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Results of the CARE HCC Needs Assessment 
Commentary and content provided by the CARE Oncology and Liver Disease Faculties

 CARE faculty who have contributed to this needs assessment:
Dr. Hemant Shah (Toronto Western Hospital) and Dr. Winson Cheung (BCCA)



HCC Needs AssessmeNt Results
The CARE (Community. Academic. Research. Education.) Faculty recently 
developed a needs assessment focused on the identification and management 
of hepatocellular carcinoma (HCC), led by medical oncologist Dr. Winson Cheung 
(BCCA). This questionnaire was distributed to Canadian hepatologists to gain 
their insights on HCC. The goal was to promote a shared understanding of the 
range of issues, perspectives, and developments related to these issues, framed 
from a Canadian perspective. We ultimately want to identify at-risk patients 
earlier, in order to provide patients with optimal treatment. Commentary on 
this needs assessment was provided by leading hepatologist, Dr. Hemant Shah 
(Toronto Western Hospital).

IdentIfIcatIon of Hcc

1. In your opinion, which are the most important risk factors to look out for in patients who may progress to develop HCC?

Gender 46%

HBV or HCV status 100%

Type 2 diabetes 38%

Family History 62%

Ethnicity 46%

Cirrhosis 100%

Serum ALT, AST, AFP levels 38%

Smoking 31%

Age 38%

Heavy alcohol use 23%

Microvascular Invasion 15%

Other 0%

Discussion: As HCC is one of the major malignant tumours present in today’s world, it is 
important to understand the risk factors to earlier identify patients. It is not surprising that 
patients with HBV/HCV and cirrhosis are always considered at risk for developing HCC, as 
research has confirmed this. HBV and HCV risk factors for developing HCC vary by region; 
in more developed areas of the world HCV is a more common risk factor, where HBV is more 
common as a risk factor in developing countries. i  A recent study on patients with cirrhosis 
stated that all patients with cirrhosis are at risk. The study determined the ADRESS-HCC risk 
model is a useful tool for predicting the 1-year risk of HCC among patients with cirrhosis. ii   

Additional factors such as alcohol abuse and obesity are other factors that have increased 
in incidence as important risk factors. It is interesting that family history (62%) was ranked 
so highly, as it is not a very strong risk factor for HCC. In fact, gender may be stronger.  Age 
is also a strong risk factor, and responders did not regard it as very important.

2. Do you monitor these “at-risk” patients for HCC? 

Yes 100%

No 0%

Total 100%

3. What guidelines do you use when monitoring patients that could progress to HCC? (Please select all that apply)

AASLD 2010 Guidelines 64%

EASL 2012 Guidelines 36%

Practical Experience 27%

Other 0%

Discussion: There was a recent update in 2014 to the AASLD guidelines, which is what 
responders are likely referring to.  The AASLD guidelines are relevant to Canadian practi-
tioners for several reasons: 1) written by a Canadian, 2) we have similar practice patterns as 
the US and 3) technologies and modes of screening in Canada and the US are similar.  It is 
good to see they are heavily used.  

Discussion: It is positive to see that all responders monitor at risk patients. When asked 
how frequently they monitor these patients, everyone stated every 6 months, which is 
aligned to the AASLD guidelines. There appears to be a consensus among responders, 
however this is self-reported, so we don’t know the reality.

ON: 46%

QC: 23%

NS: 5%

BC: 10%

SK: 8%

AB: 8%

REsPoNDER
INfoRmAtIoN

67% Academic

57% Consider themselves clinicians

43% Consider themselves both a researcher and clinician

33% Community



Hcc ManageMent

4. for patients with HCC in your clinic, what treatment strategies do you use prior to systemic therapy? 
(In your experience, what order are these treatments applicable?)

Surgery 100%

Bland Embolization 13%

Chemotherapy Embolization 100%

Radio Frequency Ablation 88%

Percutaneous ethanol injection 0%

Radioembolization (eg. Y90) 38%

Other 0%

Discussion: Despite the results that indicate surgery and chemotherapy 
embolization should be used 100% of the time, surgery and Radio Frequency 
Ablation are typically the preferred curative first-line therapy for most patients. 
TACE would usually come after that as the next most likely to lead to cure. All of 
these would be followed by systemic therapy if they fail.

5. to what extent do you agree that tACE is the most common practice after surgery.
(1=strongly disagree, 3=neutral, 5=strongly agree) 

1 25%
2 0%
3 50%
4 25%
5 0%

Total 100%

Discussion: Results show no consistency regarding whether TACE is the most 
common practice after surgery, despite the common understanding that TACE 
comes after surgery. This is patient and outcome dependent. 

6. to what extent do you agree that it is clear when the patient becomes tACE ineligible/unsuitable. 
(1=strongly disagree, 3=neutral, 5=strongly agree)

1 13%

2 13%

3 38%

4 38%

5 0%

Total 100%

Discussion: A number of responders (38%) feel it is clear when a patient 
becomes TACE ineligible, however out of the responders who had said that it 
is clear when patients become TACE ineligible/unsuitable, 67% of responders 
were from an academic centre. Academics are likely to have the best access 
to multidisciplinary rounds to manage HCC, so having been part of the circle of 
care as their patients’ progress through the stages, they would be confident to 
answer this question.

7. When a patient is tACE ineligible/unsuitable, what therapy do you use next?

Surgery 0%

Radio Frequency ablation 13%

Systemic Therapy 88%

Bland Embolization 25%

Percutaneous ethanol injection 13%

Radioembolization (eg. Y90) 38%

Other 0%

Discussion: Systemic therapy (88%) appears to be the next suitable therapy 
after TACE. Sorafenib is the only systemic therapy currently approved for 
the treatment of HCC after TACE becomes unsuitable or unacceptably toxic. 
Radioembolization or a combination of locoregional approaches is subject to 
more investigation. iii  

It is surprising that some providers would consider embolization or ablation in 
TACE-ineligible individuals, as these are not effective for extensive tumour.

Key takeaways:

• Everyone monitors patients ‘at-risk’ for HCC.

• The most commonly used HCC guidelines are from the American Associatation for the Study of Liver Disease.

• Surgery and Radio Frequency Ablation are typically the preferred curative first-line therapy for most patients, followed by TACE.

• It is often unclear when TACE becomes unsuitable, however, for those in academic centres it is much better understood.

• Systemic therapy is the most common treatment regimen after TACE.

Further education on referral and management of HCC are warranted. The CARE Liver Disease Faculty plans to work in consult with 
interventional radiologists and medical oncologists to develop a guidance on the use of TACE, and the role of system ic therapy for 
HCC. More on this initiative to follow in the CARE DDW/EASL 2015 conference report.



about tHe                       LIver dIsease facuLty

The CARE (Community, Academic, Research, Education) Liver Disease Faculty is a pan-Canadian group of 
leaders in their field who gather, discuss and address gaps in knowledge, to develop education initiatives 
framing news from a Canadian perspective. 

The vision of the CARE Faculty is to share opinions and update Canadian specialists with news and 
developments from key conferences framed in a Canadian perspective.

The mission of the CAREFaculty is to enhance medical education with the explicit goal of improving 
patient outcomes.
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