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Objectives

• Identify	patient	risk	factors	for	hepatocellular	
carcinoma	(HCC)

•Describe	strategies	used	to	manage	HCC



Hepatocellular	Carcinoma	(HCC)

• Primary	Liver	Cancer	that	occurs	in	the	setting	of	chronic	liver	
disease	
- Very	aggressive	tumor
- Typically	diagnosed	late	in	its	course
- Median	survival	following	diagnosis	is	6-20	months



Liver	Cancer	Has	the	Fastest	Growing	Death	Rate	in	the	
United	States

*Represents the annual percent change over the time interval
El-Serag HB, Rudolph KL. Gastroenterology. 2007;132:2557-2576. Data from National Cancer Institute 2006.
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3rd amongst	cancer	deaths	worldwide



Hepatocellular	Carcinoma

• HCC	incidence	in	African	Americans	is	double	Whites	(death	
rate	of	6	vs 3.4	per	100,000)

• Access	to	care	and	early	diagnosis	are	factors
• 2.7	fold	higher	in	Hispanics	vs Whites
• Increasing	incidence	in	Hispanics,	especially	in	South	Texas

El	Serag H,	et	al.	Arch	Intern	Med	2007;167:1983-89



High	Incidence	of	HCC	in	South	Texas	Latinos







HCC	Risk	Factors

•Cirrhosis
•Hepatitis	B	and	C	with/without	cirrhosis
• ETOH	and	Tobacco	use
•NAFLD,	DM,	Obesity
•A1	antitrypsin	deficiency,	Iron	overload
• Environmental	Toxins



Protective	Factors

•Statins
•Dietary	factors

•Coffee
•Vitamin	E
•Fish	consumption



HCC	Surveillance	Recommendations

• The	target	population	for	surveillance	are	those	with	liver	
cirrhosis	(and	HBV-infected	patients	without	cirrhosis	in	
special	circumstances)

• US	and	AFP	are	the	recommended	screening	tests	for	HCC	in	
patients	at	the	highest	risk	

• US	is	central
• Every	6	months

• Not	AFP	alone
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HCC proven at explant. N=239 patients with HCC, 55% with HCV
Snowberger N, et al. Aliment Pharmacol Ther. 2007;26:1187-1194.

Pre-Transplant	AFP,	Ultrasound,	Computed	Tomography,	
Magnetic	Resonance	Imaging
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Diagnostic	Algorithm

Management	of	HCC:	An	Update.		Hepatology,	Vol.	53,	No.	#,	2011



HCC

Very	early	stage
1	HCC	<2	cm

Carcinoma	in	situ

Early	stage
1	HCC	or	3	nodules

<3	cm,	PS	0

Intermediate	stage
No	portal	vein	
thrombosis

Multinodular,	PS	0

Advanced	stage
Portal	invasion	
Metastases,

PS	0-2

Terminal	
stage

1	HCC 3	nodules
<3	cm

Portal	pressure	/	
bilirubin Associated	

diseases
Normal

OLTResection PEI	/	RFA
Chemo-

embolization Sorafenib

Potentially	curative	treatments Palliative	treatments Symptomatic	
Therapy

Barcelona-Clinic	Liver	Cancer	(BCLC)	Staging	Classification	and	
Treatment	Schedule	for	HCC

El-Serag HB,	et	al.	Gastroenterology 2008



HCC	Treatment	Options:	Non-surgical

• Radiofrequency	Ablation	(RFA)
• Chemical	Ablation
• Transarterial Chemoembolization	(TACE)
• Sorafenib
• Clinical	trials



Radiofrequency	Ablation	(RFA)

Generator

Liver	with
HCC

Ultrasound
LocalizationIndications:

-Unresectable
-Confined
-Child’s	A	or	B



Radiofrequency	Ablation	(RFA)



Chemical	Ablation

• Long	history
• ETOH	(95%)
• Hypertonic	Saline
• NaOH (2N)
• Acetic	Acid*

(*50%	Glacial)
May	be	preferable	in	high-risk	RFA



Chemoembolization	(TACE)

“Chemo-”
•Cis	Platin
•Mitomycin
•Adriamycin

“embolization”
•Gel-foam
•Particles
•Lipiodol

HCC:	80-100%	blood
supply	is	arterial

Terms:	‘non-selective’,	‘selective’,
‘super-selective’
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Transcatheter Hepatic	Arterial	Chemoembolization	(TACE)
Post-



Patients	at	risk	
Sorafenib:
Placebo:
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Hazard	ratio	(Sorafenib/Placebo):	0.69
(95%	CI,	0.55-0.87)	
P	=	0.00058*
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Sorafenib
Median:	10.7	months
(95%	CI,	40.9-57.9)

Placebo
Median:	7.9	months
(95%	CI,	29.4-39.4)

Phase	III	SHARP	Trial	in	Advanced	HCC:	Overall	
Survival	Benefit	with	Sorafenib

*O’Brien-Fleming	threshold for statistical significance was	P =	0.0077;	CI=confidence interval
Llovet JM	et	al.	NEJM.	2008;	359(4):378
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HCC	Treatment	Options:	Surgical

• Liver	Resection
• Liver	Transplant



Patient	Selection	for	Resection

• Childs	A
• Single	tumor,	no	satellite	nodules
• Minimal	liver	resection	
• Limited	access	to	transplant

• Transplant	contraindicated	
• Transplant	unlikely	due	to	stage



Resection	for	HCC

Resection	determinants:
• Extent	of	liver	disease
• Anatomy	vs	Tumor	location

Like	in	real	estate:
Location
Location
Location



Liver	Transplantation	for	Small	Hepatocellular	Cancers	in	
Cirrhotic	Patients:		University	of	Milan	(Milan	Criteria)

! Actuarial)4+year)
Survival))

Recurrence+free)4+
year)Survival+)

All!Patients!(n=48)! 75%) 83%)

Explants!met!pre5op!
Criteria!(n=35)!

85%*) 92%**)

Explants!did!not!
meet!pre5op!critetia!
(n=13)!

50%*) 59%**)
)

 

Mazzafero et	al.	NEJM	1996

+	Deaths	<	3	mos post-op	excluded
*	p	=	0.01
**	p	=	0.002



UNOS	Policy	for	Assigning	Priority	to	Patients	with	HCC

• No	additional	MELD	points	for	pts.	with	HCC	<	2cm
üHCC	≥	2cm	and	<	5cm	or	no	more	than	3	lesions,	the	largest	of	which	is	
<	3cm.	Extended	criteria	can	be	lobbied	for.

üNo	extrahepatic	spread
üNo	macrovascular	involvement	(portal	vein,	hepatic	veins)
üNot	a	resection	candidate

• 6	months- MELD	score	=	28	
• Reassessed	every	3	months
• HCC	points	cap	of	34



Practice	Guidelines

• Liver	cancer	is	fastest	growing	cancer	in	America
•Highest	prevalence	in	South	Texas	Hispanics
• Survival	depends	on	early	diagnosis
• Treatment	options	continue	to	improve	with	excellent	
survival	in	many	cases

•Requires	multidisciplinary	approach
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