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Introduction 
 
 Hepatocel lular  carc inoma(HCC) is  the  s ixth 

most  common cancer  in  the  world (626,000 diagnoses 

per  year)  and is  the  thi rd  most  common cause of 

cancer-  related  deaths  (598,000 deaths  per  year)  

(Parkin e t  al . ,  2005) .  

 
 The incidence ranges f rom <10 cases per  100 

000 persons in North America  and Western Europe to 

50-150 cases per 100 000 persons in par ts  of  Afr ica 

and Asia,  where  HCC is  responsible for  a  large 

number  of  cancer deaths  (El-Serag et  al . ,  2003) .  

 
 The et iology of  HCC is  mult i factorial .  The most  

important  factors  are  ci rrhos is  or  chronic hepat i t is  

caused by hepat i t is  C or hepat i t is  B infect ions ,  and 

a lcohol .  Hepatocel lular  carcinoma usual ly presents  

with  nonspecif ic  symptoms, ei ther  due to the  

underlying  ci rrhosis  or  HCC i tsel f  (Al-Sowmely and 

Hodgson,  2002) .  

 
 Unfortunately,  HCC is  often  diagnosed only at  

an  advanced stage due to the  absence of  specif ic 

symptoms during  the  ini t ial  course  of  the  disease 

(Llovet  and Bruix ,  2003) .  
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 Unlike other forms of  cancer ,  the  diagnosis  of  

HCC does  not  always requi re  his tological  

confi rmation  and HCC is  usual ly diagnosed by tumor 

marker  and radiology such as  ul t ra-sonography,  C.T 

and MRI. (Bolondi  et  al . ,  2005) .  

 
 The usual  outcome is  poor ,  because  only 10-

20% of  hepatocel lular  carcinomas  can  be  removed 

completely using surgery.  I f  the cancer  cannot  be  

completely removed,  the  disease is  usual ly deadly 

within  3-6 months ,  al though this  varies  great ly.  

Survival  much longer  than  this  occasional ly occurs .  

Hepatocel lular  carc inoma has ,  thus  far ,  proven to be 

a  dif f icul t  target  for  sys temic therapies .  The 

mainstays  of  t reatment  are ,  thus ,  physical  t reatments  

that  in  one way or another  direct ly at tack  the  tumor 

or i ts  blood supply.  The addit ional  chal lenge posed 

by the  fact  that  most  cases  of  HCC develop in  the 

set t ing  of  ci rrhosis  with  impaired  l iver  funct ion,  

makes  the select ion  of  t reatment  a  science in  i tse lf  

(Bruix  and Sherman,  2005) .  

 Ti l l  date ,  surgical ,  percutaneous  and t rans-

arterial  intervent ions  have not  been compared in 

randomized control led  t r ials .  Tumor resect ion  and 
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t ransplantat ion  can  achieve a  5 -year  survival  rate of  

60-70% in  selected pat ients .  Transplantat ion  is  the 

best  t reatment  for  pat ients  with s ingle  lesions  and 

advanced l iver diseases,  such as  decompensated 

c ir rhosis  and mul t icentric  small  tumors  (Blum, 

2005) .  

 
 Unfortunately,  the  overal l  5-year  survival  ra te 

for  al l  pat ients  with  HCC has  remained s teady a t    3-

5% (Parkin et  al . ,  2005) .  
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Aim of the work 
 
 The purpose of  this  essay is  to  review the  recent  

modali t ies  in  the  surgical  management  of  

hepatocel lular  carc inoma and to focus  on l iver 

t ransplantat ion  as  an  opt ion  for  curabi l i ty in  

hepatocel lular  carcinoma.  
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Anatomy Of The Liver 
 
 The internal  archi tecture  of  the l iver  is  

composed of  series  of  segments  combined to  form 

sector separated  by scissurae  containing the  hepat ic 

veins,  Together or  separately they const i tu te  the 

vis ible  lobes  (Blumgart ,  2006) .  
 
 Alexandrian  Herophilus  (334-280 BC) was  said 

by Galen  to  have provided the  f i rs t  detai led  anatomic 

descript ion  of  hepat ic  anatomy.  Natural ly,  over  the 

ensuing mil lennia ,  a  bet ter  understanding of  the 

precise  anatomy of  the  l iver  has been forthcoming. 

Anatomic surgical  approaches  to  the  l iver ,  the 

mainstay of  e lect ive  hepat ic  surgery over  the  past  

several  decades ,  however ,  did not  become prevalent  

unt i l  the  ear ly 1950s .  An in-depth  knowledge of 

hepat ic anatomy and i ts  rela t ionship to  the  

surrounding perihepat ic  s t ructures  becomes  essent ial  

i f  one is  to  successful ly manage complex hepat ic 

in juries  (Skandalakis ,  2010) .  
 
Lobar Anatomy  

 Galen (130-200 AD) described the  l iver  as  f ive-

lobed,  but  Vesal ius ,  in  1543,  out l ined a bi lobed 

organ,  separated by the  falci form l igament  into a 


