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Background and study aim: cirrhosis is
associated with morbidity and mortality
and complications of cirrhosis. Health-
related quality of life should be
considered an important outcome measure
in the treatment of cirrhotic patients. This
study is designed to assess the impact of
liver cirrhosis on a weighted score of
health — related quality of life in those
patients.

Patients and Methods: This study was
conducted on four groups of patients and
control subjects. Group | included 50
Child A liver cirrhosis. Group Il included
50 Child B cirrhosis. Group Il included
50 Child C liver cirrhosis. Group IV as
healthy control subjects. All patients and
control subjects completed a Medical

Outcomes Study Short Form 36 (SF-36)
questionnaires used for measuring the
health related quality of life.

Results: There was a highly significant
decrease in the short form-36 questionnaire
score of health related quality of life with
the Child score progression in comparison
to other healthy persons, There was
statistical significant positive correlation
between The SF-36 scores (vitality
(energy/fatigue) scale and physical
functioning scale) and occupation and
education level.

Conclusions: cirrhosis reduced the quality
of life of the patients; advanced Child
score and development of complications
have a negative effect in their quality of life.

INTRODUCTION

Cirrhosis is a serious disease that is
associated with significant morbidity
and mortality. Patients may suffer
from specific complications of cirrhosis
such as (hepatic encephalopathy, ascites
and variceal bleedings. Furthermore,
fatigue, joint pain, pruritis, loss of
appetite, depression, abdominal pain,
worries about complications of the
disease, decreased sexual interest and
activity, loneliness, hopelessness,
problems with social interaction and
problems with memory and concen-
tration) have been associated with
Chronic liver disease [1].

Quality of life has an inherent meaning
to most people. It is comprised of
broad concepts that affect global life
satisfaction, including good health,
adequate housing, employment, personal
and family safety, interrelationships,
education, and leisure pursuits. For

matters related to health care, quality
of life has been applied specifically to
those life concerns that are most
affected by health or illness, hence the
term "health-related quality of life" [2].

Health-related quality of life refers to
the subjective assessment of patients
regarding the physical, mental and
social dimensions of well-being. It has
become an important measure in
clinical and epidemiological studies in
gastroenterology and hepatology [3].

Health-related quality of life refers to
a patient's /the patient's perception of
his/her state of health the assessment
is not limited to medical interventions.
The perception of quality of life varies
between individuals and is dynamic.
Individuals who present with the same
clinical  picture  have different
expectations and report different
qualities of life [4].
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The quality of life of the patients were evaluating
from the point of view of the patients, their
family, and their care takers to find appropriate
interventions, and training and counselling
programme to support patients [5].

PATIENTS AND METHODS

This study was carried out on patients attending
the outpatient clinic and inpatient of Shebin El-
Kom Fever Hospital and patient admitted at
Endemic  Medicine Department, Menoufia
University Hospitals in the period between April
to December 2014, from which 150 cirrhotic
patients were selected, in addition to 50 healthy
persons of matched age and sex as controls. The
patients were further subdivided into three
groups. Group | included 50 Child A patients,
Group Il included 50 Child B patients , group 11l
included 50 Child C patients and group IV
included 50 healthy persons as controls.

After have an informed consent, all patients and
controls were subjected to full history taking, full
clinical examination, abdominal ultrasono-
graphy, and laboratory investigations including:
CBC, ESR, RBS, liver function tests, Alfa feto
protein, urine ,kidney function, Prothrombin time
and concentration, bilirubin, HCV Ab & RNA.
HBs Ag and core antibodies, HBV-DNA,
International normalized ratio, TSH, Iron,
Transferritin, Alkaline phosphatise, Gamma
glutamyl transferase, Fasting total cholesterol,
ceruloplasmine and the medical study short form
(SF-36).

Exclusion criteria

o Patients with hepatic encephalopathy.

o Patients with unrelated psychological disturbance.
e Chronic medical or inflammatory disease.

Sample collection and measurement of quality
of life

The questionnaire was translated into Arabic,
Patients in outpatient clinic took a copy to home
to complete it and brought it in the next visit
while inpatients completed it inside the hospital
and for each patient. The SF-36 questionnaire
consists of 36 questions (items) measuring physical
and mental health status in relation to eight health
concepts (physical functioning ,role limitations
due to physical health, bodily pain, social
functioning, role limitations due to emotional
health, general health scale, physical functioning,
vitality (energy/fatigue), general mental health
(psychological distress/wellbeing) [6].

Statistical analysis :

Data were collected, tabulated, statistically

analyzed by computer using SPSS version 22,

two types of statistics were done:

1- Descriptive statistics:
Quantitative data expressed to measure the
central tendency of data and diversion around
the, mean (x) and standard deviation (SD).
Qualitative data expressed in number and
percentage.

2- Analytic statistics:

e Student test was used for comparison of two
groups of normally distributed variables, chi-
square (x2) was used to compare categorical
outcomes.

o ANOVA test was used for comparison of more
than two groups of normally distributed variables,
post hoc (Scheffee test) was used to test
significance between individual groups.

e Spearman correlation (r) was used to detect
association between quantitative variable and
ordinal qualitative variable.

The level of significance: p<0.05, P<0.001.

RESULTS

There was a high statistically significant past
history of hematemesis ,jaundice and anti bilharzial
treatment in hepatic patients in comparison with
control group as shown in table (1) (P<0.001).

There was a high statistically significant difference
on the short form 36 (SF-36) questionnaires as
regarding to physical functioning, role of limitation
due to physical functioning, bodily pain scale,
general health scale of quality of life among
studied groups that were collected from them as
shown in table (2).

There was no statistical significance between
group 1 (Child A) and group 4 (controls) in all
scores of the short form 36 (SF-36)
questionnaires (physical functioning, role of
limitation due to physical functioning, bodily
pain scale, general health scale, vitality scale,
social functioning scale, mental health scale) of
quality of life with highly significance in emotional
problems limitation scale .

On the other hand, there was a high statistical
significance on the short form 36 (SF-36)
questionnaires as regarding vitality scale, social
functioning scale, role of limitation due to
emotional problems scale, mental health scale of
quality of life among studied groups that were
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collected from them( p value <0.001) as shown  There was statistical significant positive correlation
in figure (1). between the occupation and the parameters of the
SF-36 scores as regard to the vitality (energy/
fatigue) scale and physical functioning scale( p
value <0.05) as shown in table (4).

There was statistical significant positive correlation
between the education and the parameters of the
SF-36 scores as regard to the vitality (energy/
fatigue) scale and physical functioning scale ( p
value <0.05) as shown in table (3).

Table (1): Shows the results of Risk factor and related past history in the studied groups

Studli(;rpiggclehslstory Controls (50) P?E;On)ts X2 test P value
Anti bilharzial
Treatment injections
Yes 0 67 9.21 < 0.001**
No 50 83
Jaundice : Yes 0 97 20.43 < 0.001**
No 50 53
Haematemesis: Yes 0 62 10.76 < 0.001**
No 50 88

** Highly significant difference

Table (2): SF-36 scores in the studied groups of patients regarding to physical functioning, role of limitation due
to physical function, bodily pain and general health scale of quality of life among studied groups

Group 1 | Group 2 Group 3 Group 4
Child A | ChildB Child C (50 Controls | ANOVA P value Post hoc test
(50) (50) (50)
Physical 91.23 76.85 53.65 93,60 76.98 <0.001** P1>0.05
functioning +3.75 +1.53 +8.74 +4.03 P2<0.001**
P3<0.001**
P4<0.001**
P5<0.001**
P6<0.001**
Role of 92.20 76.80 52.90 93.25 756.00 <0.001** P1>0.05
limitation due to +2.37 +1.39 12.22 +2.87 P2<0.001**
physical P3<0.001**
function P4<0.001**
P5<0.001**
P6<0.001**
Bodily pain 90.40 77.10 60.65 92.20 231.39 <0.001** P1>0.05
scale +2.64 +1.62 +4.69 +3.51 P2<0.001**
P3<0.001**
P4<0.001**
P5<0.001**
P6<0.001**
General health 90.60 76.85 62.05 94.21 321.43 <0.001** P1>0.05
scale +1.90 +1.31 +4.77 +4.12 P2<0.001**
P3<0.001**
P4<0.001**
P5<0.001**
P6<0.001**
** Highly significant difference
P1: Probability for comparison between G1 and G4 P2: Probability for comparison between G2and G4
P3 Probability for comparison between G3and G4 P4 Probability for comparison between G1 and G2
P5 Probability for comparison between G1 and G3 P6 Probability for comparison between G2nd G3
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Figure (1)

SF-36 scores in the studied groups of patients regarding to vitality scale, social functioning scale, role
of limitation due to emotional problems and mental health scale of quality of life among studied

groups:

Table (3): SF-36 scores in correlation to education in the studied patients

Educational level Spearman Correlation(r) P value
Physical functioning 0.432 <0.05*
Role physical scale 0.175- >0.05
Bodily pain scale 0.203- >0.05
General health scale 0.165 >0.05
Vitality scale 0.415 <0.05*
Social functioning scale 0.175 >0.05
Role emotional scale 0.123 >0.05
Mental health 0.136- >0.05
* Significant difference
Table (4): SF-36 scores in correlation to the occupation in the studied patients
Occupation Spearman Correlation (r) P value
Physical functioning 0.495 <0.05*
Role physical scale 0.143- >0.05
Bodily pain scale 0.214 >0.05
General health scale 0.178 >0.05
Vitality scale 0.483 <0.05*
Social functioning scale 0.183 >0.05
Role emotional scale 0.145 >0.05
Mental health 0.162- >0.05

* Significant difference
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DISCUSSION

Cirrhosis represents a serious public health
problem worldwide and they cause physical and
psychological morbidity and mortality and also
significant social costs [7].

The importance of patients’ health related quality
of life (HRQL) in medical practice is nowadays
beyond dispute. The assessment of the physical,
psychological and social functioning of the patient
in terms of the impact of disease is an essential
part of clinical diagnosis, a major determinant of
therapeutic choices, a measure of their efficacy,
and a guide in planning long-term care [8].

The study was conducted to assess the impact of
cirrhosis on a weighted score of health-related
quality of life in those patients. This study found
that, there was high statistical significance between
the cirrhotic patients and control groups as
regard past history of hematemesis and jaundice
(P<0.001). Past history of anti bilharzial
treatment was statistically significantly present in
the cirrhotic patients in comparison with control
groups (P<0.05%).

There was a high statistically significant difference
of the short form 36 (SF-36) questionnaires as
regarding physical functioning, role of limitation
due to physical functioning, bodily pain scale,
general health scale of quality of life between
group 1 (Child A) , group 2 (Child B) , group 3
(Child C) and in group 4 (Controls). This agreed
with other study done by Gao et al. [9] who
selected a total of 392 Chinese patients with
CLD and 91 healthy controls and showed that
mean + SD regarding physical functioning in
controls, Child A,B,C was 91.7+9.3, 85.2+17.8,
72.4421.5, 55.7+25.9 respectively and regarding
physical functioning limitation the mean + SD in
controls, Child A ,B,C was 88.2 + 13.2, 73.3 +
22.2, 61.6 + 215, 48.7 * 25.8 respectively
(P<0.001). In a study done by Marchesini et al.
[10] on 544 patients with cirrhosis ;all domains
of health-related quality of life, except pain, were
altered in cirrhosis (by 9%-42%). The significance
in our study in bodily pain scale may be
explained to the occurrence of sever ascites and
malnutrition and neuritis in group 3 Child C than
the other groups.

There was no statistical significance between
group 1 (child A) and group 4 (controls) in all
scores of the short form 36 (SF-36)
questionnaires (physical functioning, role of
limitation due to physical functioning, bodily
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pain scale, general health scale, vitality scale,
social functioning scale, mental health scale) of
quality of life with high significance in
emotional problems limitation scale. This may be
due to that child A patients has better clinical
and laboratory investigations than child B &
C.This agreed with other study done by
Sobhonslidsuk et al. [11] on total of 200 subjects
with 150 CLD and 50 normal subjects. The ratio
of cirrhotic patients classified as Child A:B:C
was 37(50%): 26(35%): 11(15%). The highest
scores of CLDQ domains were in the normal
group, scores were lower in the compensated
group and lowest in the decompensated group.

There was high statistically significant difference
on the short form 36 (SF-36) questionnaires as
regarding to vitality scale, social functioning
scale, role of limitation due to emotional problems
scale, mental health scale of quality of life
between Child A, Child B, Child C and Controls
with P value <0.001. This agreed with other study
done by Gao et al. [9] that selected a total of 392
Chinese patients with CLD and 91 healthy
controls and showed that mean + SD regarding
vitality scale in controls, Child A,B, C was
79.049.5, 74.3+13.1, 70.8+13.1, 59.3+20.1
respectively and as regard emotional problems
was 92.4+9.8, 86.2+15.8, 84.6 +17.9, 74.2+26.8
respectively with P<0.001.Also this agreed with
the study done by Younossi et al. [12] using
social functioning scales and found that there
was a gradient correlates between patients without
cirrhosis, Child’s A cirrhosis, and those with Child’s
B or C cirrhosis and CLDQ. Nguyen et al. [13]
showed that Primary caregivers of patients with
advanced liver disease have significantly lower
SF-36 mental health scores compared with the
general population.

There was statistically significant  positive
correlation between the education and the
parameters of the SF-36 scores as regard to the
vitality (energy/ fatigue) scale and physical
functioning scale ( p value<0.05) as shown in
table (3). Zandi and his colleagues [14] found
that the educational and self care programs had
positive effects on the quality of life of cirrhotic
patients. Extensive educational and self-care
programs along with long-term follow up such as
the program conducted in their study are
suggested. This significance may be explained
by that low education cause ignorance of the
nature of the chronic liver diseases and lack of
follow up.
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There was statistical significant positive correlation
between the occupation and the parameters of the
SF-36 scores as regard to the vitality (energy/
fatigue) scale and physical functioning scale( p
value <0.05) as shown in table (4).This agreed
with the reported results by Sobhonslidsuk [15],
his study conducted on two-hundred and fifty
patients with CLD and fifty normal subjects and
the numbers of low educated, unemployed and
poor health perception had deteriorated HRQL and
increased significantly from chronic hepatitis to
Child’s Classes A , B and C.

CONCLUSION

Finally, Cirrhotic Patients had a poor baseline
quality of life as indicated by the deterioration in
SF-36 questionnaire which was related to increasing
disease severity (Child scoring), educational
level and occupation. So, we recommend that
increasing the educational level and proper
occupation could increase the vitality and
physical functioning of quality of life of those
patients.
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