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ABSTRACT
Objective: To determinate the epidemiological, clinical and therapeutic aspects of hepatocellular induced by virus 
at Pointe Noire.

Patients and Methods: This was a cross-sectional descriptive study that took place in the cancer department of 
the general hospital of loandjili in Pointe Noire during the period from January 1, 2013 to December 31, 2018, 
for a duration of 6 years. Have been included in our study: All patients diagnosed with hepatocellular Carcinoma 
(HCC) with viral etiology B and/or C or both viruses. The variables studied were: Sociodemographic parameters: 
age, sex, level of study. Clinical parameters: telltale sign, tumor size, number of tumors, the stage of extension 
according to Barcelona liver Cancer Clinic (BLCC) classification. The level of alpha fetoprotein (AFP), viral 
etiology. The type of treatment. Bivariate analysis was done between size of tumor and the level of AFP.

Results: At the end of our study, 37 files of Hepatocellular Carcinoma patients fulfilling the criteria of inclusions 
were collected. The average age was 40.15 ± 14.40 years old. The extremes were 21 years and 70 years old. 
The most represented age group was the age group from 31 years to 40 years in 32% of cases. Men were most 
represented than women with respectively the rate of 59% and 41%. The most represented level of study was the 
primary level in 43% of cases. The telltale sign most represented was hepatomegaly in 73% of. The size of tumor 
was more than 5 cm in 81% of cases. Most of patients had single tumor in 81%. Most of the patient had a level 
of alpha fetoprotein more than 400 ng/ml in 86% of cases. The most represented viral etiology of hepatocellular 
Carcinoma was hepatitis B in 46% of cases. The most represented stage of extension was advanced stage of the 
Barcelona liver Cancer Clinic (BLCC) in 62.16% of cases. The most represented treatment was supportive therapy 
in 86% of cases, only 14% of patients received a specific treatment. The bivariate analysis between the tumor size 
and the level of alpha fetoprotein showed that there was relationship p<5%.

Conclusion: HCC is one of the increasing major health problems in both developing and developed countries. The 
most important risk factor is cirrhosis which is mainly due to hepatitis B virus and hepatitis C virus. Thus, much 
effort should be put into the field of prevention and treatment of viral hepatitis infections and chronic liver disease. 
Screening programs should be done to get rid of the problem, and most importantly, there must be an acceptable 
and effective therapy for HCC.
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Introduction
Liver cancer is predicted to be the sixth most commonly 
diagnosed cancer and the fourth leading cause of cancer death 
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worldwide in 2018, with about 841,000 new cases and 782,000 
deaths annually [1]. Rates of both incidence and mortality are 2 
to 3 times higher among men in most world regions ; thus liver 
cancer ranks fifth in terms of global cases and second in terms of 
deaths for males. Incidence rates are 2-fold greater among men in 
transitioned countries, but the highest rates are observed mainly in 
lower HDI (high development indice) settings, with liver cancer 
the most common cancer in 13 geographically diverse countries 
that include several in Northern and Western Africa (Egypt, the 
Gambia, Guinea) and Eastern and South-Eastern Asia (Mongolia, 
Cambodia, and Vietnam [2].

Primary liver cancer includes hepatocellular carcinoma 
(HCC) (comprising 75%-85% of cases) and intrahepatic 
cholangiocarcinoma (comprising 10%-15% of cases) as well 
as other rare types. The main risk factors for HCC are chronic 
infection with hepatitis B virus (HBV) or hepatitis C virus (HCV), 
aflatoxin-contaminated foodstuffs, heavy alcohol intake, obesity, 
smoking, and type 2 diabetes [3,4]. The major risk factors vary 
from region to region. In most high risk HCC areas (China, 
Eastern Africa), the key determinants are chronic HBV infection 
and aflatoxin exposure, whereas in other countries (Japan, Egypt), 
HCV infection is likely the predominant cause. In Mongolia, HBV 
and HCV virus and coinfections of HBV carriers with HCV or 
hepatitis δ virus, as well as alcohol abuse, all contribute to the 
high burden[4]. The rising obesity prevalence is considered a 
contributory factor to the observed increasing incidence of HCC 
in low-risk HCC areas [5].

Globally, both infections (HBV and HCV) are reported to contribute 
to greater than ca. 80% of HCC cases [6-8]. In developing countries 
they account for >90% of all HCC cases, whereas in developed 
countries - for 40% [9]. Comparing HCC incidence rates due to 
viral infections versus other etiologies revealed that an increase 
of HBV or HCV prevalence by 1% elevates by 14% and 10%, 
respectively, the incidence of liver cancer [10]. To our knowledge , 
few studies has been done in Congo about this subject. Therefore, 
our purpose was to determine the epidemiological, cilinical and 
therapeutic aspect of hepatocellular Carcinoma induced by virus 
in Pointe Noire.

Patients and Methods
This was a cross-sectional descriptive study that took place in the 
cancer department of the general hospital of loandjili in Pointe 
Noire during the period from January 1, 2013 to December 31, 
2018, for a duration of 6 years. Have been included in our study: 
All patients diagnosed with hepatocellular Carcinoma (HCC) with 
viral etiology B and/or C or both viruses. The diagnosis of HCC has 
been established based on cytology or histology. Diagnosis of HCC 
was based on clinical, imaging and cytological histopathological 
findings. Diagnosis was achieved by ultrasonographic guided 
biopsy from the lesions, HCC radiological criteria in triphasic CT or 
presence of lesion by sonar and rising alpha fetoprotein more than 
400 ng/ml. Following advances in understanding HCC-specific 
radiological features during phasic vascular perfusion of contrast 
during cross-sectional imaging with CT and MRI, the diagnosis of 

HCC in patients with cirrhosis who are under surveillance can now 
be made reliably without biopsy. 

The variables studied were: Sociodemographic parameters: age, sex, 
level of study. Clinical parameters: telltale sign, tumor size, number 
of tumors, the stage of extension according the Barcelona liver 
cancer Clinic (BLCC) classification. The level of alpha fetoprotein 
(AFP), viral etiology. The type of treatment. survival. Bivariate 
analysis was done between size of tumor and the level of AFP.

Patients were also subdivided into five stages according to the 
BLCC as (0) very early stage—a mass of less than 20 mm in 
diameter, Child Pugh (CP) class A; (A) early stage—a mass of 
less than 50 mm in diameter or three masses with diameters of less 
than 30 mm, CP class A or B with absence of vascular invasion; 
(B) intermediary stage—a mass greater than 50 mm in diameter or 
more than three masses, CP class A or B with absence of vascular 
invasion; (C) advanced stage—any mass, CP class A or B and the 
presence of vascular invasion and/or extrahepatic metastasis and 
(D) terminal stage—any mass and CP class C. 

The data entry was made from the Excel version 2016 software. 
Qualitative variables were represented in numbers and percentages. 
Quantitative variables were represented in numbers and on average. 
Statistical analysis and data processing were performed by the 
Excel 2016 software and graphpad Prism version 7 software. The 
statistical test used was Fisher's exact test for finding relationship 
between variables. The results were statistically significant for p 
<5%.

Results
At the end of our study, 37 files of Hepatocellular Carcinoma 
patients fulfilling the criteria of inclusions were collected. The 
average age was 40.15 ± 14.40 years old. The extremes were 21 
years and 70 years old. The most represented age group was the 
age group from 31 years to 40 years in 32% of cases followed by 
the age group from 61 to 70 years in 24%, the group age from 
21 to 30 years in 24% of cases and the group age from 41to 50 
years (Table 1). Men were most represented than women with 
respectively the rate of 59% and 41% (Table 2).

Age groups Number Percentage

21-30 9 24

31-40 12 32

41-50 7 19

61-70 9 24

Total 37 100

Table 1: Distribution of patients according to age groups.

Sex Number Pourcentage

F 15 41

M 22 59

Total 37 100
Table 2: Distribution of patients according to sex.
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The level of education was the primary level in 43% of cases 
followed by the Secondary level of study in 32% and the Superior 
level in 24% of cases (Table 3). The telltale sign most represented 
was hepatomegaly in 73% of cases followed by icterus in 27% of 
cases (Figure 1). The size of tumor was more than 5 cm in 81% 
of cases and less than 5 cm in 19% of cases (Table 4). Most of 
patients had single tumor in 81%, multiple tumors represented 
19% (Table 5). Most of the patient had a level of alpha fetoprotein 
more than 400 ng/ml in 86% of cases and alpha fetoprotein level 
less than 400 ng /ml was represented in 14% of cases (Figure 2).

Study level Number Percentage

Primary 16 43

Secondary 12 32

Superior 9 24

Total 37 100

Table 3: Distribution of patients according to study level.

Figure 1: Distribution of patients according to telltale sign.

Size of tumor (cm) Number Percentage

>5 30 81

<5 7 19

Total 37 100

Table 4: Distribution of patients according to size of tumor.

Figure 2: Representation of patients according to level of alpha 
fetoprotein.

Number of tumor Number Percentage

Single 30 81

Multiple 7 19

Total 37 100

Table 5: Distribution of patient according to number of tumors.

The most represented viral etiology of hepatocellular Carcinoma 
was hepatitis B in 46% of cases followed by hepatitis C in 30%. Of 
cases. The association or coinfection of hepatitis B and hepatitis 
C was represented in 24% (Table 6). The most represented stage 
of extension was advanced stage of the Barcelona liver Cancer 
Clinic (BLCC) in 62.16% of cases followed by terminal stage in 
32.43% of cases and intermediary stage in 5.41% of cases (Table 
7). The most represented treatment was supportive therapy in 86% 
of cases, only 14% of patients received a specific treatment Table 
8. The bivariate analysis between the tumor size and the level of 
alpha fetoprotein showed that there was relationship between two 
variables p<5%. Table 9.

Viral Etiology Number Percentage

B 17 46

B+C 9 24

C 11 30

Total 37 100

Table 6: Distribution of patients according to viral etiology.

Stage of Extension Number Percentage

Very early 0 0

Early 0 0

Intermediary 2 5,41

Advanced 23 62,16

Terminal 12 32,43

Total 37 100

Table 7: Distribution of patients according to stage of extension.

Type of treatment Number Percentage

Supportive care 32 86

Specific care 5 14

Total 37 100

Table 8: Distribution of patients according to treatment.

Tumor Size 

AFP <5 cm ˃5 cm Total

<400 4 1 5

˃400 3 29 32

Total 7 30 37

Table 9: Distribution of patients according to alpha fetoprotein (AFP) and 
tumor size.
P=0.0025 ˂ 5% result statistically significant.

Discussion
Although small in size with a sample of 37 patients and being 
an hospital study, our study reflects the situation of HCC in our 
context of resource-limited countries. Thus, At the end of our 
study, which took place in the oncology department of loandjili 
General Hospital in Pointe Noire, we collected 37 cases of patients 
with hepatocellular Carcinoma who met the inclusion criteria of 
our study. The average age in our study was 40.15 ± 14.40 years 
with extremes of 21 years and 70 years. This average age and these 
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extremes are close to those found in the literature [11,12].

The younger onset of hepatocellular carcinoma (HCC) diagnoses 
in Africa could simply be a reflection of the younger population 
structure in sub-Saharan Africa and the effect of country of birth on 
age at the time of HCC diagnosis in the USA using the Surveillance, 
Epidemiology, and End Results program (SEER) 18 registry was 
evaluated [13]. The age of onset of HCC varies in different parts of 
the world. HCC tends to occur later in life in Japan, North America 
and European countries, where the median age of onset is above 
60 years. In contrast, in parts of Asia and most African countries, 
HCC is commonly diagnosed in the age range 30–60 years [14]. 
The HCC BRIDGE study of 18,031 patients with HCC from 42 
sites in 14 countries showed that the mean age at HCC diagnosis 
was 69,65 and 62 years in Japan, Europe and North America, 
respectively, whereas it was 59 and 52 in South Korea and China, 
respectively [14].

In Africa, high-quality data from population-based studies are 
lacking, but a tertiary-referral-centre-based cohort study published 
in 2015 showed that the age of onset of HCC is low in sub-Saharan 
Africa. A study of 1,552 patients with HCC from 14 centres in 
seven African countries showed a median age at HCC diagnosis 
of 45 years [15]. For HBV-induced HCC, the age range having the 
most frequent HCC diagnoses was 32.5–37.5 years [15]. The early 
onset of HCC in individuals born in sub-Saharan Africa was also 
seen in an analysis of 59,907 patients with HCC diagnosed in the 
USA between 2000 and 2012 in the Surveillance, Epidemiology, 
and End Results (SEER) programme. Very early-onset HCC at 
<40 years of age was most strongly associated with being born in 
West Africa (adjusted odds ratio (AOR) 16.3, 95% CI 9.2–27.9; 
P<0.01), Central/South/other Africa (AOR 11.0, 95% CI 4.5–23.7; 
P<0.01), Oceania (AOR 4.9, 95% CI 2.9–8.0; P<0.01) and East 
Africa (AOR 3.5, 95% CI 1.5–6.8; P<0.01) [16].

The number of African-born Americans in the SEER studies is 
small, leading to wide confidence intervals in the AOR estimates. 
Importantly, the countries of West Africa, where the earliest onset 
of HCC is seen, include 384 million people, approximately 30% 
of the population of Africa. High-quality, population-based studies 
are needed to improve our understanding of HCC epidemiology in 
Africa. The age group most represented in our study was the age 
group from 31 to 40 years ; this results is corroborated with the 
literature [17]. In Africa there are variation about age group [17-
20]. In our study men were most represented than women. This 
result was corroborated with literature [17-20].

The most represented study level was primary study level that 
lead to the lack of education ,information about hepatitis which 
was the leading etiology of HCC in our study. In other studies 
which showed an increase in HCV infection with an increase in 
older age, education below secondary level and low parity [21-23]. 
Patients generally present with symptoms of advancing cirrhosis, 
as know 80% - 90% of HCC is a background of cirrhosis [24] and 
these symptoms are mimics symptoms of cirrhosis and it includes 
pruritus, jaundice, splenomegaly, cachexia, hepatomegaly, 

variceal bleeding (Hematemesis/Melena) right upper quadrant 
pain, ascites, hepatic encephalopathy, periumbilical collateral 
veins, asterixis. While the ultrasound was incidentally finding with 
unrelated complains. In our country, patients came to the hospitals 
at the end stage of liver disease with more advanced symptoms due 
to uninterested to go to physicians when they become sick due to 
their poor socio-economic condition, life style as well as lack of 
awareness of the disease [25].

The Number of tumor was single in most of cases with an tumor 
size more than 5 cm in our study. In most of studies the number 
of tumor was single and the size tumor most represented was 
greater more than 5 cm [26,27]. On evaluating the characteristics 
of tumors in a Spanish multicenter study, of 705 HCC cases, it was 
found that in this study, 60.5% (133/220) of patients had masses 
less than or equal to 50 mm in diameter or three masses smaller 
than 30 mm in diameter [28].

In the Latin American study [29], of 240 cases, 63.3% had single 
masses and 12.5%, 6.7% and 13.3% had two, three and more 
masses, respectively. In the Raphael Raphe study [27], 64.2% had 
single masses, 11.5% had two masses and 4% had three masses. 
Multifocal disease was diagnosed in 20% of the sample. In our 
study most of patient had the level of alpha fetoprotein more than 
400 ng/ml and there was relationship between tumor size and the 
level of alpha fetoprotein.

According to the studies of Trevisani et al. [30], Marrero et al. [31] 
and Lok et al. [32] who compared the accuracy of alpha-fetoprotein 
as a biomarker in the early detection of HCC with cut-off values 
between 10 and 20 ng/dL, the diagnostic sensitivity is about 60%. 
In the Raphael Raphe study, 29.2% of the cases presented normal 
alphafetoprotein levels, that is, less than 20 ng/dL. Values above 
200 ng/dL were observed in 46% of the cases. In respect to the size 
of the tumor, it was observed that tumors smaller than 30 mm have 
normal level of alpha-fetoprotein and in tumors larger than 50 mm, 
the level was greater than 200 ng/dL in 67.4% of the cases [27].

The most represented viral etiology in our study was hepatitis B. 
This result corroborates with the literature. The hepatitis B virus is 
the most represented cause of liver cancer due to a virus in Africa 
(southern sub-Saharan Africa, western sub-Saharan Africa); on 
the other hand, the hepatitis C virus is the leading cause of liver 
cancer due to a virus in North Africa and the Middle East [33]. 
The alleged causes of the severity of this situation in Africa are 
multiple and can be summarized as follows: late access to care and 
drugs; poverty and weakness of infrastructure technical patient 
care facilities, especially regarding the use of specific high cost 
diagnosis and treatment; lack of skills of health workers; and lack 
of political drive [34,35].

Despite the commitment by African countries to allocate 15% of 
their Gross Domestic Product (GDP) to health improvement in 
2001 (Declaration of Abuja, Nigeria), only four out of 53 countries 
have reached the target set in 2008 (Rwanda 18.9%; Liberia, 
16.8%; Tanzania and Zambia 16.2% and 15.2%, respectively) 
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[36]. As a result, the economic consequences of cancer in Africa 
remains at a high estimate of 849 million USD in 2009 [37].

The Majority of patients of our study arrived in advanced stage of 
extension of Barcelona Liver Cancer Clinic (BLCC).

Most of patients in our study received supportive care, only14% 
were treated by specific treatment (Sorafenib) in our study. In our 
outlook, most of patients came to the hospital to advanced stage 
or end of the liver disease and they didn’t receive a definitive 
treatment of HCC due to the unavailable of these treatment in our 
setup and there is no specialist center for liver disease for these 
treatment of HCC, but the patients received a supportive treatment 
both early stage and advanced stage due to the limited recourses 
of the country, so missing of specialist center in the country. This 
result corroborates with literature [25].

Conclusion
Hepatocellular Carcinoma is common in Pointe Noire. The mean 
risk factors in our context of limited resources is the infection of 
hepatitis B and C. Men are most affected than women by disease 
in young age. Patients arrive in advanced stage that leads to treat 
by the important using of supportive care instead of specific care. 
Thus, much effort should be put into the field of prevention and 
treatment of viral hepatitis infections and chronic liver disease. 
Screening programs should be done to get rid of the problem, 
and most importantly, there must be an acceptable and effective 
therapy for HCC.
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