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 Summary

Purpose: To compare short- and long-term outcomes of 
laparoscopic hepatectomy (LH) in elderly and non-elderly 
patients with hepatocellular carcinoma (HCC).

Methods: Clinical and follow-up data of patients with HCC 
who underwent LH in our Institute from January 2011 to 
December 2016 were retrospectively analyzed. The patients 
were divided into elderly (48 cases, 70 years old or older) or 
non-elderly group (97 cases, <70 years) according to their 
age at the time of operation. The short- and long-term out-
comes of both groups were compared.

Results: The Charlson comorbidity index and American 
Society of Anesthesiologists (ASA) score of patients in the 
elderly group were higher than those of patients in the non-
elderly group, and the rates of hepatitis virus infection and 
cirrhosis in the elderly group were lower than those in the 
non-elderly group. The rest of the preoperative data showed 
no statistical significance. Short-term outcomes, including

operation time, intraoperative blood loss, transfer rate, 
length of hospital stay, incidence of complications and their 
severity within 30 days after surgery, and pathological find-
ings, showed no significant difference between the elderly 
and non-elderly groups. Recurrence rates, treatment of the 
recurrence, overall survival (OS) rates, and disease-free sur-
vival (DFS) rates were similar in both groups. Multivariate 
analysis showed that age was not an independent predictor 
of OS and DFS.

Conclusions: LH in elderly patients can achieve short- and 
long-term outcomes similar to those in non-elderly patients 
with liver cancer. Old age is not a contraindication for LH 
in patients with HCC.

Key words: elderly, hepatocellular carcinoma, laparoscopic 
hepatectomy, minimally invasive surgery, minimally inva-
sive surgical oncology, survival 

Introduction

	 HCC is a malignant tumor with poor progno-
sis [1]. According to relevant statistics, HCC is the 
fifth most common malignant tumor, and in recent 
years, its incidence shows an increasing trend [2-
4]. With the increase in average life expectancy, 
its incidence in the elderly population also shows 
an increasing trend [5-8]. Hepatectomy is the most 
important treatment of HCC [1]. However, elderly 
patients have more medical comorbidities and in-

sufficient organ reserves than non-elderly patients; 
thus, the proportion of elderly patients undergoing 
hepatectomy is lower than that of non-elderly pa-
tients [9-12]. In recent years, LH started as a treat-
ment for HCC [13-17]. LH shows advantages, such 
as less blood loss, shorter hospital stay, similar or 
decreased incidence of postoperative complica-
tions, and similar long-term outcomes, compared 
with open hepatectomy [13-20]. However, the 
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above conclusions are derived from studies on non-
elderly patients with HCC. Currently, no study has 
compared the short- and long-term outcomes of 
LH between elderly and non-elderly patients with 
HCC. In the present study we evaluated the short- 
and long-term outcomes of LH for HCC in elderly 
patients in order to provide more information for 
clinical reference.

Methods

	 The protocol methodology was conducted in accord-
ance with the Declaration of Helsinki and Good Practice 
guidelines. The research was approved by our local ethics 
committees. The requirement of informed consent from 
patients was waived because of the retrospective nature 
of the research, since it was not a prospective study.

Inclusion/exclusion criteria

	 From January 2011 to December 2016, 145 patients 
with HCC who underwent LH met the following criteria: 
Inclusion criteria: (1) Patients with HCC who underwent 
radical hepatectomy at our Institute, and no other treat-
ments were used before surgery. (2) Patients’ clinical 
and follow-up data were complete. Exclusion criteria: 
(1) Patients who received palliative hepatectomy and (2) 
lack of clinical and follow-up data. 

Examinations performed

	 Patients’ preoperative liver and cardiopulmonary 
functions were evaluated to determine whether sur-
gery could be tolerated. All patients were subjected 
to brain, chest, and abdominal computed tomography 
(CT), abdominal magnetic resonance imaging (MRI), and 
abdominal ultrasound examinations to clarify the loca-
tion, size, and number of HCC lesions and to determine 
indications of LH. If necessary, positron emission com-
puted tomography (PET-CT) examination was used. All 
operations were performed with radical intent. Types 
of hepatectomy were adopted from the Brisbane 2000 
classification [21]. Anatomical resections were preferred 
over non-anatomical hepatectomy when an indocyanine 
green test showed that liver function could tolerate an-
atomical hepatectomy. Non-anatomic resections were 
performed for HCC located in single, small peripheral 
lesions. Details on LH have been reported in previous 
articles [22].
	 The severity of 30-day postoperative complica-
tions was graded according to Clavien-Dindo classifica-
tion system [23-30], in which the postoperative com-
plications are divided into 5 grades of severity: minor 
complications are defined as grades 1 and 2, and major 
complications are defined as grades 3, 4, and 5. Postop-
erative mortality was defined as death due to surgery or 
complications within 30 days after surgery.

Follow-up

	 Patients’ permanent home address and contact in-
formation were recorded. Clinic and home visits and 
telephone follow-up were used. Follow-up visits were 

scheduled once every 3 months within 2 years after sur-
gery and then changed to once every 6 months. Follow-
up exams included routine physical examination, tumor 
marker estimation, abdominal ultrasound, or abdomi-
nal CT examination. When recurrence or presence of 
other discomforts was suspected, patients were treated 
promptly in our hospital or local hospitals [1-4]. OS was 
assessed from the date of hepatectomy until the last 
follow-up or death from any cause. DFS was calculated 
from the date of hepatectomy until the date of cancer 
recurrence or death from any cause. The last follow-up 
was in September 2017.

Statistics

	 All statistical analyses were performed using the 
SPSS version 13.0 software (SPSS Inc., Chicago, IL, 
USA). Data were analyzed using t-test and presented 
as mean and standard deviation when the variables fol-
lowed a normal distribution. Data following non-normal 
distribution were compared using a non-parametric test 
(Mann-Whitney U test), and the results were expressed 
as median and range. Differences in semi-quantitative 
results were analyzed with the Mann–Whitney U test. 
Differences in qualitative results were analyzed with the 
x2 test or Fisher’s exact test, as appropriate. Survival 
rates were analyzed using the Kaplan-Meier method, and 
differences between the two groups were analyzed with 
the log-rank test. Univariate analyses were performed 
to identify prognostic variables related to OS. Univari-
ate variables with p<0.05 were selected for inclusion 
in the multivariate Cox proportional hazard regression 
model. Adjusted hazard ratios (HRs) along with corre-
sponding 95% confidence intervals (CIs) were calculated. 
p value <0.05 was considered statistically significant.

Results 

	 Table 1 shows the comparison of preoperative 
clinical data between the two groups. Compared 
with that in the non-elderly group, the Charlson 
comorbidity index and ASA score in the elderly 
group were higher than those in the non-elderly 
group. The incidence rates of hepatitis virus infec-
tion and cirrhosis in the elderly group were lower 
than those in the non-elderly group. Other preop-
erative general data, such as gender, body mass in-
dex (BMI), tumor stage and tumor location, showed 
no significant difference between the two groups.
	 Table 2 shows the short-term outcomes of pa-
tients in both groups. No significant difference was 
found in terms of operation time, intraoperative 
blood loss, transfer rate, length of hospital stay and 
incidence of postoperative complications within 30 
days after surgery and their severity between the 
two groups. Four and seven patients in the elderly 
and non-elderly groups, respectively, were con-
verted to open surgery. The reason of conversion 
was difficult-to-control bleeding. No patient died 
during surgery and within 30 postoperative days. 



Laparoscopic hepatectomy for elderly HCC patients 973

JBUON 2018; 23(4): 973

Figure 1. Comparison of overall survival according to age. Figure 2. Comparison of disease-free survival according to age.

Characteristics Non-elderly group 
(n=97)
n (%)

Elderly group 
(n=48)
n (%)

p value

Age, years, median (range) 54 (35-69) 72 (70-75) 0.000

Sex 0.487

Male 61 (63) 33 (69)

Female 36 (37) 15 (31)

BMI (kg/m2), median (range) 20 (17-24) 22 (18-25) 0.548

Charlson comorbidity index 0.0017

< 3 86 (89) 35 (73)

≥ 3 11 (11) 13 (27)

ASA score  0.039

I 75 (77) 30 (63)

II 19 (20) 12 (25)

III 3 (3) 6 (12)

ICG retention at 15 min (%), median (range) 23 (11-33) 22 (10-35) 0.254

Hepatitis B virus 68 (70) 15 (31) 0.00

Hepatitis C virus 12 (12) 9 (19) 0.304

Negative for both HBsAg and HCV antibody 17 (18) 24 (50) 0.000

Liver cirrhosis 61 (63) 21 (44) 0.029

Tumor location 0.962

Right lobe 38 (39) 19 (40)

Left lobe 59 (61) 29 (60)

CLIP stage 0.214

CLIP 0 68 (70) 39 (81)

CLIP 1 20 (21) 4 (8)

CLIP 2 9 (9) 5 (10)

JLS stage 0.662

JLS 0 59 (61) 31 (65)

JLS 1 38 (39) 17 (35)
ICG: indocyanine green, ASA: American Society of Anesthesiologists, JLS: Japanese Integrated Staging, CLIP: Cancer of the Liver 
Italian Program, TNM: tumor, node and metastasis

Table 1. Comparison of preoperative clinical characteristics between the two groups
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There was no significant difference in the patho-
logical results between the two groups (Table 3).
	 The median follow-up time in the elderly and 
non-elderly groups was 37 and 40 months, re-
spectively, and the difference was not statistically 
significant. Up to the last follow-up, 14 patients 
died in the elderly group, of whom 12 died of tu-
mor recurrence and two of non-neoplastic caus-
es. Moreover, 23 patients died in the non-elderly 
group, of whom 19 died of tumor recurrence and 4 
of non-neoplastic causes (Table 4). The 5-year OS 
of patients in the elderly and non-elderly groups 
were 52 and 55%, respectively, and the difference 
was not statistically significant (Figure 1, p=0.601). 
Multivariate analysis indicated that tumor differ-

entiation status and tumor numbers were inde-
pendent predictors of OS (Table 5).
	 Furthermore, 14 and 23 patients had tumor 
recurrence in the elderly and non-elderly groups, 
respectively. The most common locations of recur-
rence were intrahepatic locations. For the treatment 
of tumor recurrence, the most commonly method 
used was transcatheter arterial chemoembolization 
(TACE) (Table 4). The 5-year DFS of the elderly and 
non-elderly groups were 40 and 42%, respectively, 
and the difference was not statistically significant 
(Figure 2, p=0.260). Multivariate analysis showed 
that tumor lesion numbers and alpha fetoprotein 
(AFP) were independent predictors of DFS (Table 6). 
Age was not an independent predictor of OS and DFS.

Data Non-elderly group 
(n=97)
n (%)

Elderly group 
(n=48)
n (%)

p value

Type of resection 0.915

Left lateral sectionectomy 38 (39) 18 (38)

Segmentectomy 30 (31) 14 (27)

Partial resection 29 (30) 16 (33)

Converted to open surgery 7 (7) 4 (8) 1.000

Operative time min, median (range) 170 (140-250) 160 (130-280) 0.428

Blood loss, ml, median (range) 220 (170-400) 230 (180-410) 0.250

Length of hospital stay, days, median (range) 10 (7-18) 12 (8-21) 0.120

Mortality within 30 days postoperative 0 0 -

Overall complications 14 (14) 9 (19) 0.503

Major complications 10 (10) 7 (15) 0.829

Minor complications 4 (4) 2 (4)

Intraabdominal bleeding 2 (2) 1 (2) 1.000

Liver failure 2 (2) 1 (2) 1.000

Pleural effussion 4 (4) 3 (6) 0.880

Postoperative ascites 2 (2) 2 (4) 0.850

Ileus 3 (3) 2 (4) 1.000

Table 2. Comparison of surgical outcomes and complications between laparoscopy and open hepatectomy groups

Data Non-elderly group 
(n=97)

Elderly group 
(n=48)

p value

Histology 0.166

Well differentiated 32 14

Moderately differentiated 36 12

Poorly differentiated 29 22

Surgical margin size (cm) 2 (0.4-1.0) 3 (0.3-0.9) 0.540

Surgical margin status (R0/R1/R2) 97/0/0 48/0/0 1.000

Pathological TNM stage 0.650

I 63 33

II 34 15

Table 3. Comparison of pathological data between laparoscopy and open group
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Discussion 

	 Since Reich’s first report of using LH to treat 
benign liver tumors in 1991 [31], LH has been rap-
idly developed. Many studies have shown the mini-
mal invasiveness of LH as well as the similarity of 
treatment outcomes compared with open surgery 
[32-35]. Despite the lack of evidence in randomized 
controlled trials, LH has been widely used in large 
medical centers [32-35]. The number of elderly pa-

tients with HCC is gradually increasing, and open 
hepatectomy presents a higher surgical risk for this 
patient group [9-12]. In recent years, LH has been 
gradually carried out in elderly patients with HCC 
[36-42], and studies indicate that LH can achieve 
lower complications, less blood loss, and shorter 
hospital stay than open hepatectomy [36-42]. Thus, 
LH is safe and feasible in elderly patients with HCC. 
However, these studies have treated HCC and liver 
metastatic tumors as similar diseases, and only a 

Data Non-elderly group 
(n=97)

Elderly group 
(n=48)

p value

Cause of death 23 14 0.478

Tumor recurrence 19 12

Not related to cancer 4 2

Tumor recurrence 23 14 0.478

Time to first recurrence, median, months (range) 24 (3-45) 21 (6-33) 0.258

Main treatment for recurrence 0.928

Transcatheter arterial chemoembolization 10 5

Systemic chemotherapy 4 3

Radiofrequency ablation 3 3

Repeat hepatectomy 3 2

Supportive care only 3 1

Table 4. Follow-up and tumor recurrence data

Regression variables Adjusted hazard ratio 95%CI p value

Tumor differentiation

Well differentiated 1.00

Moderately differentiated 1.23 0.87-1.58 0.102

Poorly differentiated 2.58 1.54-2.98 0.021

Tumor numbers

1 1.00 0.58-1.20 0.235

2 1.18 1.38-4.30 0.012

≥3 2.02

Table 5. Multivariate Cox regression analysis of overall survial

Regression variables Adjusted hazard ratio 95%CI p value

Tumor numbers

1 1.00

2 1.35 0.78-1.57 0.079

≥3 2.04 1.69-3.05 0.039

AFP (ng/ml)

<400 1.00  0.025

≥400 2.54 1.37-2.99
AFP: alpha fetoprotein

Table 6. Multivariate Cox regression analysis of disease-free survival
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few have examined their long-term outcomes. We 
searched through databases, including PubMed, 
EMBASE and Chemical Abstracts, and found that 
the present study is the first English language ar-
ticle on short- and long-term outcomes of LH in 
elderly patients with HCC. The results show that 
performing LH to treat HCC in elderly patients can 
achieve short- and long-term outcomes similar to 
those in non-elderly patients.
	 The staging of malignant tumors is of great 
significance in determining tumor stage, provid-
ing treatment recommendations and assessing 
prognosis [43,44]. In all common malignancies, 
such as lung, gastric and colorectal cancers, the 
American Joint Committee on Cancer (AJCC) TNM 
staging system is used. However, HCC has no an 
academically recognized staging system compared 
with other common malignancies. The reason is 
that most patients with HCC have a liver disease 
background, and the staging system should con-
sider not only the tumor but also the liver function. 
Currently, more than 10 staging systems for HCC 
have been reported, and each has its advantages 
and disadvantages. In this study, we used the four 
commonly used staging systems, namely, TNM, 
Japanese Integrated Staging (JLS), and Cancer of 
the Liver Italian Program (CLIP), to compare tumor 
staging between the two groups [45,46], and the 
results showed that the tumor staging of the two 
groups was similar. 
	 In this study, for the preoperative clinical data, 
the HBsAg positive rate and incidence of cirrhosis 
in the elderly group were lower than those in the 
non-elderly group, and the HCV antibody positive 
rate was similar to that in the non-elderly group, 
which is consistent with a previous report by East 
Asian researchers [9-12]. Most HBV infections oc-
cur in children, which later lead to cirrhosis and 
liver cancer. Given that the overall prognosis of 
HCC is poor, these patients hardly live up to 70 
years; this phenomenon is caused by the lower 
HBV infection rate in the middle-aged and elderly 
patients with HCC. The rate of patients without 
hepatitis virus infection in the elderly group is 
higher than that in the non-elderly group because 
the occurrence of HCC in elderly patients is related 
to non-viral infection factors, such as alcoholic and 
non-alcoholic fatty liver diseases [9-12].
	 Regarding the difficulty of the operation, LH 
can be divided into minor, major and difficult 
hepatectomies [14-16]. In this study, all patients 

were subjected to minor hepatectomy, which is less 
challenging than the major and difficult hepatec-
tomy. However, LH is only used to perform minor 
hepatectomy. Patients with HCC who require ei-
ther major or difficult hepatectomy cannot take ad-
vantage of the minimal invasiveness of LH. Since 
2017, with the accumulation of experience in LH, 
our hospital has also been performing major and 
difficult hepatectomies. Short-term outcomes are 
satisfactory, but long-term outcomes remain to be 
further followed-up.
	 In previous studies, the 5-year survival rate 
in elderly patients with HCC treated with open he-
patectomy ranged between 41 and 64%, and long-
term outcomes were similar to those of non-elder-
ly patients [9-12]. Based on our thorough literature 
search, at present, there are no English-language 
studies on long-term survival rates of elderly pa-
tients with HCC treated with LH. In this study, the 
5-year OS of the elderly group was 52%, which is 
similar to previous results of open hepatectomy [9-
12]. This finding indicates that for elderly patients 
with HCC, as long as there are indications of LH, 
LH should be highly recommended, and the long-
term prognosis is similar to that of non-elderly pa-
tients. At present, in China, the life expectancy of 
the elderly population is increasing, thus, old age 
is not a contraindication to LH.
	 However, this study has several limitations. 
First, it was based on a single-center retrospective 
analysis, not on prospective randomized analysis. 
Second, the sample size was small, and the follow-
up period was not very long. These limitations 
should be considered when interpreting our study 
results. In the future, a multicenter prospective 
randomized controlled study with longer follow-
up period is necessary to validate the safety of LH 
for elderly patients with HCC.

Conclusions

	 This study showed that LH in elderly patients 
with HCC can achieve short- and long-term out-
comes similar to those in non-elderly patients. Old 
age is not a contraindication to LH for elderly pa-
tients with HCC.

Conflict of interests

	 The authors declare no conflict of interests.



Laparoscopic hepatectomy for elderly HCC patients 977

JBUON 2018; 23(4): 977

References

1.	 El-Serag HB. Hepatocellular carcinoma. N Engl J Med 
2011;365:1118-27.

2.	 Forner A, Llovet JM, Bruix J. Hepatocellular carcino-
ma. Lancet 2012;379:1245-55.

3.	 Torre LA, Bray F, Siegel RL et al. Global cancer statis-
tics, 2012. CA Cancer J Clin 2015;65:87-108.

4.	 Chen W, Zheng R, Baade PD et al. Cancer statistics in 
China, 2015. CA Cancer J Clin 2016;66:115-32.

5.	 Nishikawa H, Kimura T, Kita R, Osaki Y. Treatment for 
hepatocellular carcinoma in elderly patients: a litera-
ture review. J Cancer 2013;4:635-43.

6.	 Dong J, Wang W, Yu K et al. Outcomes of laparoscopic 
surgery for rectal cancer in elderly patients. JBUON 
2016;21:80-6.

7.	 Hung AK, Guy J. Hepatocellular carcinoma in the el-
derly: Meta-analysis and systematic literature review. 
World J Gastroenterol 2015;21:12197-210.

8.	 Schütte K, Schulz C, Malfertheiner P. Hepatocellular 
Carcinoma: Current Concepts in Diagnosis, Staging 
and Treatment. Gastrointest Tumors 2014;1:84-92.

9.	 Oishi K, Itamoto T, Kobayashi T et al. Hepatectomy for 
hepatocellular carcinoma in elderly patients aged 75 
years or more. J Gastrointest Surg 2009;13:695-701.

10.	 Nozawa A, Kubo S, Takemura S et al. Hepatic resection 
for hepatocellular carcinoma in super-elderly patients 
aged 80 years and older in the first decade of the 21st 
century. Surg Today 2015;45:851-7.

11.	 Brunot A, Le Sourd S, Pracht M, Edeline J. Hepato-
cellular carcinoma in elderly patients: challenges and 
solutions. J Hepatocell Carcinoma 2016;3:9-18.

12.	 Motoyama H, Kobayashi A, Yokoyama T et al. Impact 
of advanced age on the short- and long-term outcomes 
in patients undergoing hepatectomy for hepatocellu-
lar carcinoma: a single-center analysis over a 20-year 
period. Am J Surg 2015;209:733- 41.

13.	 Jiang X, Liu L, Zhang Q et al. Laparoscopic versus open 
hepatectomy for hepatocellular carcinoma: long-term 
outcomes. JBUON 2016;21:135-41.

14.	 Abu Arab W. Video-assisted thoracoscopic surgery for 
non-small cell lung cancer. Minim Invasive Surg On-
col 2017;1:1-11.

15.	 Takahashi Y. Real-time intraoperative diagnosis of 
lung adenocarcinoma high risk histological features: 
a necessity for minimally invasive sublobar resection. 
Minim Invasive Surg Oncol 2017;1:12-9.

16.	 Fang W, Ruan W. Advances in uniportal video-assisted 
thoracoscopic surgery for non-small cell lung cancer. 
Minim Invasive Surg Oncol 2017;1:20-30.

17.	 Winslow E, Hawkins WG. Laparoscopic resection of 
the liver for cancer. Surg Oncol Clin N Am 2013;22:75-
89, vi.

18.	 Kanazawa A, Tsukamoto T, Shimizu S et al. Lapa-
roscopic Hepatectomy for Liver Cancer. Dig Dis 
2015;33:691-8.

19.	 Alkhalili E, Berber E. Laparoscopic liver resection for 
malignancy: a review of the literature. World J Gastro-
enterol 2014;20:13599-606.

20.	 Gobardhan PD, Subar D, Gayet B. Laparoscopic liver 
surgery: An overview of the literature and experiences 
of a single centre. Best Pract Res Clin Gastroenterol 
2014;28:111-21.

21.	 Wakabayashi G, Cherqui D, Geller DA et al. Recom-
mendations for laparoscopic liver resection: a report 
from the second international consensus conference 
held in Morioka. Ann Surg 2015;261:619-29.

22.	 Cheung TT, Poon RT, Yuen WK et al. Long-term sur-
vival analysis of pure laparoscopic versus open he-
patectomy for hepatocellular carcinoma in patients 
with cirrhosis: a single-center experience. Ann Surg 
2013;257:506-11.

23.	 Clavien PA, Barkun J, de Oliveira ML et al. The Cla-
vien-Dindo classification of surgical complications: 
five-year experience. Ann Surg 2009;250:187-96.

24.	 Liu Z, Yang R, Shao F. Anastomosis using complete 
continuous suture in uniportal video-assisted thora-
coscopic bronchial sleeve lobectomy. Minim Invasive 
Surg Oncol 2017;1:31-42.

25.	 Emile SH. Laparoscopic intersphincteric resection for 
low rectal cancer: technique, oncologic, and functional 
outcomes. Minim Invasive Surg Oncol 2017;1:74-84.

26.	 Wu H, Li W, Chen G et al. Outcome of laparoscopic 
total gastrectomy for gastric carcinoma. JBUON 
2016;21:603-8.

27.	 Shu B, Lei S, Li F, Hua S, Chen Y, Huo Z. Laparoscopic 
total gastrectomy compared with open resection for 
gastric carcinoma: a case-matched study with long-
term follow-up. JBUON 2016;21:101-7.

28.	 Zhang X, Sun F, Li S, Gao W, Wang Y, Hu SY. A pro-
pensity score-matched case-control comparative study 
of laparoscopic and open gastrectomy for locally ad-
vanced gastric carcinoma. JBUON 2016;21:118-24.

29.	 Lu Y, Jiang B, Liu T. Laparoscopic versus open total 
gastrectomy for advanced proximal gastric carcinoma: 
a matched pair analysis. JBUON 2016;21:903-8.

30.	 Emile SH. Evolution and clinical relevance of different 
staging systems for colorectal cancer. Minim Invasive 
Surg Oncol 2017;1:43-52.

31.	 Reich H, McGlynn F, DeCaprio J, Budin R. Laparo-
scopic excision of benign liver lesions. Obstet Gynecol 
1991;78:956-8.

32.	 Shelat VG, Cipriani F, Basseres T et al. Pure laparo-
scopic liver resection for large malignant tumors: does 
size matter? Ann Surg Oncol 2015;22:1288-93.

33.	 Cheung TT, Dai WC, Tsang SH et al. Pure Laparoscopic 
Hepatectomy Versus Open Hepatectomy for Hepato-
cellular Carcinoma in 110 Patients With Liver Cirrho-
sis: A Propensity Analysis at a Single Center. Ann Surg 
2016;264:612-20.

34.	 Yoon YI, Kim KH, Kang SH et al. Pure Laparoscopic 
Versus Open Right Hepatectomy for Hepatocellular 
Carcinoma in Patients With Cirrhosis: A Propensity 
Score Matched Analysis. Ann Surg 2017;265:856-63.

35.	 Chen HY, Juan CC, Ker CG. Laparoscopic liver surgery 
for patients with hepatocellular carcinoma. Ann Surg 
Oncol 2008;15:800-6.



Laparoscopic hepatectomy for elderly HCC patients978

JBUON 2018; 23(4): 978

36.	 Amato B, Aprea G, De Rosa D et al. Laparoscopic hepa-
tectomy for HCC in elderly patients: risks and feasibil-
ity. Aging Clin Exp Res 2017;29:179-83.

37.	 Zeng Y, Tian M. Laparoscopic versus open hepatec-
tomy for elderly patients with liver metastases from 
colorectal cancer. JBUON 2016;21:1146-52.

38.	 Wang XT, Wang HG, Duan WD et al. Pure Laparo-
scopic Versus Open Liver Resection for Primary 
Liver Carcinoma in Elderly Patients: A Single-Center, 
Case-Matched Study. Medicine (Baltimore) 2015;94:     
e1854.

39.	 Spampinato MG, Arvanitakis M, Puleo F et al. Totally 
laparoscopic liver resections for primary and metastat-
ic cancer in the elderly: safety, feasibility and short-
term outcomes. Surg Endosc 2013;27:1881-6.

40.	 Chan AC, Poon RT, Cheung TT et al. Laparoscopic 
versus open liver resection for elderly patients with 
malignant liver tumors: a single-center experience. J 
Gastroenterol Hepatol 2014;29:1279-83.

41.	 Nomi T, Fuks D, Kawaguchi Y, Mal F, Nakajima Y, Gay-
et B. Laparoscopic major hepatectomy for colorectal 

liver metastases in elderly patients: a single-center, 
case-matched study. Surg Endosc 2015;29:1368-75.

42.	 Martínez-Cecilia D, Cipriani F, Vishal S et al. Laparo-
scopic Versus Open Liver Resection for Colorectal Me-
tastases in Elderly and Octogenarian Patients: A Mul-
ticenter Propensity Score Based Analysis of Short- and 
Long-term Outcomes. Ann Surg 2017;265:1192-1200.

43.	 Emile SH. Advances in laparoscopic surgery for colo-
rectal cancer: fluorescence- guided surgery. Minim In-
vasive Surg Oncol 2017;1:53-65.

44.	 Ielpo B, Duran H, Diaz E et al. Colorectal robotic sur-
gery: overview and personal experience. Minim Inva-
sive Surg Oncol 2017;1:66-73.

45.	 Yopp AC, Parikh ND, Singal AG. Is the Hong Kong Liv-
er Cancer Staging System Ready to Replace the Bar-
celona Clinic Liver Cancer System? Clin Gastroenterol 
Hepatol 2017;15:756-8.

46.	 Selby LK, Tay RX, Woon WW et al. Validity of the Bar-
celona Clinic Liver Cancer and Hong Kong Liver Cancer 
staging systems for hepatocellular carcinoma in Sin-
gapore. J Hepatobiliary Pancreat Sci 2017;24:143-52.


