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Abstract
Background Hepatitis B virus (HBV) infection is the leading cause of hepatocellular carcinoma (HCC) worldwide. The aim of
the study was to identify the incidence and predictive factors of actual 10-year survival following liver resection of HBV-related
HCC.
Methods A Chinese multicenter database of patients undergoing curative hepatectomy of HBV-related HCC was
reviewed. Patients who survived ≥ 10 years and patients who died < 10 years after surgery were compared and analyzed.
Univariable and multivariable regression analyses were performed to identify predictive factors associated with 10-year
survival.
Results Among all enrolled 1016 patients, the actuarial 10-year survival rate was 24.1%, while the actual 10-year survival rate
was 16.6%. There were 169 patients who survived at least 10 years after surgery and 688 who died within 10 years from surgery.
These patients constituted the study population of this study. Multivariable regression analysis revealed that cirrhosis, preoper-
ative HBV viral load > 104 copies/mL, maximum tumor size > 5 cm, multiple tumors, macroscopic and microscopic vascular
invasion, postoperative HBV reactivation, and early recurrence (< 2 years after surgery) were independent risk factors associated
with actual 10-year survival, while postoperative antiviral therapy, regular recurrence surveillance, and curative treatments for
initial recurrence were independent protective factors.
Conclusions The actual 10-year survival after curative resection of HBV-related HCC was calculated to be 16.6%. Postoperative
antiviral therapy and regular recurrence surveillance were independent protective factors associated with actual 10-year survival
after liver resection of HBV-related HCC.
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Abbreviations
HCC Hepatocellular carcinoma
HBV Hepatitis B virus
HCV Hepatitis C virus
BMI Body mass index
ASA American Society of Anesthesiologists
AST Aspartate transaminase
ALT Alanine aminotransferase
AFP Alpha-fetoprotein
CT Computed tomography
MRI Magnetic resonance imaging
TACE Transcatheter arterial chemoembolization
SD Standard deviation
OR Odds ratios
95% CI 95% confidence interval

Introduction

Hepatocellular carcinoma (HCC) is one of the most frequent
and detrimental malignancies worldwide.1,2 China alone ac-
counts for more than half of HCC cases.3 The prevalence of
hepatitis B virus (HBV) infection is the leading cause of HCC,
especially in China, which accounts for more than 80% of all
HCC cases in Chinese population.4,5 For patients with early
stage HCC, the most commonly used treatment is liver resec-
tion, which has a 5-year survival rate of around 70%.6–9 In
selected patients with locally more advanced HCC, favorable
survival benefits can still be obtained from liver resection,
provided that the tumor is resectable and the residual liver
reserve is adequate.10–14 As recognized by numerous studies,
liver- and tumor-related characteristics such as cirrhosis, tu-
mor size, tumor number, and vascular invasion have been
demonstrated as definite risk factors associated with long-
term survival after curative resection of HCC.15,16 The
Kaplan-Meier method of actuarial survival analysis is applied
in most of these studies. However, given this method tends to
overestimate survival outcomes as a result of censorship of
data and subgroup analysis, the actual long-term survival rate
after resection of HCC is significantly inferior to reported
actuarial survival rates. A systematic review which enrolled
14 studies revealed that the actual 10-year survival rate fol-
lowing resection of HCC was 7.2%, whereas the actuarial
survival quoted from the same study was 26.8%.17

Recently, several investigations have been emphasized on
actual long-term (10 years) survival following liver resection
of HCC.18–23 Zheng et al.18 found that actual 10-year survival
was associated with smaller, solitary tumor without vascular
invasion, while Koda et al.23 identified that sustained virolog-
ic response and good liver function were protective prognostic
factors associated with actual 10-year survival after resection
of hepatitis C virus (HCV)-related HCC. However, there was
still no investigation focused on the actual 10-year survival

after liver resection of HBV-related HCC. Given the predom-
inance of HBV-related HCC all over the world, it is essential
to investigate the incidence and predictive factors of the actual
10-year survival following resection of HBV-related HCC.

Based on a Chinese multicenter large cohort, this study
aimed to profile the clinical and pathological factors on the
association with 10-year actual survival after curative resec-
tion of HBV-related HCC, and to identify those predictive
factors of actual 10-year survival with a special reference to
HBV status, antiviral therapy, and postoperative recurrence
surveillance.

Patients and Methods

Patients

A multicenter database of patients who underwent curative-
intent liver resection of initial HCC from January 2000 to
December 2009 at seven Chinese hospitals was retrospective-
ly reviewed and analyzed. These seven hospitals were the
Eastern Hepatobiliary Surgery Hospital, the People’s
Hospital of Hunan Province, the Mengchao Hepatobiliary
Hospital, the Pu’er People’s Hospital, the Fourth Hospital of
Harbin, the Liuyang People’s Hospital, and the Ziyang First
People’s Hospital. The diagnosis of HCC was confirmed by
postoperative pathological examination. The inclusion criteria
for the study were as follows: (1) had HBV infection which
was defined as a positive serology of hepatitis B surface anti-
gen (HBsAg), (2) without any previous anti-HCC treatment
before liver resection, (3) underwent curative liver resection of
HCC, which was defined as R0 resection, and (4) had a com-
plete record on those essential prognostic variables. The ex-
clusion criteria were as follows: (1) had concurrent HCV in-
fection which was defined as positive serum HCV antibody;
(2) underwent palliative liver resection, i.e., R1 or R2 resec-
tion; (3) had recurrent HCC, ruptured HCC, or combined
HCC-cholangiocarcinoma; (4) without preoperative HBV-
DNA test; and (5) had missing data on essential prognostic
variables. This study was censored on June 30, 2018.
Informed consent for the data to be used for clinical researches
was obtained from all enrolled patients. This study was per-
formed in accordance with the Declaration of Helsinki and the
Ethical Guidelines for Clinical Studies of all the seven en-
rolled hospitals.

Clinicopathological and Operative Variables

The patients’ demographic characteristics included sex, age,
diabetes mellitus history, body mass index (BMI), and
American Society of Anesthesiologists (ASA) score. The clin-
icopathological characteristics included absence/presence of
cirrhosis or portal hypertension, Child-Pugh grading,
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preoperative serum hepatitis B e Antigen (HBeAg) positivity,
preoperative HBV-DNA load, alanine transaminase (ALT),
aspartate aminotransferase (AST) and alpha-fetoprotein
(AFP) levels within a week before surgery, maximum tumor
size, solitary/multiple tumors, satellite nodules, macroscopic
or microscopic vascular invasion, and tumor differentiation.
Cirrhosis was detected by histopathological examination, and
portal hypertension was confirmed as the presence of either
esophageal varices, or splenomegaly along with a decline in
platelet count (≤ 100 × 109/L). The operative variables
consisted of intraoperative blood loss, blood transfusion, ex-
tent of hepatectomy, and patterns of liver resection. Major
hepatectomy involved three or more Couinaud liver segments,
while minor hepatectomy was defined as resection of fewer
than three segments. Anatomical resections were defined
using the Brisbane 2000 Nomenclature of Liver Anatomy
and Resections,24 and nonanatomical resections indicated
wedge or limited resection.

Use of Antiviral Therapy and Follow-up

Once patient’s preoperative HBV-DNA test was revealed as ≥
1000 copies/mL, adjuvant antiviral therapy with lamivudine
100 mg, adefovir dipivoxil 10 mg, or entecavir 0.5 mg orally
daily was commenced immediately or after discharge for
some voluntary patients under their consent. For patients with
renal insufficiency, the daily lamivudine or adefovir dipivoxil
dose was adjusted according to creatinine clearance.

Patients were prospectively followed up at each center
using a surveillance strategy adopted by all the hospitals for
recurrence and HBV serological status. After discharge, pa-
tients were followed up using serum AFP level, serum HBV-
DNA test, ultrasonography or contrast-enhanced computed
tomography (CT) scan, or magnetic resonance imaging
(MRI) of the chest and abdomen once every 2 months for
6 months, and then once every 3 months for the next one
and a half years. Recurrence surveillance at a 6-monthly in-
terval was carried out on patients who were alive and
recurrence-free 2 years after surgery. Regular recurrence sur-
veillance was defined as abdominal imaging and/or AFP sur-
veillance every 6 months, or within 6 months prior to the
diagnosis of HCC recurrence, while irregular recurrence sur-
veillance was defined as surveillance with intervals greater
than 6 months, or diagnosis of HCC recurrence because of
symptoms, or because the patients were investigated for other
reasons. Tumor recurrence was suspected with progressive
elevation of serum AFP levels and ultrasonographic detection
of a new liver lesion. The diagnosis was made when dynamic
CT scan or MRI showed contrast enhancement in the arterial
phase and wash out in the venous phase, or when hepatic
angiography disclosed high tumor vascularity. Once tumor
recurrence was suspected, patients were hospitalized to con-
firm the diagnosis. Appropriate management included re-

resection, liver transplantation, local ablation therapy, trans-
catheter arterial chemoembolization (TACE), molecular
targeting therapy, radiotherapy, and supportive therapy. Re-
resection, liver transplantation, and local ablation therapy
were considered as curative treatments, while the other treat-
ments were considered as non-curative. Actuarial survival was
defined as the time interval between the date of surgery and
the date of death, which were calculated by the Kaplan-Meier
method.

Statistical Analysis

The patients’ clinicopathological and operative variables were
summarized using frequency and percentage for categorical
covariates and mean ± standard deviation (SD) or median
(range) for continuous covariates. Categorical and continuous
covariates were compared using the Fisher exact test and the
Wilcoxon rank-sum test, respectively.

The actuarial survival was calculated based on the Kaplan-
Meier method, while the actual survival was indicated by the
number of patients alive at 10 years divided by the number of
patients enrolled. The analytic cohort was categorized into
patients who survived ≥ 10 years after surgery (the 10-year
survival group) vs. patients who died < 10 years from the date
of surgery (the 10-year nonsurvival group). Univariable and
multivariable logistic regression analyses were performed to
identify the associations between potentially important clini-
cal factors and the actual 10-year survival after resection of
HBV-related HCC. The coefficients from the logistic regres-
sion models were subsequently reported as odds ratios (OR)
with corresponding 95% confidence intervals (CI). Statistical
analyses were performed using the SPSS software version
25.0 (SPSS, Chicago, IL, USA). P values were two-sided
and < 0.05 were considered statistically significant.

Results

During the time period, there were 1016 patients with chronic
HBV infection undergoing curative resection who met the
inclusion criteria. Given that the primary endpoint of our study
was the actual 10-year survival, 159 patients who were still
alive at the last follow-up but with a follow-up of less than
10 years after surgery were excluded. The remaining 857 pa-
tients constituted the study population. There were 169 pa-
tients who survived ≥ 10 years (19.7%, the 10-year survival
group) and 688 who died < 10 years after surgery (80.3%, the
10-year nonsurvival group). In the entire cohort of those pa-
tients undergoing liver resection of HBV-related HCC, the
actuarial 10-year survival rate was 24.1% (Fig. 1), while the
actual 10-year survival rate was 16.6%.

290 J Gastrointest Surg (2019) 23:288–296



Comparisons Between the 10-Year Survival
and Nonsurvival Groups

Comparisons of the patients’ clinicopathological variables be-
tween the 10-year survival and nonsurvival groups were illus-
trated in Table 1. There were no differences in age, sex, dia-
betes mellitus, ASA score, preoperative BMI, and the percent-
age of anatomical resection between them. However, there
were significant or marginal differences between the 10-year
survival and nonsurvival groups in many clinicopathological
and operative variables, including the presence of cirrhosis
(P = 0.001), portal hypertension (P = 0.074) and Child-Pugh
grade B (P = 0.054), preoperative AST level (P < 0.001), ALT
level (P = 0.001), AFP level (P < 0.001) and HBV viral load
(P = 0.003), the positiveness of HBeAg (P = 0.037), maxi-
mum tumor size > 5 cm (P < 0.001), multiple tumor
(P < 0.001), macroscopic vascular invasion (P < 0.001), mi-
croscopic vascular invasion (P < 0.001), poor tumor differen-
tiation (P < 0.001), intraoperative blood loss (P < 0.001), in-
traoperative blood transfusion (P < 0.001), and extent of hep-
atectomy (major vs. minor) (P < 0.001).

Comparisons of outcomes and postoperative variables dur-
ing follow-up between the 10-year survival and nonsurvival
groups were also shown in Table 2. Compared with the pa-
tients in the 10-year nonsurvival group, the patients in the 10-
year survival group had significantly higher percentages of
postoperative antiviral treatment (48.5% vs. 35.9%, P =
0.003) and regular recurrence surveillance (57.4% vs.
35.3%, P < 0.001), but significantly lower percentages of
postoperative HBV reactivation (8.9% vs. 24.6%,
P < 0.001). The cumulative 1-, 3-, and 5-year rates of unde-
tectable HBV-DNAviral load in patients with 10-year survival
were 87.6%, 89.3%, and 91.1%, which were significantly
higher than those in patients without 10-year survival

(66.1%, 69.5%, and 77.5%, all P < 0.001). Patients in the
10-year survival group had significantly lower cumulative
overall recurrence (58.0% vs. 88.2%, P < 0.001) and early
recurrence (< 2 years) rates (28.4% vs. 58.3%, P < 0.001).
With respect to the treatments for initial recurrence, the

Table 1 Comparisons of clinicopathological and operative variables
between the 10-year survival and nonsurvival groups

N (%) Total
(N = 857)

10-year
survival
group
(N = 169)

10-year
nonsurvival
group
(N = 688)

Univariable
P value

Age > 60 years 145 (16.9) 27 (16.0) 118 (17.2) 0.715
Male 766 (89.4) 151 (89.3) 615 (89.4) 0.988
Diabetes mellitus 48 (5.6) 6 (3.6) 42 (6.1) 0.196
ASA score > 2 93 (10.9) 19 (11.2) 74 (10.8) 0.855
Preoperative

BMI
> 24.0 kg/m2

300 (35.0) 54 (32.0) 246 (35.8) 0.353

Cirrhosis 645 (75.3) 111 (65.7) 534 (77.6) 0.001
Portal

hypertension
304 (35.5) 50 (29.6) 254 (36.9) 0.074

Preoperative
Child-Pugh
grade B

103 (12.0) 13 (7.7) 90 (13.1) 0.054

Preoperative
AST level
> 40 U/L

423 (49.4) 60 (35.5) 363 (52.8) < 0.001

Preoperative
ALT level
> 40 U/L

441 (51.5) 67 (39.6) 374 (54.4) 0.001

Preoperative
AFP level
> 400 μg/L

357 (41.7) 49 (29.0) 308 (44.8) < 0.001

Preoperative
HBV viral
load
> 104 copies/-
mL

376 (43.9) 57 (33.7) 319 (46.4) 0.003

HBeAg (+) 188 (21.9) 27 (16.0) 161 (23.4) 0.037
Maximum tumor

size > 5 cm
463 (54.0) 51 (30.2) 412 (59.9) < 0.001

Multiple tumor 259 (30.2) 20 (11.8) 239 (34.7) < 0.001
Macroscopic

vascular
invasion

147 (17.2) 3 (1.8) 144 (20.9) < 0.001

Microscopic
vascular
invasion

518 (60.4) 74 (43.8) 444 (64.5) < 0.001

Poor tumor
differentiation

725 (84.6) 128 (75.7) 597 (86.8) < 0.001

Intraoperative
blood loss
> 400 ml

421 (49.1) 56 (33.1) 365 (53.1) < 0.001

Intraoperative
blood
transfusion

236 (27.5) 24 (14.2) 212 (30.8) < 0.001

Major
hepatectomy

270 (31.5) 25 (14.8) 245 (35.6) < 0.001

Nonanatomical
resection

596 (69.5) 115 (68.0) 481 (69.9) 0.637

AFP, alpha-fetoprotein; ASA, American Society of Anesthesiologists;
ALT, alanine transaminase; AST, aspartate aminotransferase; BMI, body
mass index; HBeAg, hepatitis B e antigen; HBV, hepatitis B virus

Fig. 1 Cumulative incidence of overall survival (OS) curves in the entire
cohort
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patients in the 10-year survival group underwent more cura-
tive treatments for recurrence (37.9% vs. 23.4%, P < 0.001),
while the patients in the 10-year nonsurvival group underwent
more non-curative treatments for recurrence (64.8% vs.
20.1%, P < 0.001).

Multivariable Analyses for Independent Factors
Associated with 10-Year Survival

Multivariable logistic regression analyses were performed to
determine those independent factors associated with actual
10-year survival after liver resection of HBV-related HCC.
Those variables with P < 0.1 on univariable analyses were
entered into multivariable analyses. As shown in Table 3, cir-
rhosis, preoperative HBV viral load > 104 copies/mL, maxi-
mum tumor size > 5 cm, multiple tumors, macroscopic and
microscopic vascular invasion, postoperative HBV reactiva-
tion, and postoperative early recurrence were independent risk
factors associated with actual 10-year survival, while postop-
erative antiviral therapy, regular recurrence surveillance, and
curative-intent treatments for initial recurrence were

independent protective factors associated with the actual 10-
year survival.

Discussion

Although liver resection is the mainstay curative treatment for
patients with HCC, the long-term prognosis is still unfavor-
able. It was reported that the actuarial 10-year survival rate
following liver resection of HCC ranged from 20 to 40%, and
the actual 10-year survival was much lower than the actuarial
10-year survival rate indeed.25 To the best of our knowledge,
the present study is the first study focused on the actual 10-
year survival after resection of HBV-related HCC, the pre-
dominant type of HCC worldwide nowadays. In our study,
among all enrolled 1016 patients, the actuarial 10-year surviv-
al rate was 24.1%, while the actual 10-year survival rate was
16.6%. Multivariable regression analysis revealed that cirrho-
sis, preoperative HBV viral load > 104 copies/mL, maximum
tumor size > 5 cm, multiple tumors, macroscopic and micro-
scopic vascular invasion, postoperative HBVreactivation, and

Table 2 Comparisons of
outcomes and postoperative
variables during follow-up
between the 10-year survival and
nonsurvival groups

N (%) Total
(N = 857)

10-year survival
group (N = 169)

10-year nonsurvival
group (N = 688)

Univariable
P value

Postoperative antiviral therapy 329 (38.4) 82 (48.5) 247 (35.9) 0.003

Regular recurrence surveillance 340 (39.7) 97 (57.4) 243 (35.3) < 0.001

Postoperative HBVreactivation 184 (21.5) 15 (8.9) 169 (24.6) < 0.001

Cumulative rates of undetectable HBV-DNA viral load (%)

1-year 603 (70.4) 148 (87.6) 455 (66.1) < 0.001

3-year 629 (73.4) 151 (89.3) 478 (69.5) < 0.001

5-year 687 (80.2) 154 (91.1) 533 (77.5) < 0.001

Cumulative recurrence rates 705 (82.3) 98 (58.0) 607 (88.2) < 0.001

< 2 years (early recurrence) 449 (52.4) 48 (28.4) 401 (58.3) < 0.001

≥ 2 years (late recurrence) 256 (29.9) 50 (29.6) 206 (29.9) 0.928

Location of initial recurrence

Intrahepatic only 490 (57.2) 89 (52.7) 401 (58.3) 0.186

Intrahepatic and extrahepatic 149 (17.4) 6 (3.6) 143 (20.8) < 0.001

Extrahepatic 66 (7.7) 3 (1.8) 63 (9.2) 0.001

Treatments for initial recurrence

Curative treatments 225 (26.3) 64 (37.9) 161 (23.4) < 0.001

Liver transplantation* 34 (4.0) 12 (7.1) 22 (3.2)

Re-resection 156 (18.2) 42 (24.9) 114 (16.6)

Local ablation 35 (4.1) 10 (5.9) 25 (3.6)

Non-curative treatments 480 (56.0) 34 (20.1) 446 (64.8) < 0.001

TACE 286 (33.4) 21 (12.4) 265 (38.5)

Radiotherapy 73 (8.5) 5 (3.0) 68 (9.9)

Molecular targeting therapy 82 (9.6) 5 (3.0) 77 (11.2)

Supportive therapy 39 (4.6) 3 (1.8) 36 (5.2)

HBV, hepatitis B virus; TACE, transcatheter arterial chemoembolization

*Patients (n = 18) suffered from liver failure were excluded, involving 9 patients (5.3%) in the 10-year survival
group and 9 patients (1.3%) in the 10-year nonsurvival group
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postoperative early recurrence were independent risk factors
associated with actual 10-year survival, while postoperative
antiviral therapy, regular recurrence surveillance, and curative
treatments for initial recurrence were independent protective
factors. Our study was based on a Chinese multicenter cohort
with a very large sample size, which would provide robust
evidence on the issue of actual 10-year survival after resection
of HBV-related HCC.

In our study, those known clinicopathological variables,
such as cirrhosis, maximum tumor size > 5 cm, multiple tu-
mors, and macroscopic and microscopic vascular invasion,
were identified as risk factors associated with actual 10-year
survival after HCC resection, which was similar to some previ-
ous studies.18,25 In particular, in this HBV-specific cohort, pre-
operative HBV viral load > 104 copies/mL was an independent
risk factor, while postoperative antiviral therapy was an inde-
pendent protective factor associated with actual 10-year surviv-
al. As indicated by several studies, an active HBV-DNA repli-
cation in HCCmay initiate hepatocarcinogenesis via both direct
and indirect carcinogenic mechanisms after curative resection.
And patients with sustained viremia may have impaired tumor
immune surveillance and are more likely to induce multicentric

carcinogenesis in the liver remnant, which may accelerate tu-
mor development and spread.26,27 Continuous antiviral therapy
in patients with HBV-related HCC could inhibit hepatitis activ-
ity and reduce chronic inflammation in the liver remnant, thus
decrease the chance of developing a recurrent HCC. Also, im-
provement in liver function could enhance the tolerance of pa-
tients to receive further treatment for recurrence.26,27 These fac-
tors contributed to a preferable 10-year survival in patients re-
ceiving postoperative antiviral therapy.

The comparisons of postoperative variables during follow-up
between the two groups further echoed the significance of post-
operative HBV status on long-term survival. Patients in the 10-
year survival group experienced a significantly lower percentage
of HBV reactivation and higher cumulative 1-, 3-, and 5-year
rates of undetectable HBV-DNA, and HBV reactivation was an
independent risk factor of 10-year survival. HBV reactivation
may modulate the status of liver dysfunction, tumor biology,
and postoperative course in HBV-related HCC. Previous
studies28 have found that HBVreactivation negatively influenced
postoperative hepatic functions and thereafter induced poorer
survival rates in patients with HBV-related HCC. In accordance
with these findings, our studies showed that preferable

Table 3 Multivariable logistic
regression analyses of predictive
factors associated with 10-year
survival

Variables with P < 0.1 in univariable analyses Multivariable OR (95% CI) Multivariable P value

Risk factors

Cirrhosis 1.630 (1.039–2.807) 0.018

Portal hypertension NS 0.185

Preoperative Child-Pugh grade B NS 0.265

Preoperative AST level > 40 U/L NS 0.652

Preoperative ALT level > 40 U/L NS 0.268

Preoperative AFP level > 400 μg/L NS 0.133

Preoperative HBV viral load > 104 copies/mL 1.842 (1.010–2.960) 0.042

HBeAg (+) NS 0.425

Maximum tumor size > 5 cm 1.837 (1.152–2.977) 0.001

Multiple tumor 1.549 (1.106–2.638) 0.005

Satellites nodules NS 0.131

Macroscopic vascular invasion 4.810 (2.733–18.191) < 0.001

Microscopic vascular invasion 2.522 (1.015–3.172) 0.031

Poor tumor differentiation NS 0.478

Intraoperative blood loss > 400 ml NS 0.366

Intraoperative blood transfusion NS 0.169

Major hepatectomy NS 0.553

Resection margin (< 1 cm) NS 0.188

Postoperative HBV reactivation 1.397 (1.005–1.944) 0.045

Postoperative early recurrence (< 2 years) 2.075 (1.251–4.439) 0.001

Protective factors

Postoperative antiviral therapy 0.458 (0.287–0.997) 0.046

Regular recurrence surveillance 0.551 (0.322–0.917) 0.018

Curative treatments for initial recurrence 0.566 (0.375–0.950) 0.025

AFP, alpha-fetoprotein; BMI, body mass index; CI, confidence interval; HBV, hepatitis B virus; OR, odds ratio
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postoperative HBV status (absence of HBV reactivation) could
also predict actual 10-year survival in patients undergoing cura-
tive resection of HBV-related HCC.

In the present study, 97 patients (57.4%) received postopera-
tive regular surveillance for recurrence in the 10-year survival
group, while only 243 (35.3%) patients did so in the 10-year
nonsurvival group. Meanwhile, curative-intent treatment for re-
currence was significantly higher in patients who survived for
longer than 10 years (n = 64, 37.9%) compared to patients who
survived for less than 10 years (n = 161, 23.4%). In addition, on
multivariable analyses, regular recurrence surveillance was iden-
tified as an independent factor associated with favorable actual
10-year survival. The possible explanations were early detection
of changes in HBV status and liver function, and early diagnosis
of tumor recurrence, allowed early treatment of HBVreactivation
and recurrent tumors.29–31 In clinical practice, many patients do
not take postoperative surveillance seriously, and consequently
lose the chance to curative-intent treatments when symptoms
develop. Our study also showed that curative-intent treatments
for initial recurrencewere also an independent factor of favorable
actual 10-year survival in patients after curative liver resection for
HCC.

It is generally acknowledged that HCC recurrence can be
divided into early (< 2 years) and late recurrences (> 2 years)
according to the time-to-recurrence after surgery. Early recur-
rence within 2 years after surgery is most likely to be due to
occult metastases from the initial tumor. Late recurrence after
2 years of surgery is often of a different clonal origin from the
original tumor, suggesting a de novo second primary
HCC.32–37 In our study, the incidence of early recurrence (<
2 years after surgery) was identified as an independent risk
factor of 10-year survival. Previous studies have shown that
many tumor-specific characteristics of the initial HCC were
independently associated with early recurrence, including
large tumor size, multiple tumors, macro- and microscopic
vascular invasion, and poor tumor differentiation.32–37 These
risk factors were also showed to be associated with a de-
creased 10-year survival rate in this study. Additionally, in
the present study, among 169 patients who survived for more
than 10 years after surgery, 50 (29.6%) patients developed late
recurrence after 2 years of surgery, and curative-intent treat-
ments were possible in 23 (46.0%) of these 50 patients.
Among 688 patients who died within 10 years after surgery,
206 (29.9%) patients developed late recurrence, curative-
intent treatments were possible in only 53 (25.7%) patients.
Thus, for patients who are alive and recurrence-free at 2 years
after surgery, regular recurrence surveillance is recommended.

There are limitations in our study. First, this is a retrospec-
tive study with its inherent biases. Second, there still were 159
patients censored in the present study, although they
accounted for a small proportion (15.6%) of all enrolled pa-
tients, compared to those previously reported studies on the
actual 10-year survival rates.17–19,38–42 Admittedly, this part of

patients may bring about potential effects on the real 10-year
survival rates in patients undergoing curative resection of
HBV-related HCC. For a multicenter retrospective study with
a follow-up period ofmore than 10 years, it was really difficult
to have no any censored data. Our study requires a prospective
study with more rigorous and accurate follow-up in the future.

Conclusion

In the present study, the actual 10-year survival rate of patients
undergoing curative resection for HBV-related HCC was
16.6%. Cirrhosis, preoperative HBV viral load >
104 copies/mL, tumor size > 5 cm, multiple tumors, macro-
scopic and microscopic vascular invasion, postoperative HBV
reactivation, and early recurrence (< 2 years after surgery)
were independent risk factors associated with actual 10-year
survival, while postoperative antiviral therapy, regular recur-
rence surveillance, and curative treatments for initial recur-
rence were independent protective factors associated with ac-
tual 10-year survival. In pursuit of long-term postoperative
survival for patients with HBV-related HCC, antiviral therapy
and regular postoperative surveillance for recurrence and
HBV status are highly warranted.
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