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Biliary tract cancer (BTC) are highly aggressive and fatal malignancies. As one of the
leading cause of death in Republic of Korea, BTC amoung various malignancies has .
been one of major public health concerns in the country. Although BTCs, includin Received  Sep.29, 2021
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malignancies compared to other cancer, but they represent a major health problem
in endemic areas like Korea and Asia contries; moreover, the incidence of intrahepatic Cpl_rrgspofngmg a“"h°r|=Ja' H°°}:‘ Y°°"‘
cholangiocarcinoma is rising globally. Surgery is the only curative treatment. The Division of Gastroenterology and Hepatology,
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optimal surgical approach depends on the anatomical site of the primary t.ur.nqurf and  iedical Center, Hanyang University College of
the best outcomes are achieved through management by specialist multidisciplinary  nedicine, 222-1 Wangsimni-ro, Seongdong-gu,
team. Unfortunately, most patients present with locally advanced or metastatic disease. ~ Seoul 04763, Korea
Only up to 20% of patients are diagnosed in early-stage, suitable for the curative Ee‘- +8|-2'_2;2290_8348@ hFax. +82—2—£298—9183
surgery. Despite the surgery performed with potentially-curative intent, recurrence ma, Janoonyoonthanyang.ac.«r
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rates are high, around 60-70% of patients expected to have disease recurrence. In this
review, we present an update of the causes, diagnosis, and treatment with a focus on
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Intrahepatic
Fig. 1. Anatomic classification of bile duct cancer.
Intrahepatic cholangiocarcinoma arises proximal to the
) second-order bile ducts. Perihilar cholangiocarcinoma arises
Extrahepatic

between the second-order ducts and the insertion of the
cystic duct. Distal cholangiocarcinoma is distal to the

insertion of the cystic duct. Extrahepatic cholangiocarcinoma
l refers to perihilar cholangiocarcinoma and distal
cholangiocarcinoma combined. Classifications defined by:
American Joint Committee on Cancer (AJCC) Cancer Staging
Manual, 8th Edition, Amin MB (Ed).
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Fig. 2. General approach to the diagnosis of cholangiocarcinoma in a patient (reused from Lowe et al.”). CA 19-9, carbohydrate antigen 19-9; CEA,
carcinoembryonic antigen; AFP, alpha-fetoprotein; US, ultrasound; CT, computed tomography; MRI, magnetic resonance imaging; MRCP, magnetic
resonance cholangiopancreatography; MDCT, contrast-enhanced multiphasic multidetector row computed tomography; CCA, cholangiocarcinoma;
EUS, endoscopic ultrasound; FNA, fine needle aspiration; ERCP, endoscopic retrograde cholangiopancreatography; PET, positron emission tomography;
IDUS, intraductal ultrasound; PTC, percutaneous transhepatic cholangiography.
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gE0] 35.5%, 1271 A HE FE0] 11.4%¢<1H vHsf
FOLFOX+ASColl A= ZH7} 50.6%, 25.9% = 3= 9t.
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122%0) B42 Ao & ATol4 FRe AnE
Ho]E). Single-arm & 2 XY 24 AFtollA A&
infigratinib2- 125 mg/day 8550 & 35 B0 3 13 3A|7| &
e ARE A&s Y. S FA3 YE& 7S
7.3/ o]l AL, S+ AE 717E 12.27]H o] Q. oF A 9
ARG 2= WRIES, WY, v 24 5ol HaEgl
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Table 1. Primary and second line treatment for unresectable and
metastatic biliary tract cancer

First line regimens Second line regimens

Preferred regimens Preferred regimens

Gemcitabine+cispltin FOLFOX
Other recommended regimens Other recommended
regimens
5-fluorouracil+oxalipatin FOLFIRI
5-fluorouracil+cispltin Regorafenib

Capecitabine+cispltin
Capecitabine+oxalipatin

Gemcitabine+albumin-bound
paclitaxel

Gemcitabine-+capecitabine
Gemcitabine-+oxalipatin

Gemcitabine+cisplatin+albumin-
bound paclitaxel

Single agents
5-fluorouracil
Capecitabine

Gemcitabine

Reused from Benson et al."
FOLFOX, fluorouracil, leucovorin, and oxaliplatin; FOLFIRI, fluorouracil,
leucovorin and irinotecan.
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