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Abstract

Background: Intraductal papillary neoplasm of the bile ducts (IPNB) is a rare disease in Western

countries. The aim of this study was to compare tumor characteristics, management strategies, and

outcomes between Western and Eastern patients who underwent surgical resection for IPNB.

Methods: A multi-institutional retrospective series of patients with IPNB undergoing surgery between

January 2010 and December 2020 was gathered under the auspices of the European-African Hepato-

Pancreato-Biliary Association (E-AHPBA), and at Nagoya University Hospital, Japan.

Results: A total of 85 patients (51% male; median age 66 years) from 28 E-AHPBA centers were

compared to 91 patients (64% male; median age 71 years) from Nagoya. Patients in Europe had more

multiple lesions (23% vs 2%, P < .001), less invasive carcinoma (42% vs 85%, P < .001), and more

intrahepatic tumors (52% vs 24%, P < .001) than in Nagoya. Patients in Europe experienced less 90-day

grade >3 Clavien-Dindo complications (33% vs 68%, P < .001), but higher 90-day mortality rate (7.0% vs
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0%, P = .03). R0 resections (81% vs 82%) were similar. Overall survival, excluding 90-day postoperative

deaths, was similar in both regions.

Discussion: Despite performing more extensive resections, the low perioperative mortality rate

observed in Nagoya was probably influenced by a combination of patient-, tumor-, and surgery-related

factors.
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Introduction

In 2019, the World Health Organization (WHO) updated its
definition of intraductal papillary neoplasms of the liver and bile
ducts (IPNB), characterizing them as a grossly visible premalig-
nant neoplasm with intraductal papillary or villous growth of
biliary-type epithelium.1 The WHO classification system ac-
knowledges that IPNB can progress from low-to high-grade
dysplasia, and may harbor an invasive carcinoma component.
IPNB can arise in either intrahepatic or extrahepatic bile ducts,
with incidences varying depending on geographic location. The
highest incidence rates are found inEasternAsian countries,where
IPNBaccounts for 10–38%of all bile duct tumors. In comparison,
IPNB is less common in North America and in Europe. IPNB can
present as a single or multiple tumors, it may cause bile duct
dilatation, or even be radiographically undetectable. Although
IPNB is a sporadic disease without familial aggregation, certain
risk factors have been identified in Asian countries. These include
sclerosing cholangitis, hepatolithiasis, and clonorchiasis.
Despite meeting the criteria to be classified as a rare disease,

IPNB is not always recognized as such,2 while a more prevalent
counterpart of the pancreas— intraductal papillary mucinous
neoplasm (IPMN)— is recognized.3 This discrepancy highlights
the need for greater awareness and recognition of a rare disease like
IPNB to ensure that patients receive appropriate care and support.
Limited evidence on IPNB in Western countries has been

published, including case reports and small cohort studies from
US and Europe with less than 50 patients.4–6 A rough estimate,
based on a recent multicenter study, indicated that 6% of
members of the European-African Hepato-Pancreatic-Biliary
Association (E-AHPBA) managed only 85 patients with IPNB
over ten years.7 This highlights the importance of learning from
the experience gained in Eastern Asian countries, where IPNB is
HPB 2024, 26, 565–575 © 2024 International Hepato-P
more common but still qualifies as a rare disease. Over the past
decade, approximately fifteen studies conducted in East Asia have
reported survival data for a median (IQR [inter-quartile range])
of 101 (58–147) IPNB patients per study (Supplementary
Table 1).8,9,18–22,10–17 However, to the best of our knowledge,
no study has yet compared patient and tumor characteristics,
surgical management strategies, and long-term outcomes be-
tween IPNB patients in Western and Eastern countries.
Patients and methods

The steering committee of the recent multicenter study spon-
sored by the E-AHPBA hypothesized that conducting a
comparative analysis could provide valuable knowledge to
improve current IPNB management strategies in the West. As a
result, the committee invited the team from Nagoya, Japan, a
center with extensive experience in IPNB patients, to participate
in the study by providing data from their electronic medical
records. The team agreed to collect the same variables that had
been used in the European multicenter study in order to ensure
consistency and comparability.

Study design
This was an observational retrospective and comparative study of
surgically-resected patients with IPNB between January 1, 2010,
and December 31, 2020, at centers represented by members of
the E-AHPBA, and at Nagoya University Graduate School of
Medicine, Japan. The study protocol was approved by the ethics
committee of the Vall d’Hebron Hospital, Barcelona, Spain (PR
[AG]469/2021), and informed consent was waived for this
Health Insurance Portability and Accountability Act (HIPAA)
compliant study. Planning and analysis was carried out according
to the STROCCS Reporting Guidelines for Cohort Studies.23
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.
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Demographics, baseline characteristics, and
diagnosis
In addition to demographic data and past surgical history, body
mass index, American Society of Anesthesiology (ASA) score,
Eastern Cooperative Oncology Group (ECOG) performance
status, Charlson Comorbidity Index (CCI),24 biliary symptoms,
serum bilirubin and CA-19.9 levels, and presence of hepatoli-
thiasis or clonorchis infestation were recorded.

Surgical procedures and intraoperative events
Surgical procedures were selected based on location and exten-
sion of tumors. In Nagoya, two standard surgical procedures
were basically used in the management of patients with IPNB: 1)
major hepatectomy with caudate lobectomy and resection of the
extrahepatic biliary tract, and 2) pancreatoduodenectomy with
complete excision of the extrahepatic biliary tract. Bile duct
resection alone was an exceptional option restricted to patients
with poor performance status. Hepato-pancreatoduodenectomy
was undertaken in selected patients with widely extended IPNB.
On the contrary, the surgical options were diverse in Europe.
Intraoperative events were graded according to the Satava clas-
sification.25 Surgical approach, as well as operative time, esti-
mated blood loss (EBL), and need for blood product transfusion
were recorded. The finding of intraluminal mucin intra-
operatively was identified.

Postoperative course
Length of intensive care unit (ICU) and hospital stay, and 90-day
morbidity according to the Clavien–Dindo classification were
recorded.26 Bile leak,27 post-hepatectomy liver failure,28 post-
operative hemorrhage,29 pancreatic fistula,30 delayed gastric
emptying,31 according to International Study Group of Liver
(ISGLS) or Pancreatic Surgery (ISGPS), and other major medical
complications were identified. Episodes of ICU or hospital
readmission, or reintervention during the first 90 days were
identified. Adjuvant and salvage treatments were collected. Dates
of recurrence, last follow-up and death were recorded.

Pathology
The number and diameter of the lesions and their intrahepatic or
extrahepatic location were identified. In addition, the number of
lymph nodes harvested and invaded was recorded. The degree of
dysplasia was graded low or high according to the criteria used
for intraepithelial lesions of the pancreatobiliary tract.1,32 Addi-
tional features included presence of intraluminal mucin, stromal,
vascular, lymphatic, or perineural invasion. Involvement of the
resection margin was examined.33

Data collection and statistical analysis
Anonymized data were collected using Research Electronic Data
Capture (REDCap) tools34 (REDCap®, Research Electronic Data
Capture, University of Vanderbilt, Nashville, Tennessee, US)
hosted at Asociación Española de Gastroenterología (AEG; www.
HPB 2024, 26, 565–575 © 2024 International Hepato-P
redcap.aegastro.es). Descriptive statistics were used for patient
demographic, tumor characteristics, and perioperative out-
comes. Quantitative variables are reported as median and
interquartile range (IQR), and categorical variables as absolute
and relative frequencies. Differences between groups of patients
were compared using the Chi-square test or Fisher’s exact test for
categorical data, the T-test for quantitative parametric data, and
the Mann–Whitney U test for quantitative non-parametric data.
Overall survival (OS) was calculated from the date of surgery to
the date of death from any cause or last follow-up. Progression-
free survival (PFS) was defined by the interval between surgery
and diagnosis of recurrence, or last follow-up or death in patients
without recurrence. Survival curves were constructed by the
Kaplan–Meier method and were compared using the log-rank
test. P values of less than .05 were considered statistically sig-
nificant. All analyses were performed using RStudio, version
1.2.5001 (Integrated Development for R. RStudio, Inc., Boston,
MA, USA).
Results

Demographic and baseline characteristics
Baseline patient characteristics are summarized in Table 1.
Eighty-five patients from E-AHPBA affiliated centers and 91
patients from Nagoya were compared. Briefly, European patients
were younger, most of Caucasian descent, and had higher BMI
and ASA scores, worse performance status, and less comorbid-
ities as measured by the CCI. At presentation, patients in Europe
had lower CA 19.9 levels, and were more frequently symptom-
atic, with higher rates of painless jaundice and acute cholangitis
as the initial symptoms. Only two European patients had hepa-
tolithiasis, whereas none in Nagoya had either hepatolithiasis or
Clonorchis infestation.

Surgical procedures
A laparoscopic approach was performed in 15.3% of European
patients, whereas all patients in Nagoya underwent open surgical
resection. Operative time and EBLwere lower in Europe. Surgical
procedures and additional intraoperative findings are summa-
rized in Table 2. A similar proportion of liver and pancreas re-
sections were done in both cohorts, but more extensive
resections, including caudate lobectomy and complete extrahe-
patic bile duct excisions were performed in Nagoya. Hepato-
pancreatoduodenectomy was exclusively performed in Nagoya
in twelve patients.

Postoperative outcomes
Postoperative 90-day major complications occurred less
frequently in European patients (Table 3). Specifically, hepato-
pancreato-biliary (HPB)-related complications, including post-
hepatectomy liver failure and clinically relevant postoperative
pancreatic fistula were less frequent in European patients; on the
other hand, hemorrhage was more frequent in Europe, whereas
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.
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Table 1 Demographic and baseline characteristics

Europe, n [ 85 Nagoya, n [ 91 P value

Age, years, median (IQR) 66 (55–72) 71 (67–77) <.001

Sex ratio M:F, n (%) 43:42 (50.6:49.4) 58:33 (63.7:36.3) .11

Ethnicity, n (%) <.001

Asian 3 (3.5) 91 (100.0)

Caucasian 74 (87.1) 0

African 4 (4.7) 0

Latin 4 (4.7) 0

BMI, kg/m2, median (IQR) 25.8 (23.1–28.2) 21.8 (19.9–23.6) <.001

ASA score, n (%) <.001

I 12 (14.1) 42 (46.2)

II 52 (61.2) 49 (53.8)

III 20 (23.5) 0

IV 0 0

Unknown 1 (1.2) 0

ECOG performance status, n (%) <.001

0 49 (57.6) 84 (92.3)

1 30 (35.3) 6 (6.6)

2 6 (7.1) 1 (1.1)

3 0 0

4 0 0

Charlson Comorbidity Index (CCI)

Score, median (IQR) 4 (2–5) 5 (4–6) <.001

Estimated 10-year survival, %, median (IQR)a 53 (21–77) 21 (21–53) <.001

Past surgical history, n (%) 30 (35.3) 22 (24.2) .15

� Cholecystectomy 13 (15.3) 2 (2.2)

� Liver resection 1 (1.2) 3 (3.3)

� Pancreatic resection 0 2 (2.2)

� Bile duct surgery 2 (2.4) 5 (5.5)

� Other supra-mesocolic surgery 1 (1.2) 6 (6.6)

� Infra-mesocolic surgery 11 (12.9) 10 (11.0)

Preoperative symptoms, n (%)

� Asymptomatic 22 (25.9) 43 (47.3) .01

� Abdominal pain 34 (40.0) 23 (25.3) .05

� Jaundice 38 (44.7) 18 (19.8) <.001

� Acute cholangitis 19 (22.4) 8 (8.8) .02

Preoperative lab, median (IQR)

Bilirubin, mg/dL 4.3 (1.0–9.0) 1.6 (1.0–4.3) .01

CA 19.9, U/mL 11 (2–41) 23 (10–50) .002

Associated conditions, n (%)

Hepatolithiasis 2 (2.4) 0 .23

Clonorchis infestation 0 0 .65

�, items with multiple possible answers.
a , Estimated 10-year survival according to the Charlson Comorbidity Index, is calculated based on the patient’s comorbidities and is irrespective of
the type of IPNB lesion.
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Table 2 Intra-operative details and surgical procedures

Europe, n [ 85 Nagoya, n [ 91 P value

Surgical approach, n (%) <.001

Open 72 (84.7) 91 (100.0)

Laparoscopic 13 (15.3) 0

Intraoperative events (Satava), n (%) .48

No intraoperative events 78 (91.8) 85 (93.4)

Excessive blood loss, damage (no conversion) 5 (5.9) 6 (6.6)

Conversion or major change to planned operation 2 (2.4) 0

Intraoperative death 0 0

Intraluminal mucin, n (%) 18 (21.2) 27 (29.7) .26

Operative time, min, median (IQR) 357 (254–428) 514 (431–617) <.001

Estimated blood loss, mL, median (IQR) 300 (100–500) 860 (589–1335) <.001

Peri-operative pRBC transfusion, n (%) 18 (21.2) 28 (30.8) .20

pRBC units transfused, median (IQR) 2 (2–3) 6 (4–6) .09

Liver resection, n (%) 49 (57.6) 63 (69.2) .15

Type of liver resection, n (%)

� Atypical/Non-anatomical 3 (3.5) 0

� Left lateral sectionectomy (2 & 3) 4 (4.7) 0

� Left hemi-hepatectomy (2, 3 & 4) 26 (30.6) 19 (20.9)

� Right anterior sectionectomy (5 & 8) 0 1 (1.1)

� Right posterior sectionectomy (6 & 7) 0 1 (1.1)

� Right hemi-hepatectomy (5, 6, 7 & 8) 5 (5.9) 29 (31.9)

� Extended right hepatectomy (4, 5, 6, 7 & 8) 5 (5.9) 5 (5.5)

� Extended left hepatectomy (2, 3, 4, 5 & 8) 2 (2.4) 8 (8.8)

� Segment 4 wedge resection 2 (2.4) 0

� Segment 5 wedge resection 1 (1.2) 0

� Anatomical resection segment 1 11 (12.9) 61 (67.0)

Pancreas resection, n (%) .17

Pancreatoduodenectomy 26 (30.6) 39 (42.9)

Total pancreatectomy 1 (1.2) 0

Hepato-pancreatoduodenectomy 0 12 (13.2)

Bile duct procedures, n (%)

� Cholecystectomy 61 (71.8) 74 (81.3)

� Bile duct resection + hepatico-jejunostomy 53 (62.4) 84 (92.3)

� Intraoperative cholangioscopy 5 (5.9) 0

� Intraoperative cholangiography 6 (7.1) 0

� Other bile duct surgical procedure 5 (5.9) 0

�, items with multiple possible answers.
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bile leak and delayed gastric emptying rates were similar in both
cohorts. Patients in Europe had shorter hospital stays and higher
90-day readmission rates. Within the first 90 days, six patients
(7.1%) died in Europe whereas there was no mortality in Nagoya.

Pathologic analysis
More patients in Europe had intrahepatic and multiple IPNB
lesions (Table 4). The diameter of the largest lesion and the
HPB 2024, 26, 565–575 © 2024 International Hepato-P
proportion of patients with mucin secretion were similar in both
cohorts. It is noteworthy that none of the Nagoya patients had
low- or high-grade dysplasia or adenoma. Consequently, more
patients from Nagoya had invasive carcinoma. Stromal, vascular,
lymphatic and perineural invasion is depicted in Table 4. The
proportion of patients with R0 resection was similar in both
cohorts. In Europe, both the lymph node dissection rate (71.8%
vs 90.1%, P < .001) and number of lymph nodes harvested were
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.



Table 3 Post-operative outcomes

Europe, n [ 85 Nagoya, n [ 91 P value

ICU admission, n (%) 53 (62.4) 80 (87.9) <.001

Length of ICU stay, days, median (IQR) 2 (1–5) 1 (1–1) <.001

Length of hospital stay, days, median (IQR) 11 (6–20) 28 (20–39) <.001

90-day postop complications, Clavien–Dindo, n (%)

Grade � 3 28 (32.9) 62 (68.1) <.001

Bile leak, n (%) 13 (15.3) 22 (24.2) .20

Grades A/B/C 3/5/5 0/22/0

Liver failure, n (%) 7 (8.2) 19 (20.9) .03

Grades A/B/C 2/3/2 15/3/1

Postoperative hemorrhage, n (%) 12 (14.1) 4 (4.4) .048

Grades A/B/C 3/2/7 1/3/0

Postoperative pancreatic fistula, n (%) 13 (15.3) 36 (39.6) <.001

Biochemical leak/grade B/grade C 4/7/2 1/33/2

Delayed gastric emptying, n (%) 17 (20.0) 14 (15.4) .55

Grades A/B/C 6/9/2 9/5/0

ICU readmission, n (%) 6 (7.1) 3 (3.3) .43

Hospital readmission within 90 days, n (%) 17 (20.0) 3 (3.3) .001

Reoperation within initial 90 days, n (%) 12 (14.1) 2 (2.2) .008

90-day mortality, n (%) 6 (7.1) 0
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lower (6 [2–16] vs 11 [7–18], P = .009), but still within the
standards for biliary tract malignancies. However, the number of
positive lymph nodes was similar in both cohorts (Table 4).

Adjuvant therapy, recurrence, and survival
Adjuvant chemotherapy was administered to seven patients in
Europe and nine patients in Nagoya. Adjuvant external beam
radiation therapy was given to two patients in each cohort. During
a median follow-up of 24 (14–37) months, 17 (20%) patients in
Europe experienced disease recurrence in single (n = 9) or mul-
tiple (n = 8) locations. During a median follow-up of 39 (28–37)
months, 29 (31.9%) patients in Nagoya experienced disease
recurrence in single (n = 15) or multiple (n = 12) locations. Sites
of recurrence included the liver, bile duct, pancreas, lung, peri-
toneum, and supradiaphragmatic lymph nodes. Recurrence was
treated in 15 patients in Europe with either salvage chemotherapy
(n = 12) or surgical resection (n = 3), and in 11 patients in Nagoya
with either salvage chemotherapy (n = 1), radiotherapy (n = 1), or
surgical resection (n = 6). One of the nine patients with recur-
rence who underwent salvage surgery had a positive common bile
duct resection margin in the final pathology report and a
pancreatoduodenectomy was performed. The remaining eight
patients had an R0 resection after the index operation. A liver
recurrence occurred in seven patients and an isolated biliary
recurrence was detected in one patient. Unfortunately, no data on
the degree of atypia of the recurrent site or the type of procedure
performed in these patients was available, except for two inwhom
a liver non anatomical resection was performed. Median PFS was
HPB 2024, 26, 565–575 © 2024 International Hepato-P
not reached (NA) years (95% CI, 6.6 – NA) in Europe and 7.1
years (95%CI, 5.2 – NA) inNagoya (P = .63) (Fig. 1c). Actual PFS
at 1-, 3-, 5, and 10-years was 90% (95% CI 82–98), 75% (95% CI
62–91), 75% (95% CI 62–91), and 57% (95% CI 31–100),
respectively, in Europe; and 92% (95%CI, 86–98), 79% (95%CI,
70–90), 63% (95% CI, 50–79), and not reached, respectively, in
Nagoya.
During follow-up, 23 patients (26.7%) from Europe and 20

patients (22.0%) from Nagoya died. Median OS was 5.72 years
(95% CI, 4.19–NA) in Europe and NA years (95% CI, NA–NA)
in Nagoya (P = .033) (Fig. 1a). Actual OS at 1-, 3-, 5-, and 10-
years was 92% (95% CI, 86–98), 73% (95% CI, 61–86), 63%
(95% CI, 50–82), and 31% (95% CI, 12–81), respectively, in
Europe; and 97% (95% CI, 93–100), 89% (95% CI, 82–96),
69% (95% CI, 58–82), and 66% (95% CI, 54–80), respectively,
in Nagoya. However, given that 90-day postoperative mortality
was 7.1% in Europe and 0% in Nagoya, a subsequent analysis
excluding perioperative deaths showed no difference in OS be-
tween both regions (Fig. 1b).
Next, a survival analysis was performed according to the

degree of invasion. Median OS of patients with invasive carci-
noma was 5.7 years (95% CI, 3.10–NA) in Europe, and NA (95%
CI, 5.3–NA) in Nagoya (P = .15) (Fig. 2a). Median PFS of pa-
tients with invasive carcinoma was NA (96% CI, 2.2–NA) in
Europe, and 7.1 years (95% CI, 4.8–NA) in Nagoya (P = .35)
(Fig. 2b). Similarly, no differences in median PFS were observed
in patients with non-invasive disease (i.e., low-grade dysplasia,
adenoma or carcinoma in situ) between both regions (Fig. 2c).
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.



Table 4 Pathology report

Europe, n [ 85 Nagoya, n [ 91 P value

Localization of the lesion(s), n (%)

Intrahepatic 44 (51.8) 22 (24.2) <.001

Extrahepatic above cystic duct 27 (31.8) 39 (42.9) .17

Extrahepatic below cystic duct 31 (36.5) 33 (36.3) 1.0

Number of lesions, n (%) <.001

Single 65 (76.5) 89 (97.8)

Multiple 20 (23.5) 2 (2.2)

Diameter of largest lesion, mm, median (IQR) 20 (15–33) 20 (15–30) .85

Presence of mucin, n (%) 27 (31.8) 32 (35.2) .75

Degree of atypia, n (%) <.001

Low-grade dysplasia/adenoma 24 (28.2) 0

High-grade dysplasia/carcinoma in situ 25 (29.4) 14 (15.4)

Invasive carcinoma 36 (42.4) 77 (84.6)

Invasion, n, yes/no/unknown

Stromal 16/59/10 49/42/0

Vascular 9/69/7 15/76/0

Lymphatic 9/64/12 23/68/0

Perineural 13/62/10 31/60/0

Resection margin status, n (%) .96

R0 69 (81.2) 75 (82.4)

R1 14 (16.5) 15 (16.5)

R2 1 (1.2) 1 (1.1)

Unknown 1 (1.2) 0

Lymph nodes harvested

Patients, n (%) 61 (71.8) 88 (90.1) <.001

Number, median (IQR) 6 (2–16) 11 (7–18) .009

Lymph nodes positive

Patients, n (%)a 11/47 (23.4) 13/91 (14.3) .27

Number, median (IQR) 3 (2–4) 2 (1–3) .21

a Two of 11 patients with positive lymph nodes in the European cohort, and one of 13 patients with positive lymph nodes in the Japanese cohort had
carcinoma in situ. The rates of nodal metastases were calculated by taking as denominator the sum of patients with carcinoma in situ and patients
with invasive carcinoma.
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Discussion

This international study compared two series of patients with
IPNB, a rare disease worldwide. Pathologic, perioperative and
survival outcomes were compared in two geographic regions of
the world with different disease prevalence and distinctive ge-
netic and environmental risk factors. Demographic differences
between European and Japanese patients were significant.
Median age of European patients was within the range described
by the WHO (50–70 years), whereas Japanese patients were
typically older.1 There was gender parity in Europe, whereas the
proportion of males affected by IPNB was higher in Nagoya. All
Japanese patients were of Asian descent, whereas 13% of Euro-
peans were non-Caucasian of Asian, African or Latin descent. A
noteworthy difference was also observed in body weight, with
HPB 2024, 26, 565–575 © 2024 International Hepato-P
European patients having a higher BMI compared to their Jap-
anese counterparts.
Jaundice was present as an initial symptom in 33% of 391

patients with IPNB, according to a systematic review including
10 studies worldwide. In the present series, only 18 (23.4%) of
the 77 Japanese patients with invasive carcinoma had jaundice
at onset. IPNB is frequently diagnosed at an early stage in
Japan, possibly owing to the regular health screenings con-
ducted in the country. This proactive approach enables the
asymptomatic identification of tumors, resulting in a lower
incidence of jaundice as a presenting symptom. Furthermore,
jaundice is less frequently observed in papillary tumors like
IPNB as compared to non-papillary tumors. This phenome-
non can likely be attributed to the inherent soft texture of
intraluminal papillary tumors in contrast to the infiltrative
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.
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nature of non-papillary neoplasias. Risk factors such as
hepatolithiasis and clonorchiasis, which are commonly linked
to IPNB in Eastern Asian countries, were not present in any of
the Japanese patients, and were only present in two European
patients.1

A minimally invasive approach was performed only in a mi-
nority of cases in Europe. The surgical protocol in Nagoya
consisted of more extensive resections which included bile duct
excision and lymph node dissection for the majority patients. As
a result, operative times were longer, intraoperative blood loss
was higher, and there was a greater likelihood of requiring blood
transfusion. Additionally, median length of hospital stays (28
days vs 11 days), Clavien–Dindo grade �3 complications (68%
vs 33%), postoperative liver failure (21% vs 8%), and post-
operative pancreatic fistula (40% vs 15%) were significantly
higher in Nagoya. On the other hand, 90-day readmission (3% vs
20%) and 90-day reoperation (2% vs 14%) rates were higher in
Europe.
Recently, a new classification system has been proposed that

distinguishes IPNB tumors into type 1 and type 2, based on their
similarity to their counterparts in the pancreas (i.e., IPMN).1

IPNB type 1 is less aggressive and often grows in intrahepatic
bile ducts. On the other hand, IPNB type 2 is more prone to
invasive carcinoma, commonly found in extrahepatic bile ducts,
and results in poorer postoperative outcomes.1 Our study
recruited patients operated on between 2010 and 2020, prior to
the updated WHO classification, and was therefore unable to
categorize tumors according to this system. Additionally, more
intrahepatic tumors, and fewer invasive carcinomas were found
in Europe. Based on the available data, it is possible to speculate
that tumors in Nagoya exhibit a more invasive behavior.
The oncogenic development of IPNB progresses in a stepwise

manner, from low-grade dysplasia to invasive carcinoma.1,6,35

According to a systematic review, 45% of IPNB tumors showed
dysplasia or adenoma, while 55% displayed carcinoma in situ or
invasive carcinoma.36 In Europe, over 40% of patients presented
with low- or high-grade dysplasia, whereas no patients in Nagoya
exhibited evidence of early-stage tumor progression. These
findings suggest that the two cohorts might potentially have
different evolutionary profiles.
To our knowledge, long-term outcomes of surgically resected

IPNBs in Western countries have been previously reported in
only two studies. A single-center study including 39 patients
from the US found a 5-year OS of 50%, while a European
multicenter study with 45 patients reported a 3-year OS of
76%.5,6 On the other hand, six studies from single centers in East
Figure 1 a) Overall survival of all patients; b) overall survival excluding

patients who died within 90 days postoperatively; c) progression-free

survival of patients with an R0 margin

ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.



Figure 2 a) Overall survival of patients with invasive carcinoma; b)

progression-free survival of patients with invasive carcinoma and an

R0 resection; c) progression-free survival of patients with non-invasive

disease (i.e., low-grade dysplasia, adenoma, carcinoma in situ)
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Asia showed a pooled 5-year OS of 64% (49–77.3).10–12,14,15,19 If
calculated from the date of surgery, the present study found a 5-
year OS of 63% (95% CI 50–82) in Europe, and 69% (95% CI
58–82) in Nagoya, which are within the range described in the
previous reports. In our current comparative study, we observed
that Japanese IPNB patients had fewer associated comorbidities,
as measured by ASA score and ECOG performance status, than
European patients. Furthermore, Europe exhibited an elevated
rate of postoperative morbidity within the 90-day timeframe.
This discrepancy can be elucidated by the increased volume of
cases handled and the methodological approach to surgical
resection adopted by a singularly dedicated HPB team based in
Nagoya. Excluding 90-day postoperative deaths, oncological
outcome after IPNB resection was similar between both regions.
Tumor multiplicity has been described to be an independent

prognostic factor of poor OS and PFS in patients with IPNB. A
study from Korea including 84 patients found that 5-year OS
(85.9% vs 50.7%) and 5-year PFS (74.1% vs 36.1%) were better
in patients with single than multiple tumors.9 Similarly, another
study from the same country including 120 patients reported
better 5-year PFS (85.1 vs 46.9%) in patients with a single tumor
than multiple lesions.16 In our previous European study we also
described better 5-year OS in patients with solitary lesions.7

On the other hand, a single-center study conducted in Japan,
which included 21 patients, demonstrated that those with
intrahepatic tumors had significantly better 5-year OS rates
(81.8% vs 45%) and 5-year PFS rates (81.8% vs 16.2%)
compared to those with extrahepatic tumors.17 Similarly, our
European cohort study also revealed that patients with intra-
hepatic lesions had better 5-year OS than those with extrahepatic
tumors.7 However, mortality outcomes cannot be solely attrib-
uted to the tumor location, as the proportion of patients with
intrahepatic tumors was lower in Nagoya compared to Europe.
Three studies from East Asia reported 5-year OS rate of 79%

(76–81) in a subgroup of patients with invasive carci-
noma.15,21,22 In our study, 5-year OS rate of patients with inva-
sive carcinoma was similar in both regions and slightly poorer
than in the above studies.
A limited number of studies from East Asia reported on PFS

based on subgroups of patients (i.e., intra vs extrahepatic, type 1
vs type 2, single vs multiple tumor).9,16–18 The current study
found no significant differences in PFS in both cohorts, nor in
the subgroup of patients with invasive carcinoma. Patients who
experienced disease recurrence received similar salvage or palli-
ative treatment strategies in both regions.
Apart from its retrospective design, the main weakness of this

study was the inclusion of patients from a multicenter cohort in
Europe and from a single center in Nagoya. However, data
collection using a single shared extraction form through a
common capture platform for both cohorts seemed a feasible way
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.
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to compare variables and outcomes consistently. The effort made
by the Nagoya group to adapt their data collection to the re-
quirements of the extraction form is to be commended. This study
was only a novel first step to bring together two scenarios of a rare
disease in two geographical regions of the world. The purpose was
to learn new therapeutic approaches that would serve to develop
quality improvement strategies in Western countries, where fewer
cases of this disease are diagnosed. A second weakness was not
segregating IPNB into types 1 and 2 according to the most recent
2019 WHO tumor classification. This initiative would have been
feasible in Nagoya but extremely difficult to carry out retrospec-
tively in Europe. Including the new classification in the evaluation
of new patients with IPNB in Western countries is highly
recommended. This updated approach can help enhance the ac-
curacy of disease staging and improve patient outcomes. The
revision of the pathology slides by the same pathologist applying
uniform diagnostic criteria was initially considered to enhance the
quality of the study. Unfortunately, this strategy was not feasible
with the available resources since the study included patients
operated on between 2010 and 2020 retrospectively collected from
multiple institutions. Additionally, the experience of pathologists
from European centers was presumably limited due to the low
volume of patients treated with this disease. Therefore, a decision
was made to consider the pathological diagnosis made by each
local pathologist, acknowledging this limitation while interpreting
the results. For the reasons described above, T stage was catego-
rized using intra-, perihilar, and extra-hepatic definitions.
Therefore, data regarding the T stage has not been provided.
Unfortunately, the degree of dysplasia of positive resection mar-
gins was not recorded separately.

Conclusions

This first comparative analysis of patients with IPNB from
Europe and Japan highlights differences in demographic factors,
underlying health conditions, tumor characteristics, and surgical
management between both regions. Despite performing more
extensive resections, the low perioperative mortality observed in
Nagoya is likely attributed to a combination of patient-, tumor-,
and surgery-related factors and to the expertise in the manage-
ment of these patients in Japan. Excluding 90-day postoperative
deaths, survival was similar in both regions. The wealth of
experience gathered by Asian centers could serve as a valuable
reference for potentially advancing the treatment of IPNB pa-
tients, refining management strategies, and enhancing patient
outcomes in Western countries.

Acknowledgments

The study was registered at https://www.researchregistry.com/with the
unique identification number (UIN) 8223.

Funding

This research did not receive any specific grant from funding agencies in the

public, commercial, or not-for-profit sectors.
HPB 2024, 26, 565–575 © 2024 International Hepato-P
Data availability statement

Due to the multicenter nature of the study, coordinators decided that raw data

would remain confidential and would not be shared.

Conflicts of interest

The other authors declare none related to the topic of the article.

References

1. WHO Classification of Tumors Editorial Board. (2019) Digestive system

tumors. Lyon (France): international agency for research on cancer;

2019. In WHO classification of tumours series (5th ed., vol 1). Digestive

system 2 http://publictions.iarc.fr/579.

2. Genetic and rare diseases (GARD) information center website.(2023).

https://rarediseases.info.nih.gov/.

3. Orphanet. (2023) The portal for rare diseases and orphan drugs. https://

www.orpha.net/consor/cgi-bin/index.php.

4. Tan Y, Milikowski C, Toribio Y, Singer A, Rojas CP, Garcia-Buitrago MT.

(2015) Intraductal papillary neoplasm of the bile ducts: a case report and

literature review. World J Gastroenterol 21:12498–12504.

5. Rocha FG, Lee H, Katabi N, Dematteo RP, Fong Y, D’Angelica MI et al.

(2012) Intraductal papillary neoplasm of the bile duct: a biliary equivalent

to intraductal papillary mucinous neoplasm of the pancreas? Hepatol-

ogy 56:1352–1360.

6. Schlitter AM, Born D, Bettstetter M, Specht K, Kim-Fuchs C, Riener MO

et al. (2014) Intraductal papillary neoplasms of the bile duct: stepwise

progression to carcinoma involves common molecular pathways. Mod

Pathol 27:73–86.

7. Lluís N, Serradilla-Martín M, Achalandabaso M, Jehaes F, Dasari BVM,

Mambrilla-Herrero S et al. (2023) Intraductal papillary neoplasms of the

bile duct: a European retrospective multicenter observational study (EUR-

IPNB Study). Int J Surg. https://doi.org/10.1097/JS9.0000000000000280.

8. Kim KM, Lee JK, Shin JU, Lee KH, Lee KT, Sung JY et al. (2012)

Clinicopathologic features of intraductal papillary neoplasm of the bile

duct according to histologic subtype. Am J Gastroenterol 107:118–125.

9. Kang MJ, Jang JY, Lee KB, Han IW, Kim SW. (2013) Impact of

macroscopic morphology, multifocality, and mucin secretion on survival

outcome of intraductal papillary neoplasm of the bile duct.

J Gastrointest Surg 17:931–938.

10. Onoe S, Shimoyama Y, Ebata T, Yokoyama Y, Igami T, Sugawara G

et al. (2014) Prognostic delineation of papillary cholangiocarcinoma

based on the invasive proportion: a single-institution study with 184

patients. Surgery 155:280–291.

11. Luvira V, Pugkhem A, Bhudhisawasdi V, Pairojkul C, Sathitkarnmanee E,

Luvira V et al. (2017) Long-term outcome of surgical resection for

intraductal papillary neoplasm of the bile duct. J Gastroenterol Hepatol

32:527–533.

12. Wan X, Shi J, Wang A, Xie Y, Yang X, Zhu C. (2017) Gallbladder papillary

neoplasms share pathological features with intraductal papillary

neoplasm of the bile duct. Oncotarget 8:31532–31539.

13. Nanashima A, Imamura N, Sumida Y, Hiyoshi M, Hamada T,

Nagayasu T. (2018) Clinicopathological aspects and diagnostic prob-

lems in patients with intraductal papillary neoplasm of the bile duct.

Anticancer Res 38:2343–2352.

14. Kim JR, Lee KB, Kwon W, Kim E, Kim SW, Jang JY. (2018) Comparison

of the clinicopathologic characteristics of intraductal papillary neoplasm

of the bile duct according to morphological and anatomical classifica-

tions. J Korean Med Sci 33:1–13.
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.

https://www.researchregistry.com/
http://publictions.iarc.fr/579
https://rarediseases.info.nih.gov/
https://www.orpha.net/consor/cgi-bin/index.php
https://www.orpha.net/consor/cgi-bin/index.php
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref4
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref4
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref4
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref5
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref5
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref5
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref5
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref6
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref6
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref6
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref6
https://doi.org/10.1097/JS9.0000000000000280
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref8
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref8
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref8
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref9
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref9
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref9
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref9
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref10
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref10
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref10
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref10
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref11
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref11
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref11
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref11
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref12
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref12
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref12
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref13
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref13
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref13
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref13
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref14
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref14
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref14
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref14


HPB 575
15. Harada F, Matsuyama R, Mori R, Kumamoto T, Morioka D, Taguri M

et al. (2019) Outcomes of surgery for 2010 WHO classification-based

intraductal papillary neoplasm of the bile duct: case–control study of a

single Japanese institution’s experience with special attention to mucin

expression patterns. Eur J Surg Oncol 45:761–768.

16. Lee S, Kim MJ, Kim S, Choi D, Jang KT, Park YN. (2019) Intraductal

papillary neoplasm of the bile duct: assessment of invasive carcinoma

and long-term outcomes using MRI. J Hepatol 70:692–699.

17. Matsumoto T, Kubota K, Hachiya H, Sakuraoka Y, Shiraki T, Shimizu T

et al. (2019) Impact of tumor location on postoperative outcome of

intraductal papillary neoplasm of the bile duct. World J Surg 43:

1313–1322.

18. Kubota K, Jang JY, Nakanuma Y, Jang KT, Haruyama Y, Fukushima N

et al. (2020) Clinicopathological characteristics of intraductal papillary

neoplasm of the bile duct: a Japan-Korea collaborative study. J

Hepatobiliary Pancreat Sci 27:581–597.

19. Uemura S, Higuchi R, Yazawa T, Izumo W, Matsunaga Y, Shiihara M

et al. (2021) Prognostic factors for surgically resected intraductal

papillary neoplasm of the bile duct: a retrospective cohort study. Ann

Surg Oncol 28:826–834.

20. Onoe S, Ebata T, Yokoyama Y, Igami T, Mizuno T, Yamaguchi J et al.

(2021) A clinicopathological reappraisal of intraductal papillary

neoplasm of the bile duct (IPNB): a continuous spectrum with papillary

cholangiocarcinoma in 181 curatively resected cases. HPB 23:

1525–1532.

21. Youn JM, Hwang S, Ahn CS, Moon DB, Ha TY, Song GW et al. (2022)

Clinicopathological features and long-term outcomes of intraductal

papillary neoplasms of the bile duct of the liver: single-institution expe-

rience with 146 patients. J Gastrointest Surg 26:1394–1405.

22. Choi JU, Hwang S, Ahn C-S, Moon D-B, Ha T-Y, Song G-W et al. (2022)

Diagnostic and prognostic impact of fluorodeoxyglucose-positron

emission tomography in diagnosing intraductal papillary neoplasms of

the bile duct of the liver. Ann Surg Treat Res 102:335–341.

23. Mathew G, Agha R, STROCSS Grou p. (2021) STROCSS 2021:

strengthening the reporting of cohort, cross-sectional and case-control

studies in surgery. Int J Surg 96106165.

24. Roffman CE, Buchanan J, Allison GT. (2016) Charlson comorbidities

index. J Physiother 62:171.

25. Halls MC, Berardi G, Cipriani F, Barkhatov L, Lainas P, Harris S et al.

(2018) Development and validation of a difficulty score to predict

intraoperative complications during laparoscopic liver resection. Br J

Surg 105:1182–1191.
HPB 2024, 26, 565–575 © 2024 International Hepato-P
26. Dindo D, Demartines N, Clavien PA. (2004) Classification of surgical

complications: a new proposal with evaluation in a cohort of 6336 pa-

tients and results of a survey. Ann Surg 240:205–213.

27. Brooke-Smith M, Figueras J, Ullah S, Rees M, Vauthey JN, Hugh TJ et al.

(2015) Prospective evaluation of the International Study Group for Liver

Surgery definition of bile leak after a liver resection and the role of routine

operative drainage: an international multicentre study. HPB 17:46–51.

28. Rahbari NN, Garden OJ, Padbury R, Brooke-Smith M, Crawford M,

Adam R et al. (2011) Posthepatectomy liver failure: a definition and

grading by the international study group of liver surgery (ISGLS). Sur-

gery 149:713–724.

29. Rahbari NN, Garden OJ, Padbury R, Maddern G, Koch M, Hugh TJ et al.

(2011) Post-hepatectomy haemorrhage: a definition and grading by the

international study group of liver surgery (ISGLS). HPB 13:528–535.

30. Bassi C, Marchegiani G, Dervenis C, Sarr M, Abu Hilal M, Adham M

et al. (2017) The 2016 update of the International Study Group (ISGPS)

definition and grading of postoperative pancreatic fistula: 11 years after.

Surgery 161:584–591.

31. Wente MN, Bassi C, Dervenis C, Fingerhut A, Gouma DJ, Izbicki JR

et al. (2007) Delayed gastric emptying (DGE) after pancreatic surgery: a

suggested definition by the International Study Group of Pancreatic

Surgery (ISGPS). Surgery 142:761–768.

32. Schlitter AM, Jang KT, Klöppel G, Saka B, Hong SM, Choi H et al. (2015)

Intraductal tubulopapillary neoplasms of the bile ducts: clinicopatho-

logic, immunohistochemical, and molecular analysis of 20 cases. Mod

Pathol 28:1249–1264.

33. Campbell F, Feakins R. (2017) Dataset for the histopathological

reporting of carcinomas of the pancreas, ampulla of Vater and common

bile duct. www.rcpath.org.

34. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. (2009)

Research electronic data capture (REDCap) – a metadata-driven

methodology and workflow process for providing translational research

informatics support. J Biomed Inform 42:377–381.

35. Ainechi S, Lee H. (2016) Updates on precancerous lesions of the biliary

tract: biliary precancerous lesion. Arch Pathol Lab Med 140:1285–1289.

36. Gordon-Weeks AN, Jones K, Harriss E, Smith A, Silva M. (2016) Sys-

tematic review and meta-analysis of current experience in treating IPNB

clinical and pathological correlates. Ann Surg 263:656–663.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.org/10.

1016/j.hpb.2024.01.009.
ancreato-Biliary Association Inc. Published by Elsevier Ltd. All rights reserved.

http://refhub.elsevier.com/S1365-182X(24)00009-1/sref15
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref15
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref15
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref15
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref15
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref16
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref16
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref16
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref17
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref17
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref17
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref17
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref18
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref18
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref18
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref18
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref19
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref19
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref19
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref19
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref20
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref20
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref20
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref20
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref20
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref21
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref21
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref21
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref21
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref22
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref22
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref22
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref22
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref23
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref23
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref23
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref24
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref24
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref25
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref25
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref25
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref25
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref26
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref26
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref26
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref27
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref27
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref27
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref27
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref28
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref28
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref28
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref28
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref29
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref29
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref29
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref30
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref30
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref30
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref30
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref31
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref31
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref31
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref31
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref32
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref32
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref32
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref32
http://www.rcpath.org
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref34
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref34
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref34
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref34
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref35
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref35
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref36
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref36
http://refhub.elsevier.com/S1365-182X(24)00009-1/sref36
https://doi.org/10.1016/j.hpb.2024.01.009
https://doi.org/10.1016/j.hpb.2024.01.009

	Intraductal papillary neoplasms of the bile ducts: a comparative study of a rare disease in Europe and Nagoya, Japan
	Introduction
	Patients and methods
	Study design
	Demographics, baseline characteristics, and diagnosis
	Surgical procedures and intraoperative events
	Postoperative course
	Pathology
	Data collection and statistical analysis

	Results
	Demographic and baseline characteristics
	Surgical procedures
	Postoperative outcomes
	Pathologic analysis
	Adjuvant therapy, recurrence, and survival

	Discussion
	Conclusions
	Funding
	Data availability statement

	Acknowledgments
	Conflicts of interest

	References
	Appendix A. Supplementary data


