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HCC 



Diagnosis

1. Non-invasive diagnosis

 HCC can be diagnosed with characteristic findings on 
dynamic CT or dynamic MRI (i.e. hypervascularity in 
the arterial phase and washout in the portal venous or 
delayed phase)



2.Pathological diagnosis

is recommended by all 8 guidelines if imaging diagnosis 

does not    

disclose characteristic features of HCC













 The Barcelona-Clinic Liver Cancer (BCLC) staging 
system has appeared as the most popular to guide 
treatment decision and has been endorsed by many 
guidelines including AASLD, EASL-EORTC, and 
ESMO-ESDO [with two modifications]





























ECOG PS

Eastern Cooperative Oncology Group Performance 
Status



Transarterial Chemoembolization (TACE)   







 HCC

 NET

 mCRC

 Cholangiocarcinoma

 Breast cancer mets

 Uveal melanoma mets



TACE  indications:

 palliation of unresectable HCC 

 as an adjunctive therapy  to liver resection 

 as a bridge to liver transplantation





 1.intra-arterial injection of a mixture of 
chemotherapeutic agent(s) with ethiodized oil, 
followed by 

 2.arterial embolization of the tumor feeding vessel(s)



















 A 64 years old man with cirrhosis and elevated AFP

























 Chemoembolization is also indicated in some non-
resectable patients. Use of drug eluting beads, TACE with 
irinotecan (DEBIRI), is indicated as a third-line treatment 
when systemic chemotherapy has failed 

 Selective intraarterial administration of irinotecan inside 
tumoral arteries, while the embolization limits drug 
washout, permits a higher and prolonged intratumoral
dose of irinotecan and up to 70–75% lower plasma levels 
Current evidence for DEBIRI is mostly limited to the 
salvage setting. Two randomized controlled trials 
demonstrated an improved objective response rate (ORR) 
compared with FOLFOX and FOLFIRI 

 DEBIRI could provide an opportunity for some patients 
who need downstaging prior to surgery







NCCN guideline 2022

 Local Therapies for Metastases 

 The standard of care for patients with resectable metastatic 
disease is surgical resection. Image-guided ablation has 
historically been used for non-surgical patients but is also 
indicated for small metastases that can be treated with margins, 
in combination with surgery or alone, as long as all visible 
disease is treated. SBRT is a reasonable option for patients who 
cannot be resected or ablated, as discussed in subsequent 
paragraphs. Many patients, however, are not surgical candidates 
and/or have disease that cannot be ablated with clear margins or 
safely treated by SBRT. In select patients with liver-only or liver-
dominant metastatic disease that cannot be resected or ablated, 
other local, arterially directed treatment options may be offered



 National Comprehensive Cancer Network (NCCN) and 
European Society of Medical Oncology (ESMO) 
guidelines establish a role of vascular-based therapies 
in patients with liver-dominant metastases who failed 
systemic chemotherapy



 ESMO guideline 2022
 The data on TACE for CRLMs are mostly related to 

irinotecan-based drug-eluting microspheres 
(DEBIRI), including two randomized studies. 
Despite significant limitations in design and 
analysis of both, DEBIRI compared with 
leucovorin–5-FU–irinotecan (FOLFIRI) resulted in 
statistically significant improved OS and PFS

 whereas FOLFOX–bevacizumab–DEBIRI 
(FOLFOX-DEBIRI) reported improved response 
rate (RR), downsizing to resection and PFS 
compared with FOLFOX–bevacizumab



 Thermal ablation

 1.Radiofrequency

 2.Microwave











 Tumor Ablation 

 Resection is the standard approach for the local treatment 
of resectable metastatic disease. However, patients with 
liver or lung oligometastases can also be considered for 
tumor ablation therapy, particularly in cases that may not 
be optimal for resection. Ablative techniques include 
radiofrequency ablation (RFA,microwave ablation (MWA), 
cryoablation, and electro-coagulation (irreversible 
electroporation). There is extensive evidence on the use of 
RFA as a reasonable treatment option for non-surgical 
candidates and for recurrent disease after hepatectomy 
with small liver metastases that can be treated with clear 
margins



 Although resection, when possible, remains the 
standard of care for CRC liver metastases, ablation 
with or without resection can offer improved overall 
survival compared with chemotherapy alone. The 
CLOCC trial provides level 1 evidence in support of 
this approach. The NCCN holds this as a category 2A 
recommendation if all original sites of disease are 
targeted



 Locoregional treatment also plays a role in non-resectable
patients 

 Recently, the CLOCC trial has marked a shift in the 
paradigm of percutaneous ablation in metastatic CRC. The 
goal is not necessarily to cure the patient. According to this 
study, radiofrequency or microwave ablation is not limited 
to patients with resectable tumors and may not be limited 
by the size of the metastatic nodule. After 7, 8 years of 
follow-up, in patients with advanced disease who obtained 
a reduction of the tumoral load by applying additional 
aggressive treatment consisting of local ablation plus 
systemic treatment, a benefcial efect was demonstrated 
clinically and was associated with a statistically signifcant
improvement in overall survival




