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Transarterial chemoembolization (TACE) is the standard of care for patients with intermediate stage
hepatocellular carcinoma (HCC), as recommended by Barcelona Clinic Liver Cancer (BCLC) 2016 staging
system. Data showed that patients treated with conventional TACE had longer median survival time (18-28,7
months) compared to those who did not (9,2-19,7 months).t However, the clinicians have to select carefully
which of their patients are suitable for undergoing TACE.2

The efficacy of TACE procedure can be assessed by radiologic response, biologic response (alpha-feto
protein), degree of mass necrosis, as well as patient’s survival and quality of life.>* Among them, radiologic
response assessment plays the central role in the evaluation of treatment success following TACE. According to
modified response evaluation criteria in solid tumors (mMRECIST) or European Association for the Study of the
Liver (EASL) criteria, response of TACE is classified into either complete response, partial response, progressive
lesion, or stable lesion.>®” This criteria keeps the concept of measuring the viable part of residual tumor tissue
and recommended the uni-dimensional assessment of the longest viable tumor diameter in order to determine
the category.? Shim et al demonstrated a clear prognostic survival between the first two criterias (with each HR
1and 2,75, p < 0,001) and the rest ones (HR 6,32 and 16,06, p < 0,001).2

Abdominal multiphasic CT scan or MRI is the common modality used, usually performed 4 weeks after
TACE. Aside from CT scan and MR, contrast-enhanced ultrasonography (CEUS) is now recognized as a useful
imaging tool for evaluating immidiate response after TACE. It facilitates real-time vascular phase imaging of high
resolution, thus is more effective for showing feeding artery than contrast-enhanced CT or MRI. The use of CEUS
is also relatively safer since it can be used without risk of nephrotoxicity or ionizing radiation.*'®!Nevertheless,
it remains difficult for CEUS to exhibit comprehensive assessment of the whole liver parenchyma during the
short duration of the arterial phase. Similar to basic US, poor acoustic window or deep seated lesion results in
poor imaging. In addition, CEUS is inferior in case of multiple lesions or very large tumor, since they usually
can’t be captured on single plane.®1?

Radiologic evaluation response can be very helpful for the context of follow up and identifying the need
of retreatment. A lack of objective radiologic response after the first TACE session should not automatically
abandon further TACE treatments. Georgiades et al showed that second TACE improved the response found
in 47% patients with initial unsatisactory result.® Therefore, patients with viable tumor tissue detected can be
considered for retreatment with precaution of their clinical tolerance 6-8 weeks after evaluation.** However,
the decision for retreatment should not only be taken based on the radiological response as TACE may become
a double-edged sword for liver function. In this context, objective radiologic tumor response, impairment of
liver function, and liver damage after the first TACE session are integrated into the system of the assessment
for retreatment with TACE (ART score).n*®

TACE is currently the mainstay palliative liver-directed treatment modality for intermediate stage HCC.
Tumor response evaluation may be the best indicator for further treatments need to be taken following TACE.

Volume 17 Number 1 April 2016 1


https://core.ac.uk/display/268595001?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1

Juferdy Kurniawan

REFERENCES

1.

Bruix J, Reig M, Sherman M. Evidence-based diagnosis,
staging, and treatment of patients with hepatocelullar
carcinoma.. Gastroenterology 2016;150:835-53.

Sieghart W, Hucke F, Radosavljevic MP. Transarterial
chemoembolization: modalities, indication, and patient
selection. J Hepatol 2015;62:1187-95.

Guan YS, Liu Y. Interventional treatments for hepatocellular
carcinoma. Hepatobiliary Pancreat Dis Int 2006;5:495-500.

Kwan SW, Fidelman N, Ma E, Kerlan RK, Yao FF. Imaging
predictors of response to transarterial chemoembolization in
patients with hepatocellular carcinoma: radiologic-pathologic
correlation. Liver Transpl 2012;18:727-36.

Lencioni R, Llovet JM. Modified RECIST (mRECIST)
assesment for hepatocellular carcinoma. Semin Liver Dis
2010;30:52-60.

Sato Y, Watanabe H, Sone M, Onaya H, Sakamoto N,
Osuga K, et al. Tumor response evaluation criteria for
hepatocellular carcinoma (HCC) treated using trancatheter
arterial embolization (TACE): RECIST (response evaluatin
criteria in solid tumors) version 1.1 and mRECIST (modified
RECIST): JIVROSG-0602. Upsala Journal of Medical Science
2013;118:16-22.

Liu L, Wang W, Chen H, Zhao Y, Bai W, Yin Z, et al. EASI-
and mRECIST-evaluated responses to combination therapy
of sorafenib with transarterial chemoembolization predict
survival in patients with hepatocellular carcinoma. Clin Cancer
Res 2014;20:1623-31.

Shim JH, Lee HC, Kim SO, Shin YM, Kim KM, Lim YS, etal.
Which response criteria best help predict survival of patients
with hepatocellular carcinoma following chemoembolization?
A validation study of old and new models. Radiology
2012;262:708-18.

10.

11.

12.

13.

14.

15.

Park KH, Kwon SH, Lee YS, Jeong SW, Jang JY, Lee SH, et
al. Predictive factors of contrast-enhanced ultrasonography
for the response to transarterial chemoembolization in
hepatocellular carcinoma. Clinical and Molecular Hepatology
2015;21:158-64.

Laroia ST, Bawa SS, Jain D, Mukund A, Sarin S. Contrast
ultrasound in hepatocellular carcinoma at a tertiary liver
cnter: first Indian experience. World J Radiol 2013;5:229-40.
Moschouris H, Malagari K, Papadaki MG, Kornezos I,
Statamatiou K, Anagnostopoulos A, et al. mRECIST criteria
and contrast-enhanced US for the assesment of the response of
hepatocellular carcinoma to transarterial chemoembolization.
Diagn Interv Radiol 2014;20:136-42.

Chung YE, Kim KW. Contrast-enhanced ultrasonography:
advance and current status in abdominal imaging.
Ultrasonography 2015;34:3-18.

Georgiades C, Geschwind JF, Harrison N, ines-Peralta
A, Liapi E, Hing K, et al. Lack of response after initial
chemoembolization for hepatocellular carcinoma: does
it predict failure of subsequent treatment? Radiology
2012;265:115-23.

Yoo JJ, Lee JH, Lee SH, Lee M, Lee DH, Cho Y, et al.
Comparison of the effects of transarterial chemoembolization
for advanced hepatocellular carcinoma between patients with
and without extrahepatic metastases. PLOS ONE 2014;9:1-15.
Sieghart W, Hucke F, Pinter M, Graziadei I, Vogel W,
Muller C, et al. The ART of decision making: retreatment
with transarterial chemoembolizations in patients with
hepatocellular carcinoma. Hepatology 2013;57:2261-73.

The Indonesian Journal of Gastroenterology, Hepatology and Digestive Endoscopy



