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Abstract:
Liver cirrhosis is an important cause of death and disability globally. This cross-sectional study was carried out in
Faridpur Medical College Hospital from November 2018 to April 2019 to see the patterns of clinical presentations
and associated factors among admitted liver cirrhosis patients. A total of 89 patients were included. Data were
collected by detailed history from patients or their relatives followed by thorough physical examination as well as
diagnostic evaluation; then those were checked, verified for consistency and edited for result. Among total
respondents, the majority were male (69.7%) with a male to female ratio of 1:0.44. Age of patients ranged between
22-106 years with mean age of 52.33 year. The patients predominantly presented with ascites (49.4%),
gastrointestinal bleeding (27%), peripheral edema (24.7%), and encephalopathy (21.3%). The in-hospital case fatality
rate was 11.2% and the patients presented with decreased urinary output, peripheral edema and encephalopathy had
statistically significant death rate. The results of the study highlighted that the patients with liver cirrhosis mostly
present with features of decompensation and there is a statistically significant relation with some of these clinical
presentations with in-hospital mortality.
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Introduction:
Liver cirrhosis represents the end-stage of many
chronic liver diseases and accounts for more than one
million deaths each year worldwide1. It is a leading
cause of death in Asia. In the USA, cirrhosis ranks as
the tenth most common cause of death2. The worldwide
prevalence of cirrhosis is unknown; however, in the
United States, it has been estimated to be between
0.15% and 0.27%3.
Cirrhosis refers to a progressive, diffuse, fibrosing,
nodular condition that disrupts the entire normal
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architecture of the liver4. The common causes of
cirrhosis worldwide are alcohol abuse and viral
hepatitis (B and C)5. In the developed world, the most
common causes are hepatitis C virus (HCV), alcoholic
liver disease, and nonalcoholic steatohepatitis (NASH),
while hepatitis B virus (HBV) and HCV are the most
common causes in the developing world3. Cirrhosis
develops in about 10-20% of patients within 5-30
years6.
Most patients with cirrhosis remain asymptomatic until
they develop features of decompensation. At this stage,
patients experience complications associated with
portal hypertension including ascites, spontaneous
bacterial peritonitis (SBP), hepatic encephalopathy
(HE), hepatorenal syndrome, portopulmonary
hypertension, or variceal bleeding. In addition,
intestinal microbial translocation in patients with
cirrhosis might also cause SBP and HE7. Ascites is the
most common complication of cirrhosis and is
frequently a cause of admission to the hospital8. Within
10 years of the diagnosis of cirrhosis, more than 50%
of patients develop ascites 9. Overt hepatic
encephalopathy affects approximately 20% of patients
with liver cirrhosis each year and a common cause of
admission to emergency departments10. Esophageal
variceal bleeding is a common complication of
cirrhosis with a mortality of 17-42% per bleeding
episode11. Hepatocellular carcinoma (HCC), the most
common primary liver cancer, can develop at any stage
of cirrhosis12.
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The clinical course of cirrhosis in Bangladesh is
unknown. There is paucity of data regarding
demographic characteristics, mode of clinical
presentation and other factors in cirrhotic patients
which highlights the importance of the present study.
Materials and Methods:
This cross-sectional study was carried out in the
department of medicine of Faridpur Medical College
Hospital from November 2018 to April 2019. Patients
having evidence of cirrhosis of the liver on clinical and
diagnostic evaluation were included in this study. Data
were collected by detailed history from patients or their
relatives followed by thorough physical examination as
well as diagnostic evaluation; then those were checked,
verified for consistency and edited for result. After
editing and coding, the coded data were analyzed by
using the SPSS\PC software package.
Results:
A total of 89 cirrhosis patients were included in the
study; 62 (69.7%) were male and 27(30.3%) were
female with a male to female ratio of 1:0.44. Age of
patients ranged between 22-106 years with mean age of
52.33 year. The substantial number of patients (61.8%)
had significant past history; of them 27% had a history
of surgery or other invasive procedures, followed by
blood transfusion in 15.7%, history of exposure to
promiscuous sexual activity in 10.1%, positive family
history in 7.9% and alcohol abuse in 1.1% of cases.
Regarding mode of presentation, most patients
presented with ascites (49.4%) followed by
gastrointestinal bleeding (27%), peripheral edema
(24.7%), and encephalopathy (21.3%) (Table I). The
rest of the patients presented as follows, decreased
urinary output (6.7%), hepatocellular carcinoma
(4.5%), jaundice (3.4%) and incidental or others
(6.7%).
Table I: Distribution of patients according to Clinical
Presentation (n=89)
Presentation
Ascites
Peripheral edema
Gastrointestinal bleeding
Encephalopathy

Number of patients (%)
44 (49.4)
22 (24.7)
24 (27.0)
19 (21.3)

Most of the patients were discharged uneventfully with
in-hospital mortality rate of 11.2%. The patients
presented with decreased urinary output, peripheral
edema and encephalopathy (Table II) had a statistically
significant death rate of 50%, 27.27% and 26.32%
respectively. The patients presented with ascites,
gastrointestinal bleeding, abdominal pain, jaundice,
hepatocellular carcinoma had death rate of 13.64%,
12.5%, 11.11%, 0%, 0%, respectively; these are not
statistically significant.
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Table II: Distribution of patients according to
presentation and outcome (n=89)
Feature

Present [Number
(%) of death
among them]
Decreased urine 6 [3 (50)]
output
Peripheral edema 22 [6 (27.27)]
Encephalopathy 19 [5(26.32)]

Absent (Number P value*
of death
among them)
83 (7)
0.002
67 (4)
70 (5)

0.006
0.019

*Test was carried out by c2 test. df=1
Discussions:
In this study a total of 89 patients were included and
demographic as well as pertinent data regarding
cirrhosis including their mode of presentation were
collected. Most patients were male (69.7%) with a male
to female ratio of 1:0.44. Approximately 61.8% had
significant past history which might be related to their
disease. Substantial numbers of patients were
discharged uneventfully (88.8%).
Most of the patients presented with ascites (49.4%),
gastrointestinal bleeding (27%), peripheral edema
(24.7%), and encephalopathy (21.3%). Recent research
conducted by Nilsson E et al in Sweden revealed that
out of 1317 patients of cirrhosis, ascites was present in
43% cases followed by variceal bleeding in 6% and
overt encephalopathy in 4% cases1. In a study that
included hospital admissions for liver cirrhosis in
Portugal during the past decade, hepatocellular
carcinoma and fluid retention were more common in
viral cirrhosis, whereas encephalopathy and variceal
bleeding were more frequent in alcoholic cirrhosis.
Hepatorenal syndrome was the strongest predictor of
mortality among cirrhosis complications13. These
results are mostly consistent with the present study.
Several studies tried to define the impact of different
clinical features of decompensation on survival.
Horvath A et al identified factors associated with high
mortality and found that hepatorenal syndrome carried
the highest mortality rate, followed by spontaneous
bacterial peritonitis, hepatic encephalopathy,
pneumonia and malnutrition14. In another study on
hospitalized patients in the United States revealed that
hepatorenal syndrome, hepatocellular carcinoma,
variceal bleeding, and spontaneous bacterial peritonitis
were associated with a higher mortality rate15. In this
study the in-hospital mortality rate was 11.2%. The
patients presented with decreased urinary output,
peripheral edema and encephalopathy had statistically
significant death rate. These findings are mostly
coherent with the above mentioned citations.
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Conclusion:
Liver cirrhosis is an important cause of disability and
death worldwide. Most of the patients present with
features of decompensation in the hospital. The
predominant number of patients presented with ascites,
gastrointestinal bleeding, peripheral edema, and
encephalopathy in our setting. There was a significant
relation between some of the clinical presentations and
in-hospital mortality. This study was conducted among
relatively small number hospitalized patients, so it may
not reflect the actual scenario at community level.
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