
Introduction
Hepatocellular carcinoma (HCC) is one of  the most 

1common causes of  worldwide cancer deaths  and its 
2

cure rate has yet not improved in last 20 years.  Men 
are far more likely to develop HCC and this 
difference is more common in high incidence areas, 
possibly attributable to variations in hepatitis carrier 
states, exposure to environmental toxins and the 

3trophic effect of  androgens.  In Asia and Western 
Europe, mean age at presentation is between 50 and 

460 years  whereas in sub-Saharan Africa is 33 years. 
There are also racial and ethnic variations in 

5
incidence of  HCC,  which are most likely related to 
the underlying cause of  liver disease, genetic and 
environmental factors. 
Risk factors for development of  HCC include 
hepatitis B carrier state, chronic active hepatitis C, 
hereditary hemochromatosis and cirrhosis of  

6-7
almost any cause.  In chronic hepatitis C and 
hereditary hemochromatosis, HCC is virtually 
restricted to patients with cirrhosis or advanced 

8fibrosis.  Compensated cirrhotics have a 3-4% 
9

annual incidence of  HCC.
Chronic hepatitis C and B are very common in our 
country, therefore we are seeing more and more 
HCC patients. The objective of  this study was to 
determine frequency of  HCC in cirrhotic patients, 
to find out seroprevalence of  hepatitis C and B in 

them and to determine their demographic and clinical 
characteristics. 

Material and Methods
This case series was conducted in departments of  
Medicine and Radiology in Sheikh Zayed Medical 
College/Hospital Rahim Yar Khan from February to 
August 2009. One hundred cirrhotic patients 
admitted in Medical Department admitted for various 
complaints related to cirrhosis were included. 
Cirrhosis was diagnosed on the basis of  clinical 
features, laboratory tests (prothrombin time, serum 
albumin) and abdominal ultrasound findings.
Detailed history was taken from each patient and 
thorough examination was done. Investigations like 
complete blood count, prothrombin time, bilirubin, 
serum transaminases, albumin and creatinine were 
evaluated. Child score was calculated and Child class 
determined. Ultrasound abdomen was carried out to 
look for coarse or shrunken liver, focal defect in liver, 
portal vein diameter, splenomegaly and ascites. If  any 
focal defect was found in liver, it was further evaluated 
by serum alpha fetoprotein, CT scan of  abdomen and 
fine needle aspiration. Diagnosis of  HCC was made 
on basis of  focal defect in liver, raised alpha 
fetoprotein and histopathological examination. 
Data was analysed by using SPSS 16.0 version
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software. Quantitative data was recorded in mean ± 
standard deviation, and compared using student's t 
test. Qualitative data was recorded as percentage and 
compared using chi-square test. 

Results
Mean age of  these 100 cirrhotic patients was 45.54 
years (range 15-75 years), (Tables 1, 2). Among 
these patients, 18 had HCC. Two more patients had 
focal defects in liver but serum alpha fetoprotein was 
normal and CT appearance was more in favor of  
hemangiomas in both patients, so fine needle 
aspiration was not performed. Both of  these 
patients were female.

Among 18 patients with HCC, 7 presented with 
resistant or massive ascites, 7 with hemate- 
mesis/melena, 2 with encephalopathy and 2 with 
jaundice. These patients were significantly older than 
those without HCC (mean age 53 years vs 44 years, p 
= 0.011). Alpha fetoprotein was raised in 17 (94 %) 
patients and mean serum level was 164 ± 155 ng/ml. 
Ten (55.55 %) patients had single focal defects and 8 
(44.45 %) had multifocal defects. There was no 
statistically significant difference in Child score (9.16 
vs 8.63, p = 0.34), portal vein diameter (1.34 vs 1.37, p 
= 0.52) and spleen size (13.44 vs 13.63, p = 0.84) 
between patients with HCC and those without HCC. 

Discussion
10

Over 40% cases of  HCC occur in China,  other areas 
with high incidence are sub-Saharan Africa, Hong 
Kong and Taiwan. The prevalence of  HCC was low in 
Pakistan but, as cirrhosis has become highly prevalent 
in our region, therefore more and more patients with 
HCC are being diagnosed. Cirrhosis is the most 
common pathophysiology of  hepatocellular 
carcinoma regardless of  its etiology. Cirrhosis is 

11-14
present in 69-86% cases of  HCC.  In one of  the 
local studies HCC was seen in 11% of  patients with 

7cirrhosis,  while our case series depicted its frequency 
as 18%. HCC is more common in hepatitis C 
associated cirrhosis as reflected in the present case 

11, 13-18
series as well as in many other studies.  Only one 
study from INMOL, Lahore showed that hepatitis B 
was more common cause of  HCC (90%) as compared 

12to hepatitis C (78%).  One reason of  increased 
frequency of  HCC in chronic hepatitis C is probably 
its increased frequency as a cause of  cirrhosis than 
chronic hepatitis B. Men are far more likely to develop 
HCC. This disparity is more pronounced in high 
incidence areas. The ratio decreases as the incidence 

3
decreases.  In various local studies, the mean 

 percentage of  men affected with HCC was 77,while it 
11, 13-15

was 78% in the present study.  Several large 
prospective studies conducted in Asia and Western 
Europe have noted a mean age at presentation 

4, 8between 50 and 60 years.  Same finding was seen in 
our study and other studies done in different areas of  

11, 13-15 Pakistan. In conclusion, HCC is a common 
complication of  cirrhosis; it has strong association 
with HCV positive cirrhosis; and men in fifth decade 
of  their life are predominantly affected. 
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Gender        Male

Age (Mean±SD)

       Female

Table-1: Baseline characteristics of 100 cirrhotic 
patients.

45.54±14.15

68

32

Viral Profile Hepatitis C

       Hepatitis C+B

       Hepatitis B

72

15

Child Score

 B

Child Class    A

8.73±2.16

12

54

Negative Hep. serology 05

 C 34

08

Gender       Male

Age (Mean±SD)

      Female

Table-2: Characteristics of cirrhotic patients with 
HCC.

53.11±10.9

14 (78%)

4 (22%)

Viral Profile Hepatitis C

       Hepatitis C+B

       Hepatitis B

15 (83%)

0

Child Score

 B

Child Class    A

9.16±1.72

1 (6%)

10 (56%)

Negative Hep. serology 2 (11%)

 C 7 (39%)

1 (6%)
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