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Cirurgia:
Resseccao de lobo caudado
Evolucéo satisfatoria

UFMA.H UUFMA Alta sem intercorréncias
EBSERH

# B Universidade Federal do Maranhdo
EBSERH

Servigo de Cirurgia do Aparelho Digestivo q



Tratamento do carcinoma hepatocelular

Cirurgia Terapia ablativa local Terapia loco-regional Terapia sistémica

Resseccao Radiofrequéncia Terapia transcateter Quimioterapia
Transplante Alcoolizacao Quimio-lipiodolizacao Hormonioterapia
Acido acético TACE Imunoterapia
Microondas TACE-DEB Terapia alvo
Crioablacao TAE
Eletroporacéao Radioterapia
Terapia fotodinamica TARE
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Tratamento do carcinoma hepatocelular
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ContraindicacOes para resseccao hepatica
BCLC

1 Maior que 5cm

1 Multiplos tumores
1 Hipertensao porta
1 Invasao vascular
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BCLC

1 Restritivo
1 Resseccao oferecida 5-10%
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Evolucao da cirurgia do figado

1 Manuseio perioperatorio
J Refinamento da técnica
1 Reducao da mortalidade
1 Laparoscopia
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E possivel cirurgia (resseccéo) para
carcinoma hepatocelular além do BCLC?

1 Ablacao

J Transplante
1 TACE

1 Sorafenib

] Resseccao
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Cirurgia:

Hepatectomia direita (5-8)
Evolucao com ascite

Alta sem intercorréncias
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J Malor que 5 cm

J Multiplos tumores
1 Hipertensao porta
 Invasao vascular
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Case Report

The ALPPS procedure for hepatocellular carcinoma larger than 10 centimeters
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Conduta:
ALPPS
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Pos-operatorio:
Alta sem intercorréncias
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Hepatectomia laparoscopica
Com HABIB

Evolucéo favoravel

Alta sem intercorréncias
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For Debate
Liver resection for HCC with cirrhosis: Surgical perspectives
out of EASL/AASLD guidelines

L. Capussotti *™*, A. Ferrero *”, L. Vigano *", R. Polastri *°, M. Tabone ©

14 L. Capussorti et al. | EJSO 35 (20009) 11—15

e | 28-75%  24-39% 3-14%

Tumor characteristics in recent large published series

Author Year Pis Diameter (cm) Multiple HCC Major vascular invasion
Median =5 cm

Fong*! 1999 154 — 116 (75.3%) 42 (27.3%)

Poon™ 2001 377 — 229 (60.7%) -

Grazi®® 2001 264 — 95 (36%) 0%

Belghiti ™ 2003 187 s 70 (39%) 16 (9%)

Vauthey/Nagomey " 2003 169 8 55 (33%) 24 (14%)

Tkai** 2003 230 35 72 (31%) 24 (10%)

Makuuchi®’ 2005 203 57 (28.1%) 57 (28.1%) 14 (6.9%)

Italian multicenter study"m 2006 150 - - 36 (24%) 5 (3.3%)

Capussotti L, et al. Eur J Surg Oncol 2009;35:11-15.
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Abstract

EASL/AASLD guidelines clearly define indications for liver surgery for HCC: patients with single HCC and completely preserved liver
tunction without portal hypertension. These guidelines exclude from operation many patients that could benefit from radical resection and that
are daily scheduled for hepatectomy in surgical centers. Patients with large tumors or with portal vein thrombosis cannot be transplanted or
treated by interstitial treatments. In selected cases liver resection may obtain good long-term outcomes, significantly better than non-curative
therapies. In cases of multinodular HCC, liver transplantation is the treatment of choice within Milan criteria; patients beyond these limits can
benefit from liver resection, especially if only two nodules are diagnosed: even if they have a worse prognosis, survival results after liver sur-
gery are better than those reported after TACE or conservative treatments. EASL/AASLD guidelines excluded from operating patients with
purtal hypertension but data about this tuplc are nm conclusive and fu:ther studies are nece ssary. Selected patients wuh mild purr,al h}rper-

In conclusion, guldelmes for HCC treatment should cmmlder good results of liver resection for advanced HCC, and indications for

hepatectomy should be expanded in order not to exclude from radical therapy patients that could benefit from it

Capussotti L, et al. Eur J Surg Oncol 2009;35:11-5



Primary Liver Resection Policy

[n both institutions, resection was attempted as first-line treatment
whenever possible in selected patients as previously described [ 16]. The
main selection criteria for resection were the ability of the patierm
handle a surgical intervention on a diseased liver (preserved general

condition, preserved liver function, MELD score <9, Child-Pugh class
A or B, absence of significant portal hypertension as defined by a
portocaval gradient <10 mmHg) and the resectability of the tumor (size,
number, and location of the lesions, macrovascular involvement) as
assessed by imaging, which was discussed in a weekly multidisciplinary
meeting for each case. The general condition of each patient was
evaluated according to both American Society of Anesthesiologists
Score and WHO classification. Postoperative mortality was defined as

Scatton O, et al. J Surg Oncol 2015; 111:1007-15



Resseccao hepatica

J MELD<9

d Child-Pugh Aou B

J Auséncia de HP significante
Gradiente porto-cava < 10 mmHg

] Ressecabilidade do tumor
Tamanho
NUmero
Localizacao

Envolvimento microvascular
] Estado geral preservado

Scatton O, et al. J Surg Oncol 2015; 111:1007-15



TABLE II. Pathological Features of 221 Resected Patients

Resected patients,

n=221

Single HCC (%) 138 (62.4)
Median maximum tumor size (mmf 50 (8=250)
Differentiation grade (%)

Well differentiated (%) 73 (33)

Moderately differentiated (%) 123 (55.7)

Poorly differentiated (%) 25 (11.3)
Encapsulated tumor (%) 107 (48.4)
Median margin (mm)~ 8 (0-63)
Ry resection (%) 176 (79.6)
Microvascular invasion (%) 87 (39.4)
Satellite nodules (%) 59 (26.7)
Underlying fibrosis

FO (%) 27 (12.2)

F1-2 (%) 43 (19.6)

F3 (%) 34 (15.4)

F4 (%) 117 (52.9)

&= "
Expressed as median (range).

Scatton O, et al. J Surg Oncol 2015; 111:1007-15
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Estadio 0/A Hcl:c
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ORIGINAL ARTICLE

Laparoscopic resection of hepatocellular carcinoma: a French
survey in 351 patients
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Table 4 Pathological features in 351 patients submitted to laparo-
scopic liver resection for hepatocellular carcinoma (HCC)

Postoperative data Value
Histological cirrhosis, n (%) 247 (70%)
Histological fibrosis F2, F3, n (%) 55 (16%)
I Maximum tumour size, mm, median (range) 35 (5-170) I

Single HCC, n (%) 302 (86%)
Multiple HCC, n (%) 49 (14%)
Bilobar HCC, n (%) 24 (7%)
Encapsulated HCC, n (%) 162 (46%)
Satellite nodules, n (%) 81 (23%)
Well or moderately differentiated HCC, n (%) 319 (91%)
Poorly differentiated HCC, n (%) 32 (9%)
Vascular invasion, n (%) 119 (34%)
Tumour-free margin, n (%) 323 (92%)
Margin, mm, median (range) 10 (0-78)

Soubrane O, et al. HPB 2016;16:357-65
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Estadio 0 HCC
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Estadio A
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Prognosis
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dj_@ Associagdo Brasileira de Transplante de Orgdos

Necessidade de Transplante de Figado - Brasil

Transplante Hepatico no Brasil. Lista de Espera vs n2 Tx realizados. 2001 a 2010.
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Transplante para CHC

Decisao de
transplantar Transplante

Tumor progression

Perda de indicacao: 4% / més
(15-33%)

Yao FY, et al. Liver Transpl. 2002
Roayaie S et al. Clin Liver Dis 2005



Mortalidade na Lista de Espera - CHC

Mortalidade na lista de espera (MLE)
Jan 2013 - dez 2013

Mortalidade global

34,1%
Mortalidade pediatrica

29,15%
Mortalidade Adulto

34,4%
Mortalidade CHC (Milan + Downstaging)

28,25%

Source: Secretaria de Estado
da Saude do Estado de SP —
Sistema Estadual de Transplantes
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Estadio B HCC
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ORIGINAL ARTICLE

Hepatic Resection Associated With Good Survival for
Selected Patients With Intermediate and Advanced-Stage
Hepatocellular Carcinoma

Jian-hong Zhong, MD,* Yang Ke, MD,* Wen-feng Gong, MD,* Bang-de Xiang, MD, PhD,* Liang Ma, MD,*
Xin-ping Ye, MD, PhD, Tao Peng, MD, PhD,T Gui-sheng Xie, MD,} and Le-qun Li, MD, PhD*

Zhong JH, et al. Ann Surg 2014;260:329-40
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ORIGINAL ARTICLE

Hepatic Resection Associated With Good Survival for
Selected Patients With Intermediate and Advanced-Stage
Hepatocellular Carcinoma

Jian-hong Zhong, MD,* Yang Ke, MD,* Wen-feng Gong, MD,* Bang-de Xiang, MD, PhD,* Liang Ma, MD,*
Xin-ping Ye, MD, PhD,7 Tao Peng, MD, PhD,7 Gui-sheng Xie, MD,{ and Le-qun Li, MD, PhD*

CONCLUSIONS
In this way, our clinical and literature studies suggest that HR
should be considered a fundamental part of total curative treatment of
HCC. Compared to TACE, HR can provide significant survival benefit
for patients with HCC involving large solitary tumors, multinodular
tumors, macrovascular invasion, and PHT. It is important that such
patients have at least Child-Pugh class A liver function.

Zhong JH, et al. Ann Surg 2014;260:329-40
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ORIGINAL ARTICLE

A Snapshot of the Effective Indications and Results of Surgery for
Hepatocellular Carcinoma in Tertiary Referral Centers: Is It
Adherent to the EASL/AASLD Recommendations?

An Observational Study of the HCC East-West Study Group

Guido Torzilli, MD, PhD,* Jacques Belghiti, MD,T Norihiro Kokudo, MD, PhD,i Tadatoshi Takayama, MD, PhD,§
Lorenzo Capussotti, MD, Y Gennaro Nuzzo, MD,|| Jean-Nicolas Vauthey, MD,** Michael A. Choti, MD,}7

and Masatoshi Makuuchi, MD, PhDYY

Torzilli G, et al. Ann Surg 2013;257: 929-37



TABLE 2. Pattern of Presentation According to the

BCLC Classification

BCLC Class n (%)

BCLC 0-4 [n = 931]*

Single <2 cm 204 (22)

Single <5 cm 604 (65)

Up to 3 tumors. none >3 cm 123 (13
/BCLC B [n = 666] \
Single =5 cm 456 (68.5)
Multiple 210 (31.5)

BCLC C [n = 222]

PV invasion 60 (27)
First-order PV 20 (9)
Second-order PV 16 (7)

\\_Third-order PV 24 (11) /

HV invasion 77 (35)

IVC invasion 15(7)

PV 4 HV invasion 63 (28)

PV + IVC invasion —

HV + IVC invasion 7 (3)

*The number of patients for whom the data were available.
HV indicates hepatic vein; IVC, inferior vena cava; PV, portal vein.

Torzilli G, et al. Ann Surg 2013;257: 929-37



TABLE 3. Surgical Procedures Stratified According to the

BCLC Classification

BCLC0-A BCLCB BCLCC P*
Type of resection
[n = 1674]7}
Minor 684 (88) 365 (58) 102 (38)  0.000
Major 93 (12) 268 (42) 162 (62)
0. removed
segments
[n = 1674]
<1 565(73) 231 (37) 53(20)  0.000
2 119 (15) 134 (21) 49 (18)
3 14 (2) 53 (8) 41 (16)
=3 79 (10) 215 (34) 121 (46)

Bold values indicate statistically significant.

Values given are number (percentage).

* 42 test.

1 The number of patients for whom the data were available.

Torzilli G, et al. Ann Surg 2013;257: 929-37



Mortalidade pos-operatoria — 2,7%

30 Dias (%) 90 Dias (%)
BCLC 0-A 1,6 2,0
BCLCB 3 3
BCLC C 2,5 3

Torzilli G, et al. Ann Surg 2013;257: 929-37



C Overall survival
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C Disease free survival
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A Disease-free survival
Cirrhosis
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proportion of survival
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Number at risk
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C 139 51 25
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TABLE 6. Main Published Studies of Surgical Resection for BCLC B, C, and B-C HCC in the Last Decade

Author Year BCLC Class  No. Patients  3-yr OS, % 4 5-yr OS, % \. -yr DFS, % 5-yr DFS, % Operative Mortality, %
Minagawa et al'* 2001 C 18 42 42 — — 5
Ng et al'3 2005 B 380 50 39 38 26 2.4
Chirica et al'” 2008 B-C 20 56 45 20 17 5
Ishizawa et al'® 2008 C 98 71 56 37 25 0.2
Wang et al'? 2008 B 243 64 50 — — —

C 14 29 29 — — —
Torzilli et al'8 2008 B 24 80 — 44 — 0

C 28 74 — 17 — 3.6
Present series 2011 B 737 71 57 38 27 3.1

C 297 49 \ 38 J 28 18 2.5

DFS indicates disease-free survival; OS, overall survival. 2 9-57 %

Torzilli G, et al. Ann Surg 2013;257: 929-37



Conclusoes

The herein analyzed numbers are large enough to request an
update of the EASL/AASLD therapeutic guidelines related to BCLC
B and C patients: for the latter, if within Child class A and pertor-

mance status 0-1. evaluation by a surgical team specifically expert in

liver surgery should be mandatory. It is hoped that this study will also
stimulate prospective studies able to better disclose the proportion of
patients harboring intermediate or advanced HCC who could benefit
from a surgical approach.

Torzilli G, et al. Ann Surg 2013;257: 929-37
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ORIGINAL ARTICLES

Is Portal Hypertension a Contraindication to Hepatic Resection?

Alessandro Cucchetti, MD,* Giorgio Ercolani, MD,* Marco Vivarelli, MD,* Matteo Cescon, MD,*
Matteo Ravaioli, MD,* Giovanni Ramacciato, MD, 1 Gian Luca Grazi, MD,* and Antonio Daniele Pinna, MD*

trying to define the role of each therapeutic option. They reported

Background and Aims: The outcome of hepatic resection in cirrhotic C e I ;

atiengts has improved remarkably in recent vel;rs with improved surgical well-defined indications for hepatectomy for HCC: in particular,
patien pro i Y ’ P glce portal hypertension was considered as a contraindication for liver
techniques and perioperative care; however. the role of portal hvpertension is SR S T SO S PR

Cucchetti A, et al. Ann Surg 2009;250: 922-8



Patient Survival
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In conclusion, the EASL/AASLD guidelines clearly define
indications for hepatic resection for HCC: patients with single HCC
and completely preserved liver function without portal hypertension.
These guidelines exclude from surgery many patients who could
potentially benefit from curative resection. However, faced with the
same MELD score and hepatectomy extent planning, the presence of

esophageal varices, splenomegaly, and platelet count <<100,000/
mm- should not be considered as a contraindication for hepatic
resection.

Cucchetti A, et al. Ann Surg 2009;250: 922-8
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Hepatic resection for hepatocellular carcinoma in patients with
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Kaplan—Meier survival estimates

S p=0.024

.~“3

S 65%

& 48%

= e

(T

l!."'-.! _

=

S . P=0.024

-] T T T T T T

0 12 24 36 48 60
Number at risk Months
No PHTN 160 123 93 75 58 51
PHTN 63 37 28 23 15 0
— No PHTN ----- PHTN

Santambrogio R, etal. HPB 2013;15::78-84



Table 2 Intra-operative findings

160 no-PHTN P 63 PHTN
HR > 2 segments 50 (31%) 0.038 11 (17%)
Laparoscopic approach 56 (35%) NS 26 (41%)
Operation time (min) 196 + 64 NS 189 = 69
Pringle manoeuver 88 (55%) NS 31 (49%)
Pringle timing (min) 30.5 = 26 NS 30.2 = 21
Intra-operative bleeding (ml) 292 + 262 NS 340 = 340

HR, hepatic resection; PHTN, portal hypertension, NS, not significant.

Santambrogio R, etal. HPB 2013;15::78-84



Conclusions: PHTN should not be considered an absolute contraindication to a hepatectomy in cir-
rhotic patients. Patients with PHTN have short- and long-term resulis similar to patients with normal portal
pressure. A limited hepatic resection for early-stage tumours is an option for Child—Pugh class A5 patients
with PHTN.

Santambrogio R, etal. HPB 2013;15::78-84
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Original Article

Survival outcomes of hepatic resection compared with
transarterial chemoembolization or sorafenib for
hepatocellular carcinoma with portal vein tumor
thrombosis
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Vp0: No tumor thrombus in the portal vein

Vpl: Presence of a tumor thrombus distal to, but not in, the second-order branches of the portal vein

Vp2: Presence of a tumor thrombus in the second-order branches of the portal vein

g
\ Vp3: Presence of a tumor thrombus in the first-order branches of the portal vein
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Vp4: Presence of a tumor thrombus in the main trunk of the portal vein or a portal vein branch
contralateral to the primarily involved lobe (or both)

Superior mesenteric vein

.

Figure 1 Classification for hepatocellular carcinoma with portal vein tumor thrombosis.
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A resseccao hepatica como primeira opcao, pode
proporcionar melhor sobrevida a longa prazo que TACE
ou Sorafenib, para pacientes com carcinoma
hepatocelular ressecavel, trombo tumoral de veia porta
tipo | e boa funcéo hepatica

Lee JM, et al. Clin Mol Hepatol 2016; 22: 160-7
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In conclusion, the present study provides further evidence
supporting HR over ablation for patients with small, unifocal,

HCC tumours. Numerous factors, both patient and tumour

specific, continue to have a major influence on treatment allo-
cation. Therefore, it would be short-sighted to suggest that
ablation has no role for this subset of HCC tumours. Instead,
in the setting of a good surgical candidate, treatment strategies
should continue to emphasize a HR first approach for single,
<3 cm HCC tumours, with ablation being reserved for patients
less suited for the operating room.

Miura JT, et al. HPB 2015;17:896-901
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Recommendation

To adopt the Barcelona Clinic Liver Cancer (BCLC)
classification as the HCC staging system of choice for use
in Brazil (1B).
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