the edge of the tumor after ablation
therapies.* There may also be extranodular growth, sat-
ellite nodules or portal vein invasion, which cannot be
detected by imaging modalities.”>* The incidence of
satellite nodules and portal vein invasion is associated
with the gross appearance of the main tumor. The single
nodular type with extranodular growth and the conflu-
ent multinodular type both show satellite lesions more
frequently than early HCC (vaguely nodular-type HCC
showing preservation of the preexisting liver structure)
and the single nodular type. Thus, it is important
to determine the gross appearance of the tumor by
imaging. It is also essential to ablate beyond the tumor
border to achieve complete tumor necrosis and prevent
local tumor progression (ablative margin or safety
margin). Sonazoid-enhanced US in the Kupffer phase is
useful to determine the gross tumor appearance.”” The
width of the safety margin should be modified based on
the gross appearance of the tumor, the number of
tumors, the initial tumor or recurrent tumor, the dura-
tion of time between the previous treatment and recur-
rence in recurrent cases, tumor location (particularly in
relation to the Glisson's capsule), liver function, comor-
bid conditions and the patient’s age.

Furthermore, the accuracy of contrast-enhanced CT or
MRI forievaluating the extent of necrosis is limited
because of the partial volume effect.”® The following
recommendation was agreed by 94% of the experts.

Recommendation 10. A safety margin completely sur-

rounding the lesion should be achieved in cases in

which RFA is performed as a locally curative treat-

ment (level 6, grade A).

Ablation therapies, including RFA, are widely
accepted as the preferred wreatment for unresectable
small HCC. On the other hand, it has been stongly
debated whether ablation therapies can provide a treat-
ment option for resectable HCC since the introduction
of ethanol injection. Although the number of patients
treated by RFA has steadily increased, the Clinical Prac-
tice Guidelines for Hepatocellular Carcinoma in Japan
recommends surgery rather than ablation.! Their scien-
tific statement recommends the following: “(i) if only
one tumor is present, liver resection is recommended
irrespective of the diameter of the tumor. Ablation
therapy may also be selected if the severity of liver
damage is class B and the diameter of the tumor is no
more than 2 cm; (ii) if two to three tumors with diam-
eters of no more than 3 ¢m are present, liver resection or
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local ablation therapy is recommended”. This scientific
statement is based on a cohort study of patients at clini-
cal stage I (fair liver function), with a solitary tumor of
less than 2 cm in diameter, patients across all clinical
stages with a solitary tumor greater than 2 cm, and
patients of clinical stage II (moderately impaired liver
function) with two tumors greater than 2 cm. In that
cohort, those who underwent hepatic resection showed
higher survival rates than those who received non-
surgical interventions.>

However, those findings were not based on random-
ized controlled trials (RCT) and the different survival
rates may be subject to bias arising from the background
characteristics of the patients. Of note, the hepatic resec-
tion group was younger than the ethanol injection
group. Furthermore, even among patients at clinical
stage 1, most patients with normal liver or chronic hepa-
titis seemed to undergo resection while many with cir-
rhosis seemed to receive ethanol injection. This might
reduce the recurrence rate because of multicentric car-
cinogenesis and less frequent development of liver
failure in the resection group. Moreover, the trend that
patients with severe comorbid conditions, such as car-
diopulmonary diseases and others, received ethanol
injection rather than resection might explain some of
the disparity in survival. By contrast, in one RCI the
recurrence and survival rates were comparable between
surgical resection and ethanol injection.® In addition,
other non-randomized trials have reported similar or
better overall survival after ethanol injection than after
resection.-% '

In addition, the findings described above only com-
pared resection with ethanol injection. For example, our
RCT showed that RFA had higher survival and lower
recurrence rates than ethanol injection while the adverse
events were similar between the two therapies.5* Simi-
larly, other RCT have shown that RFA is superior to
ethanol injection in terms of treatment outcomes for
HCC.%*" Another RCT has shown that there was no
difference between resection and RFA in terms of overall
and disease-free survival, while post-treatment compli-
cations occurred more frequently and were more severe
after surgery.®

Hence, it is inappropriate to generalize the findings for
ethanol injection to other percutaneous local ablation
therapies such as RFA, and it should not be concluded
that hepatectomy is recommended over percutaneous
local ablation.

Further uials are needed to determine whether RFA
can become a preferred treatment for “resectable HCC”.
Tn such trials, the primary end-point should be overall
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swvival.®® The AASLD practice guideline clearly states
the following: “although a treatment might be less active
against the tumor than another treatment and thus
result in a higher recuwrrence rate after initial treatment,
the overall survival might not differ or may even be
better”.?

Recurrence-free survival can be misleading and
should not be considered as a surrogate end-point for
overall survival. In HCC, unlike other solid tumors,
recurrence can still be treated, and the first recuirence
does not cause death in most cases. Furthermore,
surgery theoretically offers better disease-free survival
than RFA because it removes larger liver tissue.
However, the better curability associated with hepatec-
tomy could be cancelled out by the surgical invasion
and the potential deterioration in liver function. The
following recommendation was agreed by 84% of the
experts.

Recommendation 11. Overall survival should be the

end-point to compare results between ablation and

hepatectomny.

SURGICAL TREATMENT: RESECTION AND
TRANSPLANTATION

NATIONWIDE SURVEY by the Japanese Liver Trans-

plantation Society found thata total 0f 4725 cases of
living-donor liver transplantations (LDLT) were reported
in Japan as ofthe end of 2007 since its initiation in 1989.
By contrast, during the same period, only 46 cases of
deceased-donor liver transplantation (DDLY) were docu-
mented. At the end of 2006, 778 patients with HHCC had
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undergone an LDLT in Japan.”® Because of the severe
shortage of brain-dead donors and the extremely long
waiting time for such organs, DDLT is not a realistic
treatment option for HCC patients in Japan.

Algorithm for the treatment of patients with
HCC in Japan

Figure 1 shows the treatment algorithm presented in the
Japanese evidence-based guideline for the diagnosis and
treatment of HCC.! Liver transplantation is recom-
mended for HCC patients with liver damage C (similar
to Child-Pugh C), but only when the patients meet the
Milan criteria proposed by Mazzaferro.”' In the revised
version of the guidelines published at the end of 2009,
an age limit of 65 years was added to the criteria for liver
transplantation.

Can the indications for liver transplantation
be expanded beyond the Milan criteria?

Until the mid-1990s, HCC was considered a contraindi-
cation for liver transplantation because of the extremely
poor outcome of early series.’”>” This pessimistic view
was reversed by Mazzaferro et al. who conducted a pro-
spective cohort study to identify subgroups of HCC
patients who may benefit from DDLT. They prescuted
clear eligibility criteria for transplantation, as follows: the
presence of a solitary tumor of 5 cm or less in diameter
and no more than three tumor nodules, each 3 cm or less
in diameter, in patients with multiple tumors, and the
absence of vascular invasion or extrahepatic disease. In
their series, the overall and recurrence-free swvival rates
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at 4 years for 35 patients who met the above criteria were
as high as 85% and 92%, respectively. These criteria were
named the “Milan criteria” and became the gold standard
for patient selection for liver transplantation. The Milan
ariteria were also validated for LDLT using data from a
nationwide survey in Japan.” Since 2004, LDLT for HCC
has been covered by social medical insurance in Japan
when the preoperative imaging studies indicate that the
patient’s condition meets the Milan criteria.

The Milan criteria have encouraged transplant sur-
geons to increase the number of liver ransplantations
performed in HCC patients, and the United Network
for Organ Sharing (UNOS) has incorporated the Milan
criteria as conditions for listing HCC patients. During
the extensive application of liver transplantation for
HCC, transplant surgeons have noticed that the out-
comes of some patients who slightly exceeded the
Milan criteria were also favorable. To expand the indi-
cations for liver transplantation, several groups from
different countries have challenged these restrictive
criteria (Table 1).77 Yao etal. at the University of
California at San Francisco (UCSF) proposed criteria
consisting of a single tumor of less than 6.5 cm in diam-
eter or two lesions of less than 4.5 cm in diameter, with
a total tumor diameter of less than 8 cm; these criteria
are known as the “UCSF criteria”.” The utility of the
UCSF criteria was subsequently confirmed by the Uni-
versity of California at Los Angeles.®

Regarding the indications for LDLT in HCC patients,
several proposals from Asian centers have extended the
eligibility criteria (Table 1). For example, a group at the
University of Tokyo proposed the “5-5 rule”, which
allows up to five nodules with a maximum diameter of
5 cm.”” The 3-year recurrence-free rate of 72 patients
who met the Tokyo 5-5 rule was as high as 94%, which
was comparable with that of patients within the Milan
criteria. A group at the University of Kyoto subsequently
proposed a further expansion of the criteria, increasing
the upper limit of the number of tumors to 10.”

Because LDLT is not governed by an organ-sharing
system, some authors have argued that the indications
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for LDLT in patients with HCC could be further
extended. One might say that “If the patient (recipient)
and his/her family (donor) stongly wish to undergo
LDLT even in cases of very advanced HCC with full
knowledge of potential for poor outcomes, there is no
reason for transplant surgeons to reject their wish. The
family members may accept the poor outcome after
LDLT without doing any harm to the community.”
However, we should always remember that, while LDLT
does not require a donor from the community, it
does require extensive medical resources, including a
large workload for surgeons and other hospital staff
members, medical supplies, drugs and blood products.
Furthermore, the premature death of the recipient is
well known to cause severe emotional trauma to the
living donors and their family members.

Based on an answer-pad vote at the consensus
meeting of 45th JSH congress, 84% of the experts
supported keeping the Milan criteria for DDLT, but
only 25% supported keeping these criteria for LDLT.
Although any expansion of the criteria should be
modest, no consensus exists as to the extent to which the
criteria can be extended.

Recommendation 12. For DDLT, the HCC status of

the recipients should meet the Milan criteria.

Recomnmendation 13. For LDLT, the HCC status of

the recipients does not need to be within the Milan

criteria.

Which is better, liver resection or
transplantation, for HCC patients who are
eligible for either treatment?

Because liver transplantation replaces the whole liver,
removing the highly carcinogenic background and the
cirrhotic liver can avoid multicentric or de novo cancer
recurrence.® In contrast, liver resection is associated
with a very high risk of tumor recurrence. Even after
curative liver resection in patients with good liver func-
tion, the 5-year recurrence rate is as high as 70-79%.%°
Roughly half of these recurrences are multicentric or de
novo recurrences. For this reason, liver transplantation

Table 1 Summary of proposed criteria for indication of liver transplantation for HCC

Criteria Conditions References
Milan criteria Up to 5 cm for single nodule or up to 3 nodules with a maximum diameter of 3 cm [
UCSF criteria Up to 6.5 cm for single nodule or up to 3 nodules with a maximum diameter of 4.5 cm %
‘Tokyo 5-5 rule Up to 5 nodules with a maximum diameter of 5 cm 7
Asan criteria Up to 6 nodules with a maximum diameter of 5 cm i
Kyoto criteria Up to 10 nodules with a maximum diameter of 5 cm and PIVKA-IT <400 mAU/ml. ”

Up-to-seven criteria

Up to seven as the sum of the size of the largest tumor [in cm} and the number of tumors
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may be recommended for HCC patients with good liver
function who are also eligible for liver resection, as in
Western countries.

Another issue is the operative risk of the two treat-
ments. In Japan, the operative mortality rates for LDLT
and liver resection are estimated to be 4-10% and 0.8~
1.2%, respectively. This striking difference in operative
mortality rates might preclude LDLT for patients with
good liver function.

Using two databases at the National Cancer Center
Hospital in Japan and the University of Pittsburgh
Medical Center in the USA, Yamamoto et al. compared
the long-term outcome of liver resection and transplan-
tation in cirrhotic patients with HCC.*' The overall sur-
vival of Child-Pugh A patients who underwent liver
resection was similar to that of the patients without
vascular invasion or lymph node metastases who under-
went transplantation (most cases with Child-Pugh C).
The recurrence rate was significantly lower in the trans-
plantation group. For cases in which either treatment
can be performed, the outcome of liver transplantation
might be better than that of hepatic resection, particu-
larly in cases with only a few small lesions.®"* In cases
with large lesions, superior outcomes are achieved with
hepatectomy. Because some patients may withdraw
from treatment during the pre-transplantation period,®
the outcomes with resection are better than those for
liver transplantation based on intention-to-treat analy-
sis of patients who meet the criteria for resection.

The evidence-based guideline' reccommends the fol-
lowing: considering the occurrence of dropouts during
the pre-transplantation period, the outcome of resection
is better than that of liver transplantation among
patients who meet the criteria for resection (grade B).

According to a question and answer-analyzer vote at
this consensus meeting, 83% of the HCC experts
selected LDLT for Child-Pugh C patients meeting the
Milan criteria, whereas only 15-19% of the audience
selected LDLT for Child-Pugh A or B patients.

Recommendation 14. LDLT should not be recom-

mended for HCC patients with Child-Pugh A or B

liver function.

PALLIATIVE TREATMENTS: TRANSARTERIAL
CHEMOEMBOLIZATION AND
CHEMOTHERAPY

ALLIATIVE TREATMENTS FOR HCC include tran-

sarterial chemoembolization (TACE), hepatic arte-
rial infusion chemotherapy (HAIC) and systemic
chemotherapy.
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Transarterial embolization/TACE

Transcatheter arterial embolization (TAE)/TACE is one
of the treatment options to treat hypervascular HCC.
The theoretical basis of embolization is to induce
ischemic tumor necrosis by acute arterial occlusion i
hypervascular classical HCC. Embolization may be
done alone (TAE) or in combination (TACE) with anti-
neoplastic agents such as doxorubicin, epirubicin or cis-
platin and a contrast agent, lipiodol. TACE is more
effective and, thus, more widely used than embolization
alone.

The technique for TACE is well established. The sub-
segmental artery or a peripheral artery near the target
tumor is selected by a micro-catheter technique, fol-
lowed by selective injection of antineoplastic agents
mixed with lipiodol (lipiodol emulsion). The artery is
then selectively obstructed with gelatin sponge particles.
For bi-lobular multiple HCC with moderately impaired
hepatic function (Child-Pugh B), TACE might need to
be performed twice with an interval of several weeks to
avoid hepatic decompensation.

The survival benefit of TAE/TACE was controversial
until the publication of two RCT in 2002, which showed
that TACE improved the survival of selected patients
(Child-Pugh A with no vascular invasion) compared
with conservative treatment.**® A subsequent meta-
analysis of seven RCI' comparing TAE/TACE as a
primary treatment for HCC in comparison with con-
servative management and/or suboptimal therapies
showed a significant improvement in the 2-year sur-
vival, favoring TAE/TACE (odds ratio [OR] = 0.53; 95%
confidence interval [CI] =0.32-0.89, P=0.017).56%7

According to the Nationwide Follow-up Survey of
Primary Liver Cancer in Japan, one-third of all patients
with primary HCC were treated by TAE/TACE (Fig. 2).
Thus, TAE/TACE, hepatic resection and local ablation
therapy are commonly used in Japan. TAE/TACE is the
most widely used treatment for unresectable HCC.

In two Japanese treatment guidelines for HCC,
evidence-based'***® and consensus-based guidelines,®
TACE is recommended for patients with the severity of
the liver damage categorized into A or B, in whom there
are two or three tumors with a diameter greater than
3 c¢m, or four or more tumors.

In early stages of HCC, TACE is not indicated as first-
line treatment because the outcome review of the
Nationwide Follow-up Survey by the LCSGJ reported
worse results for TACE than surgery or percutaneous
ablation. This survey revealed that the 5-year survival
rates for resection, ablation and TACE were 59.2%,
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Figure 2 Change of treatment method for hepatocellular carcinoma in Japan. TACE, transcatheter arterial chemoembolization.

48.4% and 29.7%, respectively, for single tumors, and
46.4%, 37.3% and 23.0%, respectively, for two
tumors.”

In contrast, in a large prospective cohort study of 8510
patients who received TACE for unresectable HCC,
according to the LCSGJ, the median survival was
34 months with 1-, 2-, 3-, 5- and 7-year survival rates
of 82%, 63%, 47%, 26% and 16%, respectively.”’ In
patients with early stage HCC, single tumors of 2 cm or
more and preserved liver function (clinical stage I and
liver damage A according to the LCSGJ),*? the median
survival was 62 months with 1-, 2-, 3-, 5- and 7-year
survival rates of 98%, 92%, 73%, 52% and 38%, respec-
tively.”* These results for TACE with early stage HCC
seem comparable with those for surgery or ablation.
Thus, although curative therapies are highly recom-
mended for patients with early stage HCC, TACE can be
applied in these patients contraindicated for curative
therapies.

Transcatheter arterial chemoembolization can be used
in combination with percutaneous ablation, including
RFA. A meta-analysis of four RCT comparing combina-
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tion therapy (TACE plus percutaneous ethanol injection
[PE]) or RFA) versus monotherapy (TACE alone, PEI or
RFA alone) showed a significant decrease in mortality
favoring combination therapy versus monotherapy in
patients with small (<3 cm) or large (>3 cm) HCC
(OR = 0.534; 95% CI = 0.288-0.990; P= 0.046).”

In RFA treatment, as the tumor size increases, the
therapeutic response decreases because of the limited
volume of coagulation necrosis induced by the electrode.
Blood flow also promotes heat loss to result in insuffi-
cient necrosis; therefore, reducing blood flow during RFA
increases the ablation volume. Therefore, it seems to be
reasonable to perform RFA after reducing blood flow by
preceding RFA with TACE. Several cohort studies have
shown that performing TACE before RFA is feasible and
safe, and offers a useful treatment in compensated cir-
rhosis (Child-Pugh A or B) with relatively small HCC
nodules (20-50 mm).**~*” RFA in combination with pre-
ceding TACE is already recommended in the consensus-
based treatment algorithm proposed by the JSH®.

In the current consensus meeting, for hypervascular
HCC of 2 cm in size, 51% of the experts used TACE
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before RFA treatment. By contrast, for hypervascular
HCC of 3 cm in size, 81% of the experts performed
TACE before RFA. This is theoretically reasonable
because the possibility of incomplete ablation is greater
for tumors of 2-3 cm in size, compared with tumors of
less than 2 cm in size, based on the limited volume
possible with a single ablation procedure. Additionally,
the accumulation of lipiodol in the tumor should facili-
tate the decision on whether additional RFA treatment is
required following the response evaluation by dynamic
CT scan. However, the survival benefit of TACE in com-
bination with RFA should be verified by well-designed
RCT.

Transcatheter arterial chemoembolization is per-
formed in various stages in the clinical management of
HCC, not only for the initially detected HCC, but also
for recurrent HCC. TACE has been shown to be valuable
for improving the overall survival of HCC patients,
although it is difficult to assess its clinical efficacy as
second- or third-line therapy.

Informative Statement 3. TACE performed before

RFA is favorable for the curative treatment of hyper-

vascular HCC of 2-3 cm in size.

Recommendation 15. TACE perforimed before RFA is

recommended for curative treatinent of hypervascular

HCC larger than 3 cm in size.

Chemotherapy

Chemotherapy for HCC is divided into two types
according to the route of administration; the first is
systemic chemotherapy and the second is hepatic arte-
rial infusion chemotherapy (HAIC). Systemic chemo-
therapy can also divided into two types: intravenous and
oral chemotherapy.

According to the Nationwide TFollow-up Sutvey of
Primary Liver Cancer by the LCSGJ, chemotherapy is
used in 3.4-5.5% of primary HCC patients (Fig. 2).
HAIC is theoretically more favorable for HCC than sys-
temic chemotherapy because hepatic arterial infusion of
anticancer drugs enables the delivery of high doses of
drugs directly to the hypervascular HCC. In addition,
HAIC provides a lower systemic level of the drugs than
systemic administration, because the first-pass effect in
the liver, and thus reduces toxicity and side-effects.
Because of these advantages, HAIC is frequently used in
Japan for intrahepatic advanced HCC with portal vein
tumor thrombosis and/or intrahepatic multiple HCC. A
recent report from the Japanese Nationwide Survey
revealed that almost 90% of the chemotherapeutic regi-
mens for HCC are done by hepatic arterial infusion.
Thus, HAIC has become widely used in Japan, despite
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there being no solid evidence for a survival benefit of
HAIC compared with systemic chemotherapy or best
supportive care (Fig. 3).

Recommendation 16. HAIC is recommended for

advanced HCC with major portal vein tumor

thrombi with preserved liver function.

Various anticancer drugs and treatment regimens are
used for HAIC in Japan. Two regimens in particular are
widely used for HAIC. The first is interferon (IFN) in
combination with 5-fluorouracil (5-FU); the second is
low-dose cisplatin (CDDP) in combination with 5-FU.
For IFN plus 5-Fl, the response rate was reported to be
52.6%, with 16.4% achieving complete response (CR)
and 36.2% achieving partial response (PR) among 116
patients with tumor thrombosis of the major portal vein
or first branches of the portal vein. The survival rates at
6, 12 and 24 months were 53%, 34% and 18%, respec-
tively, with a median survival of 6.9 months, compared
with survival rates of 40%, 15% and 5%, respectively, in
the historical control group.” The survival was signifi-
cantly different between the two groups (P < 0.01). For
low-dose CDDP plus 5-FU, the response rate was 48%,
including 8% with CR and 40% with PR among 48
patients with portal vein tumor thrombosis. The 1-, 2-,
3- and 5-year cumulative survival rates were 45%, 31%,

25% and 11%, respectively, with a median survival of

10.2 months.*”

In a review of previously reported small-size phase
1T studies of HAIC for advanced HCC,!%795-19% the
response rate varied from 14% to 71%. The mean
survival duration also varied from 2.6 months to
32.4 months. However, few reports have compared sys-
temic chemotherapy or HAIC wusing cytotoxic agents
with placebo or best supportive care (Table 2}).

The results of a randomized placebo-controlled
double-blind phase I study with the multikinase
inhibitor sorafenib were recently reported, representing
a breakthrough in the chemotherapy for advanced HCC.
Sorafenib is an oral drug that inhibits the platelet-
derived growth factor (PDGF)-R, vascular endothelial
growth factor (VEGF)-R, ¢-Kit-R and raf signaling path-
ways in tumor cells and in surrounding endothelial
cells. In that study, 602 patients with advanced HCC,
who were not indicated for other loco-regional treat-
ments such as hepatic resection, who had not received
prior systemic treatment and who had good liver func-
tional reserve (Child-Pugh A) were randomized to sor-
afenib (400 mg b.i.d.) or placebo. Sorafenib was well
tolerated and yielded a statistically significant improve-
ment (44%) in overall survival. The median survival
increased from 7.9 to 10.7 months (hazard ratio, 0.69;
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Figure 3 Consensus-based treatment algorithm for hepatocellular carcinoma proposed by the Japan Society of Hepatology (JSH)
revised in 2010. (1) Treatment should be performed as if extrahepatic spreacl is negative, when extrahepatic spread is not regarded
as a prognostic factor. (2) Sorafenib is the first choice of treatment in this setting as a standard of care. (3) Intensive follow-up
observation is recommended for hypovascular nodules by the Japanese Evidence-Based Clinical Practice Guidelines. However, local
ablation therapy is frequently performed in the following cases: (i) when the nodule is diagnosed pathologically as early
hepatocellular carcinoma (HCC); (ii) when the nodules show decreased uptake on gadolinium ethoxybenzyl magnetic resonance
imaging (Gd-EOB-MRI}); or (iii) when the nodules show decreased portal flow by computed tomography during arterial portog-
raphy (CTAP), because these nodules are known to frequently progress to the typical advanced HCC. (4) Even for HCC nodules
exceeding 3 cm in diameter, combination therapy of transcatheter arterial chemoembolization (TACE) and ablation is frequently
performed when resection is not indicated. (5) TACE is the first choice of treatment in this setting. Hepatic arterial infusion
chemotherapy (HAIC) using an implanted port is also recommended for TACE refractory patients. The regimen for this treatment
is usually low-dose FP (5-fluorouracil {5-FUJ + cisplatin [CDDP]} or intra-arterial 5-FU in fusion combined with systemic interferon
therapy. Sorafenib is also a treatment of choice for TACE/HAIC refractory patients with Child-Pugh A liver function. (6) Resection
is sometimes performed even when numbers of nodules are over 4. Furthermore, ablation is sometimes performed in combination
with TACE. (7) Milan criteria: tumor size < 3 cm and tumor numbers < 3; or solitary tumor < 5 cm. Even when liver function is
goad (Child-Pugh A/B), transplantation is sometimes considered for relatively younger patients with frequently or early recurring
HCC after curative treatments. {(8) HAIC or sorafenib is recommended for HCC patients with Vp3 (portal invasion at the 1* portal
branch) or Vp4 (portal invasion at the main portal branch). Sorafenib is only recommended for HCC patients with Child-Pugh A
liver function. (9) Resection and TACE is frequently performed when portal invasion is minimal such as Vp1 (portal invasion at the
3 or more peripheral portal branch) or Vp2 (portal invasion at the 2nd portal branch). (10) Local ablation therapy or subseg-
mental TACE is performed even for Child-Pugh C patients when transplantation is not indicated when there is no hepatic
encephalopathy, no uncontrollable ascites and a low bilirubin level (<3.0 mg/dL). However, it is regarded as an experimental
treatment since there is no evidence of its survival benefit in Child-Pugh C patients. A prospective study is necessary to clarify this
issue. Even in Child-Pugh A/B patients, transplantation is sometimes performed for relatively younger patients with frequently or
early recurring HCC after curative treatments.
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95% Cl = 0.55~0.87). Side-effects included hand-foot
skin reaction, diarthea and fatigue, but sorafenib was
not found to be toxic to the liver.!® Similar findings
were reported in a subsequent Asia-Pacific RCT.}"
Based on the results of these RCT, sorafenib has
become the first-line therapy for advanced HCC world-
wide. Some Japanese experts for HCC are claiming low
response rates, although the survival was significantly
prolonged compared with placebo. This phenome-
non could be explained by a longer period with stable
disease with sorafenib than with placebo, or the necrotic
change in the tumor is present without size reduction.
In Japan, sorafenib was approved for the treatment
of HCC on 20 May 2009. In the consensus meeting held
in June, 35% of the Japanese experts agreed that sor-
afenib should be selected as the first-line therapy for
advanced HCC considered unsuitable for resection, RFA
or TACE. A further 36% of the experts were undecided
because they did not have enough experience with using
sorafenib.
Informative Statement 4. Sorafenib is the first-line
therapy for advanced HCC with major vascular inva-
sion andfor extrahepatic spread and good liver func-
tion. However, further studies are needed to compare
the overall efficacy of HAIC and sorafenib.

TREATMENT ALGORITHM

O TREAT HCC, the most appropriate therapeutic

option needs to be selected among the available
treatment modalities, including resection, percutaneous
ablation, TACE and transplantation, but few evidence-
based guidelines have been developed to aid decision-
making, 2422488111 Recently, two treatment algorithms
for HCC have been proposed in the Japanese guidelines.
The profile of these algorithms is briefly described here,
in addition to the results of two questions and answers
at the JSH Consensus Meeting for HCC at Kobe.

Evidence-based treatment algorithm

The Clinical Practice Guidelines for HCC was estab-
lished in 2005 based on evidence-based methodology,
and covers six topics including prevention, diagnosis,
surgery, chemotherapy, TACE and percutaneous abla-
tion. To develop these guidelines, a systematic review of
the English medical published work was performed and
a total of 7118 articles on HCC were identified, mainly
from MEDLINE (1966-2002), of which 334 were
selected based on the evidence level to form 58 pairs of
clinical questions and recommendations."* For conve-
nience in clinical use, two algorithms were created for

© 2010 The Japan Society of Hepatology
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the surveillance and treatment of HCC. A full English
version was uploaded to the website of the JSH
(www.jsh.ot.jp/) in 2006.

The treatment algorithm for HCC was made on the
basis of three independent factors: degree of liver
damage, tumor number and tumor size. For the result-
ing six patients’ subgroups, the first- and second-line
therapies were recommended as objectively as possible
(Fig. 1). The degree of liver damage is a modified system
based on the Child-Pugh dassification: “encephalopa-
thy” was replaced by ICGR;s, to provide an accurate
evaluation of liver functional reserve, particularly in sur-
gical candidates.

Patients with mild (class A) or moderate (class B) liver
damage are subject to the following recommendations:
(i) in patients with a single tumor, liver resection is
recommended, irrespective of the tumor size (percuta-
neous ablation may be performed if liver damage is of
class B and the tumor is no more than 2 cm in size); (ii)
for patients with two or three tumors smaller than 3 cm,
resection or ablation are recommended; (iii) for patients
with two or three tumors larger than 3 cm, resection or
TACE are recommended; and (iv) for patients with more
than four tumors, TACE or HAIC is recommended. The
recommendations for patients with severe (class C) liver
damage are as follows: (v) in patients with tumor(s)
meeting the Milan criteria, liver transplantation is
recommended; and (vi) for patients with more than
four tumors, palliative treatment is recommended. For
patients with extrahepatic metastasis, chemotherapy
may be performed.

The rationale for selecting resection or ablation in
patients with class A or B liver damage is based on the
outcome of the largest multicenter study involving
12 888 patients in Japan.” The recommendation for
TACE is based on the findings of two RCT showing a
significant improvement in the survival of patients with
multiple tumors and class A or B liver damage.®*® The
indication for liver transplantation is derived from a
prospective cohort study using the Milan criteria,”* and
a nationwide survey of Japan justifying the criteria
in living donor transplantation.”

Consensus-based treatment algorithm

An expert panel of the JSH established a consensus-
based treatment algorithm based on the therapeutic
policies that are widely used in Japan.**!" This algo-
rithm categories the patients on five clinical variables
(extrahepatic spread, liver function, vascular invasion,
tumor number and tumor size), and it divides the treat-
ment options into resection, ablation, TACE, HAIC, liver
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transplantation and palliative treatment (Fig. 3).2"
Because of the recent introduction of sorafenib in Japan,
this consensus-based treatment algorithm was further
revised and approved by the experts at the consensus
meeting.!'"?

Essentially, the consensus-based algorithm follows
the evidence-based algorithm, but the treatments widely
used in Japan were included by consensus, even though
the evidence may be weak. The major differences in
the consensus-based algorithm indude: (i) ablation is
sometimes performed in patients with a single, hypovas-
cular early HCC; (ii) sorafenib is recommended for use
in Child-Pugh A patients with vascular invasion, TACE
failure or extrahepatic spread of HCC;*®'**and (jii) liver
transplantation is recommended, even for Child-Pugh
A/B patients, if the Milan criteria are met.

The consensus-based algorithm based on the consen-
sus of a large number of specialists, and a treatment
strategy for management of HCC in Japan is important,
and should be revised based on prospective trials for
aspects of the algorithm lacking sufficient evidence. 1"

Informative statement 5. RFA might be recom-

mended as a first-line treatment option in patients

with a single, hypervascular HCC of less than 2 cm
in size and with preserved liver function (Child-

Pugh A or Liver Damage Class A). However, there

was a discrepancy between surgeons and non-

surgeons for this statement. This statement is
strongly supported by non-surgeons (68%), whereas

80% of the surgeons favor resection rather than RFA.

Recommendation 17. Resection should be considered

as the first-line treatment option for patients with a

single, hypervascular HCC of 3 cm or more in size

and with preserved liver function (Child-Pugh A or

Liver Damage Class A).

The revised version of the consensus-based treatment
algorithm for HCC proposed by the JSH (Fig. 3) should
aid decision-making at every stage in clinical practice. By
sharing the information contained within the treatment
algorithm chart, the physicians can offer recommended
treatiment options to the patient who can then choose
one based on their preference (Fig. 3).

CONCLUSIONS

HIS CONSENSUS STATEMENT is a condusion of
the consensus meeting of HCC, which was held at
the 45th JSH meeting Kobe, Japan on 4-5 June 2009
(Congress President: Professor Masatoshi Kudo). This
manuscript and recommendations largely reflect the
daily practice in the real world carried out throughout
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Japan. The biggest difference of Japan's HCC practice
from Western countries are pathological assessment
issue, prognostic staging system, surveillance and diag-
nostic strategy, treatment strategy including role of
HAIC, and method of RFA procedure, and treatment
algorithm shown in Figure 3.

We believe every reader of this manuscript will well
understand the real Japanese HCC practice much better
than the other already published arterial articles. It is
needless to say that consensus statements like this article
should be regularly revised every 3-4 years because
solid evidence or new diagnostic and treatment tool/
drug or concept will be published and then established
in clinical practice every year.
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Abstract

Background Perihilar and distal cholangiocarcinoma
remain difficult to treat, and long-term survival is poor. We
conducted a retrospective study of patients with cholangi-
ocarcinoma to examine whether hepatopancreatoduode-
nectomy, in comparison to standard surgeries, provides a
survival benefit.

Methods Subjects were 75 patients with perihilar or distal
cholangiocarcinoma who, between April 1997 and May
2007, underwent hepatectomy with bile duct resection (Hx,
n = 29), pancreatoduodenectomy (PD, n = 32), or hepato-
pancreatoduodenectomy (HPD, n = 14) at our hospital. We
compared surgical outcomes and survival between groups
and identified factors negatively influencing survival.
Results Morbidity and in-hospital mortality did not differ
significantly between groups (Hx group, 34% and 10%,
respectively; PD group, 44% and 3%; and HPD, 57% and
0%). The overall median survival time was 39 months, and
overall 5-year survival (including in-hospital mortality) was
42%. Respective group values were as follows: Hx,
24 months and 31%; PD, 51 months and 49%, and HPD,
63 months and 50%. Although the number of patients was
small, survival in the HPD was not influenced by the type of
invasion whether widespread intramural invasion (n = 8),
superficial spread (n = 4), or hepatoduodenal ligament
invasion (n = 2). Multivariate analysis (Cox proportional
hazards model) showed only perineural invasion (p = .007)
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and decreased curability (R1/2 resection) (p = .017) to be
independent risk factors influencing survival.

Conclusions In cases of perihilar or distal cholangiocarci-
noma, aggressive surgery must be aimed at overcoming
perineural invasion. Our findings indicate that HPD improves
survival of patients undergoing surgery for widespread
cholangiocarcinoma in comparison to standard surgeries.

Introduction

Typically, perihilar cholangiocarcinoma is treated surgi-
cally by means of hepatectomy with bile duct resection
(Hx). This treatment has been reported by some institutions
to yield satisfactory survival rates with high curative
resection rates [1-4]. In contrast, distal cholangiocarci-
noma, i.e., carcinoma of the middle and lower extrahepatic
bile duct, has long been treated by pancreatoduodenectomy
(PD) [5, 6]. Only in some institutions has hepatopancrea-
toduodenectomy (HPD) been offered as a surgical option
for selected patients with cholangiocarcinoma showing
widespread infiltration [7-9]. In 1998 we began performing
HPD at our institution for bile duct carcinoma character-
ized by widespread intramural invasion. To obtain curative
reseclion in cases of perihilar and distal cholangioc:

noma, we now choose among the following three proce-
dures as standard surgical therapy: Hx, PD, or HPD. Use of
HPD, a challenging operation introduced in 1980 [7], has
increased in Japan over the past two decades, but world-
wide it has not been established as a standard operation for
cholangiocarcinoma. Safety of the procedure, the type of
disease for which it is indicated, and long-term survival
have not been adequately analyzed. Therefore we con-
ducted a retrospective study at a single institution to
compare surgical outcomes and survival between HPD and
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the other two surgical resection procedures for perihilar
and distal cholangiocarcinoma.

Patients and methods

Between April 1997 and May 2007, 124 patients diagnosed
with perihilar or distal cholangiocarcinoma were admitted
to Ogaki Municipal Hospital. Forty-nine of these patients
were considered poor surgical candidates because of
advanced age, distant metastases, or impaired liver func-
tion and were thus not treated surgically; 4 of the 49
patients underwent exploratory laparotomy alone, and 3
underwent non-curative bile duct resection alone after
intraoperative identification of non-resectable distant
metastases. The remaining 75 patients, who comprised our
study group, underwent radical surgery (resection rate:
60%). The presenting symptoms were obstructive jaundice
(n = 57; 76%), abdominal pain (n = 10; 13.3%), abnormal
laboratory values (n = 7; 9.3%), and weight loss (n = 1;
1.3%). Twenty-nine of the 75 patients underwent Hx, 32
underwent PD, and 14 underwent HPD. Clinical results of
these three surgical procedures, including survival and
prognostic factors, were analyzed.

Selection between types of surgery

Tumor extension into the biliary tree was assessed by
percutaneous transhepatic cholangiography, endoscopic
retrograde cholangiography, or magnetic resonance -chol-
angiopancreatography when necessary. In early cases of
perihilar cholangiocarcinoma with obstructive jaundice,
percutaneous transhepatic biliary drainage (PTBD) was
performed to facilitate precise evaluation of the intrahe-
patic biliary system. More recently, endoscopic nasobiliary
drainage has often been used to prevent spillage of the
cancer cell-containing bile. We now consider evaluation of
periductal infiltration, vascular involvement, and regional
lymph node enlargement by abdominal multidetector-row
computed tomography (CT) to be the most reliable means
of deciding on the appropriate operative procedure and the
extent of resection.

The Hx procedure was selected for patients with perihilar
cholangiocarcinoma (extrahepatic ~cholangiocarcinoma
located in the hepatic hilum—so-called Klatskin tumor,
n = 17; and intrahepatic cholangiocarcinoma invading the
hepatic hilum, n = 12). Depending on the predominant
location of the tumor, right or left hepatectomy with total
caudate lobectomy was routinely performed. However,
2 patients underwent central bisegmentectomy with total
caudate lobectomy for impaired liver function, whereas |
patient underwent medial (segment 4) segmentectomy with
total caudate lobectomy for a small (limited) Klatskin tumor.

Pancreatoduodenectomy was performed for distal chol-
angiocarcinoma that did not extend into the hepatic hilum
and did not give the appearance of superficial spread, either
by preoperative cholangiography or cholangioscopy.

The HPD procedure was performed for tumor that could
not be radically resected by Hx or PD alone, especially
when the proximal extent of the residual hepatic duct was
restricted by the tumor within the first order of hepatic duct
(right or left hepatic trunk). Therefore, right or left trisec-
tionectomy was not carried out in patients with HPD. This
included 12 cases of extrahepatic cholangiocarcinoma
widely invading the proximal or distal bile duct and 2 cases
of intrahepatic cholangiocarcinoma invading the hepatic
hilum. The types of invasion were: widespread intramural
invasion, i.e., longitudinal stricture of the extrahepatic bile
duct reaching both the hepatic hilum and the lower (pan-
creatic head) bile duct (n = 8); superficial spread, i.e,
papillary carcinoma arising from a bile duct and spreading
to the mucosa (n = 4); and hepatoduodenal ligament
invasion, i.e., advanced cholangiocarcinoma invading the
hepatic hilum and main vessels of the hepatoduodenal
ligament, requiring hepato-ligamento-pancreatoduode-
nectomy (HLPD) [10] (n = 2) to remove microscopic
cancer cell infiltration.

Preoperative portal vein embolization was performed
according to the ipsilateral percutaneous transhepatic method
described by Nagino et al. [11] to enhance remnant liver
function for 8 of 13 patients who were scheduled to undergo
right (extended) hepatectomy by Hx and for all 6 patients
who were scheduled to undergo right hepatectomy by HPD.
Our institutional criteria for portal vein embolization were
right-sided hepatectomy with the future remnant liver vol-
ume less than 40% in Hx and without regard for potential
remnant liver volume in HPD. The primary surgeries were
performed more than 2 weeks after embolization.

HPD procedure

After making a midline incision with a right subcostal
extension, we first looked for the absence of macroscopic
para-aortic lymph node metastases by the Kocher maneu-
ver. Pancreatoduodenectomy was begun upon dissection of
the duodenum (pylorus-preserving PD) or stomach; the
pancreas was divided at the left side of the portal vein.
The jejunum was then divided 10 cm distally from the
ligament of Treitz. The uncinate process of the pancreas
was dissected along the superior mesenteric vein, and the
right-sided superior mesenteric plexus was resected simul-
taneously. After skeletonization of the hepatoduodenal
ligament, hepatic transection was performed with an ultra-
sonic surgical aspirator under intermittent total hepatic
inflow vascular occlusion (15-min clamp time, 3-min
declamp time, and so on). The alimentary tract was
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reconstructed after stent placement for hepaticojejunostomy
and pancreaticojejunostomy. A drain was placed in the right
subphrenic space, beneath the hepaticojejunostomy, and in
the cranial portion of the pancreaticojejunostomy. These
drains were routinely removed within 1 week after surgery,
but all stents were left in place for 3 weeks.

Segmental portal vein resection and reconstruction
(PVR) was performed immediately after tumor removal. In
cases of right hepatectomy, however, PVR followed divi-
sion of the left hepatic ducts with a small part of the medial
hepatic segment because PVR hastened residual hepatic
transection by facilitating a good view of the surgical field
(Fig. 1). When graft reconstruction of the portal vein was
required, the right external iliac vein was harvested
extraperitoneally through a right groin incision. For the 2
cases requiring HLPD, left hepatectomy with total caudate
lobectomy was performed. In these 2 cases, skeletonization
of the hepatoduodenal ligament was unnecessary; the
common hepatic and right hepatic arteries were divided,
and the right hepatic artery reconstruction (HAR) was
performed by using the middle colic artery, which was
mobilized with the middle colic vein. The portal vein
was divided between the confluence of the splenic vein and
the right portal branch and then reconstructed with an
external iliac vein graft (Fig. 2).

Study definitions

Because of the typically invasive spread of cholangiocar-
cinoma, tumor location (perihilar versus distal) was deter-
mined according to the depth of invasion and the degree of
bile duct stricture. The International Union against Cancer
(UICC) staging system [12] for extrahepatic bile duct car-
cinoma was applied to all patients, allowing us to treat
intrahepatic cholangiocarcinoma invading the hepatic
hilum (14 cases) as perihilar cholangiocarcinoma [13].

Fig. 1 Right hepatectomy with total caudate lobectomy, pylorus-
preserving pancreatoduodenectomy, and portal vein resection and recon-
steuction (PVR) were performed (right oblique view). Arrow suture line
of the portal vein anastomosis, 8 bile duct stump, P pancreatic stump

f Springer

Fig. 2 Left hepatectomy with total caudate lobectomy, pancreatodu-
odenectomy. and portal vein grafting (PVG; 4 cm in length) were
performed (left oblique view). Arrow anastomosis of the right hepatic
artery and the mobilized middle colic artery, MHV middle hepatic
vein, G graft, PT pancreatic stent tube

Liver failure was defined as a maximum postoperative
serum total bilirubin level >5 mg/dl. Pancreatic fistula was
defined as pancreatic drainage that persisted for more than
3 weeks after resection, i.e., grade B pancreatic fistula
(according to the International Study Group of Pancreatic
Fistula criteria [14]). Delayed gastric emptying (DGE) was
defined as a patient’s inability to tolerate oral intake by
postoperative day (POD) 7, i.e., grade A DGE (according to
the International Study Group of Pancreatic Surgery criteria
[ 15]). Perineural invasion was defined as microscopic evi-
dence of cancer cell infiltration into the perineural space to
an intermediate degree or more (according to the Japanese
General Rules for Surgical and Pathological Studies on
Cancer of the Biliary Tract [16]). Arterial invasion was
defined as the presence of a macroscopic mass around the
artery and/or microscopic observation of crowded cancer
cells in the perineural space beside the artery. Portal vein
invasion was defined as microscopic invasion into the
adventitia or intima of the portal vein.

Preoperative and postoperative therapy

Adjuvant chemoradiation therapy was not performed in
any of the study patients. Recurrence was identified in 6
patients who were subsequently treated with 5-fluorouracil
or gemecitabine. The hepatic hilum was irradiated in 2
patients. Because the number of patients was small, data
pertaining specifically to chemotherapy or radiation ther-
apy were not entered into the analysis.

Data acquisition
By accessing patient records, we were able to obtain the

following clinical data: patient age, sex, tumor location,
whether right or left hepatectomy was performed, whether
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Table 1 Profiles of the patients Hx D HPD » value*
(n =29) (n =32) (n = 14)
Age (range) 65 + 2 (43-81) 67 + 2 (48-81) 62 + 2 (50-78) .18
Sex, M/F 18/11 23/9 10/4 .68
Predominant location of tumor
Perihilar 29 0
The figures in parentheses Distal 0 32 5
indicate the number of graft )
reconstructions Operative procedure
RH right hepatectomy (tworight ~ RH 3@
trisectionecomy), LH left LH 13 (2) 7
hepatectomy (two left CBS 2
trisectionectomy), CBS central
R Seg 1 1
bisegmentectomy, Seg
segmentecomy, PPPD pylorus- PPPD 25 11
preserving PD 7 3
pancreatoduodenectomy, PD PVR 13 4) 4(1) 5(2)
pancreatoduodenectomy. PVR §
(segmental) portal vein HAR 2
reconstruction, HAR hepatic Operative time, min (range) 429 + 21 275 £ 22 550 & 30 <.0001
artery reconstruction (247-655) (131-585) (370-1,025)
* p values compare variables Blood loss, ml (range) 1,096 + 107 863 £ 115 1354 + 153 041
s Mic M S (390-2.497) (230-2,470) (754-2.900)

methods

PVR or HAR was performed, HAR method, operative
time, total blood loss, histopathologic features of the
resected tumor, morbidity, follow-up time, site of recur-
rence, and survival time.

Statistics

Continuous variables are expressed as mean + standard
error of the mean. Differences between groups were ana-
lyzed by chi-square or Mann-Whitney test, as appropriate.
Survival was plotted by the Kaplan-Meier method and
analyzed by log-rank test (univariate analysis) to identify
potential prognostic factors. Multivariate analysis was
carried out by means of a Cox proportional hazards model
to identify independent risk factors influencing survival.
Statistical significance was accepted at p <.05. Data
analysis was performed with SPSS, version 17.0 (SPSS
Japan Inc., Tokyo, Japan).

Results
Clinical variables

Mean age of the 75 study patients was 65 £ | years
(range: 43-81 years); the male/female ratio was 51/24
(Table 1). Both perihilar (n = 9) and widespread distal
(n = 5) cholangiocarcinomas were treated by HPD. The
numbers of right and left hepatectomies were evenly dis-
tributed in the Hx and HPD groups, whereas for pancreatic
resection, pylorus-preserving pancreaticoduodenectomy

(PPPD) was most prevalent procedure, according to our
institutional policy. Portal vein reconstruction was per-
formed for macroscopic cancer invasion in 13 patients
during Hx, in 4 patients during PD, and in 5 patients during
HPD, for an overall PVR rate of 29%. HAR was required
for 6 patients who underwent Hx and 2 patients who
underwent HPD, for a total HAR rate of 11%. Six patients
underwent both PVR and HAR. Regarding arterial recon-
struction, simple end-to-end arterial reconstruction was
performed for 1 patient during Hx, whereas others required
mobilization of another artery (either the gastroduodenal or
middle colic artery) for anastomosis to the future remnant
hepatic artery.

As expected, operative time and blood loss differed
between groups, with PD resulting in the shortest operative
time and least blood loss.

Follow-up time

Mean follow-up for all patients was 46 = 4 months. There
were 4 in-hospital deaths (in-hospital mortality, 5.3%).
Thirty-nine patients died from cancer relapse, and 3 died
from other diseases. The remaining 29 patients were alive
as of December 31, 2009. The minimum follow-up period
for any patient was 31 months.

Postoperative complications
Morbidity and mortality did not differ statistically between

groups (Table 2). The overall incidence of morbidity was
lower in the Hx group than in the other two groups, but
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