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Carcinoma of extrahepatic biliary tract is slow growing tumor but curative resection is rarely
successful. Radiation therapy has been introduced for enhancing palliation and possible longterm

survival.

We treated a case of advanced extrahepatic biliary tract carcinoma with high dose rate remote
afterloading system through T-tube as a initial irradiation postoperatively. We hope that this
treatment may affect not only ennancing palliation and better quality of life but also in local tumor

control.
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INTRODUCTION

Extrahepatic biliary tract tumor is usually slow
growing and its distant metastasis rate is relatively
low. But longterm survival after definitive resection
remains still very low probably due to early tumor
invasion into adjacent unresectable tissue. and
the exceedingly narrow tumor free margin obtained
even by survative surgery.

Since local-regional failure is the main cause of
treatment failure®®, this suggest the need of more
aggressive surgery and adjuvant postoperative
irradiation for imporving local control and survival.
But external irradiation has the limit in maximum
irradiation dose to achieve local control because of
normal tissue tolerance so that localized high dose
irradiation is necessary. Various technigue such as
intraoperative irradiation, interstitial implantation of
radioactive sources and iranscatheter irradiation
are suggested as a concentrating high dose irradi-
ation methods.

Authors used transcatheteric irradiation for
treatment of advanced extrahepatic biliary tract
carcinoma as a primary postoperative irradiation
followed by external irradiation with conentional
fraction. The technique and clinical advantages are
discussed.

CASE REPORT

A 57 year old woman was admitted in general

*surgery department of Yeung Nam University

Hosptial in September 1987 due to right upper
guadrant pain, frequent vomiting and jaundice. She
has suffered intermittent epigastric pain since 10
years ago and treated symptomatically.

In physical examination, skin was icteric and
infant fist sized hard mass was palpable on right
upper quadrant of abdomen, and her general con-
dition was poor.

A small sized stone was noticed by ultrasound
scanner. ERCP finding was extra-luminal compres-
sion of common bile duct. Abdominal CT showed 1
cm sized stone, dilated common bile duct and soft
tissue mass in GB fossa around pancreatic head
and paraaortic area.

Total bilirubin was 7.3 mg%, GOT 2551U/L, GPT
313 IU/L, and alkaline phosphotase was 2626 IU/L.

On Oct. 9th, T-tube cholecystectomy and partial
resection of tumor mass were performed because
of bulky mass and wide invasion. The biopsy
proved to be a adenosquamous carcinoma with
extension into surrounding soft tissue beyond ser-
osa. Maximum tumor area was marked with metal
clips for post-op. irradiation. On Nov. 5th, trans-
catheter irradiation through T-tube was performed
with dummy source under fluoroscopic guide as
pretreatment confirmation and irradiation dose
was calculated by Therac-2300 planning computer
(Fig. 1~3). Next day, a single dose of 1,500 rad was
delivered to 0.5 c¢cm radius with high dose rate,
remote afterloading system (RALS, Shimadzu) and
patient tolerated well. 1 week later, simulation was
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Fig. 1. Pretreatment evaluation with dummy source.

Arrow indicate irradiation area.

Fig. 2. lsodose curve in coronal plane.

performed for external irradiation (Fig. 4) and
correct field size were estimated and confirmed by
planning CT. Total 2,000 rad tumor dose was
planned with conventional fraction and patient fin-
ished all treatment without significant problems.

DISCUSSION

In spite of advances in early diaghosis and

Fig. 3. 1sodose curve in axial plane.

Fig- 4. Simulation film. Metal clips indicate the maxi-
mum turmor area and arrows show irradiating
area. Note the changed field (# 2) after planning
CT.

surgical techniques, cure rate of extrhepatic biliary
tract carcinoma is still very disappointing because
of low resectability and high surgical mortality rate.

Reported resectability of biliary tract is 0-34
%*" and operative mortality is 10-30%%.

Various 5 year survival were reported by many
authors from 5%% to 30%%* in patients with suc-
cessful resection. mean survival time of palliative
operated patients were 4 months?~7.5 mon® but 1



monthY-2.5 month® in patients with non-resectaibe
fumors.

Kopelson, et al? Pilepich and Lambert® anal-
yzed the spreading mode of extrahepatic biliary
tract cancer and reported that main cause of failure
was local-regional which was 81% of failure group
after even curative resection. Such a high local-
regional failure suggest the need of aggressive
adjuvant therapy postoperatively in all patients.

Various technigues and the advantages of exter-

nal beam irradiation were introduced by several -

authors as an adjuvant therapy but it has some
timitation due to unwanted internal damage and
in-applicability of high doseg!~3%87),
Intraoperative®™~'?  interstitial'®!® and transcatheter
irradiation®'” were proposed as localized high
dose irradiation to overcome the disadvantages of
external irradiation.

Transcatheter irradiation to overcome the dis-
advantages of external irradiation.

Transcatheter irradiation can deliver highly con-
centrated dose through PTC (percutaneous tran-
shepatic cholangiography)} catheter or T-tube by
using radionuclides such as '%%lr, 2%, cobalt,
cesium or radium sources. This techique has many
advantages such as delivering localized high dose
without morbidity of the surrounding normal tissue
and easy practice without anesthesia or operative
maneuvering etc. This can be used as initiating
local control or supplementary boost therapy, 2-4
week after completion of external beam irradiation,

Reported dose are 5,000 rad by transcatheteric
irradiation followed by 4,600 rad external
irradiation®. Herskovic et al.® confirmed the dis-
appearance of the lesion by angiographic studies
and he advocated that these combination tech-
nigue may enhance palliation and possibly affect
longterm survival.

Animal and clinical study about complication
were published®*!V Most authors reported no
significant complication upto 2,000 rad single irra-
diation. We irradiated with cobalt source (Shimad-
zu, RALS 2.91 Ci) through T-tube which was already
fixed by surgeon without any problem. Single 1,500
rad at 0.5 cm radius was given and planned 2,000
rad external beam irradiation 'due to poor patient
condition. We think that this dose of supplementary
external beam irradiation is lower than necessity
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because Todoroki et al.'V observed viable tumor
cell in intima and media of the artery after 2,500-3,
000 rad single dose irradiation.

Since this is our first experience, we think that
we need more studies and thorough evaluation of
advantages and disadvantages of this technique.
But we hope that this technique may enhance not
only the palliative effect but also local control and
longterm survival.
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