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Treatment progress on unresectable advanced primary liver cancer with portal vein
tumor thrombus

Wu Hongxiao, Ding Xiaoyan, Chen Jinglong (Department of Medical Oncology, Beijing
Ditan Hospital, Capital Medical University, Beijing 100015, China)

Abstract: At present, the optimal treatment plan for liver cancer with portal vein tumor
thrombus is still controversial. The only recommended method in European and American
countries according to the Barcelona staging is Sorafenib-based targeted therapy, while
countries in the Asia-Pacific region advocate a combination of multiple treatments. In recent
years, with the rapid development of other targeted drugs, immunotherapy and radiotherapy,
combination therapy in different ways has become a trend. However, no standard has been
widely accepted for the treatment of liver cancer patients with cancer thrombus. This article
briefly describes several common treatment modalities of liver cancer combined with portal
vein tumor thrombus and their different combinations, aiming to provide certain help for
clinical diagnosis and treatment.
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(P=10.0193) , FEEBPHIEH R HN2.3%.
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R AH < PrJR4 (cytotoxic T-lymphocyte-associated
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524k (vascular endothelial growth factor receptor,
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PR PVTT ) B B A 2 e IT 77k, |
TACETE 7 & i I8 2H 4 e i SR 480 PR BE 1) [ i 25 5
fECJE IR AP, i — DR R A S ST
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[Al-¥ (vascular endothelial growth factor, VEGF)
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A RO R ARG, I 3 s I U e AR S I OS A
ZPIRHEERE (time to progression, TTP) M,

it —# A B AWEEH. AWF7tEY, TACE
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B A0S 6.0 H . #E Apatinibi i,

M TACEAH L, TACERK & Apatinib 5 ZAEIGIT
BMPVTTHCHIPVTTH}, w7471 [a] 34 &5 2 18
& (BAY, 12240 Hvs 7.5 H: P < 0.001; CHl.

13.70NHvs 7240 H; P =0.006) 8 R4& H i
& T TACEAILenvatinib ¥} [/ V&7 PVTT & & A&
/b, {HARIE DL 4ESorefenib 5 Lenvatinib 1 %} B 45
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oA I, RO R R 2 R B MR A SRR B
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TR BRI W el 5 ik JRE A (RS B ) iR
KU, RIS B T TACE SRFABEAIRTT R R
PVTITHEEZ AR, 45 REHTACEKARFAA 5 H
MTACEH KR 2R 2 5 1 N87.0% 54.2%, i
OS7l R26 1 H 841N H, $&7RTACEEK&RFAIRTT
AR SCPVTTH S B F R L2/ 5
Hh— IR TACERE & RFA BT 78 AE B 1% 71 N &
FEPVTTHI T« 11 #4 IAFIChild-Pugh AB{BZ;
FRE IR R 6 4R O £ X TACE S5 4 U/
U IR A IR TPVTT 2 B HEAT I 98 YoonZ5UF
7 TACEREA U VAT LA K Sorafenib B FH V697 i
B ORI B FH IR, (EIRTT 5 128 B G
AN 2 21 BB TO Rt R AR AT 2R 43 00 9 86.7% 34.3%
(P <0.001) , SAKOSSF7IN55.0/. 43.0f (P=
0.04) ; ZhangZ5PUIMIAIESE T TACE B [/ TR T4
B 00 S UL BT8R K o SR 8, e DT T
BAFI, BES AR AIOS B3 K T TACEA [19%)
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3.4.1 HEERIT G MR YT TTHASILIUSHUES: P
T Sorafenib . 2 5 L /1N 751 & I B AT 380K 85 e
HAICRITBIHHCC YT 3%, 45 BRI A A IEk
FPEAETEARRIT R BRI ALOSARIEY, (HH A —
WAL I 32 7~ 5 Sorafenib B 25 A EL, Sorafenibji
FOLFOXHIHAIC R AEAF R B AERY, K #E 20t
FUARA 2 HATC I fi 1 25 4036 8 % 3L 5 58 1) 25 40 B
A7 I R

3.4.2 JRERTH BB A B VR IT AT T EE T
AT 800 Bt R R A RS AR AL %, SR
I T W %% B RFAAE g 51— 7 16 I 92 9 3 e 28 A JH
i R R R R E, RHEXNTEZE> 3 cmff
KR REARAX AT 7E J73 38 5 087 G 2 72 A=
Mg, &nf gl ke raENg, FikHS
Go 28 FH G 25 W Bk A 4 AT R 2 = AR 38 R0 P AT
HE— B R s Th 5, DuffyZI845F T RFARE A
tremelimumaby& 7 WG B FT R B3 10 22k, 45 R
B A7OS 123 H (95%CI: 9.3~15410H) , &
WHTTPANTANA, VEEAEFFRN46.9% (95%CI:
17.6%~71.8%) o — T RMEVERE 5t L T RFA
BEA 28 7 TR N AN MU I RFA BT 3%, %0 72
WA T 5 B APMPVTT R B3, 45 R R
B 7 S BT S e b ) S S R0 P R O S
KIAA AP, 534 45 % % RFA T A Sorafenibif )7
MPVTTIWF TR, BEA UL V4 K2 AEAE R 55
J£60%H135%, fj Sorafenib & 24 2H N 43 51 937%.
0%, L b, KT RERIE A B G697 7 B
B Wt 58 3 AT E MR 78 SRAIE B A 3k

3.4.3 MARFEBCEIRIT W T RBEEIT T SR
TR SGE HoAth e T 7 N5 2 & H RS R 1E
BRAER, BT P IR B R BR PABREH 4157 (tyrosine
kinase inhibitors, TKIs) Z8%5%), £ HEHREKRE
MEPMAEZIEE . — DL AT R R B 1 &
WrPD-152 14 Jz FL LA I8 f& CTLA-432 1A 45 U RE 1 1
PR ICDS" T Mo s P18 b, 17 A8 BT P9 A
b G PR 2 i TR N e e N I B UL 2 e o
CDS8" T 3G, XEH TIZBA T REH
[ 25 2 1001 6k - 48 5 Sorafenib ¥4 I & BUA5 B &
MEMHCCHE, tremelimumab1$iPD-L1i4Ak
durvalumab Ff) X6 5 Z5 W) Bk A4 Al ORREE = &2
15%*, YauZ5' 5% 1 NivolumabFlIpilimumabl
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EH R L EVERT 52 M, Frai NI B S
88% A M E R IH B AN L, a5 RE MBS IRITA
AJORRZ) ANivolumab 25757 ZHHI21% (31% vs
14%) . K, ZHpEHFGIT A2 APVTTE
3.4.4 =BT R PengZE N5 [ Sorefenib #2557
HiSorafenib + TACE + RFA[ =BT RIETFE KT
oo ¥ ) 2 R P I B R, 45 RIS I b
FMOSEEK T HAH (140N Hvs 9.0MH, P <
0.001) , [FIRTEBESHMTTRE G ZELEK (7.0 Hys
4.0MH, P <0.001) . [FIFE, =HtJ7 & Sorafenib-
TACE-MWA [{76 97 250 R e 4, 20204EASCO2>
W E3E H FTHAICER A Apatinib A4 5 35 F L5076 97
B 30 P9 B AF 9 ek, A BE U TR T AN H S, AL
BN A, MR A Ybr S AE TR
IT G o Z AL (logAFPIEZvs R IXBEDT: 3.2 + 1.6
vs 1.3+ 1.4, P=0.029; logPIVKA-TIZELLvs oK I ifi
Pi: 44+0.6vs20+14; P=0.006) , X—7ZNf
A JEIRIT HERPVTTHITE B34 B Ja R~ e,
4 RESRE

Harxt T & FEPVTTH IR I 2& — A2
A, HE R ZE Bk Z AR AEIR YT 5, H AR Bk
@ AR, Z22RIE A ERNSGAITIE. 5
MR TFHCCHE R PVTT, % EF|TACEEPVTT &
FR NI M R AR R ) 2454 BEL BB AR 1
A BRI R A K P B R S S VR YT G S T
Ji IR G2 L ) R UR, ME IR R TACE,
FVEIT SRR TT 298] I T 8 S N F T
B 2 MHCCE HPVTTIEIT I Bk, =BT &R
P S Y, H e B 1) R AT B e 1)
TS 30 Uk I 5 tH B R B G VRIT TR -
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