




• Known HBV related cirrhosis

• Observation in segment 3 measuring 4.1 cm in longest dimension 
shows non rim APHE+Washout – LIRADS 5. 

• Background liver shows cirrhosis with volume redistribution, mild left 
and caudate lobe hypertrophy. 



USG guided Bx
USG showed an isoechoic 
to mildly hyperechoic 
lesion. 
Notice that the needle 
traverses at least 1.5 cm 
normal parenchyma.
Direct puncture into a 
subcapsular lesion 
predisposes lesion rupture, 
bleeding and tumor 
seeding.
Post biopsy, gelfoam 
embolization was 
performed.   
HPE – HCC. 



Another observation in 
segment 7 measuring 2.8 cm 
(elsewhere opined as possibly 
benign/ hemangioma)

Note the heterogeneous 
nodular appearance with fat 
attenuating areas. Subtle APHE 
and washout (equivocal / low 
interobserver variation) - This 
is suggestive of Multicentric 
origin over intrahepatic 
metastasis (IM).

Adjacent to it a smaller nodule 
(0.9 cm) is visible - this could 
be IM of segment 7 lesion.

Patient was referred for core 
biopsy

 



USG guided Bx 
Under USG guidance the 
subcapsular lesion was 
approached and biopsied, 
the track was embolized. 
The procedure was 
uneventful

HPE – Moderately 
differentiated HCC. 



• As the patient cannot undergo left or right hepatectomy – 
theorectically combined left lateral (2,3) and right lateral 
sectionectomy(6,7) is an option but poses significant morbidity 
and then recurrence in residual liver means the surgery was not 
useful.

• A viable option is liver transplant (which is becoming increasingly 
popular).  

• Alternative treatment options include locoregional (TACE/TARE 
and RFA/MWA/cryo)

• Radiation segmentectomy is another alternative. 

• Monitoring can be with serial AFP and PIVKA – II levels, interval 
imaging (MRI with liver specific agents over triple phase CT). 

• Post treatment LIRADS has separate descriptors. 
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Feedbacks are most welcome and appreciated - drkashif1196@gmail.com
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