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Recent advances in the diagnosis and treatment have improved the outcome of HCC. The diagnosis of
HCC can be made with the typical hypervascular findings of HCC on CT or MRI. If not, it can be further made
by contrast-enhanced ultrasonography, particularly the application of Sonazoid with Kupffer-phase hypoechoic
finding. Primovist-MRI can further show hypodense imaging on the hepato-biliary phase and thus more useful
in the diagnosis of small HCC without hypodense finding on venous or delayed phase on CT or SPIO-MRI. In
the treatment of HCC, resection remains the choice for resectable HCC. In case with hepatic decompensation
or recurrence of HCC and within the Milan or UCSF criteria, liver transplantation is the option of treatment.
For un-resectable small HCC, local ablation is another choice for curative treatment. Among the local ablative
modalities, switching RF controller with multiple radiofrequency (RF) electrodes has improved the rate of
complete above 90% in medium or large HCC. In case HCC nodules sometimes cannot be shown in the cirrhotic
background under ultrasonography, it can be overcome by using combination of CT or MRI navigation and
real-time virtual sonography. Conventional TACE remains the standard treatment for intermediate or advanced
stage HCC with preserved liver reserve and without vascular invasion. In case with severe adverse effects or poor
response after conventional TACE, drug-eluting beads by using DC-bead or Hepa-sphere bead can enhance
the anti-tumoral effects and reduce severe adverse effects. Yittrium-90 radioembolization with prolonged internal
radiation can effectively ablate the cancers cells. For HCC with major vascular invasion or extra-hepatic spreading,
sorafenib can prolong the survival, particularly in the patents with longer administration period once the adverse
effects can be early detected, prevented or controlled.(J Intern Med Taiwan 2012; 23: 398-402)



