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Abstract
Hepatocellular carcinoma (HCC) is one of the most common cancers in the United States. Chronic hepatitis B
virus (HBV) and hepatitis C virus (HCV) infections are major risk factors of HCC. This review article discusses the
pathogenesis behind HBV- and HCV-induced HCC, examining the ways these viruses contribute to the
development of liver cancer. Furthermore, we aim to explore the therapeutic implications of viral-mediated HCC,
with an interest in preventing chronic infections and subsequent HCC development. By understanding the
underlying pathogenesis and therapeutic targets, we aim to contribute to improved outcomes for hepatitis-related
liver cancer.
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Introduction
Hepatocellular carcinoma (HCC)

poses a significant global health
challenge, accounting for about 90%
of liver cancer cases and projec-
ted to affect over 1 million indi-
viduals annually by 2025.1 HCC
is the sixth most common can-
cer diagnosis and the fourth most
common cause of cancer-related
death worldwide.1,2 It has a poor
prognosis as well, as patients have
a 5-year survival of 18%.3 The risk
factors of HCC include hepatitis

B virus (HBV), hepatitis C virus
(HCV), non-alcoholic steatohepati-
tis, chronic alcohol use, aflatoxins,
liver flukes, and inherited metabolic
disorders, including hemochromato-
sis and α1-antitrypsin deficiency.1,2,4

HBV infection contributes to around
60% of HCC cases in Asia and Africa
and 20% of cases in the West.
Likewise, chronic HCV infection
is seen among HCC patients in
North America, Europe, and Japan.1,5

Viral-mediated HCC poses a unique
challenge as patients who have
viral-mediated disease tend to have

worse outcomes than patients with a
nonviral etiology.

Treatment for viral-mediated
HCC depends on the stage of
the disease. The Barcelona Clinic
Liver Cancer (BCLC) guidelines
are commonly referenced and
personalized to patients. For
early stage HCC (BCLC-0 and
BCLC-A), curative options include
ablation, surgical resection, or
liver transplantation (LT).6 In
intermediate stages (BCLC-B),
treatments such as transarterial
chemoembolization (TACE) or LT are
considered to manage tumor burden.
For advanced HCC, particularly
in patients with viral-mediated
disease, systemic therapies —
primarily immunotherapy — are
the mainstay.6 These therapies
aim to address the unique
challenges posed by viral infections,
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including higher recurrence
rates and an immunosuppressive
tumor microenvironment.

Current treatment paradigms
have limitations, such as the
high recurrence rates after
curative treatments, resistance
to systemic therapies, and
the immunosuppressive tumor
microenvironment. These challenges
drive interest in exploring
combination strategies like radiation
therapy (RT) with immune
checkpoint inhibitors (ICIs),
which could potentially overcome
resistance mechanisms, enhance
antigen presentation, and improve
systemic responses by altering
the tumor microenvironment in
viral-mediated HCC.

Pathogenesis of HBV- and
HCV-Induced HCC

HBV is a double-stranded DNA
virus implicated in the onset of
HCC. By integrating its DNA into
the host’s genome, HBV disrupts
normal cellular function and leads
to chromosomal instability, a
precursor to cancer development.3,6

The HBV X protein (HBx),
central to this process, initiates
a cascade of cellular events that
promote oncogenesis. It activates
key signaling pathways such as
MAPK and PI3K/Akt, which leads
to inflammation and cellular
proliferation, while also suppressing
the tumor-suppressive actions of
proteins like p53 by sequestering
them away from the nucleus.3,6 This
leads to uncontrolled cell growth and
genomic instability.6 Furthermore,
HBx alters the epigenetic landscape,
affecting gene expression patterns
linked to cancer progression and
silencing tumor suppression.3

While HBV-induced HCC is most
prevalent in patients with cirrhosis,
accounting for around 80% of
all HBV-related HCC, HBV can
induce HCC without the presence
of cirrhosis, partly due to mutations

in its genome.3 Notably, mutations
in the TERT, ARID2, and ARID1A
genes are implicated in increasing
cancer risk.3 Besides these genomic
alterations, HBV’s interaction with
the host’s immune system plays a
critical role in its oncogenic process.
The inhibitory effect of HBV on
innate and adaptive immune cells
causes evasion of host defenses and
creates an environment conducive
to tumor development.3 Emerging
research points to the involvement
of additional mechanisms in HBV’s
pathogenicity. The virus influences
processes like exosome release and
metabolic regulation, which can
accelerate the progression from
liver inflammation to HCC. For
instance, the virus’s influence on
the body’s metabolic pathways could
lead to the creation of a tumor-
friendly microenvironment. Lastly,
the release of exosomes loaded
with viral particles or oncogenic
proteins can facilitate cell-to-cell
communication that promotes
cancer progression.3,7 These intricate
and interconnected pathways
underscore the complexity of HBV’s
role in hepatocarcinogenesis and
highlight the virus’s ability to
hijack multiple cellular processes to
facilitate the development of HCC.

HCV is a small, enveloped
virus with a single-stranded RNA
genome that significantly increases
the risk of HCC. Chronic HCV
infection increases oxidative stress
in hepatocytes, leading to DNA
damage and mutations that can
progress to cancerous changes.8

Cirrhosis-induced carcinogenesis is
one of the major contributors of
HCV-induced HCC, and this can
occur even with HCV clearance.1

The annual incidence rate of HCC
in cirrhotic patients is 1% to
7%. HCV infection often results
in chronic liver inflammation,
driven by continuous immune cell
activation and cytokine production,
leading to fibrosis and eventually
cirrhosis.8 HCV’s core proteins

influence cell cycle and apoptosis
pathways, contributing to malignant
transformation of hepatocytes.
Furthermore, HCV is associated with
downregulation of tumor-suppressor
genes such as TP53, TP73, and
RB1, leading to uncontrolled
cellular proliferation.8-10 This virus
also disrupts normal metabolic
processes, including glucose and
lipid metabolism, which contributes
to conditions like steatosis, which
are risk factors for HCC.8 Finally,
HCV can impair the immune
system’s ability to detect and
destroy infected cells by interfering
with immune checkpoint pathways.8

Chronic HCV infection can evolve
over decades from mild liver
inflammation to severe conditions
such as cirrhosis and finally HCC,
especially when combined with
other risk factors like alcohol
use or co-infection with other
viruses. Given the complexity of
HCV-induced hepatocarcinogenesis,
consistent monitoring and treatment
are required to decrease the
burden of HCC in patients with
HCV infection.

Prevention of Chronic Viral
Infection-Induced HCC

HBV-related HCC has had a
reduced incidence rate due to
preventive measures such as HBV
vaccination and antiviral therapies.1

It is estimated that the initiation
of neonatal HBV vaccination in
the 1980s in East Asian countries
has reduced the incidence of HBV
infection by 70% to 80%. For
example, after 30 years of universal
neonatal vaccination, the HCC
rates decreased by 80%.4 Nucleoside/
nucleotide analogs (NUCs) are the
first-line antiviral treatments for
patients with chronic HBV due to
high efficacy in viral suppression,
high barrier to viral resistance, and
favorable safety profile. It is reported
that HCC prevention is mostly
seen in patients with complete
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viral suppression.11-13 Additionally,
NUCs prevent HBV reactivation
in immunocompromised patients.12

Meanwhile, pegylated-interferon
has shown sustained virological
response (SVR) in about 20%
of patients with short duration
of treatment, but it has lower
efficacy and safety compared with
NUCs.11-14 The antiviral treatment
does not cure chronic hepatitis B
infection; however, their main goals
are to provide viral suppression,
progression of liver disease, and
even reverse cirrhosis.14 Some
clinical trials have shown that
direct acting antivirals (DAA) based
interferon-free therapy has SVR
rates of above 90%.15 Furthermore,
DAA therapy has contributed
to a decreased incidence rate
of HCV-induced HCC, with data
suggesting a 76% risk reduction
of HCC in patients who achieved
SVR with DAA therapy compared
with those who did not achieve
SVR.1,16 However, the risk of HCC
remains high in patients with HCV
cirrhosis despite achieving SVR,
emphasizing the importance of
continued surveillance with imaging
and alpha fetoprotein (AFP) testing.15

Immunotherapy
Given the multiple mechanisms

contributing to chronic viral
infection-induced tumorigenesis,
such as alternation of immune
pathways and invasion of the
immune system, the use of targeted
immunotherapy in advanced HCC
has been a promising research
area. In viral-mediated HCC,
chronic infections with HBV or
HCV cause persistent inflammation
and immune evasion, which not
only promotes the progression
of liver disease but also
contributes to the establishment
of an immunosuppressive tumor
microenvironment. This immune
invasion is crucial for the survival
and proliferation of HCC cells,

particularly in the context of
viral infections. The PD-1 pathway,
involving the PD-1 receptor on T
cells and the PD-L1 ligand on cancer
cells, is a key target for many ICIs.
By blocking the PD-1 receptor or the
PD-L1 ligand, these therapies help
prevent cancer cells from evading
immune detection, enabling T cells
to recognize and attack them.17

Additionally, the CTLA-4 checkpoint
protein, which further impairs T cell
function, is another critical target
for ICI therapy.18

A phase 3 trial compared
combination of tremelimumab
(an anti-CTLA-4 antibody) and
durvalumab (an anti-PD-L1 antibody)
with durvalumab alone and
sorafenib in patients with
unresectable HCC. The trial
demonstrated that combination
immunotherapy significantly
improved overall survival (OS)
compared with sorafenib (hazard
ratio [HR], 0.78; 95% confidence
interval [CI], 0.65-0.92; P = .0035),
while durvalumab alone was found
to be noninferior to sorafenib
(HR, 0.86; 96% CI, 0.73-1.03).
The incidence of grade 3/4
treatment-related adverse events
was 25.8% for the combination,
12.9% for durvalumab, and 36.9%
for sorafenib.19

Interestingly on subgroup
analysis, HBV cirrhosis drove
a strong survival benefit (HR,
0.64; 95% CI, 0.48-0.86). Similarly,
the IMBRAVE-150 study evaluated
the combination of atezolizumab
(an anti-PD-L1 antibody) and
bevacizumab (a VEGF inhibitor)
compared with sorafenib alone in
patients with unresectable HCC.
The 12-month OS rates were 67.2%
in combination arm compared
with 54.6% for sorafenib alone.
Median progression-free survival
(PFS) was also significantly longer
at 6.8 months for the combination
group vs 4.3 months for sorafenib
(HR, 0.59; 95% CI, 0.47-0.76;
P < .001).20 These ICIs work in

synergy as inhibiting PD-L1 activated
T-effector cells and VEGF inhibition
allows T cells to enter the tumor
microenvironment to prevent cancer
growth.20 Similar to durvalumab
and tremelimumab on subgroup
analysis, patients with HBV had
improved OS with immunotherapy
(HR, 0.47; 0.33-0.67), while nonviral
and hepatitis C etiology did not.
Similarly, tremelimumab treats
HCC by blocking the CTLA-4
checkpoint on T cells, which
enhances T cell activation and
proliferation. This improves the
immune system’s ability to recognize
and attack cancer cells.21 Meanwhile,
adoptive cell immunotherapy (ACI)
requires specific tumor antigens
and is hindered by the tumor
microenvironment, and sorafenib
targets specific kinases that do
not boost the immune response.
ICIs overcome these limitations,
providing a more comprehensive
and durable treatment for viral HCC
compared with ACI and sorafenib.22,23

Radiation Therapy
Currently, the BCLC staging

does not include RT as part
of the treatment paradigm for
HCC. However, RT is increasingly
recognized as a viable locoregional
treatment for inoperable HCC, now
included in the NCCN Clinical
Practice Guidelines in Oncology
(NCCN Guidelines).24 Technological
improvements in RT, including
the use of stereotactic body
radiation therapy (SBRT), have
enabled more precise targeting
of tumors, minimizing damage to
healthy liver tissue and improving
treatment outcomes.17 RT can turn
cancer cells into a personalized
vaccine by causing them to
release tumor-specific antigens,
antigen-presenting cells, and primes
T cells that activate the immune
system. During radiation, reactive
oxygen species are generated, which
modify proteins and DNA, increasing
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antigenicity and making the cancer
cells more recognizable.18 This
triggers the cGAS-STING pathway,
leading to type I interferon
production and enhanced T cell
priming by antigen-presenting
cells.25 Additionally, radiation
upregulates immune markers like
major histocompatibility complex
(MHC) class I and FAS on tumor
cells, attracting immune cells into
the tumor microenvironment and
facilitating a robust anticancer
response throughout the body.26,27

Clinical use of SBRT for patients
with HCC who are not eligible for
other curative therapy has shown
promising data with high local
control (LC) rates of 68% to 95%
2-3 years following treatment.17 The
use of partial liver RT to a median
dose of 40-66 Gy using standard
fractionation regimen has shown
response rates ranging from 57% to
92%.17 Even with these promising
data, it is important to remember
that RT can reactivate hepatitis, and
retrospective data on HBV show that
patients on antivirals undergoing
radiation treatment have lower rates
of HBV reactivation compared with
patients who are not on antiviral
treatment (7.5% vs 33.3%, P < .001).28

A promising synergistic systemic
therapy for use with radiation is
chimeric antigen receptor T cell
therapy (CAR-T). CAR-T works by
taking T cells from a patient and
then they are modified to express
receptors that can target specific
antigens and proteins. Studies with
CAR-T therapy and T cell receptor
T cells targeting HBV antigens are
promising, and the specificity of
the tumor-specific antigens it targets
can be used synergistically with
RT.28 The use of such adoptive cell
therapy is a new and emerging field
that could improve the efficacy of
RT in viral-mediated HCC. While
no studies are available focusing
on the combination of RT and

adoptive cell therapies for viral HCC,
it is an unexplored field with a
promising future.

A recent randomized phase 3
trial, RTOG 1112, compared clinic
outcomes of SBRT followed by
sorafenib with sorafenib alone in
patients with new or recurrent
HCC, unsuitable for surgery, ablation
or TACE. Out of all 193 patients,
41% had hepatitis C and 19% had
hepatitis B or B/C. It was found
that SBRT with sorafenib improved
OS (15.8 months vs 12.3 months)
and PFS (9.2 months vs 5.5 months)
compared with sorafenib alone.
There was no difference in adverse
effects in both groups.29 Whether
subgroup analysis will predict a
greater benefit among patients with
viral-induced cirrhosis remains to
be evaluated, pending the final
publication of these data.

In a study from the Asian
Liver Radiation Therapy Study
Group, a retrospective evaluation
was conducted on the efficacy of
SBRT in treating HCV infection-
induced HCC compared with other
etiologies. Patients with HCV-related
HCC had superior 2-year LC of
88% compared with 78% for other
patients. This pattern persisted
across different schedules and tumor
sizes. HCV etiology was associated
with approximately 50% relative risk
reduction and 10% to 20% absolute
risk reduction for local recurrence
post SBRT.30 This association is
particularly notable as it is the first
report to demonstrate such a link,
suggesting that HCV status could
be a critical factor in tailoring
SBRT for patients with HCC. RT
has been shown to be an effective
alternative for inoperable patients
with HCC, with many studies
showing favorable outcomes. RT
should be a part of multidisciplinary
team recommendation for patients
with HCC based on the
clinical presentation.

Synergistic Effect of Radiation
Therapy and Immune
Checkpoint Inhibitors

RT causes tumor cells to
release tumor-associated antigens
that help stimulate tumor-specific
immune responses, leading to the
recognition and death of tumor cells.
Additionally, radiation can lead to
the destruction of tumor stroma and
tumor microenvironment, allowing
evasion by immune cells.28,31

ICIs further boost this response
by blocking immune evasion
mechanisms, leading to increased
antitumor activity. The combination
of RT with ICIs such as ipilimumab,
which blocks CTLA-4, has gained
significant attention for enhancing
T cell activation and improving
the ratio of CD8+ T cells to Treg
cells.32 This boosts the in situ
vaccination effect of RT, where
the tumor itself becomes a source
of antigens that “vaccinates” the
immune system to attack cancer
cells throughout the body.25 This
strategy has shown promising
results in both mouse models and
human studies, leading to Food
and Drug Administration approval
for treating metastatic melanoma.
Additionally, hypofractionated RT
can increase PD-L1 expression
in tumors, contributing to RT
resistance, which suggests that
combining PD-1/PD-L1 blockade
with RT could help overcome tumor
immunosuppression.33 Anti-PD-1/
PD-L1 monoclonal antibodies have
already shown positive outcomes
in treating cancers such as non-
small cell lung cancer (NSCLC),
melanoma, and kidney cancer.34

The combination of RT and ICIs has
demonstrated promising outcomes in
various cancers, including colorectal,
breast, melanoma, and lung cancers.
Preclinical studies in mouse models
of colorectal, breast, and melanoma
tumors showed that administering
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anti-PD-L1 concurrently with RT
led to better long-term tumor
control compared with delayed
administration.35-37 This combination
has shown potential in HCC,
suggesting that it could offer

better outcomes for this cancer.21,38,39

Multiple studies are exploring the
synergistic effects of combined
immunotherapy and RT in HCC.
One retrospective case series of
5 patients with unresectable HCC

evaluated clinical response when
treated with SBRT and checkpoint
inhibitors. Out of the 5 patients,
3/5 had hepatitis B infection and
4/5 had BCLC stage C. All patients
responded to this combination
therapy, with 2 complete and 3 partial
responses. The 1-year LC and OS
were 100%.28 Similarly, a phase 2
study evaluated the efficacy and safety
of combining SBRT with sintilimab
(a PD-1 antibody) in patients with
recurrent or oligometastatic HCC.
The study involved 25 patients,
and the combination treatment
resulted in a confirmed overall
response rate (ORR) of 96%, with
17 complete responses and 7
partial responses. The 12-month and
24-month PFS rates were 68% and
45.3%, respectively.40 The adverse
effects with a combination of ICI
and RT, ICI alone and RT alone as
seen in some studies are summarized
in Table 1.

HBV and HCV drive HCC
by promoting genetic mutations,
altering the immune response,
and creating a tumor-friendly
microenvironment. Immunotherapy,
particularly PD-1/PD-L1 and
CTLA-4 inhibitors, can help
counteract immune evasion
mechanisms exploited by these
viral infections.17,18 When combined
with RT, which enhances antigen
release and alters the tumor
microenvironment, there is potential
to overcome the immunosuppressive
effects caused by viral hepatitis.32

By boosting the immune system’s
ability to recognize and attack cancer
cells, this combination strategy may
offer a more effective approach
for treating HCC driven by chronic
hepatitis infection.

There is no consensus regarding
the timing of ICIs and radiation.
Concurrent administration of
anti-PD-L1 with RT appears to
yield better long-term tumor
control compared with delayed ICI
initiation, while preclinical models
also indicate that anti-CTLA-4 is

Table 1. Comparison of Adverse Effects in Studies of ICI + RT, RT
Monotherapy, and ICI Monotherapy

STUDY TREATMENT ARMS ADVERSE EVENTS

NCT0385781540 SBRT + sintilimab Grade 3: 12%

Grade 4 or 5: 0

NCT0320330441 SBRT + nivolumab vs
SBRT +
nivolumab + ipilimumab

SBRT + nivolumab

Any grade: 83.3%

Grade 3: 50%

Grade 4 or 5: 0

SBRT + nivolumab 
+ ipilimumab

Any grade: 100%

Grade 3: 71.4%

Grade 4 or 5: 0

NCT0461116542 EBRT + nivolumab Grade 3 or 4 adverse
event: 12%

Grade 3 or 4 severe
adverse event: 4%

NCT0257650943

(CheckMate 459)

Nivolumab vs
sorafenib

Nivolumab

Grade 3: 18%

Grade 4: 4%

Grade 5: < 1%

Sorafenib

Grade 3: 47%

Grade 4: 2%

Grade 5: < 1%

NCT0329845119

(HIMALAYA)

Tremelimumab +
durvalumab (STRIDE)
vs durvalumab (D) vs
sorafenib (S)

STRIDE

Grade 3 or 4: 25.8%

Grade 5: 2.3%

D group

Grade 3 or 4: 12.9%

Grade 5: 0

S group

Grade 3 or 4: 36.9%

Grade 5: 0.8%

UMIM00001301144

(The STRSPH study)

SBRT Grade 3 or higher: 11.4%

Grade 5: 0

Abbreviations: ICI, immune checkpoint inhibitor; RT, radiation therapy; SBRT, stereotactic body
radiation therapy; EBRT, electron-beam radiation therapy.
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most effective when administered
a few days before RT, likely due
to its role in depleting regulatory
T cells.24,43 Further studies on this
can help guide upcoming treatment
paradigms. There are ongoing
clinical trials testing outcomes
in patients treated with radiation
and immunotherapy (Table 2).
The addition of local therapy to
immunotherapy and its impact on
national practice guidelines remain
to be determined by ongoing
trials as well as the implication
and synergism with specific subset
of HCC such as viral-mediated
disease.24 Follow-up surveillance
should be as per NCCN Guidelines
with serial AFP evaluation and
imaging response.

Conclusion
HCC remains a critical health

concern with an intricate web

of etiological factors such as
HBV and HCC, and lifestyle
choices contributing to its
pathogenesis. Emerging treatments,
particularly SBRT and ICIs, offer
significant potential. Notably,
research has shown that HCV-
related HCC responds more
favorably to SBRT compared with
non-HCV etiologies, highlighting
the potential for etiology-specific
treatment customization. As
research progresses, the integration
of novel systemic therapies,
advancements in radiation
technology, and the development
of predictive biomarkers will
be pivotal in enhancing the
management of HCC.

References

1) Llovet JM, Kelley RK, Villanueva A,
et al. Hepatocellular carcinoma. Nat Rev Dis
Primers. 2021;7(1):6. doi:10.1038/s41572-020-
00240-3

2) Akinyemiju T, Abera S, Ahmed M, et al.
The burden of primary liver cancer and
underlying etiologies from 1990 to 2015 at the
global, regional, and national level: results
from the global burden of disease study
2015. JAMA Oncol. 2017;3(12):1683-1691. doi:
10.1001/jamaoncol.2017.3055

3) Jiang Y, Han Q, Zhao H, Zhang J. The
mechanisms of HBV-induced hepatocellu-
lar carcinoma. J Hepatocell Carcinoma.
2021;8:435-450. doi:10.2147/JHC.S307962

4) McGlynn KA, Petrick JL, London WT.
Global epidemiology of hepatocellular
carcinoma: an emphasis on demographic
and regional variability. Clin Liver Dis.
2015;19(2):223-238. doi:10.1016/j.cld.2015.01.
001

5) El-Serag Hashem B. Hepatocel-
lular carcinoma. N Engl J
Med. 2011;365(12):1118-1127. doi:10.1056/
NEJMra1001683

6) Tu T, Budzinska MA, Shackel NA,
Urban S. HBV DNA integration: molecu-
lar mechanisms and clinical implications.
Viruses. 2017;9(4):75. doi:10.3390/v9040075

7) Li S, Li S, Wu S, Chen L. Exosomes
modulate the viral replication and host
immune responses in HBV infection. Biomed
Res Int. 2019;2019:2103943. doi:10.1155/2019/
2103943

Table 2. Ongoing Trials on Radiation and Immunotherapy for Patient Outcomes

STUDY NAME TREATMENT ARMS DOSE ENDPOINTS

NCT0631319045 SBRT alone vs SBRT +
sintilimab.

SBRT: 30-54 Gy in 3 fractions over 1 week

Sintilimab: 200 mg every 3 weeks for up
to 6 cycles, with the first dose within
1 week after the completion of SBRT.

Primary: PFS; secondary: OS,
LC, AEs

NCT0626112546 SBRT followed by adebrelimab
+ lenvatinib in 2 cohorts. Arm
A includes patients without
prior PD-1/PD-L1 therapy. Arm B
includes those with
progression after prior
PD-1/PD-L1 therapy.

SBRT using VMAT: 33-48 Gy in 6 fractions
over 2 weeks.

Adebrelimab: 1200 mg every 3 weeks for
up to 35 cycles after the completion of SBRT.

Lenvatinib: 12 mg/day for bodyweight 
≥ 60 kg or 8 mg/day for bodyweight < 60
kg, orally once daily after the completion of
SBRT.

Primary: PFS; secondary: OS,
ORR, DCR, DOR, AEs

NCT0591743147 SBRT + tislelizumab + 
regorafenib.

SBRT: 8 Gy × 3-5 fractions.

Tislelizumab: dose of 200 mg every
21 days.

Regorafenib: dose of 120 mg for the first
21 days of a 28-day cycle.

Systemic therapy will start concurrently
and last 2 years, or until disease progression,
intolerable side effects or death.

Primary: PFS; secondary: OS,
recurrence pattern

Abbreviations: SBRT, stereotactic body radiation therapy; PFS, progression-free survival; OS, overall survival; LC, local control; AEs, adverse events; VMAT,
volumetric arc therapy; DCR, disease control rate; DOR, duration of response.

REVIEW Viral-Mediated Hepatocellular Carcinoma

20 Applied Radiation Oncology September 2024



8) Hoshida Y, Fuchs BC, Bardeesy N,
Baumert TF, Chung RT. Pathogenesis
and prevention of hepatitis C virus-
induced hepatocellular carcinoma. J Hepatol.
2014;61(1 suppl):S79-S90. doi:10.1016/j.jhep.
2014.07.010

9) Munakata T, Nakamura M, Liang Y,
Li K, Lemon SM. Down-regulation of
the retinoblastoma tumor suppressor by
the hepatitis C virus NS5B RNA-depend-
ent RNA polymerase. Proc Natl Acad Sci
USA. 2005;102(50):18159-18164. doi:10.1073/
pnas.0505605102

10) Zhao L-J, Wang L, Ren H, et al.
Hepatitis C virus E2 protein promotes human
hepatoma cell proliferation through the
MAPK/ERK signaling pathway via cellular
receptors. Exp Cell Res. 2005;305(1):23-32. doi:
10.1016/j.yexcr.2004.12.024

11) Rizzo GEM, Cabibbo G, Craxì A. Hepatitis
B virus-associated hepatocellular carcinoma.
Viruses. 2022;14(5):986. doi:10.3390/v14050986

12) Lampertico P, Agarwal K, Berg T, et al.
EASL 2017 clinical practice guidelines on the
management of hepatitis B virus infection.
J Hepatol. 2017;67(2):370-398. doi:10.1016/j.
jhep.2017.03.021

13) Nasser N, Tonnerre P, Mansouri A,
Asselah T. Hepatitis-B virus: replication
cycle, targets, and antiviral approaches.
Curr Opin Virol. 2023;63:101360. doi:10.1016/j.
coviro.2023.101360

14) Lim Y-S, Kim WR, Dieterich D, et al.
Evidence for benefits of early treatment
initiation for chronic hepatitis B. Viruses.
2023;15(4):997. doi:10.3390/v15040997

15) Roche B, Coilly A, Duclos-Vallee JC,
Samuel D. The impact of treatment of
hepatitis C with daas on the occurrence of
HCC. Liver Int. 2018;38 Suppl 1(s1):139-145.
doi:10.1111/liv.13659

16) Kulik L, El-Serag HB. Epidemiology and
management of hepatocellular carcinoma.
Gastroenterology. 2019;156(2):477-491. doi:10.
1053/j.gastro.2018.08.065

17) Ohri N, Dawson LA, Krishnan S, et al.
Radiotherapy for hepatocellular carcinoma:
new indications and directions for future
study. J Natl Cancer Inst. 2016;108(9):djw133.
doi:10.1093/jnci/djw133

18) Spitz DR, Azzam EI, Li JJ, Gius D.
Metabolic oxidation/reduction reactions and
cellular responses to ionizing radiation: a
unifying concept in stress response biology.
Cancer Metastasis Rev. 2004;23(3-4):311-322.
doi:10.1023/B:CANC.0000031769.14728.bc

19) Abou-Alfa GK, Chan SL, Kudo M,
et al. Phase 3 randomized, open-label,
multicenter study of tremelimumab (T)
and durvalumab (D) as first-line ther-
apy in patients (pts) with unresectable
hepatocellular carcinoma (uhcc): Himalaya.
JCO. 2022;40(4_suppl):379-379. doi:10.1200/
JCO.2022.40.4_suppl.379

20) Finn RS, Qin S, Ikeda M, et al.
Atezolizumab plus bevacizumab in
unresectable hepatocellular carcinoma. N
Engl J Med. 2020;382(20):1894-1905. doi:10.
1056/NEJMoa1915745

21) Demaria S, Kawashima N, Yang AM, et al.
Immune-mediated inhibition of metastases
after treatment with local radiation and
CTLA-4 blockade in a mouse model of
breast cancer. Clin Cancer Res. 2005;11(2 pt
1):728-734.

22) Keating GM, Santoro A. Sorafenib: a
review of its use in advanced hepatocellu-
lar carcinoma. Drugs. 2009;69(2). doi:10.2165/
00003495-200969020-00006

23) Zhang J, Hu C, Xie X, et al.
Immune checkpoint inhibitors in
HBV-caused hepatocellular carcinoma
therapy. Vaccines (Basel). 2023;11(3):614. doi:
10.3390/vaccines11030614

24) NCCN. Acute Lymphoblastic Leukemia.
Accessed April 27, 2024. https://www.nccn.
org/guidelines/guidelines-detail

25) Pedicord VA, Montalvo W, Leiner IM,
Allison JP. Single dose of anti-CTLA-4
enhances CD8+ T-cell memory formation,
function, and maintenance. Proc Natl Acad
Sci USA. 2011;108(1):266-271. doi:10.1073/
pnas.1016791108

26) Chakraborty M, Abrams SI, Camphau-
sen K, et al. Irradiation of tumor cells
up-regulates fas and enhances CTL lytic
activity and CTL adoptive immunotherapy.
J Immunol. 2003;170(12):6338-6347. doi:10.
4049/jimmunol.170.12.6338

27) Arnold KM, Flynn NJ, Raben A,
et al. The impact of radiation on
the tumor microenvironment: effect of
dose and fractionation schedules. Cancer
Growth Metastasis. 2018;11. doi:10.1177/
1179064418761639

28) Chiang C-L, Chan ACY, Chiu KWH,
Kong F-MS. Combined stereotactic body
radiotherapy and checkpoint inhibition in
unresectable hepatocellular carcinoma: a
potential synergistic treatment strategy.
Front Oncol. 2019;9:1157. doi:10.3389/fonc.
2019.01157

29) Dawson LA, Winter KA, Knox JJ, et al.
NRG/RTOG 1112: randomized phase III study
of sorafenib vs. stereotactic body radiation
therapy (SBRT) followed by sorafenib in
hepatocellular carcinoma (HCC). J Clin
Oncol. 2023;41(4_suppl):489-489. doi:10.1200/
JCO.2023.41.4_suppl.489

30) Kim N, Cheng JC-H, Ohri N, et al.
Does HCC etiology impact the efficacy
of stereotactic body radiation therapy for
hepatocellular carcinoma? An Asian liver
radiation therapy group study. J Hepatocell
Carcinoma. 2022;9:707-715. doi:10.2147/JHC.
S377810

31) Bernstein MB, Krishnan S, Hodge
JW, Chang JY. Immunotherapy and
stereotactic ablative radiotherapy (ISABR):
a curative approach? Nat Rev
Clin Oncol. 2016;13(8):516-524. doi:10.1038/
nrclinonc.2016.30

32) Wing K, Onishi Y, Prieto-Martin P, et al.
CTLA-4 control over foxp3+ regulatory T cell
function. Science. 2008;322(5899):271-275. doi:
10.1126/science.1160062

33) Deng L, Liang H, Burnette B, et al.
Irradiation and anti-PD-L1 treatment
synergistically promote antitumor immunity
in mice. J Clin Invest. 2014;124(2):687-695.
doi:10.1172/JCI67313

34) Teng F, Kong L, Meng X, Yang
J, Yu J. Radiotherapy combined with
immune checkpoint blockade immunother-
apy: achievements and challenges. Cancer
Lett. 2015;365(1):23-29. doi:10.1016/j.canlet.
2015.05.012

35) Dovedi SJ, Adlard AL, Lipowska-Bhalla
G, et al. Acquired resistance to fractio-
nated radiotherapy can be overcome by
concurrent PD-L1 blockade. Cancer Res.
2014;74(19):5458-5468. doi:10.1158/0008-5472.
CAN-14-1258

36) Tanaka H, Ueda K, Karita M,
et al. Immune checkpoint inhibitors after
radiation therapy improve overall survival
rates in patients with stage IV lung
cancer. Cancers. 2023;15(17):4260. doi:10.
3390/cancers15174260

37) Backlund E, Grozman V, Egyhazi Brage
S, et al. Radiotherapy with or without
immunotherapy in metastatic melanoma:
efficacy and tolerability. Acta Oncologica.
2023;62(12):1921-1930. doi:10.1080/0284186X.
2023.2280766

38) Zhang Y, Zhang Z. The history
and advances in cancer immunother-
apy: understanding the characteristics
of tumor-infiltrating immune cells and
their therapeutic implications. Cell Mol
Immunol. 2020;17(8):807-821. doi:10.1038/
s41423-020-0488-6

39) Yoshimoto Y, Suzuki Y, Mimura K, et al.
Radiotherapy-induced anti-tumor immunity
contributes to the therapeutic efficacy of
irradiation and can be augmented by
CTLA-4 blockade in a mouse model. PLoS
One. 2014;9(3):e92572. doi:10.1371/journal.
pone.0092572

40) Chen Y-X, Yang P, Du S-S, et al.
Stereotactic body radiotherapy combined
with sintilimab in patients with recurrent
or oligometastatic hepatocellular carcinoma:
a phase II clinical trial. World J Gastroen-
terol. 2023;29(24):3871-3882. doi:10.3748/wjg.
v29.i24.3871

Viral-Mediated Hepatocellular Carcinoma REVIEW

September 2024 Applied Radiation Oncology 21

https://www.nccn.org/guidelines/guidelines-detail
https://www.nccn.org/guidelines/guidelines-detail


41) Juloori A, Katipally RR, Lemons JM, et al.
Phase 1 randomized trial of stereotac-
tic body radiation therapy followed by
nivolumab plus ipilimumab or nivolumab
alone in advanced/unresectable hepato-
cellular carcinoma. IntJ Radiat Oncol
Biol Phys. 2023;115(1):202-213. doi:10.1016/j.
ijrobp.2022.09.052

42) Kim BH, Park HC, Kim TH, et al.
Concurrent nivolumab and external
beam radiation therapy for hepatocellular
carcinoma with macrovascular invasion: a
phase II study. JHEP Rep. 2024;6(4):100991.
doi:10.1016/j.jhepr.2023.100991

43) Yau T, Park J-W, Finn RS, et al.
Nivolumab versus sorafenib in advanced
hepatocellular carcinoma (checkmate 459): a
randomised, multicentre, open-label, phase
3 trial. Lancet Oncol. 2022;23(1):77-90. doi:10.
1016/S1470-2045(21)00604-5

44) Kimura T, Takeda A, Sanuki N, et al.
Multicenter prospective study of stereo-
tactic body radiotherapy for previously
untreated solitary primary hepatocellular
carcinoma: the STRSPH study. Hepatol Res.
2021;51(4):461-471. doi:10.1111/hepr.13595

45) NIH National Library of Medicine.
Combination of SBRT and immunotherapy in
small hepatocellular carcinoma
(HSBRT2402). Accessed August 18, 2024.
https://clinicaltrials.gov/study/NCT06313190
?intr=NCT06313190&amp;rank=1

46) NIH National Library of Medicine.
Combination of SBRT, PD-L1 inhibitor, and
lenvatinib in hepatocellular carcinoma
(HSBRT2401). Accessed August 18, 2024.
https://clinicaltrials.gov/study/NCT06261125
?intr=NCT06261125&amp;rank=1

47) NIH National Library of Medicine. Phase
2 study of SBRT plus tislelizumab and
regorafenib in unresectable or oligometa-
static HCC. Accessed August 18, 2024. https://
clinicaltrials.gov/study/NCT05917431?intr
=NCT05917431&amp;rank=1

REVIEW Viral-Mediated Hepatocellular Carcinoma

22 Applied Radiation Oncology September 2024

https://clinicaltrials.gov/study/NCT06313190?intr=NCT06313190&rank=1
https://clinicaltrials.gov/study/NCT06313190?intr=NCT06313190&rank=1
https://clinicaltrials.gov/study/NCT06261125?intr=NCT06261125&rank=1
https://clinicaltrials.gov/study/NCT06261125?intr=NCT06261125&rank=1
https://clinicaltrials.gov/study/NCT05917431?intr=NCT05917431&rank=1
https://clinicaltrials.gov/study/NCT05917431?intr=NCT05917431&rank=1
https://clinicaltrials.gov/study/NCT05917431?intr=NCT05917431&rank=1

	Viral-Mediated Hepatocellular Carcinoma: A Review on Mechanisms and Implications for Therapy
	Introduction
	Pathogenesis of HBV- and HCV-Induced HCC
	Prevention of Chronic Viral Infection-Induced HCC
	Immunotherapy
	Radiation Therapy
	Synergistic Effect of Radiation Therapy and Immune Checkpoint Inhibitors
	Conclusion


