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23 January, 2018 
Dear Professor Jonas 
 
INFORMATION AND ATTENDANCE LETTER 
On behalf of the Gastro Foundation, it will be our pleasure to host you at the Gastro Foundation Weekend 
for Fellows at Spier Hotel & Conference Centre, Stellenbosch. 
Please read the following information carefully. 
 
DIRECTIONS  
 
From Cape Town 
 
   Take the N2, to Stellenbosch 

  
9,9 km  

 
Take exit 33 for Baden Powell Drive toward R310/Stellenbosch/Macassar   

  
400 m  

 
Turn left onto Baden Powell Dr   

  
9,2 km  

 
Turn right, destination will be on the left  

  
38 m  

 

Once you have turned into the estate, turn right towards the hotel 
 

 

   

 

Spier Wine Farm 
R310 Baden Powell Rd 
Stellenbosch 7603 

 
ROOMING INFORMATION    
Single accommodation has been reserved for you for Friday 2 and double accommodation for  
Saturday 3 February 
The Gastro Foundation will cover your accommodation at Spier: all meals and the conference costs for 
the 2,3 & 4 February 2018 at Spier.  Any extra costs such as telephone, room service, mini bar, laundry 
etc will be for your own account and are to be settled on departure directly with the hotel.  
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Introduction

• Most common primary hepatic malignancy

• Annual incidence is 782000 people annually*

• Globally accounts for 9.2% of all new cancer cases

• 5th most common cancer in males and 8th in females

• Around 84% occur in less developed regions

• Annual mortality is 746000*

• Worldwide it is the second leading cause of cancer-
related death

*IARC. Liver Cancer: Estimated Incidence, Mortality, Prevalence Worldwide in 2012. 
http://globocaniarcfr/Pages/fact_sheets_canceraspx. 2012. Accessed December 12, 2013. 



HCC in Africa

• High prevalence in all Sub-Saharan African countries 

• Most common cause of cancer-related death in men 
and the 3rd most common in women

• Annual fatality ratio is 0.96

• Occurs at a younger age

• A large percentage present in non-cirrhotic livers

• Present with larger tumours

• Present more often metastatic disease



Etiology

• Chronic hepatitis B infection

• Chronic hepatitis C infection

• Dietary aflatoxin B1 exposure

• Metabolic syndrome (NAFLD/NASH)

• Alcohol abuse

• Iron-overload (inherited and acquired)

• Cirrhosis of any cause

• Smoking

• Tyrosinosis

• α1 antitrypsin deficiency

• etc.



Etiology in Africa

• Historic main etiological factors
– chronic hepatitis B infection

– aflatoxin exposure

– dietary iron overload

• Emerging etiological factors
– alcoholic liver disease

– NAFLD/NASH

– chronic hepatitis C



Clinical presentation

• Symptomatic tumour

• Incidental finding examining liver disease

• Screening of high-risk populations





Bruix et al. Hepatology 2011;53:1020-2

Diagnosis and staging
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Diagnosis and staging



Llovet et al. Journal of Hepatology 2012;56:908-943



Song P, et al. BioScience Trends. 2017; 11:389-398 



Pre-contrast Arterial phase
Portovenous 
phase

Delayed phase
Hepatobiliary 
phase

CE-MDCT ✔ ✔ ✔ ✔ ✗

Conventional MRI ✔ ✔ ✔ ✔ ✗

Gd-EOB-DTPA-MRI ✔ ✔ ✔ ✔ ✔

Pre-contrast Arterial phase
Portovenous 
phase

Delayed phase

CE-MDCT ✔ ✔ ✔ ✔

ECCM-MRI ✔ ✔ ✔ ✔

Gd-EOB-DTPA-MRI ✔ ✔ ✔ ✔

CE-MDCT contrast-enhanced multi-detector computed tomography

ECCM-MRI MRI with extracellular contrast media 

Gd-EOB-DTPA-MRI gadoxetic acid-enhanced MRI 

Gd-EOB-DTPA (Primovist® /Eovist®)

Gadolinium ethoxybenzyl diethylenetriaminepentaacetic acid





The Liver Imaging Reporting And Data System 

(LI-RADS) 





Treatment

• Based on the Barcelona Clinic Liver Cancer 
(BCLC) staging system

• Based on the modified Union of International 
Cancer Control (mUICC) staging system

• Based on the Child-Pugh class of liver function

• Based on tumor resectability (resectable or 
unresectable) 



Treatment

Forner A, et al. Hepatocellular carcinoma. Lancet 2012;379:1245–1255



Song P, et al. BioScience Trends. 2017; 11:389-398 



The unmet clinical needs of the BCLC guidelines

• Assumptions

• Universally homogenous disease

• Homogenous stage stratification

• Work-up possibilities are available

• All treatment possibilities are available

• Does not account for heterogeneity
• Exists for stage A

• Lacking stage B



Bolondi L, et al. Semin Liver Dis 2012;32:348–359



• R0 resection

• Sufficient future liver remnant

• No extra-hepatic metastases

Liver resection
Principles



Liver resection
Current guidelines

Barcelona criteria

Very early stage (0)

• Single lesions

• < 2 cm in size

• Child-Pugh score A

• Normal portal pressure function surrogates

• Normal bilirubin

• Performance status 0 general condition

tumour



Liver resection
Current clinical practice

Guidelines are challenged:

• Multiple lesions

• Large lesions

• Portal hypertension



Guglielmi A, et al. World J Gastroenterol.2014;20:7525-7533 

Liver resection
Results



Schnitzbauer AA, et al. Ann Surg. 2012;255:405-14 



Current indications

Linecker M, et al. Surgery 2017;161:453-464



Liver transplantation
Principles

• Removes tumour

• Cures liver dysfunction

• Prevents new tumour formation, not metastases

• Patients with low risk for metastatic disease are selected

• HCC transplants compete with other indications

• Highly dependent on donor supply



Liver transplantation
Current guidelines

Barcelona criteria

Very early or early stage (0;A)

• 1-3 lesions*

• ≤3 cm in diameter*

• Child-Pugh score A-B function surrogates

• Performance status 0 general condition

* Milan criteria – ≤5 cm was added as a size limitation for single lesions

OS when transplanted within the BCLC >70% at 5 years

tumour



Expanding transplant criteria

Cons
• Increase need for organs

• Increase waiting times 

• Saturating waiting lists with worse outcomes

• Increase drop-outs

• Impairs intention-to-treat results

Liver transplantation
Current clinical practice



Milan criteria

• 1 lesion ≤5 cm 

• 3 lesions ≤3 cm in diameter

University of California San Francisco (UCSF) criteria

• 1 nodule ≤ 6.5 cm

• or 2–3 nodules ≤ 4.5 cm; total tumour diameter ≤ 8 cm

‘Up-to-seven’ criteria

• sum of the size of largest tumour and tumour number ≤ 7

Yao FY, et al. Hepatology 2001;33:1394–403
Mazzaferro V, et al. N Engl J Med 1996; 334: 693–9



HCC Metro ticket



Local ablation
Principles

• Radiofrequency ablation (RFA) ✓

• Microwave ablation (MWA) ✓

• Laser ablation (LA) ✗

• Cryoablation ✗

• Ethanol ablation ✓✗

• Irreversible electroporation (IRE) ✓

• High-intensity focused ultrasound (HIFU) ✗

• Stereotactic body radiation therapy (SBRT)    ✓✗



Completed Needle Placement



Local ablation
Current guidelines

Barcelona criteria

Very early or early stage (0;A)

• 1-3 lesions 

• ≤3 cm in diameter

• Child-Pugh score A/B function surrogates

• Performance status 0 general condition

tumour



Local ablation
Current practice

> 3 cm in size – increase in local recurrence rates

> 3 lesions – oncological more advanced



Local ablation
Results

Tiong L, et al. British Journal of Surgery 2011;98:1210–1224 

Within Outside

1 year 96–100 % 78 – 98 %

3 year 53–92 % 33–94 %

5 year 41–77 % 20–75 %

Median overall survival



Embolization
Principles



Embolization
Principles

• Transarterial embolization (TAE)

• Transarterial chemoembolization (TACE)

– conventional – Doxorubicin/Lipiodol emulsion

– Doxorubicin-loaded drug-eluting beads (DEB)

• Transarterial radioembolization (TARE)

– Iodine-131-labelled Lipiodol

– microspheres loaded with Yttrium-90 (β emitter with short tissue 
penetration)

Llovet JM, Bruix J. Hepatology 2003;37:429–42



Embolization
Current guidelines

Barcelona criteria

Intermediate stage (B)

• Large multi-nodular tumour

• Child-Pugh score A/B function surrogates

• Performance status 0 general condition

Llovet JM, Bruix J. Hepatology 2003;37:429–42



Embolization outside the BCLC criteria
Indication

• Intermediate-stage (BCLC B) HCC 

Absolute contraindications

• Child-Pugh B ≥8

• Extensive tumour with massive replacement of both entire lobes

• Severely reduced portal vein flow (portal vein occlusions; hepatofugal blood flow) 

• Untreatable arteriovenous fistula

• Renal failure (creatinine ≥2 mg/dL; creatinine clearance <30 mL/ min) 

Relative contraindications

• Tumour size ≥10 cm 

• Compromised organ function (active cardiovascular disease; active lung disease)

• Untreated varices at high risk of bleeding 

• Bile-duct occlusion or incompetent papilla due to stent or surgery
Raoul JL, et al. Cancer Treat Rev 2011;37:212–20

Embolization
Current practice



• Heterogeneity in reported overall survival

• Prospective studies: mean OS 3.4-31 months

• Retrospective studies: mean OS 8.5-48 months

• Doxorubicin-loaded drug-eluting beads (DEB) can cause 

complete necrosis of <5 cm HCC nodules

• TARE - ? curative modality

Embolization
Results



Oncologic treatment



Sorafenib (Nexavar)

• Median recurrence-free survival – 33.3 months in the sorafenib group vs 33.7 
months in the placebo group (p=0.26)

• No advantage

Llovet JM, et al. N Engl J Med. 2008;359:378-90
Bruix J, eta..Lancet Oncol 2015; 16: 1344–54

• Median OS - 10.7 months in the sorafenib group vs. 7.9 months in the placebo 
group (p<0.001)

• Modest advantage





Desai J, et al. J Gastrointest Oncol 2017;8:243-255



Prognosis

• Liver resection* >70% 5 year survival

• Local ablation* >70% 5 year survival

• Transplantation* >75% 5 year survival

• TACE 20 mo improved survival

• Sorafenib 2.9 mo improved survival

• Best supportive care

Guglielmi A, et al. World J Gastroenterol.2014;20:7525-7533 
Yao FY. American Journal of Transplantation 2008;8:1982–1989
Tiong L, et al. British Journal of Surgery 2011;98:1210–1224 
Llovet JM, Bruix J. Hepatology 2003;37:429–42
Llovet JM, et al. N Engl J Med 2008;359:378-90

*Treated within the Barcelona criteria



MDT conference

Lordan JT, et al. EJSO. 2009; 35: 302-306



Thank you

eduard.jonas@uct.ac.za


