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BEET

SRR AR 3 B

2025/01/05 7%+ - %= 2026/01/09 37 %+ = &

o itk
® O i kS

o [
® i~ 23

® ER IR R Ap 31 BATH ¢ B S & AMRI ~ ¥ #% H- 4k A Bone scan ~ PET
® Child Pugh Scorei ¢z 5 Child-Turcotte-Pugh Score
°

°

[ ]

Ty

Total Bilirubin<mg/D1>¥ 12 % % dL

Total Bilirubing<mg/dL>ﬂ"J‘$ <34 ~ 34-50 ~ >50

Prothrombin time prolonged sec <INR>#TH#{1-4(<1.7) ~4-6(1.7/~2.3) ~

>6(>2.3)

¥k gy T N BCLOaPFp A~ B > B 1 5 iRy ¥ % 12 <2022 BCLO> v+

A ]

® Stage0 ~ BCLCO ~ Singlenodule <2 cm > #{*; Careinema-in-site ~ Child-PughA
i % A-B ~ Perfomance Status Test0-1i2 & % 0

® StageA ~ BCLCA - Single nodule# | “f%ﬁm ~ Perfomance Status Test0-11 i+ &
0

® StageB ~ BCLCB -~ #] ‘%S&ﬂgleﬂeda}e%c—mm Mulitinodulars ~ Perfomance
Status Test0-112 & % 0

® StageC ~ BCLCC ~ Perfomance Status Test0-2i2 & % 1-2

® EERBA AL KA AT Y R 2 YRR ks
B R LR S R R B0k 1 8 F 3 el (Transcatheter
arterialchemoembolization, T. A. C. E) % pc2_ 8t 3p 3+ *2 i <chi ld—pugh A
classb 4 > FHRELF PP HBLLL12B T P 23T hiio L B
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4. s F<AFP>

5. Child-Pugh
Score*1
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Child-Pugh & § By 8 4 P it % = S
A/B | 2T |
c 5 | #feis |
— £
C - SR ik
2. % "["—"/r"[ﬁ
L g
'EL 2. > j”«')% iz
[ 3. W H Bk B F s (TACE) +e it
Se (R/T)
1. = jier o4
135 2. "7 <Hem— 37k 2855 B (RFA ~ Microwave)
L P 3SR B 8 FH g is R (TACE)
1 4. 2R (Y R 3SR PE)
A/B [+ 1 <7 g
——{ 23 |51 2 kit st e ae(REA)
3.5 WH B B F b g in o (TACE)
o 1. 4 jier o
P 2. 5HF P B EF g iR (TACE)
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*1 Child-Turcotte-Pugh Score

SELIEER o BREPRTS

Measue/score 1 point 2 points 3 points
Total Bilirubin <mg/dL> (<2) (2-3) (>3]
Serum albumin <g/L> >3.5 2.8-3.5 <2.8
Prothrombin time
prolonged sec <INR> 1-4(<1.7) 4-6 (1.7~2.3) >6 (>2.3)
Ascites Absent slight Moderate
i Grad I-II
L BT -
Hepatic encephalopathy<*+'§ i#> None <or suppressed with medication> Grade III-1V, ( or refractory )

*2%k 457 B 1B <2022 BCLC> 597 A #f

gy A 35 BF-g
T4 20108 :’::igz;;;’ b Tumor Features Child Pugh score Perfomance Status Test
Stage 0 0 Single nodule<2 cm Child-Pugh A-B 0
Stage A A Single nodule,or 3 nodules =3 cm Child-Pugh A-B 0
Stage B B Mulitinodulars Child-Pugh A-B 0
Stage C C Portal invasion N1,M1 Child-Pugh A-B 1-2
Stage D D Any Child-Pugh C 3-4

BEERES

309



FRE AL GAM WA SELIEER o BREPRTS
¥ [

*3 ECOG Performance Status # i} 53 %4 4

L S %
0 FR2EFOER RHELRT LG i
1 LRt ek o 3 FRGF o 8 X TR F o RRR 4 anEd Ly o
2 8% F 50% T AR AR T UG AR Y AH L o pYAET AR L EEREFE R IF o
3 6OXF S0% b PR LR Ak A o P A B RT RAER ¢ o
4 100%PF P > iz 2 & p ¥ 255 p ARAR -
5 B
*4 MEREA E L T |
Lot gEe  (DEpEg52 ‘(2) SEER L MEBCS3%F 0 - A AREIN A (S30A)
BaE LA gape  ()E g <6.52 /»\*(2);&;’ B ARHCS3AE O - AR A3 A A (S304) Q)RE LT AZESS A (=8cm)

2

3 #@rfw—é}
4. * s
5

@ = L A
TG T

BEERES

LR A
(L HB)H &
FHBER o el FEY g

310



SELIEER o BREPRTS

o R st

y
' Eiicp | Y
| cnmpsgage |

1
2.
2 ir B R
i.% rﬁ}m ng_g%%;;ﬁ,.j—,figgﬁ

1 3 :
B G PR FRATT 2 TRE

1. 7584 B

2R e SERFERE
Ehirkiok

]

F i

[ gamprnizop |

AR ECATR 'ﬁ‘t 1 79’%‘”_’)‘%| | ’é‘ff’ml,? |

SRR S

BEERES 311



ke 2 3 B

P

4

R

e
In

S

3
In

LE TS #30 5637
AFP+PT/APTT+Albumin 32 #6137
A /T A PR R 5361 5637

BEERES

312



w2 #4531 ATCC 8

FRE AL GAM WA SELIEER o BREPRTS

.7 (T)
TX Primary tumor cannot be assessed EQER TR B
T0 No evidence of primary tumor £ MR

T1a Solitary tumors2 cm

W - g 80220 8

T1b Solitary tumor >2 cm without vascular invasion

H-rbggAaa 20 &P d

SRR A NS AT BERL YN S ALET
T2 Solitary tumor >2 cm with vascular invasion, or multiple tumors, none >5 cm ,3\/”\ ;:‘ﬁ A SRS R A AT
P B
T3 Multiple tumors, at least one of which is >5 cm S3pHR T 0 - AT a4
Single tumor or multiple tumors of any size involving a major branch of the portal -l SR a5 ) MR e 3 PR ST
T4 vein or hepatic vein, or tumor(s) with direct invasion of adjacent organs other than | #7%% » & &) % g o g T L R
the gallbladder or with perforation of visceral peritoneum ¥
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s A #4751 AJCC 8
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#= BN

Nx | Regional lymph nodes cannot be assessed

NO | No regional lymph node metastasis

N1 | Regional lymph node metastasis

w5 (M)

MO | No distant metastasis

Y BEREH

M1 Distant metastasis

BEERES

BRI
TNM NO N1 Ml
Tla 1A IVA IVB
T1b 1B IVA IVB
T2 11 IVA IVB
T3 JLIVN IVA IVB
T4 11IB IVA IVB

1

314



SELIEER o BREPRTS

e LA T T

L @SR g 2007 5 2 3 6 R itio R & h 0in R & Rl I IFmre Ry o £ AT AliER2 -
T kA (B A 2 F 0 % % 0 ) enChid-Pugh A class &
oo A FBRPCRARP L P ERS R 2/ #% % - & 2)Child-Pugh Aclass & -
P~ S Bk 1§ B % I (Transcatheter arterialchemoembolization, T.A.C.E) % 2. 8P #+m % Jg srchild-pugh A class & ﬁ s FRER %‘ kS
120 8 N =3 h3Rink 2 % bk o
2. FEFWFAPALREY A FLRAAN2R Y ZNEFEFREBETHE  F2R ) TR & .
3. REFHLIIRF R L F IR S L g gl iEr o
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First-line systemic therapy (preferred regimen)

] y i P s PN TN =1 \
RS s #E o) BE WIBE  XW EE AEH X8
Sorafenib
MDS02  (Child-Pugh Class A only Sorafenib 400mg PO BID 1
or B7)
- 12 mg
Lenvatinib PO QD
Lenvatinib (=60kg actual BW)
MDLO7 . 2
(Child-Pugh Class A only) L tinib 8 mg PO Qb
envatini (<60kg actual BW)
Atezolizumab + Atezolizumab 1200mg IVD 1h D1
G003 Bevacizumab ) Q3w 3
(Child-Pugh Class Aonly) ~ Bevacizumab 15mg/kg IVD 0.5h D1
Nivolumab 1 mg/kg IVD
) Q3w 4
Nivolumab+ Ipilimumab 3 mgl/kg IVD 5
Ipilimumab Foll db
orlowead by 240mg VD Q2w
Nivolumab
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i A BN 4

R % A

First-line systemic therapy (other regimen)

AT VE E5 w7 = #E  WEEE  XE 0 BEE BEE X#
FRRES (mg/m2)
Until
Pembrolizumab  Pembrolizumab 200mg IVD 1h D1 Q3w disease 7

progression
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LEAERR
e 5
Subsequent-line therapy if disease progression
B A/ - pil)==] . [Pz . a0 -
B RE EH R (mg/m?) paEd e PN RS B2 gk
MDRO1 Regorafenib Regorafenib 160mg PO QD D1-21 Q4w 4
G002 Ramucirumab Ramucirumab  8mghkg  IVD 1h D1 gay I EREEED 6
progression
Entrectinib Until disease
MDEOQ7 (For NTRK gene Entrectinib 600mg PO QD D1 rogression 9
fusion-positive tumors) prog
Larotrectinib Until disease
(For NTRK gene Larotrectinib 100mg PO BID D1 10

fusion-positive tumors)

progression

BEERES
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Subsequent-line therapy (others)

EEZRM . il s oyt e o o~
B IE B #EH (mg/m?) B Epad: S| K& GRS ERE SRk
Oxaliplatin 85 IVD 2h D1
G004 FOLFOX Leucovorin 400 IVD 1h D1 Q2w 12 8
Fluorouracil 2000 IVD 40h D1
BEPZRIES
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" E RTER B R

W PR ERE SERE - -‘)F'vi;!_%ﬁ&ﬁ' w o s R
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o TR & (biliary drainage)
YR iR —>{ + 54 % 3155 (PTBD)
AT o PNARAPEZ 51k (ERBD)
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. 833\9 ! | RO | > TR E SR
CAPEY ERE T
* PSR > v £ e N 4| palliative chemotherapy or
L= | palliative radiotherapy
FEHE —
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Adjuvant chemotherapy

A2 & #% oy BE WEEM  Xm BE  mER X
Oxaliplatin 85 IVD 6h D1
Leucovorin 400 IVD 1h D1
ng%ga Oxalip+FL Fluorouracil 400 IVD 15min D1 aw 2 1
Fluorouracil 1200 IVD 20h D1-2
Capecitabine  Capecitabine 1250 PO BID D1-14 Q3w 8 2
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LEAERR
s LAk A LK
Primary Treatment for Unresectable and Metastatic Disease
fIep-E 0 = pull==3 sor 1 Jev— e - o~
B B EZ (mg/m?) 7BE B PN YLES =33 X Rk
Oxaliplatin 85 IVD 6h D1
Leucovorin 400 IVD 1h D1
H0021 _ Q3w 12 1
HO02- Oxalip+FL  Fiyorouracil 400 IVD 15min D1
Fluorouracil 1200 IVD 20h D1-2
Gemcitabine 800 IVD 0.5h D1,8
Hoo3  Cemcitabine  Oxaliplatin 65,85 IVD 6h D1
HO03-1 + Oxaliplatin Q4w 6 3
- + 5-FU Leucovorin 400 IVD 1h D1
Fluorouracil 750,1000 IVD 20h D1
tabi Gemcitabine 1000 IVD 30 min D1,8
joor, - Genianne aw e
- isplatin Cisplatin 70 IVD 4h D1
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A A

Primary Treatment for Unresectable and Metastatic Disease

B 24 Y R - . = .
LRefk  m» we  EEmgm)  BE WIS ¥ PER
HO006 Gemcitabine+ Gemocitabine 1000 IVD 30 min D1,8
) Q3w 6 7
H006-1 Carboplatin Carboplatin AUC5 IVD 2h D1
o Oxaliplatin 130 IVD 2h D1
HO04 C%’ecl'.ta}b'.”e* Q3w 8 5
xaliplatin Capecitabine 1000 PO D1-14
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A A

Subsequent-Line Therapy for Biliary Tract Cancers if Disease Progression

B 24 o R [ . s, o s
N B wy HBmgm?) RS TR 8 yEE BEY Rk
B

Irinotecan 180 IVD 6h D1
H005 FOLFIRI Leucovorin 200 IVD 1h D1 Q2w 12 6
Fluorouracil 1000 IVD 20h D1-2
BEP RIS
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5%(T)
X Primary tumor cannot be assessed EQERN R B
T0 No evidence of primary tumor E R

Tis Carcinoma in situ (intraductal tumor)

R R TR G i )

T1a Solitary tumors5 cm without vascular invasion

H-ri<bar® gizpicg

T1b Solitary tumor >5 cm without vascular invasion

Solitary tumor with intrahepatic vascular invasion or multiple tumors, with or

- ; ) - )%c",”‘\.” 44\‘_»;4/)%5?\'%
T2 without vascular invasion H- i Beje pla § 8 SRR AL G Rl T P
T3 Tumor perforating the visceral peritoneum R R T D

T4 Tumor involving local extrahepatic structures by direct invasion MR R IR
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EERTER
SRR B 4 B4 5]
# = &(N)
NX | Regional lymph nodes cannot be assessed £EFRG AES
NO | No regional lymph node metastasis %M T &
N1 | Regional lymph node metastasis present FEHTES
&4 (M)
MO | No distant metastasis ER Yt
M1 | Distant metastasis i S 7
Intrahepatic bile duct prognostic group(TNM)
pTNM NO N1 Ml
Tis 0
Tla 1A 111B v
Tlb IB 1B v
T2 11 111B v
T3 1A 111B v
T4 111B 1B v
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Perihilar Bile Ducts 4 #f #;, 7l (Klatskin tumor)

SELIEER o BREPRTS

* % (T)
Tx Primary tumor cannot be assessed EER R B
TO No evidence of primary tumor &6
Tis Carcinoma in situ/high-grade dysplasia Rk (BRAFTH L)
i i i i to th le | - . R R O g

T I??;Lsgrtllf;r;zg to the bile duct,with extension up to the muscle layer S IR T o K é}ﬁ’&g%

Tumor invaded beyond the wall of the bile duct to surrounding adipose | . . . S E g ol 2t s S ; .

v Rr i N MR £ o) Foim e Bk o BN R BR 1B 8 JRIT TR

T2 tissue,or tumor unvaded adjacent hepatic parenchyma LR B B B0 FRG R AR
T2a ;iF:;Ec;r invaded beyond the wall of the bile duct to surrounding adipose T I o o 3k
T2b | Tumor invaded adjacent hepaticparenchyma R O~ MRAT R R
T3 Tumor invaded unilateral branches of the portal vein or hepatic artery | & 7; & j= F°* 4 5% 2% 358 "% cn ¥ ] & &

Tumor invaded.main portal vgin or its branches bilat.grally,or.the SR EE PRI SRR R RIA A AT S E B -
T4 common hepatic artery;or unilateral second-order biliary radicals P

bilaterally with contralateral portal vein or hepatic artery involvement - ) =
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Perihilar Bile Ducts 4 #f 3q 31 (Klatskin tumor)

SELIEER o BREPRTS

# = %(N)
Nx Regional lymph nodes cannot be assessed Ei2FTRG AR
NO No regional lymph node metastasis A®REBMHT EH

One to three positive lymph node typically involving the hilar,cystic duct,common bile | 1~3 @ # = 2 ## » L § & 5% > g § > %

BEERES

N1 duct,hepatic artery,posterior pancreatoduodenal,and portal vein lymph nodes B RO L g e KT B
" . . 4B H T S W F e HEHF o g F o R
N2 Four or more positive lemph nodes from the sites described for N1 BBk o (55hL C % fom R T
& # (M)
MO0 | No distant metastasis ER Y% %
M1 Distant metastasis B 7
Perihilar bile ducts prognostic group(TNM)
pTNM NO N1 N2 M1

Tis 0

T1 1 1IC IVA IVB

T2a 1I 1ic IVA IVB

T2b 1I 1IC IVA IVB

T3 1A ic IVA IVB

T4 1B 1IC IVA IVB
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LEY

1B oy ek e g b | ] :};, 51 (Distal bile Duct )

75(T)

TX | Primary tumor cannot be assessed

£

Tis | Carcinoma in situ/high-grade dysplasia

Rk (BARSET )

T1 | Tumor invadeds the bile duct wall with a depth less than 5mm

#

3§

B ik o~ MR REANIR R ] 4 5mm

T2 | Tumor invadeds the bile duct wall with a depth of 5-12mm R B MR RER R G 5-12mm

T3 | Tumor invadeds the bile duct wall with a depth greater than 12mm R o PR RRAE R A 2T 12mm

T4 | Tumor involves the celiac axis,superior mesenteric artery,and/or common hepatic artery | #. & » #LVgdh - % & 50 5 9% o/ 2072 $9 0%
# = %(N)

Nx | Regional lymph nodes cannot be assessed BEETGT AES

NO | No regional lymph node metastasis AREBHT B

N1 | Metastasis in one to three regional lymph nodes - IZBRBHT FES

N2 | Metastasis in four or more regional lymph nodes R RBHTBES

BEERES
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B e R A 1p 3! (Distal bile Duct )

SELIEER o BREPRTS

-&/f%

RERET AR TR ORA

NCCN Clinical Practice Guidelines in Oncology- Hepatobiliary Cancers V2.2025

B 72 77 B & £ p

W N =

#&# (W)
MO | No distant metastasis PR Y- ¥
M1 | Distant metastasis i e A
Distal bile duct prognostic group(TNM)
pTNM NO N1 N2 M1

Tis 0

T1 1 A 1A v

T2 A 1B 1A v

T3 1B 1B A v

T4 1B 1B 11B v

Making the transition to hospice: exploring hospice professionals' perspectives. Death studies, 33(6), 557-580.

BEERES

Pomeranz, J., & Brustman, M. J. (2005). When's the time right to enter hospice care?. Nursing, 35(8), 43-43.Waldrop, D. P., & Rinfrette, E. S. (2009).
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