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What Should be the Extent of Liver Resection  
for pT1b & pT2 Gall Bladder Cancers?

Introduction
Gall bladder cancer (Gbca) is the commonest cancer of the 

biliary tract [1]. It has a variable prevalence worldwide. Chile has 
an incidence as high as 7.5 per 100000 population, especially in 
American Indian females [2].

There is no effective treatment for gall bladder surgery 
except for surgery. It has a propensity for early lymph node 
metastases and direct invasion into the liver, and a tendency to 
seed the peritoneal cavity, biopsy tracts, and laparoscopic port 
sites. The overall 5-year survival rate is 5%-42.3%, even after 
radical resection of the tumour [3]. Surgical management for 
gallbladder cancer is variable and ranges of different operations 
are undertaken for the disease in different centers. This varies 
from simple cholecystectomy to extended liver resection with 
resection of common bile duct and lymphadenectomy [4]. The 
prognosis for patients with early GBCa, defined as pT1a/b lesions, 
shows a 5-year survival rate of 82%-100% [5]. The currently 
recommended treatment guidelines for GB cancer according 
to the European Society of Medical oncology (ESMO) include 
resection of at Segment IVB and V with portal lymph node (LN) 
dissection [6].

Discussion
There are two major issues that must be addressed when 

considering the optimal operation for gallbladder cancer, namely 
the extent of hepatic resection and the extent of the regional 
lymphadenectomy. The benefit of aggressive resection in early 
T-stage (T1) tumours that invade the muscularis remains a matter 
of some debate [7].

It is well established that for T1a tumours a simple 
cholecystectomy will suffice provided the resection margin is 
not involved, but there is some ambiguity in the management  

 
of T1b tumour. Some authors believe that T1b tumours should 
be considered as a localised disease because, perineural 
and lymphovascular invasion are rarely seen, and extended 
cholecystectomy does not improve the long-term survival in these 
patients. Whereas others believe pT1b GB cancer recurs more 
frequently than pT1a GB cancer and an extended cholecystectomy 
increases the long-term survival rate of patients with pT1b 
GB cancer [8]. Shirai et al. [9] reported 39 patients with Stage I 
cancers treated by simple cholecystectomy with a 100% 5-year 
survival rate. In a series of variously associated major surgical 
procedures, including biliary tract resection, major hepatectomy, 
pancreaticoduodenectomy and major colon surgery, performed 
for GB cancer, it was concluded that simple cholecystectomy is 
curative for stage I patients. An analysis done by Abramson et 
al suggested better survival for pT1b tumour that underwent a 
radical resection, but this analysis had its limitations [10].

Loco-regional lymph nodes are disposed along the main 
arteries and include the cystic duct, pericholedochal, hilar 
(hepatoduodenal ligament, inferior caval vein), peripancreatic 
(head), peri duodenal, periportal, coeliac, superior mesenteric and 
para-aortic lymphatic chains [11]. Wakai et al. [12] concluded that 
there was no survival benefit for performing a radical resection 
for T1b tumours, considering the morbidity and mortality rate 
of radical resections. In a multicentre Japanese study of 1686 
patients resected for gallbladder cancer: the rate of lymph node 
metastases was 2.5% in 201 patients with a pT1a tumour but 
increased to 15.5% in 165 patients with pT1b tumours. 

The surgical management of T2 GBCa remains controversial. 
In these patients, the appropriateness of simple cholecystectomy 
versus radical resection remains the subject of debate. Some 
groups believe that most T2 lesions require only simple 
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cholecystectomy, thus contending that radical resection is 
unnecessary and should be reserved for only a small subset of 
patients who meet certain pathological criteria. On the other hand, 
proponents of radical resection believe that all T2 lesions should 
be treated with radical resection, because 40% of these patients 
will have residual lymphatic disease after resection. The incidence 
of lymph node metastasis is significantly higher in patients with 
subserosal invasion >2 mm (63%) than in patients with invasion 
<2mm (27%) [13]. Some centres in the UK advocate a 3-month 
interval scan after incidental GBca in order to select patients that 
would benefit from major surgery [14].

In re-operative cases for T2 lesions, patients should be 
cautioned about the high possibility of not finding any residual 
disease in the resected specimen. In a review of ten years of re-
resection, residual tumour was found in all T3 tumours, but no 
residual hepatic disease was found in T2 tumours; overall 55 per 
cent of those undergoing re-resection had residual disease [15]. 

Finally, the controversial management of GBca is best 
described in an article by Kapoor et al. [16]. The author has 
discussed the management of GBca as western nihilism, Japanese 
aggressivism and the Indian “middle path”.

Conclusion
In conclusion, tumour biology and stage, not extent of 

resection, is the most important predictor of outcome after 
resection for GBca. The goals of definitive resection should 
therefore be cholecystectomy with end bloc resection of invaded 
organs (most commonly the liver) around the tumour to provide 
reasonable margins and to resect regional lymph nodes. A 
randomized trial would be helpful to decide the extent of liver 
resection in gall bladder cancer.
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