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BACKGROUND

• NHSE targeted HCC surveillance.

• Started in June 2023

• Collaboration between:

• NHSE

• BMUS

• BSGAR

• RCR

• SCoR

• BSG

• BLNA

• HCC UK

• BASL

• BLT



DRIVERS

• Liver cancer is the fastest-rising cause of cancer related deaths in the UK. 

• The most common primary liver cancer is hepatocellular carcinoma (HCC), (85% of 

all liver cancers).

• 6,200 people are diagnosed with liver cancer each year. Incidence of HCC has 

increased by 50% over the past decade and is expected to continue to rise. 

• Only around 20% of HCCs are currently diagnosed at an early stage (stages 1 or 

2).



DRIVERS

• Research by the British Liver Trust suggests only 13% of people will survive 5 years 

or more following a liver cancer diagnosis, and only 40% will survive for 1 year or 

more.

• Survival and patient outcomes from HCC are significantly improved when the cancer 

is diagnosed earlier. 

• The biggest risk factor for HCC is pre-existing liver disease, with liver cirrhosis being 

present in 80-90% of people with HCC.

• Fewer than half of patients who should receive surveillance actually do.



CIRRHOSIS- THE PROBLEM



CIRRHOSIS- THE PROBLEM







Improving HCC Surveillance

• Ensure a standardised approach is in place for HCC surveillance and that the 

implications that may arise from an increase in referrals in are fully considered:

oAgree HCC surveillance patient segmentation- who are the people who will 

benefit the most (and least) from surveillance

oDevelop minimum standards for HCC surveillance and embed into IQILS

oDevelop guidance on delivering quality HCC ultrasound surveillance

oScope the requirements for a national cirrhosis register

oOther digital solutions (e.g. Eclipse, InfoFlex, EPIC) to liver surveillance, 

including both data collection and capability to support call/recall of patients

oReview the workforce implications of surveillance expansion and work with HEE 

and hepatology services to develop a growth strategy

TARGETING NATIONWIDE 
IMPROVEMENT IN ESTABLISHED 
SERVICES



Thresholds for referral into HCC Surveillance

(e.g. ODN, Primary Care, acute admission etc.)

Transient 
Elastography / 

Fibroscan

<8.5kPa 

Provide 
lifestyle advice

8.5kPa-
11.5kPa

Follow up 
fibroscan in 2 

years

>11.5kPa

Validate 
fibroscan 
(FIB-4 or 
another 

fibroscan)

11.5-14.9 kPa

Referral to 
hepatology for 

clinical 
assessment. 

15 kPa+

Referral to 
HCC 

surveillance

FIB-4

<1.30

(2.0 if >65yrs)

Refer to 
primary care 
and repeat 

test every  2 
years

1.30-3..25

(2.0-2.67 >65yrs )

Undertake 
ELF 

<9.8

Discharge to 
primary care 

and repeat test 
every  2 years

>9.8

Transient 
Elastography / 

Fibroscan

<8.5kPa 

Provide 
lifestyle advice

8.5kPa-
11.5kPa

Follow up 
fibroscan in 2 

years

11.5-14.9 kPa

Referral to 
hepatology for 

clinical 
assessment

Discharge to 
primary care 
and follow up 

in 2 years

Referral to 
HCC 

surveillance

15 kPa+

Referral to 
HCC 

surveillance

>3.25

(>2.67 if >65yrs)

iLFT

Provide 
lifestyle advice

Detected 
advanced 
fibrosis or 
cirrhosis

Referral to 
hepatology for 

clinical 
assessment

Discharge to primary 
care and follow up in 

2 years

Referral to 
HCC 

surveillance

Specific 
aetiology 

Hep B

Referral to 
hepatology for 

clinical 
assessment. 

WHAT IS OUR ENTRY CRITERIA 
FOR SURVEILLANCE?

Pathway to be adapted for 

local populations but serves as 

a minimum patient pathway. 

AFP to be considered as part 

of local adaptation of pathway. 



• With a growing array of effective treatments, all patients with early-stage 

cirrhosis who would be fit for and benefit from treatment should be offered 

enrolment into liver surveillance.

• The following patients should be offered enrolment in hepatocellular 

carcinoma (HCC) surveillance:

• Child–Pugh stage A

• Child-Pugh stage B patients based on an individual assessment (for 

example, controlled ascites)

• Child–Pugh stage C patients with cirrhosis, awaiting liver 

transplantation

• patients with hepatitis B and significant fibrosis or cirrhosis (≥F2-4)

• patients with hepatitis B without significant fibrosis or cirrhosis with a 

family history of HCC

• patients with hepatitis B and hepatitis D coinfection

• patients with hepatitis C and advanced fibrosis (≥F3)

• patients with haemochromatosis and advanced fibrosis (≥F3)

• patients with other liver diseases where the individual has a high risk 

of HCC.

ELIGIBILITY CRITERIA FOR 
SURVEILLANCE



• Surveillance is not recommended in patients who 

are not fit for cancer specific therapy.

• Examples include:

• those with decompensated cirrhosis who would 

not be candidates for liver transplant if 

hepatocellular carcinoma was diagnosed (Child-

Pugh B8 or worse)

• those with very impaired performance status 

(Eastern Co-operative Oncology Group [ECOG] 

category 2 or World Health Organization 

Performance Status [WHO PS] or worse).

EXCLUSION CRITERIA



WHAT ABOUT THE PRACTICALITIES OF THE 
SURVEILLANCE?





• Statement 1: 6-monthly hepatocellular carcinoma ultrasound (HCC US) surveillance should be offered to eligible patients at 

risk of developing HCC

• Statement 2: The appropriateness of ongoing surveillance should be reviewed after each HCC US surveillance episode

• Statement 3: Imaging services should be organised to promote adherence to HCC US surveillance

• Statement 4: Gastroenterology/hepatology secondary care teams should be responsible for initiating and acting on HCC US 

surveillance episodes

• Statement 5: All HCC US surveillance episodes should be requested under a dedicated imaging procedure code for HCC US 

surveillance   [USRLV] US Surveillance liver hepatocellular Ca 

• Statement 6: Images obtained during HCC US surveillance examinations should be available for review on the PACS of the 

requesting healthcare organisation; and they should be available for review at the time of subsequent US examinations

• Statement 7: Providers of HCC US surveillance should engage with healthcare commissioners and cancer alliances to ensure 

sufficient US delivery capacity and expertise is available to support high quality 6-monthly HCC US surveillance for their local 

population

• Statement 8: HCC US surveillance services should have a nominated lead radiologist and sonographer responsible for 

supporting training, service delivery and quality assurance

• Statement 9: US machines used for HCC surveillance should be maintained to established quality standards and their 

technical set up should be optimised and standardised for HCC detection

SERVICE ORGANISATION



• Statement 10: hepatocellular carcinoma ultrasound (HCC US) surveillance should be performed by an appropriately 

trained and experienced sonographer or consultant radiologist

• Statement 11: Imaging during HCC US surveillance examinations should focus on identifying HCC and the 

complications of liver disease

• Statement 12: Documentation of US surveillance examinations should use a standardised, structured report, 

including LI-RADS US surveillance or equivalent classification

• Statement 13: Image capture during US surveillance should include standardised image and video capture to enable 

retrospective review and support interpretation of subsequent imaging examinations

PERFORMANCE OF HEPATOCELLULAR 
CARCINOMA ULTRASOUND 
SURVEILLANCE



• Statement 14: Clinical and imaging teams should consider alternative imaging modalities for hepatocellular 

carcinoma (HCC) surveillance in patients where technical factors preclude adequate US image acquisition

ALTERNATIVE IMAGING MODALITIES FOR 
HEPATOCELLULAR CARCINOMA 
SURVEILLANCE



• Statement 15: Hepatocellular carcinoma ultrasound (HCC US) surveillance services should undertake regular service 

evaluation to ensure compliance with these minimum standards for delivering HCC US surveillance

• Statement 16: HCC US surveillance services should undertake regular audit of adherence with US surveillance

• Statement 17: HCC US surveillance services should undertake regular quality assurance of US surveillance service 

delivery

• Statement 18: There should be dedicated radiology events and learning meetings (REALMs) for the HCC US 

surveillance service

QUALITY ASSURANCE OF ULTRASOUND 
SURVEILLANCE



• Try and encourage attendance

• Just sending out letters is not enough

• Vulnerable group by nature

• Use the HCC specific code [USRLV] US Surveillance liver hepatocellular Ca 

• National audit using the new code (Hepatology’s responsibility IMO)

• Have a person who is HCC lead sonographer and a lead radiologist

• Someone to take lead on adhering to these guidelines, advise about alternate imaging and audit 

imaging, attend MDT

BEFORE THE SCAN



• Reduce targets

• With a approx 10 minutes of scan time, is 3 or 4 minutes looking at kidneys, measuring aorta or trying to 

find a pancreas the best use of time

• That time is better spent looking at the liver and checking for complications of liver disease portal 

hypertension.

• We should be doing cine sweeps through each lobe for audit and comparisons sake

THE SCAN ITSELF



• Structured report

• Local one is based on LIRADS with a 

dash of Bournemouth and Portsmouth

• LIRADS

• VIS score 

• Lesional score

• Audit, service evaluation and REALM

• Annual- Every HCC detected in and out 

of surveillance

AFTER THE SCAN



US LIRADS



US LIRADS



US LIRADS





TEETHING TROUBLE

• Applying structured report and LIRADS to wrong patient group

• E.g. PSC for gallbladder assessment

• Should be solved by 6 months after instigation

• Using LIRADS 2/3 for lesion that was 2 cm but they weren’t overly concerned 

about

• Lots of discussion around Vis-B vs Vis-C



THANK YOU

• Special thanks to 

• Jamie Franklin

• Ruth Reeves

• Hazel Edwards

• Charlie Rogers
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