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W OE ER5E8: RILHMTIFNIREE (HICC) (RZEMMR, WMA L A ST AR B IERIRIT 7%,
HR VIR, TR 20 A SCE T2 T ARIRIT I HICC A BUS AL, BT T ARG TG RN .
J i s EEE S BT 2010 4F 11 H —2016 48 6 A 75 4R J7 AR BFEE B2 ARG 9T 98 il HICC A8 25 A9 I R A s
MR, WIGTFR6TH], WEFARIIG, HPhRUIBR3H, RUIKR28H. fFHRIGFAREE T, 324
BRI R (HVD), 3561JCHVI,
R, SYHEHE L, 3, SEMEFERNA65% . 11.7% . 5.8%, PAAFY (m0S) 12040 H. HiEFAR
AT T EFARA (m0S: 14040 H ws. 7040 H, P=0.004) ., JCHVI & WG T4 HVI B E
(mOS: 2101 Hvs. 9.0 H, P=0.002) KATHEFAREE (m0S: 21,00 Hes. 7010 H, P<0.001). A
HVIW A FAREBHE ST HNETFAREBHENIG 25 LRI E XL (m0S: 9.0 Hes. 7011, P=
0.192). Cox ZHZEMM Wc, HFITIMEZR (HR=2.02, 95% CI=1.19~3.44, P=0.009) & CA19-9 K
(HR=1.89, 95% CI=1.05~3.43, P=0.035) J& HICC & & M4 F R HS 17 fE e K2 . 4 HVI 5 TC HVI
R TR LR B, AR >60 %7 K I B >5 em AR E HVIRTE & (35 P<0.05) .
2598 HICC YRR KL, WS 2. ML Z 12 & CA19-9 &K J& 52 1 HICC MR A AR5 TS 1O fE B I &
& IF HVIHY HICC [ 38 AR5 TR A7 3R 47 o
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Clinical value of surgical resection for hilar type intrahepatic
cholangiocarcinoma
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(1. The First Department of Special Treatment 2. the Third Department of Biliary Surgery, Eastern Hepatobiliary Surgery Hospital,
Naval Military Medical University, Shanghai 200433, China)

Abstract Background and Aims: Hilar type intrahepatic cholangiocarcinoma (HICC) is characterized by strong
invasion capability and pathophysiological complexity. Surgical resection is the preferred treatment, but
the R, resection rate remains low and the prognosis is poor. This study was conducted to assess the clinical
value of surgical treatment of HICC by analyzing the outcomes of HICC patients treated by surgery.
Methods: The clinical and pathological data of 98 patients who underwent surgery for HICC in Eastern
Hepatobiliary Surgery Hospital from November 2011 to June 2016 were retrospectively analyzed. Of the
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patients, 67 cases underwent radical surgery, and 31 cases were subjected to palliative surgery that

included R, resection in 3 cases and R, resection in 28 cases. In patients undergoing radical surgery, hilar

Results: In the entire group of patients, the overall 1-, 3-, and 5-year survival rates were 46.5%, 11.7%,
and 5.8%, respectively, with a median overall survival (mOS ) of 12.0 months. Patients receiving
radical surgery had a better prognosis than those undergoing palliative surgery (mOS: 14.0 months wvs.
7.0 months, P=0.004). Patients without HVI showed a better prognosis compared with those with HVI
(mOS: 21.0 months vs. 9.0 months, P=0.002) as well as those undergoing palliative surgery group (mOS:
21.0 months vs. 7.0 months, P<0.001). There was no difference in prognosis between patients with HVI
undergoing radical surgery and those undergoing palliative surgery (mOS: 9.0 months vs. 7.0 months, P=
0.192). Results of multivariate Cox analysis showed that HVI and high CA19-9 level were independent
risk factors for the prognosis of HICC patients after radical surgery. Comparison between patients with

and without HVI found that the patients with age > 60 years and tumor diameter > 5 cm had a higher rate

Conclusion: The resection rate of HICC is low and the prognosis is poor. HVI and high CA19-9 level

are risk factors for the prognosis of HICC patients after radical resection. Surgery offers no survival

55 8 )
vascular invasion (HVI) occurred in 32 cases, and HVI did not occur in 35 cases.
of HVI (both P<0.05).
benefit to those with HVI.
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NI e ( intrahepatic cholangiocarcinoma ,
ICC) AR T UL FIHAE b n B, 5
J5t e JHF O 2 1 JU 98 19 1096~20% , 2 AL IR T I 44
i g8 B4 28 — R IEUR PE I . AR R, 1CC R R
TEHE S N RS B HHEERE R,
R ARG 54 EA7 R AR 20%~36%", ARG U BR
552 B HICC fe A7 RGOk i T H 5 kA
WA R . IR IFA AN, UIER
AL 15%~30% , 3 A% T b AH B 28 i
RALE — FF T W4 98 Chilar type intrahepatic
cholangiocarcinoma, HICC ) YEMICC 1 — Fh 2K R ¥
PR e BUICC, A 531 1 I 2 3 1 A | b Jo 44
W RH 4 & (peripheral intrahepatic cholangiocarcinoma ,
PICC) 7o P HICC 5 5 AF 17 %6 A4 & (hilar
cholangiocarcinoma, HCCA) A AT IGIKEKE, F
AR T7 KK gr 1R B AR AR, A BF 5T K HICC K
HCCA GEHR Sy Bl AT 1) B A58 1 g ™ . B A Il R |
HICC & 3 i 5 HCCA J PICC B & AN [H] (1) £E 4 2
it o H A Jm TR R R T e p i 2R, R
W5y R A M A0 . Wk S5 e B8 S ph 22 i
HEG ik, A XK HICC ARG Y SCHIFA 2, &
3 SCHR AR AR 3R 14 VT BR 5 19 HICC 5 HCCA K PICC
TJE AR H AL, (H s Y 2 2 50 HICC Jf A RE k15
MG PEDIBR o AT A7 SCHOR HICC MR 45 T AR J7 5X
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LW HICC TR BUS 19 16 16 3= 20 )2 0 Br e A3
[l 5 73 A 98 191147 T ARG T B9 HICC f8 3% 1 e R B
PELGERE, DUE I HICC F ARG 7 I R A A -

1 AR

1.1 —R&ER

[l it P4 43 B 2010 4F 11 J —2016 4F- 6 H 1£ 16 %2
RV R IR J7 HF IR AMRE B B 12 Wi o HICC AT F R
7 1Y 98 1 B Bl IR B e B BT RE, Horh 55 56 14l
(57.1%) , @42 6] (429%) . FIHHER (5883 +
928) % . HIFCHF 17, JCHFEEALRF . 98 A
B : (1) RETRAR 2% 18 H HICC; (2) AT D 6E
Child-Pugh 73 4% 4 A 9% 5 (3) AR J5 95 1L 4 JH 4 I 48
o HEBRBRAE: () RATE AWM A Z R, (2 R
HI W A A SCHT g IR YT s (3) Hl T ARWIZE T 05 141
WAR BB RE AR L PR . BRI Ak
Z5EERS . AT AL . AL AR . bb
JEOTACTREE . MR B L A B
1.2 EXESHE

W b 88 AL T 1T K S R BB A (U S5 AT
KA R S A (P o) PR AR ) A R L
HCCA, Jigg i th b 34 ¥ [l W] i 5 0 58 — T TR A0
1 ICC 2 HICC, JoHFI TR AR IESE (1) ICC 2 PICC?
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RGBT TET A, 5 RVIBR 0B H E LN
BRI FARM, R AR VIR AEE T ARH. HiR,
VIR 4508 TR . W& 3T 510 . #EHE
AR A TRA T, ARYEA TCH ] A
AL (HVD) 2y 3E HVI415 HVI 4L,
1.3 B

SHBEARGEI DA E AT EIIRE, MR
CY, FENEE A B E MRT . A 5% 5 B 1 s [R]
20194 12 J 31 H o BT A) 2~108 D o /%
K Jg MR A (overall survival, OS) ¥ HF AR H
2 EF TR IRV A5
1.4 GEitabE

T 5 9B SR M ST RE AR ¢ 4G 56 1 Mann-Whitney
UKLHE AT o 0 JEBOR X R R AT Ge it e i e %
HH Kaplan-Meier 4= £7 53 B 15 230 A R I A4 4716 DL 142
Ml A AF £, R H Log-rank W B0 A= 77K . R H
Cox XU Ho (9 B8 1 o 5 FUS AR O fa B IR o P<
0.05 4 2= 5 A Gi it 2 & o B A 4 i IBM-
SPSS 26.0 FL i “# B A 5 1o

2 # R

2.1 IGKRREBELER
AW TN AR BRI TSI, &I

110 I A2 1R 49 I (50.0%) . MR ¥ E %
(457+192) em. MR KL 75 6] (76.5%) . £ Kk
23 i (23.5%) . HIEF K67 H (68.4%) . IhEF
AR314] (31.6%), 4E R VIBR3 6, R, VIFR 281,
MG T AR A7 2B I VIBR 40 6] (59.7%) , %3
JF VI bR 24 191 (35.8%), HHFMEUIBR 3 6] (4.5%) ,
Hoa &I RARM VIR 5161 (76.1%), f7IRm Y&
58 5l (86.6%), TH TINS5 B (7.5%), W25
5941 (88.1%) (1), WIGF R4 &I Mm%
RAL 3261 (47.8%), A rhs LIk 52 42 04 1] #3 ik
B sl ik iy 22 s A7 32, AR AR AT B ik 9 47
B PkYIBE. EFARLAF, £HEELITIZM
MR A (6 f]), N 2B (246, J7izX
B BREL R (86), XIAMKEZERERE 2 6),
JiJeg f 23 1) W ik B I sh Bk C vk o 8 (4 60), TR
Wk £F 242 (561) . 44 ARATE I B ZE M e
721, FHo3e il AT . ARG HIFARIF K
E 14 6] (143%), HPREBWA& 0288 6, Ik
L T N = R LT TR 1 R = NI W IR S R A 2 1= 1
200, MY LB, ANoeetEm A fl. B
ARIITIET . A EHEA 39 (39.8%) BT KI5
By, wir X EARE BRI . T K&
TACE %,

&1 HICCEEM—MRAER
Table 1 General data of the HICC patients

=] B =] Kl

PSR (%)] FARIH[n(%)]

% 56(57.1) HIAFAR 67(68.4)
S 42(42.9) Wi FAR 31(31.6)

A (S % £ ) 58.83+9.28 JEIER T 2 (A 4 ) [n (%))

HVI [n(%)] LB IO 40(59.7)
G 49(50.0) VAR SRS 24(35.8)
H 49(50.0) FhFR-DIBR 3(4.5)

Il B4R (em, % = 5) 4.57+1.92 FARMYIER (HYE 2 ) [n (%))

eI A%k n (%)) = 51(76.1)
HK 75(76.5) 5 16(23.9)
ES3 23(23.5) NI & (HRIEZ ) [n(%)]

AL (HRIBZH ) [0 (%) ] = 58(86.6)
= 33(49.3) w 9(13.4)
w5 34(50.7) IREZEEH KR [n(%)]

TR (HIG A [n(%)] & 59(88.1)
U 59(88.1) 7 8(11.9)
LIS 8(11.9) ARHTH (% )]

A5 (BRI A [n(%)] A 36(36.7)
A 19(28.4) I 62(63.3)
¥ 48(71.6)
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22 HICCEELETFENMREHREGFTERILR

S BFE RO EFARE12040H, 1. 3, 54F
0S }46.5% . 11.7% . 5.8% ., WG T R4 v i 4 4%
Affa] 140 S H, 1. 3. 5408 K 62.7%., 16.4%,
8.2%, Wil FARAPMALRITT0H, 1. 3, 5408
$130.4%. 0. 0, MAEFASI2#E L (P=0.004)
(E1A) o FERIGFARL T, HE OV A B

10 A TAL

0.0

0 20 :40 60 80 100 120
A () A
El1 HICC £E4ETFMZ

Figure 1 Survival curves of the HICC patients

[ 210 ™ H, 1. 3. 54 0S K 68.6%. 25.7%.
16.1%, HVIZ i AFFRFE 9.0 A, 1. 3. 54
0S N 469% . 63%. 0, MU 2R A %% 5E X
(P=0.002) . dE HVIH W50 T4 B F RH (P<
0.001); HVIZH 5458 FARAFG 2RI
Y (P=0.192) (E1B).

Non-HVI41L
. THHVIA
T T ETARA

1.0
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i) CH ) B

A: HUATARASHE P ARA AL LH: B: AFHVIZ S HVIAL, I B P ARG LIS

A: Comparison of survival curves between radical surgery group and palliative

surgery group; B: Comparison of survival curves among non-HVI group, HVI group and palliative surgery group

2.3 RMEEFATEHNEREZRSH

Cox HLIN R ot W 7n ., Mg B 42 (HR=1.17,
95% CI=1.04~1.32, P=0.012) . HVI (HR=2.12,
95% CI=1.27~3.54, P=0.004) % CA19-9 & /KF (HR
=1.88, 95% CI=1.06~3.33, P=0.031) /& Wiy HICC
WEMERKEE. ZRE5H B, HVI (HR=
2.02, 95% CI=1.19~3.44, P=0.009) } CA19-9 & /K
S (HR=1.89, 95% CI=1.05~3.43, P=0.035) &
HICC Tl J5 i A sr fa b R R . M A4, mra e .

Wk L 55 56 7 K A TC AR 5 16 97 55 % HICC il J5 1Y 52 i)
TG L (3 P>0.05) (£2),
2.4 WRBFARAEGRFELSRLE

JE HVI 405 HVI 4 AR L, [ & 1 Y 4F i K i
WMEBEXNTIEH (¥P<0.05), W E S
Sl AILOHE . Mg, MBS maR
U K CA19-9H %5 22 R L g it % & L (¥ P>0.05)
(£3),

F2 BWREFABETEMNEREZRS R
Table 2 Analysis of risk factors for prognosis of patients after radical surgery
B2 B e EASE0
HR 95% CI P HR 95% CI P
53] 0.67 0.40~1.12 0.124 — — 0.289
AR 0.99 0.97~1.03 0.919 — — 0.378
ZIF 0.61 0.29~1.29 0.196 — — 0.362
JihIed ELAR 1.17 1.04~1.32 0.012 — — 0.190
JiiRg A% 1.57 0.88~2.79 0.128 — — 0.196
PRI 0.91 0.55~1.50 0.705 — — 0.541
HVI 2.12 1.27~3.54 0.004 2.02 1.19~3.44 0.009
AT 7 0.93 0.53~1.62 0.795 — — 0.343
CA19-9 1.88 1.06~3.33 0.031 1.89 1.05~3.43 0.035
RIFIRIT 0.65 0.40~1.78 0.096 — — 0.272
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Table 3 Comparison of the clinicopathologic characteris-
tics between non-HVI group and HVI group

(S AEAVIL (n=35) HVIH(n=32) P
Pe5ln(%)]
% 21(60.0) 18(56.3)
0.756
i 14(40.0) 14(43.7)
IR ,n( %))
<60 26(74.3) 14(43.8)
0.001
>60 9(25.7) 18(56.2)
SIFRMHUR (%))
B 29(82.9) 29(90.6)
0.567
FHPE 6(17.1) 3(9.4)
filEd EAR[em,n(%)]
<5 29(82.9) 12(37.5)
<0.001
>5 6(17.1) 20(62.5)
B A4 n (%))
Lih 3 27(77.1) 24(75.0)
0.272
2K 8(22.9) 8(25.0)
P20 (%))
H 20(57.1) 14(43.8)
0.273
s 15(42.9) 18(56.2)
LS [n (%))
Jc 24(68.6) 24(75.0)
0.560
A 11(31.4) 8(25.0)
CA19-9[w/mL,n(%)]
<200 13(37.1) 9(28.1)
0.432
>200 22(62.9) 23(71.9)
CEA[pg/L,n(%)]
<10 28(80.0) 27(84.4)
0.641
>10 7(20.0) 5(15.6)
BRRLTZE
" 94.7(14.2~160.0) 133.0(27.9~246.6) 0.129
[mol/LM ()]
3 i #

HICC J& ICC 1y —FP Rk 2 A, 5 HCCA K f2
FUJFF T A AR 4 5 () & BV T RRGE kg, HoAF 5 1cC
L EELJFE TRV g A RL 8 I DR A s BRARAE . (1) B
W 28 AR A0 W RE A, TR T R T OBk /N B 2 T
I 2 1A A 28 485 4 40 2042 40 W T 19 BT 30 Jik An
ITERIk; 2 5 ZAERWEEEC. FAMNER . ke 2
e By T WG RS FARL 5 (3) A BHL M 08 K% e A 114 O Uk
e 5y BT b fE 45 F & HICC % UL A% 55 30 A= B 2 ol
S b A A A IR A A
A 55 1 I BT 4 25 5 2 1Y) s B A B2 AR T |
K EJE HICC F AR AEBE K, R, VIR A0 Jit A .
AR B 5 i BRI M DD BR 3Rk 68.4% = K AL A
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JIF T3 RE Child-Pugh 43 2% A 2 J AR 7 PFAf AT 4R 36 F R
O S S A SR (NP 7)< N 3 e N
KIS RS . b R AR R R i O R TR
L& o EARBIPEAS FTF ARG, 54 31.6% %
BIERIGTF AR, ZHEKEL ZHE . R
Tk 3 2 A= AT I W) A ST E PR A
£ 8.2% (8/98) PRI LIz i IE B Al S N
PO L AT T AR FE . PRI AR 1R SR BURS 7
() ] U1 Bk MR PEAS OF H BLAT PET-CT/MRI LA B #54 TC
JFF P9 95 kb 4 0B A e B P B R T e /D AN b (1)
TEIE R

TR B R VIR, 5 SR K 55 K Y
WEVIBR . JE&5 A RIS Fn (50) I 45 VIBR
JIEL g W A B IX 38 bk B 25 38 41 4. 3 H A Ok 1k F
BARHENFAR T B RITRESER,
TEICC ) FARIGIT A EE W B . A STHRIA
W E R REILR R E KR, wEHE, UK
AR FH ARG 8 oA SCERY R E AR
R EMR L A A B ARRERETS, ESER
FAR B E G AR IR ARE . A SR ETF AR
B AEIFRIREBAENESER. X THIF
A IR AL 1Y HICC 2 7547 3 K U0 B SOk 438 19 45
/b Bartsch 250 A 3 M4 R ALAT I R VI BR 5 1M
ERAX L, 17 H BET AR AT R BS54 2%
B FHRIERAH . AWUE5EE I 8 =L HRIE
F AR b, AR AL T A 3 Bk sl HL A2 A
TUIBR, 1Mk 22 5f 332 1= 38 VB 22 804 32
G IF T K 22 A7 350 SUAb 32 47 35 VIR I e it i 1)
¥ T YRR HEIkET2ZE™EYRE LAY
A WA G B F R . AR P A I BRI
HICC BMEATHOIA MV BR E A A2 3K %5, S A F
AW TG AH T B 3 22 5. 2T HICC J& & % AT
BRI B i oG8 — B AR o TR A e A B =
== N B (LA SO v 1 A = LY 8 U == VN L |
BRI SCHk A8 A HICC I & A # AL AT R
ARIFPIER, Lu %P4 08 TR UIER 19 114 4] HICC B2
AR VIR 2R 78.1% . 5 A W 58 R IR it U1 B %2 o
76.1% FHIT . HICC & &A1 AR VIBR 5 1 N b 4=
O TR R B e g Y, JC B i BRI R0 TR
W AR VIR AVE N T AR5 M.

RGP F AR VI BR AR 1CC R AEmIR Y F B,
18K 15 5 %8 22", HICC & [ PICC 2 HCCA %
R O v ) PR SR L — T 2 v [ JB e A 5

http://'www.zpwz.net



58

FRR, FRILE AT N EEE F R 800E KO0E 947

SVZE T 101 5 HICC, b o7 A £7 Z 18] R 26.0 1~ H
B AKX F HCCA 19 49.0 ™~ A 5 PICC I 540 ™ H . 5
— T [m] JBR Pk BF 5T N A 146 1] HICC 5 179 i HCCA
XPL, HiE AL A AR 216 M H, Z TR EW
30.6 ™ H o Snao " MEHGE T HCCA (mOS: 33.71H)
Tl J5 W 3 AL F HICC (mOS: 22.7 4 H ) o Aishima
P S AT A ) K 2548 . HICC FiUs o 22 19 iR
K J& 5 HICC A HCCA #H L5 5y & A= ik L 45 5% 55
iR . M E R ILSEA G . ASHE ST S 45 1 TG I
AR AL HICC w7 A= A7 i ] S 21.0 4~ A, 5 3Ciik
3B B AT o R HRGE A Sk b R DA G i
ERALK HICC W FLUS AT 73 2500, ARG
JF AR AL 0 HICC ) W5 5 2%, Hfi s I A BT
Wi BEFA .

SCER 12 2R 5 HICC RT3 A R IE R
ik 40%~58% , T T PICC Kz Ho Al [l 7] R4S i 9
A G GG 19 B HVI R 5 1K 50% , MRiAF A4l
JIF 1T L 42 A R 5K 47.8% . RLIE A& FF HVIE HICC A
fie 200 Y [ A, 22 B0 9 1 36 W HVIJE 52 i) HICC
TG AN B fa B 20220 5RO I 45 R —
o WY I R AL R SR HICC T 3 22 1Y R 2
— o ARETHIHA T HVIZ 226 TR E 24
P o (H A5 1 AR AR IR >60 2 K I B4R =5 em (1)
R SR N | ER VRS PS N = S @ S =
U AT =4 n] BRI B 2 0 i A R AL A AE B P

AR FRAFE — R, AR RET
B [mECE Y, IR Z R TREA R K, A
W 5% I 1 A B AR I 50 B IR I AT IR A0 40 2 0 BT
AR T A5 A — 2 DR o (AR BE 5K A T
AR VIBR MG JC HVL 43 R o i s 45 8%, H v
TESCER DA RGE . T ORMIEIRE R, i
B R AR B 1 5 B AL X BEAIE 5 56 0E G 4% R Y AT
M

MZ, HICC FARMERE K, 5 k4 HVI, i)
2% JCHVI B HICC 47 MG PR DI BR J5 7T {8 35 4K 4
AR I AR AL BN AT ARG VI BR WS 1 4 22 . Bl
BT RIFHLEIF R TR, 2993697 S 46 1LIT .
G RE S W0 5] 34 97 W6 K5 A6 HICC YA 97 7 I & 4% 51 22 1)
YEM o LLFAR R FWEEEIRIT 24 R IR EIT 1 .
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