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Abstract
Background
Hepatocellular carcinoma (HCC) is one of the major cause for cancer in the world. Aim of this case-control study was to investigate the distribution pattern of HCV genotypes among HCC patients and suggest whether infection with specific subtypes may be associated with an increased risk of progression to cancer.

Methods
152 HCC anti-HCV positive patients, fulfilling the criteria from the Barcelona 2000 EASL conference, and 568 patients HCV chronically infected but without HCC as control group were included in the study. Serum of each patient was evaluated for viral load estimation and genotyping.

Results
Males with HCC significantly showed to have quite 2 times higher risk of exposure to HCV infection (OR = 1.72; 95% CI = 1.15–2.58). Moreover, HCC was significantly associated with older age. In fact, > 50 years older patients showed to have a higher risk of developing HCC (OR = 17.4; 95% CI = 4.24 to 71.36) compared to younger patients.
HCV RNA rate was significantly higher (83.7%) among HCC patients than in the control group (61.4%, p < 0.001) and the most prevalent genotype was 1b (68.0% in HCC vs 54.4% in the control group, p < 0.005). HCC patients significantly have a risk of exposure to HCV 1b infection almost 2 times greater than the control group (OR = 1.8; 95% CI = 1.11–2.82). The multivariate-adjusted OR (95% CI) of developing HCC for HCV 1b comparing to non-1b was 1.65 (1.16–2.33).

Conclusions
Our study detected a significantly higher rate of HCV RNA positivity and a higher rate of HCV 1b infection in HCC patients, suggesting the strict association between subtype 1b infection and HCC. A prospective study with larger number of samples would be needed to confirm our results.
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Background
Hepatocellular carcinoma (HCC) is one of the most common causes of morbidity worldwide [1–3], accounting for about 7% of all cancers [4] and over 80% of primary liver cancer [5, 6]. A recent estimate indicates that it is the fifth and the seventh most common cancer in males and females respectively [2], with approximately one million deaths per year, especially in developing countries [7, 8] and represents one of the major dreaded complication of chronic liver disease, frequently associated with compensated cirrhosis. It has been reported that approximately 3–4% of HCV chronically infected patients with underlying cirrhosis will develop HCC on average 30 years after infection [9–11].
Globally, three main epidemiological zones have been defined according to the age-adjusted HCC incidence per 100,000 inhabitants per year: low (< 5%), intermediate (5% to 15%), and high (>15%) [12], with a geographical distribution that varies throughout the world, ranging from 2.1 per 100,000 in Central America to 35.5 per 100,000 in Eastern Asia [13].
It has been suggested that a strict geographical correlation exists between the incidence of HCC and the prevalence of chronic HBV infection (especially in Eastern Asia and South East Asia where the incidence is more than 8%) and HCV infection, suggesting that these two viral infections could be the most important risk factors associated with HCC [8].
In countries where HCV infection is endemic (Japan or some areas of Southern Italy), a high prevalence of HCV infection has been reported among people with HCC [14, 15]. Several studies found a three-fold increase in HCV-related HCC, whereas the rate of HCC associated with HBV or alcohol-induced liver disease and idiopathic cirrhosis remained stable [2, 16].
It has been suggested that incidence of HCC is expected to significantly increase in the next decades, although the incidence of newly acquired HCV infections has been gradually decreasing [17]. The rate of progression from chronic hepatitis to HCC is variable and numerous factors have been identified as important predictors of progression, some related to the host (older age, longer duration of infection, male sex or alcohol consumption >50 g/day), others to environment (viral genotype/subtype or viral load) [2, 18, 19]. While alcohol and other risk factors are proposed to cause HCC because they cause cirrhosis, the carcinogenic role of HCV is still controversial, since HCV infection has been also described in HCC patients without cirrhosis [20–22].
HCV is characterized by a high degree of heterogeneity. At present, it is classified into seven recognized genotypes on the basis of sequence of the viral genome [23–26], each differing at 30–35% of nucleotide sites [27]. The geographic distribution of HCV genotypes is rather complex [28]. The so called “epidemic subtypes” —specifically 1a, 1b, 2a, and 3a— are widely distributed worldwide and account for a great proportion of the totality of HCV cases, especially in high income countries [29–32]. The so called “endemic” strains, instead, are comparatively more rare and have been restricted for long time in specific regions, as West Africa, Southern Asia, Central Africa and South Eastern Asia [33, 34].
If considered in an international context, Italy shows a moderate prevalence of anti-HCV in the population, except for the Southern regions where the infection is endemic and the HCV prevalence ranges from 6% to 12% [35, 36]. As we previously described, genotype 1b, historically the most prevalent not only in Italy but in the whole of Europe, is the most common genotype also in Southern Italy, followed by genotype 2 [37, 38].
Despite several published studies showing that patients infected with HCV genotype 1b may have a higher risk of developing HCC than those infected with other genotypes [39–41], other authors did not confirm this result [42, 43]. As a consequence, no consensus has yet emerged and the role of HCV genotypes in both accelerating the progression of the disease and as a risk factor for HCC remains to be established.
The aim of this case-control study was to investigate the distribution pattern of HCV genotypes in HCC patients and identify whether infection with specific HCV genotypes may be associated with an increased risk of HCC development.

Methods
Study population and sample collection
A total of 152 HCC cases (105 males and 47 females, with a Male/female ratio of 2.23:1), all coming from different regions of Southern Italy and collected during the period between February 2012 and November 2014, were recruited among patients referred to the Hepatobiliar and Pancreatic Unit, Department of Surgical Oncology, Istituto Nazionale Tumori – IRCCS, Fondazione “Pascale”, Naples, Italy and Section of Infectious Diseases, Department of Public Health, Università “Luigi Vanvitelli”, Naples, Italy. The diagnoses of HCC and chronic hepatitis were based on the criteria from the Barcelona 2000 EASL Conference and from the recommendation of AASLD 2009 updated guidelines [44]. Majority of these patients were ≥50 years (98.7% with a mean age of 73 years) and 95.4% of them had underlying cirrhosis at presentation and 83.5% serum level of alpha-fetoprotein exceeding 6 ng/mL. Cirrhosis was diagnosed based on morphological and clinical criteria, as well as ultrasound or Computed Tomography (CT), according to standard definitions [45]. All 152 patients were tested for HCV-RNA and only anti-HCV/HCV-RNA positive patients (103/152) were selected and used for the genotype characterization (73 males and 30 females, with a Male/female ratio of 2.4:1). Among them, the percentage of untreated and treated patients (with IFN therapy) were similar (48% and 52%, respectively). No sustained virological response (SVR) was described among treated patients.
Five hundred sixty eight age matched patients (320 males and 248 females, with a Male/female ratio of 1.30:1) chronically HCV infected but without HCC diagnosis were collected in the same period from the Virology Ambulatory, IRCCS “Fondazione G. Pascale”, Naples, Italy and Section of Infectious Diseases, Università “Luigi Vanvitelli”, Naples, Italy and used as control group. Majority of these patients were ≥50 years (81.1%, with a mean age of 65 years). Three hundred fourty nine of them (61.4%) that showed HCV-RNA positivity were selected and subsequently used for the characterization of the genotype. The percentage of untreated and treated (with IFN therapy) patients were similar (46.5% and 53.5%, respectively). Only 9% of the treated patients showed a sustained virological response (SVR).
No DAA treated patients were selected in the HCC and control groups.
The demographic details and risk factors of the two groups are described in Table 1. A large number of HCC patients (48.0%) and of control subjects (45.9%) were in the 50 to 70 years age group, while younger patients (<50 years) were most common among control subjects (18.9 vs 1.3%) and older ones (>70 years) among HCC patients (50.7 vs 35.2%).Table 1Baseline characteristics and risk factors of HCC and control group patients


	Characteristics
	HCC (n = 152)
	Control Group (n = 568)

	 	n.
	%
	n.
	%

	Male
	105
	69.1A
                                          
	320
	56.4A
                                          

	Female
	47
	30.9
	248
	43.6

	M/F ratio
	2.23
	1.30

	Median BMI (range) kg/m2
                                          
	26 (21–32)
	25.5 (20–38)

	Mean Age (range), years
	73 (55–91)
	65 (45–85)

	< 50 years
	2
	1.3
	107
	18.9

	50–70 years
	73
	48.0
	261
	45.9

	> 70 years
	77
	50.7B
                                          
	200
	35.2B
                                          

	Alcohol consumption*
                                          
	74
	48.7
	289
	50.8

	Cigarettes smoking^
	60
	39.5
	201
	35.4

	Serum levels of AST (> 45 U/L)
	94
	61.8
	352
	61.9

	Serum levels of ALT (> 45 U/L)
	89
	58.5
	325
	57.2

	ALP levels (> 250 U/L)
	71
	46.7
	261
	45.9

	Albumin levels (< 3.5 g/L)
	81
	53.3
	280
	49.2

	Bilirubin levels (> 1.2 mg/dL)
	91
	59.8
	301
	52.9



                                    *Alcohol intake was considered only in case of consumption of 8 g/day by men and 6 g/day by women for at least 5 years
^ Cigarette consumption was considered significant if over 15 cigarettes/day for almost 5 years

                                    A = χ2:7.06; p < 0.01; OR: 1.72; 95% C.I = 1.15–2.58

                                    B = χ2:12.08; p < 0.001; OR: 1.88; 95% C.I = 1.31–2.71



                        
Alcohol intake was considered significant in case of consumption of about 1 glass of wine/ day (approximately 8 g/day for men and 6 g/day for women for at least 5 years) while cigarette consumption if over 15 cigarettes/day for almost 5 years. No alcoholic patients were included in the study. Analysis of the main modality of infection (surgery, dental therapy, blood transfusion or sexual intercourses) showed no significant differences between the two groups (data not shown).
Only patients negative for HIV, HBV and HDV infections and with no clinical or serological sign of other chronic liver disease (autoimmune disease, non-alcoholic steatohepatitis, etc.) were enrolled in both groups.
A written informed consent was obtained from all the subjects and the study protocol, conformed to the ethical guidelines of the declaration of Helsinki was approved by the Ethics committee of our Institute.
Blood samples for serological and molecular analysis were collected and all the participants were interviewed using a questionnaire including biochemical, clinical and risk factors information.

Serological analysis
All the plasma samples from the HCC patients and the control group were analyzed for estimation of serum levels of liver function tests (albumin, bilirubin, alkaline phosphatase (ALP), alanine aminotransferase (ALT), aspartate aminotransferase (AST), and a-fetoprotein), using a Cobas c-501 automated immunoassay system (Roche Diagnostic) and the presence of anti-HCV antibodies by means of the Vitros-ECi test (Ortho Clinical Diagnostics), used according to the manufacturers’ instructions. The Ortho-Clinical Vitros ECi test employs chemiluminescent technology and results are reported as signal-to-cut off (S/Co). Results greater than or equal to 1.00 were considered reactive for HCV antibodies. Specificity and sensitivity of the test were, respectively, 99.97 and 100%.
Nevertheless what we previously described [46] and the CDC recommendations [47] stating that anti-HCV positive samples with S/Co ratios of ≥8.0 can be reported as positive without further supplemental testing, we decided to include in the study only repeatedly anti-HCV reactive samples with S/Co ratios of ≥8.0 confirmed by a third generation immunoblot assay Innolia HCV Score (Fujirebio Europe N.V.) .

HCV molecular analysis
Only anti-HCV/RIBA HCV positive samples were subsequently tested for the presence of HCV-RNA and its quantification was performed via COBAS Ampliprep/ Taqman HCV 48 (Roche Diagnostics System Inc.), which exploits a polymerase chain reaction in Real time (RT-PCR). Linear range of quantification of the test was 1.50 E + 01 to 6.90 E + 07 HCV RNA IU/mL, using the accuracy acceptance criterion of +/− 0.3 log10. Specificity of the test was 100% and its detection limit was 15 IU/mL.
HCV genotyping was performed using the Versant HCV Genotype Assay 2.0 LiPA test (Siemens Healthcare Diagnostics), which involves the amplification and hybridization of viral genome fragments, the latter by means of genotype-specific probes adsorbed onto nitrocellulose strips. The various steps were performed by Auto-LiPA, a fully automated system for complete genotyping. Specificity and sensitivity of this test are, respectively, 96% and 99.4%, and its detection limit is 15 IU/mL.
The limitations of the test LiPA are well known, especially concerning its inability to correctly discriminate the subtypes 2a and 2c of the genotype 2 and subtype 1c of genotype 1, as demonstrated using a restriction fragment length polymorphism (RFLP) analysis [48]. Anyway, its degree of specificity is similar to that of RFLP analysis and, as previously reported, comparable to that of the direct sequencing test Trugene, with an accuracy of 76 and 74%, respectively, even though the InnoLiPA confirms its less subtype discriminating power in subtyping genotype 2 [49, 50].

Statistical analysis
For the case control study, the odds ratio (OR) with 95% confidence interval for the risk factors of HCC were calculated by logistic regression using the SAS statistical package. Statistical analysis of the data was performed using SPSS for Windows, version 16. The data are presented as mean and standard deviation and categorical variables in absolute number and percentage. Frequency tables were analysed using the χ2 tests with the Pearson correlations being used to assess the significance of the correlation between the categorical variables. In all tests, p-values <0.05 were regarded as statistically significant. A two-proportion hypothesis test was applied to correct any variability between the studied groups.
To further evaluate the independence of HCV genotype on the risk of HCC, the multivariate OR (95% CI) was examined in relation to HCV genotype (1b and non-1b) and IFN responder and not responder patients.


Results
As shown in Table 1, the main risk factors (alcohol consumption and cigarette smoking) and liver function parameters (AST/ALT, albumin, bilirubin, and ALP levels) did not show significant variations between HCC and the control group. Even if our population did not include alcoholic patients, we also analysed our data excluding patients with alcohol intake and no significant differences were observed (data not shown).
A significantly higher rate of males (105/152), instead, was shown among patients with HCC (69.1%) respect to the control group (320/568, 56.4%) (χ2:7.06; p < 0.01). Males with HCC showed to have quite 2 times risk of exposure to HCV infection (OR = 1.72; 95% CI = 1.15–2.58).
In addition, a significantly higher rate of older patients was observed in the HCC group both considering the threshold age at 50 years (150/152; 98.6% in HCC group and 461/ 568; 81.1% in the control group, χ2: 28.65; p < 0.001) and at 70 years (77/152; 50.7% in HCC group and 200/568; 35.2% in the control group, χ2:12.08; p < 0.001) (Table 1). This finding suggests that 50 years old patients had 17 times higher risk of developing HCC (OR = 17.4; 95% CI = 4.24 to 71.36) and 70 years old patients about 2 times higher risk (OR 1.88; 95% CI = 1.31–2.71). These data were also confirmed by using the two-proportion hypothesis test, Z test (data not shown).
Specific HCV RNA positive rate was found significantly higher (83.7%) among HCC patients (103/152) if compared to the control group (349/568; 61.4%) (χ2: 12.49; p < 0.001), suggesting that HCC patients have a risk of active infection 1 and half times higher than patients without HCC (OR:1.31; 95% C.I = 0.90–1.92) (Fig. 1).[image: A13027_2017_162_Fig1_HTML.gif]
Fig. 1HCV- RNA prevalence among HCC patients and Control group. χ2: 12.49; p < 0.001; OR:1.31; 95% C.I = 0.90–1.92




                     
No significant differences in viral load (>2.0 E + 05 IU/mL) was found between HCC patients and the control group (Table 2).Table 2HCV RNA viral load among HCC and control group patients


	HCV RNA (IU/mL)
	HCC (n = 103)
	Control group (n = 349)

	n.
	%
	n.
	%

	< 2.0 E + 105
                                       
	24
	23.7
	88
	25.2

	2.0 E + 105 - 6.0 E + 105
                                       
	17
	16.5
	67
	19.2

	> 6.0 E + 105
                                       
	62
	59.8
	194
	55.6




                     
The most prevalent genotype in HCC patients was 1b found in 70/103 HCC patients (67.9%) vs 190/349 (54.4%) in the control group (χ2: 7.33 p < 0.001). HCC patients have a risk to be infected by genotype 1b quite 2 times greater than patients of the control group (OR:1.77;95% C.I = 1.11–2.82) (Table 3) and after adjusting for age and sex, patients HCV 1b infected showed a similar fold risk of HCC (OR:1.65; 95% C.I = 1.16–2.33), if compared to those with HCV non-1b infection, showing that HCV 1b subtype may be an independent risk factor for HCC (Table 4).Table 3Genotype distribution among HCC patients and control group


	Genotype
	HCC group
	Control group

	n.
	%
	n.
	%

	1
	77
	74.7
	212
	60.8

	 1a
	4
	3.9
	9
	2.6

	 1b
	70
	67.9A
                                       
	190
	54.4A
                                       

	 1
	3
	2.9
	13
	3.8

	2
	21
	20.4
	123
	35.2

	 2a/2c
	16
	15.5
	100
	28.7

	 2
	4
	3.9
	23
	6.5

	 2a
	1
	1.0
	0
	0

	Other genotypes
	5
	4.9
	14
	4.0

	Total
	103
	100
	349
	100



                                 Aχ2:7.33; p < 0.001; OR: 1.77; 95% C.I = 1.11–2.82



                        Table 4Odds ratios of genotypes associated with HCC


	Genotype
	Crude OR (95% CI)
	Age–sex-adjusted OR (95% CI)

	Non 1b
	1.00
	1.00

	1b
	1.77 (1.11–2.82)
	1.65 (1.16–2.33)




                     
In order to completely remove the potential confounding effect of SVR, a separate multivariate analysis excluding patients who had achieved SVR was also provided. In this analysis, genotype 1b remained independently associated with HCC development (data not shown).

Conclusion
Hepatocellular carcinoma (HCC), with its incidence of more than 5% of all the cancers globally, is the sixth most common cancer and the third leading cause of cancer-related deaths worldwide [6, 51], especially in Japan and Eastern Asia where the age-adjusted annual death rate due to primary liver cancer has increased from approximately 10 per 100,000 in 1975 to 27.5 in 2002, probably for the increased diffusion of HCV infection [52].
Despite of the recent therapeutic efforts, HCC still remains one of the higher malignant neoplasia, with an average survival rates of less than 1 year. Such a high mortality seems to be related to the fact that the majority of HCC patients are generally diagnosed at an advanced stage of the disease, especially for the complexity of the prevention and early detection [18]. It is clear, thus, how the identification of prognostic factors associated with tumor development may be extremely important for the timely referral of patients eligible for curative treatment in order to prevent HCC development.
HCV infection is well known globally as one of the main risk factor in HCC development [6, 53] and the recent increase of the incidence of this neoplasia, especially in developed countries, like the United States, is probably related to a substantial increase in HCV circulation [54]. The rate of HCC progression varies greatly among patients with chronic HCV infection and this is probably due to the existence of a complex interplay between host, viral and environmental factors [55], including older age, male gender, alcohol intake and HCV infection [2, 9, 18].
Our study confirms that males with HCC significantly show to have quite 2 times risk of exposure to HCV infection (OR = 1.72; 95% CI = 1.15–2.58) and, furthermore, that older patients have 17 times higher risk of developing HCC if older than 50 years and about 2 times higher risk of developing HCC if older than 70 years, supporting the idea that HCC is age-related and that older age acts as independent factors in HCC development [2, 18, 56, 57], probably because malignant transformation usually occurs after two or more decades from the onset of HCV infection [18]. Instead, no correlation was found between the HCC and the control group regarding liver biochemical parameters, risk factors (alcohol consumption or smoking) or other modality of infection.
Regarding the association between HCV infection and HCC, as recently reported [36], Italy shows a moderate prevalence of anti-HCV in the general population (approximately 2.0%), except for some Southern areas where the prevalence greatly increases ranging from 6% to 12% with an average viraemic rate estimated at over 70% [36]. As we previously reported [58], confirming several other studies [9, 59–61], anti-HCV incidence in our area is significantly greater among HCC patients, suggesting that these patients significantly have an higher risk of exposure to HCV infection if compared to the general population. Nevertheless, although some authors have suggested the central role of HCV in hepatocarcinogenesis [62–64], the mechanism of virus related carcinoma is not yet fully understood, even if it is clear that HCV, alone or in conjunction with other risk factors can contribute to the epidemiological heterogeneity of this neoplasia, as demonstrated by the findings of HCV RNA in liver tissue among HCC patients anti- HCV negative [65].
Although HCV viral load may be considered as an important prognostic variable, whose knowledge might be useful in the treatment decision to eradicate HCV infection and thus reduce or prevent HCC progression [9, 16, 17], its correlation with HCC progression still remains controversial. Even if it has been suggested a possible direct oncogenic effect of HCV, maybe related to genetic mutations [66] or to some cellular deregulation effects, no consensus has emerged yet.
Although our study is simply a retrospective analysis and prevents us to make any hypothesis about mechanisms of HCC progression, our data clearly shows that a significantly higher percentage of HCC patients (83.7%) shows HCV-RNA in their sera compared to the control group (61.4%) (p < 0.001), suggesting that HCC patients have a risk of HCV active infection almost 1 and half times higher than patients without HCC, even if we did not find any correlation between high levels of viremia and advanced liver stage, as reported by other authors [38, 67].
The role of genotypes 1b and 3 in increasing the risk of HCC development has been widely questioned recently and even though numerous studies have often suggested their association with the HCC carcinogenetic progression [68–74], especially in patients with underlying cirrhosis, [38–41, 75–77], probably for the strict correlation existing between these subtypes and liver damage, no consensus has emerged yet. Whether HCV 1b genotype contains specific nucleotide sequences that may be associated with direct pathogenesis or may trigger a stronger inflammatory response still needs to be extensively investigated. This has prevented the International health organizations up to now to adopt HCV genotyping as a globally prevention tool in an international program of HCC eradication [78].
Although in our area, as we previously reported [37, 38], genotype 1b is the most common subtype, our data show that its prevalence in HCC patients is significantly higher (67.9%) if compared to the control group (54.4%) (p < 0.001), suggesting that HCC patients have a risk to be infected by subtype 1b quite 2 times greater than patients without HCC. Although a minority of treated control group patients achieved SVR, in order to minimize the potential confounding effect of SVR, we adjusted the estimates for SVR achievement, and we also provided a separate multivariate analysis that excluded all patients who had achieved SVR. These data confirmed that genotype 1b was independently associated with the development of HCC.
In conclusion, our study detects a significantly higher rate of HCV RNA positivity in HCC patients than in control group. Furthermore, HCC patients harbours a higher rate of HCV 1b than general population, not influenced by the use of antiviral treatment as the multivariate analysis showed.
Despite of its limitations related to the absence of a prospective study and data regarding the impact of HCV subtype on the fibrosis stages, our data suggest the strict association existing between HCV genotype 1b and HCC. A prospective study with larger number of samples will be needed to confirm our results, especially considering the introduction of the new direct acting antiviral (DAA) therapies.

Acknowledgements
Special thanks to Rita Guarino and to all the patients who consented to enable us to conduct this study.
Funding
The authors declare no study sponsors involvement in the study design, in the collection, analysis and interpretation of data, in the writing of the manuscript and in the decision to submit the manuscript for publication.

Availability of data and materials
Data sharing not applicable to this article as no datasets were generated or analysed during the current study.


Authors’ contributions
AP, SM and GL acquired the data; AP drafted the article and contributed to conception and design and SM assisted him; MP and ML assisted in clinical database generation and first line interaction; RA, GB and FI contributed to critical revision for important intellectual content; all authors approved the final version to be published.

Ethics approval and consent to participate
The study received approval from the Ethic Committee and was conducted following the principles of the ICH GCP and Declaration of Helskinki. All subjects provided informed consent and all data were de-identified during data collection.

Consent for publication
Not applicable.

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

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Perz JF, Armstrong GL, Farrington LA, et al. The contributions of hepatitis B virus and hepatitis C virus infections to cirrhosis and primary liver cancer worldwide. J Hepatol. 2006;45:529–38.CrossrefPubMed

2.
Sherman M. Hepatocellular carcinoma: epidemiology, risk factors and screening. Sem Liv Dis. 2005;25:143–54.Crossref

3.
Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics. Am Canc J Clin. 2002;55:77–108.

4.
Aghemo A, Colombo M. Hepatocellular carcinoma in chronic hepatitis C: from bench to bedsite. Semin Immunopathol. 2013;35:111–20.CrossrefPubMed

5.
Sangiovanni A, Del Ninno E, Fasani P, et al. Increased survival of cirrhotic patients with a hepatocellular carcinoma detected during surveillance. Gastroenterol. 2004;126:1005–14.Crossref

6.
Peng C, You C, Meiu XS, et al. icluster and pathway enrichment analysis of HCV induced cirrhosis and hepatocellular carcinoma. Asian Pac J Canc Prev. 2012;13:3741–5.Crossref

7.
Mori M, Hara M, Wada I, et al. Prospective study of hepatitis B and C viral infections, cigarette smoking, alcohol consumption, and other factors associated with hepatocellular carcinoma risk in Japan. Am J Epidemiol. 2000;151:131–9.CrossrefPubMed

8.
Levrero M. Viral hepatitis and liver cancer: the case of hepatitis C. Oncogene. 2006;25:3834–47.CrossrefPubMed

9.
Jin Hu F, Jian-Bing W, Yong J, et al. Attributable causes of liver cancer. Asian Pac J Can Prev. 2013;14:7251–6.Crossref

10.
Lee CM, Lu SN, Hung CH, Tung WC, Wang JH, Tung HD, et al. Hepatitis C virus genotypes in southern Taiwan : prevalence and clinical implications. Trans R Soc Trop Med Hyg. 2006;100:767–74.CrossrefPubMed

11.
Benvegnù L, Gios M, Boccato S, Alberti A. Natural history of compensated viral cirrhosis: a prospective study on the incidence and hierarchy of major complications. Gut. 2004;53:744–9.CrossrefPubMedPubMedCentral

12.
Kumar M, Kumar R, Hissar SS, et al. Risk factors analysis for hepatocellular carcinoma in patients with and without cirrhosis: a case control study of 213 hepatocellular carcinoma. J Gastroenterol Hepatol. 2007;22:1104–11.CrossrefPubMed

13.
Oyunsuren T, Kurbanov F, Tanaka Y, et al. High frequency of hepatocellular carcinoma in Mongolia; association with mono-, or co-infection with hepatitis C, B, and delta viruses. J Med Virol. 2006;78:1688–95.CrossrefPubMed

14.
Takeshi T, Kazuhiro N, Akiko S, et al. Incidence of hepatocellular carcinoma in chronic hepatitis B and C: a prospective study of 251 patients. Hepatol. 2012;27:797–804.

15.
Tornesello ML, Buonaguro L, Tatangelo F, et al. Mutations in TP53, CTNNB1 and PIK3CA genes in hepatocellular carcinoma associated with hepatitis B and hepatitis C virus infections. Genomics. 2013;102:74–83.CrossrefPubMed

16.
El Sarag HB. Mason AC: “Risk factors for the rising rates of primary liver cancer in the United States”. Arch Int Med. 2000;160(21):3227–30.Crossref

17.
Rathi PK, Luucinda LH, Lauren EE, Stanley ML, David RM. Hepatitis C virus infection causes cell cycle arrest at the level of initiation of mitotis. J Virol. 2011;85:7989–8001.Crossref

18.
Savino B, Daniela S, Piero LA, et al. Critical reappraisal of risk factors for occurence of hepatocellular carcinoma in patients with hepatitis C virus. Hep Med. 2011;3:21–8.

19.
Chakravarti A, Dogra G, Verma V, Srivastava AP. Distribution pattern of HCV genotypes and its association with virals load. Indian J Med Res. 2011;133:326–31.PubMedPubMedCentral

20.
Amarapurkar DN, Patel ND, Kamani PM. Impact of diabetes mellitus on outcome of HCC. Ann Hepatol. 2008;7:148–51.PubMed

21.
Idilman R, De Maria N, Colantoni A, et al. Pathogenesis of hepatitis B and C-induced hepatocellular carcinoma. J Viral Hep. 1998;5:285–99.Crossref

22.
De Mitri MS, Poussin K, Baccarini P, et al. HCV-associated liver cancer without cirrhosis. Lancet. 1995;345:413–5.CrossrefPubMed

23.
Timm J, Roggendorf M. Sequence diversity of hepatitis C virus: implications for immune control and therapy. World J Gastroenterol. 2007;13:4808–17.CrossrefPubMedPubMedCentral

24.
Ford N, Kirby C, Singh K, Mills EJ, Cooke G, Kamarulzaman A, duCros P. Chronic hepatitis C treatment outcomes in low- and middle-income countries: a systematic review and meta-analysis. Bull World Health Organ. 2012;90:540–50.CrossrefPubMedPubMedCentral

25.
Ford N, Singh K, Cooke GS, Mills EJ, von Schoen-Angerer T, Kamarulzaman A, du Cros P. Expanding access to treatment for hepatitis C in resource-limited settings: lessons from HIV/AIDS. Clin Infect Dis. 2012;54:1465–72.CrossrefPubMed

26.
Simmonds P, Alberti A, Alter HJ, Bonino F, Bradley DW, Brechot C, Brouwer JT, Chan SW, Chayama K, Chen DS. A proposed system for the nomenclature of hepatitis C viral genotypes. Hepatology. 1994;19:1321–4.CrossrefPubMed

27.
Anderson JC, Simonetti J, Fisher DG, Williams J, Yamamura Y, Rodriguez N, Sullivan DG, Gretch DR, McMahon B, Williams KJ. Comparison of different HCV viral load and genotyping assays. J Clin Virol. 2003;28:27–37.CrossrefPubMed

28.
Petruzziello A, Marigliano S, Loquercio G, Cozzolino A, Cacciapuoti C. Hepatitis C Virus (HCV) infection: an epidemiology up-date of the circulation of HCV genotypes. World J Gastroenterol. 2016;22(34):7824–40.CrossrefPubMedPubMedCentral

29.
Smith DB, Bukh J, Kuiken C, Muerhoff AS, Rice CM, Stapleton JT, Simmonds P. Expanded classification of hepatitis C virus into 7 genotypes and 67 subtypes: updated criteria and genotype assignment web resource. Hepatol. 2014;59:318–27.Crossref

30.
Smith DB, Pathirana S, Davidson F, Lawlor E, Power J, Yap PL, Simmonds P. The origin of hepatitis C virus genotypes. J Gen Virol. 1997;78(2):321–8.CrossrefPubMed

31.
Pybus OG, Cochrane A, Holmes EC, Simmonds P. The hepatitis C virus epidemic among injecting drug users. Inf Gen Evol. 2005;5:131–9.Crossref

32.
Magiorkinis G, Magiorkinis E, Paraskevis D, Ho SY, Shapiro B, Pybus OG, Allain JP, Hatzakis A. The global spread of hepatitis C virus 1a and 1b: a phylodynamic and phylogeographic analysis. PLoS Med. 2009;6:1000–198.Crossref

33.
Simmonds P. The origin and evolution of hepatitis viruses in humans. J Gen Virol. 2001;82:693–712.CrossrefPubMed

34.
Pybus OG, Barnes E, Taggart R, Lemey P, Markov PV, Rasachak B, Syhavong B, Phetsouvanah R, Sheridan I, Humphreys IS, Lu L, Newton PN, Klenerman P. Genetic history of hepatitis C virus in East Asia. J Virol. 2009;83:1071–82.CrossrefPubMed

35.
Marascio N, Liberto M, Barreca G, Zicca E, Quirino A, Lamberti A, et al. Update on epidemiology of HCV in Italy: focus on the Calabria Region. BMC Infect Dis. 2014;14(5):S2.CrossrefPubMedPubMedCentral

36.
Petruzziello A, Marigliano S, Loquercio G, Cacciapuoti C. Hepatitis C Virus (HCV) genotypes distribution: an epidemiological up-date in Europe. Infect Agent Cancer. 2016;12(11):53.Crossref

37.
Petruzziello A, Coppola N, Diodato AM, Iervolino V, Azzaro R, et al. Age and gender distribution of hepatitis C virus genotypes in the metropolitan area of Naples. Intervirology. 2013;56(3):206–12.CrossrefPubMed

38.
Petruzziello A, Coppola N, Loquercio G, Marigliano S, Giordano M, et al. Distribution pattern of Hepatitis C Virus (HCV) genotypes and correlation with viral load and risk factors in chronic positive patients. Intervirology. 2014;57:311–31.CrossrefPubMed

39.
Savino B, Crosignani A, Maisonneuve P, et al. Hepatitis C virus Genotype 1b as a major risk factor associated with Hepatocellular carcinoma in patients with cirrhosis: a seventeen- year prospective cohort study. Hepatol. 2007;46(5):1350–6.Crossref

40.
Lee MH, Yang HI, Lu SN, et al. Hepatitis C virus genotype 1b increases cumulative lifetime risk of hepatocellular carcinoma. Intern J Cancer. 2014;135:1119–26.Crossref

41.
Raimondi S, Savino B, Mondelli MU, Maisonneuve P. Hepatitis C virus genotrype 1b as a risk factor for hepatocellular carcinoma development: a meta analysis. J Hepatol. 2009;50:1142–54.CrossrefPubMed

42.
Fattovich G, Stroffolini T, Xagni I, Donato F. Hepatocellular carcinoma in cirrhosis incidence and risk factors. Gastroenterol. 2004;127:S35–50.Crossref

43.
Benvegnù L, Pontisso P, Cavalletto D, Noventa F, Alberti A. Lack of correlation between hepatitis C virus genotypes and clinical course of hepatitis C virus- related cirrhosis. Hepatol. 1997;25:211–5.Crossref

44.
Bruix J, Sherman M, Llovet JM, et al. Clinical management of hepatocellular carcinoma. Conclusions of the Barcelona-2000 EASL conference. J Hepatol. 2001;35:421–3.CrossrefPubMed

45.
Leevy CM, Sherlock S, Tygstrup N, et al. Diseases of the Liver and Biliary Tract. Standardization of Nomenclature, Diagnostic Criteria and Prognosis. New York: Raven Press; 1994. p. 61–2.

46.
Petruzziello A, Coppola N, Fraulo M, Loquercio G, Azzaro R, et al. Ortho Vitros enhanced chemiluminescence assay for the detection of hepatitis C virus antibodies. Determination of a borderline range. AJMR. 2013;7:2359–64.

47.
Centers for disease Control and Prevention: Guideline for laboratory testing and result reporting of antibody to hepatitis C virus (anti-HCV). Morb Mortal Wkly Rep Recomm Rep. 2003;52:1–13.

48.
Buoro S, Pizzighella S, Boschetto R, Pellizzari L, et al. Typing of hepatitis C virus by a new method based on restrivction fragment length polymorphism. Intervirology. 1999;42:1–8.CrossrefPubMed

49.
Stuyver I, Wyseur A, Van Arnhem W, Lunel F, et al. Hepatitis C virus genotyping by means of 59-UR/core line probe assay and molecular analysis of untypeable samples. Virus Res. 1995;38:137–57.CrossrefPubMed

50.
Halfon P, Trimoulet P, Bourliere M, Khiri H, et al. Hepatitis C virus genotyping based on 5′ non coding sequence analysis (Trugene). J Clin Microbiol. 2001;39:1771–3.CrossrefPubMedPubMedCentral

51.
Yang JD, Roberts LR. Hepatocellular carcinoma: a global view. Nat Rev Gastroenterol Hepatol. 2010;7:448–58.CrossrefPubMedPubMedCentral

52.
Tanaka Y, Hanada K, Mizokami M, et al. Inaugural article: a comparison of the molecular clock of hepatitis C virus in the US and Japan. Proc Nat Ac Sci USA. 2002;99:15584–9.Crossref

53.
Samreen B, Khaliq S, Ashfaq UA, et al. Hepatitis C virus entry: role of host and viral factors. Inf Gen Evol. 2012;12:1699–709.Crossref

54.
Davila JA, Morgan RO, Shaib Y, KA MG, El-Serag HB. Hepatitis C infection and the increasing incidence of hepatocellular carcinoma: a population- based study. Gastroenterol. 2004;127:1372–80.Crossref

55.
David RM, Stanley ML. Virus-specific Mechanisms of carcinogenesis in hepatitis C virus associated liver cancer. Oncogene. 2011;28:1969–83.

56.
Hirakawa M, Ikeda K, Arase Y, et al. Hepatocarcinogenesis following HCV RNA eradication by interferon in chronic hepatitis patients. Int Med. 2008;47:1637–43.Crossref

57.
Jen-Eing J, Meng-Feng T, Hey-Ru T, et al. Impact of hepatitis B and hepatitis C on adverse hepatitis fibrosis in hepatocellular carcinoma related to betel quid chewing. Asian Pac J Canc Prev. 2014;15:637–42.Crossref

58.
Petruzziello A, Marigliano S, Loquercio G, Guarino R, Izzo F, Cacciapuoti C. Hepatitis C Virus (HCV) genotype 1b as a risk factor for hepatocellular carcinoma development in chronic HCV positive patients in Southern Italy. J Liver. 2016;5:2(Suppl).

59.
Ruiz J, Sangro B, Cuende JI, et al. Hepatitis B and C viral infections in patients with hepatocellular carcinoma. Hepatol. 1992;16:637–41.Crossref

60.
Takano S, Yokosuka O, Imazeld F, et al. Incidence of hepatocellular carcinoma in chronic hepatitis B and C: a prospective study of 251 patients. Hepatol. 1995;21:650–5.Crossref

61.
Donato F, Tagger A, Gelatti U, et al. Alcohol and hepatocellular carcinoma: the effect of lifetime intake and hepatitis virus infections in men and women. Am J Epidemiol. 2002;155:323–31.CrossrefPubMed

62.
Koike K. Hepatitis C virus contributes to hepatocarcinogenesis by modulating metabolic and intracellular signaling pathways. J Gastroenterol Hepatol. 2007;22:108–11.Crossref

63.
Farinati F, Cardin R, Bortolami M, et al. Hepatitis C virus: From oxygen free radicals to hepatocellular carcinoma. J Viral Hepat. 2007;14:821–9.PubMed

64.
Abd El-Rahman NZ, Nabawy Z, Auhood AMN, et al. Disease progression from chronic hepatitis C to cirrhosis and hepatocellular carcinoma is associated with increasing DNA promoter methylation. Asian Pac J Canc Prev. 2013;14:6721–6.Crossref

65.
Esaki T, Suzuki N, Yokoyama K, et al. Hepatocellular carcinoma in a patient with liver cirrhosis associated with negative serum HCV tests but positive liver tissue HCV RNA. Int Med. 2004;43:279–82.Crossref

66.
Moutaz D, Aliaa A. Hepatocellular carcinoma in hepatitis c genotype 4 after viral clearance and in absence of cirrhosis: two case reports. Case Report Cases. 2009;2:7927.

67.
Berry V, Arora R, Paul P. Hepatitis C-clinical outcome and. Diagnosis. J K Sci. 2005;7:129–32.

68.
Lee MH, Yang HI, Lu SN, Jen CL, You SL, Wang LY, L'Italien G, Chen CJ, Yuan Y, REVEAL-HCV Study Group. Hepatitis C virus genotype 1b increases cumulative lifetime risk of hepatocellular carcinoma. Int J Cancer. 2014;135(5):1119–26.CrossrefPubMed

69.
Korba B, Shetty K, Medvedev A, Viswanathan P, Varghese R, Zhou B, Roy R, Makambi K, Ressom H, Loffredo CA. Hepatitis C virus Genotype 1a core gene nucleotide patterns associated with hepatocellular carcinoma risk. J Gen Virol. 2015;96(9):2928–37.CrossrefPubMedPubMedCentral

70.
Bruno S, Crosignani A, Maisonneuve P, Rossi S, Silini E, Mondelli MU. Hepatitis C virus genotype 1b as a major risk factor associated with hepatocellular carcinoma in patients with cirrhosis: a seventeen-year prospective cohort study. Hepatology. 2007;46(5):1350–6.CrossrefPubMed

71.
Tanaka K, Ikematsu H, Hirohata T, Kashiwagi S. Hepatitis C virus infection and risk of hepatocellular carcinoma among Japanese: possible role of type 1b (II) infection. J Natl Cancer Inst. 1996;88(11):742–6.CrossrefPubMed

72.
Hung CH, Chen CH, Lee CM, Wu CM, Hu TH, Wang JH, Yen YH, Lu SN. Association of amino acid variations in the NS5A and E2-PePHD region of hepatitis C virus 1b with hepatocellular carcinoma. J Viral Hepat. 2008;15(1):58–65.PubMed

73.
Toyoda H, Kumada T, Kaneoka Y, Maeda A. Amino acid substitutions in the hepatitis C virus core region are associated with postoperative recurrence and survival of patients with HCV genotype 1b-associated hepatocellular carcinoma. Ann Surg. 2011;254(2):326–32.CrossrefPubMed

74.
Le Guillou-Guillemette H, Ducancelle A, Bertrais S, Lemaire C, Pivert A, Veillon P, Bouthry E, Alain S, Thibault V, Abravanel F, Rosenberg AR, Henquell C, André-Garnier E, Petsaris O, Vallet S, Bour JB, Baazia Y, Trimoulet P, André P, Gaudy-Graffin C, Bettinger D, Larrat S, Signori-Schmuck A, Saoudin H, Pozzetto B, Lagathu G, Minjolle-Cha S, Stoll-Keller F, Pawlotsky JM, Izopet J, Payan C, Lunel-Fabiani F. Identification of a duplicated V3 domain in NS5A associated with cirrhosis and hepatocellular carcinoma in HCV-1b patients. J Clin Virol. 2015;69:203–39.CrossrefPubMed

75.
Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics, 2002. Am Canc J Clin. 2005;55:74–108.Crossref

76.
Nkontchou G, Ziol M, Aout M, Lhabadie M, et al. HCV genotype 3 is associated with a higher hepatocellular carcinoma incidence in pactients with ongoing virsal C cirrhosis. J Viral Hep. 2011;18:e516–22.Crossref

77.
Kanwal F, Kramer JR, Ilyas J, Duan Z, El-Serag H. HCV Genotype 3 is associated with an increased risk of cirrhosis and hepatocellular carcinoma in a National Samples of US Veterans with HCV. Hepatol. 2014;60:98–105.Crossref

78.
Bruix J, Sherman M. Management of hepatocellular carcinoma. Practice Guidelines Committee, American Association for the Study of Liver Diseases. Hepatol. 2005;42:1208–36.Crossref




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A13027_2017_162_Fig1_HTML.gif
61,4%

83,7%

X8 88R328R_RS°

Control Group

Hee





