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The allocation of a scare resource requires considerable

thought and application of ethical principles. This is a

constant struggle as we try and balance the principles of

population utility versus individual justice in the field of

organ transplantation. Scarce donor organs, in this case,

livers, are distributed according the illness of the patient. In

many countries, this is according to the MELD score,

which reflects the 90-day mortality for patients with end-

stage liver disease. In most situations patients with hepa-

tocellular cancer (HCC) do not manifest a high enough

native MELD score to be competitive for a transplant and

must be given exception points to increase their chances of

transplant. Too much priority and non-HCC patients have a

more challenging time receiving a transplant. Too little and

HCC patients start dropping off the waitlist due to disease

progression beyond reasonable criteria. For many years in

the United States, these HCC patients have received too

much priority despite numerous policy changes. This has

been shown multiple times when one looks at the dropout

rate from the liver transplant waiting list.1,2 Recent policy

changes in the United States have changed the waiting time

and exception points that HCC patients will receive in

attempts to place these patients more equitably with non-

HCC patients awaiting a liver transplant (LT). Only

patients meeting strict criteria are eligible for excess pri-

ority for transplant. The criteria (Milan) have been

challenged as being too restrictive, and thus many series

have been reported showing good results with patients with

HCC beyond Milan.3

In the article by Grat et al., the authors show that the 5 year

outcome of patients with more advanced HCC have com-

parable survivals to the sickest patients (MELD[ 40).4

Based on these observations, they argue that more liberal

criteria regarding LT should be employed for patients with

more advanced HCC. There is no doubt that some patients

with more advanced-staged HCC disease can benefit from

transplantation. In this series, 5-year patient survival for

those patients with high-risk HCC was 55% compared with

56% for non-HCC high-risk patients (MELD[ 40). How-

ever, it is important to consider patient selection in this

process. Those at the highest MELD scores are very carefully

selected for LT. It is not clear how patients with more

advanced HCC are selected for LT in this report. Response to

therapy is an important selection factor in patients with more

advanced disease, and it is not clear whether this was used as

a discriminating variable in patient selection. The authors

identify preoperative factors of AFP, tumor size, or volume

as strong predictors of disease recurrence, which have been

reported many times previously. Given the comparable

5-year survival for the sickest patients and the highest-risk

HCC patients, the authors advocate for expanding criteria to

these high risk HCC patients.

There is no doubt that patients with many different

disease etiologies can benefit from LT when the alternative

is death if a transplant is not received. The comparison of

two high-risk groups with markedly worse 5-year survival

than the medium- or low-risk groups is to some degree a

false comparison. If there were no limitation on donor

organs, then this might be a fair comparison; yet that does

not exist. It has been shown that the negative impact of

expanding selection criteria often offsets the benefits when

the 5-year posttransplant survival rate falls below 61% in

the United States.5 This observation is dependent of the

wait times and MELD score at transplant for non-HCC

patients. Transplantation is predicated on the good will of

society for the donation of organs for transplant. At least in
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the United States, transplant centers are held to rigorous

outcome standards. The imperative is to obtain the most

life years out of an organ while preventing as many deaths

as possible on the wait list. The authors do admit that the

most controversial aspect of increasing access of HCC

patients to LT is the impact on the non-HCC patients.

However, no solution is proposed to ameliorate this effect.

A major limitation to virtually all studies proposing

expansion of HCC criteria is the impact the policy change

would have on the non-HCC patients. We must remember

that there are therapies for patients with HCC that may not

cure their disease but can certainly prolong their lives. The

same cannot be said for medium-risk patients with a rela-

tively high MELD score ([30). These patients have a very

high (50%) 3-month mortality with very limited options to

keep them alive. Thus, we must realize that shifting more

scarce organs to high-risk HCC patients certainly would

impact negatively the non-HCC patients.

Expansion of the permissible HCC criteria for LT is

admirable and probably advisable in certain circumstances

as it has been shown that acceptable results can be achieved

in selected patient populations. However, we must be

mindful of how such a policy change might impact nega-

tively the remaining patients awaiting a donor liver. More

precise ways of predicting poor post LT outcomes would

be helpful in selecting appropriate patients for expanded

HCC criteria. A 5-year outcome of 50% for high-risk

patients (as shown in this study) might be acceptable in

selected situations, but in general this is below that of most

studies showing outcomes around 70%. Prior work evalu-

ating tumor biology as a discriminating factor has shown

acceptable 5-year survival rates of 70% in patients with

HCC beyond the Milan criteria.6 Perhaps using pretrans-

plant biopsies with a continuous scoring system, such as

the HALT-HCC, might enable transplant centers to predict

more accurately which patients with more advanced HCC

might be most appropriate for LT.7 Before we jump to

expand further the criteria for HCC patients, we must have

better selection criteria that allows us to discern more

clearly the risk of recurrence and death.
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