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Among approximately 650,000 people who die from hepatocellular carcinoma (HCC) each year, 
at least two-thirds live in Asia1  and there is a continuation of long-term increases in its 
incidence.2 Hepatitis B Virus (HBV)3 and hepatitis C Virus (HVC)4 are the major risk factors for 
development of HCC and co-infection has been found to have additive effect in meta-analysis.4  

High HBV-DNA levels have been reported to be associated with the development of HCC in 
patients infected with hepatitis B even with normal ALT values.5 In Pakistan, a higher prevalence 
of HCC in patients with HBV has been noted in the poor socio-economic class.6 

Besides viruses, chronic alcohol use, cigarette smoking especially when in combination with 
either HBV or HCV7 and non-alcoholic fatty liver disease (NAFLD)8 have been identified as a 
important non viral risk factors for occurrence of HCC. Food and water-borne carcinogens 
including aflatoxins have contributed to unusually high rates of HCC in parts of China and sub-
Saharan Africa.9 Most cases of HCC develop on a pre-existing chronic liver disease, usually due 
to HCV, HBV or alcohol.8  

Considering all these factors, we can view important preventive strategies in this regard. 
Prevention and early treatment of viral diseases is a vital step which should be taken. A vaccine 
that protects against HBV infection was licensed in 1969 and is now one of the most widely used 
vaccine. National vaccination programs, especially in Taiwan, have dramatically reduced the 
HBV infection and carriers, with a concomitant decrease in the incidence of HCC in the 
vaccinated populations.10  Appropriate treatment of HBV infection with antivirals has reduced 
the titers of HBV in the blood and thereby greatly reduced the risk of chronic liver disease and 
HCC.11

Prevention of HCV by screening blood donors, universal precautions against blood 
contamination in health-care settings and reducing HCV transmission from unnecessary injection 
use are vital.1 The risk of HCC is reduced among patients with HCV who achieve sustained 
virological response (SVR) with antiviral therapy.12 Analysis of 14 studies, involving thousands 
of patients developing SVR with antiviral treatment showed reduced HCC risk in patients with 
an SVR, compared with nonresponders.12 



Although chronic infection with hepatitis B virus and/or hepatitis C virus are the most important 
risk factors for hepatocellular carcinoma (HCC) worldwide, other causes of cirrhosis can also 
lead to HCC. High prevalence of alcoholism and the worldwide obesity epidemic (and associated 
fatty liver disease) are important non-viral liver diseases which are expected to increase in  
future.8,9 Thus, appropriate public health measures to reduce the population's exposure to known 
etiologic agents, or early therapeutic intervention for 'at-risk' individuals before development of 
cirrhosis (e.g. in hereditary hemochromatosis and Wilson’s disease) should be emphasized. 
Synergistic effect between smoking and HBV or HCV infection on the risk of HCC has been 
observed and thus, chronic carriers of HBV or HCV are recommended to avoid smoking.7

Since HCC arises from the background of cirrhosis, it can be useful to look for its early 
development with periodic surveillance. Thus, certain high risk groups like Asian males >40, 
females >50 with HBV or HBV cirrhosis, all non-hepatitis B cirrhosis patients should be offered 
surveillance.12 It is recommended that these patients should have ultrasonography and alpha 
fetoprotein every 6-12 months.12

In conclusion, infant hepatitis B vaccination, screening blood for HCV and avoidance of 
unnecessary therapeutic injections are most cost effective means to prevent hepatitis and 
ultimately HCC. Widespread application of HCC surveillance may be helpful in prevention of 
HCC. 
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