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Concepts

s Intraductal papillary neoplasm of the bile duct (IPNB) Is ¢
duct tumors characterized by pdpillary growth

sSpectrumfipck jgel |1 rOjcggml O

s Include biliary papilloma, biliary adenoma, papillomatosi:
biliary cystadenomas.

Ohtsuké Shimizu H, Kato A, YoshitomiTsulugukdetsak Intraductal papillary ne
the bile duct. Int J Hepatol 2014;201



Premalignant lesion

s Biliary epithelial neBpilisism(

s Intraductal papillary neoplasm of the bile duct(IPNB)
s Intraductal tubular neoplasm of the bile duct(ITNB)

s Mucinous cystic neoplasms(MCN)

NakanukhaKakuda Y. Pathologic classification of cholangiocarciRoadeH &
Gastroenterol. 2015 Apg292)21D16/].bpg.2016MA006.Feb 17. PMID: 2



Premalignant lesion Gross morphology type of

BilIN Peridudidiltrating type of ICCA
—lat or nodular sclerosing
DCCA/dCCA

IPNB/ITNB Intraductal growth type of
Papillary type of pCCA/dC

MCN MCN associated with inva
carcinoma

Unidentified lesion Maderming type of ICCA

NakanukhaKakuda Y. Pathologic classification of cholangiocarciRoadeH &
Gastroenterol. 2015 App ) 21016/].bpg.2015@HA006.Feb 17. PMID: 2



Biliary tract

Pancreas

a. Conventional cholangiocarcinoma of the perihilar
and distal bile duct

b. Biliary intraepithelial neoplasm (BilIN)

c. Intraductal papillary neoplasm of the bile duct (IPNB)
i. Involvement of bile duct
ii. Involvement of peribiliary glands

d. Intraductal tubular neoplasm of the bile duct (ITNB)

e. Mucinous cystic neoplasm

Pancreatic duct adenocarcinoma

Pancreatic intraepithelial neoplasm (PanIN)
Intraductal papillary mucinous neoplasm (IPMN)
i. Main pancreatic duct type
ii. Branch pancreatic duct type
Intraductal tubulopapillary neoplasm (ITPN)
Mucinous cystic neoplasm

NakanukhaKakuda Y. Pathologic classification of cholangiocarciRoadeH &
Gastroenterol. 2015 App ) 21016/].bpg.2015@HA006.Feb 17. PMID: 2



IPNB

ADilated intrahepatic and extrahepatic bilfFT
with papillary or villous biliary neoplasmj™ :
delicate fibrovascular stalks

AThe height of such lesions usually exce|

ASlow progression tumor cAEnoma seq

AFour phenotype
Alntestinal type
éPancreatobiy'aey

Oncocyiype c T
AGastric type S

NakanukhaKakuda Y. Pathologic classification of cholangiocarciRoadeH &
Gastroenterol. 2015 App ) 21016/].bpg.2015@HA006.Feb 17. PMID: 2




Pathogenesis

Perihilar large duct type MF + Pl type

Pl type
Biliary chronic BilIN
inflammation
/"\ IG type J@m MF type

—>

Penbnhary glands ”&)\
IPNB IPNB with invasion

Peripheral small duct type  undetectable
Premalignant lesion

Chronic hepatitis
Liver cirrhosis
/ — -
o o .
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¢ . cholanglolocellular type

Canals of Hering

Small duct type
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Aishinga Oda Y (2015). Pathogenesis and classification of intrahepatic cholan
of perihilar large duct type versus peripheral small duPtypesdi Hxi@aobiliary






Review article

Intraductal papillary neoplasm of the bile duct — A comprehensive review

Marek Krawczyk * 5 Bogna Ziarkiewicz-Wréblewska b Joanna Podgorska “, Jakub Grzybowski LS
Beata Gierej”, Piotr Krawczyk ®, Michat Grat?, Oskar Kornasiewicz ?, Michat Skalski ?,

Tadeusz Wrdblewski *

2 Department of General, Transplant and Liver Surgery, Medical University of Warsaw, Warsaw, Poland
® Department of Pathomorphology, Medical University of Warsaw, Warsaw, Poland
¢ 2nd Department of Clinical Radiology, Medical University of Warsaw, Warsaw, Poland

Very thick mucous, Fish
mouth appearance

No of Own
Patients n Material n
(%) (%)

(" Presentation Abdominal pain 164 (42%) 9 (36%) )
Mechanical 130 (33%) 12 (48%)
jaundice
Cholangitis 56 (14%) 6 (24%)
Asymptomatic 48 (12%) 3 (12%) )
CT 220 (63%) 19 (76%)

MR 142 (40%) 14 (56%)
USS 34 (10%) 13 (52%)
ERCP 218 (62%) 12 (48%)
Imaging Intraductal 147 (31%) 8 (32%)
findings mass
Duct dilatation 126 (27%) 9 (30%)
Serum tumor CA 199 164 (42%) 6 (24%)
markers CEA 440 (25%)




Systematic Review and Meta-analysis of Current

Experience in Treating IPNB ANNALS

Clinical and Pathological Correlates

Alex N. Gordon-Weeks, MBChB, BSc, MRCS, DPhil,* Keaton Jones, MRCS, 1 Elinor Harriss, MSc, MA, 1 SURGER i

Adrian Smith, MBBS, DPhil,§ and Michael Silva, MBBS, MD, MS, FRCS (Gen), FRCS EdY

TABLE 1. Clinical Presentation, Etiology, and Investigation of IPNB

No. of Patients (%) Total Patients References
Presentation Pain 164 (42) 391 L2 14,28.31-34
Jaundice 130 (33)
Cholangitis 56 (14)
Possible etiological association Hepatolithiasis; C. sinensis 68 (27); 69 (27)
Diagnostic imaging €T 220 (63) 349 o
ERCP 218 (62)
MRI 142 (40)
USS 34 (10)
ELLS STAWAN 104 14,29
Imaging findings Intraductal mass 147 (31) 387 e e
Duct dilatation 126 (27)
Duct ectasia 29 (6)
Duct stricture 13 (3)

Gordatieeks, Alex N. MBChB, BSc, MRCS, DPhil; Jones, Keaton MRCS; Harriss, Elinor th&e] MBBSmMitD) ,Ad8af RAEE
Systematic Review andliasaof Current Experience in Treating IPNB: Clinical and Pathatog 263 (A0n@6S@ap Are@ls of S
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ORIGINAL RESEARCH

Serum IgG as a Marker for Opisthorchis viverrini-
Associated Cholangiocarcinoma Correlated with
HER2 Overexpression

This article was published in the following Dove Press journal:
International Journal of General Medicine

Conclusion: We found a high prevalence of serum IgG for OV-positive CCA patients and a

correlation with overexpression of HER2. Moreover, IgG for OV and HER2 expression
indicated poor survival of CCA. Therefore, future clinical studies for anti-HER2 treatments

Nar_'ong Khunfikeo ®'?

'Department of Surgery, Faculty of
Medicine, Khon Kaen University, Khon
Kaen, Thailand; 2Cholangiocarcinoma
Research Institute (CARI), Khon Kaen
University, Khon Kaen, Thailand; 3Faculty
of Associated Medical Sciences, Khon
Kaen University, Khon Kaen, Thailand;
“Department of Pathology, Faculty of
Medicine, Khon Kaen University, Khon
Kaen, Thailand; *Department of
Parasitology, Faculty of Medicine, Khon
Kaen University, Khon Kaen, Thailand;
®Department of Biochemistry, Faculty of
Medicine, Khon Kaen University, Khon
Kaen, Thailand; “Department of
Epidemiology and Biostatistics, Faculty of
Public Health, Khon Kaen University,
Khon Kaen, Thailand

should focus on OV-associated CCA.

AT A mmavas Tt oA YA Amat wmeapyeere Swas U e asera s mw oy weas A euRe seadee apad Seves

regression was used to determine factors that affected CCA patient survival.

Results: IgG for OV were positive in 162 cases, and the prevalence was 73.3% (95%
CI=68.0-78.7). About three quarters (78.3%) had large duct type tumors and concomitant
intraductal papillary neoplasm of bile ducts (IPNB) occurred in 92 (50%) cases. HER2
expression was positive in 94 (61.4%) cases. Positive PD-L1 and FGFR2 expression
occurred in 125 (83.9%) and 100 (67.1%) cases. IgG for OV had no significant correlation
to any histological feature but had significant correlation with HER2 overexpression with
adjusted OR=2.32 (95% CI=1.09-4.96, P=0.03). Cases of CCA with OV IgG positive had a
significantly poor prognosis with adjusted HR=1.66 (95% CI=1.13-2.43, P=0.01).
Conclusion: We found a high prevalence of serum IgG for OV-positive CCA patients and a
correlation with overexpression of HER2. Moreover, IgG for OV and HER2 expression
indicated poor survival of CCA. Therefore, future clinical studies for anti-HER2 treatments
should focus on OV-associated CCA.

Keywords: survival, intraductal type, FGFR2, PD-L1, immunoglobulin G, fluke-associated
CCA
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ANNALs of ORIGINAL ARTICLE

“epatOIogv September-October, Vol. 17 No. 5, 2018: 802-809

The Official Journal of the Mexican Association of Hepatology,
the Latin-American Association for Study of the Liver and
the Canadian Association for the Study of the Liver

Association between
Repeated Praziquantel treatment and Papillary,

and Intrahepatic Cholangiocarcinoma

Vor Luvira,* Supot Kamsa-ard, Siriporn Kamsa-ard,* Varisara Luvira,’
Tharatip Srisuk,* Ake Pugkhem,* Chawalit Pairojkul,| Vajarabhongsa Bhudhisawasdi*

* Department of Surgery, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand.

t Cancer Unit, Srinagarind Hospital, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand.

* Department of Epidemiology and Biostatistics, Faculty of Public Health, Khon Kaen University, Khon Kaen, Thailand.
§ Department of Community Medicine, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand.

I Department of Pathology, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand.

Table 2. Crude and adjusted ORs for Intrahepatic CCA and number of PZQ treatments.

Characteristic Intrahepatic CCA Control Crude Adjusted 95% ClI

p-value

(n =108), (%) (n = 423), (%) OR OR

1. Number of PZQ treatments (times)

0.011
0 47.2 66.0 1 1 -
1 33.3 26.4 e 1.54 0.92-2.55
2 9.3 4.9 3.15 2.28 0.91-5.73
More than 2 10.2 2.8 5.63 4.21 1.61-11.05

100.0 100.0




Table 5. Crude and adjusted ORs for Papillary carcinoma and number of PZQ treatments.

Characteristics Papillary CCA Control Crude Adjusted 95% CI

(n = 82), (%) (n = 328),(%) OR OR

1. Number of PZQ treatments (times) 0.066
0 46.3 64.9 1 1 -
1 ST 26.8 1.78 1.45 0.80-2.63
2 11.0 4.9 4.04 2.96 1.06-8.24
More than 2 11.0 3.4 5.25 3.24 1.09-9.66
100.0 100.0

After adjustment for smoking behavior, alcohol consumption, history of cancer in family, and consuming raw freshwater fish.

Conclusion : The current study found an association be
and intrahepatic CCA and repeated use of PZQ treatm
further study on the risk factors for papillary and tubula

performed separately.



Gastro Hep Advances 2024;3:851-852

IMAGES OF THE MONTH
A Surprise in the Bile Duct

Ativitch Asavachaisuvikom, Pun Pugkhem, and Vor Luvira

Department of Surgery, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand

ASavachaisuAiRmngkh@rhuviM. A Surprise in the Bile Duct. Gastro |
14;3(6):85Xai 10.1016/].gastha.2024.06.001. PMID: 3928092



Epidemiology

APrevalence of 4% to 15% among bile duct tumors
AIPNB was mainly reported in East Asia

AMajor risk factor

AAsian : Hepatolithiasis and liver {ikednébaisis(sigOpisthorck
viverrinifection)

AWestern : primary sclerosing cholangitis (PSC) and congeni

Nakanukfidesaka Kakudauging Kubota K, FurukakuanitYpsayarHa Terada T. Intra
Papillary Neoplasm of Bile Duct: Updated Clinicopathological Characteri
Alterations. J Clin Med. 2020 Dato®i9(B30BYBMIN9123991. PMID: 33317146; P



Imaging and Endosco

AUltrasonography
Ahyperechoic nodules (37.5%)
Afocal bile duct dilatation (37.5%)
Adiffuse bile duct dilatation with intraductal nodules (25%)

Siripongs&kBapthanakéiviekrakdakichitpdhitChonyueipeetasdrBhumiviasricharuir&rittanap8n
Premalignant lesions of cholangiocarcinoma: Characteristics AbddriRadi@@t apty, @A RE6



Imaging and Endosco

ACross sectional imaging
(a) Intraductal mass(es) and surrounding intraepithelial r

(b) diffuse or segmental bile duct dilatation with or witho
(maximum 126 mm)

(c) ductal and periductal invasion imcuadiion mkitre liver

Aslam A., Wasnik A.P., SiMdndaalti@aaV]. Intraductal papillary neoplasm of the
CT and MRI appearance withthatbolpgprre@liionmagiapo;66110



4 N

Bile duct reveals diffuse dilate
with low intensity tumors

o )

Aslam A., Wasnik A.P., SiMdndaalti@aia\V]. Intraductal papillary neoplasm of the
CT and MRI appearance withthathoipgerre@liimnmagop0;66110



Imaging and Endosco

AERCP
AUseful for detentiogbilia

ADiffuse dilatation of the bile dt
an irregular or amorphous fillil

TsuyuguchiSakai Y., Sugiyama H., MiyakaWlatsGkéshgaaaki, M., Yokosuka O. Endoscopic dic
papillary mucinous neoplasm of Hhepaitehiléaycrezt2010;17(2364ai10.1007/sC068453.



Imaging and Endosco

Alintraductal ultrasonography
Aocation of IPNB and assessing the depth and extent of
Apresence of thick mucin

Ito Y., Shibut&gesTa, Hayashi S., Nagashima A., Kitagawa Y. Utility of intraductal ultrasonogr
with early distal cholangiokmpatogstroent@0lagg 20783



Imaging and Endosco

ACholangiosangyDuodenoscopy
APeroretholangios¢B@CS) can visuf =
bile duct directly and assess the ¢

tumor

ADirecholangioscalingct visualizatic
diagnostic sampling

ItoiT . SofuA., Itokawa F., TsuCfela,Ishii K., TMori$asiusotoda Perarhblangiosabagnosis of inda
diseases by usindgpaad awaging (withGédtashfastdo007;660736dai10.1016/j.gie.200°






Histology

AFour subtype
Alntestinal type ]

APancreatobilipgy . . o
AOncocytipe Neoplastic epithelial lining

AGastric type

ATumor grading

ALow grade dysplasia
AHigh grade dysplasia
Alnvasive

Nakanukfdesaka Kakudauging Kubota K, FurukakuenilYpsayarHaTerada T. Intraductal Papillar
Bile Duct: Updated Clinicopathological Characteristics and Molecular and Genetic Alt&k




Table 3. Characteristics of four subtypes of intraductal papillary neoplasm of bile duct (IPNB).

Four Subtypes Definitions

Immunohistochemistry

*

Intestinal subtype

Neoplastic epithelia lining the
fibrovascular cores showing columnar
cells with pseudostratified,

cigar-shaped nuclei and basophilic or
amphophilic cytoplasm and with variable
amounts of supranculear mucin,
resembling colorectal neoplasms.
Presenting mainly villous structures,
papillovillous or mixed papillotubular or
tubular patterns reminiscent of tubular or

villotubular neoplasms of the colorectum.

® Positive for CK20 and/or
* CDX2 in their cytoplasm
* Positive for MUC2 in

goblet cells

Gastric subtype

Neoplastic lining composed of tall
columnar cells with basally oriented
nuclei and abundant pale mucinous
cytoplasm, reminiscent of the gastric
foveolar epithelium, intermingling with
glandular areas reminiscent of gastric
pyloric glands.

High-grade dysplasia showing columnar
epithelia with more complicated
structures including irregular papillary or
tubular or microcystic changes with
atypical features.

* Positive for MUC5AC in

the foveolar areas and for
MUCS6 in the pyloric
gland portions.

Pancreatobiliary subtype

Ramifying fine and thin branches and
papillae covered by cuboidal to low
columnar epithelia with acidophilic or
amphophilic or pale cytoplasm, and by a
less mucinous appearance

Round, hyperchromatic nuclei,
prominent nucleoli

Including the cases with irregular
papillary architecture with more stratified
nuclei and solid or comedo-like structures
with atypical structures and cells

and nuclei.

£ Positive for S100P and

MUC1 and negative
for MUC5AC.

Onocytic subtype

Complex and arborizing papillae with
delicate fibrotic and edematous stroma,
lined by one to several stratified layers of
cuboidal to columnar cells with abundant
eosinophilic granular cytoplasm and
occasional hyaline globules
Hyperchromatic, round, large, and fairly
uniform nuclei

Frequent secondary

intraepithelial lumina.

4 Positive for MUC5AC.

CK, cytokeratin; MUC, mucus core protein. *, main features of each subtype are itemized.



A Stateme Type 1 IPNB (classical IPNB) Type 2 IPNB (so-called papillary 'or futu re

carcinoma or cholangiocarcinoma)

CI I n Ico pa t Location Commonly intrahepatic bile ducts Typically extrahepatic bile ducts 'n se n Su s
bu"ding o) including hilar ducts duct

Gross mucin Common (approximately 80%) Rare (approximately 10%)
through s

Histological Well organized papillary growth Complex papillary growth with thick

architecture with thin fibrovascular stalks. papillae or irregular branching with fine

Yasuni

Al

/D_uyakanum
Ha ﬂ\\

Fir

\_

PROreached the common understanding
CONSome cases may have overlapping features(
Not guided management

eXLe

)

Low/intermediate-  Frequent (approximately 20%) Occasional
dysplasia

component

Associated Approximately 50% >90%

invasive cancer



Check for

Pathologic patterns of invasive carcinoma associated with intraductal el
papillary neoplasms of bile duct (IPNB)

Yasuni Nakanuma ', Takashi Sugino?, Yuko Kakuda®, Yukiyasu Okamura "¢,
Katsuhiko Uesaka ", Yoshlkatsu Nomura Hiroyuki Watanabe Takuro Terada
Yuki Fukumura ?, Yosh1fum1 Ohnishi ”, Yasunorl Sato’

Pattern:A-ocal or multiple microscopic foci of invasive carcinoma in the fibro
stalks and in the bile duct mucosa and within the wall beneath of the intralun

components of IPNB

Pattern:Bnvasive carcinomas were found in the periductal loose connective |
outside the bile duct wall and surrounding organs mainly near the intralumin
component(s) of IPNB and their sizes were variable

Pattern:d his pattern was characterized by sizable, considerable sized invas
carcinoma involving the intraductal preinvasive papillary neoplasm or in the |
wall and mucosa adjacent to preinvasive intraepithelial components of IPNB

Yasuni Nakanuma, Takashi Sugino, Yuko Kakuda. Pathologic patterns of invasive carcnanplesass otiaiie divweth(iRixdR)¢tah pEpdfdDjagnostic Pat
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Overall survival (%)

No invasion vs. Pattern A+B+C

100

Rvalue = 0.064

S

°

5

S

Vg |
. No invasion

Pattern A+B+C
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No invasion + Pattern A
{ B+C
vaibatemm Rvalue < 0.00

\

tu.
“*k\ No invasion + Pattern A
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RESEARCH ARTICLE

Morphological Classification of Intraductal Papillary Neoplasm
of the Bile Duct with Survival Correlation
Vor Luvira'*, Kulyada Somsap?, Ake Pugkhem', Chalerm Eurboonyanun’,

Varisara Luvira®, Vajarabhongsa Bhudhisawasdi', Chawalit Pairojkul’, Supot
Kamsa Ard®

ClassiClassical intrahepatfcdP WEBsence of an
Intraductal tumor with unilateral intrahepatic ducigia
ClasslExtrahepatic (P&Bpresence of an intradudial .
tumor with bilateral intrahepatic duct dilatation)

ClassUITystic variuet, cystic tumor with a papilla
tumor inside and the presence of bile duct com

Class iWicrpapillary lesjpe., disproportional bile ¢
dilatation in the absence of any discernible tumo
ClassdWlacroinvagian, presence offarmass
tumor incorporate with intraductal tumor)



RESEARCH ARTICLE

Morphological Classification of Intraductal Papillary Neoplasm
of the Bile Duct with Survival Correlation

Vor Luvira'*, Kulyada Somsap?, Ake Pugkhem!, Chalerm Eurboonyanun!,
Varisara Luvira’, Vajarabhongsa Bhudhisawasdi', Chawalit Pairojkul’, Supot
Kamsa Ard’®

1.00

| p <0.001
Crude Adjusted HR i e
B
Class of IP’(
I . . .
I Based on itspathological appearance,
I . . . . . .
v | correlated with its clinical presentation and patient
N4 :
Level of in 3000
Benign IPNB T.0 | Number at risk
Malignant IPNB 32 1.5(04-53) Cssll 10 i i o
Lymph node metastasis 0.005 ((::ll;;; :3 154 153 3 g
No 1.0 1 ClassV 26 10 5 0
Yes 3.4 27 (1.4_5.2) Class | - Class = = Class Il Class IV == -« ClassV

Luvird/ SomsapRugkhem Morphological Classification of Intraductal Papillary Neoplasm of the BilsiduPtwitim Sbot/@ahCerrelatvention, 2QAT:






Preoperative tissue diac

AProcedure
AERCP with brush cytology
AEUS with FNA
APercutanethangiostidpy—- (Tumor seeding 27
APeroretholangioscopy
ASpyglass cholangiopancreatography
4

Controversy

Huang>—, JAW A Review of Type 1 and Type 2 Intraductal F
Med Sci. 2024 Jun~49@)1|4&51007/s]ﬂ£9865 Epub024 May 15. PMID: :




Surgical planning

APatient factor
APerformance status, Underlying disease

Aliver factor
Al iver function, Liver volume

/RDisease factor m
ry

ARole of preoperative bilia
AMargin status

ARole of lymphadenectomy
\ AExtensive diSaladd#sion y

rainage




Preoperative biliary drai

APreoperative biliary drainage is recommended, especially for cases in
resectigre(ninepatectwimgectionecjamgequired.

Alndication
AObstructive jaundice
ACholangitis

ARoute
APrefer endostapspapiliante

Nagimd, Hirano S, YoshitomiudesAk#ind, Ebat&dnidMi, Sano K, Shimada K, Shimizu H, HsgayenRE) ivsdded Juyuguch
Hirookg-uruskMagudti Suzuki K, Yamazaki H, Kijima H, Yanagisawa A, Yoshida M, Yokoyama Y, Mizuncem&mapemehn
biliary tract cancers 2019: The 3rd English edrRenmcré&ddeza@billan;Z8{dpm26).1002/jhbipidB020 Dec 23. PMID: 3

Biliary tract cancer: ESMO Clinical Practice Guideline for diagpc



Margin status

B S A Retrospective review

S el B 93 nanvasive and invasive IPN
;Z i i ;Z surgically resected from 1996 t
o8- : Asan medical center
021 —=--1 When the resection margin Is involved by high
pioH 2500

; = o grade dysplasia, consider radical resection

Follow-up (mo after
-

Jung G, Park KM, Lee SS, Yu E, HotegrgNjrieal dutcoge of the surgically resected intraatrotaf jia
bile duct. J Hepatol. 2012 Ca&3dai(2).18216/).jhep.201E2QHB0QR.May 23. PMID: 2



0.25 0.50 0.756 1.00

0.00

| W ag—

Margin status

p=00ss A Retrospective review
149PNB case
surgically resectéD@@mn2011

Invasives”

When the resection margin IS ir}volved by
Invasive, related poor outcome

J

10'00 \

e (aays)

LuvidPugkhdmBhudhisawapBdirojKiiSathitkarnmiahewind, Kardsa S. L-terg
outcome of surgical resection for intraductal papillary neoplasm of the bile
2017 Feb;322331r10.1111/jgh.13481. PMID



ABSTRACT ONLY - Volume 26, Supplement 3, S846, 2024

Impact of intraoperative cholangioscopy on survival of HPB
the patients with intraductal bile duct tumor

Dr Ativitch Asavachaisuvikom, MD - Vor Luvira, MD FRCST - Dr Chalisa Suwanprinya, MD - ... -
Dr Ake Pugkhem, MD FRCST - Chawalit Pairojkul, MD - Vajarabhongsa Bhudhisawasdi, MD FRCST

4

... Show more
Non scope Scope P value
(n=230) (n=30)

Margin status 0.397| -~ _ _ _ N
Free 159 (69.1%2376.79 Rate of presence of invasive foci on surgi
Adenoma 3 (1.31%) 1 (3.3%) seemed to be lower in scope group cenipa
dysplasia 9 (3.93%) 2(6.7%) | StOPeOrotp (10% veald¥s 0.085) )
CIS 4(1.75%) 1 (3.3%)

npublished,



ABSTRACT ONLY - Volume 26, Supplement 3, S846, 2024

y Y
Impact of intraoperative cholangioscopy on survival of HPB
the patients with intraductal bile duct tumor

Dr Ativitch Asavachaisuvikom, MD - Vor Luvira, MD FRCST - Dr Chalisa Suwanprinya, MD - ... -

Dr Ake Pugkhem, MD FRCST - Chawalit Pairojkul, MD - Vajarabhongsa Bhudhisawasdi, MD FRCST

... Show more

4 Median OS A

SopS&8.5 nidoriscope Ao
(pvalue = 0.125)

)

| The 1, 3 and 5 years overall suR/ive
0 o0 om0 300 A scope group 93.3%, 70% and 56.

gl e m o m o Anorscope group 86.2%, 53.2%|an

No cholangioscopy Cholangioscopy \ /

npublished,



Lymphadenectomy

ANodal metastasis il
ARecommend for routine lymphadenectomy

ABut may be omitted in Cystfc type IPNB

Jung G, Park KM, Lee SS, Yu E, HotegréNljriioal dutomge of the surgically resected intraakmotaf

bile duct. J Hepatol. 2012 Ca3dai(%).1846/).jhep.201E0H00A2. May 23. PMID: |
LuvindSoms&ugkhdn urboonya@bipuvindBhudhisawéBdirojKtih, Kamsa Ard S. Morphological Classific

Papillary Neoplasm of the Bile Duct with Survival Correlation. Asian Pac JZX1&



Extensive disease

Alnsufficient bdatanay be indicate for liver transplant(cas

Choi JU, Hwang S, Jung DH, Park GC, Ahn CS, Kim KH, et al. Living donor liver traisspidimtiatzdig) fand dhuesegie]idr g qea
16year folloyw. Ann HepatoBdiacyetirg. 2020; PUS21
Lessard S, SddaygdbilisVincent C. Extengraddiglraductal papillary neoplasm: what is the optimal ffeats@0t SE8eHREX






Journal of Gastrointestinal Surgery Sg&ﬂ’
% * Ci’

https://doi.org/10.1007/511605-019-04235-8

ORIGINAL ARTICLE m

Check for
updates

Recurrence After Resection for Intraductal Papillary Neoplasm of Bile
Duct (IPNB) According to Tumor Location

Yunghun You' - Seong Ho Choi? - Dong Wook Choi? - Jin Seok Heo? - In Woong Han? - Kee-Taek Jang* -
Sunjong Han’

/- 103 patients who diagnosed IPNB, retrospectively revi
- Multicenter in South Korea
- F/U g 3 months until 12 months, then every 6 months
- Théyear overall survival (OSR) aindalseasal (e
\_ of all 103 case8Wéked and 75:2%pectively )
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