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BCLC Staging and Treatment Algorithm

Stage 0 Stage AT C Okug;%gﬁ 52 <
PST 0, Child-Pugh A Okuda 11 2, PST 0|I 2, Child-Pugh Ai B Child-Pugh C
[ | |
Very early stage (0) Early stage (A) Advanced stage (C)

Intermediate stage (B)

Single <2 cm Single or 3 nodules Multinodular PS 0 Portal invasion, N1,  Terminal
Carcinoma in situ <3cm,PSO0 M1, PS 1i 2
| |
| |
Single 3 nodul es
|
Portal pressure Unresectable disease
bilirubin
|7 Increased =——P Associated diseases
|
I ]
Normal No Yes

Curative treatments (30%) Randomised controlled trials (RCTs)

5-year survival: 401 70%

(50%)
3-year survival: 101 40%

stage (D)

. Liver transplantation :
(CEERE) PERE TASE \/

Symptomatic (20%)
Survival <3 months

Llovet, et al. J Natl Cancer Inst 2008



BCLC Stage Distribution in Asian

Countries
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BCLC is too Conservative In Treatment

Recommendation

Many clinicians especially in the East consider that:

A Role of surgical resection can be extended to intermediate or locally
advanced HCC with intrahepatic venous invasion

A Role of ablation can be extended to tuomr 3-5 cm, or even slightly > 5 cm

A Role of transarterial therapy can be extended to locally advanced HCC with
Intrahepatic venous invasion



APASL Consensus on Treatment of HCC
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Hepatectomy for HCC at QMH 1995-2011

(1282 Patients)

All patients
(n=1282)
Age [Median (Range)] 57 (5-89)
Sex (M:F) 1035:247
Hepatitis B 1092 (85.2%)
Hepatitis C 55 (4.3%)
Cirrhosis

783 (61.1%)

AFP [Median (Range)]

83.5 (1-1,335,900)

Tumor size [Median (Range)] 5.2 (0.7-28.0)
Multiple tumors (BCLC B) 358 (28%)
Macroscopic venous invasion* (BCLC C) 105 (8%)

*PV 83; HV 19; IVC 3




Resection for Multifocal HCC
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Survival of Patients with Multiple Tumors
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Combined Resection and Ablation

10:59:26 AM
18IMA12/25

MF 1.10

TR 225.0

TE 25

TA 17.39

BW 280.0

p2 M/NORM/DIS2D

A1/SAT2/FS

T:BO1,2;SP2,.3 POST-GAD
*fl2d1 /70 1 MIN.DELAY




Combined Resection and RFA for Multifocal

HCC at QMH

A 19 patients with multiple HCCs and no major venous
Invasion received hepatectomy in combination with RFA
with curative intent (combined treatment group)

A54 patients with multifocal HCC undergoing hepatectomy
alone in the same period were selected as case control
(resection alone group)

Cheung et al. World J Gastroenterol 2010
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Overall Survival Results
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HCC with Macroscopic Venous Invasion
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Survival of Patients with Macroscopic Venous

Invasion
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Resection for HCC with Macroscopic

Venous Invasion T Taiwan Experience

112 patients with HCC with portal vein tumor thrombus
underwent curative resection, including 15 patients who
underwent a concomitant portal vein resection owing to
extension of tumor thrombi to the portal bifurcation

A Operative mortality 2.7%

A 5-year survival 26.4% in patients with PV resection, 28.5% in patients
without PV resection

A 5-year disease-free survival 21.6% in patients with PV resection,
20.4% in patients without PV resection

Wu et al. Arch Surg 2000



RFA for HCC: <3 cm

Tumor size O3 cm: complete ablation rate 95% in each group
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RFA for HCC 3-5cm

Tumor size > 3 cm: complete ablation rate 95% vs 92%
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? Role of RFA for Large HCC >5 cm

APercutaneous RFA for HCC > 5 cm:
Complete ablation rate < 50%

(compared with 90% for HCC < 3 cm)
Livraghi et al, Radiology 2000

Guglielmi et al, Hepatogastroenterology 2003

AOpen RFA for HCC > 5 cm:
Complete ablation rate 83% (vs. 96% for HCC < 3 cm)

Poon et al, Arch Surg 2004
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