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EPIDEMIOLOGY AND CHARACTERISTICS OF HEPATOCELLULAR CARCINOMA IN FRANCE: RESULTS
OF THE FIRST 2000 REAL-LIFE PATIENTS FROM THE CHIEF PROSPECTIVE COHORT
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Introduction : Hepatocellular carcinoma (HCC) Is the leading cause of primary liver cancer (6th cause of cancer in the world, 2nd in men), and the 3rd cause of cancer-related death worldwide*. The objective of the study is to describe the
epidemiology and management of HCC in France based on data from the CHIEF cohort. *Globocan 2020. https://gco.iarc.fr

CHIEF Cohort At":“te“ltsk Meéethods : CHIEF is a prospective, national observational cohort initiated in September 20109.
. Epidémio CHIEF 2000 : ot b S . - . .
Beaujon . . . . ) N=2043 Clinical, biological, radiological and therapeutic characteristics of patients were collected with a
oy 1st global analysis of the first 2000 patients included Others |
Paul Brousse s planned 5-year follow-up for each patient..
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Results : 2043 patients were included from September 2019 to September 2021 at 32
- L N=2013
Saint Antoine Objectives Epidemio CHIEF 2000 :

centers. The analysis was performed on 1640 patients (median age 68 years, 86% male, BMI

v : . : . : : . Lack of _ _ .
L oancon - rgﬁlﬂfem;ﬁhoeg%ﬁf patients with hepatocellular carcinoma in France, in a {w“‘e;j;"‘e“‘}— 26.8). In 35.2% of cases, HCC was discovered during screening. 40.2% of the cases presented
“*Therapeutic management {Missangdm }— a nodule, the rest were multinodular with, overall, 29.3% having a nodule >50mm. 10.7% of the
oo ' N=370 . . . . . .
’:‘gﬁzlljilttysciflitpee SEEERE m;z:z“:: ; patients were metastatic with one or more pulmonary metastases in 46% of the cases. A liver
a;jl‘gf(;’ niopsy was performed Iin 46.3% of cases. Patients had cirrhosis (F4) in 71% of cases, portal
Nice nypertension in 39% and esophageal varices (22) in 28%. Liver function was quite good (Child
Fig. 1: Overall survival curves (n=1134) Fig. 2: Survival curves according to BCLC A 78%). Patients had good general condition: WHO 0 or 1 Iin respectively 65% and 29% of
95:6‘V cases. The etiologies were by order of importance: 58.5% alcoholic, 39% metabolic, 23.3%
1007~ 70 _ i : T
849% 0 e i viral and 3.9% Hemochromatosis with presence of co-morbidity : Alcohol not weaned (85%),
s /6:7% 9% 0
CHIEF Inclusion criteria 4 69.3% 81" = , BMI=25 (64.5%), HTA (55.1%) and Diabetes (42.7%). HCC was in the Milan criteria in 32.9%,
. Age >18 years = f"——— ~— EW | 3 with a median AFP of 39 ng/mL, a median ALBI score of -2.4 [-2.7; -1.9] and In 8.3% of cases
. Any newly diagnosed liver tumor HCC E = . C 0
. (o) old HCC* with new treatment with TACE, SIRT. Boo Ef““ ______________ o =2 presence of portal thrombosis. The distribution of BCLC stages 0, A, B, C and D was 6.1%,
any line = | | | £ L 40,0%. - C 29.8%, 28.8%, 32.1% and 3.2%, respectively. The median follow-up was 17.76 months with
oo : L ” | | | % : A _ _
- (or) old HCC* with new systemic therapy within 6 025 l l l | § - D 29.1% of deaths. Overall survival at 6 months, 1 year and 18 months was 84.9%, 76.7% and
weeks prior to inclusion, any line | | | "1 p<o.0001] o o . .
| | | f | 69.3%. First-line treatment access was 40.5% for curative, 36.2% for locoregional**, 19.2% for
"Histology and/or radiology 000 -. ! .- | . 000. : systemic, and 4% for palliative (44.4%, 42.2%, 40.9%, 9.1% when at least one treatment was
CHIEE Non-inclusion criteria Time in years Time in years applied, respectively). The 1-year survival rates for BCLC stages O, A, B, C, and D were 95.6%,
: Severg disea§e with short term prognosis (except 89.7%, 81.7%, 54.9%, and 40%, (p<0.0001). No difference in survival was found according to
iver disease Itself)’ Flg 3: Survival curves by type of diagnosis Flg 4: Survival curves according to the traitment etio|ogy_ The 1_year survival rates for Curative’ |Ocoregiona|** and Systemic treatments were
. Pregnancy and breastfeedin S ing, Incidental or C licati Curative ; L ional**; Systemique ; Palliati .
. _ac?< of Coynsem ’ (Screening, Incidental or Complications) UE_ Ve Ocoreg;;;; YRRETIANE , PaTlatvE 92.9%, 82.2% and 57.8% (p<0.0001). The results obtained are comparable to those of other
 ~——— T — French and foreign cohorts (CHANG 2008-2009, SNDS 2015-2017, international USA 2015,
- Screen. 'i N Europe 2015, China 2015) with methodological limitations inherent to each study.
_ Z Incid. %‘ .: LocoRegio ** SIRT, TACE, Radiofrequency, and radiotherapy
Data collected (baseline and follow-up) £ oo o TP . .
. . . . S050- | Compl. T | , Conclusion : Data from the CHIEF cohort show a good overall survival at 1 year for all BCLC
. Clinical, routine biology, radiology S i £ i Systemic
. Histology am i | i stages and for all treatments applied, with greater access to curative therapies (1st intention
. Biobank: Serum, plasma, DNA, urine, stool © | p<0000 | e : Dalliative applied >40%). Given the pessimistic epidemiological evolution of HCC in France (metabolic
- Pharmacovigilance o, | o0 | | | | | etiology becoming the 2nd cause), organized HCC screening is associated with a better
; 05 ] s 3 25 ’ ” Time in years. "’ ” -
Time inyears ** SIRT, TACE, Radiofrequency, and radiotherapy progn08|s.
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Funding and Support CHIEF Cohort: Public : CHU Amiens, SNFGE (COMAD), AFEF (AAP)
Industrial : Roche, AstraZeneca, IPSEN, Bayer).
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