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INTRODUCTION 

Hepatocellular carcinoma (HCC) is the most 

common solid organ tumor worldwide, being   

responsible for more than one million deaths annually 

(Fong et al., 2001). 

The patterns of presentation of HCC are 

variable, patients present with either pain with or 

without hepatomegally, sudden deterioration of the 

condition of a cirrhotic patient with the appearance of 

hepatic failure, bleeding varices, ascites, sudden 

massive intraperitoneal hemorrhage or acute illness 

with fever, abdominal pain and distant metastases 

(Lee et al., 2002). 

Ruptured HCC has been reported to occur in 

3.1% to 14.5% of cases and it has been reported to 

account for approximately 10% of deaths. Acute 

abdomen heamoperitoneum, without a history of 

trauma, should suggest the diagnosis of a ruptured 

HCC. The mortality rate is high even with successful 

control of the bleeding due to hepatic decompensation 

(Lai et al., 1995). 
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Overall jaundice is present in 10% to 40% of 

patients with HCC at time of diagnosis.The 

commonest cause of jaundice is the underlying 

cirrrhosis and extensive hepatic parenchymal 

destruction by tumor (Chen et al., 1994). 

Conditions predisposing to the development of 

HCC are numerous and recognized as infections with 

hepatitis B virus and hepatitis C virus, cirrhosis of 

whatever aetiology, environmental factors and 

metabolic diseases (Fong et al. 2001). 

Diagnosis of HCC is by radiological (ultrasound, 

C.T scans and MRI), laboratory, liver biopsy and 

laparoscope. MRI scans demonstrate the principle 

lesion in 80% of patient. MRI scans are the best way 

to show extension into hepatic veins. The diagnosis of 

HCC can be established by percutaneous live biopsy in 

most patients if the biopsy site is selected according to 

the scan. special test as alpha- fetoprotein (AFP) 

measured by immunoassay is present in the serum of 

about 80% of patients with HCC.  The serum bilirubin 

is elevated in one third of patients with HCC. In 

another 25% serum alkaline phosphatase is increased 

but the serum bilirubin is normal (Stone, 2004). 
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Surgical treatment is the modality which is most 

likely to cure a patient with hepatocellular carcinoma. 

A radical resection by removal of the lobe containing 

the tumour is optimal. Unfortunately the vast 

majority of patients with hepatocellular carcinoma 

have liver disease and the mortality rate increase 

greatly in the presence of primary liver disease 

(Primrose, 2002). 

Recurrence after resection of HCC is common 

mainly in first year but occasionally may not appear 

for years. At the British Columbia cancer agency, 

follow up after resection of primary liver tumours is 

done every 3 months for the first 2 years and annually 

there after. Follow up evaluation should invariably 

include measurement of AFP, US examination of liver, 

and CT may also be indicated at less frequent 

intervals (Oliver et al., 1997). 

Liver transplantation for cancer remains 

important option for the treatment of several different 

types of HCC. Appropriate case selection criteria are 

becoming clearer. Tumour types and tumour stages 

likely to do well or badly are becoming better defined. 

Tumour recurrence after resection remains the major 

cause to make transplantation to appear a better 
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option than resection for hepatocellular carcinoma in 

cirrhotic livers (Keith et al., 1997). 

Other therapies for HCC can be used in 

conjunction with the surgery or as a stand alone 

procedure aiding in a curative on palliative protocol and 

they include regional therapy as palliative resection, 

cryosurgery, radiofrequency, microwave ablation ethanol 

injection, acetic acid injection. Trans-Hepatic 

transarterial procedures (chemotherapy, embolization, 

chemoembolization and radioemboilzation) and sys-

tematic therapy as chemotherapy immunotherapy and 

hormonal therapy (Fong et. al., 2001). 
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AIM OF THE WORK 

The primary goal of this work is to discuss the 

recent modalities used for diagnosis of HCC, recent 

trends and different lines of management of 

hepatocellular carcinoma. 
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ANATOMY OF THE LIVER 

The liver, the largest gland in the body, has both 

external and internal secretions, which are formed in 

the hepatic cells. Its external secretion, the bile, is 

collected after passing through the bile capillaries by 

the bile ducts, which join like the twigs and branches 

of a tree to form two large ducts that unite to form the 

hepatic duct. The bile is either carried to the gall-

bladder by the cystic duct or poured directly into the 

duodenum by the common bile duct where it aids in 

the internal secretions are concerned with the 

metabolism of both nitrogenous and carbohydrate 

materials absorbed from the intestine and carried to 

the liver by the portal vein. The carbohydrates are 

stored in the hepatic cells in the form of glycogen 

which is secreted in the form of sugar directly into the 

blood stream. Some of the cells lining the blood 

capillaries of the liver are concerned in the destruction 

of red blood corpuscles (Last’s, 2006). 

It is situated in the upper and right parts of the 

abdominal cavity, occupying almost the whole of the 

right hypochondrium, the greater part of the 

epigastrium, and not uncommonly extending into the 
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left hypochondrium as far as the mammillary line. In 

the male it weighs from 1.4 to 1.6kilogm, in the female 

from 1.2 to 1.4kg (Last’s, 2006). 

It is relatively much larger in the fetus than in 

the adult, constituting, in the former, about one-

eighteenth, and in the latter about one thirty-sixth of 

the entire body weight. Its greatest transverse 

measurement is from 20 to 22.5cm. Vertically, near its 

lateral or right surface, it measures about 15 to 17.5 

cm., while its greatest anteroposterior diameter is on 

a level with the upper end of the right kidney, and is 

from 10 to 12.5cm. Opposite the vertebral column its 

measurement from before backward is reduced to 

about 7.5 cm. Its consistence is that of a soft solid; it is 

friable, easily lacerated and highly vascular; its color 

is a dark reddish brown, and its specific gravity is 1.05 

(Gray and Henry, 2000). 

To obtain a correct idea of its shape it must be 

hardened in situ, and it will then be seen to present 

the appearance of a wedge, the base of which is 

directed to the right and the thin edge toward the left 

(Last’s, 2006). 
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Fig. (1): Relations of the liver to other organs (John et al., 
2000). 

Surfaces: 

The liver possesses three surfaces, superior, 

inferior and posterior. A sharp, well-defined margin 

divides the inferior from the superior in front; the other 

margins are rounded. The superior surface is attached 

to the diaphragm and anterior abdominal wall by a 

triangular or falciform fold of peritoneum, the falciform 

ligament, in the free margin of which is a rounded cord, 

the ligamentum teres (Cunningham’s, 2004). 

The line of attachment of the falciform ligament 

divides the liver into two parts, termed the right and 

left lobes, the right being much the larger. The 
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inferior and posterior surfaces are divided into four 

lobes by five fossæ, which are arranged in the form of 

the letter H. The left limb of the H marks on these 

surfaces the division of the liver into right and left 

lobes; it is known as the left sagittal fossa, and 

consists of two parts, viz., the fossa for the umbilical 

vein in front and the fossa for the ductus venosus 

behind. The right limb of the H is formed in front by 

the fossa for the gall-bladder, and behind by the fossa 

for the inferior vena cava; these two fossæ are 

separated from one another by a band of liver 

substance, termed the caudate process. The bar 

connecting the two limbs of the H is the porta 

(transverse fissure); in front of it is the quadrate lobe, 

behind it the caudate lobe (Cunningham’s, 2004). 

The superior surface (facies superior) comprises 

a part of both lobes and, as a whole, is convex, and fits 

under the vault of the diaphragm which in front 

separates it on the right from the sixth to the tenth 

ribs and their cartilages, and on the left from the 

seventh and eighth costal cartilages. Its middle part 

lies behind the xiphoid process, and, in the angle 

between the diverging rib cartilage of opposite sides, 

is in contact with the abdominal wall. Behind this the 
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diaphragm separates the liver from the lower part of 

the lungs and pleuræ, the heart and pericardium and 

the right costal arches from the seventh to the 

eleventh inclusive. It is completely covered by 

peritoneum except along the line of attachment of the 

falciform ligament (Skandalakis, 2000). 

The inferior surface (visceral surface), is 

concave, directed downward, backward, and to the 

left, and is in relation with the stomach and 

duodenum, the right colic flexure, and the right 

kidney and suprarenal gland. The surface is almost 

completely invested by peritoneum; the only parts 

devoid of this covering are where the gall-bladder is 

attached to the liver, and at the porta hepatis where 

the two layers of the lesser omentum are separated 

from each other by blood vessels and ducts of liver 

(Cunningham’s, 2004). 

The inferior surface of the left lobe presents 

behind and to the left the gastric impression, molded 

over the antero-superior surface of the stomach, and to 

the right of this a rounded eminence, the tuber 

omentale, which fits into the concavity of the lesser 

curvature of the stomach and lies in front of the anterior 

layer of the lesser omentum (Cunningham’s, 2004). 
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The under surface of the right lobe is divided 

into two unequal portions by the fossa for the gall-

bladder; the portion to the left, the smaller of the two, 

is the quadrate lobe, and is in relation with the pyloric 

end of the stomach, the superior portion of the 

duodenum, and the transverse colon (Gray and Henry, 

2000). 

The portion of the under surface of the right lobe 

to the right of the fossa for the gall-bladder presents 

two impressions, one situated behind the other, and 

separated by a ridge. The anterior of these two 

impressions, the colic impression, is shallow and is 

produced by the right colic flexure; the posterior, the 

renal impression, is deeper and is occupied by the 

upper part of the right kidney and lower part of the 

right suprarenal gland (Gray and Henry, 2000). 

Medial to the renal impression is a third and 

slightly marked impression, lying between it and the 

neck of the gall-bladder. This is caused by the 

descending portion of the duodenum, and is known as 

the duodenal impression. Just in front of the inferior 

vena cava is a narrow strip of liver tissue, the caudate 

process, which connects the right inferior angle of the 

caudate lobe to the under surface of the right lobe. It 
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forms the upper boundary of the epiploic foramen of 

the peritoneum (Last’s, 2006). 

The posterior surface is rounded and broad 

behind the right lobe, but narrow on the left. Over a 

large part of its extent it is not covered by peritoneum; 

this uncovered portion is about 7.5cm. broad at its 

widest part, and is in direct contact with the 

diaphragm. It is marked off from the upper surface by 

the line of reflection of the upper layer of the coronary 

ligament, and from the under surface by the line of 

reflection of the lower layer of the coronary ligament. 

The central part of the posterior surface presents a 

deep concavity which is molded on the vertebral 

column and crura of the diaphragm. To the right of 

this the inferior vena cava is lodged in its fossa 

between the uncovered area and the caudate lobe. 

Close to the right of this fossa and immediately above 

the renal impression is a small triangular depressed 

area, the suprarenal impression, the greater part of 

which is devoid of peritoneum; it lodges the right 

suprarenal gland. To the left of the inferior vena cava 

is the caudate lobe, which lies between the fossa for 

the vena cava and the fossa for the ductus venosus. Its 

lower end projects and forms part of the posterior 
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boundary of the porta; on the right, it is connected 

with the under surface of the right lobe of the liver by 

the caudate process, and on the left it presents an 

elevation, the papillary process. Its posterior surface 

rests upon the diaphragm, being separated from it 

merely by the upper part of the omental bursa. To the 

left of the fossa for the ductus venosus is a groove in 

which lies the antrum cardiacum of the esophagus 

(Last’s, 2006). 

The anterior border is thin and sharp, and 

marked opposite the attachment of the falciform 

ligament by a deep notch, the umbilical notch, and 

opposite the cartilage of the ninth rib by a second 

notch for the fundus of the gall-bladder. In adult 

males this border generally corresponds with the 

lower margin of the thorax in the right mammillary 

line; but in women and children it usually projects 

below the ribs. The left extremity of the liver is thin 

and flattened from above downward (Gray and Henry, 

2000). 

Fossæ: The left sagittal fossa is a deep groove, 

which extends from the notch on the anterior margin 

of the liver to the upper border of the posterior surface 

of the organ; it separates the right and left lobes. The 
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porta joins it, at right angles, and divides it into two 

parts. The anterior part, or fossa for the umbilical 

vein, lodges the umbilical vein in the fetus, and its 

remains (the ligamentum teres) in the adult; it lies 

between the quadrate lobe and the left lobe of the 

liver, and is often partially bridged over by a 

prolongation of the hepatic substance, the pons 

hepatis. The posterior part, or fossa for the ductus 

venosus, lies between the left lobe and the caudate 

lobe; it lodges in the fetus, the ductus venosus, and in 

the adult a slender fibrous cord, the ligamentum 

venosum, the obliterated remains of that vessel 

(Last’s, 2006). 

The porta or transverse fissure (porta hepatis) is 

a short but deep fissure, about 5 cm. long, extending 

transversely across the under surface of the left 

portion of the right lobe, nearer its posterior surface 

than its anterior border. It joins nearly at right angles 

with the left sagittal fossa, and separates the 

quadrate lobe in front from the caudate lobe and 

process behind. It transmits the portal vein, the 

hepatic artery and nerves, and the hepatic duct and 

lymphatics. The hepatic duct lies in front and to the 

right, the hepatic artery to the left, and the portal vein 
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behind and between the duct and artery (Gray and 

Henry, 2000). 

The fossa for the gall-bladder is a shallow, 

oblong fossa, placed on the under surface of the right 

lobe, parallel with the left sagittal fossa. It extends 

from the anterior free margin of the liver, which is 

notched by it, to the right extremity of the porta (Gray 

and Henry, 2000). 

The fossa for the inferior vena cava (fossa venæ 

cavæ) is a short deep depression, occasionally a 

complete canal in consequence of the substance of the 

liver surrounding the vena cava. It extends obliquely 

upward on the posterior surface between the caudate 

lobe and the bare area of the liver, and is separated 

from the porta by the caudate process (Gray and 

Henry, 2000). 

On slitting open the inferior vena cava the 

orifices of the hepatic veins will be seen opening into 

this vessel at its upper part, after perforating the floor 

of this fossa (Cunningham’s, 2004). 

Lobes: The right lobe (lobus hepatis dexter) is 

much larger than the left; the proportion between them 

being as six to one. It occupies the right hypochondrium, 


