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ABSTRACT 
Objective: To determine the frequency of ethnicity and other etiological factors of hepatocellular carcinoma. 
Methodology: This cross-sectional study was conducted at the Liaquat University Hospital Hyderabad, Department of 
gastroenterology. The study occurred from March 2018 to February 2019 for a total period of one year. All the patients 
diagnosed as the cases of hepatocellular carcinoma; age more than 20 years of both genders were included. All the patients 
were assessed regarding their ethnicity and risk factors of hepatocellular carcinoma. A self-made study proforma was used for 
the data collection and data was analyzed by using the SPSS version 26.   
Results: A total of 80 patients of hepatocellular carcinoma were studied, their average age was 53.12+9.69 years, average CLD 
known duration was 05.40+3.90 years and the average known duration of HCC was 01.17+0.79 years. Males were in majority 
76.3% and 40.0% of the cases had advanced disease. According to the ethnicity of the cases, Sindhi patients were 70.0%, 
followed by 6.3% were Punjabi, 1.3% were Pathan, 7.5% were Baloch and 15.0% were others. HCV was the most common 
cause 83.8%, 7.5% cases had HBV, followed by 2 cases had HBV+HDV and one case had HCV and HBV co-infection, while 
four cases were NBNC HCC patients. Tumor stage was statistically insignificant according to ethnicity (p-0.495). 
Conclusion: Sindhi and Punjabi population was observed to be mostly affected and HCV was concluded the most common 
causative factor of hepatocellular carcinoma.   
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INTRODUCTION 
One of the main causes of cancer-related mortality is 
hepatocellular carcinoma (HCC), the most prevalent primary liver 
cancer, particularly in nations with a higher prevalence of HCC.1,2 

Hepatocellular Carcinoma is a very lethal malignancy with few 
effective treatments available. Its fatality runs parallel to its 
incidence.3 The formation and progression of HCC are greatly 
influenced by chronic liver inflammation and damage. The 
incidence rates of HCC are influenced by a number of variables, 
including age, gender, ethnicity and the demographic regions.3 The 
main risk factors for HCC are chronic infections of the hepatitis B 
or hepatitis C virus, carcinogens (such as contaminated food, 
tobacco use, and environmental toxins), and genetic defects.3 One 
of the most prevalent malignancies and the third leading cause of 
cancer-related death worldwide is hepatic carcinoma.4,5 According 
to estimates, there have been approximately 840,000 new 
instances of hepatic cancer in 2018 and about 782,000 deaths 
globally, with an upward trend in the cases frequency.4,5 The 
scenario is made worse by the scenario's bad prognosis, which 
results in a heavy socioeconomic weight.4,6 Men in their mid- to 
late-life are most likely to develop HCC. Anorexia and weight loss 
are common constitutional symptoms that individuals present with.7 
Pain of the abdomen and discomfort are common complaints from 
patients, and they could become acute if there has been a tumor-
related haemorrhage.7 Upon examination, there can be a palpable, 
irregular hepatic mass. A hepatic bruit could be audible since HCC 
is a particularly vascular malignancy. If HCC-related clinical signs 
and symptoms have appeared, the prognosis is poor.7 

Hepatobiliary carcinoma occurrence has been shown to be steadily 
rising. Hepatobiliary malignancies are the most prevalent 
malignancy in adult males and account for 70% of all cancers, 
according to data from a trustworthy hospital-based database in 
Pakistan.8,9 Current understanding of HCC in the Pakistani 
community is limited and mostly based on experiences from 
isolated centers.8 On other hand it is reported that the significant 
inequalities in HCC have been seen in recent years amongst 
various racial/ethnic populations in the United States.10 Hispanics 
saw the largest increase in HCC incidence, by about 36 percent.10 
However this study has been done to evaluate the frequency of 
ethnicity and other risk factors of hepatocellular carcinoma. 

MATERIAL AND METHODS 
This cross-sectional study was conducted at the Liaquat University 
Hospital Hyderabad, Department of gastroenterology. The study 
occurred from March 2018 to February 2019 for a total period of 
one year. All the patients diagnosed as the cases of hepatocellular 
carcinoma; age more than 20 years of both genders were included. 
All of the patients who declined to take part in the survey were not 
included. Complete medical history, clinical examination and 
required laboratory investigations were done. All the patients were 
assessed regarding their ethnicity and risk factors of hepatocellular 
carcinoma. A self-made study proforma was used for the data 
collection and data was analyzed by using the SPSS version 26. 
Ch-square was applied and a p-value <0.05 was considered as 
significant. 
 

RESULTS 
A total of 80 patients of hepatocellular carcinoma were studied, 
their average age was 53.12+9.69 years, average CLD known 
duration was 05.40+3.90 years and the average known duration of 
HCC was 01.17+0.79 years. Out of all, males were 76.3% and 
females were 23.8%. History of ascites was in 68.8% of the cases 
and 40.0% of the cases had advanced disease. Table.1  
 According to the ethnicity of the cases, Sindhi patients were 
70.0%, followed by 6.3% were Punjabi, 1.3% were Pathan, 7.5% 
were Baloch and 15.0% were others (Urdu speaking). Fig:1   
 
Table 1: Descriptive statistics of demographic characteristics n=80 

Variables  Statistics  

Age (years) 53.12+9.69  

Duration of CLD known (years) 05.40+3.90 

Duration of HCC carcinoma (years) 01.17+0.79 

Gender    Males  61 76.3 

Females  19 23.8 

History of ascites  Yes  55 68.8 

No  25 31.3 

Tumor stages  Advance  32 40.0 

Not advanced  48 60.0 

 
 As per causative factors, the HCV was the most common 
cause 83.8%, 7.5% cases had HBV, followed by 2 cases had 



Frequency of Ethnicity and Causative Factors of Hepatocellular Carcinoma 

 
1544   P J M H S  Vol. 16, No. 05, May  2022 

HBV+HDV and one case had HCV and HBV co-infection, while 
four cases were NBNC HCC patients. Table.2  
 Tumor stage was statistically insignificant according to 
ethnicity (p-0.495) as shown in table.3  
 

 
Fig:1: Frequency of ethnicity of the patients n=80 

 
Table 2: Causes of the HCC n=80 

Variables  Statistics  

 
Causes of HCC 

HCV 67 83.8 

HBV 6 7.5 

HCV/HBV 1 1.3 

HBV/HDV 2 2.5 

NBNC 4 5.0 

Total  80 100.0% 

 
Table 3: Ethnicity of patients as per tumor stage n=58 

Variables  

Tumor stage 

Total 

 
p-value  Advance  Not advance 

Ethnicity  Sindhi  25 16 41  
 
0.495 

Punjabi  1 3 4 

Pathan  0 1 1 

Baloch  1 1 2 

Urdu speaking   5 5 10 

Total 32 26 58 

 

DISCUSSION 
Hepatocellular carcinoma (HCC) is the sixth most common cause 
of incident cases and the fourth most common cause of cancer-
related fatalities.11 Even in developed nations, whereas survival for 
> 5 years is only found in 12% of patients and individuals with 
advanced HCC phenotype have much lower survival rates, the 
prognostic value of HCC is poor due to a lack of early screening 
and efficient surveillance programmes.11,12 The average age at 
which CLD develops is substantially lower in emerging nations like 
Pakistan than it is in developed nations, indicating that people in 
this region of the world are being infected earlier.13 
 In this study average age of hepatocellular carcinoma 
patients was 53.12+9.69 years and males were in majority 76.3%, 
while females were 23.8%. On other hand Haque S et al14 reported 
that the males were found to have a frequency of 78.3% and 
females to have a proportion of 21.6% of HCC. Males' average 
age was 49.48 years, with a range of 20 to 80 years, while 
females' average age was 58.40 years, ranging from 33 to 75 
years.14 Consistently Khurshid H et al7 reported that the HCC is 
more commonly detected in men older than 30, in the high 
incidence regions, the male to female ratio is 5:1, although while 
the ratio is only 2:1 in low prevalence areas. Globally, it is 
generally acknowledged that males develop HCC at a higher rate 
than females do.15 Behaviour, metabolic and the endocrine factors 
all contribute to this gender discrepancy. The occurrence of 
inflammation-driven HCC is 3 times greater in men than in women, 

and it is thought that estrogen and androgen levels are related to 
changes in HBV transcription and replication.15.16 
 In this study HCV was the most common cause 83.8%, 7.5% 
cases had HBV, followed by 2 cases had HBV+HDV and one case 
had HCV and HBV co-infection, while four cases were NBNC HCC 
patients. Consistently Munaf A et al17 reported that the overall 
prevalence of HCC caused by HBV and HCV was correspondingly 
66.0 and 34.0 percent. HCC at older ages was more likely to occur 
in HCV patients. On other hand it is demonstrated that the chronic 
viral hepatitis (HBV and HCV) continues to be a prominent factor in 
the development of HCC all over the globe, the burden of HCC 
caused by alcohol and NASH is increasing.18 The pathogenesis of 
HCC brought on by viruses involves oxidative stress, cell signaling 
pathway dysregulation, and liver inflammation.18 HBV is especially 
cancer-causing because, unlike HCV, it integrates into cellular 
DNA and endures virological inhibition by nucleotide analogues.18 
 In this study Sindhi patients were 70.0%, followed by 6.3% 
were Punjabi, 1.3% were Pathan, 7.5% were Baloch and 15.0% 
were others (Urdu speaking), while tumor stage was statistically 
insignificant according to ethnicity (p-0.495). Sindhi community 
was most common in this study and this may because this study 
has been done in Sindh and mostly patients were from rural areas 
of the Sindh. There was no such studies found regarding 
association of ethnicity and HCC at local level, while studies were 
seen regarding association of virological factors (HCV and HBV) 
and ethnicity, in which authors found disparities in the prevalence 
of HCV and HBV according to the ethnicity.13,19  Nevertheless, few 
researches have indicated empirical data that direct the focused 
efforts of HCC prevention at subcounty regions, despite the 
abundance of research on the aetiology of HCC.20 The etiologies 
of HCC, which can differ by race/ethnicity and location, must be 
taken into account while developing effective preventive 
measures.20 The identification of high-risk categories and the 
setting of priorities for racial/ethnic-specific initiatives for HCC 
prevention and management make it clear that describing patterns 
of HCC occurrence at a regional level for each racial/ethnic group 
has great public health importance.20 
 

CONCLUSION 
As per study conclusion the Sindhi and Punjabi population was 
observed to be mostly affected and HCV was concluded the most 
common causative factor of hepatocellular carcinoma. Due to the 
lack of local studies regarding association of ethnicity and HCC 
and small sample size of this study with several other limitations, 
further large-scale studies are recommended on this subject. 
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