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Introduction

INTRODUCTION

Hepatocellular carcinoma (HCC) is one of the most common
malignancies associated with poor prognosis (Elzayadi et al., 2005).
HCC is the third leading cause of cancer mortality worldwide (Sean
et al., 2009) and the ninth leading cause of cancer deaths in the
United States (Altekruse et al., 2009). Its incidence is increasing
worldwide ranging between 3% and 9% annually (Elzayadi et al.,
2005). The estimated incidence of new cases is about 500,000 -1,000,
000 per year, causing 600, 000 deaths globally per year (Gomaa et
al., 2008). HCC is more prevalent in men than in women which may
be at least in part explained by differences in exposure to risk factors
(Elzayadi et al., 2005).

The major clinical risk factor for the development of HCC is
liver cirrhosis since 70-90% of HCCs develop into a cirrhotic liver
(Brechot, 2004). Coexistence of etiologies, such as hepatitis B virus
(HBV) and HCV infection, HBV infection and aflatoxin B,
HBV/HCV infection and alcohol or diabetes mellitus, or HCV
infection and liver steatosis increases the relative risk of HCC
development (Hassan et al., 2002). There is evidence that HBV and
possibly HCV under certain circumstances play an additional direct

role in the molecular pathogenesis of HCC (Block et al., 2003).

In Egypt, HCC was reported to account for about 4.7% of
chronic liver disease (CLD) patients (Elzayadi et al., 2005). HCC is
the second most frequent cause of cancer incidence and mortality

among Egyptian men. Hospital based studies from Egypt have
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reported an increase in the relative frequency of all liver-related
cancers in Egypt from 4 % in 1993 to 7.3% in 2003 (Elizabeth et al.,
2009).
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AIM OF THE WORK

The aim of the work is to estimate the prevalence of HCC
among hepatic patients in Damietta Governorate in comparison to
Ain Shams university hospital (ASUH).
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Epidemiology

Liver cancer is the fifth most frequently diagnosed cancer
worldwide, and is the second leading cause of cancer-related death
(Jemal et al., 2011).Almost 80 percent of cases are due to underlying

chronic hepatitis B and C virus infection(Perzetal, 2006).

Geographic variation:

The incidence of HCC varies widely according to geographic

location (Jemel et al., 2011).

1)-High-incidence regions (more than 15 cases per 100,000
populations per year) include sub-Saharan Africa, the People's
Republic of China, Hong Kong, and Taiwan. The age-standardized
incidence in China is 52.1 per 100,000 persons per year, Melanesia
25 per 100,000, middle Africa 41.2 per 100,000, eastern Africa 29.7
per 100,000, and western Africa 20.9 per 100,000 (Parkin et al.,
2005).

2)-Intermediate-incidence areas ( more than five per 100,000
persons per year) occur in western Asia, Central America, the
Caribbean, eastern, and southern Europe, Romania, Peru,
Czechoslovakia, Poland, and Russia ( Bosch et al., 2004).

3)-low-incidence areas (with fewer than three cases reported
per 100,000 populations per year) occur in North and South America,
most of Europe, Australia and parts of the Middle East. However, the
incidence in the United States has increased during the past two



