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Introduction and Aim of                   

the Work 

Introduction:  

Hepatocellular carcinoma (HCC) is an increasingly 

prevalent clinical problem worldwide and is the third most 

common cause of cancer-related death (Sanyal et al., 2010).  

Most of HCC patients are asymptomatic and discoverd only 

during screening program for cirrhosis or liver transplantation 

(Abdel-Wahab et al., 2000).  

A common presentation of HCC is sudden decompansation 

in a patient known to have cirrhosis such as ascites, 

encephalopathy, jaundice, or varicial bleeding (Jema, 2011) 

Approximately 748,300 new cases of HCC were diagnosed 

in 2008, and 695,900 patients died of the disease; these statistics 

underline the high mortality rate of this type of cancer (Ferlay et 

al., 2008) 

 Early diagnosis and appropriate determination of extent of 

HCC and hepatic function are critical in optimizing treatment 

planning and improving survival rates advances in imaging 

techniques have improved the ability to carefully evaluate patients 

with HCC. Three important goals should be addressed when 

evaluating patients with HCC which are, confirmation of diagnosis, 
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assessment of hepatic functional reserve and staging of extent of 

disease (El-Serag et al., 2002).  

The standard surgical management for patients with HCC 

consists of locoregional ablation, surgical resection, or liver 

transplantation, depending on the state of the liver. Eighty percent 

of patients initially presenting with HCC are unresectable, either 

due to the extent of tumor or the level of underlying hepatic 

dysfunction. While in patients with no evidence of cirrhosis and 

good hepatic function, resection has been the treatment of choice, it 

is contraindicated in patients with moderate to severe cirrhosis 

(Child class B or C), leaving these patients with liver 

transplantation as the only option (Thomas et al., 2010). 

Moreover, transplantation is the optimal treatment even for 

small, otherwise   resectable HCC. This is a reflection of a number 

of factors. Liver transplantation is the most beneficial oncologic 

treatment, which most likely results in a resection with 

microscopically negative margins .Most HCCs are multifocal, 

arising from a "field defect" in the liver; though pre-neoplastic 

lesions may not be visible at time of operation, they are likely to 

continue to evolve into new primary HCCs. Furthermore, 

transplantation also eliminates cirrhosis and restores normal hepatic 

function. However, limited organ availability mandates the 

restriction of transplantation to only those patients with early stage 

tumors. Organ Procurement Transplant Network (OPTN) data 

confirm the evolution of liver transplantation from futile to the first 

choice therapy for selected patients (Pelletier et al., 2009). 
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Aim of the Work 

A trial to disclose the updates in diagnosis, treatment, 

prognosis and early survillance of hepatocellular carcinoma and to 

introduce liver transplantation as a treatment modality for this 

common problem in Egypt . 
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Chapter 1 

Epidemiology of HCC 

Hepatocellular carcinoma (HCC) is an increasingly 

prevalent clinical problem worldwide and is the third most 

common cause of cancer-related death (Sanyal et al., 2010). 

It  is one of the most common  solid tumors in the world 

and accounts for 500.000 deaths every year Also, HCC is the 

fifth most common cancer in men and it is the eighth in women 

worldwide (Parkin et al., 2005). 

HCC causes significant public health problems, 

especially in association with chronic hepatitis B or C. The 

observation that half of HCC cases and deaths are estimated to 

occur in China indicates that hepatitis B virus (HBV) infection 

plays a major carcinogenic role in global HCC epidemiology 

(Ferlay et al., 2008). Moreover, the incidence of liver cancer is 

high not only in developing countries but has also been 

increasing among most racial and ethnic groups in developed 

countries, such as the United States, as a result of hepatitis C 

virus (HCV) infection and nonalcoholic steatohepatitis (NASH) 

(Ahmed et al., 2008).  

HCC accounts for 70% to 85% of all cases of primary 

liver cancer except in some parts of Philippines and Thailand 

where intrahepatic cholangiocarcinoma is very common 

(McGlynn et al., 2001). 
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Chapter 1 

Unfortunately in Egypt HCC was the 2
nd

 most frequent 

cancer for male after bladder and constituted 13% of all cancers  

for female it was the 4
th

 after breast, NHL, and leukaemia and 

constituted 4.1% of all cancers (El-Attar, 2005). 

HCC proportion has increased from 4% to 7.2% among 

chronic liver disease patients (El-Zayadi et al., 2005). 

Geographical Variation in Incidence: 

Approximately 748,300 new cases of HCC were 

diagnosed in 2008, and 695,900 patients died of the disease; 

these statistics underline the high mortality rate of this type of 

cancer (Ferlay et al., 2008). 

The frequency with which HCC occur varies in different 

region  with high incidence  are eastern and south eastern Asia 

and in most of Sub-Saharan Africa intermediate incidence occur 

in eastern and southern Europe, the Caribbean, central America 

and Western Asia (Kew, 2002). 

The exact explanation of this variation is unknown but in 

general high incidence rates correlate strongly with the 

prevalence of HBV infection. For example, in china (very high 

incidence of HCC), the prevalence rate of HBV surface antigen 

carriers was between 10% and 20% (El-Serag et al., 2001).   

The incidence of HCC largely varies according to the 

geographic area, although it is usually higher in developing 


