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Simple Summary: For patients with early-stage hepatocellular carcinoma, it is important to know
whether liver transplantation offers a survival benefit over liver resection. Patients receiving trans-
plantation often have different characteristics in terms of their cancer stage and liver function
compared to those being resected. This makes a comparison of the two treatment modalities challeng-
ing. This article presents a comprehensive review of research articles comparing these two treatments
and discusses their strengths and weaknesses. Furthermore, we suggest a new research design that
uses a treatment guideline to help ensure that the groups are more comparable. Hereby, we enable
future studies to assess whether liver transplantation offers a survival benefit over liver resection in
patients that are eligible for both treatments.

Abstract: For patients presenting with hepatocellular carcinoma within the Milan criteria, either
liver resection or liver transplantation can be performed. However, to what extent either of these
treatment options is superior in terms of long-term survival is unknown. Obviously, the comparison
of these treatments is complicated by several selection processes. In this article, we comprehensively
review the current literature with a focus on factors accounting for selection bias. Thus far, studies
that did not perform an intention-to-treat analysis conclude that liver transplantation is superior to
liver resection for early-stage hepatocellular carcinoma. In contrast, studies performing an intention-
to-treat analysis state that survival is comparable between both modalities. Furthermore, all studies
demonstrate that disease-free survival is longer after liver transplantation compared to liver resection.
With respect to the latter, implications of recurrences for survival are rarely discussed. Heterogeneous
treatment effects and logical inconsistencies indicate that studies with a higher level of evidence are
needed to determine if liver transplantation offers a survival benefit over liver resection. However,
randomised controlled trials, as the golden standard, are believed to be infeasible. Therefore, we
suggest an alternative research design from the causal inference literature. The rationale for a
regression discontinuity design that exploits the natural experiment created by the widely adopted
Milan criteria will be discussed. In this type of study, the analysis is focused on liver transplantation
patients just within the Milan criteria and liver resection patients just outside, hereby ensuring equal
distribution of confounders.

Keywords: hepatocellular carcinoma; liver resection; liver transplantation; survival; regression
discontinuity; Milan criteria

1. Introduction

Over the years, a multitude of treatment options and strategies for hepatocellular
carcinoma (HCC) were developed. Of these, liver resection (LR) and liver transplantation
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(LT) remain the pillars of curative treatment. For the subset of patients with early HCC (i.e.,
within the Milan Criteria (MC)) that have a good liver function and no portal hypertension,
both treatments can be performed [1,2]. This subset is sizable and consists of 20–25% of
the surgical HCC population [3–5]. Furthermore, the transplant policy for this subset
of patients has a wider impact, as the availability of donor organs affects all transplant
patients. To what extent either of these two treatments is superior in terms of long-term
survival continues to be a topic of debate. Direct comparison of the two treatments is
complicated by a myriad of selection processes such as transplantation criteria, waiting
list dropout, surveillance schemes, and access to health care. Yet, comparisons of the
two treatments are frequently attempted as the difference in 5-year overall survival (OS;
i.e., the treatment effect) is the fundament of many discussions. These range from the
preferred first-line treatment and prioritisation, the role of salvage transplantation, to the
ethicality of living donor liver transplantation (LDLT) [6]. Therefore, this review focuses
on the current evidence comparing LT to LR with special attention to lacunas and logical
conflicts besides the application of causal inference techniques as the best alternative to a
randomised controlled trial (RCT).

2. Liver Resection vs. Liver Transplantation: Current Status

There is an abundance of literature comparing LT vs. LR in patients with early-stage
HCC. Here we aim to summarise the general trends and differences between different
types of studies rather than focusing on a single category. Therefore, we first identified
all systematic reviews. Hereafter, we identified all original studies comparing LT to LR
published after the last systematic review (i.e., between January 2017 and July 2021) so
that all available literature were covered. The articles were identified by performing
a search of Embase, Web of Science, the Cochrane database and Google Scholar using
variants of the search terms “hepatocellular carcinoma”, “liver transplantation”, and “liver
resection” (Supplementary Data 1). Additionally, studies were identified through reference
lists and by reviewing all articles that cited landmark studies or systematic reviews. The
included articles had to describe the survival difference for patients with HCC receiving
first-line LR or LT (Figure 1A,B). In the following section, we provide an overview of their
conclusions and discuss their strengths and weaknesses. Important to note is that, as these
systematic reviews focus on studies that estimate the treatment effect in different ways, we
organised the discussion by bundling studies that addressed or were exposed to similar
types of biases.

We found that the earliest reviews were subject to the largest biases. These reviews
estimated the treatment effect based on single-arm studies that focused on either LT or
LR [7,8]. Besides, these reviews included data published between 1985 and 2004, using
registries that may not be representative of the treatment modalities nowadays. To remedy
the population differences across centres, updated systematic reviews use figures from
studies that compare the LT and LR groups within the same cohort [9–13]. Nonetheless,
this type of analysis is still at high risk of bias as it does not account for the waiting list
dropout. Therefore, results are likely biased in favour of LT with a pooled odds ratio (OR)
of the 5-year OS ranging from 0.54 to 0.62 in favour of LT (Table 1). Besides the pooled
results from the meta-analyses, all individual studies that were included in these systematic
reviews concluded that LT is superior to LR. Original articles published after the latest of
these systematic reviews were in favour of LT [14–25], except for the study of Eilard et al.
(2021), which studied more comparable cohorts limiting the inclusion criteria to patients
with Child–Pugh A presenting with HCC within the MC [26]. However, disentangling
the relative contribution of liver disease, tumour load and the dropout rate is largely
impossible, thus making it challenging to interpret what is exactly being measured.
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Figure 1. Study selection flowchart. (A) systematic studies and (B) of original articles 
published in or after 2017. Abbreviations: number of studies (N); liver transplantation 
(LT); liver resection (LR); intention-to-treat (ITT); propensity score matching (PSM). 

Table 1. Meta-analyses of systematic reviews. 

Author Year of 
Publication Population 

5-Year OS 
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of Studies 
Number of 

Patients 
Pooled 

OR (95%CI) p-Value I2 Conclusion 

Non Intention-To-Treat        
Rahman [10] 2012 Non-ITT 8 1769 0.62 (0.50–0.76) <0.001 0 In favour of LT 

Dhir [9] 2012 Within MC 10 1763 0.58 (0.36–0.94) 0.027 78 In favour of LT 

Dhir [9] 2012 
Within MC. Well 

compensated 
cirrhosis 

6 994 0.54 (0.38–0.77) 0.001 32 In favour of LT 

Schoenberg [11] 2017 
Within MC. No 

Child-Pugh class C 
8 1221 0.60 (0.45–0.78) <0.001 70 In favour of LT 

Xu [12] 2014  15 4102 0.54 (0.44–0.67) * - 40 In favour of LT 
Zheng [13] 2014  45 8288 0.56 (0.46–0.69) * <0.001 65 In favour of LT 

Intention-to-treat        
Rahman [10] 2012 ITT 4 1310 1.19 (0.78–1.80) 0.042 65 In favour of LR 

Dhir [9] 2012 ITT. Within MC 6 1118 0.60 (0.29–1.24) 0.166 83 In favour of LT 

Dhir [9] 2012 
ITT. Within MC. 

Well compensated 
cirrhosis 

3 412 0.52 (0.30–0.91) 0.022 31 In favour of LT 

Proneth [14] 2014 ITT 7 1572 0.84 (0.48–1.48) 0.055 84 In favour of LT 
Menahem [15] 2017 ITT 9 1428 0.60 (0.32–1.02) 0.060 80 In favour of LT 

Overview of the meta-analyses from systematic reviews for overall survival (OS). All systematic reviews included studies 
that described patients with hepatocellular carcinoma receiving liver resection or liver transplantation as first-line therapy. 
Additional criteria defining the study population are listed in the table. Odds were calculated as the number of deaths 
divided by the number of patients alive. Odds ratio (OR) was calculated as liver transplantation odds divided by liver 
resection odds. Note: * To set the reference group to liver resection, the odds ratio reported in the systematic review was 
inverted. Abbreviations: patients (pt). Child-Pugh class (CP).Intention-to-treat (ITT). Milan Criteria (MC). 

To account for the dropout of patients on the waiting list, an intention-to-treat (ITT) 
analysis is preferred. Currently, there are four systematic reviews covering ITT studies 
(Table 1) [9,10,27,28]. These differed in terms of inclusion criteria with more or less strict 
requirements in terms of liver cirrhosis and cancer stage. Despite that these studies ac-
count for the dropout rate, the pooled OR in this group of studies ranged from 0.6 to 1.19. 
This heterogeneity in treatment effect is ascribed by the authors to differences in liver 

Figure 1. Study selection flowchart. (A) systematic studies and (B) of original articles published in
or after 2017. Abbreviations: number of studies (N); liver transplantation (LT); liver resection (LR);
intention-to-treat (ITT); propensity score matching (PSM).

Table 1. Meta-analyses of systematic reviews.

Author Year of
Publication Population

5-Year OS

Number
of Studies

Number of
Patients

Pooled
OR (95%CI) p-Value I2 Conclusion

Non Intention-To-Treat

Rahman [10] 2012 Non-ITT 8 1769 0.62 (0.50–0.76) <0.001 0 In favour of LT
Dhir [9] 2012 Within MC 10 1763 0.58 (0.36–0.94) 0.027 78 In favour of LT

Dhir [9] 2012
Within MC. Well

compensated
cirrhosis

6 994 0.54 (0.38–0.77) 0.001 32 In favour of LT

Schoenberg [11] 2017 Within MC. No
Child-Pugh class C 8 1221 0.60 (0.45–0.78) <0.001 70 In favour of LT

Xu [12] 2014 15 4102 0.54 (0.44–0.67) * - 40 In favour of LT
Zheng [13] 2014 45 8288 0.56 (0.46–0.69) * <0.001 65 In favour of LT

Intention-to-treat

Rahman [10] 2012 ITT 4 1310 1.19 (0.78–1.80) 0.042 65 In favour of LR
Dhir [9] 2012 ITT. Within MC 6 1118 0.60 (0.29–1.24) 0.166 83 In favour of LT

Dhir [9] 2012
ITT. Within MC.

Well compensated
cirrhosis

3 412 0.52 (0.30–0.91) 0.022 31 In favour of LT

Proneth [14] 2014 ITT 7 1572 0.84 (0.48–1.48) 0.055 84 In favour of LT
Menahem [15] 2017 ITT 9 1428 0.60 (0.32–1.02) 0.060 80 In favour of LT

Overview of the meta-analyses from systematic reviews for overall survival (OS). All systematic reviews included studies that described
patients with hepatocellular carcinoma receiving liver resection or liver transplantation as first-line therapy. Additional criteria defining the
study population are listed in the table. Odds were calculated as the number of deaths divided by the number of patients alive. Odds ratio
(OR) was calculated as liver transplantation odds divided by liver resection odds. Note: * To set the reference group to liver resection, the
odds ratio reported in the systematic review was inverted. Abbreviations: patients (pt). Child-Pugh class (CP).Intention-to-treat (ITT).
Milan Criteria (MC).

To account for the dropout of patients on the waiting list, an intention-to-treat (ITT)
analysis is preferred. Currently, there are four systematic reviews covering ITT studies
(Table 1) [9,10,27,28]. These differed in terms of inclusion criteria with more or less strict
requirements in terms of liver cirrhosis and cancer stage. Despite that these studies account
for the dropout rate, the pooled OR in this group of studies ranged from 0.6 to 1.19.
This heterogeneity in treatment effect is ascribed by the authors to differences in liver
function and tumour load between the treatment groups for which the analysis did not
adjust [9,27]. Nevertheless, these reviews all conclude that patients treated with LR or
LT have a comparable 5-year OS. The two ITT studies published after the last review
confirmed these results [29,30].
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In addition to comparable survival, it is reported that Disease-Free Survival (DFS)
is longer for LT compared to LR with pooled ORs ranging from 0.18 to 0.76 in favour
of LT. It is important to note, however, that ITT analysis cannot be performed for DFS,
as without curative treatment, patients cannot experience recurrence. Therefore, the
long DFS for the LT could partially be explained by the dropout of patients with the
most aggressive tumours during the waiting period. An alternative explanation is that
LT offers the widest possible resection margin and replaces the diseased remnant liver,
hereby also treating the underlying liver disease. This lowers the recurrence rate as the
remnant liver can host intrahepatic metastasis and is at higher risk for de novo lesions. The
evidence for the latter is provided by studies comparing LR to LDLT patients, who have
a substantially shorter wait time compared to deceased donor liver transplant patients.
These studies confirm the higher DFS in the LT group [18,31–33] (Supplementary Data 2).
However, caution with generalising results from LDLT to LT is needed because of the
high degree of patient selection in the LDLT setting [34,35]. Nevertheless, it is likely that
both explanations regarding dropout and the largest possible resection margin are true,
although the relative contribution of each is difficult to measure and might differ from
study to study. Interestingly, all reviews summarising ITT studies conclude that 5-year
OS between LR and LT is comparable. This seems contradictory to the DFS finding. If
we accept that, independent of the dropout rate, recurrences occur more frequently in the
LR group, this should translate into worse long-term survival. Therefore, indicating that
differing DFS and the comparable OS arguments cannot coexist.

As this logical conflict might be caused by differences in baseline characteristics,
propensity score matching (PSM) can be used. To the best of our knowledge, there are
currently only four studies using PSM in their analysis and no systematic review. Shen et al.
(2016) reported for patients presenting within the MC a 5-year OS of 63.6% for LR and 83.2%
for LT. The authors concluded, based on the log-rank test, that there was no difference
between the two treatments [36]. However, an inspection of the Kaplan–Meier curves
revealed that the proportional hazards assumption was violated, weakening this claim.
Whereas Shen et al. (2017) reported for patients presenting outside the MC a 5-year OS of
for 17.5% LR and 63.2% for LT (p = 0.003) [37]. In 2017, Liu et al. published a PSM study,
albeit with follow-up too short to report 5-year survival [38]. Lastly, Kaido et al. (2015)
reported a 5-year OS of 53% for LR and 63% for LDLT (OR = 0.842 95%CI (0.433–1.638),
p = 0.613) [33]. They concluded that a survival benefit was not apparent in the LDLT
group. An important methodological weakness of these PSM studies is that none of them
performed an ITT analysis. Furthermore, it should be noted that PSM is sensitive to the
collection of observed variables and does not account for hidden confounders.

Therefore, ITT RCT remains the golden standard for a head-to-head comparison
of the two treatments. Only this type of study holds that patients in the intervention
group would have attained a similar survival to the control group if they were given
the control treatment, hereby giving an unbiased representation of the treatment effect.
Nevertheless, the Cochrane review by Taefi et al. (2013) focused on RCTs, concluded
that none were performed [39]. Furthermore, no studies are currently registered at
clinicaltrials.gov (accessed on 16 July 2021). Despite the necessity of an RCT, they are
believed to be infeasible due to the large required sample size and differences in practice
patterns [40]. This was recently confirmed by Mazzaferro et al. (2020), who reported on a
prematurely terminated RCT that could not be completed according to protocol due to the
low accrual and a change in LT policy [41]. In the latter study, ultimately, 43 patients with
huge HCC downstaging vs. downstaging + LT were compared. In the group that received
only downstaging, 3 patients underwent LR, whereas 21 patients were in the group that
underwent LT. Due to the limited sample size and the aggregation over all downstaging
techniques, a valid comparison between LT and LR could not be performed.

clinicaltrials.gov
clinicaltrials.gov
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3. Novel Perspectives to Determine Outcome after LT vs. LR

The widely adopted Milan Criteria (MC) provide an opportunity to approximate
the treatment effect of LT from large retrospective data registries using causal inference
techniques. More specifically, the regression discontinuity introduced by Thistlethwaite
and Campbell (1960) may help to find a definitive answer [42]. This research design uses
data from patients that are eligible for both treatments and focuses on patients just above
and just below a known treatment threshold. The idea (and assumption) is that patients
and doctors have limited to no control over the number of tumours and their size, the
main determinants for patients to be eligible for LT [1,43]. Therefore, patients transplanted
just within the MC are similar, in terms of confounders, to patients who presented just
outside the MC and received LR. Therefore, one can argue that patients are randomised
based on the time it took them to be diagnosed with HCC. An analysis that exploits this
randomisation severely reduces the impact of (unobserved) confounders and approaches
the level of evidence from an RCT [44].

The regression discontinuity design in a transplantation context exploits the thresholds
of the MC, at which the treatment effect is revealed. The MC state that a patient is eligible
for LT if the patient has (1) a single tumour less than 5 cm in diameter or (2) less than
three tumours with each less than 3 cm in diameter [45]. First, we confine the discussion
to patients with a single lesion HCC that are treated with LT or LR strictly based on the
MC. Figure 2 illustrates how the treatment effect T can be identified with a regression
discontinuity design. Ideally, we could observe the 5-year survival of both treatments for
the same patient. In that case, T can be calculated by simply subtracting the survival after
LR from the survival after LT. Unfortunately, only one of the outcomes can be observed;
the outcome that is not observed is called the counterfactual (Figure 2). These values need
to be approximated/predicted as then the calculation of T is trivial.
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Figure 2. Regression discontinuity for single lesion Milan criteria. The solid points resemble the observed 5-year survival of
fictive patients with single lesion HCC. The hollow points resemble long-term survival that could have been observed if the
patient was treated with the alternative treatment. In this illustration, we assume that a smaller tumour is preferred over a
bigger tumour, and that this relationship is linear. Furthermore, we chose to depict LT as the superior treatment, with a gain
in survival T.
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If it is assumed that tumour size cannot be controlled and, using appropriate inclusion
criteria, it is ensured that all patients can receive both treatments. Then, patients near the
5 cm threshold are similar in terms of (unobserved) confounders because treatment of these
patients is randomised by the growth rate of their tumour and the time to diagnosis. In the
example of Figure 2, patient i was diagnosed just in time, and patient j was slightly too
late to receive LT. Therefore, a reasonable approximation of T can be made by subtracting
the outcome of patient j, treated with LR, from the outcome of patient i, who received LT.
Certainly, the analysis of just two patients leads to widely varying estimates if it is repeated
in a different sample. Furthermore, the effect of a small difference in tumour size is ignored.
Better estimates can be obtained using a regression model that also uses data points slightly
farther away from the threshold. The average, conditional on tumour size, is then used to
predict the counterfactual. In that case, T is the average distance between predicted and
observed values.

The setup can be generalised by relaxing the linearity assumption using a more flexible
polynomial or spline regression model. Furthermore, at the cost of additional assumptions,
regression discontinuity design can be combined with propensity score weighting [46].
However, it remains that the farther from the threshold, the more likely the assumptions
regarding the functional form are violated. In order to find the optimal balance between
biased vs. unstable estimates, cross-validation can be used in which repeated bandwidths
are tried [47].

Furthermore, the analysis can be extended by analysing all thresholds created by
the MC (Figure 3). The regression discontinuity design introduced above focused on
identifying the magnitude of ridge d, which describes the 5 cm threshold for patients with
a single lesion. However, we can repeat the analysis for ridges a and b. Ridge a describes
patients with tumours smaller than 3 cm where the treatment is based on whether the
tumour number exceeds 3. Whereas ridge b describes patients with two to three lesions
with the treatment based on whether the maximum diameter exceeds 3 cm.
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Figure 3. Regression discontinuity for the Milan criteria. Illustration of the average 5-year survival of
patients for different combinations of tumour number and size. The black area on the bottom describes
the region in which patients are within the Milan criteria and are treated with liver transplantation. The
area in grey marks the region outside the Milan criteria where patients are treated with liver resection.
Lines a, b, d depict the treatment effect of liver transplantation vs. liver resection. The boundary marked
by c describeds the comparison between LT and LR in which the LT group only consists of patients with
single lesions, whereas the LR group only consists of patients with two or more tumours. Lastly, the
asterisks indicate the regions where the smoothness assumption can be tested.
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The analysis for threshold c of the MC is, however, more complicated. Ridge c concerns
patients with a maximum tumour diameter between 3 and 5 cm, with the LT group only
consisting of patients with single lesions, whereas the LR group only consists of patients
with two or more tumours. An important assumption in the regression discontinuity
design is that all other factors determining 5-year survival must behave smoothly at the
threshold. Otherwise, the ridge is a compound of both disease and treatment factors. The
change from single lesion to multinodular disease might not be smooth. Therefore, we
must be aware that this assumption might be violated for ridge c. If the data size permits,
we hypothesise the assumption can be tested at the regions marked with an asterisk.

Similarly to analysing all thresholds created by the MC, regression discontinuity
analysis can be performed for other treatment criteria such as the up-to-seven criteria or
the Tokyo criteria that lie slightly beyond the MC. Including information from multiple
treatment thresholds not only makes more efficient use of the available data but also reveals
how the treatment effect changes for different tumour number and size combinations.

However, similar to an RCT, there will be imperfect compliance. Although it is likely
that the MC is strongly correlated with receiving LT, the treatment decision depends on a
more complex interplay between patient condition, liver function, tumour location and
extent of the disease. Tumour characteristics such as size and number might also be modi-
fied by means of downstaging, making the threshold fuzzy. Therefore, another extension
is to use logistic regression to model the threshold as a smooth change in probability of
receiving LT rather than a sharp switch between 0 and 1 [48].

Lastly, it is important to note that although this research design mimics an RCT, careful
setup of the analysis is still required. Most importantly, only patients should be included
that could have received both treatments. Therefore, studies should exclude patients with
decompensated liver disease (Child–Pugh B/C), poor location of the tumour, or portal
hypertension from their analysis. Furthermore, similar pitfalls of RCTs should be avoided.
For instance, one should be aware that multiple versions of the treatment could exist.
One can imagine different versions of LT in terms of pre-treatment (e.g., no pre-treatment,
transarterial chemoembolisation (TACE), radio frequency ablation (RFA)) or in terms of
transplantation (e.g., emergency, regular transplant, split liver, or LDLT). If ignored, the
measured treatment effect will be the weighted average of the treatment effects for each of
the versions. At the cost of introducing statistical assumptions, it is possible to control for
these factors using traditional statistics. Additionally, marginal/stratified analyses could be
performed and used for sensitivity analysis. These could also be reported directly alongside
a precise specification of the treatment version [49,50]. To what extent different treatment
versions pose a problem is context-dependent. It is likely that ignoring treatment versions
no-TACE vs. TACE influences the results more than what type of beads were used during
TACE procedures. Furthermore, it is important that the analysis should be conducted
based on the ITT as otherwise, dropout can distort the results. Lastly, we want to note that
in the last section, the discussion was limited to the difference in 5-year overall survival.
However, regression discontinuity analysis would work equally well for other outcomes. In
fact, we suggest that researchers also include statistics regarding recurrences and survival
after 10-years as this would provide a complete picture. Additionally, we hypothesize that
when a longer period is considered, differences between the two treatments become larger,
thereby increasing the power of the analysis.

4. Conclusions

The survival advantage of LT vs. LR is fundamental in almost all LT discussions.
Yet, after three decades of LT and over a hundred papers discussing the comparison with
LR, a consensus on the treatment effect is still lacking. Truth finding in this research area
is complicated by selection processes. It is likely that subtle differences in, for instance,
surveillance schemes, waiting list dropout, and access to health care contribute to the dis-
pute about the size of the treatment effect. In the currently available literature, most studies
in which no ITT analysis is performed conclude that LT is superior to LR, whereas studies
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using an ITT analysis conclude that survival is comparable. Furthermore, these studies
state that the DFS is longer in the LT group compared to the LR group. However, none of
the ITT studies provide an explanation for these seemingly inconsequential recurrences.
We conclude that studies providing a higher level of evidence are needed in an era in
which imaging and treatment modalities have improved significantly, and the incidence of
early-stage HCC is rising. As no RCTs on this subject will be performed in the near future,
we propose a novel research design from the causal inference literature. The regression
discontinuity design exploits the natural experiment created by the widely adopted MC.
This focuses the analysis on LT patients just within the MC, and LR patients just outside the
MC, hereby ensuring equal distribution of (unobserved) confounders similar to an RCT.
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10.3390/cancers13153730/s1, Supplementary data 1: Search terms, Supplementary data 2: Table
meta-analysis DFS.

Author Contributions: Conceptualization: B.R.B., R.F.d.W., W.G.P. and J.N.M.I.; methodology: B.R.B.
and J.N.M.I.; investigation, B.R.B.; writing—original draft, B.R.B.; writing—review and editing:
R.F.d.W., W.G.P., H.J.M., R.A.d.M. and J.N.M.I.; supervision, J.N.M.I. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. European Association for The Study of The Liver. EASL clinical practice guidelines: Management of hepatocellular carcinoma. J.

Hepatol. 2018, 69, 182–236. [CrossRef] [PubMed]
2. Heimbach, J.K.; Kulik, L.M.; Finn, R.S.; Sirlin, C.B.; Abecassis, M.M.; Roberts, L.R.; Zhu, A.X.; Murad, M.H.; Marrero, J.A. AASLD

guidelines for the treatment of hepatocellular carcinoma. Hepatology 2018, 67, 358–380. [CrossRef]
3. Bhoori, S.; Schiavo, M.; Russo, A.; Mazzaferro, V. First-line treatment for hepatocellular carcinoma: Resection or transplantation?

Transplant. Proc. 2007, 39, 2271–2273. [CrossRef] [PubMed]
4. Sala, M.; Fuster, J.; Llovet, J.M.; Navasa, M.; Solé, M.; Varela, M.; Pons, F.; Rimola, A.; García-Valdecasas, J.C.; Bru, C. High

pathological risk of recurrence after surgical resection for hepatocellular carcinoma: An indication for salvage liver transplantation.
Liver Transplant. 2004, 10, 1294–1300. [CrossRef]

5. Cherqui, D.; Laurent, A.; Mocellin, N.; Tayar, C.; Luciani, A.; Van Nhieu, J.T.; Decaens, T.; Hurtova, M.; Memeo, R.; Mallat, A.
Liver resection for transplantable hepatocellular carcinoma: Long-term survival and role of secondary liver transplantation. Ann.
Surg. 2009, 250, 738–746. [CrossRef]

6. Di Sandro, S.; Bagnardi, V.; Cucchetti, A.; Lauterio, A.; De Carlis, R.; Benuzzi, L.; Danieli, M.; Botta, F.; Centonze, L.; Najjar, M.
From a philosophical framework to a valid prognostic staging system of the new “comprehensive assessment” for transplantable
hepatocellular carcinoma. Cancers 2019, 11, 741. [CrossRef]

7. Cunningham, S.C.; Tsai, S.; Marques, H.P.; Mira, P.; Cameron, A.; Barroso, E.; Philosophe, B.; Pawlik, T.M. Management of
early hepatocellular carcinoma in patients with well-compensated cirrhosis. Ann. Surg. Oncol. 2009, 16, 1820–1831. [CrossRef]
[PubMed]

8. Belghiti, J.; Fuks, D. Liver resection and transplantation in hepatocellular carcinoma. Liver Cancer 2012, 1, 71–82. [CrossRef]
[PubMed]

9. Dhir, M.; Lyden, E.R.; Smith, L.M.; Are, C. Comparison of outcomes of transplantation and resection in patients with early
hepatocellular carcinoma: A meta-analysis. HPB 2012, 14, 635–645. [CrossRef]

10. Rahman, A.; Assifi, M.M.; Pedroso, F.E.; Maley, W.R.; Sola, J.E.; Lavu, H.; Winter, J.M.; Yeo, C.J.; Koniaris, L.G. Is resection
equivalent to transplantation for early cirrhotic patients with hepatocellular carcinoma? A meta-analysis. J. Gastrointest. Surg.
2012, 16, 1897–1909. [CrossRef]

11. Schoenberg, M.B.; Bucher, J.N.; Vater, A.; Bazhin, A.V.; Hao, J.; Guba, M.O.; Angele, M.K.; Werner, J.; Rentsch, M. Resection
or transplant in early hepatocellular carcinoma: A systematic review and meta-analysis. Dtsch. Ärzteblatt Int. 2017, 114, 519.
[CrossRef]

12. Xu, X.-S.; Liu, C.; Qu, K.; Song, Y.-Z.; Zhang, P.; Zhang, Y.-L. Liver transplantation versus liver resection for hepatocellular
carcinoma: A meta-analysis. Hepatobiliary Pancreat. Dis. Int. 2014, 13, 234–241. [CrossRef]

13. Zheng, Z.; Liang, W.; Milgrom, D.P.; Zheng, Z.; Schroder, P.M.; Kong, N.S.; Yang, C.; Guo, Z.; He, X. Liver transplantation versus
liver resection in the treatment of hepatocellular carcinoma: A meta-analysis of observational studies. Transplantation 2014, 97,
227–234. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/cancers13153730/s1
https://www.mdpi.com/article/10.3390/cancers13153730/s1
http://doi.org/10.1016/j.jhep.2018.03.019
http://www.ncbi.nlm.nih.gov/pubmed/29628281
http://doi.org/10.1002/hep.29086
http://doi.org/10.1016/j.transproceed.2007.06.015
http://www.ncbi.nlm.nih.gov/pubmed/17889160
http://doi.org/10.1002/lt.20202
http://doi.org/10.1097/SLA.0b013e3181bd582b
http://doi.org/10.3390/cancers11060741
http://doi.org/10.1245/s10434-009-0364-1
http://www.ncbi.nlm.nih.gov/pubmed/19267161
http://doi.org/10.1159/000342403
http://www.ncbi.nlm.nih.gov/pubmed/24159575
http://doi.org/10.1111/j.1477-2574.2012.00500.x
http://doi.org/10.1007/s11605-012-1973-8
http://doi.org/10.3238/arztebl.2017.0519
http://doi.org/10.1016/S1499-3872(14)60037-0
http://doi.org/10.1097/TP.0b013e3182a89383
http://www.ncbi.nlm.nih.gov/pubmed/24142034


Cancers 2021, 13, 3730 9 of 10

14. Akcam, A.T.; Saritas, A.G.; Ulku, A.; Rencuzogullari, A. Oncological Outcomes of Hepatic Resection vs Transplantation for
Localized Hepatocellular Carcinoma. Transplant. Proc. 2019, 51, 1147–1152. [CrossRef]

15. Aksoy, S.O.; Unek, T.; Sevinc, A.I.; Arslan, B.; Sirin, H.; Derici, Z.S.; Ellidokuz, H.; Sagol, O.; Agalar, C.; Astarcioglu, I. Comparison
of Resection and Liver Transplant in Treatment of Hepatocellular Carcinoma. Exp. Clin. Transplant. 2020, 18, 712–718. [CrossRef]

16. Benjamin, A.J.; Baker, T.B.; Talamonti, M.S.; Bodzin, A.S.; Schneider, A.B.; Winschester, D.J.; Roggin, K.K.; Bentrem, D.J.; Suss, N.R.;
Baker, M.S. Liver transplant offers a survival benefit over margin negative resection in patients with small unifocal hepatocellular
carcinoma and preserved liver function. Surgery 2018, 163, 582–586. [CrossRef]
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