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Simple Summary: We examined the relationship between metabolic dysfunction-associated fatty
liver disease (MAFLD) and the recurrence of hepatocellular carcinoma in patients treated by surgical
resection of a primary hepatitis B virus-related HCC. MAFLD was significantly associated with
22% and 44% increased risk of HCC recurrence and all-cause mortality, respectively. This study
was undertaken to underline the need for developing effective preventive strategies through the
management of metabolic health to reduce the incidence of MAFLD in the population.

Abstract: The association between the metabolic effects of hepatic steatosis as a part of postoperative
outcomes of hepatitis B virus (HBV)-related hepatocellular carcinoma (HCC) has rarely been studied.
This study aimed to assess the relationship between metabolic dysfunction-associated fatty liver
disease (MAFLD) and patients’ prognoses following curative resection of HBV-related HCC. Patients
who underwent surgical resection for HBV-related HCC between 2009 and 2015 were recruited.
The study endpoints were postoperative hepatocellular carcinoma (HCC) recurrence and all-cause
mortality. Adjusted hazard ratios (aHRs) for the outcomes were estimated using multivariate Cox
regression models. The mean age of the 2032 enrolled patients was 55.0 years, and 77.9% were men.
During follow-up (median 5.3 years), HCC recurrence and all-cause mortality occurred in 954 (47.0%)
and 422 (20.8%) patients, respectively. HCC recurrence and all-cause mortality were significantly
associated with MAFLD, with aHRs of 1.22 (p = 0.003) and 1.44 (p < 0.001), respectively. Propensity
score matching and inverse probability treatment weighting analyses confirmed similar results
(p < 0.05). MAFLD was associated with significantly poor prognoses in terms of HCC recurrence and
all-cause mortality following surgical resection of HBV-related HCC. Further studies are needed to
develop an effective preventive strategy through the management of metabolic health.

Keywords: hepatitis B virus; hepatocellular carcinoma; MAFLD; surgery; prognosis

1. Introduction

Hepatitis B virus (HBV) infection affects approximately 300 million people worldwide
and is a significant public health concern; the disease burden is particularly significant
in HBV-endemic regions, including East Asian countries [1–4]. Hepatocellular carcinoma
(HCC) is commonly caused by HBV and is the second leading cause of global cancer-related
mortality [5]; therefore, a comprehensive prevention and treatment strategy for HCC is
greatly needed. Long-term antiviral therapy (AVT), with potent oral nucleos(t)ide analogs

Cancers 2022, 14, 5002. https://doi.org/10.3390/cancers14205002 https://www.mdpi.com/journal/cancers

https://doi.org/10.3390/cancers14205002
https://doi.org/10.3390/cancers14205002
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/cancers
https://www.mdpi.com
https://orcid.org/0000-0001-7055-6424
https://doi.org/10.3390/cancers14205002
https://www.mdpi.com/journal/cancers
https://www.mdpi.com/article/10.3390/cancers14205002?type=check_update&version=1


Cancers 2022, 14, 5002 2 of 13

(NUCs), significantly decreases the risk of HCC and/or liver cirrhosis (LC), effectively
controlling the high viral load, the most important risk factor for HCC [6–8]. Interestingly,
several studies note that metabolic diseases, including diabetes, obesity, and non-alcoholic
fatty liver disease (NAFLD), are significant risk factors for HCC [9–11].

Although surgical resection is considered a curative treatment for HCC, its recur-
rence is a significant challenge, with a 5-year postoperative recurrence rate >50% [12–14].
Prophylactic use of oral NUCs, may reduce the risk of HBV-related HCC recurrence and
mortality [15,16]. As a high HBV-DNA level is related to a higher rate of postoperative
HCC recurrence [17], patient metabolic parameters should be examined as risk factors for
postoperative HCC recurrence and mortality.

The prevalence of poor metabolic health has increased worldwide [18], even among
normal-weight populations [4,19–21]. Metabolic dysfunction-associated fatty liver disease
(MAFLD) was recently defined as a more accurate description of hepatic disorders with
dynamic interactions among environmental and genetic factors and metabolic syndrome
components [22–24]. Numerous studies have assessed the relationship between MAFLD
and mortality or the risk of cardiovascular disease [25,26]. However, the relationship be-
tween HCC incidence and postoperative HCC recurrence has not been clinically validated.

This study aimed to assess the association of postoperative HCC recurrence and all-
cause mortality with MAFLD in patients with HBV-related HCC, independent of other
demographic, virological, and environmental factors, using a nationwide health insurance
system (NHIS) database.

2. Materials and Methods
2.1. Data Source

This nationwide retrospective cohort study used data for enrolled participants gath-
ered from the National Health Insurance Service in the Republic of Korea. Data on baseline
characteristics, diagnostic codes, prescription history, procedural codes, and health ex-
amination results of patients with HCC were extracted from the entire database. Data of
patients (aged ≥20 years) with chronic HBV infection who underwent curative surgical
resection for HCC between January 2009 and December 2015 were collected. The index date
was the exact date of the operation. Individuals who participated in health examination
within ±2 years from the index date were initially recruited. The health examination
data closest to the index date was used. Health examination data includes a standardized
questionnaire regarding lifestyle factors (smoking, alcohol consumption, and physical ac-
tivity), body measurements (body mass index (BMI), waist circumference (WC), and blood
pressure), and laboratory data (fasting glucose, liver enzymes, and cholesterol profiles).

Patients were excluded according to the following criteria: (1) missing values in
health examination records, including components to calculate the fatty liver index (FLI);
(2) history of human immunodeficiency virus or hepatitis C virus infection before the index
date; (3) history of extrahepatic malignancy before the index date; (4) concurrent procedures
(radiation therapy, local ablation, chemoembolization, and systemic chemotherapy) against
HCC at the same index date; and (5) orthotopic liver transplantation (OLT), radiation
therapy, systemic chemotherapy, or death within 3 months after enrolment. All diseases
were defined according to the International Classification of disease, tenth edition codes
(ICD-10), with the criteria of three or more outpatient visits or one or more hospitalizations
(Supplementary Table S1). According to the practice guideline in South Korea, participants
were followed-up for post-resection HCC recurrence at 3–6 months interval based upon
laboratory tests, including tumor markers and computed tomography and/or magnetic
resonance imaging [13,27].

This study was approved by our institutional review board and has been conducted
in accordance with the ethical requirements of the 1975 Declaration of Helsinki (IRB 4-2020-
1213). The need for informed consent was waived owing to the retrospective nature of
the study.



Cancers 2022, 14, 5002 3 of 13

2.2. Outcomes of the Study

The primary outcome of this study was the postoperative HCC recurrence. All-cause
mortality was considered a secondary outcome. The HCC recurrence date was defined as
the first date of any procedure or drug use relevant to curative or palliative treatment after
surgical resection, including cryotherapy, local ablation, chemoembolization, radiotherapy,
systemic chemotherapy, OLT, and surgical resection [14,28,29]. Patients were followed up
until HCC recurrence, death, or December 2019, whichever occurred first.

2.3. Definition of Variables

MAFLD was defined as the presence of hepatic steatosis, with a FLI ≥ 30 and one
or more of the following criteria: (1) body mass index (BMI) ≥ 23 kg/m2 (overweight
or obese); (2) diabetes mellitus (Type 2); and (3) presence of ≥2 metabolic abnormalities
(Supplementary Table S2) [22].

FLI was calculated through a complex formula of four variables: BMI, waist circum-
ference, triglyceride, and gamma-glutamyl transpeptidase [30]. Hypertension, diabetes
mellitus, dyslipidemia, LC, and other diseases used for exclusion were defined based on
ICD-10 codes. Medication history, including AVT against chronic HBV infection, metformin,
and statins, was defined based on the criterion of the total sum of prescription ≥90 days.

Individuals were classified as non-smokers, former smokers, or current smokers using
data based on smoking history and obtained from examination of health records. With
respect to alcohol use history, heavy drinkers were defined as male and female participants
who consumed 20 g and 10 g of alcohol per day, respectively; moderate drinkers were
defined as male and female participants who consumed 1–19 g and 1–9 g of alcohol per
day, respectively; and non-drinkers were defined as those who consumed <1 g of alcohol
per day [31]. Each participant’s metabolic equivalent of tasks (METs)-hour/week was
estimated by adding their history of strenuous (7 METs) and moderate (4 METs) physical
activity, as well as walking (2.9 METs) [32]. Participants’ physical activity was classified
into four groups based on cut-off values of 3, 9, and 18 METs-hour/week [33]. Obesity was
classified into four categories based on Asian BMI guidelines: underweight (18.5 kg/m2),
normal weight (18.5–22.9 kg/m2), overweight (23–24.9 kg/m2), and obese (25 kg/m2) [34].

2.4. Statistical Analysis

For categorical and continuous variables, the chi-square test and independent t-test
were employed to assess differences between the MAFLD and non-MAFLD groups. The
cumulative incidences of HCC recurrence and all-cause mortality between the two groups
were examined using the Kaplan–Meier method and compared using the log-rank test.
Multivariate Cox proportional hazard models were used to estimate adjusted hazard ratios
(HRs) and 95% confidence intervals (CIs) for outcomes. We also computed sub-distribution
HRs and 95% CIs using Fine and Gray regression (FGR), considering all-cause mortality as
a competing risk event.

Additionally, we used propensity score (PS) matching with a ratio of 1:1 and a caliper
width of 0.1 for the nearest neighbor method to avoid confounding bias. The absolute
standardized mean difference was determined to determine the covariate balance. Similarly,
inverse probability treatment weighting (IPTW) was used to account for confounding bias
between the two groups.

All statistical tests were two-sided, and a p-value < 0.05 was considered signifi-
cant. SAS Enterprise version 7.1 (SAS Institute, Cary, NC, USA) and R software version
4.0.3 (R Foundation for Statistical Computing, Vienna, Austria) were used for all the
statistical analyses.

3. Results
3.1. Baseline Characteristics of Patients

After exclusion, 2032 patients were included in the study (Supplementary Figure
S1). The mean (standard deviation [SD]) age was 55.0 (8.6) years, and 77.9% were men.
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The baseline characteristics of the patients, stratified by MAFLD, are summarized in
Table 1. Of 2032 patients, 1576 patients received health examinations before surgical
resection, while 456 patients received health examination after surgical resection. The
MAFLD group (n = 888) had a significantly higher prevalence of male sex, hypertension,
diabetes, dyslipidemia, metformin and statin use, current smoking, alcohol consumption,
and physical inactivity than the non-MAFLD group (n = 1144; all p < 0.05).

Table 1. Baseline Characteristics of Chronic HBV participants stratified by MAFLD.

The Entire Cohort (n = 2032)

Non-MAFLD (n = 1144) MAFLD (n = 888) p-Value

Age 0.355
55.1 (8.8) 54.8 (8.4)

Sex <0.001
Male 788 (68.9%) 795 (89.5%)
Female 356 (31.1%) 93 (10.5%)

Hypertension <0.001
No 768 (67.1%) 448 (50.4%)
Yes 376 (32.9%) 440 (49.6%)

Diabetes <0.001
No 900 (78.7%) 572 (64.4%)
Yes 244 (21.3%) 316 (35.6%)

Dyslipidemia 0.007
No 871 (76.1%) 629 (70.8%)
Yes 273 (23.9%) 259 (29.2%)

Liver cirrhosis 0.955
No 407 (35.6%) 317 (35.7%)
Yes 737 (64.4%) 571 (64.3%)

Metformin use <0.001
No 1013 (88.6%) 697 (78.4%)
Yes 131 (11.4%) 191 (21.5%)

Statin use <0.001
No 1009 (88.2%) 697 (78.5%)
Yes 135 (11.8%) 191 (21.5%)

Antiviral therapy 0.292
No 243 (21.2%) 206 (23.2%)
Yes 901 (78.8%) 682 (76.8%)

Smoking history <0.001
Non-smoker 564 (49.3%) 296 (33.3%)
Ex-smoker 303 (26.5%) 274 (30.9%)
Current smoker 277 (24.2%) 318 (35.8%)

Alcohol drink <0.001
None 805 (70.4%) 405 (45.6%)
Moderate 247 (21.6%) 276 (31.1%)
Heavy 92 (8.0%) 207 (23.3%)

Physical activity 0.037
0 to <3 METs-hour/week 344 (30.1%) 297 (33.4%)
3 to <9 METs-hour/week 272 (23.8%) 202 (22.8%)
9 to <18 METs-hour/week 330 (28.8%) 273 (30.7%)
≥18 METs-hour/week 198 (17.3%) 116 (13.1%)

Abbreviation: MAFLD, metabolic dysfunction-associated fatty liver disease; HBV, hepatitis B virus.

Furthermore, 26 and 28 patients in the non-MAFLD and MAFLD groups were treated
with additional TACE within 3 months after surgical resection (p = 0.278), respectively and
four and two patients in the non-MAFLD and MAFLD groups were treated with additional
RFA within 3 months after surgical resection (p = 0.703), respectively.
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3.2. Clinical Outcomes of HCC Recurrence and All-Cause Mortality between the MAFLD and
Non-MAFLD Groups in the Entire Cohort

The median follow-up duration was 5.3 years (IQR 1.7–8.5). During follow-up, HCC
recurrence occurred in 954 (47.0%), 447 (50.3%), and 507 (44.3%) patients in the MAFLD
and non-MAFLD groups, respectively. All-cause mortality occurred in 422 (20.8%) patients:
218 (24.6%) in the MAFLD group and 204 (17.8%) in the non-MAFLD group.

The MAFLD group had significantly higher incidence of 1-, 3-, and 5-year HCC
recurrence than the non-MAFLD group [17.0%, 37.2%, and 46.4% in the MAFLD group vs.
13.9%, 31.2%, and 39.6% in the non-MAFLD group, respectively; p = 0.002)] (Figure 1a).
The MAFLD group also had significantly higher incidence of 1-, 3-, and 5-year all-cause
mortality than the non-MAFLD group [3.7%, 11.4%, and 17.2% in the MAFLD group vs.
2.8%, 8.9%, and 13.0% in the non-MAFLD group, respectively; p < 0.001] (Figure 1b). The
HRs (95% CIs) of HCC recurrence and all-cause mortality by MAFLD were 1.22 (1.07–1.38;
p = 0.003) and 1.44 (1.19–1.75; p < 0.001), respectively.

According to multivariable Cox regression analysis adjusted for age, sex, LC, met-
formin and statin use, AVT, smoking history, alcohol consumption, and physical activity,
the MAFLD group was more likely to have a higher risk of HCC recurrence with an ad-
justed HR of 1.20 (95% CI 1.04–1.37; p = 0.01) and all-cause mortality with an adjusted HR
of 1.44 (95% CI, 1.17–1.76; p = 0.001) (Table 2). The full version of Cox regression model is
summarized in Supplementary Table S3.
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Figure 1. Cumulative incidence plots of postoperative HCC recurrence (a) and all-cause mortality (b)
stratified by MAFLD among the entire cohort.

Table 2. Adjusted HRs and 95% CIs of HCC recurrence and all-cause mortality by MAFLD in chronic
HBV infection.

HCC Recurrence All-Cause Mortality

Adjusted HR (95% CI) p-Value Adjusted HR (95% CI) p-Value

MAFLD
No 1.00 (reference) 1.00 (reference)
Yes 1.20 (1.04–1.37) 0.01 1.44 (1.17–1.76) 0.001

Abbreviation: HR, hazard ratio; CI, confidence interval; HCC, hepatocellular carcinoma; MAFLD, metabolic
dysfunction-associated fatty liver disease; HBV, hepatitis B virus.

Moreover, considering all-cause mortality as a competing risk in the FGR model, HCC
recurrence was significantly associated with MAFLD with a sub-distribution HR of 1.18
(95% CI, 1.03–1.35; p = 0.015).

3.3. PS-Matching and IPTW Analyses

The PS was calculated using a logistic regression model based on age, sex, LC, met-
formin use, statin use, AVT, smoking history, alcohol consumption, and physical activity.
After performing PSM with absolute standardized mean differences below 0.1 for all
variables (Supplementary Figure S2), 720 pairs of patients were included in the analysis.
According to the baseline characteristics of the MAFLD and non-MAFLD groups in the
matched cohort, there was no significant difference between the two groups, except for
hypertension and diabetes (all p > 0.05; Supplementary Table S4). The MAFLD group
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had significantly higher 1-, 3-, and 5-year cumulative incidences of HCC recurrence in the
matched cohort than the non-MAFLD group [17.0%, 37.4%, and 46.8% in the MAFLD group
vs. 14.2%, 31.9%, and 40.2% in the non-MAFLD group; p = 0.015)] (Figure 2a). The MAFLD
group also had significantly higher 1, 3, and 5-year cumulative incidences of all-cause
mortality than the non-MAFLD group [4.2%, 12.2%, and 18.5% in the MAFD group vs.
2.9%, 8.6%, and 12.8% in the non-MAFLD group; p < 0.001] (Figure 2b).

Multivariable Cox analysis of PS-matched cohort after adjustment for age, sex, LC,
metformin, statin use, antiviral therapy, smoking, alcohol consumption, physical activity
also showed significant results with adjusted HRs of 1.22 (95% CI 1.05–1.42; p = 0.01) for
HCC recurrence and 1.52 (95% CI 1.21–1.91; p < 0.001) for all-cause mortality (Table 3).
Likewise, when considering all-cause mortality as a competing risk with the FGR model,
HCC recurrence was significantly associated with MAFLD (sub-distribution HR 1.20, 95%
CI 1.04–1.40; p = 0.014).

Furthermore, IPTW analysis showed similar findings. Multivariable Cox analysis
also confirmed that the MAFLD group had a significantly higher risk of HCC recurrence
with an adjusted HR of 1.26 (95% CI 1.16–1.36; p < 0.001) and all-cause mortality with an
adjusted HR of 1.44 (95% CI, 1.28–1.61; p <0.001) (Table 3).
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Figure 2. Cumulative incidence plots of postoperative HCC recurrence (a) and all-cause mortality (b)
stratified by MAFLD after PS-matching analysis.

Table 3. Multivariable analyses of HCC recurrence and all-cause mortality according to MAFLD
among patients with HBV-related HCC receiving surgical resection after PS-matching or IPTW.

MAFLD
HCC Recurrence All-Cause Mortality

Adjusted HR
(95% CI) p-Value Adjusted HR

(95% CI) p-Value

PS-Matching No 1.00 (reference) 1.00 (reference)
Yes 1.22 (1.05–1.42) 0.01 1.52 (1.21–1.91) <0.001

IPTW
No 1.00 (reference) 1.00 (reference)
Yes 1.26 (1.16–1.36) <0.001 1.44 (1.28–1.61) <0.001

Abbreviation: HCC, hepatocellular carcinoma; MAFLD, metabolic dysfunction-associated fatty liver disease;
HBV, hepatitis B virus; PS, propensity score; IPTW, inverse probability treatment weighting, HR; hazard ratio; CI,
confidence interval.

3.4. Sensitivity Analyses

For sensitivity analysis, patients were stratified into three groups with an FLI score
cut-off of 30 and 60 (0 to <30; Grade 0 (G0), 30 to <60; Grade 1 (G1), ≥60; Grade 2 (G2)).
Patients with FLI G2 were at a higher risk of HCC recurrence with an adjusted HR of 1.37
(95% CI 1.13–1.65; p = 0.001) than those with FLI G0 to 1, and patients with G1 to 2 were at
a higher risk of all-cause mortality with an adjusted HR of 1.82 (95% CI 1.39–2.39; p < 0.001)
than patients with FLI G0 (Supplementary Table S5).

According to the proportion of unhealthy lifestyle among individuals receiving
health examination before or after surgical resection, “after surgical resection” group
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presented considerably higher proportion of healthy lifestyle, compared to “before sur-
gical resection” group (Supplementary Table S6). Multivariable Cox regression analysis
only for individuals who received health examination before surgical resection also re-
produced the result of same direction with an adjusted HR of 1.20 (95% CI 1.02–1.40;
p = 0.026, Supplementary Table S7).

With different cut-off of FLI with 60, MAFLD was still significantly associated with
the increased risk of HCC recurrence. Likewise, FLI cut-off of 31 for men and 18 for
women also reproduced the similar result. Furthermore, without adjustment for met-
formin and statin, the result presented the significant relationship between MAFLD and
increased risk of HCC recurrence. Finally, after excluding patients receiving additional
TACE within 3 months after surgical resection, the association between the increased risk
of HCC recurrence and MAFLD was significant. Likewise, after excluding patients re-
ceiving RFA within 3 months after surgical resection, the same result was reproduced (all
p < 0.05; all Supplementary Table S7).

4. Discussion

The study results indicate that MAFLD is significantly associated with HCC recurrence
and all-cause mortality. Multivariate Cox analysis adjusted for age, sex, LC, metformin
and statins use, AVT, smoking, alcohol consumption, and physical activity demonstrated
similar findings. Moreover, the association remained significant across various statistical
methods, including PS-matching and IPTW.

Several studies examining the association of fatty liver disease and/or metabolic
dysfunction with the risk of HCC development among patients with chronic HBV infection
have reported inconsistent conclusions; some large retrospective cohort studies elucidated
positive correlations [11,35,36], while others found no significant associations [37,38]. How-
ever, there is an evident lack of studies on fatty liver and HCC recurrence, especially after
surgical resection of HBV-related HCC. A meta-analysis of 9 studies between the NAFLD
etiologies and disease-free survival or overall survival after curative resection for HCC
showed that NAFLD has paradoxically reverse associations with disease-free survival and
overall survival, compared to non-NAFLD with HRs of 0.85 (95% CI 0.74–0.98; p = 0.03) and
0.87 (0.81–0.93; p < 0.001), respectively [39]. However, our multimodal analysis consistently
indicated that MAFLD is significantly associated with increased risk of HCC recurrence
and all-cause mortality.

There are several plausible explanations for these results. Lipid accumulation in
hepatocytes can cause fibrogenic activation and even hepato-carcinogenesis through c-Jun
N-terminal kinase/activator protein-1 activity or the nuclear factor kappa B pathway [9].
Additionally, excess adipose tissue may also activate the Janus kinase pathway, promoting
the production of pro-inflammatory and pro-fibrogenic cytokines, resulting in increased
leptin and decreased adiponectin [40,41]. Yoshimoto et al. found that a bacterial metabo-
lite (deoxycholic acid)-induced senescence-associated secretory phenotype could mediate
hepatic stellate cell activation and lead to hepatocarcinogenesis [42]. In line with these
theoretical backgrounds, the severity of hepatic steatosis measured by FLI was also sig-
nificantly associated with HCC recurrence and all-cause mortality in a dose-dependent
manner. Notably, the harmful effect of hepatic steatosis on HCC recurrence became evident
only with FLI ≥ 60; its effect on all-cause mortality became evident in the earlier phase
of hepatic steatosis when the FLI was ≥30. This indirectly supports the hypothesis that
hepatic steatosis affects liver-related outcomes as well as non-liver-related outcomes, such
as death from cardiovascular disease.

Our study has several strengths. First, through a nationwide cohort, we enrolled a
large sample size (n = 2032) of patients with HBV-related HCC who underwent curative
surgical resection. This study also examined the characteristics of the enrolled patients,
including demographic factors, past disease history, medication history, and lifestyle factors.
Second, various statistical analyses, including FGR, PSM, and IPTW, were performed to
minimize unmeasured confounding bias due to the incompleteness of the nationwide data.
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Third, to the best of our knowledge, this is the first study to examine the association of
MAFLD with postoperative HCC recurrence and all-cause mortality in patients with chronic
HBV infection. In this study, 43.7% (888 of 2032) of all patients with HBV who underwent
HCC resection were affected by MAFLD, which is much higher than the prevalence in the
general population (37.3%) in the Republic of Korea [26]. Our findings suggest MAFLD as a
risk factor for HCC recurrence and further studies should be conducted to better represent
the true population and corroborate these results.

This study had several limitations. First, owing to the inherent limitation of the NHIS
database, the exact data concerning tumor size and number, other histological data (e.g.,
R0 resection, microvascular invasion, tumor grade, etc.), serum HBV-DNA level or other
serological markers, and radiological evidence of HCC recurrence were missing [43–46]. To
minimize some of such bias, when we excluded patients receiving additional therapy (i.e.,
RFA and/or TACE) within 3 months after the surgical resection, the similar results were ob-
served. Furthermore, we can cautiously speculate that at least a limitation regarding serum
HBV-DNA level might be partially overcome, considering the stringent reimbursement
guideline of oral NUCs by the NHIS (serum HBV-DNA ≥ 20 IU/mL) [8]. Concerning the
definition of recurrence with any kind of recurrence treatment, due to lack of hospital-
level information, patients not receiving any antitumor therapy due to bad performance
state could have been missed based on this definition of recurrence. Nonetheless, given
that the proportion of patients treated with only best supportive care for post-operative
recurrence was quite low (5~7%) owing to the bad performance status or insufficient hep-
atic function to tolerate surgical resection [47–49], we might carefully speculate that our
operational definition could cover the recurrence appropriately via our large sample size
cohort. Further prospective cohort studies with detailed information should be conducted
to overcome this limitation. Second, owing to a lack of biopsy results, hepatic steatosis
was characterized using FLI. However, FLI, as a surrogate biochemical score, has a high
diagnostic performance, with an area under the curve value of 0.86 for males and 0.91 for
women [30,50]. We also performed sensitivity analysis with a different cut-off of FLI to
validate our result. Third, adjusting metformin and statin might result in indication bias,
since the majority of users are patients with diabetes or dyslipidemia. However, additional
analysis without adjustment for metformin and statin reproduced the similar significant
result. Lastly, the majority of patients in the Republic of Korea were infected with HBV
genotype C2 via vertical transmission, which was associated with an increased risk of
disease progression [51]. Further studies are required to validate this hypothesis.

5. Conclusions

In conclusion, MAFLD was significantly associated with an increased risk of HCC
recurrence and all-cause mortality after surgical resection of HBV-related HCC. As MAFLD
represents a potentially significant risk factor for postoperative prognoses, further stud-
ies are needed for a parallel evaluation with other risk factors and develop an effective
preventive strategy through the management of patient metabolic health.
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cause mortality in chronic HBV infection; Table S4: Comparison of baseline characteristics according
to MAFLD among patients with HBV-related HCC receiving surgical resection after PS-matching;
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Table S7: The result of sensitivity analysis on the risk of HCC recurrence by MAFLD; Figure S1:
Detailed schematic flow of patient selection; Figure S2: Absolute standardized mean difference of the
variables before and after matching.

https://www.mdpi.com/article/10.3390/cancers14205002/s1
https://www.mdpi.com/article/10.3390/cancers14205002/s1


Cancers 2022, 14, 5002 11 of 13

Author Contributions: Conceptualization; B.Y. and B.K.K., Methodology; B.Y., J.O. and J.-H.Y.,
Software; S.H.A. and B.K.K., Validation; J.-H.Y. and B.K.K., Formal analysis; B.Y. and J.O., Inves-
tigation; B.Y., J.-H.Y. and B.K.K., Resources; J.-H.Y. and B.K.K., Data curation; B.Y. and J.-H.Y.,
Writing—Original draft; B.Y. and B.K.K., Writing—Review and Editing; S.H.A., J.-H.Y. and B.K.K.,
Visualization; B.Y. and J.O., Supervision; B.K.K., Project administration; J.-H.Y. and B.K.K., Funding
acquisition; B.K.K. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by our institutional review board
and has been conducted in accordance with the ethical requirements of the 1975 Declaration of
Helsinki (IRB No. 4-2020-1213, Date of approval: 21 December 2020).

Informed Consent Statement: The need for informed consent was waived owing to the retrospective
nature of the study.

Data Availability Statement: The data in this study were gathered from National Health Insurance
Service in the Republic of Korea. Thus, the data cannot be shared publicly without permission.

Conflicts of Interest: The authors have no conflict of interest to declare.

References
1. Paik, J.M.; Younossi, Y.; Henry, L.; Mishra, A.; Younossi, Z.M. Recent trends in the global burden of hepatitis b virus: 2007–2017.

Gastroenterology 2021, 160, 1845–1846.e1843. [CrossRef] [PubMed]
2. Terrault, N.A.; Lok, A.S.F.; McMahon, B.J.; Chang, K.M.; Hwang, J.P.; Jonas, M.M.; Brown, R.S., Jr.; Bzowej, N.H.; Wong,

J.B. Update on prevention, diagnosis, and treatment of chronic hepatitis b: Aasld 2018 hepatitis b guidance. Hepatology 2018,
67, 1560–1599. [CrossRef] [PubMed]

3. European Association For The Study of The Liver. EASL 2017 clinical practice guidelines on the management of hepatitis b virus
infection. J. Hepatol. 2017, 67, 370–398. [CrossRef] [PubMed]

4. Park, S.H.; Plank, L.D.; Suk, K.T.; Park, Y.E.; Lee, J.; Choi, J.H.; Heo, N.Y.; Park, J.; Kim, T.O.; Moon, Y.S.; et al. Trends in the
prevalence of chronic liver disease in the korean adult population, 1998–2017. Clin. Mol. Hepatol. 2020, 26, 209–215. [CrossRef]
[PubMed]

5. Ferlay, J.; Soerjomataram, I.; Dikshit, R.; Eser, S.; Mathers, C.; Rebelo, M.; Parkin, D.M.; Forman, D.; Bray, F. Cancer incidence and
mortality worldwide: Sources, methods and major patterns in globocan 2012. Int. J. Cancer 2015, 136, E359–E386. [CrossRef]
[PubMed]

6. Marcellin, P.; Gane, E.; Buti, M.; Afdhal, N.; Sievert, W.; Jacobson, I.M.; Washington, M.K.; Germanidis, G.; Flaherty, J.F.; Aguilar
Schall, R.; et al. Regression of cirrhosis during treatment with tenofovir disoproxil fumarate for chronic hepatitis b: A 5-year
open-label follow-up study. Lancet 2013, 381, 468–475. [CrossRef]

7. Chen, C.J.; Yang, H.I.; Su, J.; Jen, C.L.; You, S.L.; Lu, S.N.; Huang, G.T.; Iloeje, U.H. Risk of hepatocellular carcinoma across a
biological gradient of serum hepatitis b virus DNA level. JAMA 2006, 295, 65–73. [CrossRef] [PubMed]

8. Yim, H.J.; Kim, J.H.; Park, J.Y.; Yoon, E.L.; Park, H.; Kwon, J.H.; Sinn, D.H.; Lee, S.H.; Lee, J.H.; Lee, H.W. Comparison of clinical
practice guidelines for the management of chronic hepatitis b: When to start, when to change, and when to stop. Clin. Mol.
Hepatol. 2020, 26, 411–429. [CrossRef] [PubMed]

9. Stickel, F.; Hellerbrand, C. Non-alcoholic fatty liver disease as a risk factor for hepatocellular carcinoma: Mechanisms and
implications. Gut 2010, 59, 1303–1307. [CrossRef] [PubMed]

10. Tsoulfas, G. Hepatocellular carcinoma and metabolic syndrome: The times are changing and so should we. World J. Gastroenterol.
2019, 25, 3842–3848. [CrossRef] [PubMed]

11. Kim, M.N.; Han, K.; Yoo, J.; Hwang, S.G.; Ahn, S.H. Increased risk of hepatocellular carcinoma and mortality in chronic viral
hepatitis with concurrent fatty liver. Aliment. Pharmacol. Ther. 2022, 55, 97–107. [CrossRef] [PubMed]

12. Roayaie, S.; Obeidat, K.; Sposito, C.; Mariani, L.; Bhoori, S.; Pellegrinelli, A.; Labow, D.; Llovet, J.M.; Schwartz, M.; Mazzaferro, V.
Resection of hepatocellular cancer ≤2 cm: Results from two western centers. Hepatology 2013, 57, 1426–1435. [CrossRef] [PubMed]

13. Kim, J.; Kang, W.; Sinn, D.H.; Gwak, G.Y.; Paik, Y.H.; Choi, M.S.; Lee, J.H.; Koh, K.C.; Paik, S.W. Substantial risk of recurrence even
after 5 recurrence-free years in early-stage hepatocellular carcinoma patients. Clin. Mol. Hepatol. 2020, 26, 516–528. [CrossRef]

14. Tamai, H.; Okamura, J. New next-generation microwave thermosphere ablation for small hepatocellular carcinoma. Clin. Mol.
Hepatol. 2021, 27, 564–574. [CrossRef] [PubMed]

15. Wu, C.Y.; Chen, Y.J.; Ho, H.J.; Hsu, Y.C.; Kuo, K.N.; Wu, M.S.; Lin, J.T. Association between nucleoside analogues and risk of
hepatitis b virus–related hepatocellular carcinoma recurrence following liver resection. JAMA 2012, 308, 1906–1914. [CrossRef]
[PubMed]

16. Wong, G.L.; Tse, Y.K.; Chan, H.L.; Yip, T.C.; Tsoi, K.K.; Wong, V.W. Oral nucleos(t)ide analogues reduce recurrence and death in
chronic hepatitis b-related hepatocellular carcinoma. Aliment. Pharmacol. Ther. 2016, 43, 802–813. [CrossRef]

http://doi.org/10.1053/j.gastro.2020.11.057
http://www.ncbi.nlm.nih.gov/pubmed/33421516
http://doi.org/10.1002/hep.29800
http://www.ncbi.nlm.nih.gov/pubmed/29405329
http://doi.org/10.1016/j.jhep.2017.03.021
http://www.ncbi.nlm.nih.gov/pubmed/28427875
http://doi.org/10.3350/cmh.2019.0065
http://www.ncbi.nlm.nih.gov/pubmed/31679316
http://doi.org/10.1002/ijc.29210
http://www.ncbi.nlm.nih.gov/pubmed/25220842
http://doi.org/10.1016/S0140-6736(12)61425-1
http://doi.org/10.1001/jama.295.1.65
http://www.ncbi.nlm.nih.gov/pubmed/16391218
http://doi.org/10.3350/cmh.2020.0049
http://www.ncbi.nlm.nih.gov/pubmed/32854458
http://doi.org/10.1136/gut.2009.199661
http://www.ncbi.nlm.nih.gov/pubmed/20650925
http://doi.org/10.3748/wjg.v25.i29.3842
http://www.ncbi.nlm.nih.gov/pubmed/31413522
http://doi.org/10.1111/apt.16706
http://www.ncbi.nlm.nih.gov/pubmed/34820871
http://doi.org/10.1002/hep.25832
http://www.ncbi.nlm.nih.gov/pubmed/22576353
http://doi.org/10.3350/cmh.2020.0016
http://doi.org/10.3350/cmh.2021.0136
http://www.ncbi.nlm.nih.gov/pubmed/34333957
http://doi.org/10.1001/2012.jama.11975
http://www.ncbi.nlm.nih.gov/pubmed/23162861
http://doi.org/10.1111/apt.13548


Cancers 2022, 14, 5002 12 of 13

17. Kim, B.K.; Park, J.Y.; Kim, D.Y.; Kim, J.K.; Kim, K.S.; Choi, J.S.; Moon, B.S.; Han, K.H.; Chon, C.Y.; Moon, Y.M.; et al. Persistent
hepatitis b viral replication affects recurrence of hepatocellular carcinoma after curative resection. Liver Int. Off. J. Int. Assoc.
Study Liver 2008, 28, 393–401. [CrossRef]

18. Younossi, Z.; Anstee, Q.M.; Marietti, M.; Hardy, T.; Henry, L.; Eslam, M.; George, J.; Bugianesi, E. Global burden of nafld and
nash: Trends, predictions, risk factors and prevention. Nat. Rev. Gastroenterol. Hepatol. 2018, 15, 11–20. [CrossRef]

19. Kramer, C.K.; Zinman, B.; Retnakaran, R. Are metabolically healthy overweight and obesity benign conditions? A systematic
review and meta-analysis. Ann. Intern. Med. 2013, 159, 758–769. [CrossRef]

20. Stefan, N.; Schick, F.; Häring, H.U. Causes, characteristics, and consequences of metabolically unhealthy normal weight in
humans. Cell Metab. 2017, 26, 292–300. [CrossRef]

21. Sohn, W.; Lee, H.W.; Lee, S.; Lim, J.H.; Lee, M.W.; Park, C.H.; Yoon, S.K. Obesity and the risk of primary liver cancer: A systematic
review and meta-analysis. Clin. Mol. Hepatol. 2021, 27, 157–174. [CrossRef] [PubMed]

22. Eslam, M.; Newsome, P.N.; Sarin, S.K.; Anstee, Q.M.; Targher, G.; Romero-Gomez, M.; Zelber-Sagi, S.; Wai-Sun Wong, V.;
Dufour, J.F.; Schattenberg, J.M.; et al. A new definition for metabolic dysfunction-associated fatty liver disease: An international
expert consensus statement. J. Hepatol. 2020, 73, 202–209. [CrossRef]

23. Eslam, M.; Sanyal, A.J.; George, J. Mafld: A consensus-driven proposed nomenclature for metabolic associated fatty liver disease.
Gastroenterology 2020, 158, 1999–2014.e1991. [CrossRef] [PubMed]

24. Kang, S.H.; Cho, Y.; Jeong, S.W.; Kim, S.U.; Lee, J.W. From nonalcoholic fatty liver disease to metabolic-associated fatty liver
disease: Big wave or ripple? Clin. Mol. Hepatol. 2021, 27, 257–269. [CrossRef] [PubMed]

25. Kim, D.; Konyn, P.; Sandhu, K.K.; Dennis, B.B.; Cheung, A.C.; Ahmed, A. Metabolic dysfunction-associated fatty liver disease is
associated with increased all-cause mortality in the united states. J. Hepatol. 2021, 75, 1284–1291. [CrossRef] [PubMed]

26. Lee, H.; Lee, Y.H.; Kim, S.U.; Kim, H.C. Metabolic dysfunction-associated fatty liver disease and incident cardiovascular disease
risk: A nationwide cohort study. Clin. Gastroenterol. Hepatol. Off. Clin. Pract. J. Am. Gastroenterol. Assoc. 2021, 19, 2138–2147.e2110.
[CrossRef]

27. Hepatocellular Carcinoma Treatment Guidelines, Republic of Korera. Available online: https://livercancer.Or.Kr/study/
guidelines.Php (accessed on 8 September 2022).

28. Torimura, T.; Iwamoto, H. Optimizing the management of intermediate-stage hepatocellular carcinoma: Current trends and
prospects. Clin. Mol. Hepatol. 2021, 27, 236–245. [CrossRef]

29. Yoon, S.M.; Kim, S.Y.; Lim, Y.S.; Kim, K.M.; Shim, J.H.; Lee, D.; An, J.; Jung, J.; Kim, J.H.; Lee, H.C. Stereotactic body radiation
therapy for small (≤5 cm) hepatocellular carcinoma not amenable to curative treatment: Results of a single-arm, phase ii clinical
trial. Clin. Mol. Hepatol. 2020, 26, 506–515. [CrossRef]

30. Bedogni, G.; Bellentani, S.; Miglioli, L.; Masutti, F.; Passalacqua, M.; Castiglione, A.; Tiribelli, C. The fatty liver index: A simple
and accurate predictor of hepatic steatosis in the general population. BMC Gastroenterol. 2006, 6, 33. [CrossRef]

31. Jeong, H.G.; Kim, D.Y.; Kang, D.W.; Kim, B.J.; Kim, C.K.; Kim, Y.; Yang, W.; Park, E.S.; Lee, S.H. Physical activity frequency and
the risk of stroke: A nationwide cohort study in Korea. J. Am. Heart Assoc. 2017, 6, e005671. [CrossRef]

32. Jeong, S.W.; Kim, S.H.; Kang, S.H.; Kim, H.J.; Yoon, C.H.; Youn, T.J.; Chae, I.H. Mortality reduction with physical activity in
patients with and without cardiovascular disease. Eur. Heart J. 2019, 40, 3547–3555. [CrossRef] [PubMed]

33. Physical activity guidelines advisory committee report, 2008. To the secretary of health and human services. Part a: Executive
summary. Nutr. Rev. 2009, 67, 114–120. [CrossRef] [PubMed]

34. Misra, A. Ethnic-specific criteria for classification of body mass index: A perspective for asian indians and american diabetes
association position statement. Diabetes Technol. Ther. 2015, 17, 667–671. [CrossRef] [PubMed]

35. Lee, Y.B.; Moon, H.; Lee, J.H.; Cho, E.J.; Yu, S.J.; Kim, Y.J.; Zoulim, F.; Lee, J.; Yoon, J.H. Association of metabolic risk factors with
risks of cancer and all-cause mortality in patients with chronic hepatitis b. Hepatology 2021, 73, 2266–2277. [CrossRef]

36. Yu, M.W.; Lin, C.L.; Liu, C.J.; Yang, S.H.; Tseng, Y.L.; Wu, C.F. Influence of metabolic risk factors on risk of hepatocellular carcinoma
and liver-related death in men with chronic hepatitis b: A large cohort study. Gastroenterology 2017, 153, 1006–1017.e1005.
[CrossRef] [PubMed]

37. Choe, J.W.; Hyun, J.J.; Kim, B.; Han, K.D. Influence of metabolic syndrome on cancer risk in hbv carriers: A nationwide population
based study using the national health insurance service database. J. Clin. Med. 2021, 10, 2401. [CrossRef]

38. Li, J.; Yang, H.I.; Yeh, M.L.; Le, M.H.; Le, A.K.; Yeo, Y.H.; Dai, C.Y.; Barnett, S.; Zhang, J.Q.; Huang, J.F.; et al. Association between
fatty liver and cirrhosis, hepatocellular carcinoma, and hepatitis b surface antigen seroclearance in chronic hepatitis b. J. Infect.
Dis. 2021, 224, 294–302. [CrossRef] [PubMed]

39. Chin, K.M.; Prieto, M.; Cheong, C.K.; Di Martino, M.; Ielpo, B.; Goh, B.K.P.; Koh, Y.X. Outcomes after curative therapy for
hepatocellular carcinoma in patients with non-alcoholic fatty liver disease: A meta-analysis and review of current literature. HPB
Off. J. Int. Hepato Pancreato Biliary Assoc. 2021, 23, 1164–1174. [CrossRef] [PubMed]

40. Saxena, N.K.; Sharma, D.; Ding, X.; Lin, S.; Marra, F.; Merlin, D.; Anania, F.A. Concomitant activation of the jak/stat, pi3k/akt,
and erk signaling is involved in leptin-mediated promotion of invasion and migration of hepatocellular carcinoma cells. Cancer
Res. 2007, 67, 2497–2507. [CrossRef] [PubMed]

41. Dalamaga, M.; Diakopoulos, K.N.; Mantzoros, C.S. The role of adiponectin in cancer: A review of current evidence. Endocr. Rev.
2012, 33, 547–594. [CrossRef]

http://doi.org/10.1111/j.1478-3231.2007.01625.x
http://doi.org/10.1038/nrgastro.2017.109
http://doi.org/10.7326/0003-4819-159-11-201312030-00008
http://doi.org/10.1016/j.cmet.2017.07.008
http://doi.org/10.3350/cmh.2020.0176
http://www.ncbi.nlm.nih.gov/pubmed/33238333
http://doi.org/10.1016/j.jhep.2020.03.039
http://doi.org/10.1053/j.gastro.2019.11.312
http://www.ncbi.nlm.nih.gov/pubmed/32044314
http://doi.org/10.3350/cmh.2021.0067
http://www.ncbi.nlm.nih.gov/pubmed/33751877
http://doi.org/10.1016/j.jhep.2021.07.035
http://www.ncbi.nlm.nih.gov/pubmed/34380057
http://doi.org/10.1016/j.cgh.2020.12.022
https://livercancer.Or.Kr/study/guidelines.Php
https://livercancer.Or.Kr/study/guidelines.Php
http://doi.org/10.3350/cmh.2020.0204
http://doi.org/10.3350/cmh.2020.0038
http://doi.org/10.1186/1471-230X-6-33
http://doi.org/10.1161/JAHA.117.005671
http://doi.org/10.1093/eurheartj/ehz564
http://www.ncbi.nlm.nih.gov/pubmed/31504416
http://doi.org/10.1111/j.1753-4887.2008.00136.x
http://www.ncbi.nlm.nih.gov/pubmed/19178654
http://doi.org/10.1089/dia.2015.0007
http://www.ncbi.nlm.nih.gov/pubmed/25902357
http://doi.org/10.1002/hep.31612
http://doi.org/10.1053/j.gastro.2017.07.001
http://www.ncbi.nlm.nih.gov/pubmed/28711626
http://doi.org/10.3390/jcm10112401
http://doi.org/10.1093/infdis/jiaa739
http://www.ncbi.nlm.nih.gov/pubmed/33249474
http://doi.org/10.1016/j.hpb.2021.01.009
http://www.ncbi.nlm.nih.gov/pubmed/33608215
http://doi.org/10.1158/0008-5472.CAN-06-3075
http://www.ncbi.nlm.nih.gov/pubmed/17363567
http://doi.org/10.1210/er.2011-1015


Cancers 2022, 14, 5002 13 of 13

42. Yoshimoto, S.; Loo, T.M.; Atarashi, K.; Kanda, H.; Sato, S.; Oyadomari, S.; Iwakura, Y.; Oshima, K.; Morita, H.; Hattori, M.; et al.
Obesity-induced gut microbial metabolite promotes liver cancer through senescence secretome. Nature 2013, 499, 97–101.
[CrossRef] [PubMed]

43. Inoue, T.; Tanaka, Y. Novel biomarkers for the management of chronic hepatitis b. Clin. Mol. Hepatol. 2020, 26, 261–279. [CrossRef]
44. Jang, J.W.; Kim, J.S.; Kim, H.S.; Tak, K.Y.; Nam, H.; Sung, P.S.; Bae, S.H.; Choi, J.Y.; Yoon, S.K.; Roberts, L.R. Persistence of

intrahepatic hepatitis b virus DNA integration in patients developing hepatocellular carcinoma after hepatitis b surface antigen
seroclearance. Clin. Mol. Hepatol. 2021, 27, 207–218. [CrossRef]

45. Lee, S.; Kim, S.S.; Chang, D.R.; Kim, H.; Kim, M.J. Comparison of li-rads 2018 and klca-ncc 2018 for noninvasive diagnosis of
hepatocellular carcinoma using magnetic resonance imaging. Clin. Mol. Hepatol. 2020, 26, 340–351. [CrossRef] [PubMed]

46. Wu, J.W.; Kao, J.H.; Tseng, T.C. Three heads are better than two: Hepatitis b core-related antigen as a new predictor of hepatitis b
virus-related hepatocellular carcinoma. Clin. Mol. Hepatol. 2021, 27, 524–534. [CrossRef]

47. Lee, J.; Cho, E.H.; Kim, S.B.; Kim, R. Prognosis after intrahepatic recurrence in the patients who underwent curative resection for
hepatocellular carcinoma. Ann. Hepato-Biliary-Pancreat. Surg. 2020, 24, 431–436. [CrossRef]

48. Seo, C.G.; Yim, S.Y.; Um, S.H.; Lee, Y.R.; Lee, Y.J.; Kim, T.H.; Goh, H.G.; Lee, Y.S.; Suh, S.J.; Han, N.Y.; et al. Survival according
to recurrence patterns after resection for transplantable hepatocellular carcinoma in hbv endemic area: Appraisal of liver
transplantation strategy. Clin. Res. Hepatol. Gastroenterol. 2020, 44, 532–542. [CrossRef] [PubMed]

49. Tabrizian, P.; Jibara, G.; Shrager, B.; Schwartz, M.; Roayaie, S. Recurrence of hepatocellular cancer after resection: Patterns,
treatments, and prognosis. Ann. Surg. 2015, 261, 947–955. [CrossRef]

50. Lee, Y.H.; Bang, H.; Park, Y.M.; Bae, J.C.; Lee, B.W.; Kang, E.S.; Cha, B.S.; Lee, H.C.; Balkau, B.; Lee, W.Y.; et al. Non-laboratory-
based self-assessment screening score for non-alcoholic fatty liver disease: Development, validation and comparison with other
scores. PLoS ONE 2014, 9, e107584. [CrossRef] [PubMed]

51. Kim, B.J. Hepatitis b virus mutations related to liver disease progression of korean patients. World J. Gastroenterol. 2014,
20, 460–467. [CrossRef] [PubMed]

http://doi.org/10.1038/nature12347
http://www.ncbi.nlm.nih.gov/pubmed/23803760
http://doi.org/10.3350/cmh.2020.0032
http://doi.org/10.3350/cmh.2020.0115
http://doi.org/10.3350/cmh.2020.0004
http://www.ncbi.nlm.nih.gov/pubmed/32492765
http://doi.org/10.3350/cmh.2021.0012
http://doi.org/10.14701/ahbps.2020.24.4.431
http://doi.org/10.1016/j.clinre.2019.11.006
http://www.ncbi.nlm.nih.gov/pubmed/31870653
http://doi.org/10.1097/SLA.0000000000000710
http://doi.org/10.1371/journal.pone.0107584
http://www.ncbi.nlm.nih.gov/pubmed/25216184
http://doi.org/10.3748/wjg.v20.i2.460
http://www.ncbi.nlm.nih.gov/pubmed/24574714

	Introduction 
	Materials and Methods 
	Data Source 
	Outcomes of the Study 
	Definition of Variables 
	Statistical Analysis 

	Results 
	Baseline Characteristics of Patients 
	Clinical Outcomes of HCC Recurrence and All-Cause Mortality between the MAFLD and Non-MAFLD Groups in the Entire Cohort 
	PS-Matching and IPTW Analyses 
	Sensitivity Analyses 

	Discussion 
	Conclusions 
	References

