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Intermediate 
stage HCC
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• Multifocal HCC (exceeding BCLC-A criteria) 

• Preserved liver function

• No cancer-related symptoms (PS 0) 

• No vascular invasion

• No extrahepatic spreadIntermediate and advance HCC Slide 4/95



Biondi's Subclassification

Bolondi L, Burroughs A, Dufour JF, Galle PR, Mazzaferro V, Piscaglia F, Raoul JL, Sangro B.
Heterogeneity of Patients with Intermediate (BCLC B) Hepatocellular Carcinoma: Proposal for a 
Subclassification to Facilitate Treatment Decisions.
Semin Liver Dis. 2012;32(4):348–359.
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Modified Biondi's Subclassification(Kinki)

Kudo M, Arizumi T, Ueshima K, Sakurai T, Kitano M, Nishida N. Subclassification of BCLC B stage 
hepatocellular carcinoma and treatment strategies: Proposal of modified Bolondi’s subclassification (Kinki 
criteria). Dig Dis. 2015;33(6):751-8.

Intermediate and advance HCC Slide 6/95



Yamamoto M, Kobayashi T, Hashimoto M, Kuroda S, Kawaoka T, Aikata H, et al. Significance of liver 
resection for intermediate stage hepatocellular carcinoma according to subclassification. BMC 
Cancer. 2021;21:668.
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4.9 years

2.6 years

1.5 years

Yamamoto M, Kobayashi T, Hashimoto M, Kuroda S, Kawaoka T, Aikata H, et al. Significance of liver 
resection for intermediate stage hepatocellular carcinoma according to subclassification. BMC 
Cancer. 2021;21:668
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7.9 years (range 0.5–16.3 ) 

2.4 years (range, 0.2–10.0 )

2.0 years (range, 0.4–10.8 )

Yamamoto M, Kobayashi T, Hashimoto M, Kuroda S, Kawaoka T, Aikata H, et al. Significance of liver 
resection for intermediate stage hepatocellular carcinoma according to subclassification. BMC 
Cancer. 2021;21:668

Subgroup B1

Intermediate and advance HCC Slide 9/95



Yamamoto M, Kobayashi T, Hashimoto M, Kuroda S, Kawaoka T, Aikata H, et al. Significance of liver 
resection for intermediate stage hepatocellular carcinoma according to subclassification. BMC 
Cancer. 2021;21:668

Subgroup B2
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Yamamoto M, Kobayashi T, Hashimoto M, Kuroda S, Kawaoka T, Aikata H, et al. Significance of liver 
resection for intermediate stage hepatocellular carcinoma according to subclassification. BMC 
Cancer. 2021;21:668

Subgroup B3
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Yin, L., Li, H., Li, A. J., Lau, W. Y., Pan, Z. Y., Lai, E. C., … & [et al.] (2014). Partial hepatectomy vs. 
transcatheter arterial chemoembolization for resectable multiple hepatocellular carcinoma beyond 
Milan Criteria: a randomized controlled trial. Journal of Hepatology, 61(1), 82–88.
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OS 1-
year

2-
year

3-
year

Resection (41month) 76.1 63.5 51.1

TACE(14month) 51.8 34.8 18.1

Yin, L., Li, H., Li, A. J., Lau, W. Y., Pan, Z. Y., Lai, E. C., … & [et al.] (2014).  Partial hepatectomy vs. 
transcatheter arterial chemoembolization for resectable multiple hepatocellular carcinoma beyond Milan 
Criteria: a randomized controlled trial. Journal of Hepatology, 61(1), 82–88.
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Yin, L., Li, H., Li, A. J., Lau, W. Y., Pan, Z. Y., Lai, E. C., … & [et al.] (2014). Partial hepatectomy vs. 
transcatheter arterial chemoembolization for resectable multiple hepatocellular carcinoma beyond 
Milan Criteria: a randomized controlled trial. Journal of Hepatology, 61(1), 82–88.
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Brozzetti S, D’Alterio C, Bini S, Antimi J, Rocco B, Fassari A, Lucatelli P, Nardis P, Di Martino M, De Sanctis 
GM, Corona M, Bagni O, Cortesi E, Bezzi M, Catalano C. Surgical resection is superior to TACE in the 
treatment of HCC in a well selected cohort of BCLC-B elderly patients—A retrospective observational study. 
Cancers. 2022;14(18):4422.
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Brozzetti S, D’Alterio C, Bini S, Antimi J, Rocco B, Fassari A, Lucatelli P, Nardis P, Di Martino M, De Sanctis 
GM, Corona M, Bagni O, Cortesi E, Bezzi M, Catalano C. Surgical resection is superior to TACE in the 
treatment of HCC in a well selected cohort of BCLC-B elderly patients—A retrospective observational study. 
Cancers. 2022;14(18):4422.
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97.4%

32.3%

Brozzetti S, D’Alterio C, Bini S, Antimi J, Rocco B, Fassari A, Lucatelli P, Nardis P, Di Martino M, De Sanctis 
GM, Corona M, Bagni O, Cortesi E, Bezzi M, Catalano C. Surgical resection is superior to TACE in the 
treatment of HCC in a well selected cohort of BCLC-B elderly patients—A retrospective observational study. 
Cancers. 2022;14(18):4422.
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Hyun, M. H., Lee, Y.-S., Kim, J. H., Lee, C. U., Jung, Y. K., Seo, Y. S., Yim, H. J., Yeon, J. E., & Byun, K. S. (2018). 
Hepatic resection compared to chemoembolization in intermediate‐ to advanced‐stage hepatocellular 
carcinoma: A meta‐analysis of high‐quality studies. Hepatology, 68(3), 977–99

Intermediate and advance HCC Slide 18/95



HR, 0.65; 95% CI, 0.53-0.78; P <0.00001; I2 5 86%

HR, 0.59; 95%CI, 0.51-0.67; P < 0.00001; I25 84%

HR, 0.56; 95% CI,0.35-0.90; P5 0.02

HR, 0.53 95% CI, 0.43-0.65; P < 0.00001; I2 5 77%

Hyun, M. H., Lee, Y.-S., Kim, J. H., Lee, C. U., Jung, Y. K., Seo, Y. S., Yim, H. J., Yeon, J. E., & Byun, K. S. (2018). 
Hepatic resection compared to chemoembolization in intermediate‐ to advanced‐stage hepatocellular 
carcinoma: A meta‐analysis of high‐quality studies. Hepatology, 68(3), 977–99
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B/C  Procedure-related mortality 

was not statistically different 

between the two treatment 

modalities in BCLC

stage B plus stage C patients (OR, 
1.27; 95% CI,0.70-2.30)

Hyun, M. H., Lee, Y.-S., Kim, J. H., Lee, C. U., Jung, Y. K., Seo, Y. S., Yim, H. J., Yeon, J. E., & Byun, K. S. (2018). 
Hepatic resection compared to chemoembolization in intermediate‐ to advanced‐stage hepatocellular 
carcinoma: A meta‐analysis of high‐quality studies. Hepatology, 68(3), 977–99
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Bogdanovic A, Djokic Kovac J, Zdujic P, Djindjic U, Dugalic V. Liver resection versus transarterial 
chemoembolisation for the treatment of intermediate hepatocellular carcinoma: a systematic review and 
meta-analysis. Int J Surg. 2023;109:1439–1446.
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Bogdanovic A, Djokic Kovac J, Zdujic P, Djindjic U, Dugalic V. Liver resection versus transarterial 
chemoembolisation for the treatment of intermediate hepatocellular carcinoma: a systematic review and 
meta-analysis. Int J Surg. 2023;109:1439–1446.
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Lee HA, Lee M, Yoo JJ, Chun HS, Park Y, Kim HY, Kim TH, Seo YS, Sinn DH. Identification of patients with favorable 

prognosis after resection in intermediate-stage hepatocellular carcinoma. Int J Surg. 2024;110:1008–1018.
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DFS 1-
year

2-
year

5-
year

Resection 
(20.4month)

63.8 47.7 20.1

TACE
(9.2month)

40.3 19.8 6.4

OS 1-
year

2-
year

5-
year

Resection 92.5 83.0 67.0

TACE 81.8 63.2 31.7

Lee HA, Lee M, Yoo JJ, Chun HS, Park Y, Kim HY, Kim TH, Seo YS, Sinn DH. Identification of patients with favorable 

prognosis after resection in intermediate-stage hepatocellular carcinoma. Int J Surg. 2024;110:1008–1018.
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BCLC-B (SR-Bscore) using the following formula:

• The SR-B score= 2.361 × AFP(0: <5.0 ng/ml; 1: ≥ 

5.0 ng/ml) 

• + 0.581 × ALBI grade (0: Grade1; 1: Grade 2 or 3) 

• + 1.460 × tumor number (0: two; 1: three or more) 

• + 1.624 × maximal tumor size (0: <5 cm; 1: ≥ 5 cm)

• + 1.154. 

The AUC of the SR-B score for predicting 2-year RFS

after resection was 0.801 (95% CI: 0.753–0.849)

Cut point >> 4.24
Lee HA, Lee M, Yoo JJ, Chun HS, Park Y, Kim HY, Kim TH, Seo YS, Sinn DH. Identification of patients with favorable 

prognosis after resection in intermediate-stage hepatocellular carcinoma. Int J Surg. 2024;110:1008–1018.
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Conclusion
Resection may be beneficial for resectable 

intermediate-stage HCC based on the SR-

B score. 
(AFP ≥ 5.0 ng/ml, ALBI grade ≥ 2, Tumor number ≥ 3, 
Maximal tumor size ≥ 5 cm)

Lee HA, Lee M, Yoo JJ, Chun HS, Park Y, Kim HY, Kim TH, Seo YS, Sinn DH. 
Identification of patients with favorable prognosis after resection in 

intermediate-stage hepatocellular carcinoma. Int J Surg. 2024;110:1008–1018.

High risk
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Kim GH, Kim JH, Ko HK, Chu HH, Kim SH, Shin JH, Gwon DI, Ko GY, Yoon HK, Kim KH, Shim JH, Kim N. 
Surgical resection plus intraoperative radiofrequency ablation versus chemoembolization for the treatment 
of intermediate-stage (BCLC B) hepatocellular carcinoma with preserved liver function: a propensity score-
matched analysis. Cancers (Basel). 2022 May 15;14(10):2440.
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SR plus IORFA in patients with BCLC 
B HCC and preserved liver function 
include 
• A completely resectable main HCC 

• ≤3 remnant HCC nodules, each ≤3 cm in 
maximum diameter

• If SR alone had a high risk of insufficient 
FLR or was impossible due to unfavorable 
tumor locations

Both group HCC ≤ 4 nodule

Kim GH, Kim JH, Ko HK, Chu HH, Kim SH, Shin JH, Gwon DI, Ko GY, Yoon HK, Kim KH, Shim JH, Kim N. 
Surgical resection plus intraoperative radiofrequency ablation versus chemoembolization for the treatment 
of intermediate-stage (BCLC B) hepatocellular carcinoma with preserved liver function: a propensity score-
matched analysis. Cancers (Basel). 2022 May 15;14(10):2440.
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OS 1-
year

3-
year

5-
year

10-
year

Resection+ 
IORFA

97.1 77.9 63.8 50.6

TACE 92.4 64.1 21.3 21.3
Kim GH, Kim JH, Ko HK, Chu HH, Kim SH, Shin JH, Gwon DI, Ko GY, Yoon HK, Kim KH, Shim JH, Kim N. 
Surgical resection plus intraoperative radiofrequency ablation versus chemoembolization for the treatment 
of intermediate-stage (BCLC B) hepatocellular carcinoma with preserved liver function: a propensity score-
matched analysis. Cancers (Basel). 2022 May 15;14(10):2440.
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PFS 1-
year

3-
year

5-
year

10-
year

Resection+ 
IORFA

65.4 36.1 25.9 19.1

TACE 59.1 18.1 9.8 4.6

Kim GH, Kim JH, Ko HK, Chu HH, Kim SH, Shin JH, Gwon DI, Ko GY, Yoon HK, Kim KH, Shim JH, Kim N. 
Surgical resection plus intraoperative radiofrequency ablation versus chemoembolization for the treatment 
of intermediate-stage (BCLC B) hepatocellular carcinoma with preserved liver function: a propensity score-
matched analysis. Cancers (Basel). 2022 May 15;14(10):2440.
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Yoh T, Ishii T, Ogiso S, Nishino H, Nishio T, Koyama Y, Uchida Y, Ito T, Hatano E. Long-term outcomes 
and salvageability in patients undergoing liver resection for intermediate- and advanced-stage 
hepatocellular carcinoma. Surgery. 2023;174(4):858–864. 
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Yoh T, Ishii T, Ogiso S, Nishino H, Nishio T, Koyama Y, Uchida Y, Ito T, Hatano E. Long-term outcomes 
and salvageability in patients undergoing liver resection for intermediate- and advanced-stage 
hepatocellular carcinoma. Surgery. 2023;174(4):858–864. 
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Conclusion 

• Patient selection:
• Good performance status
• Preserved liver function

• Treatment outcomes:
• Liver resection (LR) → superior to TACE
• Better overall survival (OS) and disease-free survival (DFS)

• Careful selection needed
• High-risk features:

• Elevated AFP
• ALBI grade ≥2
• ≥3 tumors
• Tumor size >5 cm
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Japan Society of hepatology(2021)

Hasegawa K, Takemura N, Yamashita T, Watadani T, Kaibori M, Kubo S, et al. Clinical practice guidelines for 
hepatocellular carcinoma: The Japan Society of Hepatology 2021 version (5th JSH‐HCC guidelines). Hepatol 
Res. 2023;53(5):383-390.
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HongKong Liver Cancer Stanging System

Hui RWH, Mak LY, Cheung TT, Lee VHF, Seto WK, Yuen MF. Clinical practice guidelines and real-life practice 
in hepatocellular carcinoma: A Hong Kong perspective. Clin Mol Hepatol. 2023;29(2):217-229

Hong Kong Consensus recommends liver resection as

the first-line treatment for HCC with solitary lesion or with

several lesions limited to segment(s) with resectable potential, 

given satisfactory liver function reserve.

Inadequate future liver remnant
• PVE or ALPPS
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Taiwan Liver Cancer Association and the 
Gastroenterological Society of Taiwan(2016)

Teng W, Wang H-W, Lin S-M, et al.; Diagnosis Group and Systemic Therapy Group of the Taiwan Liver 
Cancer Association. Management Consensus Guidelines for Hepatocellular Carcinoma: 2023 Update 
on Surveillance, Diagnosis, Systemic Treatment, and Posttreatment Monitoring. Liver Cancer. 2024
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Chinese Expert Consensus on the Whole-
Course Management of Hepatocellular 
Carcinoma (2023 Edition)
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Advance 
stage HCC
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• Multifocal HCC (exceeding BCLC-A criteria) 

• Preserved liver function

• No cancer-related symptoms (PS 0) 

• No vascular invasion

• No extrahepatic spreadIntermediate and advance HCC Slide 39/95



PVTT Classification
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• Retrospective 2000-2007
• 2093 LR VS 4381 Non-LR

Non LR
• TACE
• CHEMOTHERAPY
• HAIC
• PALLATIVE
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Child-Pugh A

OS 1-
year

3-
year

5-
year

Resection 74.9 49.1 39.1

Non-LR 53.1 25.3 16.0

OS 1-
year

3-
year

5-
year

Resection 70.9 43.5 32.9

Non-LR 62.9 31.6 20.1

2.87

1.10

After PPS

2.45

1.57

Intermediate and advance HCC Slide 42/95



Child-Pugh B

1.44

0.48

OS 1-
year

3-
year

5-
year

Resection 61.3 35.2 25.6

Non-LR 32.2 13.0 7.9
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• LR significantly improves survival in HCC patients with PVTT limited to 
first-order or more peripheral branches (Vp1–Vp3) and preserved liver 
function.

• Benefit not proven in Vp4 (main trunk/contralateral invasion) due to 
high R2 resection rate and poor outcomes.
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HVTT classification
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• Retrospective 2000-2007
• Child Pugh A
• 540 LR VS 481 Non-LR

Non LR
• TACE
• CHEMOTHERAPY
• HAIC
• PALLATIVE
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• Child Pugh A
• pHVTT/mHVTT

After PPS

OS 1-
year

3-
year

5-
year

Resection 80.0 56.6 44.2

Non-LR 63.7 32.6 20.3

OS 1-
year

3-
year

5-
year

Resection 75.6 51.8 33.1

Non-LR 67.1 37.0 27.9

4.47

1.58
1.81

3.42
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pHVTT Vs mHVTT
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OS 1-
year

3-
year

Resection 63.2 33.1

Non-LR 42.3 20.1

• Child Pugh A
• IVCTT

0.84

1.48

PVTT >> vP2/vP3

1.88

5.67
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• Liver resection offers significant survival benefit with 
acceptable operative risk in HCC patients with HVTT, 
especially those without PVTT.
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5-year OS >>50% 
5-year DFS >>25.9% 
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< 0.53 = low risk,
0.53 -1.86 = intermediate
>1.86 = high risk
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5-year OS 65.7% 
5-year OS 49.5% 
5-year OS 17.0% 

5-year RFS 31.3% 
5-year RFS 26.2%
5-year RFS 0%, 

Cirrhosis 
5-year OS 61% 
5-year OS 41.6% 
5-year OS 0% 

Cirrhosis 
5-year RFS 32.6% 
5-year RFS 29.5%
5-year RFS 0%, 

Liver resection should be considered in patients with HCC 
beyond the BCLC criteria with a low or moderate risk scores
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Retrospective in USA
• HCC with vascular invasion
• Resection VS systemic therapy
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Median servival 21.4 vs 8.5 months

AHR: 0.496, 95% CI: 0.426–0.578)

After PSM

AHR: 0.423, 95% CI: 0.307–0.583)

Median survival 

• R0: 22.2 months 

• R1: 16.0 months 

• R2: 13.2 months

R1 vs Systemic : 
AHR: 0.558, 95%CI 0.381–0.819)
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Conclusion 

• PVTT
• Vp1–3 PVTT: LR provides survival benefit.
• Vp4 PVTT: LR does not offer significant benefit.
• Independent risk factors for ineffective LR in PVTT:

• AFP levels >400 ng/mL
• Tumor number >3

• HVTT
• LR offers significant survival benefit with acceptable operative risk in 

patients with hepatic vein tumor thrombus (HVTT), especially in the 
absence of PVTT.

• Survival decreases in HVTT patients with inferior vena cava (IVC) 
invasion.
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Japan Society of hepatology(2021)

Hasegawa K, Takemura N, Yamashita T, Watadani T, Kaibori M, Kubo S, et al. Clinical practice guidelines for 
hepatocellular carcinoma: The Japan Society of Hepatology 2021 version (5th JSH‐HCC guidelines). Hepatol 
Res. 2023;53(5):383-390.
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Taiwan Liver Cancer Association and the 
Gastroenterological Society of Taiwan(2016)

Teng W, Wang H-W, Lin S-M, et al.; Diagnosis Group and Systemic Therapy Group of the Taiwan Liver 
Cancer Association. Management Consensus Guidelines for Hepatocellular Carcinoma: 2023 Update 
on Surveillance, Diagnosis, Systemic Treatment, and Posttreatment Monitoring. Liver Cancer. 2024
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HCC with bile duct tumor 
thrombus (BDTT)
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BDTT

• HCC with Bile duct tumor thrombus (BDTT) is a rare but 
recognized complication of hepatocellular carcinoma (HCC).

• Incidence  0.5–12.9%
• Standard practice guideline do not provide
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Japanese classification of BDTT
• (A) B1: The tumor locates in S8 and the tumor thrombus invades the 

confluence of dorsal and ventral bile ducts; the bile duct dilation of ventral 
subsegment is observed.(>2 order)

• (B) B2: As the tumor thrombus further extends to the confluence of S5 
and S8, bile duct dilation of S5 can be seen.(2nd order)

• (C) B3: The tumor thrombus extends to the right hepatic duct, and the bile 
duct dilation of the right posterior lobe can also be seen.(1st order) 

• (D) B4: The tumor thrombus extends to the common bile duct, and the bile 
duct dilation of left hepatic lobe can be seen. (Main)
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Retrospective
HCC with BDTT vs without BDTT
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OS 1-
year

3-
year

5-
year

BDTT 
(resection)

92% 77% 48%

Without BDTT 88% 67% 52%

No significant differences between the two groups (p=0.83)

OS 1-
year

3-
year

5-
year

BDTT(13) 
(resection)

92% 77% 48%

BDTT(6)
(no resection)

14% 5% 0%

Higher significant  in resection group(p<0.001)
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• Retrospective  multicenter
• Surgical outcome in B3,B4
• N = 257
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OS 1-
year

3-
year

5-
year

10-
year

Resection 74.5 52.9 43.6 24.7

Cummerative recurrence rate 1-
year

3-
year

5-
year

10-
year

Resection 49.2 66.6 74.2 79.6

45.8 months

12.7 months

Overall survival rates and recurrnce rate not difference between at B3 and B4
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Liver resection equal to or greater than hemi-

hepatectomy + combined BDR

• Improved overall survival HR = 0.61 (0.38-0.99); p= 

0.044 and HR= 0.51(0.31-0.84); P= 0.008, respectively 

• Decreased recurrence HR = 0.59 (0.38-0.91); P= 0.018 
and HR=0.61 (0.42-0.89);P= 0.009

B4 group, the influence of BDR was more significant for 

both overall survival and recurrence [HR = 0.40 (0.22-

0.73); P= 0.003 and HR = 0.50 (0.30-0.85); P= 0.01, 

respectively

Intermediate and advance HCC Slide 70/95



• Retrospective (PSM)
• LR vs TACE in HCC with BDTT
• M = 105 vs 40
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21 vs 13 months 20 vs 10months

After PSM

OS 1-
year

2-
year

3-
year

Resection 69.5 45.7 34.6

TACE 52.5 12.5 10.0

OS 1-
year

2-
year

3-
year

Resection 67.9 43.4 37.7

TACE 46.6 14.3 10.7
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DFS 1-
year

2-
year

3-
year

Resection 69.5 45.7 34.6

TACE 52.5 12.5 10.0

DFS 1-
year

2-
year

3-
year

Resection 38.5 25 20

TACE 14.3 14.3 7.1

After PSM

7 vs 3.5 months 7 vs 2 months
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• When technically feasible, liver resection should be the 
preferred treatment for HCC with BDTT, offering superior 
OS and DFS compared with TACE.

• Best candidates: well-preserved liver function (Child–
Pugh A),single tumor, and absence of major vascular 
invasion
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Bile Duct Preserving Surgery for Hepatocellular Carcinoma With Bile Duct Tumor Thrombus
Peeling-off technique

1-
year

3-
year

5-
year

OS 82.5 38.8 32.5

RFS 35.1 21.9 14.6

Yamamoto S, Hasegawa K, Inoue Y, et al. Bile duct preserving surgery for HCC with bile duct tumor 

thrombus. Ann Surg. 2015;261(5):e123–e125.
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Conclusion 

• BDTT is not an adverse prognostic factor in resected HCC.
• When technically feasible, liver resection should be the preferred 

treatment for HCC with BDTT, offering superior OS and DFS 
compared with TACE.

• Best candidates: well-preserved liver function (Child–Pugh A), low 
tumor burden, and absence of major vascular invasion

• Bile duct preserving surgery using the peeling-off technique is 
feasible and safe for selected HCC with BDTT
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Rupture 
HCC
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Rupture HCC Management

• Transcatheter arterial embolization (TAE/TACE): effective for hemostasis
• TACE alone or Bridge to surgery

• Surgery
• emergency hepatectomy vs. staged hepatectomy

• Microwave coagulation, radiofrequency ablation (limited use)
• Difficult technique in exophytic tumor or large tumor

• Perihepatic packing >> unstable patient with ineffective or contraindication for TAE
• High rate of intraabdominal abscess
• Poor survival

• Hepatic artery ligation >> unstable patient with ineffective or contraindication for TAE
• High rate hemostasis but high in-hospital mortality

• Conservative: hemodynamic stable, limited role, poor prognosis
• High rate rebleeding
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• Stage resection (TAE+conservative) >> 53 
• Emergency resection >> 5
• Overall Perioperative mortality 12%
• 60%(3/5) in emergency resection group
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After PSM
Intermediate and advance HCC Slide 80/95



After PSM
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Retrospective 
• Resectable rupture HCC
• Stage hepatectomy(after TAE ) vs Emergency 

hepatectomy
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OS and DFS >> not significant
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Hemostasis >> not significant Mortality >> TAE group significant lower
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Complication >> lower in TAE group 1-year survival >> not significant
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Successful hemostasis >> no significant

In-hospital mortality of rHCC patients in the TAE/TACE 

+ SH group was lower than that of the EH group.

Complication >> no significant
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1-year survival of rHCC patients in the

TAE/TACE + SH group was higher than that of the EH

group.

3-year survival of rHCC

patients in the TAE/TACE + SH group was higher than that

of the EH group.
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After TAE
• Stage hepatectomy VS TACE alone
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OS 1-
year

2-
year

5-
year

Stage h 83.3 75 45

TACE 47.7 27.3 27.3

OS 1-
year

2-
year

5-
year

Resection 88.7 58.4 43.8

TACE 40.1 15.7 10.5
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Conclusion

• Emergency hepatectomy is high mortality rate and complication
• Staged hepatectomy should be considered in cases of 

spontaneous HCC rupture with resectable tumor and preserved 
liver function.
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2025 Indian National Association for Study of the Liver
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