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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

Hepatitis poses a significant health problem on
the global scale1. The world health organization esti-
mates that 3% of the world’s population (170 million
people) is infected with hepatitis C virus and is at risk of
developing liver cirrhosis and liver cancer2. Hepatitis C
is now the leading cause of end stage liver failure and
leading indication for liver transplant in the developed
world. Like many other medical illnesses, hepatitis C is

also associated with an increased prevalence of psy-
chiatric disorders particularly anxiety and depression3, 4.

The evidence about presence of psychiatric symp-
toms in hepatitis is important because they have an ad-
verse effect upon the course of illness in form of amplifi-
cation of physical symptoms, functional impairment, re-
duced treatment compliance, and reduced quality of life5.
The association is of particular importance in hepatitis C
because hepatic patients often come from population
groups at risk of psychiatric disorders, such as injecting
drug users. In addition, treatment of hepatitis C involves
interferon alfa, which has neuropsychiatric side effects.
These psychiatric symptoms are the major reason for
delay or discontinuation of interferon alfa treatment 6.
Successful medical treatment of hepatitis C therefore
requires detection and management of depression and
other psychiatric symptoms before and during the treat-
ment 5. The reasons for high prevalence of depression
in patients with liver diseases are not clear. It has been
hypothesized that these may arise from the disease it-
self or these may have been found because a high pro-
portion of the patients come from population segments
at risk of psychiatric disorders or these symptoms may
be triggered by the stigmizing nature of the diagnosis.

Another study indicates that about 55% of all the
liver cirrhosis patients developed diagnosable psychi-
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ABSTRACTABSTRACTABSTRACTABSTRACTABSTRACT

Objective: To assess the level of anxiety and depression in the patients suffering from various liver
diseases and to determine the correlation, if any, between clinical and demographic factors and adverse
psychological consequences.

Design:  Correlational study.

Place and duration of study: The study was conducted in the District Headquarter Hospital, Faisalabad
from September to November 2007.

Subjects and Methods: 102 patients with liver diseases participated in this study through purposive
convenient sampling technique. To take the measures of anxiety and depression HADS (hospital anxiety
and depression scale) was used while demographic variables were recorded on a demographic sheet.
The results were obtained by using Pearson correlation and analysis of variance (ANOVA).

Results: Results showed a positive correlation 0.511 between the scores of anxiety and depression. It
was also found out that most of the liver patients were experiencing anxiety (n=73, 71.6 %) and depres-
sion (n=72, 70.6 %). Negative correlation -0.335 was observed between years of education and depres-
sion while housewives were found to be more anxious than people doing jobs.

Conclusion: In view of the high presence of psychiatric symptoms in liver diseases, doctors working in
medical/liver units should be better equipped to assess and manage psychiatric symptoms that accom-
pany medical diseases.
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atric morbidity. These psychiatric conditions include de-
pressive episode, generalized anxiety disorder, delirium,
and adjustment disorder. The same proportion (55%) of
hemodialysis patients and a lesser proportion (30%) of
Chronic Obstructive Pulmonary Disease (COPD) patients
compared with cirrhosis patients were found to have
psychiatric morbidity. The rates were found higher than
hypertension and normal subjects. Poor medical
conditions seem to be associated with psychiatric
morbidity 7.

A study compared asymptomatic hepatitis B carri-
ers with healthy participants in terms of their psycho-
logical states. Hepatitis B virus carriers were more likely
to have psychiatric disorders than healthy controls
(30.2% vs. 11.6%). The carriers also had significantly
higher depression and anxiety scores and lower global
assessment of functioning scores than did the compari-
son group 8. It is evident that patients with chronic HCV
have a compromised quality of life, a higher prevalence
of psychiatric disorders and higher scores of fatigue.
These effects don’t seem to be related to the severity of
liver inflammation of fibrosis 9.

Despite this literature many questions remain un-
answered regarding Pakistan. Depression has been the
main focus of the previous researches but few of them
addressed the anxiety. The purpose of current study was
to determine the presence of the symptoms of anxiety
and depression in hepatic patients. It was aimed at study-
ing the relationship between symptoms of anxiety and
depression and their association with age, gender, marital
status, family type, type of residence, occupation and
income.

SUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODS

Participants

One hundred and two liver disease patients from
liver center DHQ hospital, Faisalabad participated in the
research. Participants having diagnosis of hepatitis B,
hepatitis C, and liver cirrhoses were approached with
the help of liaison medical officers using purposive con-
venient sampling technique.

Instruments

Hospital anxiety and depression scale was ad-
ministered to measure levels of anxiety and depression
in hepatic patients. It is valid and reliable instrument
containing 14 statements followed by a four point rating
scale scoring from 0 to 3. Item number 1, 3, 5, 6, 8, 10,
11, and 13 are scored in reverse order. Cumulative score
on subscales of anxiety and depression may range from
0 to 21. Present study employed translated and vali-
dated Urdu version of this scale 10.

Bio data form consisted of questions about per-
sonal and demographic variables.

Procedure

Researchers approached liaison medical officers
at liver center, Faisalabad. They introduced the research-

ers with the participants having diagnosis of hepatitis B,
hepatitis C, and liver cirrhoses. Researchers took a ver-
bal informed consent from the participants before book-
lets containing research instruments were handed them
over to fill in. A team of raters was trained to administer
research instruments onto the illiterate participants who
help them fill in the booklets. When all the data had
been collected, the scales were scored according to the
scoring instructions provided with the scales.

Raw results were tabulated along with
demographic information obtained from the parti-
cipants. Spearman correlation and Analysis Of Variance
(ANOVA) was completed using SPSS 16 to analyze the
data.

RESULRESULRESULRESULRESULTSTSTSTSTS

        Out of 102 patients, 73 patients (71.6%) had anxi-
ety symptoms on Anxiety sub scale of HADS while sev-
enty two (70.6%) showed depression on HADS depres-
sion sub scale. Patients showed a slight difference of
percentage among different severity levels of both anxi-
ety and depression. Mild depression is more prevalent
than moderate and severe depression while moderate
anxiety is slightly higher in percentage than mild and
severe anxiety (table 1). A positive correlation between
anxiety and depression is found to be statistically sig-
nificant, r = + 0.511, n = 102, p < .01, two tailed. A
correlation analysis of anxiety and depression with age,
income and years of education has produced statisti-
cally insignificant results except for a negative correla-
tion is found between age and years of education, r = -
.235, n = 102, p< 0.05, two tailed and score on depres-
sion sub scale and years of education are negatively
related, r = -.335, n = 102, p< 0.05, two tailed (table 2).
Analysis of variance has failed to establish significant
difference among different types of hepatic diagnosis in
both anxiety and depression, F (5, 96) = 2.538, p > 0.05
and F (5, 96) = 1.116, p > 0.05 (table 3). Gender wise
differences are also not significant, F (1,100) = 0.982, p
> 0.05 and F (1,100) = 2.670, p > 0.05 in anxiety and
depression respectively. Residence, F (1,100) = 0.743,
p > 0.05 and family type, F (1,100) = 0.107, p > 0.05 are
failed to be statistically related with anxiety and also
with depression, F (1,100) = 0.203, p > 0.05 and F
(1,100) = 0.73, p > 0.05. Anxiety and depression are

TTTTTable 1able 1able 1able 1able 1

Proportion of anxiety and depressionProportion of anxiety and depressionProportion of anxiety and depressionProportion of anxiety and depressionProportion of anxiety and depression

Degree of Anxiety Depression
severity Number(%age) Number(%age)

Normal 29 (28.45) 30 (29.40)

 Mild 20 (19.60) 31 (30.40)

Moderate 29 (28.45) 18 (17.70)

Severe 24 (23.50) 23 (22.50)
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TTTTTable 2able 2able 2able 2able 2

Correlation matrix for anxietyCorrelation matrix for anxietyCorrelation matrix for anxietyCorrelation matrix for anxietyCorrelation matrix for anxiety, depression, income, age & education, depression, income, age & education, depression, income, age & education, depression, income, age & education, depression, income, age & education

Age Monthly HADS HADS Years of
Income Anxiety Depression Education

Score Score

Age 1.000 .039 .064 .047 -.235*

Monthly Income .039 1.000 -.111 -.097 -.076

HADS Anxiety Score .064 -.111 1.000 .511** -.178

HADS Depression Score .047 -.097 .511** 1.000 -.335**

Years of Education -.235* -.076 -.178 -.335** 1.000

n = 102;
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).

Table 3

Anxiety & depression scores as per hepatic diagnosis

Hepatitis B Hepatitis C Chronic liver Decompensated Others Multiple
disease cirrhosis

n 4 70 4 16 2 6

Anxiety 8.00 + 2.00 11.39 + 4.648 9.25 + 2.5 11.19 + 4.490 7.00 + 0 9.67 + 4.082
Mean + SD

Depression 6.50 + 3.109 9.97 + 4.559 12.25 + 3.096 9.69 + 6.3 13.50 + 4.9510.69 + 5.164
Mean + SD

TTTTTable 4able 4able 4able 4able 4

Anxiety & depression scores as per marital statusAnxiety & depression scores as per marital statusAnxiety & depression scores as per marital statusAnxiety & depression scores as per marital statusAnxiety & depression scores as per marital status

Single Married Divorced Widow/widower

n 10 87 1 4

Anxiety 9.1 + 3.281 10.98 + 4.454 10 + 0 15.25 + 5.697
Mean + SD

Anxiety 8 + 4.269 10.15 + 4.884 14 + 0 10.50 + 4.796
Mean + SD

Table 5

Anxiety & depression as per occupation

Student Business Service House Farmer Unemployed Laborer Student Other
wives + job

n 4 14 19 48 2 5 5 2 3

Anxiety 9.75 + 11.21 + 7.68 + 12.38 + 11.50 + 11 + 10.40 + 6 + 1.3 +
Mean + SD 3.403 4.173 3.667 4.160 6.364 5.196 6.269 1.41 2.7

Depression 7.25 + 9.71 + 7.74 + 11.54 + 12.50 + 5.4 + 11.20 + 5 + 11.7 +
Mean + SD 2.986 2.785 5.425 4.332 3.536 4.278 6.140 2.828 8.15
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not significantly related to marital status of the patients,
F (3, 98) = 2.284, p > 0.05 and F (3, 98) = 1.138, p >
0.05 ( table 4). There is no difference in depression level
of the patients among different types of occupations, F
(8, 93) = 2.477, p > 0.05 but a statistically significant
difference is found in anxiety levels of the patients, F (8,
93) = 2.225, p < 0.05 ( table 5). In post hoc Scheffe’s
test house wives are found to be more anxious than
patient doing service.

DISCUSSIONDISCUSSIONDISCUSSIONDISCUSSIONDISCUSSION

Results indicate that most of the patients with liver
diseases experience anxiety and depression symptoms.
Previous researches have also found similar results 3, 4.
In efforts to find the reason of the association some re-
searchers have postulated that the disease process in-
volved in hepatitis diseases gives rise to psychiatric
symptoms. Others have pointed out that patients with
liver diseases come from the population sub groups that
carry a high risk of psychiatric disorders 7. A third line of
reasoning has suggested that disorder labeling, the
stigma that it entails, is responsible for the increased
rates of psychiatric symptoms 11, 12. A negative correla-
tion is observed between education and depression.
This finding is in agreement with another study 13. It may
be speculated that literacy and education give people
more knowledge and control over their lives, enabling
them to better cope with social and environmental stres-
sors. Or it may be because their better know how of the
current scientific and medical discoveries bestow them
hope that prospects of the disease are good and symp-
toms are manageable hence uprooting their depres-
sion as compared with the uneducated lot of the pa-
tients.  In occupation wise analysis of anxiety levels,
significance was revealed. Hepatic housewives scored
higher on anxiety scale than hepatic patients doing ser-
vice. Higher levels of anxiety in housewives might have
been indicated because women in households running
family affairs assume a great responsibility on them-
selves that enhances anxious feelings in them. They
might tend to magnify any threats to their health or it may
be because they believe more in the myths spread about
hepatic diseases.

Other demographic variables don’t seem to be op-
erating in changing the rate of anxiety and depression. It
may be because the process of the disease is so com-
plex and psychological strain generated by the stigma
associated with hepatic diseases is so overwhelming
that no demographic specification could avoid it. This
confirms the two of the alternative explanations of the
presence of anxiety and depression in hepatic patients
that such adverse effects are generated either by the
disease process involved in hepatic diseases as it gives
rise to psychiatric symptoms or by the stigma that he-
patic diseases entail 11, 12. The third line of explanation
has been rejected that the patients with liver diseases
come from the population sub groups that carry a high
risk of psychiatric disorders as no change has been re-

corded in both anxiety and depression as per demo-
graphic variable.

CONCLUSIONCONCLUSIONCONCLUSIONCONCLUSIONCONCLUSION

The prevalence of psychiatric symptoms of anxi-
ety and depression in hepatic patients is alarmingly high
as shown by the results; hence the medical personals
working in hospitals should keenly monitor such pa-
tients for psychiatric symptoms. Furthermore they should
be better trained in psychiatry so that they should be
able to assess and manage such psychiatric symptoms
appropriately.
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