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Introduction

Hepatocellular carcinoma (HCC) is the most common primary liver cancer, accounting for 75%–85% of all liver cancers. It is also the main cause of cancer-related deaths in adult men under the age of 60 years in China.[1] Over 300,000 people in China die each year of HCC, representing approximately half of all HCC-related deaths worldwide. Liver transplantation (LT) is generally recognized as one of the most effective therapeutic approaches for end-stage liver diseases. Since the beginning of the second LT boom in the 1990s, especially after the comprehensive implementation of the donation after citizen’s death (DCD) policy in 2015, LT has developed rapidly in China, to reach similar levels to developed countries in terms of both quantity and quality. According to the China Liver Transplant Registry (CLTR), the annual average number of LT cases in China was about 6000 from 2018 to 2020, of which 35.0% were transplanted for HCC. Clinical LT guidelines for HCC were launched by multidisciplinary experts from the Chinese College of Transplant Doctors, Liver Transplantation Group, Chinese Society of Organ Transplantation, Chinese Medical Association in 2014, to develop an effective, safe, and standardized protocol to guide the national LT practice. These guidelines cover the following aspects: criteria for LT in HCC patients, preoperative downstaging treatment, anti-hepatitis virus therapy, the administration of immunosuppressants, and the prevention and treatment of post-LT HCC recurrence. These clinical practice guidelines were updated in 2018; however, further updates are required to adapt to the new situation of LT in China and to continue to advance the recommendations.
The classification of evidence adopted in the guideline mainly refers to the 2001 Oxford evidence classification (Supplementary Table 1), and the strength of recommendation mainly refers to the Grading of Recommendations Assessment, Development, and Evaluation system (GRADE). [


2, 3 ADDIN EN.CITE ]
Criteria of LT for HCC (Supplementary Table 2)

The shortage of donor livers remains a serious problem worldwide. Although this shortage has been slightly eased in China due to implementation of the DCD policy, the number of donor livers is still insufficient to meet the demand. Establishing appropriate LT criteria for HCC patients is key to improving the prognosis and making rational use of the scarce donor-liver resources. In 1996, Mazzaferro et al. proposed the Milan criteria for the selection of patients with HCC complicated with liver cirrhosis for LT. In addition to the absence of intrahepatic macrovascular invasion and distance metastasis, these criteria require LT patients to have a solitary nodule ≤ 5 cm or no more than three nodules (each nodule ≤ 3 cm).[


4 ADDIN EN.CITE ] HCC patients meeting these Milan criteria achieved long-term post-LT survival.[


4-6 ADDIN EN.CITE ] However, the restrictions on tumor size and number render the Milan criteria too restrictive, and some HCC patients and potential LT candidates who failed to meet the criteria were excluded. New LT criteria for HCC patients have thus been established, such as the University of California, San Francisco (UCSF) criteria and the Up-to-seven criteria. These criteria have been clinically validated to expand the recipient population, with a similar prognosis to the Milan criteria. [


5, 6 ADDIN EN.CITE ] However, the above criteria did not take account of the biological tumor characteristics. In 2008, the Hangzhou criteria were proposed in China, as the first criteria to combine both tumor biological and pathological characteristics in order to select HCC candidates for LT, representing a breakthrough compared with previous selection criteria that were limited to tumor morphology. Many clinical studies have confirmed satisfactory post-LT survival rates among HCC recipients meeting the Hangzhou criteria.[


7-11 ADDIN EN.CITE ] According to the outcomes of a national multicenter clinical study,[12] the Hangzhou criteria can be further divided into two categories as follows: tumor diameter ≤ 8 cm or tumor diameter > 8 cm but alfa-fetoprotein (AFP) level ≤ 100 ng/mL (category A); and tumor diameter > 8 cm but AFP level between 100–400 ng/mL (category B). Patients meeting category A criteria had a better prognosis. In addition, salvage LT was feasible for recipients with HCC recurrence after initial partial hepatic resection who met the criteria.[13, 14]
In addition to DCD donors, living donors are also important for supplementing the source of donor livers for HCC recipients. Living donor LT had become an established procedure in experienced transplantation centers, and can shorten the waiting time for LT. Patients undergoing living related donor LT do not utilize social donor liver resources, and after full consideration of the recipient’s benefits and donor’s risks, the selection criteria for these recipients can be extended appropriately. Some centers in Asia implement living donor LT for HCC recipients without major vascular invasion or extrahepatic metastasis, with good results. [


15-17 ADDIN EN.CITE ] In the case of recipients who suffer from graft loss after LT, retransplantation can be performed with caution in patients who meet the selection criteria for LT. However, HCC patients who exceed the criteria for LT whose initial graft loss occurred as a result of HCC recurrence after living donor LT are not considered as candidates for DCD donor LT. [


18, 19 ADDIN EN.CITE ]
Preoperative downstaging treatment of HCC for LT (Supplementary Table 3)

Preoperative downstaging treatment of HCC should be carried out to reduce the tumor burden and stage, thus enabling candidates who exceed the LT criteria to obtain the opportunity of LT. Downstaging treatment is mainly indicated in HCC patients who initially fail to meet the existing LT criteria, and who have no macrovascular invasion in the portal vein or inferior vena cava and no distant metastasis.[


18, 20-22 ADDIN EN.CITE ] Effective downstaging treatments include transcatheter arterial chemoembolization (TACE),[


18, 23, 24 ADDIN EN.CITE ] yttrium-90 microsphere transarterial radioembolization (TARE),[


23, 25 ADDIN EN.CITE ] and local ablation. TARE is a satisfactory downstaging method and is superior to TACE in terms of reducing hospitalization and complications. [


20, 23, 25 ADDIN EN.CITE ] Local ablation includes radiofrequency ablation, microwave ablation, cryoablation, and percutaneous ethanol injection. 
Recent increases in the use of immunotherapeutic drugs and molecular-targeted drugs have provided new options for downstaging. Immunotherapy, represented by immune checkpoint inhibitors such as programmed cell death-1 (PD-1) ligand (PD-L1) antibody, has been increasingly investigated for downstaging of HCC, but most studies have been case reports or small clinical studies, and new protocols using PD-1 antibody combined with TACE and/or molecular-targeted drugs need to be verified in large multicenter trials. The safe time interval between immunotherapy and LT remains controversial. One patient who underwent LT 8 days after successful downstaging using an immune checkpoint inhibitor subsequently suffered allograft rejection26. However, most studies found no cases of allograft rejection or other severe complications in patients undergoing LT at least 4 weeks after drug withdrawal.[27, 28] These studies suggested that LT is feasible after downstaging using an immune checkpoint inhibitor to meet the LT criteria. However, it should be noted that downstaging using immune checkpoint inhibitors might increase the risk of post-LT rejection, and post-LT surveillance should thus be increased and immunosuppressive therapy potentially also increased in these cases. Accumulating clinical data suggests that molecular-targeted drug, such as sorafenib and lenvatinib, are effective downstaging treatments that can prolong tumor-free survival in LT recipients. [


29-31 ADDIN EN.CITE ] The combination of multiple adjuvant therapies is currently considered to have a better downstaging effect than individual therapies.

The comprehensive evaluation of downstaging efficacy is mainly based on imaging results (e.g., contrast-enhanced computed tomography and magnetic resonance imaging) and on blood tumor biomarker tests to assess tumor size and number, and changes in AFP and protein induced by vitamin K absence-II (PIVKA-II) levels.[


32-35 ADDIN EN.CITE ] European LT clinical guidelines recommended that downstaging or bridging therapy should be applied in a timely manner for HCC patients on the waiting list with an estimated waiting time > 6 months.[


36, 37 ADDIN EN.CITE ] A multicenter clinical study showed that the success rate of downstaging treatment could reach 39.5%, using the Hangzhou criteria as the endpoint of downstaging treatment. HCC patients who underwent LT after successful downstaging had similar post-LT survival to those who initially met the criteria.[38]
Anti-hepatitis virus therapy in HCC patients for LT (Supplementary Table 4)
More than 90% of HCC patients in China are infected with hepatitis B virus (HBV), and LT recipients with recurrent HBV infection or a high HBV load before LT are at higher risk of HCC recurrence. LT candidates with HBV infection should thus receive antiviral drugs as early as possible, to reduce the risk of HBV recurrence and improve long-term survival after LT. [


39-41 ADDIN EN.CITE ] Hepatitis B immunoglobulin (HBIG) should be administered in the anhepatic phase during surgery. The main post-LT antiviral regimen involves potent nucleoside/nucleotide analogues (NAs) combined with low-dose HBIG, and the combination of entecavir or tenofovir with low-dose HBIG is currently considered the first-line regimen, with reliable efficacy for preventing HBV recurrence.[


42-47 ADDIN EN.CITE ] Recent widespread use of new high resistance-barrier NAs has led to decreasing trends in terms of the dosage and duration of HBIG after LT.[


48-50 ADDIN EN.CITE ] A recent study showed that HBIG could only be administered in the perioperative period in patients with a low risk of HBV recurrence.[48] A study of LT recipients with chronic HBV infection without lamivudine resistance conducted at the University of Hong Kong showed that entecavir monotherapy achieved a HBV surface antigen-negativity rate of 92% and an HBV DNA-negativity rate of 100% at 8 years after LT.[51] This regimen is cheaper and more convenient, with similar efficacy, and could thus be used as a supplement to NAs with low-dose HBIG. Steroid-free immunosuppression is also widely accepted to reduce HBV recurrence after LT.[52] In addition, post-LT HBV vaccination has also been used to prevent the recurrence of HBV infection, but its clinical application remains controversial.[


53-56 ADDIN EN.CITE ] Long-term administration of NAs is currently advocated after LT, and complete discontinuation of NAs is not recommended. It should be noted that, in order to improve the efficacy of antiviral therapies, entecavir should be taken on an empty stomach while tenofovir alafenamide fumarate should be taken together with fatty food.
According to CLTR, the proportion of HBV core antibody (HBcAb)-positive liver grafts used for adult LT has exceeded 20% in China. Non-HBV related LT recipients may also receive HBcAb-positive liver grafts, leading to the possibility of de novo HBV infection or even HCC after LT. For this group of recipients, timely HBV vaccination before LT, combined with postoperative NAs, is a cost-effective solution to reduce de novo HBV infection.[49, 57] Postoperative entecavir monotherapy has also been proven to prevent de novo HBV infection in patients with HBcAb-positive liver grafts.[50] At present however, there have been no conclusions regarding the duration of NA administration in the above recipients. Consensus guidelines of the American Society of Transplantation recommend that indefinite antiviral prophylaxis should be used in LT recipients with no immunity or vaccine immunity, but not in recipients with natural immunity.[58] Another study showed that donor HBcAb status did not affect the risk of HCC recurrence after LT.[59] 
Chronic renal injury after LT is not rare. Some cases are related to perioperative acute renal injury, while others may be caused by long-term administration of nephrotoxic drugs, such as the NAs adefovir, tenofovir disoproxil fumarate, and calcineurin inhibitors (CNIs).[60] The UK clinical guidelines thus recommend that an increased dose of mycophenolic acid and reduced CNI exposure may be appropriate in recipients with renal impairment after LT, as well as paying close attention to the renal safety of NAs.[61] Many studies have pointed out that tenofovir alafenamide fumarate can inhibit HBV and protect renal function more effectively than other NAs.[


62-64 ADDIN EN.CITE ]
The incidence of hepatitis C virus (HCV) infection in China is rising, and the traditional treatment regimen (interferon combined with ribavirin) has a low response rate and is poorly tolerated. However, the advent of direct-acting antiviral drugs (DAAs) has led to a breakthrough in the treatment of HCV, and the new generation of potent DAA combinations (sofosbuvir and velpatasvir, sofosbuvir and ledipasvir) has been included in the national medical insurance drugs catalogue. Compared with interferon, DAAs result in a higher sustained virological response (SVR) rate and better tolerance, making it possible to cure HCV infection. [


65-68 ADDIN EN.CITE ] Pre-LT antiviral therapy is the best way to prevent post-LT HCV recurrence in LT candidates with positive HCV RNA. Appropriate DAAs should be selected according to the patient’s liver function, renal function, HCV RNA level, and genotype.[


69-71 ADDIN EN.CITE ] Recipients who become HCV RNA-negative after antiviral treatment and before LT do not need post-LT prophylactic antiviral treatment; however, post-LT DAAs should be used to obtain a SVR and reduce HCC recurrence in recipients whose HCV RNA levels do not become negative before LT and in patients with post-LT HCV recurrence. The recommended treatment should be started 3–6 months after LT. [


71-75 ADDIN EN.CITE ]
Application of immunosuppressants in HCC patients post-LT (Supplementary Table 5)

The use of immunosuppressants, such as CNIs, is an independent risk factor for HCC recurrence after LT. For LT recipients with HCC, the risk of HCC recurrence is related to the invasiveness of the tumor and the immune homeostasis of the body. However, although high-dose immunosuppressants disrupt the homeostasis of the immune system thus promoting tumor recurrence and metastasis, an insufficient immunosuppressant dose may result in graft rejection. There is currently no uniform clinical strategy or monitoring system for maintaining immune homeostasis. Complete withdrawal of immunosuppressants in HCC recipients after LT is not recommended, but we encourage the use of individualized low-dose immunosuppressive regimens.[76] The clinical administration of immunosuppressive regimens, including early withdrawal of glucocorticoids, glucocorticoid-free treatment, and the use of mammalian target of rapamycin (mTOR) inhibitors (e.g., sirolimus and everolimus) have increased gradually in recent years.[


77-86 ADDIN EN.CITE ] The most common clinical immunosuppressive regimens are currently as follows: (i) CNI + mycophenolic acid + glucocorticoids; (ii) interleukin-2 receptor blockers + sirolimus + mycophenolic acid + glucocorticoids; and (iii) interleukin-2 receptor blockers + mycophenolic acid + tacrolimus/sirolimus. Immune-induction therapy using interleukin-2 receptor blockers, as well as the delayed and reduced use of CNIs, is recommended during the early withdrawal of glucocorticoids and glucocorticoid-free regimens. HCC patients who received mTOR inhibitors were shown to have a significantly lower HCC recurrence rate than patients who received CNIs,  and the everolimus-based immunosuppressive regimens have been shown to improve the prognosis of HCC recipients,[87] especially in recipients with aggressive tumors that exceed the transplantation criteria.[


84, 85 ADDIN EN.CITE ] The regimen may also be converted to an mTOR inhibitor-based immunosuppressive regimen 4–6 weeks after LT, combined with mycophenolic acid or low-dose CNI, to protect renal function.[88] An mTOR inhibitor-based immunosuppressive regimen is recommended for recipients with HCC recurrence after LT.[


89-91 ADDIN EN.CITE ]
Prevention and treatment of post-LT HCC recurrence (Supplementary Table 6)

The 5-year recurrence rate of HCC after LT ranges from 20%–57.8%. [


6, 12, 89, 92 ADDIN EN.CITE ] Careful selection of HCC LT recipients is critical for reducing postoperative tumor recurrence. However, even with the strictest Milan criteria, the 5-year HCC recurrence rate was 4.3%,[


6 ADDIN EN.CITE ] and an increased recurrence rate after LT is inevitable in line with the global trend to expand the LT indications of HCC.[90] The most common post-LT HCC recurrence sites are the lung (37.2%–55.7%), liver graft (37.8%–47.9%), abdomen (27.3%–37.7%), and bone (22.3%–25.5%),[


93, 94 ADDIN EN.CITE ] and the median survival of recipients after HCC recurrence is 10.6–12.2 months.[


93, 94 ADDIN EN.CITE ] The prevention and treatment of post-LT HCC recurrence and metastasis are therefore critical. Preventive strategies should be individualized, based on the morphological tumor characteristics (e.g., size, number), macro- and microvascular invasion, histological grading, and tumor markers (e.g., AFP, PIVKA-II) of HCC,[95] given that these are also important prognostic predictors.

The main prevention strategy for post-LT HCC recurrence includes adjustment of the immunosuppressive regimen and adjuvant therapy (For adjustment of the immunosuppressive regimen, see Part 5 of the guidelines). A recent study showed that the 2-year post-LT HCC recurrence rate was only 5.9% in patients who exceeded the transplant criteria and were treated with everolimus combined with low-dose tacrolimus.[84] Current adjuvant therapies for the prevention of HCC recurrence include molecular-targeted drugs and systemic chemotherapy (e.g., oxaliplatin + calcium folic acid + fluorouracil). These adjuvant therapies provide certain survival benefits for some recipients, especially those who exceed the transplant criteria.[


96-99 ADDIN EN.CITE ] Another recent study showed that adjuvant lenvatinib after LT helped to prolong tumor-free survival in recipients with a high risk of HCC recurrence.[31]
The early diagnosis of HCC recurrence is beneficial in selecting the treatment strategy and improving treatment efficacy. Surgical resection is the preferred treatment for resectable recurrent lesions, with a 3-year postoperative survival rate of 60%.[


93, 94 ADDIN EN.CITE ] Unresectable recurrent lesions may be treated by local ablation, TACE, molecular-targeted drugs, or a combination of these approaches, based on an individualized strategy, to prolong recipient survival.[


93, 94, 100-102 ADDIN EN.CITE ] The median survival of patients with recurrent HCC treated with sorafenib followed by regorafenib can reach 38.4 months.[103] Immune checkpoint inhibitors are effective for the treatment of HCC, but have also been reported to lead to serious rejection in some LT recipients, and should thus be used with caution in recipients with post-LT HCC recurrence. Monitoring liver function and prolonging the term or increasing the dose of immunosuppressants are recommended.[104] Recipients with negative expression of PD-L1 in the liver graft had a low incidence of rejection after administration of PD-1 or PD-L1 antibody. Recipients with HCC recurrence with negative expression of PD-L1 in the liver graft who fail to respond to other anti-HCC regimens may thus receive salvage therapy with PD-1 or PD-L1 antibody. At the same time, patients should be closely monitored for changes in liver function and signs of acute rejection.[104] Minimal use or withdrawal of immunosuppressants may be considered in recipients with advanced disease. 
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Supplementary Table 1. Classification of evidence-based medicine levels of evidence.

	Level of evidence
	Definition

	Ⅰ
	Systematic evaluation of homogenous randomized controlled trials (RCTs).

Single RCT (narrow confidence interval).

Serial research with complete or no medical records.

	Ⅱ
	Systematic evaluation of homogeneous cohort study.

Single cohort study (including low-quality RCT, e.g., follow-up rate <80%).

Outcomes research, ecological research.

	Ⅲ
	Systematic evaluation of homogeneous case-control study

Single case-control study.

	Ⅳ
	Serial research on cases (including low-quality cohort and case-control studies).

	Ⅴ
	Expert opinion based on experience, not on strictly proven results.


Supplementary Table 2. Criteria for liver transplantation in patients with hepatocellular carcinoma.

	Item
	Recommendations
	Evidence grade
	Recommendation strength

	1 
	The Milan criteria are the benchmark for the selection of LT recipients with HCC. However, the criteria can be expanded safely.
	Ⅱ
	Strong

	2
	The Hangzhou criteria are reliable criteria for the selection of LT recipients with HCC, with satisfactory post-LT survival.
	Ⅱ
	Strong

	3
	Patients meeting category A of the Hangzhou criteria (tumor diameter ≤8 cm or tumor diameter >8 cm but AFP level ≤100 ng/mL) have a better prognosis than those meeting category B (tumor diameter >8 cm but AFP level between 100–400 ng/mL).
	Ⅱ
	Strong

	4
	Patients with intrahepatic HCC recurrence after partial hepatic resection who meet the selection criteria are candidates for salvage LT.
	Ⅱ
	Weak

	5
	The selection criteria for HCC recipients of living donor LT can be extended appropriately, but extrahepatic metastasis and major vessel invasion should be excluded. Recipient benefit and donor risk must be evaluated comprehensively, and the social psychology statuses of the donor and recipient must be strictly assessed before LT.
	Ⅲ
	Weak

	6
	If graft loss occurs after living donor LT, retransplantation is feasible for HCC patients who meet the criteria for LT. 
	Ⅲ
	Weak

	7
	HCC patients exceeding the criteria for LT in whom initial graft loss occurs due to HCC recurrence after living donor LT are not candidates for cadaveric LT.
	Ⅴ
	Strong

	8
	To minimize donor risk and optimize recipient prognosis, living donor LT should be limited to experienced LT facilities.
	Ⅴ
	Strong


Supplementary Table 3. Preoperative downstaging treatment of hepatocellular carcinoma for liver transplantation.
	Item
	Recommendations
	Evidence grade
	Recommendation strength

	9
	Downstaging therapy includes TACE, yttrium-90 microsphere TARE, local ablation etc.; local ablation includes radiofrequency ablation, microwave ablation, cryoablation, and percutaneous ethanol injection. The selection of downstaging therapy needs to be individualized.
	Ⅱ
	Strong



	10
	Combination of multiple therapies is considered to have a better downstaging effect than individual therapies.
	Ⅱ
	Strong

	11
	The comprehensive evaluation index of downstaging efficacy should be based on tumor size and number, and changes in serum AFP and PIVKA-II levels
	Ⅱ
	Strong

	12
	Downstaging or bridging treatment should be applied in a timely manner for LT candidates with an estimated waiting time >6 months
	Ⅱ
	Strong

	13
	Hangzhou criteria can be used as the end point of preoperative downstaging treatment.
	Ⅲ
	Strong

	14
	Postoperative surveillance for rejection should be strengthened in LT recipients with successful downstaging treatment using immune checkpoint inhibitors.
	Ⅳ
	Weak


Supplementary Table 4. Anti-hepatitis virus therapy in patients with hepatocellular carcinoma receiving liver transplantation.

	Item
	Recommendations
	Evidence grade
	Recommendation strength

	15
	NAs should be adopted in HCC candidates with positive HBV DNA before LT to reduce HBV DNA levels.
	Ⅰ
	Strong

	16
	Potent NAs with a high genetic barrier to resistance should be the first-line treatment in patients with a high HBV load before LT. In the event of NA resistance, appropriate drugs should be selected based on the results of resistance mutation tests. In the case of lamivudine resistance, adefovir dipivoxil can be added or tenofovir can be used instead.
	Ⅱ
	Strong

	17
	HBIG should be administered in the anhepatic phase during surgery in HBV-related HCC patients. Long-term post-LT monitoring of HBV DNA levels and HBV recurrence should be applied.
	Ⅱ
	Strong

	18
	Entecavir/tenofovir combined with low-dose HBIG is the first-line regimen to prevent post-LT HBV recurrence.
	Ⅱ
	Strong

	19
	Entecavir or tenofovir monotherapy is effective for preventing post-LT HBV recurrence.
	Ⅳ
	Strong

	20
	Timely hepatitis B vaccination for patients on the waiting list combined with postoperative NAs can reduce de novo HBV infection following HBcAb-positive LT in non-HBV related LT recipients.
	Ⅲ
	Strong

	21
	A glucocorticoid-free immunosuppression regimen can reduce post-LT HBV recurrence.
	Ⅳ
	Weak

	22
	Tenofovir alafenamide fumarate is recommended for recipients with chronic renal impairment after LT.
	Ⅲ
	Weak

	23
	Appropriate and timely DAAs should be selected for antiviral treatment in HCC patients on the waiting list who have positive HCV RNA.
	Ⅲ
	Strong


Supplementary Table 5. Application of immunosuppressants in patients with hepatocellular carcinoma after liver transplantation.

	Item
	Recommendations
	Evidence grade
	Recommendation strength

	24
	The administration of CNIs is an independent risk factor for HCC recurrence after LT.
	Ⅰ
	Strong

	25
	Interleukin-2 receptor blockers, mycophenolic acid, and sirolimus should be used instead of CNIs in recipients with hepatorenal syndrome or renal insufficiency.
	Ⅰ
	Strong

	26
	Low-dose CNIs and early withdrawal of glucocorticoids are recommended for HCC patients after LT.
	Ⅱ
	Strong

	27
	The application of mTOR inhibitors, such as sirolimus and everolimus, reduces post-LT tumor recurrence and metastasis in HCC patients.
	Ⅰ
	Strong

	28
	A glucocorticoid-free immunosuppressive regimen can be used in HCC patients after LT.
	Ⅱ
	Weak

	29
	Conversion to an mTOR inhibitor-based immunosuppressive regimen is suggested for patients with HCC recurrence after LT.
	Ⅲ
	Weak


Supplementary Table 6. Prevention and treatment of post-liver transplantation hepatocellular carcinoma recurrence.

	Item
	Recommendations
	Evidence grade
	Recommendation strength

	30
	Everolimus combined with low-dose tacrolimus can reduce the recurrence rate of HCC in LT recipients exceeding the candidate selection criteria.
	Ⅲ
	Weak

	31
	Surgical resection is the preferred option for resectable recurrent lesions after LT.
	Ⅲ
	Strong

	32
	Local ablation, TACE, molecular-targeted drugs, systemic chemotherapy, or a combination of the above treatment approaches should be selected on an individual basis to prolong the survival of recipients with unresectable recurrent lesions.
	Ⅳ
	Strong


