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/ABSTRACT

Introduction. This study evaluated long-term outcomes of
salvage surgery as additional therapy following downstaging of
hepatocellular carcinoma (HCC) with transarterial chemo-
embolization (TACE) in patients with initially unresectable
HCC.

Methods. A retrospective analysis was performed of 831
consecutive patients with unresectable HCC who underwent
TACE as initial treatment between June 2004 and December
2014. Of these, 82 patients with downstaged resectable HCC
were enrolled in this study: 43 received salvage surgery
(S group) and the remaining 39, who refused salvage resec-
tion, were the control group (T group). The primary endpoint
was overall survival (OS).

Results. The median OS in the S and T groups was 49 and 31
months, respectively (p = .027).The 2-, 4-, and 5-year survival

rates were 93%, 47%, and 26% in the S group and 74%, 18%,
and 10% in the T group, respectively (p = .019). Treatment
modality (hazard ratio [HR], 0.337; 95% confidential interval [Cl],
0.184-0.616; p < .001) and response to TACE (complete vs.
partial; HR, 3.154; 95% Cl, 1.709-5.822; p < .001) were
independent prognostic factors for survival. The median OS for
patients in the complete response and partial response (PR)
subgroups was 50 and 49 months, respectively, in the S group
and 54 and 24 months, respectively, in the T group (p = .699 and
p < .001, respectively). The median OS for HCC patients with
macroscopic vascular invasion (MVI) was 58 and 30 months in
the S and T groups, respectively (p = .024).

Conclusion. Salvage surgery after downstaging of unresectable
HCC had a survival benefit only for patients with MVl or a PR to
TACE. The Oncologist 2016;21:1442-1449

Implications for Practice: The results of this study suggest that salvage liver resection after downstaging of unresectable
hepatocellular carcinoma in patients with a complete response to transarterial chemoembolization (TACE) has a comparable long-
term outcome in this good-prognosis group. Salvage liver resection may provide a better long-term outcome compared with TACE

alone, but only in patients with macroscopic vascular invasion or those with a partial response to TACE.

INTRODUCTION

Hepatocellular carcinoma (HCC) is the fifth most common
malignancy and the third leading cause of cancer-related death
in the world [1]. Complete tumor resection is the generally
accepted potential curative modality for HCC. However, only
30%—-40% of early-stage patients are amenable to such
curative therapy, because greater than 50% of all HCCs are
diagnosed at an unresectable tumor stage and have a poor
prognosis. These patients, therefore, must rely on pallia-
tive therapy to prolong their survival [2—4]. Transarterial

chemoembolization (TACE) is a valuable and commonly
applied palliative treatment for most patients with unresectable
HCC [2-7]. TACE procedures can sometimes result in down-
staging of HCC, allowing some unresectable lesions to become
resectable because tumors shrink, satellite lesions disappear,
and nontumorous tissue appears in the liver hypertrophy
[7-13].

There have been numerous reports indicating that salvage
liver resection or liver transplantation for unresectable tumors
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Patients (N = 1,820) with newly diagnosed HCC managed at our
center were retrospectively reviewed (June 2004—December 2014)

Excluded (n = 989)
Early-stage or resectable HCC treated by liver
resection (n = 431) or ablation (n = 248)
Extrahepatic metastasis (n = 125)
Child-Pugh class C or massive ascites (n = 76)
Main portal vein tumor thrombosis (n = 67)
Second malignancy (n = 8)

Data not available (n = 34)

treatment (n = 831)

Patients with unresectable HCC treated with TACE as initial

Excluded (n = 746)
Interhepatic progression (n = 447)
Extrahepatic metastasis (n = 103)
Both (n = 98)

transplant (final, n = 82)

Patients with downstaged resectable HCC (n = 85); 2 patients
had insufficient hepatic function and 1 received a liver

}

}

Patients received salvage surgery

Patients did not accept salvage surgery

l

(n=43) (n=139)
Recurrence Tumor-free PR (n=21) CR (n=18)
(n=134) (n=17)

l }

Hepatic resection (n = 3)
TACE alone (n = 8)
Ablation alone (n = 6)
TACE + ablation (n =9)

TACE alone (n = 3)
TACE + ablation (n = 12)
Sorafenib (n = 6)

Sorafenib
(n=2)

Sorafeinb (n = 8)

Figure1. Flowdiagramillustratingthe patient selection process and treatmentallocation.Two patients who received liver resection died

during hospitalization.

Abbreviations: CR, complete response; HCC, hepatocellular carcinoma; PR, partial response; TACE, transarterial chemoembolization.

downstaged by TACE or other therapeutic modalities achieve
excellent long-term outcomes [8—13]. However, the majority
of these studies were single-arm trials and did not compare
between therapeutic modalities nor did they identify the most
appropriate candidates for their particular procedure. For
example, patients who responded better to the treatment may
have had tumors that are biologically less aggressive. Hence,
results may not have reflected the true benefit of treatment.
Similarly, there were some reports showing that patients who
responded well to initial treatment and refused surgery had a
comparable outcome to those treated with surgery [14, 15].

www.TheOncologist.com

Multidisciplinary treatment of liver cancer was estab-
lished at our institution in 2005. The team consists of sur-
geons, radiologists, and oncologists. Every case is discussed
to decide the optimal treatment. TACE is the first-line
treatment for unresectable HCC, and when downstaged,
resectable HCC is observed, salvage surgery is recom-
mended if the patient’s general condition permits. However,
in our clinical practice, some patients with unresectable
HCC downstaged by TACE, who refused to receive salvage
resection because of unease with surgery or other reasons,
underwent TACE alone. Interestingly, we found that some
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Table 1. Comparison of baseline patient characteristics

Is Salvage Liver Resection Necessary for HCC?

Characteristics S group (n = 43) T group (n = 39) p value
Age (years) 54.9 +11.1 51.2 +£9.2 .095
Sex
Male 41 (95) 37 (95) 1.000
Female 2(5) 2(5)
HBV infection .602
Yes 42 (98) 37 (95)
No 1(2) 2 (5)
Cirrhosis 271
Yes 38 (88) 31(79)
No 5(12) 8(21)
Child-Pugh class .665
A 41 (95) 36 (92)
B 2(5) 3(8)
Indocyanine green retention rate in 15 min (%) 73+34 75*44 .761
AFP (ng/mL) .120
<20 7 (16) 12 (31)
>20 36 (84) 27 (69)
Reasons for initially unresectable HCC .871
Bilobar involvement 34 (79) 31(79)
Hepatic vein involvement 2(5) 1(3)
Insufficient hepatic remnant 7 (16) 7 (18)
Macroscopic vascular invasion 419
Absent 38 (88) 32 (82)
Present 5(12) 7 (18)
No. of tumors .101
1-4 38(88) 29 (74)
=5 5(12) 10 (26)
Size of main tumor (cm) 9.5+ 3.2 9.1+41 .645
ECOG performance status 0.730
0-1 39 (91) 34(87)
2 4(9) 5(13)

Data are presented as mean = SD or n (%).

Abbreviations: AFP, a-fetoprotein; ECOG, Eastern Cooperative Oncology Group; HBV, hepatitis B virus; HCC, hepatocellular carcinoma; S group, patients

who received salvage surgery; T group, control group.

of these TACE-only patients also had good long-term
outcomes.

Therefore, the survival benefit of salvage surgery after
TACE-induced downstaging of HCC compared with TACE
treatment alone for patients with unresectable HCC is unclear
and controversial. The criteria for selecting patients in whom
salvage surgery would most likely be of benefit are also
unknown. We conducted a retrospective analysis of 82 initially
unresectable HCC patients who were treated with TACE during
a 10-year period to determine whether salvage surgery offers
an additional overall survival (OS) benefit. We also sought to
define the critical factors influencing treatment outcomes.

PATIENTS AND METHODS

Patient Selection
The protocol was approved by the ethics committees of the
First Affiliated Hospital, Sun Yat-sen University. Written
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informed consent was obtained from each participant in
accordance with the Declaration of Helsinki. Between June
2004 and December 2014, 1,820 consecutive patients with
newly diagnostic HCC managed at our center were retrospec-
tively reviewed. The diagnosis of HCC was based on the
diagnostic criteria used by the European Association for the
Study of the Liver [3]. Of these patients, 679 (37%) were
assessed as having early stage or resectable disease and
were treated by liver surgery or local ablation; 1,141 (73%)
were initially considered as unresectable. We also excluded
patients exhibiting any of the following: extrahepatic metas-
tasis and main portal vein tumor thrombosis, Child-Pugh class C
or massive ascites, secondary malignancy, and unavailability of
data. These unresectable HCC patients were treated by TACE as
a first-line treatment and were prospectively reviewed after
every course of TACE by the same multidisciplinary team.
Resectability of the tumor was assessed by the same liver
surgeon (L.L., who has more than 20 years of experience) and
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Table 2. Treatment outcome in the S and T groups

Sgroup Tgroup p

Parameter (n=43) (n=39) value
Treatment response after 412
downstaging®

Complete response 16 (37) 18 (46)

Partial response 27 (63) 21(54)
Types of hepatectomy

Anatomic hemihepatectomy 33

Extended hemihepatectomy

Debulking surgery 2

Data are presented as n or n (%).

*Treatment response evaluated according to radiology and
a-fetoprotein.

Abbreviations: S group, patients who received salvage surgery; T group,
control group.

radiologist (J.L., who has more than 15 years of experience).
Liver surgery was reconsidered every time a documented
response to TACE was observed.

Downstaged, resectable HCC was defined as disease of any
stage in which all gross tumors were deemed potentially
resectable with a clear margin, as observed radiologically
[8, 10]. Among the 831 local, unresectable HCC patients, 85
were significantly downstaged by TACE; 2 of these had insuf-
ficient liver function reserve and 1 received a liver transplant.
The remaining 82 patients formed the population of the study.
Patients were divided into 2 groups according to the pursued
therapeutic strategy: 43 patients who underwent salvage
surgery after downstaging of HCC (S group) and 39 patients
who refused salvage liver resection and underwent only TACE
treatment (T group).

METHODS

TACE Procedure

TACE was performed using techniques previously described
[16, 17]. Briefly, 10-20 mL of lipiodol (Guerbet, Paris, France,
http://www.guerbet.com) was mixed with 20-40 mg of
epirubicin (Pfizer, New York, NY, http://www.pfizer.com/) to
create an emulsion. Depending on the tumor size and liver
function, 2—20 mL of the emulsion was then infused into the
liver tumor through a catheter. Subsequently, embolization
using Gelfoam (Pfizer, Hangzhou, China, http://www.pfizer.
com.cn) was performed. When blood flow slowed or avascular
cast was observed, the injection was stopped. We preferen-
tially targeted the lobar, segmental, or subsegmental tumor-
feeding artery, depending on the tumor distribution. Repeated
TACE was performed at a 4- to 6-week interval on an “on-
demand” basis without deterioration of liver function.

Hepatic Resection Procedure

Hepatic resection [18] was performed at 4—6 weeks after
successful downstaging TACE. Anatomic resection of the liver
was based on the Couinaud segments, and aimed at a gross
resection margin of 1 cm from the edge of the lesions.
Nonanatomic resection was performed when the tumor was
at the edge of the liver. If the residual lesion was considered
not resectable during surgery because of the discovery of

www.TheOncologist.com
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Figure 2. Kaplan-Meier curves for patients with downstaged
unresectable hepatocellular carcinoma in the salvage surgery and
TACE groups. The median overall survival (OS) for the salvage
surgery group (n = 43) was 49 months and the median OS for the
TACE group (n = 39) was 31 months (p = .027).

Abbreviation: TACE, transarterial chemoembolization.

additional lesions that were not visible on preoperative
imaging, a debulking surgery was performed. The aim of the
debulking surgery was to remove all macroscopic tumors while
leaving behind microsatellite lesions to be treated later by
locoregional therapy.

Follow-Up and Additional Treatment

Contrast-enhanced computed tomography (CT) scanning of
the chestand abdomen, liver function tests, and a-fetoprotein
(AFP) measurements were performed 1 month after TACE to
evaluate its effect and check for lung metastases. Additional
TACE was performed for patients who did not achieve a
downstaging of HCC. If downstaging of the tumor was ob-
served, salvage surgery was recommended to every patient by
the attending physician and was performed in patients who
accepted. Additional treatment was performed in patients
who did not accept the surgery recommendation if they still
had residual viable tumors.

Contrast-enhanced CTof the chestand abdomen, as well as
liver function and AFP tests, were performed 1 month after
liver salvage surgery to evaluate the outcome. In patients who
achieved a complete response (CR) or who were tumor free,
follow-up was performed every 2 months for the first 2 years.
The follow-up interval was extended to every 6 months
between the 2nd to 4th years after treatment, and to every 12
months after 5 years. At each follow-up session, contrast-
enhanced CT scanning of the abdomen and chest, as well as
liver functionand AFP tests, were performed. Patientsinwhom
recurrence or metastasis was detected were recommended
for local ablation, TACE, systemic therapy, or conservative
treatment was recommended, depending on the Barcelona
clinic liver cancer (BCLC) staging system.

Assessments

Tumor response was assessed based on radiological evaluation
according to the modified Response Evaluation Criteria in
Solid Tumors guideline [19]. AFP response was classified
as either CR (normalization) or partial response (PR; a
decrease by >50% of the baseline value) [17]. In HCC
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Table 3. Univariate and multivariate analysis of prognostic factors

Univariate analysis

Multivariate analysis

Variable HR (95% ClI) p value HR (95% ClI) p value

Treatment .027 <.001
TACE 1.000 1.000
Salvage surgery 0.633 (0.030-1.235) 0.337 (0.184-0.616)

Response type .010 <.001
CR 1.000 1.000
PR 1.767 (1.175-2.358) 3.154 (1.709-5.822)

No. of tumors .056 NA
1-4 1.000
=5 1.533 (0.992-2.074) —

Size of main tumor, cm 371 NA
<10 1.000
=10 0.976 (0.374-1.577) —

Macroscopic vascular invasion NA
Absent 1.000
Present 0.988 (0.513-1.463) —

Abbreviations: —, empty value in multivariate analysis; Cl, confidence interval; CR, complete response; NA, not applicable; PR, partial response; TACE,

transarterial chemoembolization.

patients positive for AFP (a baseline AFP level >20 ng/mL),
CR was assessed based on radiological evaluation and AFP
normalization. Treatment complications that occurred within
4 weeks were recorded according to Common Terminology
Criteria for Adverse Events, version 3.0 [20]. OS was defined
as the time from the start of treatment until death or the last
follow-up.

Statistical Analysis

All statistical analyses were performed using SPSS software
version 16.0 (IBM Corp., Chicago, IL, https://www.ibm.com).
For baseline characteristics, continuous variables are de-
scribed as median = SD, and categorical variables are
expressed as frequencies and percentages. The t test was
used to compare continuous variables between the two
groups. The chi-square test was used to compare categorical
variables between the two groups. The Kaplan-Meier method
was used to calculate the OS between groups. Univariate
analyses were performed with the log-rank test. Variables with
p < .1 on univariate analysis were subjected to a multivariate
analysis. The multivariate Cox model was used to identify risk
factors that affected OS. All statistical tests were two-sided,
and p < .05 was considered statistically significant.

RESULTS

Study Population

Between June 2004 and December 2014, a total of 1,820
consecutive, naive HCC patients were retrospectively ana-
lyzed, and 1,141 patients were diagnosed as having unresect-
able tumors. A total of 310 patients were excluded from the
first analysis. Then, 831 patients with local, unresectable HCC
(intermediate, n = 411; advanced, n = 420) who were initially
treated by TACE were analyzed. Of these, 85 patients were
significantly downstaged by TACE; 2 of these patients had
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insufficient liver function reserve and 1 patient received a liver
transplant. The remaining 82 patients with downstaged, resect-
able HCC were enrolled in the study; 43 of these received salvage
surgery therapy, and the remaining 39, who refused salvage
resection, underwent TACE and ablation treatment (Fig. 1). The
baseline characteristics of all patients are shown in Table 1. None
ofthe variables, including the reason for initial unresectability, the
cause of liver disease, or liver function, differed significantly
between the two groups. The main reason for initial unresect-
ability of tumors was bilobar involvement. The majority of the
patients were male, and hepatitis B and cirrhosis were the most
common underlying diseases.

Treatment Outcome

The mean number of TACE procedures per patient before
downstagingin the Sand T groups was 2.7 (range, 1-4) and 3.0
(range, 1-5), respectively. Based on CT measurements, the
median main tumor diameter was 9.5 cm and 9.1 cmin the S
and T groups before treatment, respectively. The corresponding
main tumor diameters after treatment were reduced to 6.5 cm
and 6.2 cm, respectively. Serum AFP levels decreased by varying
extents in the 63 patients in whom levels were initially positive
Table 1. AFP levels returned to normal in 13 and 14 patientsin the
S and T groups, respectively. After downstaging, 16 patients
achieved a CR and 27 had a PR in the S group. The main reasons
that tumors were deemed resectable were disappearance of
some lesions, complete tumor necrosis, and shrinkage of large
HCCs. The details of the treatment outcomes are shown in
Table 2. Among the 39 patients in the T group, 18 patients had
a CR, and 21 had a PR and received further treatment (Fig. 1).

Correlation Between Treatment and

Pathologic Response

Amongthe 43 patients who underwent salvage liver resection,
16 had a CRwith noresidual tumor enhancementand achieved
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Figure 3. Kaplan-Meier curves for patients with downstaged
unresectable hepatocellular carcinoma in the salvage surgery
and TACE groups. (A): Patients with a complete response.
The median overall survival (OS) for the salvage surgery
group (n = 16) was 50 months and that of the TACE group
(n = 18) was 54 months (p = .669). (B): Patients with a partial
response. The median OS for the salvage surgery group (n = 27)
was 49 months and that of the TACE group (n = 21) was
24 months (p < .001). (C): Patients with macroscopic vascular
invasion. The median OS for the salvage surgery group (n = 5)
was 58 months and that of the TACE group (n = 7) was 30 months
(p = .024).
Abbreviation: TACE: transarterial chemoembolization.

AFP normalization before surgery. Seven patients showed
complete tumor necrosis pathologically, while the remaining
nine patients showed fewer residual, viable tumor cells. The 27
patients with a PR had viable tumors.
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Survival

At the end of the follow-up period (August 2015), 31 patients
(72%) in the S group and 29 patients (74%) in the T group had
died. The mean follow-up time for these patients was 42.2 =
22.7 months (range, 6-120 months) and the total follow-up
time after initial therapy was over 10 years. Of the 43 patients
who underwent liver resection, 2 died during their hospital-
ization. Seven patients had a tumor-free survival and 34 had
a tumor recurrence, which included 3 patients with early, 18
with intermediate, 11 with advanced, and 2 with terminal
disease, according to the BCLC staging system. Subsequent
treatments after recurrence are shown in Figure 1. The median
0OS was 49 months (95% confidence interval [Cl], 40.1-57.9) in
the S group and 31 months (95% Cl, 22.0-39.9) in the T group
(Fig. 2). The difference between the two groups was significant
(p = .027).The 2-, 4-, and 5-year survival rates were 93%, 47%,
and 26% in the S group and 74%, 18%, and 10% in the T group,
respectively (p = .019).

On univariate analysis, only treatment modality and
response to TACE (CR or PR) after downstaging were sig-
nificantly associated with survival. The number of tumors,
tumor size, and presence of macroscopic vascular invasion
(MVI) were not significantly associated with survival. On
multivariate Cox analysis, treatment modality (hazard ratio
[HR],0.337;95% Cl, 0.184-0.616; p < .001) and response type
(complete versus partial; HR, 3.154; 95% Cl: 1.709-5.822; p <
.001) were independent prognostic factors for OS (Table 3).
Therefore, we further analyzed the OS rates between the CR
and PR patient subgroups. The median OS times for patients
in the CR and PR subgroups were 50 months (95% ClI,
41.2-58.8) and 49 months (95% Cl, 27.8-70.2), respectively,
in the S group; and 54 months (95% CI, 44.8-63.2) and
24 months (95% Cl, 22.9-25.1), respectively, in the T group
(Fig. 3A, 3B).

MVI is a known negative predictor for OS. Therefore, we
further compared the OS rates of patients with MVI between
the Sgroup and T group.The OS times were 58 months (95% Cl,
31.8-84.2) and 30 months (95% Cl: 0-60.8) inthe Sgroupand T
group, respectively (Fig. 3C).

Complications

Two patients in the S group (5%) died within 4 weeks after the
surgery (1 each of liver failure and sepsis). There were no
deaths related to TACE. The most common adverse events
after treatment were postembolization syndrome, pleural
effusions, ascites, liver abscesses, bile leaks, and liver failure.
Complications observed after treatment are detailed in
Table 4.

DISCUSSION
We assessed the long-term outcome of post-TACE salvage
surgery compared with TACE alone for a specific group of
patients with unresectable HCC who were downstaged by
TACE. Furthermore, we defined the factors that influenced the
treatment outcomes.To our knowledge, thisisthe first study to
date that compares the outcomes of salvage surgery versus
TACE alone for patients with initially unresectable HCC that
were downstaged by TACE.

We observed that salvage surgery produced a more
favorablelong-term outcome than TACE alone for our patients.
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Table 4. Comparison of complications between the S and T groups

Complication S group (n = 43) T group (n = 39) p value

Abdominal pain .924
Grade 1-2 28 (65) 25 (64)

Fever (>38.5°C) .808
Grade 1-2 22 (51) 21 (54)

Vomiting .939
Grade 1-2 18 (42) 16 (41)

Temporary elevation of transaminase .369
Grade 1-2 33(77) 33(85)

Pleural effusion .028
Grade 1-2 11 (26) 3(8)

Ascites .026
Grade 1-2 13 (33) 4(10)

Liver abscess 223
Grade 3-4 0 2 (5)

Bile leaks .243
Grade 3-4 3(7) 0

Sepsis 1.000
Grade 3-4 1(2) 0

Liver failure .589
Grade 1-2 3(7) 2(5)
Grade 3-4 1(2) 0

Gl bleeding 1.000
Grade 1-2 2 (5) 2 (5)

Data are presented as n (%).

Abbreviations: Gl, gastrointestinal; S group, patients who received salvage surgery; T group, control group.

This was likely because of the complete tumor necrosis, which,
as shown histopathologically, occurred in only 16% of patients
(7 of 43) after downstaging treatment. Most patients have
residual viable tumors that will regrow or metastasize if they
are not surgically resected. Therefore, salvage surgery may
potentially extirpate such residual tumors, resulting in sur-
vival benefits. We confirmed results of previous studies that
showed that salvage surgery or transplantation for down-
staged tumors produces excellent outcomes in HCC [8-13], as
well as colorectal liver metastases and hepatoblastoma [21,
22]. In our study, the median OS of 50 months and the 5-year
survival rate of 26% are consistent with other reported
outcomes (5-year survival rate ranged from 24.9% to 57%) [8].

In this study, the treatment modality and response type
were identified as the independent prognostic factors for OS.
Therefore, we further compared the OS betweenthe CRand PR
patient subgroups. Interestingly, we found that the OS of the
S group was comparable to that of the T group in the CR
subgroup. This was similar to findings of a previous study that
reported the survival rates of patients who underwent initial
TACE and subsequent liver resection were comparable to
that of patients who responded well to TACE but refused
resection [15]. On the other hand, the difference between the
2 treatments among PR patients was significant and the
difference persisted for 25 months. The most likely interpre-
tations are that (a) patients in the CR subgroup of the T group
may have achieved true complete necrosis (multiple lesions in

©AlphaMed Press 2016

three patients all disappeared after treatment) or a very low
number of residual viable tumors that can be treated further if
recurrence is observed radiologically, and this resulted in
patients living longer; or (b) for the PR subgroup patients, the
residual viable tumors were resected, which, likewise, could
have prolonged the survival time. However, MVI was not
identified as a predictor of OS in our study, and subgroup
survival analysis for patients with MVI demonstrated a sig-
nificant difference between the S and T group (OS was 58 vs.
30 months, respectively). The most likely interpretations for
this observation are (a) the small sample sizes (n = 5and 7,
respectively) did not adequately reflect the OS, and (b) we
found that all patients with unresectable HCC and MVI
achieved a PR to TACE, and such patients may thus be
potentially cured after salvage surgery. This is consistent with
thefactthatthe response type was an independent prognostic
factor for OS in our study.

This study has some limitations. First, it is a retrospective
analysis, and the data were based on patients atasingle center.
The reason we analyzed data from a single center is that the
success of TACE strongly depends on the operator’s experi-
ence. Second, the sample size is relatively small; however,
salvage surgery following tumor downstaging is possible only
in a small proportion of patients with unresectable HCC
(reportedly 8%—18% of patients) [8]. Third, the therapeutic
options depended on the patients’ individual preferences,
which likely led to biasin our population. However, the bias was
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limited by the fact that patients in both groups had similar
baseline characteristics.

In conclusion, in patients with downstaged, resectable
HCC, salvage liver resection may prolong the survival of
patients with MVI or a PR to TACE. For patients with
downstaged, resectable HCC and a complete response to
TACE, salvage liver resection may not provide any additional
survival benefits. Larger prospective studies are required

1449

AUTHOR CONTRIBUTIONS

Conception/Design: Yinggiang Zhang, Yu Wang, Lijian Liang, Jianyong Yang,
Jiaping Li

Provision of study material or patients: Yinggiang Zhang, Guihua Huang, Yu
Wang, Lijian Liang, Baogang Peng, Wenzhe Fan, Yonghui Huang

Collection and/orassembly of data: Yinggiang Zhang, Guihua Huang, Wang Yao

Data analysis and interpretation: Yinggiang Zhang, Guihua Huang, Yu Wang,
Wenzhe Fan, Jiaping Li

Manuscript writing: Yinggiang Zhang, Yu Wang

Final approval of manuscript: Yinggiang Zhang, Guihua Huang, Yu Wang, Lijian

to confirm this observation.

Liang, Baogang Peng, Wenzhe Fan, Jianyong Yang, Yonghui Huang, Wang Yao,

Jiaping Li

ACKNOWLEDGMENT

Grant support for this study was provided by the Natural
Science Foundation of China (No. 81371653).

REFERENCES

DISCLOSURES

The authors indicated no financial relationships.

1. Jemal A, Siegel R, Ward E et al. Cancer statistics,
2008. CA Cancer J Clin 2008;58:71-96.

2. Bruix J, Sherman M. Management of hepatocel-
lular carcinoma. Hepatology 2005;42:1208-1236.

3. European Association for the Study of the Liver;
European Organisation for Research and Treatment
of Cancer. EASL-EORTC clinical practice guidelines:
Management of hepatocellular carcinoma. J Hep-
atol 2012;56:908-943.

4. Forner A, Reig ME, de Lope CR et al. Current
strategy for staging and treatment: The BCLC update
and future prospects. Semin Liver Dis 2010;30:
61-74.

5.Lo CM, Ngan H, Tso WK et al. Randomized
controlled trial of transarterial lipiodol chemo-
embolization for unresectable hepatocellular carci-
noma. Hepatology 2002;35:1164-1171.

6. Omata M, Lesmana LA, Tateishi R et al. Asian
Pacific Association for the Study of the Liver con-
sensus recommendations on hepatocellular carci-
noma. Hepatol Int 2010;4:439-474.

7. Llovet JM, Bruix J. Systematic review of random-
ized trials for unresectable hepatocellular carcinoma:
Chemoembolization improves survival. Hepatology
2003;37:429-442.

8. Lau WY, Lai EC. Salvage surgery following down-
staging of unresectable hepatocellular carcinoma—a
strategy to increase respectability. Ann Surg Oncol
2007;14:3301-3309.

9. Fan J, Tang ZY, Yu YQ et al. Improved survival with
resection after transcatheter arterial chemoembolization

www.TheOncologist.com

(TACE) for unresectable hepatocellular carcinoma. Dig
Surg 1998;15:674-678.

10. Lau WY, Ho SK, Yu SC et al. Salvage surgery
following downstaging of unresectable hepatocel-
lular carcinoma. Ann Surg 2004;240:299-305.

11. Chapman WC, Majella Doyle MB, Stuart JE
et al. Outcomes of neoadjuvant transarterial
chemoembolization to downstage hepatocellular
carcinoma before liver transplantation. Ann Surg
2008;248:617-625.

12.Yao FY, Kerlan RK Jr., Hirose R et al. Excellent
outcome following down-staging of hepatocellular
carcinoma prior to liver transplantation: An
intention-to-treat analysis. Hepatology 2008;48:
819-827.

13.YaoFY,HiroseR, LaBerge JM etal. A prospective
study on downstaging of hepatocellular carcinoma
prior to liver transplantation. Liver Transpl 2005;11:
1505-1514.

14. Eberhardt WE, Pottgen C, Gauler TC et al.
Phase Ill study of surgery versus definitive concur-
rent chemoradiotherapy boost in patients with
resectable stage IIIA(N2) and selected 111B non-small
cell lung cancer after induction chemotherapy and
concurrent chemoradiotherapy (ESPATUE). J Clin
Oncol 2015;33:4194-4201.

15.Luo J, Peng ZW, Guo RP et al. Hepatic
resection versus transarterial lipiodol chemo-
embolization as the initial treatment for large, mul-
tiple, and resectable hepatocellular carcinomas: a

prospective nonrandomized analysis. Radiology 2011;
259:286-295.

16. Li J, Zhang F, Yang J et al. Combination of
individualized local control and target-specific agent
toimprove unresectable liver cancer managements:
A matched case-control study. Target Oncol 2015;
10:287-295.

17. Zhang Y, Fan W, Wang Y et al. Sorafenib with
and without transarterial chemoembolization for
advanced hepatocellular carcinoma with main portal
vein tumor thrombosis: A retrospective analysis. The
Oncologist 2015;20:1417-1424.

18. Peng B, Liang L, He Q et al. Surgical treatment for
hepatocellular carcinoma with portal vein tumor
thrombus. Hepatogastroenterology 2006;53:415-419.

19. Lencioni R, Llovet JM. Modified RECIST (mRE-
CIST) assessment for hepatocellular carcinoma.
Semin Liver Dis 2010;30:52-60.

20. National Cancer Institute. Common terminology
criteria for adverse events, version 3.0. August 9,
2006. http://ctep.cancer.gov/protocolDevelopment/
electronic_applications/docs/ctcaev3.pdf

21. Adam R, Delvart V, Pascal G et al. Rescue
surgery for unresectable colorectal liver metastases
downstaged by chemotherapy: A model to predict
long-term survival. Ann Surg 2004;240:644-657;
discussion 657—-658.

22, Stringer MD, Hennayake S, Howard ER et al.
Improved outcome for children with hepatoblas-
toma. BrJ Surg 1995;82:386—-391.

©AlphaMed Press 2016


http://ctep.cancer.gov/protocolDevelopment/electronic_applications/docs/ctcaev3.pdf
http://ctep.cancer.gov/protocolDevelopment/electronic_applications/docs/ctcaev3.pdf
http://www.TheOncologist.com

