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Table 1. Life Quality and Treatment Modality of 12 Cases with
More than 5 Year-Survival

NoTx Op Op+TAE TAEonly

Expiry after 5 years 0 0 1 2t
Survival with Disease 0 0 1 2
DFS after Recurrence 0 1* 1* 0
DFS without Recurrence 0 2 2 0
3 5 4

Tx;treatment, Op;operation, TAE;transarterial chemoembolization,
DFS;disease-free survival

* : Re-operation after recurrence

t: 1 case with combined hollium injection

A
Fig. 1. A case with more than 5 year-survival with residual disease.: Single nodular type treated by repeated TAE

A Initial CT scan in early phase shows about 2cm-sized, single nodular type and well enhancing hypervascular mass in segment 7
of cirrhotic liver with ascites. And Significant portal vein thrombosis is not shown.

B. Angiogram(46 months later) shows still faint tumor staining supplied from A7(arrows). But good TAE response is shown.

Table 2. Morphologic Analysis of 12 Cases with Long-Term Sur-
vival and 6 Cases with Disease-Free Survival

12 cases with LTS 6 cases with DFS

Tumor size <2cm 0 0
2-5cm 7 3
5-10cm 4 2
> 10cm 1 1
Gross Nodular 11 6
classification Massive 1 0
Diffuse 0 0
Multiplicity Single 12 6
Multiple 0 0
Vascularity Hypervascularity 12 6
Hypovascularity 0 0
Extent of Lobar branch 2 0
PV invasion Segmental branch 1 1
Distal small branch
— absence 9 5
LN enlargement  Absence during F-U 12
Edmondson-
Steiner I-1l - 0
grade* 1-111 - 5
Hn-1v - 1
WHO Trabecular
classification*  predominant - 6
Nontrabecular
predominant -
Capsular invasion* Presence - 3
Absence 3
Associated Presence - 2
liver cirrhosis*  Absence - 4

LTS: Long-term survival, DFS: Disease-free survival
* : Pathohistologic analysis of 6 cases with disease-free survival by

surgery
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Fig. 2. A case with more than 5 year-survival with residual disease.: Massive type treated by repeated TAE.

This case shows left portal vein thrombosis. but good TAE response was shown, because of hypervacularity and localization in the
left lateral segment of tumor.

A. Initial CT scan in arterial dominant phase shows about 8cm-sized, massive type, heterogeneous enhancing mass in the left later-
al segment and abnormal segmental hyperperfusion(S 2,3,4, arrows) due to left portal vein thrombosis.

B. Initial portogram showvs filling defect of left portal vein, representing left portal vein thrombosis(arrowhead).

C.Lipiodol CT(14 months later after TAE) shows densely lipiodol uptaken mass in the atrophied left lateral segment, representing
well controlled status.

D.CT scan in early phase(78 months later) shows recurred masses in the right lobe, representing intrahepatic metastasis(arrows).
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A B

Fig. 3. A case with more than 5 year-survival without residual disease.: Single nodular type treated by surgical resection combined
with TAE.

Predominantly trabecular type, Edmondson-Steiner grade 1I-111, and encapsulation were noted on histopathologic findings.

A. Initial CT scan in early phase shows about 8cm-sized, single nodular, heterogeneously well enhancing mass with central necrot-
ic portion in the hepatic dome.

B. Angiogram before surgical resection shows hypervascular tumor staining supplied from mainly A8 and A4.
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C
Fig. 4. A case with more than 5 year-survivial without residual disease: Single nodular type with repeated surgical resection of re-
current HCC. Predominantly trabecular type, Edmondson-Steiner grade I1-111, and encapsulation were noted on histopathologic

findings. This is the curatvie case with surgical resection for recurrent HCC.

A Initial CT scan in early phase shows single nodular, well enhancing mass in Segment 2(arrows).

B. Angiogram before surgical resection shows hypervascular tumor staining supplied from A2.

C.CT scan in early phase(46 months later after surgical resection) shows newly developed well enhancing mass in Segment 7(ar-
rows).

D. Angiogram before re-operation also shows hypervascular recurred tumor staining supplied from A7 and A6.
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Purpose : To determine which morphologic and radiologic characteristics and common features of HCC in pa-
tients with a survival time of more than five years are useful for prognosis and appropriate therapeutic modality.
Materials and Methods : Among 178 patients in whom HCC was diagnosed at our hospital and who underwent
dynamic CT and angiography, we retrospectively reviewed the cases of 12 who survived more than five years.
Initially, the gross finding, size, number, vascularity of HCC, and extent of portal vein invasion were analyzed.
The presence of lymph node enlargement was investigated during follow-up study and in cases confirmed sur-
gically, the results were compared with the histopathologic findings. The therapeutic modalities of the 12 pa-
tients were as follows; only surgical resection, 3 cases(1 case: re-operation); surgical resection with transarterial
chemoembolization(TAE), 5 cases(1 case: re-operation); only TAE, 4 cases (1 case: combined with hollium in-
jection); and at present, expiry after survival for more than five years, 3 cases; survival with disease, 3 cases
and survival without disease, 6 cases(2 cases: re-operation after recurrence).

Results : In 12 patients who survived more than five years, initial gross classification was single nodular type
in 11 cases and massive type in one case; all showed typical hypervascularity on dynamic CT and hepatic an-
giography. With regard to extent of portal vein invasion, two cases showed involvement of the lobar branch
and in one case invasion of the segmental branch was noted. In the other nine cases there was either invasion
of the distal small branch or no definite portal vein invasion. HCC size ranged from 2 to 10 (mean, 5)cm. In
eight cases involving surgical resection (reoperation : two cases), the histopathologic findings indicated, pre-
dominantly, the trabecular type and Edmondson grade 11-111. The exception was one case of grade I11-1V. In
eight cases of single HCC at the time of diagnosis, multiple recurrent HCCs were present. In four cases tumors
did not recur, and follow-up study revealed no lymph node enlargement.

Conclusion : Initial radiologic findings [number of tumors (one only), gross classification (nodular type), vascu-
larity(hypervascularity), portal vein invasion(lesser extent), histopathologic findings(predominantly trabecular
type)] and the absence of lymph node enlargement are thought to be more important factors than tumor size in
the prognosis of HCC. If initial examination of HCC reveals the above mentioned radiologic features, a more
aggressive and active therapeutic management approach should be carefully considered.
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