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Management consensus guideline for hepatocellular carcinoma: 2020
update on surveillance, diagnosis, and systemic treatment by the Taiwan
Liver Cancer Association and the Gastroenterological Society of Taiwan
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Level Definition

Evidence
1 At least one well-designed RCT
la Meta-analysis of RCTs
1b At least one RCT
2 Comparative studies: non-RCT, but with well-designed cohort or case control studies (prospective or
retrospective), and outcomes research
3 Noncomparative studies: case series, case report, or not well-designed clinical studies
4 Opinion of respected authorities, descriptive epidemiology, or report of expert committee
Recommendation
A Strongly recommended
B Recommended
C Considerable, but insufficient evidence
D Not recommended

Abbreviations: RCT=randomized controlled trial.



Section 1: Surveillance

Statement 1-1: Regular screening method can be combined with
dynamic computed tomography (CT) or magnetic resonance imaging
(MRI) or gadoxetic acid (Gd-EOB-DTPA)-enhanced MRI (EOB-
MRI) every 6 to 12 months for extremely high-risk patients and/or
for patients whose liver is difficult to image with ultrasound (US) due
to liver atrophy, severe obesity, and postoperative deformity

[ Agreement (A):100%; level of evidence (E): 1; recommendation
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Statement 1-2: Kupffer-phase contrast-enhanced ultrasound (CEUS)
with Sonazoid combined with the reinjection technique can also be
recommended as a first-line screening tool for HCC in patients with
renal dysfunction and liver cirrhosis, especially for those with very
coarse liver parenchyma (A: 100%; E: 2, R: B).
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Section 2: Diagnosis

Statement 2-1: Liver nodules > 1 cm should be investigated using
dynamic imaging (multidetector CT [MDCT], MRI, CEUS, or EOB-
MRI) (A: 100%; E: 2, R: B).
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Statement 2-2: For nodules > 1 cm in patients with cirrhosis or
chronic hepatitis B or C, characteristic vascular patterns on a four-
phase CEUS, MDCT, MRI, or EOB-MRI, HCC could be diagnosed
without biopsy. However, tissue proof is encouraged (A: 100%: E: 2,
R: B).
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Statement 2-3: If the biopsy is negative for HCC, patients should be
followed up every 3 to 6 months with US, CT, MR, or CEUS up to 2
years until the nodule disappears, enlarges, or displays the diagnostic
characteristics of HCC (A: 100%; E: 4, R: C).
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Statement 2—4: CEUS has superior sensitivity to detect arterial
hypervascularity and better demonstration of rapid washout for non-
HCC malignancy and very late washout of HCC than dynamic CT or
dynamic MRI

(A: 100%; E: 2, R: B).
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Statement 2—5: EOB-MRI can detect the earliest initial change of
HCC, including high-grade dysplastic nodules (HGDNs) and early
HCC (A: 100%; E: 2, R, B).
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Statement 2—6: Adding EOB-MRI can improve the evaluation of
tumor burden and tumor staging and optimize the therapeutic
options and clinical outcome

(A: 100%; E: 2; R: B).
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Statement 2—7: Combined interpretation of the dynamic and
hepatobiliary phases of EOB-MRI with DWI can improve the
diagnostic accuracy of MRI in detecting HCC

(A: 100%; E: 2, R: B).
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Rx || 1.Resection 1.Resection 1.Resection 1.Resection 1.Resection 1.0DLT Palliative 1.Systemictherapy

2.LAif<Sem 2.LA (PEI, 2.RFA/MWA 2.TACE 2.SystemicRx 2.LDLT Care (cautiousinC-PB)

3.TACE RFA, MWA) 3.TACE 3.Y90-SIRT 3.TACE+RT, Bridge Rx: with orwithout

4.RT* 3.TACE 4.Y90-SIRT SIRT, or HAIC Resection, RT/TACE or Y90-SIRT or

4.RT* S5.RT* TACE,LA,RT resection
2.Chemotherapy (C-PA,

TACE refractory, C-PA/B-> WBC >4000, plt >100K)
Systemictherapy, LA, RT,SIRT

Statement 3—1: Sorafenib combined with TACE can be considered in
unresectable HCC, Child—Pugh A liver function, Eastern Cooperative
Oncology Group (ECOG) performance status < 1, no vascular
invasion, and no extrahepatic spread

(A: 100%; E: 2, R: C).
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Statement 3—2: Systemic therapy may be recommended in HCC
patients refractory to TACE (A: 100%; E: 2, R: B).
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Statement 3-3: Sorafenib and lenvatinib are recommended for
treatment naive patients with Child—Pugh A liver function, ECOG
performance status <2, and HCC that is unresectable and not
amenable to locoregional therapy

(A: 100%; E: 1, R: A).
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Statement 3—4: Sorafenib may be recommended for selected patients
with HCC and Child—Pugh B liver function, whose tumors are
unresectable and not amenable to locoregional therapy

(A: 100%; E: 3, R: ).
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Statement 3—5: Regorafenib, cabozantinib, and ramucirumab (when
AFP > 400 ng/mL) extend survival for patients with HCC and Child-
Pugh A liver function, whose tumors are unresectable and not
amenable to locoregional therapy after sorafenib progression

(A: 100%; E: 1, R: A).
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Statement 3—6: Immunotherapy, such as nivolumab =+ ipilimumab
and pembrolizumab, can be considered for patients who are
intolerant of or have progressed under approved tyrosine kinase
inhibitors

(A: 100%; E: 2, R: B).
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Statement 3—7: Combination therapies, including atezolizumab with
bevacizumab, could be used for treating patients with unresectable
HCC who have not received prior systemic therapy and do not have a
high risk of upper gastrointestinal bleeding

(A: 100%; E: 1, R: A).
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