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Abstract
Hepatocellular carcinoma (HCC) is one of the most 
common cancers worldwide and has a poor prognosis 
if untreated. It is ranked the third among the causes 
of cancer-related death. There are multiple etiologic 
factors that can lead to HCC. Screening for early HCC is 
challenging due to the lack of well specific biomarkers. 
However, early diagnosis through successful screening 
is very important to provide cure rate. Liver trans-
plantation (LT) did not gain wide acceptance until the 
mid-1980s, after the effective immunosuppression with 

cyclosporine became available. Orthotopic LT is the 
best therapeutic option for early, unresectable HCC. 
It is limited by both, graft shortage and the need for 
appropriate patient selection. It provides both, the 
removal of tumor and the remaining cirrhotic liver. In 
Milan, a prospective cohort study defined restrictive 
selection criteria known as Milan criteria (MC) that led to 
superior survival for transplant patients in comparison 
with any other previous experience with transplantation 
or other options for HCC. When transplantation occurs 
within the established MC, the outcomes are similar 
to those for nonmalignant liver disease after trans-
plantation. The shortage of organs from deceased 
donors has led to the problems of long waiting times 
and dropouts. This has led to the adoption of extended 
criteria by many centers. Several measures have been 
taken to solve these problems including prioritization 
of patients with HCC, use of pretransplant adjuvant 
treatment, and living donor LT.
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Core tip: Hepatocellular carcinoma (HCC) has a poor 
prognosis if untreated. Screening is challenging due to 
the lack of specific biomarkers. Successful screening is 
very important as early diagnosis can provide curative 
opportunities. Orthotopic liver transplantation (LT) is 
the best therapeutic option for early, unresectable HCC. 
When transplantation occurs within the established 
Milan criteria, the outcomes are good. The shortage of 
organs from deceased donors led to the adoption of 
extended criteria. Several measures have been taken to 
solve these problems including prioritization of patients 
with HCC, use of pretransplant adjuvant treatment, and 
living donor LT.
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INTRODUCTION
Hepatocellular carcinoma (HCC) is a major health 
problem[1]. It is ranked as the third cause of cancer-
related death worldwide[2]. Up 80%-90% of cases are 
associated with underlying cirrhosis[3]. Liver resection 
and local ablative procedures are regarded as potentially 
curative treatments, but their effect on the functional 
reserve of the liver restricts their application. Also, there 
is a high chance of recurrence in the liver remnant[4]. 
Liver transplantation (LT) is the ideal treatment for 
patients with HCC and cirrhosis. It has the ability to 
remove the tumor as well as the underlying liver cirrhosis. 
This gives the chance to restore the liver function 
and decrease the risk of development of new HCC[5]. 
Since the first LT done by Starzl et al[6] in 1963, the 
procedure did not gain wide acceptance until the mid-
1980s, when immunosuppression with cyclosporine 
became available[7]. The goal of LT is to provide liver 
recipients with the maximum benefit possible in a fair, 
ethical, and cost-effective manner. Mazzaferro et al[8] 
in Milan established criteria for orthotopic LT (OLT) as a 
variable treatment for HCC in a study published in 1996. 
By adoption of these criteria, LT can achieve a good 
prognosis in the recipients who fulfilled them and avoid 
the poor prognosis in those who exceeded them. 

SELECTION CRITERIA
Initial results of OLT in patients with HCC were 
poor[2,9,10]. In 1996, a study from Milan found that re-
strictive selection criteria (single tumor up to 5 cm or 
up to three tumors, each no larger than 3 cm, without 
macrovascular invasion or extrahepatic spread) led to 
similar outcomes when compared with OLT performed 
in patients without HCC[11]. These Milan criteria (MC) 
were used by the United Network for Organ Sharing 
(UNOS) to arrange the listing priority of patients 
presenting with HCC. The aim of these criteria was 
to achieve satisfactory results in patients who fulfilled 
the criteria and avoid poor outcomes in recipients who 
exceeded them. This study concluded that the 10-year 
overall survival was 70% in 300 liver transplants for 
HCC that fulfilled the MC. The same results have been 
confirmed worldwide[12,13]. Other groups have showed 
favorable outcomes in patients with early HCC[11,14-18].

The good outcome of OLT depending on the MC has 
encouraged putting more patients with HCC on the list 
of transplantation. Some studies found that the MC may 
be too restrictive and prevent some recipients from their 
chance in LT. Extending the selection criteria showed 
relatively good results. This extension was applied to 

both transplantation of patients with tumors outside the 
MC and the use of pre-LT treatment to downstage the 
tumor stage to fulfill the MC[19-21].

A multicenter study performed in multiple European 
centers to assess how to expand the MC. Data were 
collected from 466 patients who were transplanted 
for HCC with tumors exceeded the MC diagnosed by 
posttransplant pathologic assessment[13,21]. One of the 
proposed expanded criteria was the UCSF criteria which 
include single tumor nodule up to 6.5 cm; or three or 
fewer tumors, the largest of which is 4.5 cm with the 
sum of the tumor diameters 8 cm[20]. The 1 and 5-year 
survival rates in 60 patients included in the study who 
met these criteria were 90% and 75.2%, significantly 
higher than patients with HCC exceeded these limits 
(50% at 1 year, P < 0.0005) and comparable with the 
survival rates in the Milan study (75% at 4 years)[11]. 
Some groups have studied the expanded criteria and 
had results in favor of the Milan study[22-28]. A study 
performed by the same group in Milan. They gathered 
retrospective data regarding outcome in 1112 patients 
exceeding the original MC[29]. A 71.2% 5-year survival 
could be achieved using recipients with HCC up to 7 
cm of the largest tumor and number of tumors up 
to 7. This is known as the “up-to-7” criteria. There 
is a direct association between the larger tumor size 
and increased number, with the worse outcome. 
Preoperative imaging understaging tumors has been 
one of the major concerns for expanding the MC[30]. 
This understaging occurs in 20% of patients[13]. Up till 
now, the MC remains the only universally accepted 
criteria. Currently, by increasing demand and organ 
shortage, multiple studies have suggested a 50% 
5-year patient survival to be the minimum acceptable to 
approve the expansion of MC[13]. This point was studied 
by the UCSF group, who has applied expanded criteria 
to benefit an additional 10% of patients with HCC 
regarding posttransplant survival and tumor recurrence. 
In living donor LT (LDLT), the recipients with larger 
and/or multiple tumors with no vascular invasion, are 
not excluded from transplantation as the graft donation 
here not public but depends on the donor’s intention[31].

Prioritization of liver transplant candidates on waiting 
list, decreasing dropout rates and shorting the waiting 
time for LT.

After the selection of patients with HCC for trans-
plantation and putting them on a waiting list, the 
problem of the progression on waiting list arise. This 
progression will lead to exceeding the MC and dropout 
from the list. Dropout rates become an increasing 
problem with the prolonged waiting times. One study 
concluded that, with a short waiting time (mean 62 
d) there are minimal or no dropouts resulting in 85% 
2-year survival, while a longer waiting time (mean 
162 d) lead to 23% dropout rate and less than 60% 
2-year survival[32]. The available liver grafts have to be 
allocated to the sickest patients.

In February 2002, UNOS adopted a modified form 
of scoring system as the basis of its liver allocation 
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policy. This system aims to arrange the recipients on 
the waiting list for LT based on statistical formulas to 
predict who is most likely to die soon from liver disease. 
The model for end stage liver disease (MELD) is used 
for adult and the pediatric end stage liver disease model 
is used for pediatric patients[33-35]. The MELD scoring 
system was initially developed to detect the risk and 
mortality in patients undergoing transjugular intrahepatic 
portal systems shunt[36]. Wiesner et al[34] and Wiesner 
et al[35] used the MELD score to patients with end-stage 
liver disease not undergoing transplantation and proved 
its relevance in UNOS status 2A or 2B patients listed 
for transplant between November 1999 and December 
2001[37]. MELD score is a numerical scale, ranging from 
6 (less ill) to 40 (gravely ill). It gives each individual a 
“score” which denotes how urgently the patient needs 
a liver transplant within the next three months. MELD 
score can be calculated from three laboratory values: 
creatinine, total bilirubin, and international normalized 
ratio of the prothrombin time[35]. It’s ability to predict 
3-mo mortality was not affected by other complications 
of cirrhosis as ascites, encephalopathy, variceal bleeding, 
and spontaneous bacterial peritonitis[35]. The application 
of MELD scoring system is an important step in moving 
from a retrospectively derived allocation system to a 
prospective evidence-based approach[38]. By prioritization 
organ donation on the basis of mortality risk, the MELD 
scoring system had achieved improvements in waiting 
list mortality and fairness of access to LT[39,40].

Patients with early HCC usually have near normal 
synthetic liver function which gives them a low MELD 
score, and lower chance for liver transplant. Most of 
these patients have the risk of progression of their 
HCC leading to dropout form the waitlist rather than by 
deterioration of their liver disease. This problem was 
solved by the invention of MELD score specially for HCC 
patients attempting to reflect the risk of dropout, and 
consider the equivalent in outcome to death[37]. Patients 
with T1 lesions which mean a single tumor up to 2 cm, 
were given a MELD score of 24 points and patients with 
T2 lesions which are beyond T1 but within MC, were 
allocated a score of 29 points. By applying this MELD 
score for patients with HCC, there was an increase in the 
LT for HCC patients, relative to non-HCC patients. LT for 
HCC increased from 7% to 22% of all deceased donor 
transplants, with improvements in the waiting list times 
and dropout rates for HCC patients relative to the pre-
MELD era[41]. Also, the outcomes for patients with HCC 
exceeded those of non-HCC patients with equivalent 
MELD scores[42]. Some investigators found that more 
than 33% of patients diagnosed preoperatively to have 
T1 lesions, found not to have HCC in the explant[43]. 
Since the start of use of HCC MELD score in 2002, three 
changes have occurred, aimed at addressing fairness 
between HCC and non-HCC patients. Under the current 
system, the native MELD score is used for patients with 
T1 lesions. For patients with T2 lesions, they receive an 
HCC score of 22 points and also receive point upgrades, 
for every three month period on the waiting list[41]. The 

update HCC MELD score now provides a fair way to 
access LT for HCC patients[44]. 

Bridging therapy and managing liver transplant 
candidates on the waiting list: It is very important to 
continuously evaluate the patients with HCC on the 
waiting lists to make sure that they are still within the 
inclusive criteria for LT. Multiple procedures have been 
developed to manage the patients whose HCC is at risk 
or shows signs of progression while on the waiting list for 
LT. There is no ideal imaging method nor proper specific 
timing to follow up these patients, although a 3-mo 
interval is common[45]. Some reports showed that an 
increase in α-fetoprotein level is associated with poorer 
outcome after LT and the use of locoregional therapy 
(LRT) is effective in the reduction of that risk. Periodic 
evaluation of the patients on the waiting list should be 
performed by imaging (dynamic computed tomography 
(CT), dynamic magnetic resonance imaging (MRI), 
or contrast-enhanced ultrasonography) and serum 
α-fetoprotein measurements[45]. Cancer progression in 
patients with HCC on waiting list is common and leads to 
dropout from the waiting list which is reported to be at 
least 20%[46].

Pre-transplant LRT are used on patients with HCC on 
the waiting list aiming at decrease the tumor progression 
and lowering the dropout rate[47]. They are not of benefit 
in patients with UNOS T1 tumors less than 2 cm[45]. 
Llovet et al[15] found good survival results of OLT in early 
HCC with no adjuvant therapy with waiting time 58.9 
± 45.1 d. There is no randomized control data to prove 
any benefit of pre-LT LRT for the prevention of dropout 
or reduction in post-LT recurrence[5,48]. Most data that 
showed benefits of pre-LT LRT came from small single 
centre, non-controlled studies. As a result, there is no 
universal consensus as to the optimum bridging therapy 
prior to transplantation[49]. The bridging strategies might 
be of benefit for patients with UNOS T2 tumors which 
means one nodule 2-5 cm or three or fewer nodules 
each ≤ 3 cm, who may wait for 6 mo or more on the 
waiting list. High α-fetoprotein levels and large sized 
tumors seem to have a higher risk for dropout[50-52]. The 
most commonly used procedures include transarterial 
chemoembolization (TACE), radiofrequency ablation 
(RFA), multimodality therapy using combinations 
of TACE and RFA[48], Percutaneous ethanol injection 
(PEI) and combination of TACE with PEI[53,54]. Multiple 
studies showed no statistically significant survival 
improvement[11,17], but Harnois et al[16] showed that 
TACE was well tolerated and associated with promising 
results in selected HCC patients with some functional 
hepatic reserve with average waiting time of 167 d. In 
a retrospective study, it was found that pre-LT TACE can 
produce downstaging or total necrosis in tumors less 
than 3 cm[55]. Other retrospective studies have shown 
that multimodality local treatment is associated with 
an average survival benefit[56,57]. Explants of patients 
received pre-LT RFA and TACE were analyzed. The results 
showed complete tumor necrosis rates of 47%-66% and 
16%-27%, respectively[52,58,59]. Other studies showed 
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due to the scarcity of donor livers and in some cases, 
totally unavailable[73-75]. It is the main source of grafts 
for recipients on the list for LT in Japan and much of 
Asia because the lack of societal acceptance of organ 
retrieval from brain dead donors[76,77]. Moreover, in 
most Asian countries, HCC is the most common cancer 
and a common indication for OLT. Also, due to organ 
shortage, long waiting times associated with deaths 
on the waiting list, drop-out due to medical reasons, 
or progression of tumors beyond acceptable criteria, 
LDLT has been used in countries with well established 
programmes for organ donation from brain dead or non-
heart-beating donors[45]. The main principle in LDLT is 
the safety of donor[78,79]. Although there are concerns 
of donor morbidity and mortality, LDLT has opened up 
the possibility of living donation to the adult patients 
with end-stage liver disease. Some studies compared 
deceased-donor LT (DDLT) and LDLT for HCC[80-85]. No 
significant difference in outcome could be identified 
between both types of grafts. The results from LDLT 
appear to show good long term survival rates with 
retrospective studies showing comparable rates to 
OLT[82,86,87]. Some other retrospective studies showed 
a higher rate of tumor recurrence with LDLT than with 
conventional OLT[81,83,84]. This may be due to the short 
waiting time for patients in LDLT and hence patients with 
aggressive tumors are transplanted without declaring 
themselves while with OLT these patients are not 
transplanted because of their tumor progression whilst 
on waiting list due to longer waiting time so they will be 
removed from the outcome analysis. To minimise donor 
risk and maximise recipient outcome, LDLT must be 
performed only in centers of excellence in liver surgery 
and LT[45]. Psychosocial considerations for both the donor 
and recipient are very important. Unlike deceased-donor 
donation, it is ethically acceptable for LDLT to be offered 
to patients with tumour exceeding the MC since, other 
listed patients will not by this process[88]. Deceased-
donor grafts can be offered for failed grafts after LDLT, 
even if extended criteria were used. Other centers 
offer retransplantation to recipients who received a 
living graft, within the accepted criteria, however, it is 
not recommended for patients following LDLT for HCC 
outside the accepted regional criteria for DDLT[89]. Rates 
of retransplantation due of graft failure after LDLT are 
low and their outcomes are favorable.

Post LT management: The risk of tumour recurrence 
is the main concern after LT. It occurs in 8%-20% of 
recipients[90]. It is usually seen within the first 2 years 
after LT, and is associated with a median survival of 
less than 1 year from the time of diagnosis[91]. Early 
recurrence can be diagnosed by routine imaging and 
α-fetoprotein monitoring[92]. Post-LT monitoring may 
include 6-12-mo contrast-enhanced CT or MRI imaging 
for the first 3-5 years after LT and α-fetoprotein 
levels[45].

Surgery can be offered for resectable for resectable 
recurrent HCC lesions[45]. LRT as RFA, or TACE, has 
been successfully used in selected patients when 

that combination of TACE with PEI led to improved 
survival and complete tumour necrosis compared with 
no pre-LT treatment in small numbers HCC patients[53,54]. 
Some studies have proved[60] and emphasized[61] the 
role of TACE in the HCC patients on the waiting list for 
LT. Another study reported the survival results of arterial 
embolization or chemoembolization against symptomatic 
treatment in HCC not suitable for curative treatment 
and Child-Pugh class A or B and Okuda stage Ⅰ or Ⅱ[62]. 
This study showed 2-year survival probability 50% for 
embolization, 63% for chemoembolization and 27% 
for control (chemoembolization vs control P < 0.009). 
A retrospective study assessed tumor necrosis in 61 
patients did not find any local ablation therapy (LAT) 
procedure to be superior[63].

A recent study by Lesurtel et al[64] did not show any 
benefit for pre-LT TACE regarding the dropout rate or 
post LT survival. Similarly, several small, single centre, 
uncontrolled studies reported the results of pre-LT RFA 
on dropout rates, without giving any conclusion[58,59]. 
Major complication and mortality rates for TACE as pre-
LT LRT are amounted to 5% and 2.5%, respectively[65]. 
Regarding RFA as pre-LT LRT, major complications were 
observed in about 8% of cases[59]. One study showed 
an increased rate of post-LT tumor recurrence following 
incomplete tumor necrosis induced by LRT[66]. Other 
compilations of LRT include, needle track seeding and 
extra-hepatic metastases[67]. 

Other new pre-LT modalities are likely to show up 
aiming to improve post-LT results[68,69]. Recent rando-
mized controlled trials showed the ability of the oral 
multikinase inhibitor sorafenib to delay HCC progression 
and improve survival. A randomized control trial 
examining the utility of this agent in combination with 
pre-LT TACE is already in progress[70]. External beam 
radiotherapy also showed promising results as a new 
pre-LT LRT[71].

Hepatic resection has been used as a bridge to 
LT[72]. Unlike LAT, resection should achieve the best 
tumor control. It gives the chance for intra-operative 
assessment of liver status and tumor burden. All the 
data needed about the nature of the tumor, natural 
history and microvascular invasion can be issued from 
the analysis of the surgical specimen. On the other 
side, resection, is associated with complications and 
should only be offered to well-compensated cirrhotic 
patients[49]. 

So currently, no recommendation can be made 
on bridging therapy in patients with UNOS T1 lesion 
(≤ 2 cm). In patients with UNOS T2 lesions with one 
nodule 2-5 cm or three or fewer nodules each ≤ 3 
cm that fulfill MC and a likely waiting time > 6 mo, 
LRT may be appropriate. No superiority of one LRT to 
others. Patients who progressed on the waiting list and 
exceeded the criteria for listing should considered for 
understaging by LRT. Patients with progressive disease, 
in whom LRT intervention is not considered of benefit or 
effective should be dropout from the waiting list[45]. 

The role of LDLT in HCC: LDLT has evolved, mainly 

Azzam AZ. LT as a management of HCC



1351 June 8, 2015|Volume 7|Issue 10|WJH|www.wjgnet.com

technically feasible and with limited disease[93]. Some 
studies showed that sirolimus, an mechanistic target 
of rapamycin (mTOR) inhibitor, was associated with 
lower tumour recurrence and improved survival after 
LT[94-96]. However, no recommendation can be made on 
the use of mTOR inhibitors to reduce the risk of HCC 
recurrence outside clinical trials[45]. A study showed 
that, sorafenib had an antitumour effect in patients with 
advanced HCC[68]. It is currently studied in phase 3 trial 
(STORM trial) as an adjuvant therapy after resection 
or ablation of HCC. It has been used with limited side 
effects after LT[97]. Licartin, a 131I-radiolabelled murine 
monoclonal antibody was shown to have a positive effect 
on prevention of tumour recurrence and on survival[98]. 
Retransplantation is not appropriate treatment for 
recurrent HCC, as most recurrences are associated with 
systemic tumour dissemination. Development of de-
novo HCC in the transplanted graft should be treated 
as having new tumors and retransplantation might be 
considered[99]. 

REFERENCES
1 Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics, 

2002. CA Cancer J Clin 2005; 55: 74-108 [PMID: 15761078 DOI: 
10.3322/canjclin.55.2.74]

2 Penn I. Hepatic transplantation for primary and metastatic cancers 
of the liver. Surgery 1991; 110: 726-734; discussion 734-735 
[PMID: 1656538]

3 Zaman SN, Melia WM, Johnson RD, Portmann BC, Johnson 
PJ, Williams R. Risk factors in development of hepatocellular 
carcinoma in cirrhosis: prospective study of 613 patients. Lancet 
1985; 1: 1357-1360 [PMID: 2861313 DOI: 10.1016/S0140-6736(8
5)91785-4]

4 Song TJ, Ip EW, Fong Y. Hepatocellular carcinoma: current 
surgical management. Gastroenterology 2004; 127: S248-S260 
[PMID: 15508091 DOI: 10.1053/j.gastro.2004.09.039]

5 Bruix J, Sherman M. Management of hepatocellular carcinoma. 
Hepatology 2005; 42: 1208-1236 [PMID: 16250051 DOI: 10.1002/
hep.20933]

6 Starzl TE, Marchioro TL, Vonkaulla KN, Hermann G, Brittain RS, 
Waddell WR. Homotransplantation of the liver in humans. Surg 
Gynecol Obstet 1963; 117: 659-676 [PMID: 14100514]

7 Iwatsuki S, Starzl TE, Todo S, Gordon RD, Esquivel CO, Tzakis 
AG, Makowka L, Marsh JW, Koneru B, Stieber A. Experience 
in 1,000 liver transplants under cyclosporine-steroid therapy: 
a survival report. Transplant Proc 1988; 20: 498-504 [PMID: 
3279643]

8 Mazzaferro V, Bhoori S, Sposito C, Bongini M, Langer M, 
Miceli R, Mariani L. Milan criteria in liver transplantation for 
hepatocellular carcinoma: an evidence-based analysis of 15 years 
of experience. Liver Transpl 2011; 17 Suppl 2: S44-S57 [PMID: 
21695773 DOI: 10.1002/lt.22365]

9 Iwatsuki S, Gordon RD, Shaw BW, Starzl TE. Role of liver 
transplantation in cancer therapy. Ann Surg 1985; 202: 401-407 
[PMID: 2996449 DOI: 10.1097/00000658-198510000-00001]

10 Bismuth H, Castaing D, Ericzon BG, Otte JB, Rolles K, Ringe 
B, Sloof M. Hepatic transplantation in Europe. First Report of 
the European Liver Transplant Registry. Lancet 1987; 2: 674-676 
[PMID: 2887952 DOI: 10.1016/S0140-6736(87)92453-6]

11 Mazzaferro V, Regalia E, Doci R, Andreola S, Pulvirenti A, 
Bozzetti F, Montalto F, Ammatuna M, Morabito A, Gennari L. Liver 
transplantation for the treatment of small hepatocellular carcinomas 
in patients with cirrhosis. N Engl J Med 1996; 334: 693-699 [PMID: 
8594428 DOI: 10.1056/NEJM199603143341104]

12 Jonas S, Bechstein WO, Steinmüller T, Herrmann M, Radke 

C, Berg T, Settmacher U, Neuhaus P. Vascular invasion and 
histopathologic grading determine outcome after liver transplantation 
for hepatocellular carcinoma in cirrhosis. Hepatology 2001; 33: 
1080-1086 [PMID: 11343235 DOI: 10.1053/jhep.2001.23561]

13 Bruix J, Fuster J, Llovet JM. Liver transplantation for hepato-
cellular carcinoma: Foucault pendulum versus evidence-based 
decision. Liver Transpl 2003; 9: 700-702 [PMID: 12827556 DOI: 
10.1053/jlts.2003.50124]

14 Figueras J, Jaurrieta E, Valls C, Benasco C, Rafecas A, Xiol X, 
Fabregat J, Casanovas T, Torras J, Baliellas C, Ibañez L, Moreno 
P, Casais L. Survival after liver transplantation in cirrhotic patients 
with and without hepatocellular carcinoma: a comparative study. 
Hepatology 1997; 25: 1485-1489 [PMID: 9185772 DOI: 10.1002/
hep.510250629]

15 Llovet JM, Bruix J, Fuster J, Castells A, Garcia-Valdecasas JC, 
Grande L, Franca A, Brú C, Navasa M, Ayuso MC, Solé M, Real 
MI, Vilana R, Rimola A, Visa J, Rodés J. Liver transplantation 
for small hepatocellular carcinoma: the tumor-node-metastasis 
classification does not have prognostic power. Hepatology 1998; 
27: 1572-1577 [PMID: 9620329 DOI: 10.1002/hep.510270616]

16 Harnois DM, Steers J, Andrews JC, Rubin JC, Pitot HC, 
Burgart L, Wiesner RH, Gores GJ. Preoperative hepatic artery 
chemoembolization followed by orthotopic liver transplantation 
for hepatocellular carcinoma. Liver Transpl Surg 1999; 5: 192-199 
[PMID: 10226109 DOI: 10.1002/lt.500050307]

17 Regalia E, Coppa J, Pulvirenti A, Romito R, Schiavo M, Burgoa 
L, Mazzaferro V. Liver transplantation for small hepatocellular 
carcinoma in cirrhosis: analysis of our experience. Transplant Proc 
2001; 33: 1442-1444 [PMID: 11267365 DOI: 10.1016/S0041-1345-
(00)02546-X]

18 Figueras J, Ibañez L, Ramos E, Jaurrieta E, Ortiz-de-Urbina J, 
Pardo F, Mir J, Loinaz C, Herrera L, López-Cillero P, Santoyo J. 
Selection criteria for liver transplantation in early-stage hepatocellular 
carcinoma with cirrhosis: results of a multicenter study. Liver Transpl 
2001; 7: 877-883 [PMID: 11679986 DOI: 10.1053/jlts.2001.27856]

19 De Luna W, Sze DY, Ahmed A, Ha BY, Ayoub W, Keeffe EB, 
Cooper A, Esquivel C, Nguyen MH. Transarterial chemoinfusion 
for hepatocellular carcinoma as downstaging therapy and a bridge 
toward liver transplantation. Am J Transplant 2009; 9: 1158-1168 
[PMID: 19344435 DOI: 10.1111/j.1600-6143.2009.02576.x]

20 Yao FY, Ferrell L, Bass NM, Watson JJ, Bacchetti P, Venook A, 
Ascher NL, Roberts JP. Liver transplantation for hepatocellular 
carcinoma: expansion of the tumor size limits does not adversely 
impact survival. Hepatology 2001; 33: 1394-1403 [PMID: 
11391528 DOI: 10.1053/jhep.2001.24563]

21 Majno P, Mazzaferro V. Living donor liver transplantation 
for hepatocellular carcinoma exceeding conventional criteria: 
questions, answers and demands for a common language. Liver 
Transpl 2006; 12: 896-898 [PMID: 16721768 DOI: 10.1002/
lt.20808]

22 Lee SG, Hwang S, Moon DB, Ahn CS, Kim KH, Sung KB, Ko 
GY, Park KM, Ha TY, Song GW. Expanded indication criteria of 
living donor liver transplantation for hepatocellular carcinoma at 
one large-volume center. Liver Transpl 2008; 14: 935-945 [PMID: 
18581465 DOI: 10.1002/lt.21445]

23 Duffy JP, Vardanian A, Benjamin E, Watson M, Farmer DG, 
Ghobrial RM, Lipshutz G, Yersiz H, Lu DS, Lassman C, Tong 
MJ, Hiatt JR, Busuttil RW. Liver transplantation criteria for 
hepatocellular carcinoma should be expanded: a 22-year experience 
with 467 patients at UCLA. Ann Surg 2007; 246: 502-509; 
discussion 509-511 [PMID: 17717454 DOI: 10.1097/SLA.0b013e
318148c704]

24 Ito T, Takada Y, Ueda M, Haga H, Maetani Y, Oike F, Ogawa K, 
Sakamoto S, Ogura Y, Egawa H, Tanaka K, Uemoto S. Expansion 
of selection criteria for patients with hepatocellular carcinoma 
in living donor liver transplantation. Liver Transpl 2007; 13: 
1637-1644 [PMID: 18044766 DOI: 10.1002/lt.21281]

25 Sugawara Y, Tamura S, Makuuchi M. Living donor liver trans-
plantation for hepatocellular carcinoma: Tokyo University series. Dig 
Dis 2007; 25: 310-312 [PMID: 17960065 DOI: 10.1159/000106910]

Azzam AZ. LT as a management of HCC



1352 June 8, 2015|Volume 7|Issue 10|WJH|www.wjgnet.com

26 Jonas S, Mittler J, Pascher A, Schumacher G, Theruvath T, Benckert 
C, Rudolph B, Neuhaus P. Living donor liver transplantation of the 
right lobe for hepatocellular carcinoma in cirrhosis in a European 
center. Liver Transpl 2007; 13: 896-903 [PMID: 17538994 DOI: 
10.1002/lt.21189]

27 Llovet JM, Schwartz M, Mazzaferro V. Resection and liver 
transplantation for hepatocellular carcinoma. Semin Liver Dis 2005; 
25: 181-200 [PMID: 15918147 DOI: 10.1055/s-2005-871198]

28 Soejima Y, Taketomi A, Yoshizumi T, Uchiyama H, Aishima 
S, Terashi T, Shimada M, Maehara Y. Extended indication for 
living donor liver transplantation in patients with hepatocellular 
carcinoma. Transplantation 2007; 83: 893-899 [PMID: 17460559 
DOI: 10.1097/01.tp.0000259015.46798.ec]

29 Mazzaferro V, Llovet JM, Miceli R, Bhoori S, Schiavo M, 
Mariani L, Camerini T, Roayaie S, Schwartz ME, Grazi GL, Adam 
R, Neuhaus P, Salizzoni M, Bruix J, Forner A, De Carlis L, Cillo U, 
Burroughs AK, Troisi R, Rossi M, Gerunda GE, Lerut J, Belghiti J, 
Boin I, Gugenheim J, Rochling F, Van Hoek B, Majno P. Predicting 
survival after liver transplantation in patients with hepatocellular 
carcinoma beyond the Milan criteria: a retrospective, exploratory 
analysis. Lancet Oncol 2009; 10: 35-43 [PMID: 19058754 DOI: 
10.1016/S1470-2045(08)70284-5]

30 Schwartz M, Roayaie S, Uva P. Treatment of HCC in patients 
awaiting liver transplantation. Am J Transplant 2007; 7: 1875-1881 
[PMID: 17532747 DOI: 10.1111/j.1600-6143.2007.01863.x]

31 Lee KW, Park JW, Joh JW, Kim SJ, Choi SH, Heo JS, Lee HH, 
Lee DS, Park JH, Yoo BC, Paik SW, Koh KC, Lee JH, Choi MS, 
Lee SK. Can we expand the Milan criteria for hepatocellular 
carcinoma in living donor liver transplantation? Transplant Proc 
2004; 36: 2289-2290 [PMID: 15561222 DOI: 10.1016/j.transproce
ed.2004.08.144]

32 Llovet JM, Fuster J, Bruix J. Intention-to-treat analysis of 
surgical treatment for early hepatocellular carcinoma: resection 
versus transplantation. Hepatology 1999; 30: 1434-1440 [PMID: 
10573522 DOI: 10.1002/hep.510300629]

33 Yu AS, Ahmed A, Keeffe EB. Liver transplantation: evolving 
patient selection criteria. Can J Gastroenterol 2001; 15: 729-738 
[PMID: 11727003]

34 Wiesner RH, McDiarmid SV, Kamath PS, Edwards EB, 
Malinchoc M, Kremers WK, Krom RA, Kim WR. MELD and 
PELD: application of survival models to liver allocation. Liver 
Transpl 2001; 7: 567-580 [DOI: 10.1053/jlts.2001.25879]

35 Wiesner RH, McDiarmid SV, Kamath PS, Edwards EB, Malinchoc 
M, Kremers WK, Krom RA, Kim WR. MELD and PELD: 
application of survival models to liver allocation. Liver Transpl 2001; 
7: 567-580 [PMID: 11460223 DOI: 10.1053/jhep.2001.22172]

36 Malinchoc M, Kamath PS, Gordon FD, Peine CJ, Rank J, ter 
Borg PC. A model to predict poor survival in patients undergoing 
transjugular intrahepatic portosystemic shunts. Hepatology 2000; 
31: 864-871 [PMID: 10733541 DOI: 10.1053/he.2000.5852]

37 Wiesner R, Edwards E, Freeman R, Harper A, Kim R, Kamath P, 
Kremers W, Lake J, Howard T, Merion RM, Wolfe RA, Krom R. 
Model for end-stage liver disease (MELD) and allocation of donor 
livers. Gastroenterology 2003; 124: 91-96 [PMID: 12512033 DOI: 
10.1053/gast.2003.50016]

38 Freeman RB, Wiesner RH, Harper A, McDiarmid SV, Lake J, 
Edwards E, Merion R, Wolfe R, Turcotte J, Teperman L. The 
new liver allocation system: moving toward evidence-based 
transplantation policy. Liver Transpl 2002; 8: 851-858 [PMID: 
12200791 DOI: 10.1053/jlts.2002.35927]

39 Austin MT, Poulose BK, Ray WA, Arbogast PG, Feurer ID, 
Pinson CW. Model for end-stage liver disease: did the new liver 
allocation policy affect waiting list mortality? Arch Surg 2007; 142: 
1079-1085 [PMID: 18025337 DOI: 10.1001/archsurg.142.11.1079]

40 Moylan CA, Brady CW, Johnson JL, Smith AD, Tuttle-Newhall 
JE, Muir AJ. Disparities in liver transplantation before and after 
introduction of the MELD score. JAMA 2008; 300: 2371-2378 
[PMID: 19033587 DOI: 10.1001/jama.2008.720]

41 Roayaie K, Feng S. Allocation policy for hepatocellular carcinoma 
in the MELD era: room for improvement? Liver Transpl 2007; 13: 

S36-S43 [PMID: 17969067 DOI: 10.1002/lt.21329]
42 Sharma P, Balan V, Hernandez JL, Harper AM, Edwards EB, 

Rodriguez-Luna H, Byrne T, Vargas HE, Mulligan D, Rakela J, 
Wiesner RH. Liver transplantation for hepatocellular carcinoma: 
the MELD impact. Liver Transpl 2004; 10: 36-41 [PMID: 
14755775 DOI: 10.1002/lt.20012]

43 Hayashi PH, Trotter JF, Forman L, Kugelmas M, Steinberg 
T, Russ P, Wachs M, Bak T, Kam I, Everson GT. Impact of 
pretransplant diagnosis of hepatocellular carcinoma on cadveric 
liver allocation in the era of MELD. Liver Transpl 2004; 10: 42-48 
[PMID: 14755776 DOI: 10.1002/lt.20020]

44 Freeman RB, Edwards EB, Harper AM. Waiting list removal rates 
among patients with chronic and malignant liver diseases. Am J 
Transplant 2006; 6: 1416-1421 [PMID: 16686765 DOI: 10.1111/
j.1600-6143.2006.01321.x]

45 Clavien PA, Lesurtel M, Bossuyt PM, Gores GJ, Langer B, Perrier 
A. Recommendations for liver transplantation for hepatocellular 
carcinoma: an international consensus conference report. Lancet 
Oncol 2012; 13: e11-e22 [PMID: 22047762 DOI: 10.1016/
S1470-2045(11)70175-9]

46 Yao FY, Bass NM, Nikolai B, Davern TJ, Kerlan R, Wu V, Ascher 
NL, Roberts JP. Liver transplantation for hepatocellular carcinoma: 
analysis of survival according to the intention-to-treat principle 
and dropout from the waiting list. Liver Transpl 2002; 8: 873-883 
[PMID: 12360427 DOI: 10.1053/jlts.2002.34923]

47 Silva MF, Wigg AJ. Current controversies surrounding liver 
transplantation for hepatocellular carcinoma. J Gastroenterol 
Hepatol 2010; 25: 1217-1226 [PMID: 20594247 DOI: 10.1111/
j.1440-1746.2010.06335.x]

48 Di Bisceglie AM. Pretransplant treatments for hepatocellular 
carcinoma: do they improve outcomes? Liver Transpl 2005; (11 
Suppl 2): S10-S13 [PMID: 16237728 DOI: 10.1002/lt.20598]

49 Tanwar S, Khan SA, Grover VP, Gwilt C, Smith B, Brown A. Liver 
transplantation for hepatocellular carcinoma. World J Gastroenterol 
2009; 15: 5511-5516 [PMID: 19938188 DOI: 10.3748/wjg.15.5511]

50 Majno P, Lencioni R, Mornex F, Girard N, Poon RT, Cherqui 
D. Is the treatment of hepatocellular carcinoma on the waiting 
list necessary? Liver Transpl 2011; 17 Suppl 2: S98-108 [PMID: 
21954097 DOI: 10.1002/lt.22391]

51 Martin AP, Goldstein RM, Dempster J, Netto GJ, Katabi N, 
Derrick HC, Altrabulsi B, Jennings LW, Ueno T, Chinnakotla S, 
Dawson S, Randall HB, Levy MF, Onaca N, Sanchez EQ, Orr D, 
Klintmalm GB. Radiofrequency thermal ablation of hepatocellular 
carcinoma before liver transplantation--a clinical and histological 
examination. Clin Transplant 2006; 20: 695-705 [PMID: 17100718 
DOI: 10.1111/j.1399-0012.2006.00538.x]

52 Pompili M, Mirante VG, Rondinara G, Fassati LR, Piscaglia 
F, Agnes S, Covino M, Ravaioli M, Fagiuoli S, Gasbarrini G, 
Rapaccini GL. Percutaneous ablation procedures in cirrhotic patients 
with hepatocellular carcinoma submitted to liver transplantation: 
Assessment of efficacy at explant analysis and of safety for tumor 
recurrence. Liver Transpl 2005; 11: 1117-1126 [PMID: 16123960 
DOI: 10.1002/lt.20469]

53 Troisi R, Defreyne L, Hesse UJ, Praet M, Decruyenaere J, De 
Hemptinne B. Multimodal treatment for hepatocellular carcinoma 
on cirrhosis: the role of chemoembolization and alcoholization 
before liver transplantation. Clin Transplant 1998; 12: 313-319 
[PMID: 9686325]

54 Veltri A, Grosso M, Martina MC, Ciancio A, David E, Salizzoni 
M, Soldano U, Galli J, Fava C. Effect of preoperative radiological 
treatment of hepatocellular carcinoma before liver transplantation: 
a retrospective study. Cardiovasc Intervent Radiol 1998; 21: 
393-398 [PMID: 9853145 DOI: 10.1007/s002709900286]

55 Majno PE, Adam R, Bismuth H, Castaing D, Ariche A, Krissat 
J, Perrin H, Azoulay D. Influence of preoperative transarterial 
lipiodol chemoembolization on resection and transplantation for 
hepatocellular carcinoma in patients with cirrhosis. Ann Surg 1997; 
226: 688-701; discussion 701-3 [PMID: 9409568]

56 Yao FY, Kinkhabwala M, LaBerge JM, Bass NM, Brown R, 
Kerlan R, Venook A, Ascher NL, Emond JC, Roberts JP. The 

Azzam AZ. LT as a management of HCC



1353 June 8, 2015|Volume 7|Issue 10|WJH|www.wjgnet.com

impact of pre-operative loco-regional therapy on outcome after 
liver transplantation for hepatocellular carcinoma. Am J Transplant 
2005; 5: 795-804 [PMID: 15760404 DOI: 10.1111/j.1600-6143.20
05.00750.x]

57 Freeman RB, Steffick DE, Guidinger MK, Farmer DG, Berg 
CL, Merion RM. Liver and intestine transplantation in the United 
States, 1997-2006. Am J Transplant 2008; 8: 958-976 [PMID: 
18336699 DOI: 10.1111/j.1600-6143.2008.02174.x]

58 Lu DS, Yu NC, Raman SS, Lassman C, Tong MJ, Britten 
C, Durazo F, Saab S, Han S, Finn R, Hiatt JR, Busuttil RW. 
Percutaneous radiofrequency ablation of hepatocellular carcinoma 
as a bridge to liver transplantation. Hepatology 2005; 41: 
1130-1137 [PMID: 15841454 DOI: 10.1002/hep.20688]

59 Mazzaferro V, Battiston C, Perrone S, Pulvirenti A, Regalia 
E, Romito R, Sarli D, Schiavo M, Garbagnati F, Marchianò 
A, Spreafico C, Camerini T, Mariani L, Miceli R, Andreola S. 
Radiofrequency ablation of small hepatocellular carcinoma in 
cirrhotic patients awaiting liver transplantation: a prospective 
study. Ann Surg 2004; 240: 900-909 [PMID: 15492574 DOI: 
10.1097/01.sla.0000143301.56154.95]

60 Roumilhac D, Sergent G, Pruvot FR, Talbodec N, Gamblez 
L, Ernst O, Paris JC, L’herminé C, Lecomte-Houcke M. 
Treatment of hepatocellular carcinoma: pathologic results after 
chemoembolization and liver transplantation. Transplant Proc 
1999; 31: 416-417 [PMID: 10083168 DOI: 10.1016/S0041-1345(9
8)01686-8]

61 Oldhafer KJ, Chavan A, Frühauf NR, Flemming P, Schlitt HJ, 
Kubicka S, Nashan B, Weimann A, Raab R, Manns MP, Galanski 
M. Arterial chemoembolization before liver transplantation in 
patients with hepatocellular carcinoma: marked tumor necrosis, but 
no survival benefit? J Hepatol 1998; 29: 953-959 [PMID: 9875642 
DOI: 10.1016/S0168-8278(98)80123-2]

62 Llovet JM, Real MI, Montaña X, Planas R, Coll S, Aponte J, 
Ayuso C, Sala M, Muchart J, Solà R, Rodés J, Bruix J. Arterial 
embolisation or chemoembolisation versus symptomatic treatment 
in patients with unresectable hepatocellular carcinoma: a 
randomised controlled trial. Lancet 2002; 359: 1734-1739 [PMID: 
12049862 DOI: 10.1016/S0140-6736(02)08649-X]

63 Morisco F, Stigliano R, Godfrey A, Leandro G, Patch D, Davidson 
B, Rolles K, Dhillon A, Dhillon AP, Quaglia A, Burroughs AK. 
Efficacy of loco-regional ablation therapy of HCC in a population 
of liver transplanted patients. Dig Dis Sci 2008; 53: 1131-1137 
[PMID: 17934816 DOI: 10.1007/s10620-007-9986-y]

64 Lesurtel M, Müllhaupt B, Pestalozzi BC, Pfammatter T, Clavien PA. 
Transarterial chemoembolization as a bridge to liver transplantation 
for hepatocellular carcinoma: an evidence-based analysis. Am J 
Transplant 2006; 6: 2644-2650 [PMID: 16939518 DOI: 10.1111/
j.1600-6143.2006.01509.x]

65 Lopez PM, Villanueva A, Roayaie S, Llovet JM. Neoadjuvant 
therapies for hepatocellular carcinoma before liver transplantation: 
a critical appraisal. Liver Transpl 2006; 12: 1747-1754 [PMID: 
17133591 DOI: 10.1002/lt.21018]

66 Ravaioli M, Grazi GL, Ercolani G, Fiorentino M, Cescon M, Golfieri 
R, Trevisani F, Grigioni WF, Bolondi L, Pinna AD. Partial necrosis 
on hepatocellular carcinoma nodules facilitates tumor recurrence after 
liver transplantation. Transplantation 2004; 78: 1780-1786 [PMID: 
15614151 DOI: 10.1097/01.TP.0000145892.97114.EE]

67 Belghiti J, Carr BI, Greig PD, Lencioni R, Poon RT. Treatment 
before liver transplantation for HCC. Ann Surg Oncol 2008; 15: 
993-1000 [PMID: 18236111 DOI: 10.1245/s10434-007-9787-8]

68 Llovet JM, Ricci S, Mazzaferro V, Hilgard P, Gane E, Blanc JF, 
de Oliveira AC, Santoro A, Raoul JL, Forner A, Schwartz M, Porta 
C, Zeuzem S, Bolondi L, Greten TF, Galle PR, Seitz JF, Borbath 
I, Häussinger D, Giannaris T, Shan M, Moscovici M, Voliotis D, 
Bruix J. Sorafenib in advanced hepatocellular carcinoma. N Engl 
J Med 2008; 359: 378-390 [PMID: 18650514 DOI: 10.1056/
NEJMoa0708857]

69 Cheng AL, Kang YK, Chen Z, Tsao CJ, Qin S, Kim JS, Luo R, 
Feng J, Ye S, Yang TS, Xu J, Sun Y, Liang H, Liu J, Wang J, Tak 
WY, Pan H, Burock K, Zou J, Voliotis D, Guan Z. Efficacy and 

safety of sorafenib in patients in the Asia-Pacific region with 
advanced hepatocellular carcinoma: a phase III randomised, 
double-blind, placebo-controlled trial. Lancet Oncol 2009; 10: 
25-34 [PMID: 19095497 DOI: 10.1016/S1470-2045(08)70285-7]

70 Hoffmann K, Glimm H, Radeleff B, Richter G, Heining C, 
Schenkel I, Zahlten-Hinguranage A, Schirrmacher P, Schmidt J, 
Büchler MW, Jaeger D, von Kalle C, Schemmer P. Prospective, 
randomized, double-blind, multi-center, Phase III clinical 
study on transarterial chemoembolization (TACE) combined 
with Sorafenib versus TACE plus placebo in patients with 
hepatocellular cancer before liver transplantation - HeiLivCa 
[ISRCTN24081794]. BMC Cancer 2008; 8: 349 [PMID: 19036146 
DOI: 10.1186/1471-2407-8-349]

71 Sandroussi C, Dawson LA, Lee M, Guindi M, Fischer S, Ghanekar 
A, Cattral MS, McGilvray ID, Levy GA, Renner E, Greig PD, 
Grant DR. Radiotherapy as a bridge to liver transplantation for 
hepatocellular carcinoma. Transpl Int 2010; 23: 299-306 [PMID: 
19843294 DOI: 10.1111/j.1432-2277.2009.00980.x]

72 Belghiti J. Resection and liver transplantation for HCC. J 
Gastroenterol 2009; 44 Suppl 19: 132-135 [PMID: 19148807 DOI: 
10.1007/s00535-008-2250-1]

73 Lo CM, Lo RJ, Lai CL, Fan ST, Wong J. Liver transplantation 
from cadaveric and living donors. Transplant Proc 1996; 28: 
1659-1660 [PMID: 8658826]

74 Lo CM, Fan ST, Liu CL, Wei WI, Lo RJ, Lai CL, Chan JK, Ng IO, 
Fung A, Wong J. Adult-to-adult living donor liver transplantation 
using extended right lobe grafts. Ann Surg 1997; 226: 261-269; 
discussion 269-270 [PMID: 9339932 DOI: 10.1097/00000658-199
709000-00005]

75 Kawasaki S, Makuuchi M, Matsunami H, Hashikura Y, Ikegami T, 
Nakazawa Y, Chisuwa H, Terada M, Miyagawa S. Living related 
liver transplantation in adults. Ann Surg 1998; 227: 269-274 [PMID: 
9488526 DOI: 10.1097/00000658-199802000-00017]

76 Tanaka K, Kobayashi Y, Kiuchi T. Current status of living donor 
liver transplantation in adults. Curr Opin Organ Transpl 2000; 5: 
74-80 [DOI: 10.1097/00075200-200006000-00006]

77 de Villa VH, Lo CM, Chen CL. Ethics and rationale of living-
donor liver transplantation in Asia. Transplantation 2003; 75: S2-S5 
[PMID: 12589129 DOI: 10.1097/01.TP.0000046532.44975.57]

78 Cronin DC, Millis JM. Living donor liver transplantation: The 
ethics and the practice. Hepatology 2008; 47: 11-13 [PMID: 
18161704 DOI: 10.1002/hep.22150]

79 Azzam A, Uryuhara K, Taka I, Takada Y, Egawa H, Tanaka K. Analysis 
of complications in hepatic right lobe living donors. Ann Saudi Med 
2010; 30: 18-24 [PMID: 20103954 DOI: 10.4103/0256-4947.59368]

80 Di Sandro S, Slim AO, Giacomoni A, Lauterio A, Mangoni I, 
Aseni P, Pirotta V, Aldumour A, Mihaylov P, De Carlis L. Living 
donor liver transplantation for hepatocellular carcinoma: long-
term results compared with deceased donor liver transplantation. 
Transplant Proc 2009; 41: 1283-1285 [PMID: 19460539 DOI: 
10.1016/j.transproceed.2009.03.022]

81 Fisher RA, Kulik LM, Freise CE, Lok AS, Shearon TH, Brown RS, 
Ghobrial RM, Fair JH, Olthoff KM, Kam I, Berg CL. Hepatocellular 
carcinoma recurrence and death following living and deceased 
donor liver transplantation. Am J Transplant 2007; 7: 1601-1608 
[PMID: 17511683 DOI: 10.1111/j.1600-6143.2007.01802.x]

82 Hwang S, Lee SG, Joh JW, Suh KS, Kim DG. Liver transplantation 
for adult patients with hepatocellular carcinoma in Korea: comparison 
between cadaveric donor and living donor liver transplantations. 
Liver Transpl 2005; 11: 1265-1272 [PMID: 16184545 DOI: 10.1002/
lt.20549]

83 Kulik L, Abecassis M. Living donor liver transplantation for 
hepatocellular carcinoma. Gastroenterology 2004; 127: S277-S282 
[PMID: 15508095 DOI: 10.1053/j.gastro.2004.09.042]

84 Lo CM, Fan ST, Liu CL, Chan SC, Ng IO, Wong J. Living donor 
versus deceased donor liver transplantation for early irresectable 
hepatocellular carcinoma. Br J Surg 2007; 94: 78-86 [PMID: 
17016793 DOI: 10.1002/bjs.5528]

85 Vakili K, Pomposelli JJ, Cheah YL, Akoad M, Lewis WD, Khettry 
U, Gordon F, Khwaja K, Jenkins R, Pomfret EA. Living donor liver 

Azzam AZ. LT as a management of HCC



1354 June 8, 2015|Volume 7|Issue 10|WJH|www.wjgnet.com

transplantation for hepatocellular carcinoma: Increased recurrence 
but improved survival. Liver Transpl 2009; 15: 1861-1866 [PMID: 
19938113 DOI: 10.1002/lt.21940]

86 Lo CM, Fan ST, Liu CL, Chan SC, Wong J. The role and limitation 
of living donor liver transplantation for hepatocellular carcinoma. 
Liver Transpl 2004; 10: 440-447 [PMID: 15004774 DOI: 10.1002/
lt.20097]

87 Thuluvath PJ, Yoo HY. Graft and patient survival after adult live 
donor liver transplantation compared to a matched cohort who 
received a deceased donor transplantation. Liver Transpl 2004; 10: 
1263-1268 [PMID: 15376301 DOI: 10.1002/lt.20254]

88 Gondolesi GE, Roayaie S, Muñoz L, Kim-Schluger L, Schiano T, 
Fishbein TM, Emre S, Miller CM, Schwartz ME. Adult living donor 
liver transplantation for patients with hepatocellular carcinoma: 
extending UNOS priority criteria. Ann Surg 2004; 239: 142-149 
[PMID: 14745320 DOI: 10.1097/01.sla.0000109022.32391.eb]

89 Olthoff KM, Merion RM, Ghobrial RM, Abecassis MM, Fair JH, 
Fisher RA, Freise CE, Kam I, Pruett TL, Everhart JE, Hulbert-
Shearon TE, Gillespie BW, Emond JC. Outcomes of 385 adult-
to-adult living donor liver transplant recipients: a report from the 
A2ALL Consortium. Ann Surg 2005; 242: 314-323, discussion 
323-325 [PMID: 16135918]

90 Zimmerman MA, Ghobrial RM, Tong MJ, Hiatt JR, Cameron 
AM, Hong J, Busuttil RW. Recurrence of hepatocellular carcinoma 
following liver transplantation: a review of preoperative and 
postoperative prognostic indicators. Arch Surg 2008; 143: 182-188; 
discussion 188 [PMID: 18283144 DOI: 10.1001/archsurg.2007.39]

91 Hollebecque A, Decaens T, Boleslawski E, Mathurin P, Duvoux 
C, Pruvot FR, Dharancy S. Natural history and therapeutic 
management of recurrent hepatocellular carcinoma after liver 
transplantation. Gastroenterol Clin Biol 2009; 33: 361-369 [PMID: 
19398289 DOI: 10.1016/j.gcb.2009.02.036]

92 Roberts JP. Tumor surveillance-what can and should be done? 
Screening for recurrence of hepatocellular carcinoma after liver 
transplantation. Liver Transpl 2005; (11 Suppl 2): S45-S46 [PMID: 
16237702]

93 Taketomi A, Fukuhara T, Morita K, Kayashima H, Ninomiya M, 
Yamashita Y, Ikegami T, Uchiyama H, Yoshizumi T, Soejima Y, 
Shirabe K, Maehara Y. Improved results of a surgical resection 
for the recurrence of hepatocellular carcinoma after living donor 
liver transplantation. Ann Surg Oncol 2010; 17: 2283-2289 [PMID: 
20204531 DOI: 10.1245/s10434-010-0999-y]

94 Chinnakotla S, Davis GL, Vasani S, Kim P, Tomiyama K, 
Sanchez E, Onaca N, Goldstein R, Levy M, Klintmalm GB. Impact 
of sirolimus on the recurrence of hepatocellular carcinoma after 
liver transplantation. Liver Transpl 2009; 15: 1834-1842 [PMID: 
19938137]

95 Toso C, Meeberg GA, Bigam DL, Oberholzer J, Shapiro AM, 
Gutfreund K, Ma MM, Mason AL, Wong WW, Bain VG, 
Kneteman NM. De novo sirolimus-based immunosuppression 
after liver transplantation for hepatocellular carcinoma: long-term 
outcomes and side effects. Transplantation 2007; 83: 1162-1168 
[PMID: 17496530]

96 Toso C, Merani S, Bigam DL, Shapiro AM, Kneteman NM. 
Sirolimus-based immunosuppression is associated with increased 
survival after liver transplantation for hepatocellular carcinoma. 
Hepatology 2010; 51: 1237-1243 [PMID: 20187107 DOI: 10.1002/
hep.23437]

97 Yoon DH, Ryoo BY, Ryu MH, Lee SG, Hwang S, Suh DJ, Lee 
HC, Kim TW, Ahn CS, Kim KH, Moon DB, Kang YK. Sorafenib 
for recurrent hepatocellular carcinoma after liver transplantation. 
Jpn J Clin Oncol 2010; 40: 768-773 [PMID: 20494947 DOI: 
10.1093/jjco/hyq055]

98 Xu J, Shen ZY, Chen XG, Zhang Q, Bian HJ, Zhu P, Xu HY, Song F, 
Yang XM, Mi L, Zhao QC, Tian R, Feng Q, Zhang SH, Li Y, Jiang 
JL, Li L, Yu XL, Zhang Z, Chen ZN. A randomized controlled 
trial of Licartin for preventing hepatoma recurrence after liver 
transplantation. Hepatology 2007; 45: 269-276 [PMID: 17256759]

99 Kita Y, Klintmalm G, Kobayashi S, Yanaga K. Retransplantation for 
de novo hepatocellular carcinoma in a liver allograft with recurrent 
hepatitis B cirrhosis 14 years after primary liver transplantation. Dig 
Dis Sci 2007; 52: 3392-3393 [PMID: 17404871]

P- Reviewer: Chiang TA, Sipos F    S- Editor: Song XX    
L- Editor: A    E- Editor: Liu SQ

Azzam AZ. LT as a management of HCC



                                      © 2015 Baishideng Publishing Group Inc. All rights reserved.

Published by Baishideng Publishing Group Inc
8226 Regency Drive, Pleasanton, CA 94588, USA

Telephone: +1-925-223-8242
Fax: +1-925-223-8243

E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx

http://www.wjgnet.com


	WJH-7-1347
	WJHv7i10-Back Cover

