
   
Evidence Discussion for Hepatocellular Carcinoma (HCC) ONC 14 

 

General Considerations (ONC 14.1):  HCC does not necessarily require a biopsy for diagnosis as a triple 
phase CT or MRI can support the diagnosis in the absence of biopsy as these lesions are characterized by 
arterial hypervascularity and “wash out” on portal venous phases unlike the surrounding liver. 1 For 
individuals who are high-risk for developing HCC (cirrhosis, chronic Hepatitis B or current or prior HCC), 
if the liver lesion is >1 cm with 2 classic enhancements on triple-phase CT or MRI, the diagnosis is 
confirmatory and biopsy is not needed.  For lesions less than 1 cm or with less than 2 classical 
enhancements or for any liver lesions in individuals who are not high-risk, a biopsy may be needed for 
histological confirmation. Serum biomarkers such as AFP are not sensitive or specific enough to establish 
a diagnosis. 2 PET/CT scan is considered experimental, investigational, or unproven for the diagnosis or 
staging of HCC due to limited sensitivity. 3 

 

Initial work-up/Staging (14.3):  All newly diagnosed individuals require a CT chest with or without 
contrast in addition to abdominal +/- pelvic imaging that includes CT with or with/without contrast or 
MRI abdomen/pelvis with and without contrast.  Common sites of metastases include lung, adrenal 
glands, peritoneum and bone. 4 

-  

Restaging/Recurrence (14.4):  After initial therapy, for suspected recurrence or new liver lesions, or 
individuals receiving systemic therapy (every 2 cycles), CT chest with or without contrast in addition to 
abdominal +/- pelvic imaging that includes CT with or with/without contrast or MRI abdomen/pelvis 
with and without contrast is indicated.   For individuals undergoing liver embolization, CTA abdomen can 
be obtained immediately prior to this procedure.  In addition, either MRI or CT of the abdomen with and 
without contrast can be obtained immediately prior and 1 month post-ablation.  ONC 31.2 provides a 
broader description of additional appropriate studies prior to and after embolization for liver 
metastases.  

 

Surveillance/Follow-up (14.5):  Individuals treated with surgical resection, embolization or being 
monitored off therapy, recommendation is to obtain CT chest with or without contrast every 3 months 
for 2 years then every 6 months until year 5 as well as one of the following:  CT abdomen with or 
with/without contrast, CT abdomen/pelvis with or with/without contrast or MRI abdomen/pelvis with 
and without contrast.  Multiphasic cross-sectional imaging with CT or MRI is preferred due to its 
reliability in assessing arterial vascularity, which is associated with increased risk of recurrence following 
treatment. 5 & 6   HCC treated with transplant is addressed in AB 42.3, Liver Transplant and Post-
Transplant Imaging. 

-  
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Evidence Discussion for Gallbladder and Biliary Tumors ONC 14 

 

Initial work-up/Staging (14.6):  CT chest with or without contrast plus one of the following: CT abdomen 
with or with/without contrast, CT abdomen/pelvis with contrast and MRI abdomen/pelvis with and 
without contrast.  High-quality contrast-enhanced cross-sectional imaging (CT and/or MRI) of the chest, 
abdomen, and pelvis is recommended to evaluate tumor penetration through the wall of the gallbladder 
and the presence of nodal and distant metastases, and to detect the extent of direct tumor invasion of 
other organs/biliary system or major vascular invasion. 1  PET/CT for inconclusive findings on CT/MRI 
keeping in mind false positives related to an inflamed gallbladder are problematic. 2  

 

Restaging/Recurrence (ONC 14.7):  See imaging options above (ONC 14.6). 

 

Surveillance/Follow-up (ONC 14.8):  Same imaging options in ONC 14.6 to be performed every 6 months 
for 2 years then annually up to year 5.  Biliary cancer treated with liver transplant would follow AB 42.3, 
Liver Transplant, Post-transplant Imaging.   
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Evidence Discussion for Gastric Cancer ONC 14 

 

Initial Work-Up/Staging (ONC 14.9):  All individuals should get CT CAP with contrast.  For T2 or higher 
stage disease with no metastatic disease by CT, PET/CT recommended to complete staging.  FDG-PET 
alone is not an adequate diagnostic procedure in the detection and preoperative staging of gastric 
cancer, but can be helpful when used in conjunction with CT. 1,2 

 

Restaging/Recurrence (ONC 14.10):  CT CAP should be obtained after initial therapy for presumed 
resectable disease, post curative chemoradiation (no surgery) and for suspected recurrence.  Monitoring 
chemotherapy response should include CT A/P and include CT chest for known disease, new/worsening 
pulmonary symptoms or abnormal CXR. PET/CT can be considered with inconclusive findings on 
conventional imaging.   

 

Surveillance/Follow-up (ONC 14.11):  Stage I treated with resection alone does not require routine 
imaging in the absence of signs/symptoms of recurrence.  Stage I treated with systemic therapy, Stages 
II-III and Stage IV s/p definitive treatment of all measurable disease or being observed off therapy should 
undergo CT CAP every 6 months for 2 years then annually up to 5 years. 3  Measurable metastatic 
disease on maintenance therapy or being monitored off therapy should undergo CT CAP every 3 months 
for up to 5 years after completion of active treatment.   
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