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Clinicopathologic Variables and Surgery

Before randomization, each patient underwent conventional
liver function tests, measurement of the indocyanine green
retention rate at 15 min (ICGRI5), and technetium-
99m-diethylenetriamine-pentaacetic acid-galactosyl human
serum albumin (*"Tc-GSA) liver scintigraphy [21]. Hepa-
titis screening was undertaken by testing for hepatitis B
surface antigen (HBsAg) and hepatitis C antibody (HCVAD),
The levels of z-fetoprotein (AFP) and protein induced by
vitamin K absence or antagonist-II (PIVKA-II) were also
measured. Surgical procedures were classified according to
the Brisbane terminology proposed by Strasberg et al. [22].
In brief, anatomic resection was defined as resection of the
tumor together with the related portal vein branches and the
corresponding hepatic territory, and was classified as hemi-
hepatectomy (resection of half of the liver), extended hem-
ihepatectomy (hemihepatectomy plus removal of additional
contiguous segnients), sectionectomy (resection of two
Couinaud subsegments [231), or segmentectomy (resection
of one Couinaud subsegment). All of the other procedures
were non-anatomic and were classified as limited resection.
Peripheral tumors and those with extrahepatic growth were
managed by limited resection because this achieved ade-
quate surgical margins. Central tumors located near the
hepatic hilum or major vessels were treated by enucleation
because it was too difficult or dangerous to remove enough of
the liver to obtain an adequate margin. One senior patholo-
gistreviewed all the specimens for histologic confirmation of
the diagnosis. The width of the surgical margin was mea-
sured from the tumor border to the resection line. We eval-
uated the extent of necrosis on the largest tumor at its greatest

diameter, even in cases with multiple tumors. The tumor
stage was defined according to the TNM classification [24].

Follow-Up

Patients who survived were followed up after discharge,
with physical examination, liver function tests, and ultra-
seund, computed tomography (CT), or magnetic resonance
imaging being performed at least every 3 months to detect
intrahepatic recurrence. Chest radiographs were also
obtained to detect pulmonary metastases and chest CT was
performed if the plain radiograph showed any abnormali-
tics. Bone metastases were diagnosed by bone scintigraphy.

If the recurrence of HCC was detected by changes in the
levels of tumor markers or by imaging, recurrence limited
to the remnant liver was treated by TACE, lipiodolization,
re-resection, or percutaneous local ablation therapy, such
as RFA. If extrahepatic metastases were detected, active
treatment was undertaken in patients with good hepatic
functional reserve (Child-Pugh class A or B) and good
performance status (0 or 1) who had a solitary extrahepatic
metastasis and no evidence of intrahepatic recurrence,
while other patients were treated only with radiation ther-
apy to control symptoms caused by bone metastases.

Statistical Analysis

The results were expressed as the mean =+ SD. Continuous
variables were evaluated with the Mann-Whitney U-test or
the Kruskal-Wallis test, as appropriate. Categorical data
were compared with the Chi-square test or Fisher’s exact
test. The Kaplan—-Meier method was used to calculate the
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disease-free survival rate and the overall survival rate as of
June 2010, and the significance of differences in survival
rates was assessed with the generalized log-rank test. In all
analyses, P < 0.05 was considered to indicate statistical
significance.

Results

There were no serious side effects of selective TACE or
whole-liver chemolipiodolization. The interval between
selective  TACE, whole-liver chemolipiodolization, or
angiography and hepatic resection was 21.2 = 10.8,
23.0 & 13.2, and 20.0 £ 13.2 days, respectively. Table 1
shows the preoperative characteristics of the patients in the
three groups. There were no significant differences among
the groups with respect to gender, age, Child-Pugh class,

etiology of hepatitis or cirthosis, alcohol abuse, preopera--

tive liver function, or serum AFP and PIVKA-11 levels. The
operative results and pathologic findings in each group are
listed in Table 2. The operating time, blood loss, require-
ment for transfusion, and operative procedures did nol
differ significantly among the three groups, nor did the
rates of postoperative complications and hospital deaths.
There were no significant differences in tumor size or the
number of tumors detected on imaging before randomiza-
tion among the groups. Although the tumor sizes measured
in the surgical specimens were smaller in the selective

group and the whole-liver group compared with the control
group, the differences were not significant. In the selective,
whole-liver, and control groups, complete tumor necrosis
was confirmed in 9/42 patients (21%), 8/39 patients (21%),
and 0/43 patients (0%), respectively. The other pathologi-
cal characteristics of the tumors were comparable among
the three groups.

Recurrence and Survival

The pattern of recurrence and time o recurrence in the
three groups are shown in Table 3. A total of 27 patients in
the selective group, 28 patients in the whole-liver group,
and 26 patients in the control group developed recurrence
of HCC. Extrahepatic recwrence was significantly less
common in the selective and whole-liver groups compared
with the control group. However, the percentage of intra-
hepatic recurrences due to multinodular/diffuse tumors and
the incidence of recurrence within 6 months or 1 year
following curative resection were not significantly different
among the three groups.

The disease-free survival rates of the entire TACE group
(selective and whole-liver groups) and the control group
were 65 and 53% at 1 year, and 27 and 32% at 3 years,
respectively (Fig. 2a). The overall survival rates of the
entire TACE group and the control group were 88 and 83%
at 1 year, 75 and 60% at 3 years, and 47 and 56% at
5 years, respectively (Fig. 2b). There were no significant

Table 1 Preoperative clinical
characteristics of the three
groups

The data represent the

mean £ standard deviation
{SD) or the number of patients
HBY hepatitis B virus,

HCV hepatitis C virus, NBC,
non-hepatitis B or C virus,
AST aspartate aminotransferase,
ALT glanine aminotransferase,
ALP alkaline phosphatase,
y-GTP y-glutamyltransferase,
ICGR15 indocyanine green
retention rate at 15 min, GSA
Rimax maximum removal rate of
technetium-99m-
diethylenetriamine-pentaacetic
acid-galactosyl human serum
albumin (*™Tc-GSA), AFP
u-fetoprotein, PIVKA-II protein
induced by vitamin K absence
or antagonist-II

@ Springer

Control Selective Whole-liver P-value

group (# = 43) group (n = 42) group (n = 39)
Sex (male/female) 32111 3517 30/9 0.5921
Age (years) 66.1 £ 106 68.1 £ 5.7 66.8 & 5.4 03122
Child-Pugh class (A/B) 39/4 375 34/3 0.8708
Etiology {HMBV/HCV/NBC) 1172309 413008 6/29/4 0.1663
Alcohol abuse {4/} 17726 19/23 19/20 0.6981
Platelet count (1{')'11;11) 18.9 £ 106 152475 151 £ 69 0.2448
Total bilirubin (mg/dl) 0.89 £ 0.87 0.86 £ 0.32 0.89 & 0.41 0.3861
Albumin (g/dl) 3.64 & 0.57 3.67 4 0.39 3.50 & 047 0.2804
AST (IUMy 47 + 34 46 £ 23 47 & 21 0.5452
ALT (IU/1) 44 £ 37 40 £ 25 45 £ 23 0.3158
Prothrombin time (%) 89 4 14 86+ 13 84 & 14 0.3568
ALP (U/M) 353 £ 162 346 + 165 365 & 144 0.6605
#-GTP (U 99 £+ 69 87 £ 95 101 £ 96 0.1859
ICGR1S (%) 155+ 83 190+ 95 192 £9.5 0.1384
GSA Rmax (mg/min) 0.554 &+ 0.211 0.505 £ 0.194 0.584 = 0.277 0.3985
Hyaluronic acid (ng/ml) 175 & 165 199 £ 226 289 & 385 0.3140
AFP (ng/ml) 858 £ 5,269 2,432 + 11,638 1,791 £ 9,898 0.2750
PIVKA-IL (mAU/ml) 2,385 £ 9481 4,845 £ 17,126 1,124 £ 3,970 0.8634
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Table 2 Intraoperative and
postoperative characteristics of
the three groups

The data represent the
mean £ standard deviation

Control Selective Whole-liver P-value
group group group
{n = 43) (1 = 42) (n = 39)
Operating time (min) 321 £ 124 300 4= 100 318 £ 135 0.8368
Operative blood loss {ml) 1,875 £ 1841 1418 £ 1,324 1,309 & 1,218 0.3953
Blood transfusion (4/-) 20023 15127 13126 0.4193
Operative procedure 33/10 3012 29/10 0.8545
(limited/anatomic resection)
No. of patients with complications 8 (19%) 3 {7%) 5 (13%) (.2888
Hospital death 1 Q2% 1 (2%) 0 (0% 0.6272
Postoperative hospital stay (days) 20 4+ 18 1635 18 12 0.1685
Tumor size on imaging before TACE (cm)  4.86 4 4.12 430 4213 4.02 4 3.88 0.7668
Tumor size in specimen (cm) 494 £ 3.52 3.66 & 195 345 £ 215 0.1610
No. of tumors on imaging before TACE 34/9 33/9 3277 09156
{single/multiple)
No. of tumors in specimen (single/multiple) 32/11 32110 3178 0.8609
Histology (well/moderately/poorly/ 3347610 3/30//9 1/29/1/8 0.0052
complete necrosis}
Microscopic capsule (4/~) 3848 38/4 3871 0.2940
Microvascular invasion (+/~) 28/15 31411 2415 0.4785
Microscopic surgical margin (+/-) 5138 4138 2/37 0.5763
Associated liver disease 4/28/11 1127114 2/2413 0.6581
(normal/hepatitis/cirrhosis)
Tumor stage (I + VI + IV) 3112 3111 3069 0.8807

(SD) or the number of patients

Table 3 Patterns and timing of recurrence

Control Selective Whole-liver  P-
group group group value
{1 == 26) (n = 27) (1 == 28)
Extrahepatic 26 (27%) 327 (11%y 1728 (4%)  0.0393
recurrence
Intrahepatic 0.8829
recurence
Nodular 619 (32%)  6/24 (23%)  8/27 (30%)
recurrence
Multinodular/  13/19 (68%) 18/24 (75%) 19/27 (70%:)
diffuse
recurrence
Timing of recurrence
<6 months 126 (27%)  6/27 (22%) 4728 (14%) 0.5128
<12 months 18/26 (69%) 13/27 (48%) 14/28 (50%) 0.2323

The data represent the number {percentage) of patients

differences in disease-free survival (P = 0.6603) or overall
survival (P = 0.4115) between the two groups. Comparing
the three groups, the disease-free survival rates of the
selective group, whole-liver group, and control group were
67, 63, and 53% at 1 year, and 29, 27, and 32% at 3 years,
respectively (Fig. 3a). The overall survival rates of the
selective, whole-liver, and control groups were 91, 84, and
83% at 1 year, and 80, 70, and 60% at 3 years, respectively
(Fig. 3b). There were no significant differences in disease-

free survival (P = 0.8303) or overall survival (P =
0.7126) among the three groups.

When only patients with a solitary tumor measuring
>5 cm in the greatest diameter were analyzed, the disease-
free survival rates of the selective, whole-liver, and control
groups were 50, 34, and 44% at 1 year, and 10, 11, and 9%
al 3 years, respectively (P = 0.8650) (Fig. 4a). Among
these patients, there were also no differences in the overall
survival rate between the selective, whole-liver, and con-
wol groups, with survival rates of 82, 79, and 67% at
1 year, and 53, 68, and 47% at 3 years, respectively
(P = 0.7264) (Fig. 4b).

Discussion

In our previous retrospective study, we found that preop-
erative chemolipiodolization of the whole liver achieved
significant prolongation of both disease-free survival and
overall survival for HCC patients [19]. The precise
mechanism remains unclear, but some possible explana-
tions are: (1) subclinical micrometastases due to portal vein
dissemination or multicentric primary wmors are elimi-
nated by whole-liver therapy and (2) reducing the tumor
burden before surgery may lessen the chance of developing
resistance to chemotherapy. TACE-is a well-recognized
treatment for HCC, either as adjuvant therapy or as a
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Fig. 2 a Comparison of disease-free survival after the resection of
hepatocellular carcinoma (HCC) between patients receiving preoper-
ative selective TACE and patients receiving preoperative TACE plus
whole-liver chemolipiodolization (entire TACE group, n = 81, solid
line) and patients not receiving preoperative TACE (control group,
n = 43, dotted line). There were no significant differences in disease-
free survival between the two groups (P = 0.6603). b Comparison of
overall survival after the resection of HCC between patients receiving
preoperative selective TACE and patients receiving preoperative
TACE plus whole-liver chemolipiodolization (entire TACE group,
n = 81, solid line} and patients not receiving preoperative TACE
(control group, n = 43, dotted line). There were no significant
differences in overall survival between the two groups (P = 0.4115)

definitive procedure in patients whose tumors are consid-
ered to be unresectable [25, 26]. Preoperative TACE is not
only intended to prevent recuirence by controlling intra-
hepatic spread via the portal systen, but also to facilitate
surgery by reducing tumor bulk. In particular, minimizing
resection of the non-tumorous liver is vital in patients with
cirrhosis to avoid postoperative hepatic failure. Uchida
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Fig. 3 a Comparison of disease-free survival after the resection of
HCC among patients receiving preoperative selective TACE (selec-
tive group, # = 42, thin solid line), patients receiving preoperative
TACE plus whole-liver chemolipiodolization (whole-liver group,
n =39, thick solid line), and patients not receiving preoperative
TACE (control group, n = 43, dotted line). There were no significant
differences in disease-free survival among the three groups
(P = (.8303). b Comparison of overall survival after the resection
of HCC among the selective group (1 = 42, thin solid line), the
whole-liver group (n = 39, thick solid line), and the control group
(n = 43, dotted line). There were no significant differences in overall
survival among the three groups (P = (L.7126)

et al. [14] reported a lower survival rate among cirrhosis
patients who underwent TACE prior to the resection of
HCC compared with patients who did not undergo TACE,
and they recommended against preoperative TACE for
patients with cirthosis because the procedure could accel-
erate the deterioration of liver function. Lu et al. [11]
performed a retrospective analysis of 120 HCC patients
and concluded that preoperative TACE might benefit those
with tumors >8 cm in diameter, but not those with tumors
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Fig. 4 a Comparison of disease-free survival after resection of a
solitary HCC 5 cm in the greatest diameter mmong. patients
receiving preoperative selective TACE (selective group, # = 11, thin
solid line), patients receiving preoperative TACE plus whole-liver
chemolipiodolization {whole-liver group, n = 10, rhick solid line),
and patients without preoperative TACE (control group, # = 16,
dotted liney. There were no significant differences in disease-free
survival among the three groups (P = 0.8650). b Comparison of
overall survival after resection of a solitary HCC =5 cm in the
greatest diameter among the selective group (n = 11, thin solid line),
the whole-liver group (i = 10, rhick solid line}, and the control group
(n = 10, dorted line). There were no significant differences in overall
survival among the three groups (P = 0.7264)

2-8 cm in diameter. In contrast, it was reported that
downstaging or total necrosis of the tumor was achieved by
preoperative TACE in 62% of 103 HCC patients with
cirrhosis, leading to an improvenent of disease-free sur-
vival after liver resection and liver transplantation [13].
Thus, the value of preoperative TACE is still controversial.

A meta-analysis including seven randomized clinical
trials was undertaken in the late 1990s to investigate the

usefulness of TACE for treating unresectable HCC, which
demonstrated an improvement in 2-year survival (odds
ratio 0.53, P = 0.017) compared with control patients who
were treated conservatively or received suboptimal man-
agement [27]. This established the role of TACE as the
standard care for unresectable HCC, whether as palliative
therapy or to improve resectability [27]. Subsequent
investigations were directed towards the preoperative use
of TACE as neoadjuvant therapy to prevent recurrence. To
assess the clinical efficacy of preoperative TACE for
resectable HCC, two randomized trials were conducted in
1995 and 1996 [15, 17] (Table 4). Both of these trials
found ne improvement in disease-free survival following
neoadjuvant TACE, and Wu et al. [17] reported worse
overall survival in the TACE group. In 2009, a randomized
trial of neoadjuvant TACE for large resectuble HCC was
reported [18]. The results were similar, with no difference
in disease-free survival or overall survival between the
groups with or without TACE (Table 4). The present study
is the fourth randomized trial to compare the long-term
prognosis after the resection of HCC in patients with or
without preoperative TACE. However, it is difficult to
simply compare these wials. Zhou et al. [18] and Wu el al.
[17] enrolled patients with large HCCs, whereas Yamasaki
et al. [15] and the current trial enrolled patients with
smaller HCCs. In the trial reported by Wu et al. [17],
patients who received TACE underwent surgery a mean of
17.9 weeks after the detection of HCC, which was signif-
icantly longer than those not receiving TACE, who
underwent resection 2.3 weeks after the detection of HCC
(P = 0.009). In this study, patients in all groups underwent
surgery in 20-23 days. Differences in the conclusions of
the different trials could be atributed to the differences in
the study designs or background characteristics.

We found no significant differences in disease-free
survival or overall survival between the entive TACE group
(selective and whole-liver groups) and the control group, or
among the whole-liver, selective, and control groups, even
among patients with tumor size >3 cm (Figs. 2, 3, and 4).
The extrahepatic recurrence rate was significantly lower in
the selective and whole-liver groups compared with the
control group. However, even though preoperative TACE
induced complete tumor necrosis, there were no significant
differences in the pattern of intrahepatic recurrence or the
time until recurrence among the three groups.

In conclusion, preoperative selective TACE or TACE
plus whole-liver chemolipiodolization neither reduced the
incidence of postoperative recurrence nor prolonged sur-
vival in patients with resectable HCC. Thus, despite its
safety and feasibility, we cannot recommend preoperative
TACE as a routine procedure before hepatectomy in
patients with resectable HCC.
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Table 4 Results of randomized controlled trials on neoadjuvant transarterial chemoembolization and non-transarterial chemoembolization
before hepatectomy for resectable hepatocellular carcinoma (HCC)

Study Year  Total (TACE/mon-TACE)  Percentage of HBV Percentage of HCV Percentage of
patients {#)  patients (1) {TACE/non-TACE)  (TACE/mon-TACE) Child-Pugh class A
{TACE/Mmon-TACE)
This study 124 81443 12726 73/53 88/91
Zhou et al. [18] 2009 108 52/56 98198 0/0 84789
Yamasaki et al. [15] 1996 97 50/47 NR NR NR
Wy ét al. [17] 1995 52 24728 75/68 NR 92/86

Study

Mean preoperative
tumor size (cm)
{TACE/Mmon-TACE)

Cytotoxic agent

TACE sessions
per patient (51}

Complete necrosis (%}
{TACEMmon-TACE)

This study 4.1/5.0 EPL

Zhou et al. [18] 9.0/9.5 SFU, CDDP
Yamasaki et al. {15) 31433 DOX

Wu et al. [17] 14.3/14.5 DOX

1 2140
1.5 15/0

1 16/NR
3 NR/NR

Mortality (%)
(TACE/non-TACE)

3-year disease-free
survival (%)

3-year overall survival
(%) (TACE/Mmon-TACE)

Study Morbidity (%)
{TACEMmon-TACE)

This study 10719 172
Zhou et al. [18] Adhesions and longer 0/0

operating time

in TACE group
Yamasaki et al. [15] NR 6/9
Wu et al. [17] NR 477

28/32 75160
26/21 40/32
5442 91/88
40/50 33/60

Significant differences are shown in bold. The numbex of patients receiving TACE in this study was 81 (42 patients in the selective group and 39
patients in the whole-liver group)

TACE transcatheter arterial chemoembolization, MR not reported, HBY hepatitis B virus, HCV hepatitis C virus, EP/ epirubicin, 57U 5-fluo-
rouracil, CDDP cisplatin, DOX doxorubicin

Conflict of interest None.
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BEEFTRHEOEBEREER
100 A
=(.7126
g %
o
2604 0 e, B
2
§ 40 A
g
3 20
0 .
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F 1 ORI AT RIBR{CPE|IEFEICH T 5 randomized controlled trial

% of HBV : 12/26 | 4.1cm/5.0cm MHBARTRNTE : 21/0 WHMTACE
(n=81)" | % of HCV : 73/53 1@ SHHER (%) 1 10/19 BRI
JE TACE B¢ | % of Child-Pugh FLE (%) 1172 DRE LU
(n=43) class A : 88/91 SERERETR 28%/ | &HFHE
32%, HEETL BoRu L
SERMETFE:75%/
60%, HEELL
Zhou, W.P., | TACE B % of HBV : 9$8/98 | 9.0cnv/9.5cm 5-FU, CODP | iHiEARLFE : 15/0 #HMTACE
etal {n=52) % of HCV : 0/0 1.5 SHIEE | TACE BHCBIME: | 1BROH
(2000)® JE TACE B¢ | % of Child-Pugh ER FHESMEESFEC | DR LU
(n=56) class A : 84/89 B EGTHE
Fr® (%) 1 0/0 BUETL
SERBREHFER 26%/
21%, HEEZL
BERMET £ 40%/
32%, HEELL
Yamasaki, S., | TACE Bf % of HBV : NR 3.1cm/3.3cm DOX WHIERE ST 1 16/ NR | #iITACE
et al {n=50) % of HCV : NR 18 AHHER (%) INR TR
(1996)'¢ #TACE 8 | % of Child-Pugh Fe® (%) 16/9 BRELU
(n=47) class A: NR SEBRBERETE 54%/ | EHTFHE
42%, HEELL EpRtL
SERMEER: 1%/
88%, HEELL
Wy, C. C., TACE 8¢ % of HBV : 75/68 | 14.3cm/14.5cm | DOX EHERR ST NR/NR | #iIRITACE
etal (n=24) % of HCV : NR 3@ BHHER (%) 'NR FFPEERE
(1995)'" JETACE B | % of Child-Pugh FTE (%) 1 4/7 {LaesE
(n=28) class A : 92/86 SESBRETE 0%/ | EESY
50%, HEELZL
3ERMEYF R 33%/
60%, HEEHY

TACE : transcatheter arterial chemoembolization, HCV : hepatitis C virus, HBV : hepatitis B virus, EPI : epirubicin,
CDDP : cisplatin, 5~-FU : 5-fluorouracil, DOX : doxorubicin, NR : not recorded

" ! TACE B 13HRA) TACE 42 A &2 TACE 39 A L MAEt

LT, #iingses i EEoao o » b o— Vi
(43%), ®IRK TACE (4208)), ©BF TACE (3941
D 3BT 2T > 7 ML 1T o 2 R,
BEWRB L USRS T, REEEREET B
T IR (. ENRETFES I URIEFE
b 3 EEMICER RO R Ao 7 (5=0.8303, p=0.7126)
&=, 2.
ZHETRCT £ LCO#HAT TACE o#itiz, B
BRBLAHC 3B COMENAONE YT (R D). B
PlAEEd 3BTy BRI L CHiN TACE 0F
R SR, M Wu Y ORE Tk, #TET
TACE (2 £ ) 3SERMETFROFERETINRESh
Twh, RCT HEHD 2w, T TOretro-

spective study £ # M L T3 IFMIc 4 5 a0
TACE B3HBETIHEREM VWL DEEZ LMD,

FRAmAARIE, —HCHREAOBEEAME . 20k
FEREOBEHRII20B T CH LY, T2, FETS
TR PERF S0 FFEEEE 4 B OREEIT o 72 01T ik O
HAYEHTEY, S5 ENENEETE LT VE
WIS D $D. FOROFMIH SR
FBICBWTIE, S8BOL YA HTEET B L OOTRE
ARV E AL ST AW,
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MGEEP! (A0mg/m?, 1 B/ | AESYR
6MMX8 3~ X))+ K5k

SEmERENE
18%/48%, HEE

CDDP (10mg) +Lip (1 @ R 77.00° | BY T
/2HBX33=2, n=30) 63%/58%
JANE (n=36)
Ono, T., OREIEP! (40mg/n®, 1 E) | AENHYR | BEE: AL EMZL | SESBREGSH: | FETEH
etal +# [ UFT (300mg/day, |ChildAorB |4.6+4.0cm/ 27.6%/25.7%, W | CRFHE
(2001)* 1 #n=15) 4.1+3.1cm BELL Eibsu3
@EEEPI (40mg/m?, 1 @) SHERRIAERTR
+#5E EPI (40mg/nm, 1 B, HEESY

B/3HBX8a-X)+8
1 HCFU (300mg/day, 2
£ n=24)

OME EPL (40mg/m®, 1
@/24BX62—~X, n=

18)
GmERY (n=56)

Kwok, P. C., | B ECDDP (10mg)-+Lip (1 | AEeOURR | BEME:

xL 8188 SERBREFE | WEMBIN

etal B/3HhHX43~32, n=|Child-Pugh |8.3 (180~ | 40%/44%, HREE|HIBDO
(2003)*" 19) AorB +4.80m/5.6 2,207 | &L ket s Y
: $x12-20& (1=21) +3.9cm BEEFE:A0%/
55%,
HESBTL
Shugun, C.,  |ARE) BHE CDDP (100mg) | AEHYIE | BES (5om L 6~ EB/RBE . 7 HB/ | thymosi-
stal +EPI+MMC {10mg) +Lip BLE) 32#H | 5#B/4 5B, p= | nalphal 2
(2004 + B F3% thymosin alphat (n 39%/30%/25% 0.040 FRESR
=18} (AB/BR/CH) EFPM 1008/ | B0
BHE) BiE0& (n=23) 7H5B/ 838, p=
C3) BARMHE (n=19) 0.002 (AB¥/BE /C
)

Tanaka, S., | §4% CODP (10mg) + AENUR  (RErL

L3 BREL | 2EEEREES: RTHER

etal 5-FU (250mg, 58/ 13| Vpdor. IM3 19%/12.65%, H 8% | SOFRI%
(2005)® X 43BM, n=7) e L b the 5

BARE h=8) SEEWFER 75%/

25%, p=0.03

Hasegawa, K., | 80 UFT AEOHVEE | REE: B 4.8% SESBEREER. SHR:E
etal (300mg/day X 1 414, Child-Pugh | 33mm (0.5~ 29%/29%, HE% | {L&¢39
(2006)% n=79) AcB {12~120)/ 0.9)* L BEtES )

AR (n=80) 34mm SEEHF R 58%/

(7~130)" 73%, HERGL

Xia, Y., #0 capecitabine AENTR | ESE: HY 47548 S B/ RE 1 53%/ | EEREY
etal (1000mg/m®/day/ 1M | Child-Pugh A | 7.3:%4.4cm/ (4~65)" | 77%, HEEHY | HEH3F
(20100 X3EX4~6Y41 TN, 6.3+3.2cm SEBBREGE: sy

n=30) 47%/28%, HHE

fEAmE (n=30) 1)

EPI : epirubicin, CDDP : cisplatin, Lip : Lipiodol, HCFU : 1-hexylcarbamoyl-5-fiuoro- (x#h2) &4 BIH - &%)
uracil, MMC : mitomycin, UFT : uracil-tegafur, 5-FU : S-fluorouracil, Vp : portal vein

thrombus, IM : intrahepatic metastasis, * : Rl

FERHEIR 0 & R EPICTb RSS2 L LT,

REDHAEDLEE L (FL—FCD, [1>5—

(LS OIS DV TR S A HER I v
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FHEMBIZ A (FL—FCD) L L. 85612, [k
FIETHNLIFNTA ? | 120 LT b FHasassit
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; BROMMR
etal BFRRE 2.2cm/2.0cm | 28 /M, (2.0~ | 75%/0%, B
(2000)* wA B 36HE 34.6)° HRESY
90%/90%
Kubo, S., IFN 258 | 88 | HOV BEHE: 600 ML, |IFNESE | 3EERE: BROMDR
etal {nh=15) 2.9cm/2.6cm | B 238, 18178 | 66%/30%, BY
(2001, fv=2 4 BE 3E /3, 148 | FARE [HREBY ERHTHRIER
2002)%* {n=15) 100%/100% | 2B /38, 88| 14878" | SERMEGR: | 2RsY
78%/45%, HEH
B
Chen, L. T. [IFNIRSE | SIHUR  HBV/HOV |HEEE: a5005 M, |41.8H8" | CERBREFE: | AROHYR
etal (n=130) 3.5cm/3.0cm | 3 /8, 48 42%/46%, BEUERT
(2005)% EmEY BR: HRELL HEEDRY
(n=135) 79%/86% CERMEER: | U
68%/72%,
HEELL
Mazzaferro, V., | IFN 358 | #A%HIE | HOV EEE a300FHfl, |45HB° | SERBREGE: | EHTHES
etal (n=76) 3.4cm/3.2cm | 3B /38, 488 24%/6 %, THRAL LN,
(2008)* by oh 3 HE: HREELL 2ELIBER
{n=74) 78%/74% MRS Y
Sun, H.C., IFN 58 | 480 HBY Bk aS500F 8, [36.5HB" | SEEBREGFE . L£4PHESR
etal (n=118) 4.3cm/4.9cm | 3E /8, 728 37%/37%, HRHY
(2006)* EoAmE R HRESL
(n=118) 86%/87% SERRETR:
62%/44%,
HREHY
Lo, C. M., IFN 53¢ | 41946088 | HBY e a3000FH %A, |30HA" | SERMEFR: | EFFSHE
etal (n=40) 5.5cm/5.7cm | 3E /38, 168 79%/61%, OEGTRE
(2007)% AR R a 10007584, HERXL BOREY
{n=40) 83%/73% 3E /R 168 pTNM stagelll/IVA
SERMEFE
68%/24%,
HEEHY

IFN : interferon, HCV : hepatitis C virus, HBV : hepatitis B virus, * : shs{d, ** : S{ERE0HE

FHEREHR 03 S BN LSRRI, T OB
& ECHRS, BERRS, SITERRS0 30
KRB E D, 2000 LD RCT R E L > TS
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STORM (Sorafenib as adjuvant Treatment in the
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HAEOFFIM RO R OF70%13 HCV itk
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YIBRIROTLY A M AMEO B A, FFABRO50%
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