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for the management of hepatocellular carcinoma: 2017-2024
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Table 1. Current guidelines for the management of HCC across different regions

Asia

Europe

USA

KLCA-NCC

JSH

TLCA

APASL

APPLE

BSG

BCLC

EASL

ESMO

AASLD

NCCN

ASCO

AGA

2022 KLCA-NCC Korea practice guidelines for the
management of hepatocellular carcinoma

Management of hepatocellular carcinoma in Japan:
JSH consensus statements and recommendations
2021 update

Clinical practice guidelines for hepatocellular
carcinoma: The Japan Society of Hepatology 2021
version (5th JSH-HCC guidelines)

Management consensus guidelines for hepatocellular
carcinoma: 2023 update on surveillance, diagnosis,
systemic treatment and posttreatment monitoring
by the TLCA and the Gastroenterological Society of
Taiwan

Asia-Pacific clinical practice guidelines on the
management of hepatocellular carcinoma: a 2017
update

APASL clinical practice guidelines on systemic therapy
for hepatocellular carcinoma-2024

A changing paradigm for the treatment of
intermediate-stage hepatocellular carcinoma: APPLE
consensus statements

British Society of Gastroenterology guidelines for the
management of hepatocellular carcinoma in adults

BCLC strategy for prognosis prediction and treatment
recommendation: the 2022 update

EASL clinical practice guidelines: management of
hepatocellular carcinoma

Hepatocellular carcinoma: ESMO clinical practice
guidelines for diagnosis, treatment and follow-up

Updated treatment recommendations for
hepatocellular carcinoma from the ESMO clinical
practice guidelines

AASLD practice guidance on prevention, diagnosis,
and treatment of hepatocellular carcinoma

NCCN clinical practice guidelines in oncology (NCCN
guidelines®) hepatocellular carcinoma (version 4,
2024)

Systemic therapy for advanced hepatocellular
carcinoma: ASCO guideline update

AGA clinical practice guideline on systemic therapy for
hepatocellular carcinoma

2023

2021

2023

2024

2017

2024

2020

2024

2022

2018

2018

2021

2023

2024

2024

2022

Comprehensive overview from prevention to palliative
treatment

Utilization of resection and combination of
locoregional treatments in advanced-stage HCC

Defines the extremely high-risk group and proposes a
surveillance strategy

Presents concise algorithms for surveillance, diagnosis,
and treatment

Utilization of biomarkers other than AFP in the
surveillance setting

Suggests systemic therapy for patients with TACE
refractoriness or unsuitability

Recently updated guidelines for systemic therapy
Includes etiologies from across the Asia region

Diagnosis and surveillance explained according to
imaging modalities

Focus onthe treatment of intermediate-stage HCC
and TACE-unsuitable cases

Adopts risk stratification scores for surveillance of
CHB patients
Includes the most recent first-line systemic therapies

Focus on staging and treatment allocation
Presents clinical decision-making as a key process

Comprehensive overview from prevention to palliative
treatment

Mostly based on the modified BCLC staging system

Proposes the concept of treatment stage migration

Presents algorithms for each treatment according to
staging

Utilization of downstaging criteria for LT

Broad application of treatments for early-stage HCC

Does not present the quality of evidence or strength of
recommendation

Does not follow a specific staging system

Focus on systemic therapy

Focus on systemic therapy



Té m S O ét _ able 2. Summary of regular surveillance practices across different regions
Surveillance

. Interval
Target population Test e
Asia KLCA-NCC CHBor CHC or cirrhosis US plus AFP 6
CTorMRI
Ve ~ ~ (inadequate US)
A " A u + M y " JSH High-risk CHB or CHC or non-viral US plus 6
" " cirrhosis AFP or AFP-L3%
or PIVKA-II
Extremely Cirrhosis with CHB or US plus 3-4
high-risk Cirrhosis with CHC AFP or AFP-L3%
or PIVKA-II
= US +AFP = US +AFP
- (optional)
TLCA High-risk CHB or CHC or cirrhosis US plus 6
AFP and/or
= + PIVKAL
- ] Extremely Cirrhosis with CHB or CTorMRI 6-12
high-risk Cirrhosis with CHC (optional)
A F P L 3 Inadequate US in high-risk group
—_— APASL Cirrhosis or CHB with Asian females >50 US plus AFP 6

years or Asian males >40 years or Africans
>20years or family history of HCC

APPLE - -

L] 2 n &
= |: 3-12 thang = |: 6 thang
Europe BSG Cirrhosis or CHB with Asian females >50 US plus AFP 6
[ | CT/ M R I (+) V U S years or Asian males >40 years or Africans

>20vyears or family history of HCC or

PAGE-B >10
A = EASL Cirrhosis with Child-Pugh A and B or Child- ~ US 6
kh O n g du A Pugh C transplant candidate or CHB with
PAGE-B 210 or non-cirrhotic F3
ESMO Cirrhosis with preserved liver functionand ~ UStAFP 6

manageable comorbidities or CHB with
DNA >10,000 copies/mL or CHC with F3
BCLC -

USA AASLD Cirrhosis with Child-Pugh Aand B or Child- ~ US plus AFP 6

Pugh C transplant candidate or CHB with
females from endemic country >50 years or
males endemic country >40 years or from
Africa at earlier age or family history of HCC
or PAGE-B 210

NCCN Cirrhosis with Child-Pugh A and Bor Child- ~ US plus AFP [
Pugh C transplant candidate or CHB

ASCO - -

AGA - -
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A: Limitations if any are unlikely to meaningfully
No or minimal affect sensitivity
limitations
Comment:
Visualization A is assigned even when mild
heterogeneity of the liver is present due to
underlying cirrhosis, as long as the liver is
well-visualized in near entirety.
Minimal beam attenuation Liver visualized in near
entirety
B: Limitations may obscure small masses
Moderate
limitations R —
Visualization B is assigned when there is
moderate parenchymal heterogeneity,
ultrasound beam attenuation, or shadowing |
obscuring portions of the liver.
Moderately Moderate beam Some portions of liver not i
heterogeneous liver attenuation visualized
C: Limitations significantly lower sensitivim
Severe focal liver lesions
limitations
Comment:
Visualization C is assigned when there is
severe parenchymal heterogeneity,
ultrasound beam attenuation, or shadowing ey aaais |
obscuring majority (>50%) of liver. Severely heterogeneous Severe beam attenuation ~ Majority (>50%) of liver |
liver (> 50% of diaphragm not not visualized
visualized)

Figure 3: Summary of US liver Imaging Reporting and Data System categories and visualization scores.



LI-RADS® v2024
Surveillance Ultrasound Core

The American College of Radiology LI-RADS
patients with risk factors for HCC, now terme

Diagnostic study

HCC routine surveillance

popluation
§
+) US every 6 -) VIS-A/B
months
l (-) VIS-C
(+) (-) VIS-A/B

e US in 3 months™

l (-) VIS-C

Alternate
screening method

Both Surveillance US Category and Visualization Score, as well as serum alpha-fetoprotein (AFP),
affect management recommendations:
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Bat thudc manh/ | Bat thudc manh/
déng mach (+) déng mach (-)

HCC
dién hinh

HAH : 3i thud
o Sinh thiét  |RAERESEEN
khong xam lan

Thai thubc (-)

(*) LI-RADS: Vo6 bao, Tang nhanh kich thwdc

LGDN Early HCC Overt HCC

Imaging finding :ﬁ;ﬁgﬁ:c RN LGDN J| HGDN  eHCC IIVD-HCC MD-HCL  PD-HCC
Arterial Borderline HCC

Neoangiogenesis

enhancement
Cell density

Portal venous
Tron enhancement Portal supply
Glycogen SI on HBP OATP expression
Copper
Fat

DWI Cellularity
Neoangiogenesis T2WI Necrosis
Kupffer cell

SIon T1IWI Copper, fat
OATR expression »_ ~ccccatBBBNNEEN Chemical shift X

: : Intralesional fat

imaging

Park et al, How to Differentiate Borderline Hepatic Nodules in Hepatocarcinogenesis: Emphasis on Imaging diagnosis, Liver Cancer 2017
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'HBV (+), AFP 22ng/dL Bl GPB: Nét I6n + ndt nhd: HCC, dang b,
N6t NHHN HPT VI, 8mm ? ﬁl.. biét hoa trung binh
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Patient characterization ) ( Prognosis)

HCC

[ ,

\

s

Based on tumor burden, liver
function and
physical status

Refined by AFP, ALBI score,
Child-Pugh, MELD
- 4

~

To decide individualized

treatment approach
A J
F )
1t Treatment option
\§ 5

Expected survival

Clinical decision-making

)

(

- ™

Treatment stage migration

primes lower priority
options due to non-liver
related clinical profile

(Age, comorbidities, patient
values and availability)

Very early stage (0) Early stage (A)

« Single €2 cm » Single, or <3 nodules each
* Preserved liver function*, PS 0

* Preserved liver function*, PS 0

Intermediate stage (B)

<3cm « Multinodular

* Preserved liver function*, PS 0

Advanced stage (C)

« Portal invasion and/or extrahepatic spread
* Preserved liver function, PS 1-2

Terminal stage (D)

* Any tumor burden
End stage liver function, PS 3-4

Potential candidate Single <3 nodules, Extended Well defined Diffuse, infiltrative,
for liver each <3 cm| | liver transplant | |nodules, preserved extensive
transplantation criteria portal flow, bilobar liver
(size, AFP) selective access involvement
‘ ] Portal pressure,
bilirubin

No Yei/l |

Contraindications
Normal Increased" tolLT
Yes" No
b4y
{ Ablation Resection ] [Ablation] [ Transplant J ( TACE ] [ Systemic treatment J [ BSC ]
A
Successful T" Line

Not feasible or failure

TACE
Radioembolization (only for single lesion <8 cm)

downstaging

*Except for those with tumor burden acceptable for transplant

AResection may be considered for single peripheral HCC with
adequate remnant liver volume

Not
feasible
or
failure

Atezolizumab-Bevacizumab/Durvalumab-Tremelimumab

If not feasible Sorafenib or Lenvatinib or Durvalumab

Regorafenib
(sorafenib-tolerant)

- Post sorafenib { Cabozantinib

Ramucirumab
(AFP 2400 ng/ml)

- Post atezolizumab-bevacizumab
- Post durvalumab-tremelimumab

I - Post lenvatinib or Durvalumab

Cabozantinib

Not
feasible

Not
feasible

Clinical
trials

Not feasible

\i

Alternative
sequences may
be considered
but they have not
been proved
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HCC HPT VI
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MRESIST sau Dieu tri toan than

Llovet JM, Lencioni RJJoh. mRECIST for HCC: performance and novel refinements. 2020;72(2):288-306




- HCC: Phwrc tap bénh nguyén, bénh hoc,
Tom lai

- mo hoc = ca thé hoa.
- HAH can dwoc danh gié trong bdi canh
HC LCK
Két qua HAH va GPB thay déi # 18,4% va 10,9% khi
doc tai cac budi HC LCK

> Thay dbi ké hoach © # 41,7% TH.

Zhang J. Impact of a single-day multidisciplinary clinic on
the management of patients with liver tumours. Curr
Oncol. 2013;20(2):e123.



