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eAppendix 1. Search Strategy

1 Carcinoma, Hepatocellular.mp. or Carcinoma, Hepatocellular/ or HCC.mp. 
[mp=title, abstract, original title, name of substance word, subject heading word, 
keyword heading word, protocol supplementary concept word, rare disease 
supplementary concept word, unique identifier]

2 economics/ or “costs and cost analysis”/ or “cost allocation”/ or cost-benefit 
analysis/ or “cost savings”/ or “cost of illness”/ or health care costs/ or direct 
service costs/ or drug costs/ or employer health costs/ or hospital costs/ or health 
expenditures/ or economic competition/ or hospital charges/

3 Economics, Pharmaceutical/

4 Economics, Medical/

5 Models, Economic/

6 Decision Support Techniques/

7 Comparative Effectiveness Research/

8 “costs and cost analysis”/

9 (burden or “resource use” or “resource utilization” or “resource utilisation” or 
“health care use” or “healthcare use” or “health care utilization” or “health care 
utilisation” or “healthcare utilization” or “healthcare utilisation”).mp. [mp=title, 
abstract, original title, name of substance word, subject heading word, keyword 
heading word, protocol supplementary concept word, rare disease supplementary 
concept word, unique identifier]

10 “Cost of Illness”/

11 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10

12 quality of life.mp. or “Quality of Life”/

13 Quality-Adjusted Life Years/

14 (quality-adjusted-life or QALY* or QoL or HRQOL or “utility value” or “utility values” 
or “utilities” or “utility”).mp. [mp=title, abstract, original title, name of substance 
word, subject heading word, keyword heading word, protocol supplementary 
concept word, rare disease supplementary concept word, unique identifier]

15 12 or 13 or 14

16 1 and 11

17 1 and 15

18 16 or 17

19 limit 18 to English language

20 limit 19 to humans

21 limit 20 to yr=”2007 – Current”

22 remove duplicates from 21

Search conducted on November 1, 2017.

eAppendix 2. Additional Inclusion/Exclusion Criteria

Manual backward-citation tracking was employed to identify additional 
relevant studies.

Studies were excluded if they 1) reported a case study, systematic review, 
or meta-analysis; or 2) did not include results for a hepatocellular carcinoma 
(HCC) population treated with an evidence-based or standard-of-care treatment 
strategy; systemically-based treatment was preferred. While the review mainly 
focused on United States (US) studies and studies presenting US-centric 
information, global sources were consulted to cover data gaps. When needed, 
authors of identified studies were contacted for clarification or additional data. 

In addition to the general criteria described above, humanistic burden studies 
had to include sufficient information on the measures used to elicit health 
utilities or quality of life (QOL) and the time points of QOL assessment. These 
studies also had to report data from patients in the United States, Canada, or 
Western European countries; studies reporting populations from non-Western 
countries only were excluded, due to the divergent treatment practices and QOL 
differences among these patients compared with Western populations. Studies 
reporting humanistic outcomes that did not use validated instruments designed 
to evaluate health utilities, QOL, or symptoms associated with HCC were 
excluded. Studies that evaluated QOL as a tertiary end point also were excluded.

In addition to the general criteria described above, economic burden studies 
were required to state a primary objective of assessing costs or resource 
use, and report on direct costs, indirect costs, total costs, productivity loss, 
absenteeism and presenteeism, cost and burden to the caregiver, resource use, 
predictors of costs, or cost drivers. Furthermore, economic burden studies had 
to report on US-only populations, not only because of the US focus of the review, 
but principally because cost, access, utilization, and decision frameworks vary 
substantially in the US compared with other countries. Economic models had to 
report incremental cost-effectiveness ratios, life-years, or quality-adjusted life-
years. Economic models in non-US populations that were identified as part of the 
literature search are included in eAppendix 6 and eAppendix 7.

For all studies, 2 investigators independently extracted data on study design, 
interventions, study population, baseline characteristics, and outcomes, with 
disagreements resolved by discussion or a third investigator (CGK, JTC, JDM). 
Studies were not evaluated against any strict criteria for quality assessment; 
however, the observed variation in quality of included studies is discussed within 
the manuscript.
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Records after duplicates removed (n=2147)

Records screened (n=2147)

Full-text articles assessed for eligibility (n=277)

Included studies (n=57)

Records excluded (n=1870)
Not evaluating a cohort of hepatocellular 
carcinoma patients (n=1232)
Not evaluating a humanistic or economic 
outcome of interest (n=638)

Full-text articles excluded (n=220)
Not evaluating a cohort of hepatocellular 
carcinoma patients (n=58)
Not evaluating a humanistic or economic 
outcome of interest (n=162)

Utility (n=5)a

PRO and QOL (n=24)a

Costs and resource utilization (n=14)
Cost-effectiveness (n=16)

Additional records 
identified through other 

sources (n=6)

eAppendix 3. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)

aTwo studies reported both end points.
PRO indicates patient reported outcome, QOL, quality of life. 

eAppendix 4. Characteristics of Included US Economic Analyses

Reference Study Design Country/Currency/Year Costs/Perspective Primary Comparisons Characteristics of  
Base-Case Populations Time Horizon Discount 

Rate

Parikh 20171 CEA (Markov model) US/USD/2016
Direct costs/health 
system

Regorafenib vs BSC
Advanced HCC; progressed 
on SOR

NR 3%

Parikh 20172 CEA US/USD/2015
Direct medical costs/
payer (Medicare)

SOR vs no therapy (BSC)
Advanced HCC
AJCC stage 3/4 on Medicare

12 months before 
diagnosis, through 
follow-up

NR

Rostambeigi 20143 CEA US/USD/NR Direct medical costs/NR
Radioembolization vs 
conventional TACE

Unresectable HCC with 
intraarterial treatment 
BCLC classification A, B, or C

5 years NR

Ray 20124

Cost analysis
(DTA, Monte Carlo 
simulations)

US/USD/2010
Direct medical costs/
third-party payer 
(Medicare)

TACE vs SIRT vs RFA
65-year-old men with solitary 
3-cm HCC

NR None

Carr 20105 CEA US/USD/2007
Direct medical costs/
third-party payer

SOR vs BSC
Advanced HCC
ECOG PS, 0-2

Lifetime 3%

Naugler 20106 Cost analysis
(Markov model)

US/USD/NR Direct medical costs/NR
Immediate treatment with 
either TACE or RFA vs 
monitoring

Small HCC (<2 cm)
compensated cirrhosis; 
unresectable

10 years 3%

AJCC indicates American Joint Committee on Cancer; BCLC, Barcelona Clinic Liver Cancer; BIA, budget impact analysis; BSC, best supportive care; CEA, cost-effectiveness analysis; COI, cost of illness; CUA, cost utility analysis; DTA, decision tree 
analysis; ECOG PS, Eastern Cooperative Oncology Group performance status; HCC, hepatocellular carcinoma; NR, not reported; RFA, radiofrequency ablation; SIRT, selective internal radiotherapy; SOR, sorafenib; TACE, transarterial chemoembolization; 
US, United States; USD, US dollars.

REVIEW
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eAppendix 5. Findings of US Hepatocellular Carcinoma Economic Models

Reference Country/
Currency/Year Costs Effectiveness or 

QALYs
ICER (costs/effectiveness) or 
(costs/QALY) Additional Results Additional Key Results

Parikh 20171 US/USD/2016
Total costs:
BSC: $7408
Regorafenib: $47,112

BSC: 0.63
Regorafenib: 0.81

Regorafenib vs BSC: $224,362

In 1-way sensitivity analyses, 
there were no scenarios 
where regorafenib was  
cost- effective
Regorafenib would have to 
be priced at $67 per pill to 
be cost-effective at an ICER 
of $100,000

Regorafenib is not cost-effective 
as a second-line therapy for HCC

Parikh 20172 US/USD/2015

Control (no tx)/sorafenib: 
Outpatient, mean
1. Overall: $4562/$6289
2. Decompensated: 
$3902/$5387

Inpatient, mean
1. Overall: $16,182/$17,028
2. Decompensated: 
$19,515/$20,238

Medications, mean
1. Overall: $1492/$17,734
2. Decompensated: 
$1512/$16,429

Total, mean
1. Overall: $10,950/$31,364
2. Decompensated: 
$13,922/$32,519

–

Sorafenib, overall cohort:  
ICER = $84,250/LY gained
Sorafenib, propensity-matched cohorts: 
ICER = $81,249/LY gained

Decompensated patients:
Sorafenib, in overall cohorts:  
ICER = $224,914/LY gained
Sorafenib, in propensity-matched 
cohorts: ICER = $188,065/LY gained

–

Sorafenib is associated with 
improved survival in elderly 
patients with advanced HCC
Sorafenib is not cost-effective 
among those with hepatic 
decompensation

Rostambeigi 20143 US/USD/NR

TACE = ~$17,000 
Radioembolization = $31,000 
(unilobar)
Radioembolization = $48,000 
(bilobar)

Estimated survival, 
median
BCLC-A and 
BCLC-B: TACE > 
radioembolization 
BCLC-C: 
radioembolization > 
TACE

ICER = $360/month: radioembolization 
over TACE for BCLC-C patients
A: –$61; B: –$277

In BCLC-B disease, 
there is no persistent 
survival benefit with 
radioembolization

Radioembolization costs are 
justified with BCLC-C disease 
Radioembolization was not  
cost-effective in patients with 
BCLC-A disease

Ray 20124 US/USD/2010

Medicare allowable 
reimbursement:
RFA: $9361 
TACE: $30,143
SIRT: $35,618

– –

Monte Carlo simulations: 
when comparing only TACE 
and SIRT, TACE was the 
lower-cost strategy in most 
scenarios, but SIRT was 
lower in cost in more than 
one-third of the simulations

RFA was less expensive than 
TACE and SIRT
TACE was less expensive than 
SIRT in most instances
Sensitivity analyses showed that 
the most important variables 
assessed were the need for 
repeat procedures

Carr 20105 US/USD/2007

Drug costs:
Sorafenib: $29,562
BSC: $0
Lifetime total costs:
Sorafenib: $40,639
BSC: $7804

LYs gained
Sorafenib: 1.58
BSC: 1.05

Sorafenib vs BSC:
$62,473/LY gained

– Sorafenib is cost-effective vs BSC

Naugler 20106 US/USD/NR
Immediate/monitoring:
1. TACE: $142,869/$183,105
2. RFA: $92,094/$144,427

Average survival time, 
years; immediate/
monitoring
1. TACE: 4.27/4.32
2. RFA: 5.27/5.24 

– –

Cost analysis shows that 
immediate treatment with either 
TACE or RFA is less expensive 
than monitoring, in patients 
with compensated cirrhosis and 
small HCC

BCLC indicates Barcelona Clinic Liver Cancer; BSC, best supportive care; ECOG PS, Eastern Cooperative Oncology Group performance status; HCC, hepatocellular carcinoma; ICER, incremental cost-effectiveness ratio; LY, life year; NR, not reported; 
RFA, radiofrequency ablation; SIRT, selective internal radiotherapy; TACE, transarterial chemoembolization; tx, therapy; QALY, quality-adjusted life year; US, United States; USD, US dollars.

REVIEW
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eAppendix 6. Characteristics of Included Non-US Economic Models

Reference Study Design Country/Currency/Year Costs/Perspective Primary Comparisons Characteristics of Base-
Case Populations Time Horizon Discount 

Rate

Rognoni 20177 CEA Italy/Euro/2015
Direct medical costs/Italy 
healthcare service

TARE vs sorafenib in 
intermediate vs advanced HCC

Intermediate or advanced HCC 
according to BCLC staging

20 years 3.5%

Thein 20178 CEA Canada/USD/2013 Direct medical costs/payers
TACE or TACE + sorafenib 
vs sorafenib vs non-sorafenib 
chemo vs no tx or BSC

Stage 1-4 HCC NR 3%

Thein 20179 CEA Canada/USD/2013 Direct medical costs/payers Mono vs dual vs triple therapy Stage 1-4 HCC NR 3%

Zhang 201610 CEA China/USD/NR Direct medical costs/patient
Antiviral therapy + sorafenib 
vs sorafenib

Advanced HCC, Child-Pugh 
A or B, detectable HBV 
surface antigen

NR NR

Zhao 201711 CEA China/USD/2015
Direct medical costs/
healthcare system

TACE vs TACE + sorafenib Advanced HCC; unresectable NR 3%

Leung 201612 CEA
Taiwan/Taiwan dollar 
(NT$)/2015

Direct medical costs/payer 
(National Health Insurance)

SBRT vs sorafenib Advanced HCC; unresectable 5 years 3%

Zhang 201613 CUA China/USD/NR
Direct and indirect costs/
societal

Sorafenib vs FOLFOX4 Advanced HCC NR NR

Zhang 201514 CEA China/USD/NR Direct medical costs/NR Sorafenib vs BSC

Advanced HCC, ECOG 
PS 0-2, Child-Pugh A or B, 
previously treated with first-
line sorafenib

NR 3%

Myers 201415 COI (system dynamic 
model)

Canada/CAD$/2013 Direct costs/NR NA NA Lifetime NA

Camma 201316 CUA Italy/Euro/2012
Direct medical costs/third-
party payer

Sorafenib (800 mg or dose-
adjusted 400 mg) vs BSC

HCC from SOFIA study:
BCLC-C HCC (75%), 
or BCLC-B who failed 
locoregional therapies (25%), 
Caucasian males, 67 years of 
age, PS = 0-1

5 years NR

BCLC indicates Barcelona Clinic Liver Cancer; BSC, best supportive care; CAD, Canadian dollars; CEA, cost-effectiveness analysis; COI, cost of illness; CUA, cost utility analysis; ECOG, Eastern Cooperative Oncology Group; HBV, hepatitis B virus; HCC, 
hepatocellular carcinoma; NA, not applicable; NR, not reported; PS, performance status; SBRT, stereotactic body radiation therapy; TACE, transarterial chemoembolization; TARE, transarterial radioembolization; tx, therapy; US, United States; USD, US dollars. 

REVIEWREVIEW
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eAppendix 7. HCC Non-US Economic Models

Reference Country/
Currency/Year Costs Effectiveness or QALYs ICER (costs/effectiveness) or 

(costs/QALY) Additional Key Results

Rognoni 20177 Italy/Euro/2015

Intermediate HCC:
TARE: €31,071
Sorafenib: €29,289

Advanced HCC:
TARE: €21,961
Sorafenib: €30,750

Intermediate HCC: 
TARE: 1.178
Sorafenib: 0.638

Advanced HCC:
TARE: 0.639
Sorafenib: 0.568

Intermediate HCC: 
TARE vs sorafenib: €3302/QALY

Advanced HCC: 
TARE vs sorafenib: dominant (lower 
costs and greater health improvements)

TARE may be cost-effective 
vs sorafenib in patients with 
intermediate or advanced HCC

Thein 20178  Canada/USD/2013

Total costs (USD):
No tx or BSC: $36,415
TACE or TACE + sorafenib: $45,638
Non-sorafenib chemo: $51,657
Sorafenib: $53,198

TACE or TACE + sorafenib: 0.468
Non-sorafenib chemo: 0.237
Sorafenib: 0.190

TACE or TACE + sorafenib: $6665/QALY
Non-sorafenib chemo: $47,557/QALY
Sorafenib: $99,032/QALY

TACE ± sorafenib appears to be a 
cost-effective, non-curative palliative 
treatment approach to HCC

Thein 20179 Canada/USD/2013

Total costs (USD):
No tx: $38,472
TACE + RFA: $48,485
RFA: $55,925
RFA + SR: $109,927
SR: $119,032
TACE + SR: $126,514
RFA + LT: $155,898
TACE + LT: $178,354
RFA + SR + LT: $208,484
LT: $211,286
SR + LT: $222,275

QALYs:
TACE + RFA: 0.935
RFA: 0.881
RFA + SR: 1.468
SR: 1.025
TACE + SR: 0.441 
RFA + LT: 1.885
TACE + LT: 1.813
RFA + SR + LT: 2.716
LT: 2.091
SR + LT: 2.412

TACE + RFA: $2465/QALY
RFA: $15,553/QALY
RFA + SR: $48,761/QALY
SR: $79,495/QALY
TACE + SR: $217,932/QALY
RFA + LT: $59,642/QALY
TACE + LT: $72,941/QALY
RFA + SR + LT: $60,602/QALY
LT: $76,738/QALY
SR + LT: $71,972/QALY

TACE + RFA or RFA monotherapy 
appears to be a cost-effective 
curative treatment for HCC

Zhang 201610 China/USD/NR
Sorafenib + antiviral therapy: $25,026
Sorafenib alone: $20,249

Sorafenib + antiviral therapy: 0.68
Sorafenib alone: 0.42

Sorafenib with antiviral therapy vs no 
therapy: $18,370/QALY

The addition of antiviral therapy to 
sorafenib in treating HBV-related 
HCC is cost-effective from a Chinese 
patient perspective

Zhao 201711 China/USD/2015
Total costs:
TACE: $26,951
TACE + sorafenib: $44,542

TACE: 0.71
TACE + sorafenib: 1.02

TACE + sorafenib vs TACE:  
$56,745/QALY

Sensitivity analysis revealed the 
major driver was cost post-TACE  
and sorafenib therapy

Leung 201612 Taiwan/Taiwan 
dollar (NT$)/2015

Lifetime costs (USD):
SBRT: $1,197,039.20
Sorafenib: $2,166,079.70

SBRT: 2.81
Sorafenib: 3.07

Sorafenib vs SBRT: NT$3,788,238/QALY
(USD $114,795/QALY)

SBRT is more cost-effective  
than sorafenib for patients  
with unresectable advanced HCC  
in Taiwan

Zhang 201613 China/USD/NR
Sorafenib: $18,748.00
FOLFOX4: $6876.02

Sorafenib: 0.39
FOLFOX4: 0.38

FOLFOX4 vs sorafenib: $934,801/QALY
FOLFOX4 is cost-effective vs 
sorafenib in China

Zhang 201514 China/USD/NR
Sorafenib: $19,149.05
BSC: $897.21

Sorafenib: 0.45
BSC: 0.27

Sorafenib vs BSC, with assistance:
$101,399.11/QALY
Sorafenib vs BSC, without assistance:
$171,035.89/QALY

The ICER is significantly higher than 
the accepted WTP threshold of 
$20,301/QALY

Sorafenib was not a cost-effective 
treatment strategy vs BSC in China

Myers 201415 Canada/
CAD$/2013

– – –

The relatively low lifetime cost 
estimate for HCC cases ($42,376) 
was due to a high mortality rate from 
progressive liver-related disease in 
those infected

Camma 201316 Italy/Euro/2012

BSC BCLC-B and -C: €4142  
Sorafenib:
Full-dose:
BCLC-B and -C: €16,081
BCLC-B: €24,224
BCLC-C: €14,841

Dose-adjusted:
BCLC-B and -C: €19,944
BCLC-B: €26,914
BCLC-C: €16,625

Sorafenib: 
Full-dose:
BCLC-B and -C: 0.16
BCLC-B: 0.32
BCLC-C: 0.16

Dose-adjusted:
BCLC-B and -C: 0.44
BCLC-B: 0.38
BCLC-C: 0.44

Sorafenib vs BSC:
Full-dose:
BCLC-B and -C: €69,344/QALY
BCLC-B: €57,385/QALY
BCLC-C: €65,551/QALY

Dose-adjusted:
BCLC-B and -C: €34,534/QALY
BCLC-B: €54,881/QALY
BCLC-C: €27,916/QALY

Dose-adjusted, but not full-dose, 
sorafenib is a cost-effective 
treatment vs BSC

BCLC indicates Barcelona Clinic Liver Cancer; BSC, best supportive care; CAD, Canadian dollars; HBV, hepatitis B virus; HCC, hepatocellular carcinoma; ICER, incremental cost-effectiveness ratio; LT, liver transplantation; NR, not reported; QALY, 
quality-adjusted life year; RFA, radiofrequency ablation; SBRT, stereotactic body radiation therapy; SR, surgical resection; TACE, transarterial chemoembolization; TARE, transarterial radioembolization; tx, treatment; US, United States; USD, US dollars; 
WTP, willingness to pay.

REVIEW
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eAppendix 9. Quality of Life Data

The most widely used tools to measure quality of life (QOL) were the cancer-
specific Functional Assessment of Cancer Therapy (FACT)-Hep (which also contains 
the generic FACT-General [FACT-G]), the European Organization for Research 
and Treatment of Cancer Quality of Life Questionnaire (EORTC QLQ-C30), the 
hepatocellular carcinoma (HCC)-specific questionnaire (EORTC QLQ-HCC18), 
the Short Form 36 Health Survey Questionnaire (SF-36), and the Functional 
Assessment of Chronic Illness Therapy–Spirituality Subscale (FACIT-Sp-12).

QOL in All-stage HCC Populations. Overall QOL reported by patients with HCC 
is poor, likely driven by a combination of tumor burden and liver dysfunction, which 
underscores the importance of managing both HCC and cirrhosis-related symptoms 
(Main Text, Table 3).17 Compared with the general population, patients with HCC 
have lower QOL, especially in physical, psychological, functional status/well-
being, and hepatobiliary symptoms,18 as well as in the 8 domains of the SF-36.19,20 
In contrast, patients with HCC report better social and family well-being than the 
general population.18

Symptoms are a significant issue leading to QOL decrements in patients with 
HCC. When using the self-administered EORTC QLQ-C30 and EORTC QLQ-HCC18,17 
patients with HCC report consistently lower scores for role and physical functioning, 
and physical and functional well-being.21 Xing et al reported a significant decrease 
in the bodily pain domain of the SF-36 when comparing 6-month and 12-month 
posttreatment scores after drug-eluting bead transarterial chemoembolization 
(DEB-TACE) with doxorubicin (62.5 vs 52.2, P = .02).20 Sun et al found that symptom 
scores for patients with HCC were high for weight loss, appetite, fatigue, ability to 
perform usual activities, and abdominal pain, and symptoms tended to worsen over 
time; there was also a statistically significant trend for worsening of physical and 
emotional well-being over time.21 QOL was evaluated and considered an important 
predictor of overall survival. Sternby et al found that the predictive value of 
established scoring systems was increased by the addition of QOL data, with fatigue 
and nutrition scales prognostic in a multivariable analyses alone and in combination 
with clinical parameters.22 Steel et al found that overall QOL, as well as subscales 
of the FACT-Hep, including the psychological well-being and symptoms and side 
effects subscales, were significantly associated with survival after adjusting for 
demographics, disease-related factors, and treatment type.23

eAppendix 8. Economic Models

Of the 6 US studies, 3 included direct costs; 3 studies evaluated interventions 
from a payer perspective and 1 from a health plan perspective, while 2 did not 
report perspective. 

A cost analysis of systemic therapies from the payer perspective found 
that radiofrequency ablation (RFA) was less expensive than transarterial 
chemoembolization (TACE) and selective internal radiotherapy (SIRT); TACE cost 
less than SIRT in most instances, although SIRT was less expensive in ~33% of 
the simulations.4 Sensitivity analyses showed that the most important variables 
were the need for repeat procedures. In a cost-effectiveness analysis comparing 
treatment strategies in patients with compensated cirrhosis and small (<2 cm) 
hepatocellular carcinoma (HCC), those treated immediately with TACE or RFA could 
live at least as long as patients monitored with the intention of liver transplantation; 
immediate treatment with either TACE or RFA was found to be less expensive than 
monitoring.6 A model that evaluated RFA versus conventional TACE found that RFA 
was cost-effective in patients with advanced-stage disease, but not in those with 
early-stage disease.3 RFA does not appear to provide a persistent survival benefit in 
intermediate-stage disease, and we suggest other considerations when determining 
treatment choice in these patients.

The multikinase inhibitors sorafenib and regorafenib were the subject of 3 
different analyses. In advanced HCC, sorafenib was found to be cost-effective 
compared with Best supportive care, with an incremental cost-effectiveness ratio 
(ICER) of $62,473/life-year (LY) gained.5 Another evaluation found that sorafenib 
was cost-effective in elderly patients with advanced HCC (ICER = $84,250/LY 
gained), but not in decompensated liver disease (ICER = $224,914/LY gained).2 In 
this Medicare population, medication costs were the largest contributor to cost 
differential between sorafenib and BSC groups.2 In a cost-effectiveness analysis 
of second-line regorafenib versus BSC in unresectable HCC, regorafenib was not 
found to be cost-effective due to a small additional 0.18 quality-adjusted life-
year (QALY) increase (ICER = $224,362).2 According to the analysis, the cost of 
regorafenib would have to be significantly lowered (≤$67/pill) to achieve cost-
effectiveness at a willingness-to-pay threshold of $100,000/QALY.2 

eAppendix 10. Costs and Healthcare Resource Utilization 

Of the 14 included studies, approximately 80% used large claims databases. The 
majority of studies examined costs from a payer perspective, and only 2 studies 
evaluated indirect costs. While most patient populations were from all stages 
or had advanced hepatocellular carcinoma (HCC), patients with HCC related to 
hepatitis C virus infection were the subject of 5 studies. Significant heterogeneity 
in reporting and inconsistent reporting made cross-study comparison difficult.
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