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Abstract

Genotype 4 Hepatitis C virus represents approximately 20% of global Hepatitis C virus infection and
is the source of a considerable burden to health-care providers across the globe. Many studies
reported that interferon reduces the risk of hepatocellular carcinoma in patients with chronic
hepatitis C.

Hereby, we are reporting two cases of hepatocellular carcinoma in Hepatitis C virus-genotype 4 after
complete viral eradication and in absence of cirrhosis. We aim to highlight the possible direct
oncogenic effect of Hepatitis C virus-genotype 4, particularly with concomitant bilharzial infection
and the importance of life-log follow up of these patients even in absence of cirrhosis.

Introduction
Preliminary evidence suggests that genotype 4 Hepatitis C
virus (HCV) infection may place patients at greater risk
for hepatocellular carcinoma (HCC) than other HCV
variants [1].

The precise mechanism by which HCV infection causes
HCC is not known. The development of cirrhosis is usually
the cause of HCC in HCV infection. It was reported that
IFN treatment prevents the development of HCC in
patients with HCV-related cirrhosis regardless the response
status [2]. However, the preventive effect seems to be
stronger among sustained responders [3]. Few reported
cases of HCC were described after HCV eradication, but
none in genotype 4. Most of reports suggested that old age,
presence of cirrhosis and genotype 1 had the high risk of

developing HCC after sustained response (SR) [4]. We are
describing for the first time 2 cases, middle aged of
genotype 4, who developed HCC after viral clearance in
spite of pre-treatment low viral load and absence of
cirrhosis.

We aim to highlight the possible direct oncogenic effect of
HCV-genotype 4 and the importance of life-log follow up
of these patients even in absence of cirrhosis. In addition,
we shall discuss the impact of concomitant schistosomal
co-infection on progression to HCC.

Case presentation
Case report 1
A 47-year-old, Egyptian, male patient, was diagnosed
to have post HCV chronic active hepatitis since 1995 and
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treated with Chinese herbal therapy. There was no history
of blood transfusion, alcohol consumption or drug abuse.
In 2006, he was scheduled in Hamad Hospital, Qatar for
Pegylated-interferon (Peg-IFN) – Ribavirin therapy and
pre-treatment investigations showed positive PCR for
HCV-RNA with titer 328,000 IU/ml, genotype 4 and
liver biopsy was of grade I/IV stage II/IV (according to
Scheuer Score), minimal steatosis but no excess iron or
malignant changes. Liver function tests (LFT) showed
increased alanine amino-transferase (ALT) 107 U/L. He
has thrombocytopenia 150,000 × 103/ml. Sero-markers
for concomitant Hepatitis B (HBV) were negative.
Abdominal ultrasound scanning did not show focal lesion
and Alfa-fetoprotein (AFP) was 34 IU/ml. He was treated
between February 2006 and Feb 2007 with Peg-IFN 2a
180 ug weekly in combination with ribavirin 1000 mg
daily. Because of thrombocytopenia since second dose,
Peg-IFN2a was reduced to 135 ug till the end of treatment.
Viral clearance was detected since week 4. At the end of 48
weeks-treatment, PCR was negative for HCV-RNA, ALT 51
U/L, Platelet 150,000, and AFP 31.3 U/ml.

In march 27, 2008 the he presented with right hypocho-
drial pain and low grade fever. Computed tomography
(CT) abdomen showed an area of HCC within posterior
t sector of the right lobe with predominant disease centered
within segment VI and VII, evidence of tumor thrombus
within the portal vein. No lymph node involvement was
noted. The diagnosis was confirmed by liver biopsy. PCR
was still negative for HCV-RNA. Local treatment chemo-
embolization was performed onMarch 25, 2008, followed
by orthotopic liver transplantation in May 5, 2008.

Case report 2
A 48-year-old Egyptian male patient presented in 2000
with positive serology for HCV and high transaminases
ALT/AST 182/120 U/L, while albumin and bilirubin were
normal. He had history of bilharziasis treated with tartar
emetic during childhood and with praziquantel in 1991.
PCR was positive for HCV-RNA at a titer 104,000 IU/ml of
genotype 4. CBC was normal (Platelet 115 × 10^3/ul and
Hemoglobin 16.5 g/dl). Liver biopsy showed picture of
interface hepatitis, with fibrosis of Stage III/IV (according
to Scheuer Score), with no stainable iron, malignancy or
steatosis detected. AFP was 23.1 IU/ml. Serological
screening for concomitant HBV was negative. There was
no alteration in serum iron balance. There was no history
of alcohol consumption or drug abuse. He was treated
with Pegylated-IFN2a 180 ug weekly and Ribavirin
1200 mg daily for 48 weeks with complete sustained
response. He showed rapid virological response (RVR)
with viral clearance at week 4. Last dose was in February
2003. Follow up LFT showed biochemical response
(although it was high during treatment), normal blood
picture, normal thyroid function, normal coagulation

profile, and AFP of 20 IU/ml. Annual follow up showed
sustained virological response till May 2007. After 4 years
of sustained virologic response, the patient was referred to
a hospital and Ultrasound scanning revealed a hepatic
focal lesion, which was confirmed MRI, which also
showed a suprarenal focal lesion. Right hepatic lobe
focal lesionmeasured 11.8 × 11 cm. The mass was beyond
surgical resection and criteria for liver transplantation, so
the patient received local palliative treatment with chemo-
embolization. At that time AFP was 42 IU/ml. Follow up
after 6 sessions of local treatment showed minimal
decrease in the largest lesion and increase in necrotic
component with decreased in enhancement in all liver
lesions. AFP was 50 IU/ml. PCR for HCV is still negative
till now.

Discussion
Unlike HBV, HCV does not integrate into the host genome
[5]. Accordingly, the development of cirrhosis seems to be
the major risk factor for HCC in HCV infection. It is
reported that, viral clearance is associated with improve-
ment in liver histology, stabilization of liver disease, and
possibly, reduction in risk of HCC [6]. In our cases and
previous reports [7,8], the patients developed HCC in spite
of viral clearance, suggesting that HCV per se could have a
direct oncogenic effect. This may be attributed to genetic
mutation induced by HCV. Consistent differences in gene
expression patterns were recently reported in HCV-HCC
compared with early HCV cirrhosis, late HCV cirrhosis,
and normal controls [9]. Experimental observations
suggest that certain HCV genomic regions, such as Core
and non-structural protein-3 (NS3), might have oncogenic
properties [10]. Recent studies reported a relationship
between the presence of mutations within the IFN-
sensitive determining region (ISDR) and the development
of HCC. HCV-genotype 4 has heterogeneity within the
hypervariable region 1 and the NH2 region of the E2
protein. These indicate that HCV genotype 4 in Egypt is
extremely variable not only in terms of sequence, but also
in terms of functional and immunologic determinants
[11]. Genotype 4 infection may be considered a risk factor
for neu-oncoprotein over-expression and subsequent
development of HCC [12]. Also, HCV RNA was detected
in the serum, liver, and tumor tissues of patients with HCC
[13]. It is also worth mentioning that in Japan, the
development of HCC in patients without cirrhosis is
routinely reported, even with mild degrees of fibrosis [14].
Similarly, case 1 presents progression to HCC in a case of
minimal fibrosis, suggesting that progression to HCC may
occur in absence of cirrhosis and possibly providing
further evidence for the direct oncogenic effect of HCV.
IFN itself, through its growth-inhibitory effect, may delay
the growth of HCC [15]. Therefore, the actual mean time
for the tumor formation of HCC of 1 cm in diameter may
be longer than 6 years [16], and it is reasonable to consider
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that almost all HCC detected within 10 years of the follow-
up period after IFN therapy had already developed prior to
IFN therapy. So, the late appearance of HCC in our case
(more than 4 years) and previous cases (90 and
70 months) [7] may be attributed to the oncogenic effect
of HCV prior to eradication, providing another substantial
evidence.

The virological response persists over time and is
associated with a very low incidence of liver compli-
cations. Advanced age both at inclusion, or at infection,
viral genotype 1, low platelets, advanced histological
staging and possibly some specific HLA alleles [15-16], are
factors independently associated with a faster rate of
progression towards liver complications. In our cases, all
were middle aged and of genotype 4. From our cases and
others, viral load and genotype did not seem to influence
the progression to HCC. An important point which still
needs to be clarified is whether viral eradication tested in
our patients and others reflects a real clearance from
hepatic tissue? None of reported cases checked PCR in
hepatic tissues in spite of the fact that early report by Esaki
et al 2004, suggested that HCV-RNA was detected in liver
tissue in HCC patient with negative HCV serology [17].
Also, recent studies, have found trace HCV viral material in
liver tissue both among sustained responders and in
patients with chronic liver disease who were HCV RNA
negative, suggesting occult hepatitis C [18]. Within the
past few year, published reports have strongly proposed
the notion that HCV RNA may be expressed in liver and
extrahepatic reservoirs, in the absence of circulating
viremia, and that the virus may be active, and may
facilitated the development of HCC [19].

In our opinion, liver tissue HCV-RNA seems to be an
important tool in confirming viral clearance; however, the
idea of using an invasive technique to follow up a patient
who has presumably eradicated his virus might be not
easily accepted.

Our patients have concomitant bilharzial infestation.
Concurrent Schistomsoma mansoni infection may have an
important impact on the outcome of liver disease in
patients with HCV, with a higher incidence of cirrhosis and
elevated risk for hepatocellular carcinoma seen in HCV
genotype 4 and schistosomiasis coinfected patients than in
those with HCV alone [20], histology scores for grade
(total inflammatory score) and stage (fibrosis/cirrhosis
score) were significantly higher in coinfected individuals.

We can conclude that HCC may developed in HCV
genotype 4 after viral clearance because direct oncogenic
effect through genetic mutation which may take place
before starting interferon therapy, extrahepatic and possi-
ble occult HCV, and concomitant bilharzial infection. So,

we recommend life-long follow up screening with ultra-
sound and alpha-fetoprotein after HCV clearance in
genotype 4, should be considered for all cases, regardless
the stage of fibrosis or presence of concomitant factors for
progression to HCC.

Consent
Written informed consent was obtained from both the
patients for publication of this case reports. A copy of the
written consent is available for review by the Editor-in-
Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
MD provided clinical care to the patient, wrote the
manuscript and revised the manuscript. AM analyzed and
interpreted the data regarding hematological and other
laboratory findings, involved in the design and preparation
of the manuscript. All authors read and approved the final
manuscript.

References
1. Ezzat S, Abdel-Hamid M, Eissa SA, Mokhtar N, Labib NA,

El-Ghorory L, Mikhail NN, Abdel-Hamid A, Hifnawy T,
Strickland GT, Loffredo CA: Associations of pesticides, HCV,
HBV, and hepatocellular carcinoma in Egypt. Int J Hyg Environ
Health 2005, 208:329-39.

2. Omata M, Yoshida H, Shiratori Y: Prevention of hepatocellular
carcinoma and its recurrence in chronic hepatitis C patients
by interferon therapy. Clin Gastroenterol Hepatol 2005, 3:S141-143.

3. Chen TM, Huang PT, Tsai MH, Lin LF, Liu CC, Ho KS, Siauw CP,
Chao PL, Tung JN: Predictors of alpha-fetoprotein elevation in
patients with chronic hepatitis C, but not hepatocellular
carcinoma, and its normalization after pegylated interferon
alfa 2a-ribavirin combination therapy. J Gastroenterol Hepatol
2007, 22:669-675.

4. Hirakawa M, Ikeda K, Arase Y, Kawamura Y, Yatsuji H, Hosaka T,
Sezaki H, Akuta N, Kobayashi M, Saitoh S, Suzuki F, Suzuki Y,
Kumada H: Hepatocarcinogenesis following HCV RNA eradi-
cation by interferon in chronic hepatitis patients. Intern Med
2008, 47:1637-1643.

5. Szabo E, Paska C, Kaposi Novak P, Schaff Z, Kiss A: Similarities and
differences in hepatitis B and C virus induced hepatocarci-
nogenesis. Pathol Oncol Res 2004, 10:5-11.

6. Manesis EK, Papatheodoridis GV, Touloumi G, Karafoulidou A,
Ketikoglou J, Kitis GE, Antoniou A, Kanatakis S, Koutsounas SJ,
Vafiadis IHEPNET. Greece Cohort Study: For the HEPNET.
Greece Cohort Study. Natural course of treated and
untreated chronic HCV infection: results of the nationwide
Hepnet. Greece cohort study. Aliment Pharmacol Ther 2009,
29:1121-1130.

7. Vukotic R, Gramenzi A, Vitale G, Cursaro C, Serra C, Biselli M,
Scuteri A, Andreone P, Bernardi M: Hepatocellular carcinoma
appearance in patients with hepatitis C virus-related chronic
liver disease 90 and 70 months after sustained virological
response to interferon and ribavirin. Liver Int 2008, 28:407-411.

8. Tokita H, Fukui H, Tanaka A, Kamitsukasa H, Yagura M, Harada H,
Okamoto H: Risk factors for the development of hepatocel-
lular carcinoma among patients with chronic hepatitis C who
achieved a sustained virological response to interferon
therapy. J Gastroenterol Hepatol 2005, 20:752-758.

9. Mas VR, Maluf DG, Archer KJ, Yanek K, Kong X, Kulik L, Freise CE,
Olthoff KM, Ghobrial RM, McIver P, Fisher R: Genes involved in
viral carcinogenesis and tumor initiation in Hepatitis C Virus-
induced Hepatocellular Carcinoma. Mol Med 2009, 15:85-94.

Page 3 of 4
(page number not for citation purposes)

Cases Journal 2009, 2:7927 http://casesjournal.com/casesjournal/article/view/7927



10. Gimenez-Barcons M, Franco S, Suárez Y, Forns X, Ampurdanès S,
Puig-Basagoiti F, Sanchez-Fueyo A, Barrera JM, Llovet JM, Bruix J,
Sanchez-Tapias JM, Rodes J, Saiz JC: High Amino Acid Variability
Within the NS5A of Hepatitis C Virus (HCV) Is Associated
With Hepatocellular Carcinoma in Patients With HCV-1b–
Related Cirrhosis. Hepatology 201, 34:158-167.

11. Genovese D, Dettori S, Argentini C, Villano U, Chionne P,
Angelico M, Rapicetta M: Molecular epidemiology of hepatitis
C virus genotype 4 isolates in Egypt and analysis of the
variability of envelope proteins E1 and E2 in patients with
chronic hepatitis. J Clin Microbiol 205, 43:1902-1909.

12. Zekri AR, Bahnassy AA, Shaarawy SM, Mansour OA, Maduar MA,
Khaled HM, El-Ahmadi O: Hepatitis C virus genotyping in
relation to neu-oncoprotein overexpression and the devel-
opment of hepatocellular carcinoma. J Med Microbiol 200, 49:
89-95.

13. Sieja KS, Everson GT: De novo hepatocellular carcinoma in a
patient with chronic hepatitis C 5 years after sustained
virologic response to interferon/ribavirin therapy. Dig Dis Sci
206, 51:60-602.

14. Yoshida H, Shiratori Y, Moriyama M, Arakawa Y, Ide T, Sata M,
Inoue O, Yano M, Tanaka M, Fujiyama S, Nishiguchi S, Kuroki T,
Imazeki F, Yokosuka O, Kinoyama S, Yamada G, Omata M:
Interferon therapy reduces the risk for hepatocellular
carcinoma: National surveillance program of cirrhotic and
noncirrhotic patients with chronic hepatitis C in Japan. Ann
Intern Med 1999, 131:174-181.

15. Hung CH, Lee CM, Lu SN, Wang JH, Hu TH, Tung HD, Chen CH,
Chen WJ, Changchien CS: Long-term effect of interferon alpha-
2b plus ribavirin therapy on incidence of hepatocellular
carcinoma in patients with hepatitis C virus-related cirrhosis.
J Viral Hepat 206, 13:409-414.

16. Velázquez RF, Rodríguez M, Navascués CA, Linares A, Pérez R,
Sotorríos NG, Martínez I, Rodrigo L: Prospective analysis of risk
factors for hepatocellular carcinoma in patients with liver
cirrhosis. Hepatology 203, 37:520-527.

17. Esaki T, Suzuki N, Yokoyama K, Iwata K, Irie M, Anan A, Nakane H,
Yoshikane M, Nishizawa S, Ueda S, Sohda T, Watanabe H, Sakisaka S:
Hepatocellular carcinoma in a patient with liver cirrhosis
associated with negative serum HCV tests but positive liver
tissue HCV RNA. Intern Med 204, 43:279-282.

18. Stuart C, Gordon MD: Occult Viral Hepatitis and Noncirrhotic
Hepatocellular Carcinoma. Am J Gastroenterol 205, 10:1754-1757.

19. Castillo I, Pardo M, Bartolomé J, Ortiz-Movilla N, Rodríguez-Iñigo E,
de Lucas S, Salas C, Jiménez-Heffernan JA, Pérez-Mota A, Graus J,
López-Alcorocho JM, Carreño V: Occult hepatitis C virus
infection in patients in whom the etiology of persistent
abnormal results of liver-function tests is unknown. J Infect Dis
204, 189:7-14.

20. Barria MI, Vera-Otarola J, León U, Vollrath V, Marsac D, Riquelme A,
Lopez-Lastra M, Soza A: Influence of extrahepatic viral infection
on the natural history of hepatitis C. Ann Hepatol 208, 7:136-143.

Do you have a case to share?

Submit your case report today
• Rapid peer review
• Fast publication
• PubMed indexing
• Inclusion in Cases Database

Any patient, any case, can teach us
something

www.casesnetwork.com

Page 4 of 4
(page number not for citation purposes)

Cases Journal 2009, 2:7927 http://casesjournal.com/casesjournal/article/view/7927


	Introduction
	Case presentation
	Case report 1
	Case report 2

	Discussion

