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Mir et al.1 present a population-based retrospective

cohort study examining post-resection liver decompensa-

tion and mortality in patients with hepatocellular

carcinoma (HCC) and underlying cirrhosis. The authors

have worked with the Institute for Clinical Evaluative

Sciences (ICES), a recognized and renowned Canadian

data linkage and analysis institute, to answer a focused and

relevant question—the burden of post-hepatectomy liver

dysfunction in patients with liver dysfunction (cirrhotics)

who develop HCC. This is a well-designed study with a

robust analysis. This large administrative health dataset

from Ontario, Canada, using population-level data and a

broad time frame provides an adequate sample for analysis,

improving the strength of the conclusions that can be

drawn. The 2-year follow-up interval is an important

contribution given that only one-third of decompensation

events happened in the first 30 days after surgery. Their

definition of liver decompensation events differs from the

International Study Group of Liver Surgery (ISGLS) con-

sensus definition2 and relies on diagnosis codes of

decompensation events—jaundice, hepatic failure,

encephalopathy, and hepatorenal syndrome—which allows

for a broader range of clinically significant liver-related

complications. The limitations of the analysis are

acknowledged, namely perioperative deaths are censored

and may represent the most fulminant form of post-hepa-

tectomy failure. In addition, patients who were transplanted

after resection were also censored, yet postoperative

transplantation may be a salvage strategy for postoperative

liver decompensation events (POLDEs) in patients with

severe liver failure post-resection who meet the transplant

criteria.

The challenge of treating hepatocellular cancer is the

need to co-manage two conditions—the underlying liver

dysfunction and the malignancy. HCC has one of the

fastest growing incidence and death rates in North America

and remains the second leading cause of cancer death

worldwide. Liver resection is one of the potentially cura-

tive options for patients with HCC with other modalities,

including percutaneous ablation and liver transplantation,

for those meeting the criteria.3–7 Prior literature has shown

underutilization of treatment for early-stage disease.8 There

are many considerations when deciding which therapy to

pursue, including the severity of underlying liver dys-

function, location and burden of oncologic disease, and the

performance status of the patient. The authors rightly

equate POLDEs with appropriate patient selection. This is

true for both primary and secondary malignancies of the

liver. Post-hepatectomy liver failure is a major cause of

postoperative morbidity and mortality after an elective

resection. The reported incidence of post-hepatectomy liver

failure varies from 1 to 32% across the literature. The

variability in incidence can be attributed to the difference

in the extent of liver resection, a patient’s baseline liver

function, their age, comorbidities, and perioperative man-

agement. The American College of Surgeons National

Surgical Quality Improvement Program (ACS-NSQIP) has

formed a hepatopancreaticobiliary collaborative, with over

150 US centers participating, and the 30-day rate of post-

resection liver failure after elective resection of primary

and secondary tumors has been around 10%.9 Proper

perioperative risk assessment is required to predict this
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complication. Over half of the patients in this series were

treated at liver transplant centers and over half of the

patients underwent a major liver resection (three or more

segments removed). Participating in a quality collaborative

and/or monitoring a center’s own POLDE rate is an

important initial step. This not only provides for enhanced

preoperative discussion of surgical risks but also provides

an objective measure of performance in terms of appro-

priateness of patient selection at a given center.
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