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Abstract 
Background Nutritional status of patients with liver cirrhosis have 

recently shown great diversity, some show protein energy malnutrition 

and others excessive nutrition and obesity. Many studies have 

investigated energy and protein metabolism in cirrhotic patients; however 

there are few studies regarding nutritional intake in patients with hepatitis 

C virus (HCV) - related liver cirrhosis (LC-C). 

 Objective: The aim of our study is to assess the nutritional status among 

a group of Egyptian patients with Child’s A liver cirrhosis and chronic 

hepatitis C patients without cirrhosis and comparing them with age- and 

sex- matched healthy volunteers.                                              

Methods: A total of 120 subjects were recruited in the present study and 

included 40 patients with hepatitis C- related liver cirrhosis (Group I), 40 

patients with chronic hepatitis C (Group II), and 40 age- and sex- 

matched healthy Egyptian volunteers (Group III).. Liver cirrhosis was 

diagnosed on the basis of clinical features, documented laboratory tests 

and/or abdominal ultrasound. Child-Turcotte Pugh (CTP) score was used 

to establish the severity of liver cirrhosis. All hepatitis C- related liver 

cirrhosis patients enrolled were in the compensated stage. 

Different anthropometric methods were used for nutritional assessment as 

subjective global assessment(SGA),Body Mass Index(BMI), triceps skin 

fold thickness (TST),Mid Arm Cirrcumference(MAC),Mid Arm Muscle 

Circumference(MAMC), subscapular skin fold thickness) beside 24 –

hour dietary recall. 

Results: By  SGA  method , that there were  highly significant statistical 

differences between the different studied groups as regard the different  

components of SGA including  weight loss (p=0.008), dietary intake 

(p=0.013), functional capacity (p=0.008) and GIT symptoms (p=0.008). 



The majority of the liver cirrhosis (25/40), chronic HCV(29/40) and 

healthy control groups (37/40) were well- nourished  (Graded an ‘A’) on 

SGA rating and the rest of the subjects were mild to moderately 

malnourished (Graded a ‘B’ ) on SGA rating , although this did not reach 

statistical significance (p=0.958). 

Regarding the dietary intake, the majority of the patients in the liver 

cirrhosis group had an average caloric intake while most of patients with 

chronic HCV and the healthy controls had an insufficient caloric intake.  

Regarding the daily protein intake, most of the patients with chronic HCV 

had an average or an excessive protein intake. Most of the liver cirrhosis 

patients and the healthy controls showed an excessive protein intake. 

However, all these differences did not reach statistical significance. 

In HCV-related cirrhosis group: There is a highly significant positive 

correlation of BMI with TST, MAC, MAMC and subscapular skin fold 

thickness with p values =0.000. BMI showed a non significant inverse 

correlation with the SGA. 

In chronic hepatitis C patients group: There is a highly significant 

positive correlation of BMI with TST, sub-scapular skin fold thickness, 

MAMC and  MAC  parameters with p values =0.000, 0.000, 0.0351,  0.04  

respectively. BMI showed a non significant inverse correlation with the 

SGA . 

Conclusion: The SGA underestimated the diagnosis of malnutrition 

among the different studied groups, also it did not detect the severe 

degree of malnutrition among the different studied groups. % TST was a 

better measure diagnosis of malnutrition and the degree of severity of 

malnutrition. BMI correlates with different methods of nutritional 

assessment except SGA.             

 

Keywords: Liver cirrhosis- Malnutrition- Compensated Stage - HCV.
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 

 1 

Introduction and Aim of the Work 

INTRODUCTION 

     Nutritional status of patients with liver cirrhosis have recently 

shown great diversity, some show protein energy malnutrition and 

others excessive nutrition and obesity. Many studies have 

investigated energy and protein metabolism in cirrhotic patients; 

however there are few studies regarding nutritional intake in patients 

with hepatitis C virus (HCV)-related liver cirrhosis (LC-C) 

(Yasutake et al., 2012). 

      Nutritional status is considered a predictor of morbidity and 

mortality in patients with advanced hepatic disease. PEM in cirrhotic 

patients also has important implications in liver transplantation and it 

has been demonstrated that patients with a worse nutritional status 

before the transplant have increased postoperative complications and 

higher mortality rates (Cheung et al., 2012 and Vanessa and 

Orlando, 2012) 

      It has been reported that protein energy malnutrition (PEM) is a 

frequent finding in patients with liver cirrhosis (LC), and its onset 

and/or severity increases with the progression of liver dysfunction 

mainly in situations of metabolic stress associated with the presence 

of infection and/or hospitalization. Malnutrition has been found to be 

as common as 80% among cirrhotic patients (Kalaitzakis et 

al.,2006) even in patients classified as Child- Pugh class A, the 

prevalence of malnutrition was as high as 25 % (Guglielmi et 

al.,2005).  


