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SUMMARY

Liver resection is the standard curative treatment for liver cancer. Advances in surgical techniques
over the last 30 years, including the preoperative assessment of the future liver remnant, have
improved the safety of liver resection. In addition, advances in nonsurgical multidisciplinary
treatment have increased the opportunities for tumor downstaging. Consequently, the indications
for resection of more advanced liver cancer have expanded. Laparoscopic and robot-assisted liver
resections have also gradually become more widespread. These techniques should be performed
in stages, depending on the difficulty of the procedure. Advances in preoperative simulation and
intraoperative navigation technology may have also lowered the threshold for their performance and
may have promoted their widespread use. New insights and experiences gained from laparoscopic
surgery may be applicable in open surgery. Liver transplantation, which is usually indicated for
patients with poor liver function, has also become safer with advances in perioperative management.
The indications for liver transplantation in liver cancer are also expanding. Although the coronavirus
disease 2019 pandemic has forced the postponement of liver resection and transplantation
procedures, liver surgeons should appropriately tailor the surgical plan to the individual patient
as part of multidisciplinary treatment. This review may provide an entry point for future clinical
research by identifying currently unresolved issues regarding liver cancer, and particularly
hepatocellular carcinoma.
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1. Introduction
Hepatocellular carcinoma (HCC) is one of the most
intractable cancers and is the fifth most common
carcinoma worldwide. Moreover, it is the second most
common cause of cancer-related deaths. Annually,
854,000 new cases are diagnosed, and 810,000 deaths
occur. HCC accounts for approximately 90% of
primary liver cancers. Regionally, incidence increases
with age, peaking in the 70s. The number of HCC cases
is increasing worldwide with population growth and
aging, increasing 75% from 1990 to 2015. Medications
for hepatitis viruses, a major cause of HCC, have also
improved. However, HCC due to chronic liver damage
caused by nonalcoholic fatty liver disease is on the rise
(1). Surgery is the main form of treatment for HCC. The
prognosis after surgery is 60-80%, which is better than
that for unresectable HCC. HCC with distant metastasis
is not an indication for surgery. Conversely, the
indications for resectability differ in different countries
and facilities. Surgery is usually indicated for patients
with a tumor diameter of ≥ 3 cm and 3 or fewer tumors.
In practice, liver resection (LR) can be performed in

patients who exceed the aforementioned tumor criteria.
Ablation is reported to have similar results for earlystage HCC. With advances in interventional radiology
and systemic therapy, the opportunities for curative
resection of initially unresectable HCC are increasing
after down-staging. Liver transplantation (LT) can be
performed in patients with a resectable tumor but is
contraindicated for LR because of poor liver function
such as Child-Pugh class C cirrhosis. LT has improved
with advances in perioperative management, and the
indications for LT for HCC are expanding.
This review outlines the advances in LR for liver
cancer, and particularly HCC, over the past 30 years.
It also aims to provide an entry point for future clinical
research by identifying currently unresolved issues.
2. Reduction of intraoperative blood loss
2.1. Occlusion of inflow
Managing blood loss during LR affects both short- and
long-term prognosis. Therefore, various efforts have
been made to reduce blood loss. The Pringle maneuver
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reduces the blood inflow during hepatic dissection by
simultaneously clamping the hepatoduodenal ligament.
The procedure was originally performed in 1908 to
control liver hemorrhage caused by trauma (2). Until
the 1970s, however, occlusion of blood inflow was not
widely used; it was considered to be contraindicated
because the impaired liver is vulnerable to anoxia, and
inflow blood deprivation contributes to postoperative
liver failure. Makuuchi et al. (3) devised the hemiliver
vascular occlusion method in 1987 to preserve liver
function and reduce blood loss. Some surgeons in the
1980s considered the Pringle maneuver unnecessary.
Thus, randomized control trials (RCTs) were conducted
in the 1990s to confirm its usefulness. Man et al. (4)
compared groups treated with (n = 50) and without (n =
50) the Pringle maneuver. The safety and efficacy of the
Pringle maneuver were established with a lower bleeding
rate per hepatic dissection area and a faster dissection
rate. Intermittent clamping was used in that RCT. In
1998, Belghiti et al. (5) compared the Pringle maneuver
using intermittent versus continuous clamping. Although
the amount of blood loss during parenchymal dissection
was significantly greater in the intermittent clamping
group (n = 44) than in the continuous clamping group (n
= 42), the incidence of postoperative hepatic dysfunction
was significantly higher in the continuous clamping
group. Both major postoperative liver failure (4/42, 9.5%)
and surgery-related death (2/42, 4.8%) were noted only
in the continuous clamping group. Moreover, intermittent
clamping is better tolerated and remains a mainstay
of the Pringle maneuver. In the intermittent clamping
group in the RCT, clamping was performed for 15 min
and the released for 5 min. Although the maximum
continuous ischemic time was approximately 120 min,
intermittent clamping did not cause hepatic failure in
the normal liver, even after a cumulative clamping time
of 322 min (6). The Pringle maneuver is now routinely
performed, resulting in decreased blood loss during LR
and improved surgical outcomes. Nevertheless, caution
should be exercised in patients with HCC, as they often
have pre-existing hepatic impairment. To minimize
the effect on the remnant liver, selective clamping
specifically of the blood inflow to the resected side may
be effective.
2.2. Clamping the outflow
Partial or complete clamping of the hepatic vein
or inferior vena cava is an effective technique for
controlling bleeding from the hepatic vein. The total
hepatic vascular exclusion (THVE) technique is the
complete occlusion of blood inflow and outflow in the
liver and was reported by Heaney et al. in 1966 (7).
In 1974, Fortner et al. (8) reported a THVE technique
performed under cooled perfusion of the liver. In
2015, Azoulay et al. (9) reported a 19.5% 90-day
mortality rate in 77 patients who underwent LR using

standard THVE with hypothermic portal perfusion and
venovenous bypass, and they further recommended
improvements to the method and patient selection.
The necessity of cooling has also long been debated.
In 1978, Huguet et al. (10) reported a THVE method
involving cooling at room temperature. They also
published a 25-case series in 1992, which indicated that
an extracorporeal perfusion system is not necessary
for at least 90 min of THVE for a healthy liver (11).
Regardless of whether it is performed with or without
cooling, the indications for THVE are limited to
uncontrolled bleeding, large tumors, or the presence of a
tumor thrombus in the hepatic vein or the inferior vena
cava. Given the time and effort required for clamping,
it is usually not necessary in hepatic resection. In fact,
a systematic review of four RCTs by Rahbari et al. (12)
found no benefit in performing hepatic vein clamping
to reduce intraoperative blood loss.
2.3. Controlled low central venous pressure
Multiple RCTs have indicated that keeping the central
venous pressure low during parenchymal dissection
can reduce bleeding. Liu et al. (13) analyzed 18 RCTs
involving 1,285 patients. That systematic review noted
a 312-mL reduction in blood loss, a 59% reduction in
patients requiring blood transfusions, and a significantly
lower alanine transaminase level in the first 5 days after
surgery in the low central venous pressure group than
in the control group. Liu et al. also noted no significant
differences in postoperative complications between
the groups. Central venous pressure can be reduced
in several ways, including reducing intraoperative
infusions, phlebotomy, decreasing the tidal volume as
part of ventilator management, and partial clamping of
the inferior vena cava.
2.4. Hanging maneuver
In right hepatectomy, the basic procedure is to mobilize
the liver before transection. However, the procedure
may be difficult for large tumors or tumors involving
the diaphragm. In such cases, the anterior approach is
useful and should thus precede liver transection before
mobilization. Belghiti et al. (14) introduced the hanging
maneuver, in which the liver is taped between the dorsal
side of the liver parenchyma and the ventral aspect
of the inferior vena cava before hepatic transection.
The advantages of this procedure are the easily
understandable direction of transection, monitoring of
the positions of the inferior vena cava and middle hepatic
vein, an improved surgical field as a result of traction
on the tape, and assessment of the effectiveness of
compression hemostasis. Procedures to reduce blood loss
during liver resection are summarized in Table 1.
3. Dealing with the insufficient future liver remnant
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Table 1. Summary of procedures to reduce blood loss during liver resection
Procedures

Author

Year

Type of study

Results

Hemihepatic vascular
occlusion

Makuuchi M, et al. (3)

1987

Historical cohort

Reduced intraoperative blood loss and postoperative
hyperbilirubinemia

Pringle maneuver

Man K, et al. (4)

1997

RCT

Resulted in less blood loss, less blood transfused, and a
shorter liver transection time

Intermittent Pringle
maneuver

Belghiti J, et al. (5)

1999

RCT

Associated with an intraoperative blood loss comparable
to that noted after continuous clamping, but with less
severe parenchymal injury, especially in patients with an
underlying liver disease.

Hepatic vascular
exclusion

Rahbari N, et al. (12)

2009

Meta-analysis

Did not offer any benefit in terms of outcomes for patients
undergoing hepatic resection compared to portal triad
clamping alone.

Low central venous
pressure

Liu TS, et al. (13)

2021

Meta-analysis

Reduced blood loss during liver resection, blood
transfusions, and the number of patients requiring
transfusion

Hanging maneuver

Belghiti J, et al. (14)

2001

Case series

Offered several advantages: i) smaller transection plane
from the anterior surface of the liver to the anterior
surface of the IVC, ii) upward traction on the tape pulls
the liver up and allows better exposure, hemostasis of the
transection surface, and protection of the IVC, and iii)
applying leftward traction on the tape allows access to the
transection plane, allowing safe isolation of the trunk of
the middle hepatic vein.

RCT, randomized control trial; IVC, inferior vena cava.

3.1. Portal vein embolization
Postoperative liver failure is a fatal complication. If
major LR is indicated but the future liver remnant is
small, multi-step treatment is required. In patients with
a small future remnant liver, portal vein embolization
(PVE) is performed to promote the enlargement of
the residual liver by embolizing the portal venous
branch near the tumor before surgery, as first reported
by Makuuchi et al. in 1982 in a Japanese population
(15-17). The two types of percutaneous transhepatic
approaches to PVE are the ipsilateral approach, in
which embolization is performed from the side of the
liver where the tumor is located, and the contralateral
approach, in which embolization is performed from
the side of the liver without a tumor. Although the
ipsilateral approach is ideal to minimize the impact
on the remnant liver, appropriate approaches should
be selected depending on the circumstances of
the case. Trans-ileocecal embolization can also be
performed in open surgery. Before the widespread
use of interventional radiology, ligation of the portal
vein was performed in open surgery. However, PVE
is superior given its minimal invasiveness and lower
complication rate (18,19). PVE also results in greater
hypertrophy than ligation (20). This may be because
portal vein ligation produces more central occlusion
of the portal blood flow, whereas PVE results in more
peripheral occlusion. A study summarizing 319 cases

at a single facility suggested that PVE is an effective
technique for avoiding postoperative liver failure (21).
The median waiting time from embolization to LR was
24 days. Nevertheless, 20% of patients were unable
to undergo LR after embolization. This was mainly
due to tumor progression, not the rate of hypertrophy.
Hence, attempts are being made to shorten the waiting
period. The rate of liver hypertrophy per week, referred
to as the kinetic growth rate, may be more closely
correlated with postoperative liver failure than the rate
of hypertrophy of the remnant liver in colorectal liver
metastases (22). This suggests that calculation of the
liver volume alone is not sufficient to evaluate remnant
liver function.
3.2. Sequential trans-arterial chemoembolization and
portal vein embolization
PVE alone may not be sufficient to enlarge the future
remnant liver, and especially in HCC. This may be
the result of the following possible causes: (i) The
background liver is often impaired or cirrhotic and may
have already regenerated; (ii) a compensatory increase
in arterial blood flow to the embolized liver may
promote tumor progression; and (iii) if the HCC has
an arterioportal shunt, PVE alone may be insufficient
for embolization. Therefore, a sequential strategy was
proposed in which transarterial chemoembolization
(TACE) was performed before PVE. In 2004, Aoki
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et al. (23) reported 22 ± 4% hypertrophy of the nonembolized liver within 2 weeks of TACE+PVE in a
case series of 17 patients. Moreover, the cumulative
overall 5-year survival rate was 55.6%. In 2006, Ogata
et al. (24) retrospectively compared TACE + PVE
(n = 18) and PVE (n = 18) and noted a significantly
better rate of liver hypertrophy in the TACE + PVE
group. In addition, complete tumor necrosis after
resection was achieved in 15 of 18 patients in the
TACE+PVE group compared to 1 of 18 patients in the
PVE group, and the 5-year recurrence-free survival
(RFS) rate was significantly better in the TACE +
PVE group. Conversely, this technique is theoretically
contraindicated in patients with extensive portal
thrombus or severe portal hypertension and after
choledochojejunostomy (25).

studies have noted the theoretical survival benefits of
ALPPS (29). An RCT comparing ALPPS and twostage hepatectomy in colorectal cancer liver metastasis
noted a better rate of resection with ALPPS (30). In
a 2021 study, long-term follow-up data indicated that
the ALPPS group had a better prognosis than the twostage hepatectomy group (31). However, a letter to the
editor identified problems with the study design, an
insufficient follow-up, and relatively poor results in the
two-stage group compared to those in previous studies.
In addition, although the indications and effectiveness
of ALPPS have not yet been determined, it is performed
not only in colorectal cancer liver metastasis but also in
bile duct cancer and HCC in clinical practice (32).

3.3. Two-stage hepatectomy

In 2009, Hwang et al. (33) reported subsequent right
hepatic vein embolization in 12 patients who had
undergone right PVE for right liver resection. In 2020,
Laurent et al. (34) evaluated the effects of simultaneous
radiological portohepatic vein embolization before
hepatectomy and reported a significantly better
rate of postembolization hypertrophy of 61% in the
portohepatic vein embolization group compared to 29%
in the PVE alone group. A similar study confirmed the
significantly greater kinetic growth rate in portohepatic
vein embolization compared to PVE alone (35). Thus,
portohepatic vein embolization is considered a safer
procedure than ALPPS, but no clinical studies have
directly compared it to ALPPS. Initial experiences with
procedures to deal with the insufficient future liver
remnant are summarized in Table 2.

Two-stage hepatectomy was proposed by Adam et al.
(26) for multiple tumors in both lobes in 2000. Minor
hepatectomy of the remnant liver is performed in the
first stage, followed by major hepatectomy, often
accompanied by PVE, in the second stage. Today, in
hybrid operating rooms with interventional radiology
capabilities, LR and PVE can be performed in the same
operating room in a single stage. This contributes to a
shorter waiting period for second-stage surgery (27).
3.4. Associating liver partition and portal vein ligation
for staged hepatectomy
The associating liver partition and portal vein ligation
for staged hepatectomy (ALPPS) procedure has further
increased the rate of hypertrophy of the remnant liver
by performing hepatic transection with PVE or ligation
during the first stage of two-stage surgery. The goal
is to complete the resection before tumor progression
occurs (28). The novel ALPPS technique ignited
excitement in the hepatobiliary surgery community
because ALPPS challenged the idea of unresectability
and it extended the limits of liver surgery. Moreover,
liver hypertrophy of up to 80% was induced in a
shorter time than PVE or ligation. Nonetheless, the
ALPPS technique raised serious concerns due to the
high morbidity and mortality (up to 40% and 15%,
respectively) related to postoperative liver failure and
bile leakage. Identifying the risk factors associated
with ALPPS has opened up a new dimension in the
field of ALPPS surgery to improve surgical outcomes
through careful patient selection. The benefit of the
ALPPS technique is enhanced when performed on
young patients with a borderline future remnant liver.
Technical modifications of ALPPS, such as middle
hepatic vein preservation, surgical management of the
hepatoduodenal ligament, the anterior approach, and
partial ALPPS, may improve its performance. Few

3.5. Liver venous deprivation

4. Anatomic resection vs. non-anatomic resection
Since intrahepatic micrometastases can develop from
HCC via the portal vein, anatomical resection depending
on the distribution of the tumor-bearing portal vein
should be performed to eradicate the tumor. Although
left and right hepatectomies are anatomical resections,
Makuuchi et al. (36) presented a case series of 57
patients who underwent systemic subsegmentectomy
using intraoperative ultrasonography in 1985. This
type of resection was performed in accordance with
Couinaud's subsegmental boundaries, and Makuuchi et
al. found that even patients with impaired liver function
can safely undergo resection and that the resection is
highly curative oncologically. In 2005, the same group
reported long-term outcomes in 210 patients with
solitary HCC (37). Multivariate analysis indicated that
anatomical resection contributed to a risk reduction
in both overall survival (OS) and RFS (hazard ratios
[HR]: 0.57 and 0.65, respectively). In 2016, a study
that performed propensity score matching indicated
that anatomical resection contributed to prolonged
RFS and decreased local recurrence in Child–Pugh
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Table 2. Initial experiences with procedures to deal with an insufficient future liver remnant
Procedures

Author

Year

Number of patients

Results

PVE

Makuuchi M, et al. (15)

1982

14

Liver resection was performed after portal vein
embolization and postoperative deaths were not
noted.

Sequential TACE
and PVE

Aoki T, et al. (23)

2004

17

Radical liver resection was completed in 88.2%
of HCC cases. The 5-year overall and disease-free
survival rates after curative resection were 55.6%
and 46.7%, respectively

Two-stage hepatectomy

Adam R, et al. (26)

2000

13

Median survival was 31 months from the second
hepatectomy in patients with colorectal liver
metastases.

ALPPS

Schnitzbauer A, et al. (28)

2012

25

After a median waiting period of 9 days (range =
5-28 days), the median volume of the left lateral
lobe increased 74% (range = 21-192%). Mortality
was 12.0%.

Liver venous
deprivation

Hwang S, et al. (33)

2009

12

Future liver remnant volume increased 14.2 ±
4.9% after PVE and 27.6 ± 8.6% after hepatic vein
embolization. There were no serious adverse events.

PVE, portal vein embolization; TACE, transarterial chemoembolization, ALPPS, associating liver partition and portal vein ligation for staged
hepatectomy

class A patients with a solitary HCC smaller than 5
cm. Liu et al. (38) performed a systematic review of
14 studies involving 9,444 patients. The anatomical
resection group (n = 4260) had a significantly better
5-year OS (odds ratio [OR]: 1.19; P < 0.001) and RFS
(OR: 1.26; P < 0.001) than the nonanatomical resection
group. Anatomical resection was also associated with
a longer operating time (mean difference: 47.08; P <
0.001), greater blood loss (mean difference: 169.29; P
= 0.001), and wider surgical margins (mean difference:
1.35; P = 0.04). There were no significant differences
in the rate of blood transfusions (OR: 1.16; P = 0.65)
or postoperative complications (OR: 1.24, P = 0.18).
However, most of the studies were from Asian countries
such as China, Japan, and South Korea.
A Japanese multicenter RCT conducted in 2021
noted no significant difference in RFS between the LR
and radiofrequency ablation groups in HCCs with a
diameter < 3 cm and in those with three or fewer tumors
(39). In this RCT, 69 of 150 patients (46%) underwent
anatomical resection, but the prognostic impact of the
technique was not studied.
5. Hepatectomy for highly advanced cancer
5.1. Portal vein tumor thrombus
Portal vein tumor thrombus (PVTT) is a common
occurrence and a primary obstacle in the treatment of
HCC with a high rate of recurrence and poor prognosis.
No global consensus has been reached and no standard
guidelines have been established regarding the
management of HCC with PVTT. In Western countries,

sorafenib and lenvatinib are the recommended firstline treatment options for HCC with PVTT, which is
now regarded as Barcelona Clinic Liver Cancer Stage
C, regardless of the type of PVTT. Relatively favorable
results of hepatic resection have been reported in Asian
populations. Kokudo et al. (40) used propensity score
matching to compare 2,093 patients with PVTT in
Japan who underwent LR and 4,381 who were treated
otherwise. Results indicated that the median survival
in the surgical group was significantly longer than
that in the nonsurgical group (2.87 vs. 1.10 years; P
< 0.001) with Child–Pugh class A disease. Further
subgroup analysis indicated that LR could result in
survival benefits as long as the PVTT is limited to
the first-order branch of the portal vein (Vp1-Vp3).
However, the benefit was not significant in patients
whose PVTT affected the main trunk or contralateral
branch (Vp4). A similar study in a Chinese population
reported that as long as the PVTT was confined to the
first-order branch of the portal vein, the patient may be
eligible for resection (41). Resection most commonly
precedes hepatic dissection. While emerging studies
have suggested that the elimination of PVTT first may
improve surgical outcomes, no conclusions have been
reached with regard to better approaches.
5.2. Vascular resection and reconstruction
Hepatic resection with vascular resection and
reconstruction is challenging. A limited number of
high-level facilities are offering it because surgery
with curative intent is currently the only treatment that
can prolong long-term survival in advanced hepatic
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malignancy. Various studies on the hepatic artery, the
portal vein, the hepatic vein, and the inferior vena
cava have been published. If a direct anastomosis is
not possible, a patch or graft should be placed on the
defect. Depending on the facility and circumstances,
the materials used for reconstruction include autologous
materials or a homograft, xenogenous materials, and
synthetic materials. In other words, material selection
must consider the vessel diameter, the size of the defect,
the risk of infection, the availability of anticoagulation
therapy, operating time, and cost, among other factors.
Naturally, familiarity with variations in anatomy is
essential. Many vascular reconstruction techniques
have been adapted from experience with LT. Moreover,
approaches that involve a total hepatectomy for tumor
resection as ex situ LR have been reported. Still, clinical
questions remain, such as whether anticoagulation is
needed after reconstruction and the steps to perform it,
if needed (42).
6. Minimally invasive hepatectomy
6.1. Laparoscopic hepatectomy
Laparoscopic hepatectomy was reported in the 1990s
based on the approaches used for other organs and is now
widely performed for HCC and other diseases because
of its established safety and efficacy. Hendi et al. (43)
conducted a systematic review of 23 studies that involved
1,363 patients with HCC who underwent laparoscopic
hepatectomy, of which 364 (27%) underwent major
hepatectomies. Blood transfusions were required in only
4.9% of patients. Only 2 (0.21%) postoperative deaths
were noted, and the overall morbidity was 9.9%. Tumor
recurrence occurred within 6-25 months. The 1-year,
3-year, and 5-year RFS rates were 71.9-99%, 50.391.2%, and 19-82%, respectively. The 1-year, 3-year, and
5-year OS rates were 88-100%, 73.4-94.5%, and 52.694.5% respectively.
6.2. Laparoscopic donor hepatectomy
Laparoscopic hepatectomy has been adapted to donor
LR for living donor LT at some facilities because of
its improved safety. Gao et al. (44) reported that a
laparoscopic donor hepatectomy group (n = 633) had
a longer operating time than an open living donor
hepatectomy group (n = 1368) but shorter postoperative
hospitalization, less blood loss, and fewer complications.
6.3. Robotic hepatectomy
Robot-assisted LR has recently been introduced at some
facilities as a minimally invasive procedure. Because
of the use of highly movable arms, robotic surgery is
considered easier to perform than laparoscopic surgery.
The aim is to achieve better aesthetic outcomes, less

pain and morbidity, and better quality of life without
compromising safety. As with laparoscopic surgery, there
are efforts to expand the indications for donor LR (45).
However, understandably, publication bias exists, the
surgical team needs to be experienced, and indications
should be carefully determined. This is especially true
for living donors, the safety of whom is important.
7. Simulation and navigation
7.1. Simulation using three-dimensional imaging
In addition to conventional preoperative imaging
techniques, such as computed tomography and magnetic
resonance imaging, three-dimensional imaging is also
important in LR. The technology emerged in the 2000s
as a method of virtually reconstructing anatomy and
simulating surgery. Using specialized software, a more
accurate calculation of the volume of the liver in subareas and even smaller units is now possible, as well
as the estimation of the area of congestion in hepatic
vein resection by calculating the venous return area.
using A three-dimensional printer has also been used in
attempts to create a three-dimensional model to confirm
the surgical plan. These visualization techniques show
potential as educational tools for physicians and medical
students to facilitate their understanding of surgery and
may be useful in the preoperative explanation of the
surgical plan to patients. Challenges include the cost of
implementation and the difficulty of fully simulating
the actual surgery because of liver deformation during
dissection (46).
7.2. Advances in intraoperative ultrasound
Similar to the techniques for preoperative simulation,
intraoperative navigation techniques are also evolving.
Intraoperative ultrasonography was first used in LR in the
1980s. Contrast-enhanced intraoperative ultrasonography
was established in the 2010s to differentiate HCCs and
identify new HCCs or colorectal liver metastases during
surgery (47,48). The clinical applications of real-time
virtual sonography, a technique that links preoperative
computed tomography and magnetic resonance images
with intraoperative ultrasound images, have become
apparent in recent years (49).
7.3. Fluorescence imaging
The use of fluorescence imaging technology has
advanced over the last few decades. Although various
fluorescent agents are available, indocyanine green is
the most commonly preferred, and especially in LR.
Indocyanine green is used to evaluate liver function
before LR, especially in Asian countries. During
hepatectomy, fluorescence imaging in the near-infrared
spectrum begins with the depiction of the biliary tract
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as a result of the uptake of indocyanine green into the
biliary tract. This modality has been used to identify
tumors, such as HCCs, and regional boundaries (50).
Capturing fluorescence intraoperatively in real time
is now possible using the Medical Imaging Projection
System (51). It can accommodate liver deformities
during surgical manipulation. Image-guided technology
is considered especially important in laparoscopic and
robotic surgeries, where palpation is not possible as it is
in open surgery (52).
7.4. Augmented reality
A new technology that can be used in surgery creates
three-dimensional stereoscopic images preoperatively
and it projects them onto the actual surgical field
intraoperatively as augmented reality. Augmented reality
attempts to see through the tumor and vascular structures
inside the liver. At present, this technology is only used
to examine the position of port insertion in laparoscopic
or robotic surgery and the puncture position in ablation;
its use in actual clinical practice is still limited. It may be
useful at ensuring an appropriate margin from the tumor
and avoiding unnecessary damage to the vasculature.
Novel techniques may not necessarily be needed by
already skilled liver surgeons but may be beneficial for
less experienced ones (53).
8. Evaluation of difficulty in hepatectomy
With the advent and widespread use of laparoscopic
hepatectomy, surgical safety has become an issue.
Attempts have been made to objectively classify the
difficulty of hepatectomy. Ban et al. (54) scored surgical
difficulty on a 10-point scale depending on tumor
characteristics and the surgical procedure in 90 cases at
three facilities in Japan and found that surgical difficulty
was correlated with operating time and blood loss.
Kawaguchi et al. (55) analyzed the rate of laparotomy
conversion as an endpoint in 452 cases at a single
French facility. Notably, resection of the posterosuperior
segments is more difficult than that of the anterolateral
segments, even with a limited hepatectomy, and the
results agree with those from actual clinical practice.
The classification of surgical difficulty is also applicable
to open surgery (56) and is thus a by-product of the
development of laparoscopic surgery. While it is not
an advancement in surgical techniques or equipment,
it should serve as a valuable reference in surgical
education.
9. Role of surgery in multimodal treatment
9.1. Adjuvant therapy after hepatic resection
No standard adjuvant therapy after hepatic resection
for HCC has been established. Several RCTs involving
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postoperative TACE were conducted in the 1990s, but
consistent results were not obtained due to differences in
patient characteristics (57). In 2006, an RCT involving
oral uracil-tegafur noted no significant difference in
both RFS and OS between the uracil-tegafur group (n
= 79) and the control group (n = 80) (58). A phase 3
international multicenter trial (STORM trial) in 2015
found no significant difference in median RFS, with
33.3 months in the sorafenib group (n = 556) versus 33.7
months in the placebo group (n = 558) (59). An ancillary
study examined differences in biomarkers but failed to
find a group of patients who benefited from sorafenib
(60). Ke et al. (61) conducted a meta-analysis of 1,333
patients in 12 studies to assess whether adjuvant hepatic
artery infusion chemotherapy improved long-term
prognosis. They found that both the OS rate and RFS
rate in the adjuvant hepatic artery infusion chemotherapy
group were better than those in the surgery alone group
(HR = 0.56, 95% confidence interval (CI) = 0.41-0.77,
P < 0.001; HR = 0.66, 95% CI = 0.55-0.78, P < 0.001,
respectively). Moreover, they found that adjuvant hepatic
artery infusion was particularly effective in patients with
microvascular and macrovascular invasion. However,
further studies are needed to determine the effects of
adjuvant treatment.
9.2. Conversion surgery
Conversion surgery remains controversial in HCC
treated with TACE, transarterial radioembolization
with yttrium-90 microspheres, radiotherapy, systemic
therapies, and combinations of multimodality treatment
approaches. In recent years, hepatectomy has been
performed to attain a radical cure and improve the
prognosis for initially unresectable HCC (62). Sorafenib
and lenvatinib have been commonly used as firstline therapies, followed by atezolizumab, a recently
developed programmed death ligand-1 monoclonal
antibody, and bevacizumab, an anti-vascular endothelial
growth factor monoclonal antibody. The median
survival time has gradually improved to over 1.5 years
(63). In a study by Shindoh et al. (64) 16 patients
with advanced HCC were treated with lenvatinib after
surgical intervention, including 9 patients undergoing
curative LR. The conversion rate for curative resection
was 8.4%. Such studies are expected to increase in the
future.
9.3. Y-90 radioembolization
Radioembolization is a form of hepatic arterial
therapy that provides high-dose brachytherapy by
delivering yttrium 90 beta-emitting beads to the tumor.
Conversion surgery after treatment with yttrium-90
radioembolization has also been reported (65). In
a meta-analysis of 276 patients from 16 studies on
yttrium-90 radioembolization, the 90-day mortality
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rate was 3.0% (95% CI 0.3-7.4%). The median time to
resection after yttrium-90 radioembolization was 2.012.5 months in various studies. In all of the studies
where resection was performed 8 or more months after
yttrium-90 radioembolization, the 30-day mortality rate
was 0%. A meta-analysis of grade 3 morbidity or higher
overall revealed a rate of 26% (95% CI 16-37%). A
meta-analysis yielded a pooled conversion rate of 11%
(95% CI 5-17%). An interval of 8 months from Y-90
radioembolization to surgery may reduce mortality.
10. Indications for LT
Since Starzl (66) performed the first LT in 1963,
transplantation has mainly been for patients with endstage liver failure. However, since Mazzaferro et al.
(67) proposed the Milan criteria in 1996, LT has been
performed as a curative treatment for malignant tumors.
They reported that patients with a solitary HCC with
a diameter ≤ 5 cm or those with ≤ 3 tumors with a
diameter ≤ 3 cm had a 4-year survival rate of 85%
and RFS of 92% (n = 35). Currently, efforts are being
made to further expand the indications for LT. Tumor
characteristics, including serum alpha-fetoprotein, the
presence of microvascular invasion, tumor grade or
differentiation, and largest tumor size, are among the
most important predictors of recurrence after LT (68).
Bridging therapy to downstage the tumor before LT is
also proposed. A study in 2020 found that atezolizumab
plus bevacizumab resulted in a better progressionfree survival than sorafenib (69). Immune checkpoint
inhibitors may increase the risk of rejection, and debate
has arisen regarding their impact on the perioperative
period in LT and optimal immunosuppressant protocols.
11. COVID-19 pandemic
The coronavirus disease 2019 (COVID-19) pandemic
has become a global health emergency that has also
caused profound changes in the treatment of cancer.
Liver cancer is no exception and requires prioritization
since it is not a condition for which treatment can be
postponed. However, the more invasive the procedure,
the more likely it is to require postoperative intensive
care units, ventilators, and blood transfusions, which
may be affected by COVID-19 protocols. A general
agreement has been made to delay non-urgent treatment
for localized HCC by 8-12 weeks if oncological
outcomes are unlikely to be affected. The tumor
doubling time for patients with large tumors with
alpha-fetoprotein of less than 20 ng/mL and non-viral
cirrhosis is approximately 33 weeks. For incidental
liver lesions <1 cm, imaging studies and liver biopsy
can be delayed. If surgery cannot be delayed, other
local treatments should be considered. For HCCs
with a diameter < 3 cm and < 3 tumors, ablation
can produce results comparable to surgery (39). For

larger tumors, TACE may be considered as a bridging
treatment until resection. Data from two international
reporting registries indicated a high mortality rate
of 39.8% in patients positive for COVID-19 with
chronic liver disease. In symptomatic patients positive
for COVID-19, treatment of COVID-19 should be a
priority. In asymptomatic patients who are COVID-19positive, surgery can be postponed reasonably until the
patient is negative. The major guidelines are in favor
of a temporary suspension of elective living donor
LT due to lower priority for patients near the lower
end of the Milan criteria, patients with compensated
cirrhotic HCC, and patients who respond well to
bridging therapy. The use of immunosuppressants after
LT should follow the usual protocol. The impact of
COVID-19 on posttransplant patients is unknown. With
limited human and financial resources, a stratified risk
model should be used for triage and prioritization (70).
12. Conclusion
This study has outlined the advances in surgical
treatments for liver cancer. Over the last 30 years, the
safety of hepatectomy has improved, and efforts have
been made to further reduce the amount of bleeding.
For HCC, anatomical resection along Couinaud's
subsegmental boundary may increase oncological
curability depending on the tumor's characteristics.
PVE, two-stage hepatectomy, and ALPPS have been
proposed for instances of a small future remnant liver.
With advances in surgery, perioperative management,
other local treatments, and systemic therapy, indications
for LR and LT are expanding. However, appropriate
patient selection is important to achieving long-term
outcomes. Nevertheless, surgical equipment has made
marked advances. Laparoscopic and robot-assisted
hepatectomy have also become popular options due to
their minimal invasiveness. Preoperative simulation
and intraoperative navigation may help to reduce the
experience gap between skilled and new surgeons and
practitioners. the importance of a multidisciplinary
approach tailored to each patient has only increased
during the COVID-19 pandemic. Thus, liver surgeons
should work as part of a multidisciplinary team.
Funding: None.
Conflict of Interest: The authors have no conflicts of
interest to disclose.
References
1.
2.

European Association for the Study of the Liver.
EASL Clinical Practice Guidelines: Management of
hepatocellular carcinoma. J Hepatol. 2018; 69:182-236.
Pringle JH. V. Notes on the arrest of hepatic hemorrhage
due to trauma. Ann Surg. 1908; 48:541-549.

www.biosciencetrends.com

BioScience Trends. 2022; 16(3):178-188.
3.
4.

5.

6.
7.

8.

9.

10.
11.

12.

13.

14.

15.

16.

17.

18.

Makuuchi M, Mori T, Gunven P, Yamazaki S, Hasegawa H.
Safety of hemihepatic vascular occlusion during resection
of the liver. Surg Gynecol Obstet. 1987; 164:155-158.
M a n K , F a n S T, N g I O , L o C M , L i u C L , Wo n g
J. Prospective evaluation of Pringle maneuver in
hepatectomy for liver tumors by a randomized study. Ann
Surg. 1997; 226:704-711; discussion 711-703.
Belghiti J, Noun R, Malafosse R, Jagot P, Sauvanet
A, Pierangeli F, Marty J, Farges O. Continuous versus
intermittent portal triad clamping for liver resection: A
controlled study. Ann Surg. 1999; 229:369-375.
Sakamoto Y, Makuuchi M, Takayama T, Minagawa
M, Kita Y. Pringle's maneuver lasting 322 min.
Hepatogastroenterology. 1999; 46:457-458.
Heaney JP, Stanton WK, Halbert DS, Seidel J, Vice T.
An improved technic for vascular isolation of the liver:
Experimental study and case reports. Ann Surg. 1966;
163:237-241.
Fortner JG, Shiu MH, Kinne DW, Kim DK, Castro EB,
Watson RC, Howland WS, Beattie EJ, Jr. Major hepatic
resection using vascular isolation and hypothermic
perfusion. Ann Surg. 1974; 180:644-652.
Azoulay D, Lim C, Salloum C, Andreani P, Maggi U,
Bartelmaos T, Castaing D, Pascal G, Fesuy F. Complex
liver resection using standard total vascular exclusion,
venovenous bypass, and in situ hypothermic portal
perfusion: An audit of 77 consecutive cases. Ann Surg.
2015; 262:93-104.
Huguet C, Nordlinger B, Galopin JJ, Bloch P, Gallot D.
Normothermic hepatic vascular exclusion for extensive
hepatectomy. Surg Gynecol Obstet. 1978; 147:689-693.
Huguet C, Gavelli A, Chieco PA, Bona S, Harb J, Joseph
JM, Jobard J, Gramaglia M, Lasserre M. Liver ischemia
for hepatic resection: Where is the limit? Surgery. 1992;
111:251-259.
Rahbari NN, Koch M, Mehrabi A, Weidmann K,
Motschall E, Kahlert C, Buchler MW, Weitz J. Portal triad
clamping versus vascular exclusion for vascular control
during hepatic resection: A systematic review and metaanalysis. J Gastrointest Surg. 2009; 13:558-568.
Liu TS, Shen QH, Zhou XY, Shen X, Lai L, Hou XM, Liu
K. Application of controlled low central venous pressure
during hepatectomy: A systematic review and metaanalysis. J Clin Anesth. 2021; 75:110467.
Belghiti J, Guevara OA, Noun R, Saldinger PF,
Kianmanesh R. Liver hanging maneuver: A safe approach
to right hepatectomy without liver mobilization. J Am Coll
Surg. 2001; 193:109-111.
Makuuchi M. Preoperative transcatheter embolization of
the portal venous branch for patients receiving extended
lobectomy due to the bile duct carcinoma. J Jpn Surg
Assoc. 1982; 45:1558-1564.
Makuuchi M, Thai BL, Takayasu K, Takayama T,
Kosuge T, Gunven P, Yamazaki S, Hasegawa H, Ozaki
H. Preoperative portal embolization to increase safety
of major hepatectomy for hilar bile duct carcinoma: A
preliminary report. Surgery. 1990; 107:521-527.
Kinoshita H, Sakai K, Hirohashi K, Igawa S, Yamasaki
O, Kubo S. Preoperative portal vein embolization for
hepatocellular carcinoma. World J Surg. 1986; 10:803808.
Vyas S, Markar S, Partelli S, Fotheringham T, Low D,
Imber C, Malago M, Kocher HM. Portal vein embolization
and ligation for extended hepatectomy. Indian J Surg
Oncol. 2014; 5:30-42.

186

19. Kianmanesh R, Farges O, Abdalla EK, Sauvanet A,
Ruszniewski P, Belghiti J. Right portal vein ligation: A
new planned two-step all-surgical approach for complete
resection of primary gastrointestinal tumors with multiple
bilateral liver metastases. J Am Coll Surg. 2003; 197:164170.
20. Broering DC, Hillert C, Krupski G, Fischer L, Mueller
L, Achilles EG, Schulte am Esch J, Rogiers X. Portal
vein embolization vs. portal vein ligation for induction
of hypertrophy of the future liver remnant. J Gastrointest
Surg. 2002; 6:905-913; discussion 913.
21. Yamashita S, Sakamoto Y, Yamamoto S, Takemura N,
Omichi K, Shinkawa H, Mori K, Kaneko J, Akamatsu
N, Arita J, Hasegawa K, Kokudo N. Efficacy of
preoperative portal vein embolization among patients
with hepatocellular carcinoma, biliary tract cancer, and
colorectal liver metastases: A comparative study based on
single-center experience of 319 cases. Ann Surg Oncol.
2017; 24:1557-1568.
22. Shindoh J, Truty MJ, Aloia TA, Curley SA, Zimmitti G,
Huang SY, Mahvash A, Gupta S, Wallace MJ, Vauthey JN.
Kinetic growth rate after portal vein embolization predicts
posthepatectomy outcomes: Toward zero liver-related
mortality in patients with colorectal liver metastases
and small future liver remnant. J Am Coll Surg. 2013;
216:201-209.
23. Aoki T, Imamura H, Hasegawa K, Matsukura A, Sano
K, Sugawara Y, Kokudo N, Makuuchi M. Sequential
preoperative arterial and portal venous embolizations in
patients with hepatocellular carcinoma. Arch Surg. 2004;
139:766-774.
24. Ogata S, Belghiti J, Farges O, Varma D, Sibert A, Vilgrain
V. Sequential arterial and portal vein embolizations
before right hepatectomy in patients with cirrhosis and
hepatocellular carcinoma. Br J Surg. 2006; 93:1091-1098.
25. Del Basso C, Gaillard M, Lainas P, Zervaki S, Perlemuter
G, Chague P, Rocher L, Voican CS, Dagher I, Tranchart
H. Current strategies to induce liver remnant hypertrophy
before major liver resection. World J Hepatol. 2021;
13:1629-1641.
26. Adam R, Laurent A, Azoulay D, Castaing D, Bismuth
H. Two-stage hepatectomy: A planned strategy to treat
irresectable liver tumors. Ann Surg. 2000; 232:777-785.
27. Nishioka Y, Odisio BC, Velasco JD, Ninan E, Huang SY,
Mahvash A, Tzeng CD, Tran Cao HS, Gupta S, Vauthey
JN. Fast-track two-stage hepatectomy by concurrent portal
vein embolization at first-stage hepatectomy in hybrid
interventional radiology/operating suite. Surg Oncol.
2021; 39:101648.
28. Schnitzbauer AA, Lang SA, Goessmann H, et al. Right
portal vein ligation combined with in situ splitting induces
rapid left lateral liver lobe hypertrophy enabling 2-staged
extended right hepatic resection in small-for-size settings.
Ann Surg. 2012; 255:405-414.
29. Coco D, Leanza S. Associating liver partition and
portal vein ligation for staged hepatectomy (ALPPS) in
colorectal liver metastases: Review of the literature. Clin
Exp Hepatol. 2021; 7:125-133.
30. Sandstrom P, Rosok BI, Sparrelid E, Larsen PN, Larsson
AL, Lindell G, Schultz NA, Bjornbeth BA, Isaksson B,
Rizell M, Bjornsson B. ALPPS improves resectability
compared with conventional two-stage hepatectomy in
patients with advanced colorectal liver metastasis: Results
from a Scandinavian multicenter randomized controlled
trial (LIGRO Trial). Ann Surg. 2018; 267:833-840.

www.biosciencetrends.com

187

BioScience Trends. 2022; 16(3):178-188.

31. Hasselgren K, Rosok BI, Larsen PN, Sparrelid E, Lindell
G, Schultz NA, Bjornbeth BA, Isaksson B, Larsson AL,
Rizell M, Bjornsson B, Sandstrom P. ALPPS improves
survival compared with TSH in patients affected of
CRLM: Survival analysis from the randomized controlled
trial LIGRO. Ann Surg. 2021; 273:442-448.
32. Chan KS, Low JK, Shelat VG. Associated liver partition
and portal vein ligation for staged hepatectomy: A review.
Transl Gastroenterol Hepatol. 2020; 5:37.
33. Hwang S, Lee SG, Ko GY, Kim BS, Sung KB, Kim MH,
Lee SK, Hong HN. Sequential preoperative ipsilateral
hepatic vein embolization after portal vein embolization
to induce further liver regeneration in patients with
hepatobiliary malignancy. Ann Surg. 2009; 249:608-616.
34. Laurent C, Fernandez B, Marichez A, Adam JP,
Papadopoulos P, Lapuyade B, Chiche L. Radiological
simultaneous portohepatic vein embolization (RASPE)
before major hepatectomy: A better way to optimize liver
hypertrophy compared to portal vein embolization. Ann
Surg. 2020; 272:199-205.
35. Kobayashi K, Yamaguchi T, Denys A, Perron L, Halkic
N, Demartines N, Melloul E. Liver venous deprivation
compared to portal vein embolization to induce
hypertrophy of the future liver remnant before major
hepatectomy: A single center experience. Surgery. 2020;
167:917-923.
36. Makuuchi M, Hasegawa H, Yamazaki S. Ultrasonically
guided subsegmentectomy. Surg Gynecol Obstet. 1985;
161:346-350.
37. Hasegawa K, Kokudo N, Imamura H, Matsuyama Y,
Aoki T, Minagawa M, Sano K, Sugawara Y, Takayama T,
Makuuchi M. Prognostic impact of anatomic resection for
hepatocellular carcinoma. Ann Surg. 2005; 242:252-259.
38. Liu H, Hu FJ, Li H, Lan T, Wu H. Anatomical vs
nonanatomical liver resection for solitary hepatocellular
carcinoma: A systematic review and meta-analysis. World
J Gastrointest Oncol. 2021; 13:1833-1846.
39. Takayama T, Hasegawa K, Izumi N, et al. Surgery
versus radiofrequency ablation for small hepatocellular
carcinoma: A randomized controlled trial (SURF-Trial).
Liver Cancer. 2021.
40. Kokudo T, Hasegawa K, Matsuyama Y, Takayama T,
Izumi N, Kadoya M, Kudo M, Ku Y, Sakamoto M,
Nakashima O, Kaneko S, Kokudo N, Liver Cancer
Study Group of J. Survival benefit of liver resection for
hepatocellular carcinoma associated with portal vein
invasion. J Hepatol. 2016; 65:938-943.
41. Luo F, Li M, Ding J, Zheng S. The progress in the
treatment of hepatocellular carcinoma with portal vein
tumor thrombus. Front Oncol. 2021; 11:635731.
42. Radulova-Mauersberger O, Weitz J, Riediger C. Vascular
surgery in liver resection. Langenbecks Arch Surg. 2021;
406:2217-2248.
43. Hendi M, Lv J, Cai XJ. Current status of laparoscopic
hepatectomy for the treatment of hepatocellular
carcinoma: A systematic literature review. Medicine
(Baltimore). 2021; 100:e27826.
44. Gao Y, Wu W, Liu C, Liu T, Xiao H. Comparison of
laparoscopic and open living donor hepatectomy: A metaanalysis. Medicine (Baltimore). 2021; 100:e26708.
45. Broering D, Sturdevant ML, Zidan A. Robotic donor
hepatectomy: A major breakthrough in living donor liver
transplantation. Am J Transplant. 2022; 22:14-23.
46. Wang Y, Cao D, Chen SL, Li YM, Zheng YW, Ohkohchi
N. Current trends in three-dimensional visualization and

47.

48.

49.

50.

51.

52.
53.
54.

55.
56.

57.

58.

59.

60.

real-time navigation as well as robot-assisted technologies
in hepatobiliary surgery. World J Gastrointest Surg. 2021;
13:904-922.
Arita J, Ono Y, Takahashi M, Inoue Y, Takahashi Y,
Matsueda K, Saiura A. Routine preoperative liverspecific magnetic resonance imaging does not exclude the
necessity of contrast-enhanced intraoperative ultrasound
in hepatic resection for colorectal liver metastasis. Ann
Surg. 2015; 262:1086-1091.
Arita J, Takahashi M, Hata S, Shindoh J, Beck Y,
Sugawara Y, Hasegawa K, Kokudo N. Usefulness of
contrast-enhanced intraoperative ultrasound using
Sonazoid in patients with hepatocellular carcinoma. Ann
Surg. 2011; 254:992-999.
Miyata A, Arita J, Kawaguchi Y, Hasegawa K, Kokudo
N. Simulation and navigation liver surgery: An update
after 2,000 virtual hepatectomies. Glob Health Med. 2020;
2:298-305.
Ishizawa T, Fukushima N, Shibahara J, Masuda K,
Tamura S, Aoki T, Hasegawa K, Beck Y, Fukayama M,
Kokudo N. Real-time identification of liver cancers by
using indocyanine green fluorescent imaging. Cancer.
2009; 115:2491-2504.
Nishino H, Hatano E, Seo S, Nitta T, Saito T, Nakamura M,
Hattori K, Takatani M, Fuji H, Taura K, Uemoto S. Realtime navigation for liver surgery using projection mapping
with indocyanine green fluorescence: Development of
the novel medical imaging projection system. Ann Surg.
2018; 267:1134-1140.
Wang Q, Li X, Qian B, Hu K, Liu B. Fluorescence
imaging in the surgical management of liver cancers:
Current status and future perspectives. Asian J Surg. 2021.
Giannone F, Felli E, Cherkaoui Z, Mascagni P, Pessaux P.
Augmented reality and image-guided robotic liver surgery.
Cancers (Basel). 2021; 13.
Ban D, Tanabe M, Ito H, Otsuka Y, Nitta H, Abe Y,
Hasegawa Y, Katagiri T, Takagi C, Itano O, Kaneko H,
Wakabayashi G. A novel difficulty scoring system for
laparoscopic liver resection. J Hepatobiliary Pancreat Sci.
2014; 21:745-753.
Kawaguchi Y, Fuks D, Kokudo N, Gayet B. Difficulty
of laparoscopic liver resection: Proposal for a new
classification. Ann Surg. 2018; 267:13-17.
Kawaguchi Y, Hasegawa K, Tzeng CD, Mizuno T, Arita
J, Sakamoto Y, Chun YS, Aloia TA, Kokudo N, Vauthey
JN. Performance of a modified three-level classification
in stratifying open liver resection procedures in terms of
complexity and postoperative morbidity. Br J Surg. 2020;
107:258-267.
Sun HC, Tang ZY. Preventive treatments for recurrence
after curative resection of hepatocellular carcinoma--A
literature review of randomized control trials. World J
Gastroenterol. 2003; 9:635-640.
Hasegawa K, Takayama T, Ijichi M, Matsuyama Y,
Imamura H, Sano K, Sugawara Y, Kokudo N, Makuuchi
M. Uracil-tegafur as an adjuvant for hepatocellular
carcinoma: A randomized trial. Hepatology. 2006; 44:891895.
Bruix J, Takayama T, Mazzaferro V, et al. Adjuvant
sorafenib for hepatocellular carcinoma after resection or
ablation (STORM): A phase 3, randomised, double-blind,
placebo-controlled trial. The Lancet Oncology. 2015;
16:1344-1354.
Pinyol R, Montal R, Bassaganyas L, et al. Molecular
predictors of prevention of recurrence in HCC with

www.biosciencetrends.com

BioScience Trends. 2022; 16(3):178-188.

61.

62.
63.

64.

65.

66.
67.

sorafenib as adjuvant treatment and prognostic factors in
the phase 3 STORM trial. Gut. 2019; 68:1065-1075.
Ke Q, Wang L, Wu W, Huang X, Li L, Liu J, Guo W.
Meta-analysis of postoperative adjuvant hepatic artery
infusion chemotherapy versus surgical resection alone for
hepatocellular carcinoma. Front Oncol. 2021; 11:720079.
Sun HC, Zhu XD. Downstaging conversion therapy in
patients with initially unresectable advanced hepatocellular
carcinoma: An overview. Front Oncol. 2021; 11:772195.
Yamamura K, Beppu T, Miyata T, Okabe H, Nitta H,
Imai K, Hayashi H, Akahoshi S. Conversion surgery for
hepatocellular carcinoma following molecular therapy.
Anticancer Res. 2022; 42:35-44.
Shindoh J, Kawamura Y, Kobayashi Y, Kobayashi M,
Akuta N, Okubo S, Suzuki Y, Hashimoto M. Prognostic
impact of surgical intervention after lenvatinib treatment
for advanced hepatocellular carcinoma. Ann Surg Oncol.
2021; 28:7663-7672.
Khan A, Sayles HR, Dhir M. Liver resection after Y-90
radioembolization: A systematic review and meta-analysis
of perioperative morbidity and mortality. HPB (Oxford).
2022; 24:152-160.
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.
Mazzaferro V, Regalia E, Doci R, Andreola S, Pulvirenti
A, Bozzetti F, Montalto F, Ammatuna M, Morabito A,

188

Gennari L. Liver transplantation for the treatment of small
hepatocellular carcinomas in patients with cirrhosis. N
Engl J Med. 1996; 334:693-699.
68. Agarwal PD, Lucey MR. Management of hepatocellular
carcinoma recurrence after liver transplantation. Ann
Hepatol. 2021; 27:100654.
69. Finn RS, Qin S, Ikeda M, et al. Atezolizumab plus
bevacizumab in unresectable hepatocellular carcinoma. N
Engl J Med. 2020; 382:1894-1905.
70. Fancellu A, Sanna V, Scognamillo F, Feo CF, Vidili G,
Nigri G, Porcu A. Surgical treatment of hepatocellular
carcinoma in the era of COVID-19 pandemic: A
comprehensive review of current recommendations. World
J Clin Cases. 2021; 9:3517-3530.
Received June 2, 2022; Revised June 17, 2022; Accepted June
20, 2022.
*Address correspondence to:
Kiyoshi Hasegawa, Hepato-Biliary-Pancreatic Surgery
Division, Department of Surgery, Graduate School of Medicine,
The University of Tokyo, 7-3-1 Hongo, Bunkyo-ku, Tokyo
113-8655, Japan.
E-mail: hasegawa-2su@h.u-tokyo.ac.jp
Released online in J-STAGE as advance publication June 23,
2022.

www.biosciencetrends.com

