Is radiofrequency ablation still the standard of treatment for cirrhotic patients with HCC awaiting liver transplantation?
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Background:
Radiofrequency ablation (RFA) and Transarterial chemoembolization (TACE) of HCC are treatment strategies widely used as bridge therapy for liver transplantation (LT) as recommended by BCLC guidelines. The recent introduction of embolic embosphere loaded with epirubicin (DEB-TACE) has improved TACE efficacy, extending tumor necrosis.
The aim of our study is to asses radiological and histological tumor necrosis of TACE and RFTA in patients who underwent LT.
Methods:
From January 2005 to December 2010, 61 patients with HCC (BCLC A) within the Milano Criteria have been studied and undergone LT. TACE was carried out with epirubicin-loaded 100-300 µm DC Bead particles. RFA was carried out using the US-guide by percutaneous or laparoscopic approach. The StarBurst Talon RFA electrode, the Cool-tip™ electrode RF system and the RAF Needle HS - Hospitalservice, in the last four months, were used for the ablation treatments. According to BCLC guidelines all patients were considered for the RFA. Only patients with at least a lesion in critical sites were treated using DEB-TACE. The pathological specimen of the native unhealthy liver was thoroughly analyzed by the Pathologists.
Results:
Thirty patients (24 male, median age: 55,6, 19 Child-Pugh A) out of 61 had a bridge therapy. The etiology of cirrhosis was HCV in 17 patients, HBV in 1 patient, HCV-HBV in 2 patients, Ethanol + HBV or HCV in 7 patients, HBV-HDV in 1 patients and Ethanol in 2 patients. The medium size of the nodules was 30 ± 12.2 mm. Eight patients had 1 nodule. Twelve patients had 2 nodules. Ten patients had 3 nodules. Ten patients underwent DEB-TACE, 18 patients had RFA. Two patients had both treatments and were excluded from our study. The total number of RFA treatments for patient was 1,30 (range: 1-3). The DEB-TACE treatments for patient were 1.5 (range: 1-3). Planned ablation therapy cycles were tolerated by all patients. The mean waiting time from the first treatment to LT was 8.0 months in the DEB-TACE group, (range: 3-18 months) and 12.8 months in the RFA group, (range 1-24 months). No statistically differences (number of treatments and mean waiting time between the first treatment and the LT) were found between the two groups. Patients, who had complete necrosis by CT-scan, were 88% by DEB-TACE and 91 % by RFA (p=0,941). According to the Edmonson Classification, the tumor grading (G) of the nodules detected in the native liver pathological specimen was: G1 in 3 patients, G2 in 6 patients, G3 in 6 patients, G4 in 1 patient, G1-2 in 1 patient, G2-3 in 1 patients, G3-4 in 2 patients. Ten patients had complete necrosis in their single detected nodule. Histological complete and partial necrosis of the treated nodules were similar: 82% and 18% respectively in RFA-patients, and 78% and 22% in DEB-TACE patients (p=0,963).
Conclusions:
Our experience showed that prospectively selecting bridge pre-LT HCC therapies on a clinical basis rather than randomly, was safe. Efficacy of the two different ablation therapies did not significantly differed at the transplantation histology. Both RFA and DEB-TACE are good therapeutical approaches to limit HCC progression in stable LT candidates. 

