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Pesiome

Pesekuua neyeHn ABNAETCA CTAaHAAPTOM /ieYeHUA BObHbLIX IOKASIbHbIM HEOC/NOXKHEHHbIM PaKOM BHYTPUMEYEHOY-
HOrO XeN4YHoro nNpoToka. CUCTeMHaA XMMMOTEpPanuUsA Ha3HaYyaeTca NPy HalMuMKn OTAa/NeHHbIX MeTacTas3os. TpyaHOCTH
B BbIbOpe meToAa Ie4eHUs BO3HUKAKOT NPU PacnpOCTPAHEHUN OMYXO/IM Ha OKPYXKatoLme CTPYKTYPbl, MHOXKECTBEHHOM
NopaKeHMM neyeHu, NPU3HaKax BOBAEYEHNA PErMOoHapHbIX IMMdoy3a0B. CBOE BAMAHME Ha TaKTUKY OKa3blBaeT Ha/iu-
yne OC/IOKHEHUN.

MpeacTaBNeHHbIN CyYait ONUCbIBAeT BO3SMOXHOCTM MHANBUAYANbHOMO MyN1bTUMOAAIbHOTO NOAX0Aa NPU MecTHopac-
NPOCTPAaHEHHOW XONAHIMOKapLMHOME MeYeHU, OC/TONKHEHHON MEXaHWUYECKOM XKeNTyxoM, XONaHIUTOM, XONaHTMoreH-
HbIMM abcueccamn. XMpypruyeckuii noaxoga, BbibpaH ocCHOBHbIM. CBOEBPEMEHHO NPUMEHEHbI METOAbI MHTEPBEHLMOH-
HOW pPagMonornm, XMMMoTepanuu, y4eBoi Tepanuu. BoilweyKkasaHHbIA Noaxos No3BoANA AOBUTLCA B 3TOW CNOMKHOWM
KANMHUYECKOM CUTYaLMM XOPOLIMX pe3yabTaToB: 60/bHanA Xuea 6oaee yeTbipex IeT OT MOMEHTa onepaLumn, NPU3HaKoB
NporpeccMpoBaHusA B HACToALLEE BPEMSA He onpeaensercs.
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Abstract

Liver resection is the standard in the treatment of patients with the local uncomplicated intrahepatic bile duct cancer.
Systemic chemotherapy is prescribed in the presence of distant metastases. Difficulties in a choice of the treatment
method come up when one or several factors are revealed: the tumor spread towards the surrounding structures,
multiple liver lesions, lymph nodes involvement signs. The complications presence manages treatment strategy too.
The case describes the possibilities of an individual multimodal approach in a treatment strategy for the patient with
locally advanced liver cholangiocarcinoma complicated by obstructive jaundice, cholangitis, cholangiogenic abscesses.
The surgical approach was approved as the main one. Methods of interventional radiology, chemotherapy, radiation
therapy were applied when necessary. The mentioned above treatment strategy allowed us to achieve good results in
this difficult clinical case. The patient is alive for more than four years from the time of surgery, signs of progression are
not currently defined.
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INTRODUCTION

Liver resection with dissection of regional lymph
nodes in compliance with radicalism principles still
remains the preferential treatment option for the
patients with intrahepatic bile duct cholangiocarcinoma
[1]. Extensive liver surgery (70%) is often required
to increase radicalism as well as resection of

extrahepatic bile ducts (20%) and general vessels
(5%). However the frequency of nonradical surgery
even in these cases reaches 15% [2]. The involvement
of extrahepatic bile ducts and large vessels most often
occurs if portal type of liver cholangiocarcinoma is
observed, for which, infiltrative periductal growth,
presence of mechanical jaundice and a high frequency
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of postoperative complications are typical in distinction
from peripheral type [3].

In inoperable cases the methods of local or region-
al impact, radiotherapy or systemic treatment can be
applied which may converse the tumor into a resect-
able condition [4, 5]. The search for optimal schemes
and regimen of additional treatment is managed to im-
prove the results of surgical treatment following the
radicalism principles [4].

Clinical case

On the 12* of December 2014 patient G., female,
1987 y.b., noted icteric staining of the skin. Complex
examination revealed mechanic type of jaundice. Bile
hypertension was caused by the tumor located in the

Fig. 1. Abdominal MR-scan data from 02/12/2015

Fig. 1.1. T2-weighted images in axial projection demonstrate a tumor
mass in the central part of the liver (56*55*43 mm, red arrows). The
tumor invades extrahepatic bile ducts confluence causing significant
widening of bile ducts (up to 10 mm, green arrow). In the ducts of
the left lobe is introduced a drainage which passes directly through a
tumor mass (white arrows)

Puc. 1. MP-Tomorpammbl opraHoB 6ptolHoi nonoctu ot 12.02.15
Puc. 1.1. Ha T2-u3obpaxeHuax B akcuanbHol npoekuuu (puc 1.1)
B LEHTPasIbHbIX OTAeNax neyeHW onpenenAaeTca OMNyXo/ieBblit y3en
5,6x5,5x4,3 cM (KpacHble cTpenku). Onyxonb pacnpocTpaHAEeTCa Ha
KOHONIOEHC MKeNYHbIX NPOTOKOB, BbI3blBaA 3HauUTeNbHoe, A0 1 cm,
paclmpeHne NPoTOKOB (ANMHHAA 3eNeHan CTpenka). B npoTokax ne-
BOW [l0/1M YCTAHOBNEH ApPeHaK, KOTOPbI NPOXOAMUT CKBO3b ONYXO/b
(6enble cTpenku)

Fig. 1.2. Numerous abscesses up to 15 mm in diameter in the right
lobe (red arrows)

Puc. 1.2. B npaBoli fone neYyeHn — MHOMKECTBEHHbIE XONaHTUOTeH-
Hble abcuecchbl pasamepamu 4o 1,5 cm (KpacHble CTpenku)

Fig. 1.3. Diffuse-weighted images in addition to the main tumor le-
sion in the central part of the liver demonstrate hilar lymph nodes
enlargement up to 20 mm (red arrows)

Puc. 1.3. Ha guddy3nmoHHO-B3BELIEHHDbIX M306paXKEHUAX, NOMUMO
OCHOBHOI OMyXOAW B LEHTPa/bHbIX OTAeNax neyeHu, B obnactu
BOPOT BM3Ya/IN3MPYIOTCA YBENMYEHHbIE IMMbaTUYECKME Y3/bl A0 2-X
CM (KpacHble CTpenku)
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central part of the liver up to 5 cm in diameter which
compressed the external bile ducts confluence. The
level of total bilirubin was 346 umol/I.

12/22/2014 transcutaneous transhepatic
cholangiostoma was introduced into the left lobe
bile ducts under the US-guidance. As soon as
biliary decompression was reached on the 19th of
January 2015 laparotomy was performed, however
high infiltration level of the right and left extrahepatic
bile ducts forced to consider the tumor unresectable.
The biopsy of the lesion was taken which proved the
diagnosis of intrahepatic bile duct cholangiocarcinoma.
The patient was directed to the Federal State

Budgetary Institution «N.N.Blokhin National Medical
Research Center of Oncology» of the Ministry of Health

of the Russian Federation (N.N.Blokhin NMRCO) for
further diagnosis and treatment.

On admission: ECOG 1, complaints of weakness,
periodical fever up to 38.5 C. Height 154 cm, weight
35 kg, body mass index (BMI) = 14,8. The stomach is
soft, painless, without any palpable masses.
Approximately 500ml of bile was daily extracting
from the external cholangiostoma. Bacteriological
examination of the bile obtained the growth of
Klebsiella Pneumonia ESBL, which was in vitro
sensitive to carbopenems and aminoglycosides.
Biochemistry and general blood test parameters as
well as coagulogram had no significant deviations.
Tumor markers level from 02/12/2015 was: CEA =
2.49 ng/ml, AFP = 1.4 U/ml, CA-199 = 1670 U/ml.

Fig. 2. Preoperational stages of bile ducts draining

Fig. 2.1. Right-hand access transcutaneous transhepatic cholangio-
gram from 02/26/2015 depicts severe widening of the right lobe bile
ducts with hilar block level (white arrows)

Puc. 2. 3tanbl NnpeaonepaLnoHHOro ApeHUPOBAHUA }KeNYHbIX
NPOTOKOB

Puc. 2.1. YpecKorKHas ypecneyeHOYHasas X0NaHIMOCTOMMA NPABOCTO-
poHHMM pocTynom 26.02.2015. Mpu xonaHruorpadum otmevaerca
paclWMpeHmne KeuHbIX NPOTOKOB NPaBoOW JOAW NeyeHu ¢ 61oKoM
(benbie cTpenkun) Ha ypoBHe BOPOT NeYeHn

Fig. 2.2. Control cholangiogram from 03/02/2015. Condition after
separate drainage of bile ducts. Right-sided catheter 9F (white ar-
rows) is introduced directly through the stricture zone and fixed in
the distal portion of choledochus (external-internal pass). Left-sided
catheter 7F (red arrow) is fixed in the distal portion of the 3rd seg-
mental duct (external drainage)

Puc. 2.2. KoHTponbHasa xonaHrnorpadusa 02.03.2015. CoctosiHMe no-
c/le pasgesibHoOro APEeHUPOBAHMA KeAYHbIX NPOTOKOB 06eunx aonei
neyeHu. XosaHrmoctommyeckuin katetep 9F (6enble cTpesku) cnpasa
npoBeAeH Yepes 30Hy CTPUKTYPbI C GUKCaLMen ero BEPXYLLKM B AUC-
TafbHOM OTAEenNe xonenoxa (HapyKHO-BHYTPEHHEE ApPEHUPOBaHME).
CneBa - HapyXHOe apeHnpoBaHue ¢ duKcaumeln katetepa 7F B guc-
TasbHOM OTAene 3-ro CerMeHTapHOro NPOTOKA (KpacHas cTpeska)

Fig. 2.3. Control cholangiogram from 03/16/2015. Condition after re-
drainage of the left intrahepatic bile ducts from 03/12/2015: cathe-
ter 8F is introduced through the proximal portion of the 3rd segmen-
tal duct (red arrow) and fixed in the distal portion of common hepatic
duct. Hilar block level (dotted line): left lobular duct is invaded, right
sectoral ducts are spread out and divided

Puc. 2.3. KoHTponbHas xonaHrnorpacdus 16.03.2015. CocTtosHue
nocne pegpeHuposaHua cnesa (12.03.15) uyepes npokcMmalsb-
HbIi OTAen (KpacHas CTpenka) TPeTbero CermeHTapHoOro MpoToKa ¢
duKcaumenn BepxyllKkn Katetepa 8F B AucTanbHOM OTAene obuiero
ne4yéHo4yHoro npotoka. baok Ha ypoBHe KoHdntoeHca KM - cnesa
pacnpocTpaHeHue Ha [J0NeBOM MPOTOK, cnpaBa — C pasoblieHnem
CEeKTOPasIbHbIX ¥KeI4HbIX MPOTOKOB (ypoBeHb 610Ka K1 cxemaTuyHO
YKasaH NyHKTMpOMm)
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Abdominal MRI with intravenous enhancement
from 02/12/2015 (fig.1) revealed a tumor mass up to
56 mm in the central part of the liver which was in-
filtrating extrahepatic bile ducts confluence causing
biliary hypertension and cholangiogenic abscesses.
The enlargement of hilar lymph nodes was also noted
which were highly suspicious to be metastatic.

Biopsy probe histological examination depicted
tumor cells growth, the structure of which was most
appropriate to low-grade cholangiocellular carcinoma.
Immunohistochemical examination also revealed chol-
angiocellular carcinoma.

Complex diagnostic examination showed no sign of
distant expansion of the tumor.
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The local impact methods were doubtful on the
first stage because of suspicion to hilar lymph node
metastases. Low frequency of objective response to
systemic treatment for cholangiocarcinoma, as well
as high risk of the further obstruction of sectoral and
segmental bile ducts with progression of cholangitis
and cholangiogenic abscesses were taken into the ac-
count when it was decided to perform extensive right
hemihepatectomy added by resection of extrahepatic
bile ducts as the first stage of the combined treatment
for this patient. It required to perform additional sep-
arate drainage of right and left bile ducts. Firstly, on
the 26th of February 2015 — right lobe ducts were
drained (fig.2.1) to decrease clinics of cholangitis and

Fig. 3. Performance of the interventional biliodigestive anastomosis
and intraductal radiotherapy preparation steps

Fig. 3.1. Cholangiogram from 07/14/2015. Manipulative catheter
(white arrows) is installed into the duodenal cavity through the su-
perelastic metal introducer

Puc. 3.1. MaHUNyNAUMOHHbIN KaTeTep (6enblie CTpenku) yctaHoBneH
B MONOCTb 12-NepCTHOW KMLIKM MO CynepanacTM4HOMYy MeTanaude-
CcKoMy npoBogHuKy. 14.07.2015

Fig. 3.2. Cholangiogram from 07/14/2015. Manipulative catheter is
replaced by straight 7F drainage (white arrows) which apex is fixed
in the duodenal cavity

Puc. 3.2. Mo NpoOBOAHUKY MAaHUNYNALMOHHbIN KaTeTep 3aMeHeH Ha
npsamoi apeHax 7F (6enble cTpenku) ¢ GUKcaumein ero BEPXYLLKKN B
Noa0OCTU NYKOBULbl 12-nepcTHOM KnwkKu. 14.07.2015

Fig. 3.3. Cholangiogram from 11/02/2015. A source imitator for in-
traductal radiotherapy (white arrows) is installed into the 12F chol-
angiostomic drainage

Puc. 3.3. B npocBeT xonaHrMocTomnyeckoro apeHaxka 12F ycrtaHos-
JIeH MMUTATOP UCTOYHMKA (Benble CTpenkun) Ans BbINOSHEHUA pas-
MeTKM BHyTpunpocseTHoro obayyenunn.02.11.2015
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cholangiogenic abscesses. The primary drainage in the
left lobe ducts was introduced directly through the tu-
mor (fig.1.1) and had a high risk of migration (fig.2.2).
03/12/2015 transcutaneous transhepatic cholangios-
tomy was performed through the proximal portion of
the 3rd segmental duct which allowed to manage an
external-internal passage. The previously introduced
catheter was extracted. Control cholangiogram was
performed on the 16th of March 2015 (fig.2.3).

After preoperative preparation laparotomy was per-
formed on the 19th of march 2015 which revealed the
tumor mass up to 60 mm in the central part of the liv-
er invading the bile ducts starting from the gallbladder
duct completely to the liver parenchyma and also en-
largement of regional lymph nodes up to 25 mm (hepa-
toduodenal ligamentum region, behind the pancreatic
head, along common hepatic artery). Extensive right
hemihepatectomy was performed with 1st segment
dissection added by resection of the extrahepatic bile
ducts, cholecystectomy, dissection of lymph nodes of
hilar zone, along common hepatic artery, behind pan-
creatic head and around the celiac trunk region. During
liver parenchyma resection there was observed pus
coming from the crossection of widened bile ducts.
Left extrahepatic bile ducts were resected 2 mm dis-
tal to the 2nd and 3rd ducts confluence: duct stump
diameter was 4 mm, sectoral ducts diameter was up
to 2 mm. In the crossed left lobe ducts there was also
observed pus. Express histological exam of the dissect-
ed retropancreatic lymph node revealed metastatic
adenocarcinoma cells. Microscopy of bile ducts resec-
tion borders showed no sign of tumor. It was decided
to stitch the bile duct stump tightly because of absence
of conditions to create a reliable biliodigestive anasto-
mosis simultaneously according to severe cholangitis
clinics and high bile ducts resection level. External chol-
angiostoma was left to assess biliary decompression.
The rear wall of the pyloric portion of the stomach and
duodenum bulb were mobilized and attached to liver
capsule next to the stitched bile duct stump to perform
an interventional biliodigestive anastomosis later.

Hystological conclusion: liver tumor mass up to 50 mm
with several satellite nodules up to 5-10 mm is presented
by poorly differentiated cholangiocarcinoma cells invad-
ing intrahepatic bile ducts; 3 of 11 examined lymph nodes
also have metastatic cholangiocarcinoma cells (one node
taken from hepatoduodenal ligamentum zone, two —
retropancreatic). Microscopy revealed lever resection
border invasion near the resected bile duct. 1st segment
parenchyma was intact; the proximal and distal borders
of the resected bile ducts showed no sign of tumor cells.

During April till September 2015 according to
non-radical surgery type (R1) and lymph node involve-
ment the patient underwent 6 courses of systemic

chemotherapy repeating each 28 days in the following
regimen: gemcitabine 1000 mg/m2 intravenously at
1st, 8th and 15th day, capecitabin 1600 mg/m2 daily
on the 1st-14th days. Hematological toxicity of the 3rd
grade (thrombocytopenia, neutropenia, anemia) was
observed between courses.

Control complex examination after three courses of
systemic chemotherapy on the 14th of July 2015 (in-
cluding abdominal MRI with contrast enhancement
and chest x-ray) revealed no sign of progression. Tumor
marker levels (CEA, CA-199) were within normal val-
ues. It was decided to create an interventional punc-
ture biliodigestive anastomosis. Previously fixed por-
tion of duodenum was punctured through the bile duct
stump with 20G needle under fluoroscopic guidance.
The confirmation of the needle tip in the cavity of the
hollow organ was obtained. After that 0,038 J-conduc-
tor was put through the needle by which a manipula-
tive 5F catheter was introduced (fig.3.1). The next step
was a 7F cholangiostomic catheter installation (fig.3.2)
to manage external-internal pass.

The complex control examination held on the
10/06/2015 (including abdominal MRI with contrast
enhancement and chest CT) showed no sign of tu-
mor progression. Inhomogeneity of liver parenchyma
was noted with thickening of soft tissue around the
bile duct stump. The stump caliber was 6 mm, seg-
mental ducts — 3 mm. Tumor marker levels: CEA =
2,0 ng/ml, CA-199 = 15,0 U/ml. Control cholangiogram
from 11/02/2015 demonstrated adequate bile drain-
age function thus 7F catheter was replaced by 12F one
with the source imitator (fig.3.3.) installation to per-
form intraductal radiotherapy as the next step in com-
bined treatment strategy.

From 11/02/2015 to 11/19/2015 in order to reduce
the risk of continued tumor growth in the area of mi-
croscopically nonradical surgery (liver parenchyma
near the intersection of the left bile ducts) intraductal
radiotherapy was performed on the left lateral sectoral
and 3rd segmental ducts (from the 1st to the 7th mark,
the length of the active line was 50 mm, the distance
from the center of the source was 10 mm, fig.3.3). An
18-channel microSelectron HDR device was used for
the radiotherapy. Ir192 was a source of radiation with
a normal activity of 10 Ci. Twelve sessions of 4 Gy were
performed, the course dose was 60 Gy by the isoeffect.

In case of a very high probability of post-beam stric-
ture of biliodigestive anastomosis development as well
as tumor relapse risk — cholangiostomic drainage was
kept until June 2017 to prevent obstructive jaundice.
The drainage was changed each 3 month with checking
of its location and correction if necessary. The internal
part of the drainage was located in the duodenal bulb
cavity, the external end was blocked.
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Control complex examination data from 06/06/2017
(including abdominal MRI with contrast enhancement,
chest X-ray and cholangiography) showed no evidence
of tumor progression. Bile ducts widening was within
previous values (up to 6 mm for biliodigestive anasto-
mosis region, 3 mm for segmental ducts). Tumor mark-
ers level: CEA = 1.52 ng/ml, CA-199 = 0.63 U/ml.

06/05/2017 (19 months after an interventional
anastomosis creation) cholangiostomic catheter was
moved under fluoroscopic guidance so that its internal
end was placed above biliodigestive anastomosis lev-
el. In this condition anastomosis remained complete-
ly passable, no stricture signs were observed (fig.4.1).
Cholangiostomic drainage was blocked. 4 days later
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(06/09/2017) control cholangiogram data depicted
complete opening of the anastomosis with no sign of
bile ducts widening (fig.4.2.). Cholangiostomic catheter
was ejected.

Complex control examination data from 03/14/2018
(including abdominal MRI with contrast enhance-
ment and chest fluoroscopy) showed no sign of tumor
progression. Duodenoscopy revealed bile admission
through a tiny defect in the upper duoudenum bulb
wall.

Control examination taken in May of 2019 (MRI
data — fig.4.3) revealed no sign of tumor progression
or biliary hypertension. Tumor markers level: CEA =
1.26 ng/ml, CA-199 =0 U/ml.

Fig. 4. Steps of cholangiostomic drainage ejection and dynamic
abdominal MRI data

Fig. 4.1. Control cholangiogram data from 06/05/2017 depict the lo-
cation of the apex of direct 10F drainage is proximal to biliodigestive
anastomosis. Contrast agent (white arrows) admission into duode-
nal cavity through the formed channel (red arrows) is complete and
fluent

Puc. 4. ducrynoxonaHruorpadpua nepes yaaneHMeM X0NaHrMOCTO-
mMuyeckoro gpeHaxka u MPT npu guHamuyeckom HabntogeHun
Puc. 4.1. KoHTponbHan xonaHrmorpadusa 05.06.2017, BepxyLuKa npa-
moro gpeHaxa 10F ycTtaHoBneHa npoKkcMmasnbHee buavoamurectTms-
Horo coyctbsa. KoHTpacTHoe BeliecTBo (6enble cTpenku) cBoboaHO
nocTynaet no cGopMUpPOBaHHOMY KaHasy (KpacHble CTPesIKM) B npo-
cset 121K

Fig. 4.2. Cholangiogram data from 06/09/2017 shows the absence of
left lobe bile ducts widening. Contrast agent fluently admits duode-
nal cavity by the formed channel (red arrows)

Puc. 4.2. KoHTponbHasa xonaHruorpadpma 09.06.2017 (Ha 4 cyTku
nocne nepeKkpbITUA XONAHTMOCTOMbI). YKenuHble NPOTOKM /IeBOoM
[0V NeYeHN He paclumpeHbl. KOHTpacTHoe BelecTBo cBO60AHO NO
chopmMMPOBaHHOMY KaHany (KpacHble CTpeskun) NocTynaeT B NpocBeT
12NK

Fig. 4.3. Abdominal MRI data from 05/07/2019. T2-weighted images,
frontal projection. Liver resection border shows no sign of tumor re-
growth. Minimal widening of bile ducts in the remaining liver paren-
chyma remains stable (white arrows)

Puc. 4.3. MP-Tomorpammbl Npu AMHAMUYECKOM HabnogeHun ot
07.05.19. T2-n3obparkeHus, GpoHTaNbHaA NPOEKLUA: NO Kpato pese-
LMPOBaHHOM neYeHu - 6e3 BUANMbIX NaToNorMYeckux obpasosaHmii,
COXPaHAETCA MMHUMA/IbHOE PaCLLUMPEHME KeNUHbIX MPOTOKOB OCTaB-
Lweica neyeHn (6enble CTPenkn)
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DISCUSSION

Surgical treatment is a potentially radical method
for intrahepatic bile duct cancer patients. It is reason-
able to value the use of local destruction methods or
radiotherapy variety, as well as chemoinfusion or he-
patic artery chemoembolization, and, finally, — sys-
temic chemotherapy in case if surgery is impossible [4].

In case of little tumor size with isolated liver lesion
the usefulness of surgery usually leaves no doubt. The
prevalence of systemic chemotherapy in case of hema-
togenous or implant metastases is also obvious. Treat-
ment strategy for patients with no sign of distant tumor
metastases but having such negative prognostic factors
as lymph node metastases, multiple liver lesions, vessel
and/or extrahepatic bile ducts invasion with obstruc-
tive jaundice development still remains discussable [1].

In such cases the current conservative treatment
strategies with application of radiotherapy, systemic and
regional chemotherapy attract firstly by their relative
safety and by increasing effectiveness [6, 7, 8]. Combina-
tion of gemcitabine, cisplatin and nab-paclitaxel allowed
to reach a partial answer to therapy in 45% of cases [9].
For some of the previously inoperable patients (12.5-
36.4%) liver resection can be performed after induction
chemoradiotherapy is applied and then, in RO-surgery
cases it can help to achieve survival results comparable
to the ones for primary resectable cases [5, 10].

Taking a review of the presented case it’s worth not-
ing that the usefulness of preoperational therapy was
also discussed. Such factors as reasonable doubt in sur-
gery radicalism and lymph node enlargement revealed
by MRI pushed to use preoperative therapy however,
there was no confidence that chemotherapy would be
provided completely taking in account BMI < 15 and a
source of infection existence (cholangitis and cholangio-
genic abscesses) which was significantly hard to sanitize.
It is also important to underline that the actual chemo-
therapy regimen for cholangiocarcinoma patients in
2014th year was gemcitabine and cisplatin combination:
in case of its usage only 19% of objective answer was
expected and less than half of patients included in the
cited study managed to finish the complete course [11].

The presence of enlarged lymph nodes suspicious
to be metastatic in liver hilar region, behind pancre-
atic head and along common hepatic artery made the
usefulness of local or regional therapy methods very
doubtful. Persistence of infection in the undrained liv-
er segments leading to cholangiogenic abscesses for-
mation also significantly reduced the safety of these
methods. During surgery lymph node metastases were
proved as well as persistence of purulent cholangitis in
spite of separate bilateral bile ducts drainage per-
formed. According to mentioned above reasons it was

decided not to perform reconstructive step on site of
surgery which required further creation of an interven-
tional biliodigestive anastomosis.

Because of poor results of surgical treatment for
cholangiocarcinoma patients, the search for effective
methods of additional therapy is justified. Preopera-
tive therapy in inductive variety was discussed above
while neoadjuvant treatment in case of deliberately
resectable tumors is not recommended [12]. Standard
adjuvant chemotherapy for biliary cancer patients is
presented by capecitabine usage in monoregimen after
BILCAP work is published [13]. There are no random-
ized trials which demonstrate the advantages of other
schemes in adjuvant regimen compared to common
cohort [14], but their usage can be justified in case of
unfavorable factors are revealed [15, 16].

By the way, we could not rely on the above-men-
tioned modern sources at those time, however, tak-
ing into account nonradical surgery results the use-
fulness of postoperative treatment was doubtless;
besides that, Murakami et al. suggested that addition
of adjuvant chemotherapy improves the long-term
survival results in lymph node invasion patient group
[17]. In order to reduce the risk of distant progression
chemotherapy was performed for 6 month in combi-
nation of gemcitabine and capecitabine. Intraductal
radiotherapy was performed on the left lateral sectoral
and 3rd segmental ducts (the area of maximum local
relapse risk) after the systemic treatment and excep-
tion of further tumor progression according to abdom-
inal MRI and chest CT data were finished. This type of
radiotherapy was chosen for its maximum safety and
accuracy of impact.

By the time of publication (4 years after the surgery)
the patient is alive and has no complaints. ECOG 0,
weight 42 kg, BMI = 17.7. Clinical and diagnostic exam-
ination data show no sign of tumor progression.

CONCLUSION

Reported clinical case demonstrates the result of
successful use of individual combined treatment strat-
egy for the patient with cholangiocellular liver can-
cer with extrahepatic bile ducts and regional lymph
nodes invasion. Interventional methods were used to
reduce the clinics of jaundice and cholangitis, biliary
reconstruction and radiation source admission. Surgi-
cal stage was presented by R1-extensive resection. Sys-
temic chemotherapy scheme selected in account with
available at the time information sources and drugs as
well as intraductal radiotherapy use allowed to reach
good results in the difficult clinical condition: by the
time of the article preparation (May of 2019) the pa-
tient was alive and had no sign of tumor progression.
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