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Abstract: 

Background: the majority of HCC patients are suffering from cirrhosis thus it’s challenging to manage HCC 

because it’s associated with chronic dysfunction of the liver.  

Objective: This study aimed at studying the management procedures for liver cirrhosis among patients with 

hepatocellular carcinoma. 

Methods: The online medical database was searched then the English articles from 2010 – 2020 were included 

in the review. 

Results: There were 36 studies included that answered the question about the management procedures for liver 

cirrhosis among patients with hepatocellular carcinoma. 

Conclusion: liver cirrhosis is a critical illness among HCC patients which hinders the management of HCC and 

can result in many complications. The severity of the liver disease and decompensation can affect the survival 

rates thus Child-Pugh is considered a sensitive and prognostic factor for defining the proper management 

technique among HCC patients. 
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BACKGROUND: 

Hepatocellular carcinoma (HCC) is a significant 

medical issue with high morbidity and mortality 

rates. It positions as the fifth most regular reason 

for malignant growth in males and the seventh in 

females ranging to 33% of all disease associated 

deaths and the main source of death in patients 

suffering from cirrhosis of liver[1, 2]. The reasons 

for this tumor harmonize with those of liver 

cirrhosis, in spite of the fact that there are 

epidemiological contrasts as indicated by the land 

zone considered[3, 4]. 

 

Cirrhosis is a typical issue around the world, 

representing huge mortality and clinic affirmation 

rate. The assessed predominance of cirrhosis in the 

United States was 0.15% of the populace [5]. 

Comparative numbers have been accounted for 

from European nations and much higher numbers 

are evaluated in generally African and Asian 

nations. Alcohol utilization and constant hepatitis C 

are the main sources of cirrhosis in western nations. 

Interminable hepatitis B is exceptionally endemic 

among Asian population and it is the commonest 

reason for liver cirrhosis[6] 

 

Liver cirrhosis is considered as an advanced phase 

of hepatic fibrosis related with hepatic knobs that 

continuously disturbs the ordinary hepatic tissue 

and changes the liver to a high obstructive and 

resistant organ, this procedure lifts the sinusoidal 

weight resulting in debilitated hepatocyte capacity 

and expands the weight on the portal vein 

prompting hypertension. If the portal pressure 

increments, this increases the risk of creating 

complications identified with cirrhosis[7, 8].This 

review is supposed to study the management 

procedures for liver cirrhosis among patients with 

hepatocellular carcinoma.  

 

METHOD: 

The data base was searched online 

forinformationrelated to the management of 

cirrhosis among patients with hepatocellular 

carcinoma then all the eligible English articles from 

2010-2020 were collected, evaluated and included 

in this study.  

 

RESULTS: 

The study included36 articles were included in this 

review that were published between 2010-2020 

including RCTs, reviews, case-controlled studies 

and clinical trials.  

 

- Diagnosis of cirrhosis in relation to 

HCC: 

Cirrhosis of all etiologies may be complicated by 

HCC, but persistent hepatitis B virus (HBV) or 

hepatitis C virus (HCV) infection account for over 

80% of HCC cases worldwide [9]. In Japan, the 

United States, Latin America, Egypt and Europe, 

hepatitis C is the major cause of HCC. The 

incidence of HCC is 2-8% per year in patients with 

chronic hepatitis C and established cirrhosis. While 

in Asia, Africa, and in some eastern European 

countries, chronic hepatitis B is the prime cause of 

HCC, far outweighing the impact of chronic 

hepatitis C [10]. 

 

The vast majority of the patients with HCC have 

been suffering from cirrhosis. Overall information 

show that predominance of cirrhosis in people with 

HCC is around 80-90%[11]. Cirrhosis can be 

associated and complicated to HCC among 80% of 

HCC cases especially among hepatitis B infection 

(HBV) or hepatitis C infection (HCV) 

contamination [10].  

 

It is necessary to examine the patients with HCC 

with a clinical analysis of cirrhosis including a 

definite assessment of cirrhosis manifestations and 

signs demonstrating nearness of cirrhosis, as 

enlargement of the stomach and sleeping disorders 

or, obvious liver or spleen. Lab examinations 

recommend assessing the variations from the norm 

for at least one of serum functions of the liver 

including bilirubin, albumin and prothrombin time. 

Also, the decrease in platelets count is sensitive in 

diagnosis of cirrhosis related portal hyper tension. 

Among patients with clinical highlights, laboratory 

and imaging findings and biopsy also must be 

considered to diagnose cirrhosis among HCC 

patients[12].  

 

The advance of decompensated cirrhosis is 

accompanied by jaundice, GIT bleeding, 

encephalopathy and ascites. The pace of 

decompensation is evaluated to be 3-5% every year 

with high mortality rates[13].The seriousness of 

hepatic decompensation influences the treatment 

choices for HCC patients. Appraisal of the 

seriousness of cirrhosis is typically done utilizing 

the classification of Child-Pugh[14]. Also, patients 

who suffer from compromised hepatic replacement 

with Child-Pugh stage B are supposed to have 

higher adverse outcomes and effects with treatment 

in comparison with Child-Pugh A patients[15, 16]. 

 

- Management of cirrhosis among HCC 

patients: 

Distinguishing and management of basic causes 

can decrease the development rates and can also 

reverse cirrhotic conditions clinically and 

histologically as well [17, 18]. Comparative 

outcomes are found in patients with redressed or 

decompensated cirrhosis because of using steroids 

in treatment of immune system hepatitis, using 

antivirals for management of HBV and using 

combination medications for treatment of HCV 

rewarded with blend treatment [19-21]. Although, 
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the job of antiviral treatment in patients with HCC 

isn't clear as most authority rules consider dynamic 

HCC as a contraindication to treatment. 

Anticipation of second complications ought to be 

accomplished by staying away from hepatotoxic 

prescriptions, herbal medications and cirrhotic 

patients with sero-negative vaccination against 

hepatitis A and B. 

There is a lack of standard treatment pattern but 

various ongoing examinations show a gainful 

impact of usually utilized medications on 

management of cirrhosis and its complexities 

including beta blockers, statins, anti-infection 

agents and anticoagulation[19-21]. These 

medications can decrease the progression of 

fibrosis, varices and bacterial translocation. The 

management options depend on the severity of liver 

cirrhosis which is classified according to Child-

Pugh class[22, 23]. 

 

- Liver resection: 

The principal line treatment for patients with HCC 

and liver cirrhosiswithChild-Pugh A is liver 

resection[24]. The mortality rates and blood 

transfusion prerequisites before the operation ought 

not surpass 2–3% and 10%, respectively[25, 

26].Thus there is a necessary need to be cautious 

while selecting patients who can tolerate the 

surgery to avoid other complications in liver 

function[24, 27].Guidelines suggest assurance of 

indocyanine green degree of retention at 15 min or 

evaluation of the seriousness of portal hypertension 

with a cut-off estimation of ≤14% is significant for 

hepatic resection however[28]. Assessing the 

severity of hepatic hypertension can be done using 

the Hepatic venous pressure gradient (HVPG) in 

patients with liver cirrhosis (HVPG ≥10 mm 

Hg)[29].Among Patients no portal hypertension or 

high bilirubin levels, the5-year survival (70%) rates 

can be higher than those suffering from portal 

hypertension (50%). Also, significant portal 

hypertension increased the mortality rates within 3-

5 years after resection for HCC patients[30]. Thus, 

hepatic resection is only recommended in patients 

with good liver function4 and can strictly be 

operated only among 5-10% of HCC patients with 

liver chirrhosis[27]. Clinical trials must be 

conducted to expand the safety and curative options 

of hepatic resection among HCC patients with liver 

cirrhosis.  

 

- Ablation: 

Image guided local ablation can be done among 

patients with small tumors less than 5 cm and the 

Child-Pugh staging is A or B[27]. It can control 

local disease and increase the survival rates[24, 

30]. 

 

- Supportive care: 

Diet restrictions and pain control are efficient 

among cirrhotic patients to decrease the severity of 

pain and enhance better life. Treatment of the cause 

of liver decompensation and cirrhosis is a must for 

proper management of liver cirrhosis among HCC 

patients. A few investigations have indicated that 

continued hepatitis B infection (HBV) is related 

tohigher danger of repeat after operative 

treatment[31]but the antiviral treatment can 

enhance the result among patients experiencing 

resection for HCC[32, 33].Using interferon 

treatments for HCV is better for HCC patients even 

after resection or ablationwhich can decrease the 

need for liver transplantation[34].  

 

Also, the multichines inhibitor sorafenib can be 

used among HCC patients with Child-Pugh A or 

higher B or C [35-37] and other small studies 

showed it can improve the portal hypertension 

syndrome[38-41] 

 

- Transarterialchemoembolisation: 

Among patients with compensated liver disease 

and HCC, the trans arterialchemoembolization is 

the first line of treatment in there is no extrahepatic 

spread or invasion in the vascular system[24]. but it 

is contraindicated among patients with Child-Pugh 

score >8, high bleeding risk, portal embolism [42]. 

It is supposed to decrease the ischemic damage and 

induced liver failure. 

 

- Liver transplantation: 

Liver transplantation is suggested for little tumors 

and severely impaired liver function. Thus, the 

transplantation procedure is the main treatment 

methodology that can manage HCC and liver 

cirrhosis[43].High survival rates were found among 

HCC and cirrhotic patients when compared to 

transplanted patients with no tumors or non-

threatening indications[27, 44]. 

 

CONCLUSION: 

In this literature review,liver cirrhosis is a critical 

illness among HCC patients which hinders the 

management of HCC and can result in many 

complications. The severity of the liver disease and 

decompensation can affect the survival rates thus 

Child-Pugh is considered a sensitive and prognostic 

factor for defining the proper management 

technique among HCC patients. More studies are 

needed to evaluate the cons and pros of the 

available HCC medications on the liver functions if 

there are signs of cirrhosis. 
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