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Introduction: With the global burden of chronic liver disease (CLD) on the rise, especially due to the rise in obesity and metabolic
syndrome, a third-world country like Nepal faces a different problem. With alcohol intake being rooted in Nepalese culture, alcoholic
liver disease (ALD) is the most common cause of CLD in our society.
Methods: This is a retrospective observational study conducted in the inpatient ward of the Department of Gastroenterology at the
University in Nepal. Ethical approval was taken from the Institutional Review Committee, and a structured questionnaire format was
used to record the data retrospectively using admission log books and admission sheets. Demographic data regarding age, sex, and
address were collected, while the form of decompensation during presentation was used as a source of clinical data. For statistical
analysis, see SPSS 21 (IBM Corp., Released 2012. IBM SPSS Statistics for Windows, Version 21.0; IBM Corp.) was used.
Results: A male-to-female ratio of 2:1 was found, with ALD the most common cause of CLD in admitted patients. Similarly, the
majority of patients were admitted due to ascites, which was compounded by spontaneous bacterial peritonitis. 93.60% of patients
admitted with CLD had a deranged prothrombin time, while only about a third of patients had elevated aspartate aminotransferase
and/or alanine aminotransferase.
Conclusion: The large burden of ALD highlights the importance of awareness programs at the community level, which have been
neglected till date.
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The global burden of chronic liver disease (CLD) is on the rise.
Based on data from the Global Burden of Disease study, the age-
standardized incidence rate of CLD and cirrhosis was 20.7 per
100 000 in 2015, a 13% increase from 2000[1]. Cirrhosis is
among the top 20 causes of disability-adjusted life years[2]. As
such, the health and economic burden of CLD with and without
cirrhosis is significant globally. Mishra et al.,[3] had shown
alcoholic liver disease (ALD) to be the most common cause of
CLD in a tertiary care center in Nepal. Our study is aimed at
delineating the clinicodemographic profile and assessing the
common causes of admission among CLD patients admitted to
the inpatient ward of the Department of Gastroenterology at
Tribhuvan University Teaching Hospital (TUTH).

Methods

Study design and setting

This study was conducted retrospectively at TUTH, located in
Maharajgunj, Kathmandu. This center was chosen for study
because of its high patient flow. Ethical approval for conducting
the study was taken from the Institutional Review Board (IRB) of
TUTH, IOM [approval number: 164 (6-11) E2 077/078].

Inclusion criteria

Patients with a diagnosis of CLD with or without cirrhosis were
admitted to the inpatient ward in the Department of
Gastroenterology at TUTH.

Exclusion criteria

Patients with acute liver disease.

HIGHLIGHTS
• Alcoholic liver disease contributes to an overwhelming

burden of chronic liver disease patients admitted in Nepal.
• Ascites with spontaneous bacterial peritonitis is the most

common form of decompensation for which a patient is
admitted.

• Awareness programs need to be implemented at the
community level to address this issue.
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Sampling

Nonprobability sampling.

Study tools and techniques

A structured proforma was used to record the data retro-
spectively for the admitted patients.

Study variables

The variables were categorized under the headings of demo-
graphic and clinical factors. Age, sex, and address of the patient
were included under demographic factors. Similarly, significant
alcohol consumption, as defined by greater than 80 g/day for
more than 5 years[4] and the form of decompensation during their
presentation were recorded under clinical factors.

Statistical analysis

Data were compiled, edited, and checked daily to maintain con-
sistency. The data was collected in Microsoft Excel (Ver. 2013).
For statistical analysis, SPSS 21 (IBM Corp. Released 2012. IBM
SPSS Statistics forWindows, Version 21.0; IBMCorp.) was used.
A descriptive analysis was done to identify the clinicodemo-
graphic characteristics of patients.

Results

A total of 469 patients were admitted from January 2018 to
December 2019 to the inpatient ward of the Department of
Gastroenterology, TUTH, consisting of 303 male (64.60%) and
116 female (35.40%) patients (Table 1 and Figs 1, 2).

The majority of patients admitted were from the age group
above 60 years (37.74%) and Province 3 (51.81%) of Nepal
(Tables 2, 3).

Discussion

A total of 469 admitted CLD patients were analyzed, with amale-
to-female ratio of 2 : 1. Patients aged over 60 years (37.74%)
were the ones most commonly admitted for CLD. Since this
center lies in Province 3 of Nepal, most patients admitted here
were from Province 3 (51.81%), although, being a tertiary care
center, a significant number of cases were from other provinces
(48.19%) as well.

The absolute number of CLD cases (inclusive of any stage of
disease severity) is estimated at 1.5 billion worldwide[1] with the
most common cause being NAFLD (59%), followed by hepatitis
B virus (29%), hepatitis C virus (9%), and ALD (2%)[2,5].
However, our analysis shows that a major proportion of patients
admitted to our center with CLD were due to ALD (82.30%),
with other causes contributing to only a minority of cases. The
major reason for this is our cultural acceptance of alcohol.

Typical presenting clinical features include jaundice, ascites,
hepatic encephalopathy, hepatorenal syndrome, or variceal
hemorrhage, which are also the various forms of decompensation
in CLD[6]. Among the CLD patients admitted, 65.45% had
ascites, 12.79%had upper gastrointestinal bleeding, 19.18%had
hepatic encephalopathy, 10.87% had hepatorenal syndrome or
acute kidney injury, and 73.56% had jaundice. Similarly, many
patients admitted due to ascites as a cause of decompensation had
spontaneous bacterial peritonitis (45.14%). This higher percen-
tage of SPB in ascitic patients is due to the rigorous criteria for
their admission to the inpatient ward.

Table 1
Demographic profile of chronic liver disease patients admitted to
the inpatient ward

N (%)

Sex
Male 303 (64.60)
Female 116 (35.40)

Age
> 60 177 (37.74)
50–59 118 (25.16)
40–49 100 (21.32)
30–39 59 (12.58)
< 30 15 (3.20)

Province
1 54 (11.51)
2 42 (8.96)
3 243 (51.81)
4 57 (12.15)
5 51 (10.88)
6 9 (1.92)
7 13 (2.77)

Age >60
38%

Age 50-59
25%

Age 40-49
21%

Age 30-39
13%

Age <30
3%

Percentage

Age >60 Age 50-59 Age 40-49 Age 30-39 Age <30

Figure 1. Age-wise distribution of chronic liver disease patients admitted to the
inpatient ward.
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Figure 2. Province-wise distribution of chronic liver disease patients admitted
to the inpatient ward.
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In patients with ALD, the aspartate aminotransferase
(AST) : alanine aminotransferase (ALT) ratio is greater than 1 in
92% of patients and greater than 2 in 70%[7]. In our study,
however, 36.79% of the patients with ALD had an AST/ALT
ratio greater than 2, while 53.11% of patients had an AST/ALT
ratio greater than 1.5. This could be because of the shorter t1/2
(half-life) of AST (18 h) as compared to ALT (36 h)[8]. Since about
48.19% of patients come to our center from a different province,
it is likely that they would have already been treated for a number
of days in a different center before their referral here. Therefore,
while the AST andALT levels may be elevated, their ratiomay not
be greater than or equal to 2:1 over time. Further, although ele-
vated levels of AST and ALT often signify ongoing hepatic
inflammation, many patients with CLD may have normal values
due to burnout[9]. In such cases, prothrombin time serves as a
marker of hepatic function, which still remains elevated.

Anemia is a common finding in CLD patients, with a pre-
valence ranging from 50 to 87%. The causes of anemia are varied
in CLD, ranging from upper gastrointestinal bleeding to anemia
of chronic disease, hypersplenism, and malnutrition[10]. About
77.4% of patients in our study had anemia.

This study shows that ALD is the most common cause of CLD
in our community reflecting upon the sociocultural acceptance of
alcohol in our community. While infectious causes may con-
tribute to a major proportion of cases of acute liver disease, they

form only a minority of cases of CLD. Effective vaccination
programs and therapeutic options might have contributed to this
outcome, though the major contributing factor still seems to be
the rampant use of alcohol in our community. The major lim-
itation of the study is the inclusion of only the inpatient popula-
tion within a single center. Since this a the retrospective study, all
the data were not available.

Conclusion

This study shows the demographic and clinical profile of patients
with CLD admitted to the inpatient ward of the Department of
Gastroenterology, TUTH. The huge burden of ALD as a con-
tribution to CLD highlights the importance of harm reduction
programs that need to be implemented at a community level.
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Table 3
Laboratory parameters for patients with alcoholic liver disease

Laboratory parameter N (%)

AST/ALT > 2 142 (36.79)
AST/ALT ≥ 1.5 205 (53.11)

ALT, alanine aminotransferase; AST, aspartate aminotransferase; ULN, upper limit normal.

Table 2
Clinicolaboratory parameter of patients with CLD

Cause of CLD

Cause N (%)

Alcohol [alcoholic liver disease (ALD) as defined by intake of
> 80 g/day for > 5 y with CLD features]

386 (82.30)

NAFLD 17 (3.62)
Other causes 66 (14.07)
At admission
Complication/decompensation

Ascites 412 (87.84)
Upper gastrointestinal (UGI) bleeding 60 (12.79)
Hepatic encephalopathy (HE) 90 (19.18)
Hepatorenal syndrome/acute kidney injury (HRS/AKI) 51 (10.87)
Spontaneous bacterial peritonitis (SBP) 186 (45.14 of ascites

patients)
Laboratory parameters
Laboratory parameter

Total bilirubin > 21 µmol/l 345 (73.56)
Aspartate aminotransferase (AST) (> 2× ULN) 156 (33.26)
Alanine aminotransferase (ALT) [2× ULN (upper limit of
normal)]

68 (14.5)

Hemoglobin (< 12 g/dl) 363 (77.4)
Platelets (< 150 000/mm3) 333 (71)
Prothrombin time (deranged, > 12 s) 439 (93.60)

CLD, chronic liver disease.
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