Maximum tumour dimension (Required)
Reason/Evidentiary Support

Size of the tumour is an important determinant of stage and should be recorded in all cases of both
HCC and CC. The maximum diameter, measured to the nearest millimeter, can be assessed both on
the unfixed or fixed specimen (unfixed specimen avoids underestimation resulting from formalin
fixation-induced shrinkage). For cases with multiple tumours, it has been recommended that size of
at least 5 largest tumour nodules should be provided,* while a range can be expressed for additional
tumour nodules.

Hepatocellular carcinoma

Large size (>5 cm) and multiple tumour nodules are unfavorable prognostic factors for patients with
HCC after hepatic resection.?* TNMS also uses a dimension of 2 cm to divide stage pT1into pTla
solitary HCC <2 cm irrespective of microvascular invasion and pT1b for patients with solitary HCC >2
cm without microvascular invasion. Tumour size is associated with the pathological grade of HCC,
the probability of vascular invasion, and with the prognosis of HCC patients, after potentially
curative treatments such as surgical resection and medical ablation.*” However, data on tumour size
are controversial. In a recent paper by Goh et al® the number of nodules (>3) but not the size has
been found an independent negative predictors of overall survival (0S). The study by Kluger et al®
also demonstrated that size alone is a limited prognostic factor.

Intrahepatic cholangiocarcinoma

Using a large multi-institutional data set, it has been noted that the prognostic importance of
tumour size in intrahepatic cholangiocarcinoma has a nonlinear threshold effect on prognosis.'® In
another study, unifocal intrahepatic cholangiocarcinoma <2cm diameter was shown to have a
superior prognosis after liver transplantation compared with larger or multifocal tumours.!

Perihilar cholangiocarcinoma

The maximum tumour dimension is more difficult to measure for perihilar cholangiocarcinoma, since
the extent of the tumour requires histological confirmation for accurate assessment. Both the linear
extent of the tumour along the bile duct, and the maximum diameter of any mass lesion should be
included, for correlation with pre-operative imaging.
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