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Abstract  

Background: Chronic liver disease can have a profound negative impact on patients’ health related 

quality of life and well-being. The QOL of CLD patients was assessed using the World Health 

Organization quality of life-BREF questionnaire (WHOQOL-BREF) and short form (SF-36) 

questionnaire. The severity of the disease was assessed using Child-Pugh score and Model for End-Stage 

Liver Disease (MELD) score. Chronic liver disease significantly impacts patients' quality of life, affecting 

physical, psychological, and social well-being. Understanding these impacts is crucial for developing 

effective management strategies to improve patient outcomes. 

Aim: The aim of this study is to assess the quality of life of the patients with chronic liver disease.  

Method: A prospective observational study was carried out in a 450 bedded tertiary care hospital by 

collecting data from patient case sheet and patient medication interview. The study subject involves 120 

patients in general medicine, surgery departments with chronic liver disease.  

Result:  The quality of life in the patients with CLD were studied in 120 participants and found that 79% 

were males and 21% were females. Among the participants, 28% fell into the age group of 41-50. Notably, 

60% of the population had a history of alcoholism. In SF-36 questionnaire, physical role (37.7%) was the 

lowest domain and physical health (39.6%) was found to lowest in WHOQOL-BREF questionnaire. The 

severity and prognosis of CLD and cirrhosis were evaluated using the Child Pugh score, with 8.3% 

classified as class C (high mortality) and 49.1% as class A (low mortality). Based on MELD scores, 3.3% 

of patients had scores between 30-39, indicating a higher need for liver transplantation, while 32.5% had 

scores of 9 or less, suggesting a lower need for transplantation. In addition to this a comparison study of 

different domains of SF-36 with Child Pugh score and MELD score revealed significant associations in 

domains such as physical functioning, pain, vitality, emotional role, and general health. Demographic 

variables showed a positive association with Child Pugh score and MELD score. 

Conclusion: Chronic Liver Disease (CLD) is a progressive decline in liver function that significantly 

impacts an individual's quality of life. CLD has a profound effect on the overall well-being of patients, 

resulting in a lower quality of life compared to those without the disease. Chronic liver disease profoundly 

affects patients' quality of life, with disease severity, psychological well-being, and social support being 

pivotal factors. Multidisciplinary approaches that address both the medical and psychosocial aspects of 

CLD are essential for improving QoL in these patients. Further research should focus on developing and 

implementing targeted interventions to enhance the overall well-being of individuals with chronic liver 

disease. 
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1. Introduction 

Chronic liver diseases are a progressive deterioration of 

liver function for more than 6 months which leads to 

inflammation, destruction, and regeneration of liver 

parenchyma. It encompasses a wide spectrum of 

disorders, including infectious, metabolic, genetic, drug 

induced, idiopathic, structural and autoimmune diseases. 

Cirrhosis is a final stage of chronic liver diseases that 

results in disruption of liver architecture, the formation 

of widespread nodules, vascular reorganization, neo- 

angiogenesis and deposition of an extracellular matrix. 

Chronic liver diseases are an extremely common clinical 

condition, and the focus is done on the common 

aetiologies, clinical manifestations and management. 

CLD includes synthesis of clotting factors, other 

proteins, detoxification of harmful products of 

metabolism, and excretion of bile. (1) 

CLD with or without liver failure is associated with 

considerable morbidity and mortality and affects the 

quality of life as usually they are progressive and often 

no reversible. The etiological causes for cirrhosis are 

diverse an vary with the geographical populations 

worldwide. Countries with high alcohol consumption 

have higher rates of alcoholic cirrhosis, whereas others 

have shown viral hepatitis as the most common cause for 

cirrhosis. Liver cirrhosis is largely preventable. The 

aetiologies of CLD vary from chronic heavy alcoholic 

consumption, hepatitis B& C infections, autoimmune 

diseases, non-alcoholic steatohepatitis (NASH), biliary 

cirrhosis, cardiac cirrhosis, genetic disorders. (2) 

Preventing and screening for Chronic Liver Disease 

(CLD) is extremely important. To prevent CLD, we need 

to focus on reducing risk factors like excessive alcohol 

consumption, viral hepatitis infections (HBV and HCV), 

obesity, and metabolic syndrome. This can be done 

through public health campaigns, education, and lifestyle 

changes. Screening is also crucial as it helps identify 

CLD early on, allowing for timely intervention and 

management to prevent it from progressing to advanced 

stages. By screening for viral hepatitis, conducting liver 

function tests, and using imaging studies, healthcare 

providers can detect liver disease at its onset and provide 

appropriate treatments and lifestyle modifications to 

slow down disease progression and reduce the burden of 

CLD-related complications. It's also important to ensure 

access to healthcare services and raise awareness about 

liver health to effectively prevent and screen for CLD, 

ultimately improving outcomes and quality of life for 

those at risk. 

2. Methods 

Study design and setting: 

A prospective observational study was conducted in a 

450 bedded tertiary care hospital for over a period of 6 

months. The study was conducted in the general 

medicine, surgery and psychiatry department.  

Inclusion and exclusion criteria: 

A total of 120 patients were taken into the study. The 

inclusion criteria were all the patients who are diagnosed 

with chronic liver disease from all the wards, those 

patients who are willing to participate in this study and 

patients who could communicate with the researcher 

during the period of data collection. The exclusion 

criteria were all the cases below 18 years of age and 

patients with psychiatric illness. 

Ethical approval: 

The study was approved from the hospital authority and 

institutional human ethical committee (IHEC/SJCP/A-

005/2022-2023). 

Study procedure 

Data was gathered through questionnaires distributed 

among the study population. These questionnaires were 

given to patients who could complete them 

independently. For those unable to fill them out, 

questions were read aloud in Malayalam to enhance 

comprehension. The responses were documented in a 

structured format. Patient information was collected 

using a data entry form that included details such as 

name, age, sex, admission date, discharge date, reason 

for admission, medical history, medication history, social 

history, known allergies, and lab results including liver 

and renal function tests and blood counts. The format 

also allowed for the entry of laboratory investigations, 

Child Pugh score, MELD score, diagnosis, number of 

prescribed medications, and discharge medications. Two 

types of questionnaires were utilized to evaluate the 

patients' quality of life: SF-36 and WHOQOL-BREF. 

The SF-36 (Short Form Survey-36) comprises eight 

domains: Physical Functioning, Physical Role, Pain, 

General Health, Vitality, Social Functioning, Emotional 
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Role, and Mental Health, focusing on health-related 

quality of life and how physical and mental health 

influence daily activities. In contrast, the WHOQOL-

BREF (World Health Organisation Quality of Life) 

questionnaire offers a broader assessment of overall 

quality of life, considering physical, psychological, 

social, and environmental factors for a more 

comprehensive understanding of well-being. Each 

questionnaire item is rated on a 5-point Likert scale, with 

scores ranging from 1 (very dissatisfied/very poor) to 5 

(very satisfied/very good). Domain scores are calculated 

by summing the item scores within each domain and 

converting them to a 0-100 scale, where higher scores 

reflect better quality of life. Severity scores, including the 

Child Pugh Score and MELD score, are derived from the 

data collected in the data entry form. The patients were 

provided patient counselling leaflets, and informative 

brochures were distributed across all hospital 

departments to raise awareness among patients with 

CLD. 

Statistical analysis: 

The analysis of the data was conducted utilizing the 

Statistical Package for the Social Sciences (SPSS). 

Various statistical methods, including the Chi-square 

test, were employed to compare different domains of the 

SF-36 questionnaire based on the classifications of the 

Child Pugh and MELD scores. Additionally, the 

relationship between the Child Pugh and MELD scores 

and demographic variables was examined using the 

Kruskal-Wallis test. A p-value of ≤ 0.05 was considered 

statistically significant. 

3. Results 

A prospective observational study on “quality of life in 

patients with chronic liver disease” was carried out for a 

period of 6 months to determine the quality of life in the 

patients with chronic liver disease. In the study, a total of 

120 patients were included and their demographic 

characteristics, social history, laboratory values and 

medications were analysed. 

Table 1: Demographics characteristics 

The research, which included 120 participants, indicated 

that a significant portion of the subjects were middle-

aged, with 28.3% falling within the 41-50 age range and 

25.9% within the 51-60 age range. A predominant 

majority of the patients were male, comprising 79% of 

the total, and 60% of the participants reported a history 

of alcoholism.  

Characteristics No. of 

patients 

(n=120) 

Percentage 

(%) 

Age 18-30 

31-40 

41-50 

51-60 

61-70 

71-80 

81-90 

5 

3 

34 

31 

20 

18 

9 

4.1 

2.5 

28.3 

25.9 

16.7 

15 

7.5 

Gender 

 

Male 

Female 

95 

25 

79 

21 

Social 

history 

Alcoholics 

Non-

alcoholics 

75 

48 

60 

40 

 

Table 2: Different domains of SF-36 questionnaire 

The results from the SF-36 questionnaire showed that 

Social Function (54.70) and Emotional Role (56.16) had 

the highest average scores, indicating better performance 

in these areas. On the other hand, the Physical Role 

domain had the lowest average score (37.77), pointing to 

major challenges in physical performance. Other areas 

like Pain (51.67), Vitality (50.67), and Mental Health 

(49.20) showed moderate functioning, while General 

Health (46.94) and Physical Functioning (48.50) 

indicated lower views of health and physical capabilities 

among the participants.  

 

Figure 1: Distribution based on different domains of 

SF-36 questionnaire 

0
10
20
30
40
50
60

Domains of SF-36 questionnaire 
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Table 3: Different domains of WHOQOL-BREF 

questionnaire 

The mean scores for the WHOQOL-BREF domains 

indicate varying levels of satisfaction with different 

aspects of quality of life among the study population. The 

Physical Health domain scored the lowest (39.61), 

suggesting challenges in areas like pain management, 

energy, and mobility. Psychological Health scored 

moderately at 50.15, reflecting a balanced state of 

emotional well-being and cognitive function. Social 

Relationships scored higher (53.63), indicating relatively 

strong social support and satisfaction with personal 

relationships. Lastly, the Environmental Health domain 

(51.89) suggests moderate satisfaction with 

environmental factors such as safety, resources, and 

access to services. 

 

Figure 2: Distribution based on different domains of 

WHOQOL-BREF questionnaire 

 

Table 4: Distribution based on Child Pugh and MELD 

score  

The study of 120 patients classified by the Child-Pugh 

and MELD scores shows that 49.1% of patients were in 

Child-Pugh class A, 42.5% in class B, and 8.3% in class 

C, indicating that most patients had mild to moderate 

liver disease. Similarly, MELD scores reveal that 32.5% 

of patients had a score of 9 or less, 46.6% fell between 

10-19, 17.5% between 20-29, and 3.3% between 30-39. 

The higher concentration of patients in the lower Child-

Pugh and MELD score ranges suggests that the majority 

of patients in this study had relatively stable liver 

function, which may reflect the early intervention or 

effective management of their liver disease. 

Characteristics No. of patients 

(n=120) 

Percentage 

(%) 

Child 

Pugh 

Score 

Class A 

Class B 

Class C 

59 

51 

10 

49.1 

42.5 

8.3 

MELD 

Score 

9 or less 

10-19 

20-29 

30-39 

39 

56 

21 

4 

32.5 

46.6 

17.5 

3.3 

 

 

Figure 3: Distribution based on Child Pugh score 

 

 

Figure 4: distribution based on MELD severity score 
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Table 5: Comparison of different domains SF-36 

according to classification of Child Pugh score  

The results show significant differences in several 

quality-of-life dimensions across Child-Pugh score 

categories in patients with chronic liver disease. 

Specifically, Physical Functioning, Pain, Vitality and 

Emotional Role exhibit significant variation, indicating 

that these aspects of health are notably affected by the 

severity of liver disease. However, no significant 

differences were observed in Physical Role, General 

Health, Social Function or Mental Health. 

x2 at 0.05 level of significance                                                                             

* = Significant 

SF-36 

Child Pugh score Chi 

squar

e 

value 

p 

value A B C 

Physical 

Functionin

g 

63.3

1 

60.1

9 
45.5 6.263 

0.039

* 

Physical 

Role 

61.0

6 

61.1

5 
53.9 0.414 0.813 

Pain 
67.7

5 

54.9

7 

45.9

5 
5.946 

0.049

* 

General 

Health 

55.7

6 

67.7

6 
51.4 4.118 0.128 

Vitality 
62.8

1 

62.2

1 

38.1

5 
7.594 

0.031

* 

Social 

Function 
58.9 

60.2

2 
71.4 1.198 0.549 

Emotional 

Role 

64.8

1 

55.1

8 
62.2 7.197 

0.033

* 

Mental 

Health 

63.2

4 

61.8

4 
37.6 5.007 0.082 

 

Table 6: Comparison of different domains of SF-36 

according to classification of MELD score 

The comparison of quality-of-life aspects from the SF-36 

with MELD score categories in patients dealing with 

chronic liver disease shows some notable differences in 

specific areas. Physical Functioning, Pain, and General 

Health exhibit significant changes across the MELD 

score groups, suggesting that these health aspects worsen 

as liver disease gets more severe. On the flip side, there 

weren't any significant differences found in Physical 

Role, Vitality, Social Function, Emotional Role, or 

Mental Health. 

SF-36 

MELD score Chi 

squa

re 

valu

e 

p 

valu

e 
06-

Sep 

Oct

-19 

20-

29 

30-

40 

Physical 

Function

ing 

62.

1 

59.

01 

54.

95 

94.

88 

6.65

4 

0.04

1* 

Physical 

Role 

57.

71 

63.

53 

57.

29 

62.

25 

0.91

2 

0.82

3 

Pain 
64.

35 

59.

71 

55.

69 

59.

25 

5.96

8 

0.04

8* 

General 

Health 

50.

19 

62.

98 

66.

99 

92.

75 

8.07

9 

0.04

4* 

Vitality 
60.

97 

60.

68 

58.

86 
62 

0.06

4 

0.99

6 

Social 

Function 

54.

39 

62.

09 

68.

07 

58.

38 

2.52

7 
0.47 

Emotion

al Role 

68.

22 

56.

51 

60.

95 

38.

75 

4.36

6 

0.22

5 

Mental 

Health 

68.

37 

55.

76 
58 

63.

25 

3.32

6 

0.34

4 

 

𝑥2 at 0.05 level of significance                                                                             

* = Significant 

 

Table 7: Association of Child Pugh score with 

demographic variables 

The demographic breakdown using the Child-Pugh score 

shows some interesting links with age, gender, and 

lifestyle choices. When comparing age groups, there's a 

notable difference, revealing that more patients over 30 

falls into the higher Child-Pugh categories, which 

suggests that older individuals are more likely to 
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experience severe liver issues. Gender also plays a role, 

with men showing up more in the severe Child-Pugh 

categories, while women are less common in category C. 

Additionally, social habits, especially drinking, are 

closely tied to liver disease severity, as there's a larger 

number of alcohol users in the advanced Child-Pugh 

categories, pointing to alcohol being a major player in the 

worsening of liver conditions. 

* = Significant at 0.05 level 

**=Significant at 0.001 level 

 

Table 8: Association of MELD score with 

demographics variables 

The demographic breakdown related to the MELD score 

reveals some interesting connections with age, gender, 

and lifestyle choices. There’s a notable link between age 

and MELD score, showing that patients over 30 tend to 

have higher MELD scores, which suggests that older 

individuals often level more severe experience liver 

issues. When it comes to gender, the distribution is also 

quite telling, as more men are found in the higher MELD  

 

score ranges, and interestingly, no women were in the 

most critical MELD category (30-40). Additionally, 

social habits, especially alcohol use, are significantly tied 

to MELD scores, with a higher number of alcoholics 

appearing in the elevated MELD categories, highlighting 

the strong correlation between alcohol consumption and 

the severity of liver disease. 

* = Significant at 0.05 level 

**=Significant at 0.001 level 

4. Discussion 

Chronic liver disease (CLD) is a major cause of death, 

especially in developing countries. Recently, there has 

been a rise in CLD cases. In developed nations, common 

types of CLD include alcoholic liver disease, chronic 

viral hepatitis (like hepatitis B and C), non-alcoholic 

fatty liver disease (NAFLD), and hemochromatosis. In 

India, a challenge is that CLD is often diagnosed late, 

usually after serious complications have occurred, which 

puts a strain on healthcare resources. CLD is a long-term 

Sl. 

N

o 

Demograph

ic variables 

Child Pugh 

score  Tota

l 
χ2 test 

A B C 

1. Age in years    

χ2=7.029, 

df=2, 

p=0.030* 

 

≤30 2

7 

1

4 
1 42 

>30 3

2 

3

7 
9 78 

2. Sex 
χ2=9.799, 

df=2, 

p=0.007*

* 

Male  4

0 

4

5 

1

0 
95 

Female  1

9 
6 

0 
25 

3. Social habits 
χ2=11.11

5, df=2, 

p=0.004*

* 

Alcoholic  2

7 

3

6 

9 
72 

Nil  3

2 

1

5 

1 
48 

Sl

. 

N

o 

Demogra

phic 

variables 

MELD score  

Tot

al 
χ2 test 6

-

9 

10

-

19 

20

-

29 

30

-

40 

1. Age in years χ2=11.1

32, 

df=3, 

p=0.01

1* 

≤30 2

0 
18 2 2 42 

>30 1

9 
38 19 2 78 

2. Sex χ2=15.4

38, 

df=3, 

p=0.00

1** 

Male  2

3 
48 

20 4 
95 

Female  1

6 
8 

1 0 
25 

3. Social habits χ2=16.4

48, 

df=3, 

p<0.00

1** 

Alcoholic  2

2 
34 

15 1 
72 

Nil  1

7 
22 

6 3 
48 
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condition where the liver gets damaged over time, 

leading to scarring and cirrhosis. Key causes are chronic 

viral hepatitis, alcohol use, and NAFLD. As fibrosis 

progresses, it disrupts liver function. In severe cases, 

cirrhosis can occur, resulting in permanent scarring, high 

blood pressure in the liver, liver failure, and a higher 

chance of liver cancer. Early stages may not show 

symptoms, but later signs include yellowing of the skin, 

fluid buildup in the abdomen, and brain issues. Treatment 

aims to address the root cause and stop the disease from 

worsening. (1,3) 

The study included 120 patients who were grouped by 

their demographic traits. The majority of the populations 

is between 41-50 (28.3%) similar to the study of 

Marianna Yumi Kawashima Vasconcelos et.al (53). This 

group shows that middle-aged adults are the most 

affected, as they make up the largest share of patients. 

Chronic liver disease usually develops over many years, 

and this age group matches the typical progression of 

liver issues, particularly for those exposed to risk factors 

like alcohol, hepatitis, or metabolic diseases for a long 

time. In terms of gender, most patients were male, 

accounting for about 79%, while females made up 21%. 

This is similar to findings by Ravi R. Pradhan et al. (50), 

where 60% of the population studied were males. Men 

are notably more common in this group, likely due to 

higher alcohol consumption, a key risk factor for 

alcoholic liver disease. Additionally, men may seek 

medical help later, often presenting with more severe 

liver conditions. Among the patients, 60% were 

alcoholics, while 40% were not. Alcohol is a major 

global cause of liver disease, particularly cirrhosis, as 

long-term heavy drinking harms liver cells, causing 

inflammation (alcoholic hepatitis) and eventually leading 

to cirrhosis. 

The SF-36 scores show that patients with chronic liver 

disease (CLD) face major challenges in their physical 

abilities and daily roles due to their health issues, as seen 

in their low scores (Physical Role: 37.77; Physical 

Functioning: 48.50). This highlights how CLD 

significantly affects their everyday activities, work, and 

physical tasks, likely caused by fatigue, pain, and overall 

decline in health. The moderate scores in general health 

(46.94) and mental health (49.20) suggest that patients 

view their health as poor and feel some psychological 

stress, but their mental well-being is not severely 

impacted. These results align with Ravi P. Pradhan’s (50) 

study, where emotional role scored the highest and 

physical role scored the lowest. 

The WHOQOL-BREF scores reveal that chronic liver 

disease (CLD) greatly impacts patients' physical health, 

with the lowest average score of 39.61 in this area. This 

indicates significant physical limitations and discomfort, 

common in CLD, such as fatigue, pain, and reduced 

ability to function, which adversely affect how patients 

view their physical health. Suchita Adhikari's (51) study 

found that the social relationships domain had the highest 

score, while physical health had the lowest, echoing the 

earlier findings. 

Many patients are classified as Child-Pugh Class A 

(49.1%) or Class B (42.5%), which means that most have 

moderate liver issues but are not in the worst stages of 

liver disease. Only 8.3% are in Class C, showing a 

smaller number with severe liver problems. This pattern 

matches a previous study by Giulio Marchesini et al. (68), 

where 38% of participants were in Class A.  

Most patients have MELD scores between 10 and 19 

(46.6%), indicating moderate liver impairment that 

requires careful monitoring. A significant portion has 

MELD scores of 9 or lower (32.5%), suggesting their 

liver function is relatively good. However, 17.5% have 

scores between 20 and 29, which means they are at a 

higher risk for liver-related issues, and 3.3% have severe 

dysfunction with scores of 30 to 39. These results are 

similar to findings from Sagara et al. (45), where the 

highest percentage also fell within the 10-19 score range, 

accounting for 41%.  

Additionally, a study comparing different areas of the 

SF-36 with Child Pugh and MELD scores found 

important links in areas like physical functioning, pain, 

vitality, emotional role, and general health. Demographic 

factors also showed a positive relationship with both 

Child Pugh and MELD scores. 

We collaborated with the hospital's clinical pharmacist to 

incorporate our findings into patient care strategies. 

Additionally, we created patient counselling leaflets and 

disseminated informative brochures throughout all 

hospital departments. These initiatives were designed to 

increase awareness among patients with chronic liver 

disease (CLD) regarding their condition and the 

management options available to them. This strategy 

aims to improve patient education, foster a deeper 
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understanding of CLD, and facilitate effective 

management and treatment alternatives.  

The proposed future steps highlight a holistic approach 

to enhancing the management of chronic liver disease 

(CLD) and patient care. Key initiatives include the 

implementation of targeted interventions addressing both 

physical and psychological symptoms, bolstering patient 

education and support, and integrating research findings 

into clinical practice. Expanding research efforts, 

reinforcing multidisciplinary care, utilizing technology, 

and promoting awareness and advocacy are crucial for 

advancing patient care. Furthermore, assessing and 

refining quality improvement initiatives while 

addressing the specific needs of diverse demographics 

will further improve patient outcomes. By following 

these steps, healthcare providers can leverage current 

findings to offer more effective, personalized, and 

comprehensive care for CLD patients, ultimately 

enhancing their quality of life and health outcomes. 

5. Conclusion: 

Chronic Liver Disease (CLD) is a progressive decline in 

liver function that significantly impacts an individual's 

quality of life. CLD has a profound effect on the overall 

well-being of patients, resulting in a lower quality of life 

compared to those without the disease. The study 

findings highlighted the significance of health-related 

factors in CLD patients, as assessed through the SF-36 

and WHOQOL-BREF questionnaires. Prognostic 

scoring models such as the Child Pugh score and MELD 

were identified as valuable tools for predicting life 

expectancy and prognosis. These scores can aid 

physicians in the early detection of the disease. 

Multidisciplinary approaches that address both the 

medical and psychosocial aspects of CLD are essential 

for improving QoL in these patients. Further research 

should focus on developing and implementing targeted 

interventions to enhance the overall well-being of 

individuals with chronic liver disease. Collaborative 

efforts between clinical pharmacy services and medical 

care can greatly benefit CLD patients by enhancing their 

clinical outcomes and overall quality of life. 
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