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Introduction 

 
   Cirrhosis is characterized by a spectrum of hepatocellular nodules that mark 
the progression from regenerative nodules to low- and high- grade dysplastic 
nodules, followed by small and large hepatocellular carcinomas (HCCs). (Daniella 
B. Parente et al 2012) 
Vascularity patterns change gradually as the nodules evolve, with an increasing 
shift from predominantly venous to predominantly arterial perfusion. (Daniella B. 
Parente et al 2012) 
 
 
Worldwide, HCC is the third most common cause of death from cancer. (Edwards BK 
et al 2010) 
 
The annual incidence of HCC among cirrhotic patients is 2.0%–6.6%, When it is 
detected after the onset of symptoms, patients with HCC have a dismal prognosis (5-
year survival rate, 0%–10%); however, patients with small HCCs may be cured (5-
year survival rate, >50%). (Daniella B. Parente et al 2012) 

The widespread practice of surveillance, which is recommended for patients with 
cirrhosis, has increased the number of patients who are diagnosed with early-stage 
HCC, when curative options may be pursued. ( Bruix J et al 2011)  
 

As a result of major advancements in field gradient technology and multichannel 
surface coils, magnetic resonance (MR) imaging is playing an increasingly greater 
role in the accurate, noninvasive detection and characterization of hepatic lesions. 
Because MR imaging displays the same lesion contrast enhancement patterns asCT, 
but with superior lesion-to-liver contrast and without the use of ionizing radiation, In 
addition, the use of newer pulse sequences.( Alvin C et al 2009 )  

 

In several studies, including a meta-analysis, the specificities of MR imaging and CT 
were found to be comparable for depicting HCC in the cirrhotic liver, although other 
studies have reported that MR imaging has higher sensitivity than CT (81% versus 
68%, 70% versus 50%, 77% versus 54%, and 85% versus 68% for MR imaging and 
CT, respectively). (Daniella B. Parente et al 2012) 



Krinsky et al reported that MR imaging is sensitive in only 33% of patients with 
known HCC before transplantation. When the nodules were stratified by size, the 
sensitivity of MR imaging was 100% for lesions larger than 2 cm, 52% for 1–2-cm 
lesions, and only 4% for lesions smaller than 1 cm, findings that illustrate the 
difficulty in detecting small lesions. ( Krinsky GA et al 2002)  
 

Although MR imaging usually has higher sensitivity than CT, depicting and 
characterizing hyper vascular lesions in patients with cirrhosis is challenging at any 
modality, especially when lesions are small. Differentiating HCC from other hyper 
vascular lesions is a key step in treating patients and is the responsibility of the 
radiologist. (Hanna RF et al 2008) 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



Aim of work: 
• To discuss and illustrate the most relevant and common MR imaging 

features of frequently encountered hyper vascular liver lesions. 
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Chapter (1): Introduction 
 

Cirrhosis is characterized by a spectrum of hepatocellular nodules that mark the 

progression from regenerative nodules to low- and high- grade dysplastic nodules, 

followed by small and large hepatocellular carcinomas (HCCs). 

  ( Parente et al 2012) 

Vascularity patterns change gradually as the nodules evolve, with an increasing 

shift from predominantly venous to predominantly arterial perfusion.  

 ( Parente et al 2012) 

 

Worldwide, HCC is the third most common cause of death from cancer.  

 (Edwards et al 2010) 

 

The annual incidence of HCC among cirrhotic patients is 2.0%–6.6%, When it is 

detected after the onset of symptoms, patients with HCC have a dismal prognosis 

(5- year survival rate, 0%–10%); however, patients with small HCCs may be cured 

(5- year survival rate, >50%). (Parente et al 2012) 

The widespread practice of surveillance, which is recommended for patients with 

cirrhosis, has increased the number of patients who are diagnosed with early-

stage HCC, when curative options may be pursued. ( Bruix et al 2011) 

 

 


