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ABSTRACT

Background and Aim: Hepatocellular carcinoma (HCC) is the primary liver cancer around the world, and it has now become
the third leading cause of cancer-related mortality. With an increasing global incidence, HCC is becoming a major health
burden. The incidence of HCC varies from 0.3% to 1.6% in Asian countries. The present study aimed to assess the clinical and
etiological profile of hepatocellular carcinoma in a tertiary care hospital.

Methodology: This retrospective study was conducted on 124 hepatocellular carcinoma patients in the Department of
Gastroenterology, Jinnah Hospital, Lahore from June 2019 to May 2022. All the patients of age 10 years to 75 years fulfilling the
diagnostic criteria were enrolled in this study. Patient’s cytohistological, clinical, radiological, and etiological data were recorded
and analyzed. Individual relevant features were noted in pre-designed proforma. SPSS version 25 was used for data analysis.
Results: Of the total 124 HCC patients, there were 78 (62.9%) male and 46 (37.1%) females. The overall mean age was
48.63+6.78 years. Liver cirrhosis was present in 91 (73.4%) patients out of which 14 (15.4%) were asymptomatic. The prevalent
signs of hepatic decompensation were ascites 67 (54%) and Jaundice 23 (18.5%). Based on etiological data, the prevalence of
the cryptogenic, Hepatitis B, and C were 58 (46.8%), 20 (16.1%), and 6 (4.8%) respectively. Tumor thrombosis was found in 18
(14.5%). Based on biopsy specimens, HCC with steatosis were seen in 19 (15.3%) patients. During surveillance, about 32
(25.8%) cirrhotic HCC patients were diagnosed.

Conclusion: The present study found that the most prevalent etiology was hepatocellular carcinoma. Most patients were
asymptomatic and had major complaints of abdominal pain with certain specific comorbidities. Hypertension, diabetes, and
ischemic heart disease were the specific co-morbidities in hepatocellular carcinoma patients. In our population, the prevalent
cause of HCC was Hepatitis B.
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INTRODUCTION

Hepatocellular carcinoma (HCC) is a primary prevalent malignant
tumor with increasing occurrence worldwide [1]. It accounts for
almost 70% to 90% cases of primary liver cancer [2]. Due to poor
prognosis, liver cancer becomes second from fifth leading cancer
in terms of mortality [3]. Hepatitis B, toxins exposure, and
Hepatitis C are the HCC development various risk factors. Other
risk factors are alcohol consumption, obesity, and smoking.
Hepatitis B and C contributed to 44% and 21% cases of
hepatocellular carcinoma [4]. HCC increased risk is also
associated with certain diseases such as antitrypsin deficiency
Wilson and Alpha -1 and hemochromatosis [6]. Secondary to other
causes, the majority of the hepatocellular carcinoma cases were
already chronic liver disease patients. Most patients were
asymptomatic verified by ultrasonography of liver disease for
hepatocellular carcinoma. Variety of symptoms such as weight
loss, abdominal pain, vomiting, sarcopenia, abdominal distension,
jaundice, and fatigue were present in patients. HCC prognosis and
treatment mainly rely on the number of lesions, extra hepatic, local
and systematic, and size of the lesion [7].

The epidemiology of hepatocellular carcinomais highly
fragmented in Pakistan [8]. The prevalence of HCC could not be
predicted accurately from cancer registry. Age adjusted incidence
rate from available data indicates women range from 0.2 to 2.2 per
1,00,000 as compared to men from 0.7 to 7.5 per 1,00,000 [9].
HCC contributes to 4.8% of all cancers whereas male to female
ratio is 4:1. The median age was 40 to 70 years. Liver cirrhosis has
been observed in 70-90% patients treated in Pakistan-based
tertiary care set-up [10, 11]. In Pakistan, the majority causative
agent for HCC development has been documented as Hepatitis B
virus infection [12]. HBV and HCV carriers are 50 and 10 million.
Incidence of HCC were reported low but prevalence was higher
which created discrepancies with poor coverage and
underreporting HCC incidence. In the West, mostly cases of HCC
are diagnosed at early stages due to better surveillance. However,
in Pakistan, HBV infection is highly prevalent due to poor
surveillance leading to higher mortality. HCC aspects have
been described by several investigations but limited data found on

the clinical profile of HCC. Due to scarcity of published data on
Pakistani population HCC patient’s clinical and laboratory profile,
the present study aimed to assess the etiological and clinical
profile of HCC.

METHODOLOGY

This retrospective study was conducted on 124 hepatocellular
carcinoma patients in the Department of Gastroenterology, Jinnah
Hospital, Lahore from June 2019 to May 2022. All the patients of
age 10 years to 75 years fulfilling the diagnostic criteria were
enrolled in this study. Patient's cytohistological, clinical,
radiological, and etiological data were recorded and analyzed.
Individual relevant features were noted in pre-designed proforma.
Prior to study conduction, ethical approval was taken from the
respective  institute  ethical committee. Patient's clinical
presentation, cirrhosis presence and duration, and blood
investigations such as liver functionality test, blood count (CBC),
chemiluminescence method for hepatitis B surface antigen
(HBsAg) and HCV, and radiological features such as number,
location, and size of tumors were recorded. Based on radiological,
clinical, and biochemical findings, cirrhosis was diagnosed. HBV-
associated cirrhosis was diagnosed based on detection in serum.
HCV viral load kit was used for the diagnosis of HCV-associated
cirrhosis.

HCC diagnosis was made in all the patients using non-
probabilities sampling technique. Clinical and historical
examination was done after taking informed consent. ECOG
scoring system was used for recording patient's all functional
status. Abdominal examination was conducted using contrast CT
scan and ultrasonography. Doppler sonography, upper Gl
endoscopy, and PCR was also performed for various
investigations. SPSS version 25 was used for data analysis.
Quantitative variables were described as mean and standard
deviation. Etiological factors and gender distribution were
expressed as frequency and percentages. Various features related
to co-morbidities were also expressed in terms of frequency and
percentage. All the data was analyzed using a 5% level of
significance.
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RESULTS

Of the total 124 HCC patients, there were 78 (62.9%) male and 46
(37.1%) females. The overall mean age was 48.63+6.78 years.
Liver cirrhosis was present in 91 (73.4%) patients out of which 14
(15.4%) were asymptomatic. The prevalent signs of hepatic
decompensation were ascites 67 (54%) and Jaundice 23 (18.5%).
Based on etiological data, the prevalence of Hepatitis B, Hepatitis
C, and cryptogenic were 58 (46.8%), 20 (16.1%), and 6 (4.8%)
respectively. Tumor thrombosis was found in 18 (14.5%). Based
on biopsy specimens, HCC with steatosis were seen in 19 (15.3%)
patients. During surveillance, about 33 (26.6%) cirrhotic HCC
patients were diagnosed. Figure-1 illustrates the presentation of
hepatocellular carcinoma. Figure-2 demonstrates the gender’s
distribution. Associated co-morbidities are shown in Figure-3.
Table-1 represents the distribution of etiology.
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Figure-3: Associated Co-morbidities

Table-1: Etiology Distribution

Etiology Male n (%) Female n (%) Total n (%)

Cryptogenic 4(3.2) 2(1.6) 6 (4.8)

HCV 8 (6.5) 12 (9.7) 20 (16.1)

HBV 43 (34.8) 15 (12.1) 58 (46.9)
DISCUSSION

The present study assessed the clinical profile and etiology of
hepatocellular carcinoma (HCC) and found that the majority of
patients were asymptomatic and had complaints of abdominal
pain. Hepatitis B was the prevalent cause of HCC. Hypertension,
diabetes, and ischemic heart disease were the specific co-
morbidities in hepatocellular carcinoma patients. HCC is
considered to be the prevalent malignant tumor of the liver
accounting for 80 to 85% primary HCC [13]. Hepatocellular
carcinoma is developed in about a third part of primary liver
malignancy patients [14]. It has been observed that men are more
susceptible to HCC compared to women. The hypothesis that
supported the HCC affecting mostly men was supported by the
argument that estrogen play a protective role in females [15].

Kumar et al [16] reported the incidence of asymptomatic
patients was approximately 92% whereas only 15.4% patients
were asymptomatic at the time of diagnosis in the current study. A
better survival rate was reported in patients having higher
performance in terms of ECOG scores as found by various studies
[17, 18]. Still the prognostic factors role and clinical presentation of
HCC rely on tumor size effect is to be determined. Higher mortality
rate in patients having > 5 cm tumor size was reported compared
to patients with <5 cm tumor size. Also, better survival rate was
found in patients with no fibrosis or vascular invasion regardless of
patient’s tumor size [19, 20].

Various tertiary care set-up published studies regarding HCC
clinical profile in Pakistan. Most studies reported a higher
prevalence of male patients with mean age above 50 years similar
to other studies [21, 22]. Male to female ratio in a recent study
was 1.7:1. About 110 (88.7%) had symptoms of HCC during
presentation. Abdominal pain was the dominant symptom in HCC
patients followed by weight loss. Similarly, another study reported
that abdominal discomfort was the prevalent cause of HCC [23].
Another study reported anorexia and weakness as the prevalent
symptoms in HCC patients [24]. Choi et al [25] found that
hepatomegaly was present in 75% of the patients. In our study
cirrhosis was present in 26.6% of the HCC patients. Overall
incidence of cirrhosis was 60-70% in Pakistan [26]. The present
study reported lower occurrence of cirrhosis due to cirrhosis
related minor features missed. HBV prevalence in Pakistan varies
from 34% to 76% [27]. However, about 46.9% were reported in the
present study.

Based on geographical variation, HCC etiological features
vary which was evidenced by 40 (32.3%) patients of HCC having
no causes. Cryptogenic, HBV, and HCV were the different
etiologies present in 4.8%, 16.1%, and 46.9% respectively.
Hypertension, diabetes mellitus, and their combination were
different etiological symptoms and comorbidities present in the
HCC patients. The HTN and DM higher incidence was based on
cryptogenic as an etiology. Due to the retrospective nature of
study, cryptogenic risk factors could not be assessed. Even in the
absence of cirrhosis, cryptogenic-associated HCC is more likely to
develop. Non-cirrhotic patients are thought to account for half of all
cases of cryptogenic-induced HCC [28]. On the other hand, the
majority of patients had tumor nodules larger than 5 cm in size,
which contradicts the assumption that adhering to a surveillance
program would have detected patients at an earlier stage. As a
result, it is more likely that patients with more advanced disease
did not present to this hospital.

CONCLUSION

The present study found that the most prevalent etiology was
hepatocellular carcinoma. Most patients were asymptomatic and
had major complaints of abdominal pain with certain specific
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comorbidities. Hypertension, diabetes, and ischemic heart disease
were the specific co-morbidities in hepatocellular carcinoma
patients. In our population, the prevalent cause of HCC was
Hepatitis B.
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