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Psychiatric morbidity in patients with alcoholic liver disease
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Abstract

Seventy one patients with alcoholic liver disease and an
equal number with non-alcoholic liver disease were
interviewed using the schedule for affective disorders
and schizophrenia. Forty seven (66%) of the group with
alcoholic liver disease had or had had psychiatric ill-
nesses compared with 23 (32%) of the control group
(p <0 001). Affective disorder, particularly major de-
pression, neurotic disorders, and antisocial personality,
were all more common among the patients with alco-
holic liver disease than the controls. No patient had
schizophrenia or other forms of psychosis. Among the
patients with alcoholic liver disease 11 men (24%) and
14 women (54%) had an affective or a neurotic disorder
that had antedated their heavy drinking, and 30 (77%)
of those who had had such a problem at any time had
symptoms at the time of interview.
Abstinence from alcohol is essential for patients with

severe alcoholic liver disease. In view of the high pre-
valence of psychiatric disorders in these patients psy-
chiatric assessment is important to increase the patients'
likelihood of complying with such advice.

Liver Unit, King's College Hospital and Medical School, and Institute
of Psychiatry, London SE5

ISAAC EWUSI-MENSAH, MRCPSYCH, honorary senior registrar
J B SAUNDERS, MRCP, lecturer
A D WODAK, FRACP, honorary senior registrar
R M MURRAY, MD, MRCPSYCH, dean, Institute of Psychiatry
ROGER WILLIAMS, MD, FRcp, consultant physician and director of liver

unit

Correspondence to: Dr J B Saunders.

Introduction

Although individual susceptibility to the hepatotoxic effects of
alcohol varies greatly, both alcoholic hepatitis and alcoholic
cirrhosis usually take many years to develop.1 2 The average
cumulative alcohol intake reported by patients in a recent study
was nearly 800 kg, an amount equivalent to 120 g alcohol
(eight pints of beer or half a bottle of spirits) daily for 20 years.3
Many factors contribute to the development and perpetuation
of excessive drinking, including social and cultural influences,
family background, personality, and psychiatric disturbance.
The association between alcoholism and psychiatric morbidity
is well established,4-7 and in many cases alcohol abuse seems to
be symptomatic of an underlying psychiatric illness.
Most studies linking alcoholism and psychiatric illness have

been conducted among patients presenting to psychiatric units
for treatment of alcohol dependence and the attendant social
and psychological problems. The prevalence of psychiatric
illness in patients presenting with physical complications of
excessive drinking has not been systematically investigated.
The impression has been that overt psychiatric disorder is
uncommon, and in a recent study of 100 patients with alcoholic
liver disease only nine were thought to require psychiatric
help.8 This relative rarity of psychiatric illness accords with
suggestions that many patients who develop alcoholic liver
disease are only heavy "social" drinkers, and in a recent study
severe alcohol dependence was found to be uncommon.9
The aim of the present study was to assess the prevalence and

clinical nature of psychiatric morbidity in patients presenting
for management of alcoholic liver disease. We also studied a
group of patients with non-alcoholic liver disease who were
similar with respect to age, sex, social class, and severity of
disease.

Patients and methods

Over 18 months we interviewed 142 patients within a week after
admission to hospital. Seventy one (45 men and 26 women) had
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alcoholic liver disease as judged by a history of alcohol consumption
of over 80 g/day for five years or more and compatible liver biopsy
appearances, and 71 (45 men, 26 women) had chronic non-alcoholic
liver disease proved by biopsy. We interviewed only patients aged
20-60 and excluded those who in our clinical judgment were too ill
to withstand a rigorous psychiatric interview, had signs of hepatic
encephalopathy, or had a history of head injury with prolonged coma
or of coma from drug overdose. The patients interviewed represented
72% of those who fulfilled our criteria for inclusion; the rest, who
were similar in other respects, were not available for interview because
they were undergoing diagnostic procedures. All patients gave

TABLE I-Overall prevalence of psychiatric illness (figures are numbers (%) of
patients)

.Alcoholic liver disease Non-alcoholic liver disease p

Men 27 (60) 11 (24) <0 001
Women 20 (77) 12 (46) < 0 05

Total 47 (66) 23 (32) <0 001

order, unspecified functional psychosis, drug abuse, and alcoholism'.
By gathering information on the chronology of development of
symptoms we determined, in the alcoholic patients, whether the
psychiatric disorder had antedated their heavy drinking or vice
versa.'4 Marital state and occupation were noted.
The x2 test, with Yates's correction when necessary, was used to

test for significance.

Results

Psychiatric disorders were significantly more common in the
patients with alcoholic liver disease (66%) than in the control group
(320o; table I). Overall, the commonest conditions encountered were
affective disorder, neuroses, and antisocial personality; suicidal
behaviour and drug abuse were much less common, and no patient
was diagnosed as having schizophrenia, schizoaffective disorder, or
unspecified functional psychosis (table II). Fifteen (21%) of the
group with alcoholic liver disease and five (70'O) of the controls had
been referred for treatment of a psychiatric disorder (other than
alcoholism) at some stage in their life.

TABLE Ii-Prevalence of certain psychiatric disorders in patients with alcoholic compared with non-alcoholic liver disease (figures are numbers (0/,,) of patients)

Men Women

Alcoholic liver disease Non-alcoholic liver disease p Alcoholic liver disease Non-alcoholic liver disease p
(n = 45) (n = 45) (n = 26) (n = 26)

Affective disorders 18 (40) 6 (13) < 0 01 16 (62) 10 (38) NS
Neuroses 7 (16) 4 (9) NS 12 (46) 4 (15) <0 05
Antisocial personality 15 (33) 6 (13) <0 02 2 (8) 0 NS
Suicidal behaviour 3 (7) 1 (2) NS 3 (12) 2 (8) NS
Drug abuse 6 (13) 4 (9) NS 0 1 (4) NS

TABLE III-Evolution of psychiatric illness in patients with alcoholic liver disease (figures are numbers (%) of patients)

Prevalence Antedated Followed Present in six months Present at time of
of disorder heavy drinking heavy drinking before admission interview

Men (n = 45)
Any psychopathology 27 (60) 21 (47) 6 (13) 24 (53) 21 (47)
Affective disorders 18 (40) 10 (22) 8 (18) 16 (36) 13 (29)
Neurotic disorders 7 (16) 5 (11) 2 (4) 7 (16) 6 (13)

Women (n = 26)
Any psychopathology 20 (77) 12 (46) 8 (31) 15 (58) 12 (46)
Affective disorders 16 (62) 12 (46) 4 (15) 9 (35) 7 (27)
Neurotic disorders 12 (46) 6 (23) 6 (23) 11 (42) 9 (35)

informed consent before being included in the study; none refused to
participate.
Of those with alcoholic liver disease, 48 (680 ) had cirrhosis'and

the remaining 23 had alcoholic hepatitis or a fatty and fibrotic liver.
The mean age of the men was 42 8 (SD 10 8) years and of the women
44-8 (9-8) years. Of the group with non-alcoholic liver disease,
25 (35%) had chronic active hepatitis, 17 (24°h) had primary biliary
cirrhosis, and the rest had various other types of chronic liver disease
including haemochromatosis and sclerosing cholangitis; 43 (610%)
had cirrhosis. None had a mean daily alcohol intake exceeding 40 g.
The mean age of the men was 39 3 (12 5) years and of the women
39-2 (13-9) years; these ages were not significantly different from those
in the group with alcoholic liver disease. Most patients had been
referred for investigation and management of jaundice, ascites, or
variceal haemorrhage; five with alcoholic liver disease had been
referred by psychiatrists for investigation of abnormal results of liver
function tests.

Assessment of psychiatric morbidity-Psychiatric morbidity was
assessed by a psychiatrist using the schedule for affective disorders
and schizophrenia (life time version) questionnaire."0 This is a
structured interview questionnaire that takes about an hour to ad-
minister and rates past as well as current psychiatric conditions."0 11

It yields valid and reproducible estimates of lifetime experience of
most psychiatric disorders." 15 On the basis of information obtained
with the questionnaire the presence of psychiatric disorder was then
determined according to the research diagnostic criteria." The diag-
nostic categories used were: affective disorder, neuroses, antisocial
personality, suicidal behaviour, schizophrenia, schizoaffective dis-

Both affective disorder and neuroses were more common in
patients with alcoholic as compared with non-alcoholic liver disease
(table II) and tended to be more severe in those with alcoholic liver
disease. Thus of the 18 men with alcoholic liver disease with affective
disorder, seven had suffered a major depressive illness, four had had a
bipolar illness, and the rest had minor or intermittent depression.
By contrast, none of the control patients had experienced major
depression, one had a bipolar disorder, and five had minor depression.
Affective disorder was generally more common among women than
men, but there was no significant difference between the women with
alcoholic liver disease and those in the control group. Nevertheless,
eight women with alcoholic liver disease had suffered major depression
compared with only three in the control group. Two women with
alcoholic liver disease, had had a bipolar illness and six minor or
intermittent depression; seven control patients had experienced
minor depression. The affective disorder had antedated the period
of excessive drinking in 10 (22%) of the men with alcoholic liver
disease and in 12 (46o%) of the women (table III). In most patients
with affective disorder symptoms had been present within six months
before admission, and in 20 (28% of the whole group) they were
present at the time of interview.
Of the seven men with alcoholic liver disease with neurotic dis-

orders, two had panic disorder, two phobic disorder, and three
generalised anxiety, compared with one control patient with panic
disorder and three with generalised anxiety. Neurotic disorders were
significantly more common in women in both groups and especially
in the women with alcoholic liver disease, of whom three had panic
disorder, six phobic disorder, and three a generalised anxiety state,
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compared with one control patient with panic disorder and three
with phobic anxiety. In five (11O) of the men and six (23I" ) of the
women with alcoholic liver disease the neurotic disorder had preceded
their heavy drinking: once present symptoms tended to persist
(table III).

Antisocial personality was significantly more common in men with
alcoholic liver disease (33O0) than in the corresponding control group
(130°'; table II). It was rare in women, being diagnosed in only two
with alcoholic liver disease. By definition, features of this had oc-
curred in childhood and therefore before the onset of heavy drinking.

Discussion

By using a well validated psychiatric diagnostic schedule we
found that psychiatric disorders, particularly depression,
neuroses, and antisocial personality, are more common, and
more severe, in patients with alcohol induced liver disease than
in patients with other forms of chronic liver disease of com-
parable severity. Although in some cases it was not easy to
define the relative onset of the psychiatric illness and the
alcohol problem, by careful elucidation of the chronological
development of the psychiatric disorder in relation to the
drinking history we found that 24% of the men and 54%h of
the women with alcoholic liver disease had an affective or a
neurotic disorder that had preceded their heavy drinking. In
all, 33 patients (46%) had an antecedent psychiatric problem;
in 14 (20%) the psychiatric illness appeared to be secondary
either to the patient's excessive drinking habits or to physical
ill health because of the development of alcoholic liver disease.
Twenty four patients (34%) had no psychopathology. Com-
parison with a control group of patients with non-alcoholic
liver disease is important because 20-30% of patients admitted
to general medical wardsl5 16 and, in a recent study,'7 35%h of
patients with acute myocardial infarction have evidence of pre-
existing or secondary psychiatric illness.-
The association of alcoholism with several forms of psycho-

pathology is well recognised. Previous studies, however, have
been carried out among patients presenting to psychiatric units
for treatment of alcoholism, usually because they have become
severely dependent on alcohol and have developed the at-
tendant social and psychological problems. We recently showed
that patients with chronic liver disease induced by alcohol
differ in many respects from such patients: they are usually
older and only mildly dependent on alcohol, if at all.9 Further-
more, they have rarely received formal treatment for a drinking
problem (J B Saunders, A D Wodak, R Williams, unpublished
observations). A high prevalence of psychiatric problems in
such patients might not be expected.
The results of the present study indicate that most patients

with alcoholic liver disease do indeed have psychiatric dis-
orders; these are often covert and are not recognised by the
medical staff, who tend to concentrate on managing the patients'
physical complaints. Most patients present with haematemesis,
jaundice, or ascites." These dramatic forms of presentation
naturally overshadow any psychological factors underlying the
illness, and consequently little attention is paid to assessing
these factors and determining how they should be managed.
There is a particularly close relation between heavy drinking

and affective disorder.'9 20 Schuckit and Winokur emphasised
the importance of diagnosing primary affective disorder in
patients presenting with alcohol problems: a three year follow
up study of women with a primary affective disorder and
secondary alcoholism who were treated with antidepressants
showed that they had a better prognosis than patients with
primary alcoholism.2' Neurotic disorders are also commonly
associated with alcoholism, and regardless of whether the
neurosis is primary or secondary, it should be identified so that
appropriate treatment may be started. The prognosis of patients
with antisocial personality is known to be poor.22 23

Despite the high prevalence of psychiatric disorders in patients
with alcoholic liver disease few are referred to psychiatrists.
Many patients continue to drink after discharge from hospital,'8

and probably this is in part because of untreated psychiatric
illness. Those concerned with the management of patients with
alcoholic liver disease need to be aware of the high prevalence
of psychiatric illness. Ideally all such patients should be assessed
by a psychiatrist during their admission. As this might not be
practical in many hospitals an alternative approach would be to
use a self administered questionnaire such as the general health
questionnaire to screen for those requiring psychiatric inter-
vention. We are currently exploring this possibility.

This work was supported in part by grants from the Department
of Health and Social Security and the Brewers' Society, London.
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THE STOMACH, AND ITS INFIRMITIES-Infirmities of the stomach
usually proceed from surfeiting. Let such as have weak stomachs,
avoid all sweet things, as honey, sugar, and the like; milk, cheese
and all fat meats: let him not eat till he is hungry, nor drink before
he is dry; let him avoid anger, sadness, much travel, and all fryed
meats: let him not vomit by any means, nor eat when he is hot.
For moisture of the Stomach-Take a drachm of Galanga, in powder,
every morning in a draught of that Wine you like best. For heat of the
Stomach-Swallow four or five grains of Mastich every night going
to bed. (Nicholas Culpeper (1616-54) The Complete Herbal, 1850.)
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