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Hepatocellular carcinoma (HCC) is one of the most common causes
of cancer- related death and, owing to changes in the prevalence of the two
major risk factors, hepatitis B virus and hepatitis C virus, its incidence
remains  alarmingly high in the developing world and is steadily rising
across most of the developed world. Early diagnosis remains the key to
effective treatment and there have been recent advances in both the
diagnosis and therapy of HCC, which have made important impacts on the
disease. This review outlines the epidemiological trends, risk
factors,diagnostic developments and novel therapeutics for HCC, both in

the developing and developed world (Shariff et al., 2010).

The mechanism of HCC development differs according to the
underlying disease.Infection with HBV can clearly lead to HCC without the
intermediate step of cirrhosis, although the majority of patients with HBV-
related HCC have cirrhotic disease. Conversely, HCV-related HCC almost
always arises in the setting of advanced fibrosis or cirrhosis; a direct
hepatocarcinogenic role of HCV has not been clearly proven. Typically,
patients who develop HCC in the setting of HBV or HCV have infection
that is long-standing (i.e. more than 30 years) (Tong et al., 2009).

The mechanisms of hepatocarcinogenesis and the tumor
characteristics vary from one part of the world to another. In Africa and
Southern Asia, the role of hepatitis B virus (HBV) infection—which is
acquired at birth or early in life—is highly predominant, and may be
compounded by aflatoxin exposure, causing HCC to develop at a young

age (Vivarelli et al., 2010).
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Since the introduction of surveillance in patients at high risk of
Hepatocellular carcinoma, the diagnosis of small Hepatocellular carcinoma

has increased, especially in endemic areas such as Korea (Hong et al., 2011).

Magnetic resonance imaging (MRI) is highly sensitive in
distinguishing HCC from macroregenerative nodules especially with
contrast Diagnostic laparoscopy and laparoscopic ultrasound should be

used in preoperative staging (Petrson et al., 2012).

Treatment options for liver cancer varies according to tumor stage.
Preoperative portal vein embolization (PVE) allows safe liver resection and

preoperative volumetric determination of the future liver remnant (Abdallo et

al., 2011).

Ultrasonography is commonly used in programs that screen high risk
populations for development of Hepatocellular carcinoma and has been
shown to be superior to serum alpha—fetoprotein (AFP) measurement to
detect early hepatocellular carcinoma in chronic viral hepatitis .Recently
investigations have been developed in detecting early hepatocellular
carcinoma including: Doppler U.S and helical C.T are highly sensitive
especially dual and triple phase intravenous contrast, helical C.T can detect

small liver mass less than (2cm) (Martele et al., 2013).

HCC can be cured by surgery if the tumor is not diffuse and the
remaining liver is sufficient to maintain adequate functions. Radio
frequency ablation (RFA) was recently reported to treat (HCC) ranged

from 1 to 7cm by laparotomy and laparoscopic techniques (Curley et al.,
2011).

Laparoscopic liver surgery has evolved rapidly over the past 5 years.
The growing experience with these procedures has resulted in a shift in the
diagnosis and therapeutic approach to common liver tumors. The fact that
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resection of benign and malignant hepatic masses can now be
accomplished laparoscopically with relatively low morbidity has influenced
the decision-making process for physicians involved in the diagnosis and

management of these lesions (Gamblin et al., 2011).

The ultrasonically ctivated (Harmonic) scalpel (Ethicon-Endo-
Surgery, Inc, Cincinnati, Ohio)was designed as a safe alternative to
electrocautery for hemostatic dissection of the tissue and was introduced
into clinical use nearly a decade ago. This innovative cavitational effects
provided by rapidly vibrating blade contacting various tissues. The
resulting decrease in temperatures, smoke, and lateral tissue damage placed
the harmonic scalpel in contrast to the effects seen with the more traditional

electrocautery (Habib et al., 2010).

In addition the elimination of inadvertent sometimes unrecognized,
electrical arcing injuries with their potentially hazardous sequelae
supported the role of the harmonic scalpel as a potentially safer instrument
for tissue dissection. Over the past twenty years surgeons have developed
new surgical procedures and techniques to firstly reduce the unnecessary
resection of the liver parenchyma and to decrease intra operative blood loss

(Habib et al., 2010).

Since the clinical use of radiofrequency ablation (RFA) for human
Hepatocellular carcinoma was introduced in 1996 several institutes have
reported higher rates of complete necrosis with fewer treatment sessions
and lower rates of local recurrence in patients treated with RFA than in
those seen in patients treated with percutaneous ethanol injection therapy
(PEIT), which was the first and most widely used local ablative therapy.
More recently, radiofrequency ablation has become a popular method for

treatment of Hepatocellular carcinoma and has been applied as an
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alternative primary therapeutic modality to hepatectomy in some patients

with Hepatocellular carcinoma (Hong et al., 2011).

The Surgical resection i1s superior to RFA in terms of local
recurrence. This may be a result of the safety margin of RFA being
narrower than that of surgical resection, as surgeons usually remove the
entire Couinaud segment containing tumors, so the clearance of tumors and
any potential sites of microscopic disease will be more complete in these
patients. It has been reported that intact nests of viable tumor cells can
remain within an otherwise extensively necrotic HCC specimen after RFA.
In this regard, the potential limitations of RFA, such as local cooling

effects, should be considered (Hong et al., 2011).
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To Spot Light on the methods available by Laparoscope in
management of hepatocellular carcinoma and their advantages and
disadvantages also their efficacy in treatment of hepatocellular carcinoma
and the bases of selection of the ideal method in the treatment of patient

with a final conclusion.



