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of cirrhosis which is defined using 
the Child-Pugh scoring system, 
see table 2, above.

To decide on the most appropriate
treatment option for HCC, several
staging criteria have been developed
but the Barcelona Clinic Liver Cancer
(BCLC) staging and treatment
strategy is most frequently applied,
see figure 3, p25. CC staging is based
on the tumour node metastasis
system.

Surgery 
In patients with primary liver tumours
and Child-Pugh A cirrhosis or a normal
liver, resection is the first-line treatment.
Perioperative mortality is 2-3% and
five-year survival can be up to 80% in
well selected patients.37 Neoadjuvant
therapies have not been shown to
improve prognosis. Currently only 5%
of patients diagnosed with HCC in the
UK are suitable for surgical resection. If
tumours recur following surgery they
can be restaged and managed in
accordance with the BCLC algorithm.38

Transplantation
Historically liver transplantation for
HCC has been associated with low
survival rates (20-36%) which limited
its use in liver cancer. However, following
the introduction of the Milan criteria,
see table 3, p24, which restricted the
indication for transplantation to small
HCCs, survival improved dramatically.37

HCC is now one of the most
common reasons for liver
transplantation in many transplant
centres worldwide. The upper limit of
tumour size for transplantation is
controversial and several expanded
criteria such as UCSF, see table 3, p24,
have been proposed, but without
impact on overall survival. 

Transplantation is not routinely
recommended for CC but there is

HCC in high-risk groups the current
BSG guidelines recommend
undertaking an AFP six monthly in
combination with an abdominal
ultrasound.24 However, only 10-20% of
small tumours will have an abnormal
AFP level and its overall role in
surveillance is debated.24,29

In suspected CC, CA 19-9 is used
frequently in combination with
imaging or other diagnostic tools.
However, its overall sensitivity and
specificity for diagnosis and
surveillance are too low to be
recommended in clinical practice.30

Routine liver function tests are
usually abnormal in both cancers.30

Ultrasound
Abdominal ultrasound is the most
widely available imaging technique for
the liver. Sensitivity is 58-89% for
detecting HCC and CC in high-risk
groups. However, the test is operator
dependent, may miss small tumours
and cannot define distal spread. 

Cross-sectional imaging
Contrast-enhanced CT or MRI is
considered the optimal imaging
technique for suspected HCCs. 
These tumours demonstrate unique
radiological criteria taking up contrast
during the arterial phase and
producing washout during the venous
phase.31 The American Association for
the Study of Liver Disease (AASLD)
has recommended that these findings
are diagnostic of HCC and in nodules 
> 2 cm histological confirmation is not
required.32

For CC contrast-enhanced
MRI/MRCP (magnetic resonance
cholangiopancreatography) is
recommended to delineate biliary
anatomy, tumour extent and
parenchymal disease. 

A staging CT (chest, abdomen and

pelvis) is undertaken in both tumours
to assess for evidence of metastatic
disease, see figure 2, p22.

Liver biopsy
Although the need for liver biopsy in
HCC is debated because of the small
risk of tumour seeding and post-
procedure bleeding (<1:1,000), it
remains a particularly useful
investigation in lesions which do not
meet diagnostic radiological criteria.
EASL guidelines on the management
of HCC recommend a targeted liver
biopsy of nodules > 2 cm without
diagnostic radiological criteria and of
lesions 1-2 cm in which two different
forms of imaging do not demonstrate
typical radiology findings.23

A liver biopsy allows differentiation
between benign, premalignant
nodules and early HCC so correct
surveillance intervals can be defined
and treatments instigated.33

Cholangiography 
MRCP has been shown to be superior
to endoscopic retrograde
cholangiopancreatography (ERCP)
for differentiating between CC and
benign biliary strictures.34 However,
ERCP allows for tissue acquisition,
essential for patients undergoing
chemotherapy and/or radiotherapy,
and stent placement to relieve
obstructive jaundice when present. 

The development of new diagnostic
adjuncts such as cholangioscopy have
enabled targeted biopsies which
improve the diagnostic accuracy.35

TREATMENT 
Treatment of primary liver tumours is
dependent on a number of factors
such as the stage of the tumour, the
position of the tumour, involvement of
major vessels and the general health
of the patient including the presence

Table 2

Child-Pugh classification and its interpretation
Child-Pugh classification
Measure
Total bilirubin (µmol/L)
Serum albumin (g/L)
PT/INR
Ascites
Hepatic encephalopathy

Interpretation of the Child-Pugh classification
Points
5-6
7-9
10-15

1 point
< 34
> 35
< 1.7
None
None

Class
A
B
C

2 points
34-50
28-35
1.7-2.3
Mild
Grade I-II

Three-year survival36

73%
59%
46%

3 points
> 50
< 28
> 2.3
Moderate to severe
Grade III-IV


