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Abstract 
 

      This study is to evaluate the role of triphasic CT in prediction 

of the prognosis of the irresectable HCC patients who had locally 

treated with transcatheter arterial chemo embolization by 

studying the enhancement (vascularity) pattern & the volume 

changes of the HCC after TACE.Our study included triphasic CT 

study & serum AFP level for assessment of the target lesion after 

doing TACE as a loco regional therapy for HCC.In our study, 

there is a highly significant relationship between the maximum 

initial diameter of the target lesion before TACE & the maximum 

diameter of the lesion after TACE as the initial maximum 

diameter of the target lesion is increased the maximum diameter 

of the lesion after TACE is also increased. 
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Introduction 

Hepatocellular carcinoma (HCC) is the most common 

primary liver cancer, the fifth most common cancer and the 

third most common global cause of cancer-related deaths. In 

2000, there were 564,000 new cases and 549,000   deaths 

from HCC worldwide, indicating the devastating prognosis 

of this tumor (Shariff et al., 2015). 

The major risk factors for HCC are the presence of 

cirrhosis, and HBV/HCV coinfection. Other factors, such as 

aflatoxin and nonalcoholic steatohepatitis (NASH), are 

important and prevalent in certain areas of the world (Shariff 

et al., 2015). 

Unlike other forms of cancer, the diagnosis of HCC 

does not always require   histological confirmation and HCC 

is usually diagnosed by tumor marker and radiology such as 

ultrasonography, C.T and MRI (Bolondi et al., 2014). 

Current effective treatments for HCC include liver 

resection, transplantation, various local ablative and trans-

arterial therapies. Surgical resection and liver transplantation 

are the main curative treatments. Unfortunately, only around 

20 % patients, mostly diagnosed by regular screening, may 

benefit from these surgical therapies (Yau et al., 2012). 

Chemoembolization is the most commonly used 

treatment for HCC that cannot be submitted to surgery. It is 

based on the objective of tumor devascularization, in which 

the oxygen and nutrient supply to the tumor is blocked, 

resultng in tumor necrosis (Geschwind et al., 2012). 

             Evaluation of the therapeutic effect of HCC after 

TACE is primarily based on the findings of imaging studies. 

MDCT is the standard imaging technique for monitoring the 
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effectiveness of TACE by studying the enhancement 

(vascularity) pattern & the volume changes of the HCC after 

TACE and for  evaluation of the presence of viable tumor in 

HCC treated with TACE  to determine the subsequent 

treatment or to avoid unnecessary treatment. (William et al., 

2015) 
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The aim of this study: 

 Is to evaluate the role of MDCT in prediction of the 

response of the irresectable HCC patients who had locally 

treated with transcatheter arterial chemo embolization by 

studying the enhancement (vascularity) pattern and the 

volume changes of the HCC after TACE. 

 

 

 

 

 

 

 

 

 


