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Abstract 

Background: Hepatocellular carcinoma (HCC) is an increasingly 

prevalent clinical problem worldwide and is the third most common 

cause of cancer-related deaths and in Egypt it ranks 2nd and 6th most 

common cancer among men and women. HCC has a rising incidence 

in Egypt mostly due to high prevalence of viral hepatitis and its 

complication.  

Aim of the Work: This thesis aims to compare liver resection versus 

Living Donor liver transplantation in the management of early HCC. 

Patients and Methods 

Methodology: This study is a cohort prospective analysis of 40 

patients underwent surgical intervention for HCC, 20 of them 

underwent LDLT and the other 20 patients underwent liver resection 

and have been followed up for the outcomes and complications that 

may occur. This study was done in Ain Shams University Hospitals 

and EL Sahel Hospital. Ethical approval from Ain Shams University 

Hospitals‟ ethics committee was obtained. 

Results: This study compare between 20 cases of early stage HCC 

which underwent transplantation and 20 cases of same disease 

underwent liver resection, of those underwent transplantation 4 cases 

were excluded due to incomplete follow up and missed data. 

Discussion: In our study, there is no significant difference between 

both groups regarding patient ages. In our study, as regard the 

demographic data (pre-operative variables): age, AFP, CHILD and 

MELD were comparable between both groups and the patients with 

high MELD score more than 15 or CHILD B&C were excluded. 

Conclusion: Although most literatures agree that recurrence 

following resection is more common than following LT with, 

sometimes, less survival rates following LT, we didn‟t find 

significant difference in our short-term follow up study between both 

groups in either recurrence or survival. Moreover, there was no 

difference in overall complication rate between both groups.  

Keywords: Prospective Study, Liver Transplantation In 

Management, Hepatocellular Cacinoma 
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Introduction  

Hepatocellular carcinoma (HCC) is an increasingly 

prevalent clinical problem worldwide and is the third most 

common cause of cancer-related deaths and in Egypt it 

ranks 2nd and 6th most common cancer among men and 

women. HCC has a rising incidence in Egypt mostly due to 

high prevalence of viral hepatitis and its complication 

(Lehman et al., 2008). 

Proper management requires the interaction of 

multidisciplinary HCC clinic to choose the most 

appropriate plan. The different modalities of treatment 

include resection (surgery or transplantation), local 

ablation, chemoembolization, radioembolization and 

molecular targeted therapies (Makuuchi et al., 2008).  

Surgical resection is recommended by some authors 

as treatment for early HCC in noncirrhotic patients or in 

patients with cirrhosis who have a single lesion and well-

preserved liver function, normal bilirubin, and no portal 

hypertension. However, there are data that suggest that 

portal hypertension may not necessarily be a 

contraindication for resection (Cucchetti et al., 2009). 

Hepatic resection has been the primary treatment for 

HCC in selected patients with limited disease. Resection 
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has several practical advantages. Unlike orthotopic liver 

transplantation (OLT), there is no obligatory waiting time. 

Liver resection and OLT allow complete pathologic 

evaluation of the specimen, which is precluded with 

ablative treatment. The efficacy of partial hepatectomy is 

critically dependent on the surgeon‟s ability to achieve a 

complete resection and maintain a liver remnant with 

adequate volume, perfusion and biliary drainage. Outcome 

after resection or OLT is closely linked to disease extent 

and the best outcomes are achieved in patients with 

solitary, small HCC confined to the liver without major 

vascular invasion. Resection is preferred in patients with 

HCC and non-cirrhotic liver and is applicable for selected 

patients with Child-Pugh A cirrhosis. Unlike OLT, 

however, it does not address the precancerous cirrhotic 

liver remnant (Bryant et al., 2008). 

The perioperative risk of partial hepatectomy for 

HCC has been a critical historical issue because operative 

mortality rates often exceeded 10%. Cirrhosis and portal 

hypertension increase the risk of perioperative hemorrhage 

requiring transfusions, impair liver regeneration and 

increase the risk of liver failure. Even in relatively current 

series, operative mortality of 8% for extended hepatectomy 

in patients with HCC has been reported. Importantly, 

however, overall morbidity and mortality after resection for 
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HCC have significantly decreased, with most major centers 

now reporting mortality rates ≤ 5% with lower operative 

blood loss and transfusion rates (Bryant et al., 2008). 

Post-operative morbidity has been significantly 

associated with degree of underlying liver dysfunction, 

small liver remnant volume, blood loss, transfusion, and 

co-morbidities. The most effective strategies to minimize 

post-operative morbidity after resection relate to careful 

patient selection particularly in patients with cirrhosis 

based on assessment of liver function and restriction of 

resection to patients with compensated Child A cirrhosis 

without portal hypertension, the use of parenchymal 

sparing resections, and the use of intraoperative techniques 

to minimize blood loss, such as low central venous pressure 

anesthetic management and intermittent portal triad 

clamping (Bryant et al., 2008). 

Liver transplantation is an accepted management for 

end stage liver disease, early-stage hepatocellular 

carcinoma, and acute liver failure. Living Donor Liver 

Transplantation (LDLT) has become an important 

alternative to cadaveric organ transplant for patients with 

end stage liver disease. LDLT has a good safety profile for 

donors with the median morbidity of 16% and the mortality 

of 0.2%. With the advantages over deceased donation such 

as shorter cold ischemia time, prescheduled procedure, and 
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healthier liver grafts, LDLT may produce better recipient 

outcomes. Understanding donor and recipient outcomes is 

important. In addition, this information will help the 

transplant team improve their postoperative management 

and plan for long-term follow up after liver donation (Lee 

et al., 2009). 

As surgical techniques and postoperative 

managements continue to advance, the outcomes of LDLT 

have continued to improve. Patients considering LDLT 

should know whether the risk, severity of complications 

and long-term survival (Eguchi et al., 2008). 

Mortality from donation of the right lobe (0.23-

0.5%) is potentially higher than that of left lobe donation 

(0.05-0.21%) and this is likely due to the extent of 

resection. Right lobe donation also has a greater incidence 

of complications (Freise et al., 2008). 

Bile leaks, biliary stricture and bilomas accounted for 

the majority of biliary tract complications. Postoperative 

biliary complications is commonly referred to as the 

„„Achilles heel‟‟ of liver transplantation. Although recent 

advances in surgical procedures and graft preservation 

techniques have improved outcomes for biliary 

reconstruction of liver transplantation, biliary 

complications continue to be a major cause of morbidity 

among liver transplant recipients and are as high as 10% -

60% (Hampe et al., 2006). 


