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THE EPIDEMIC OF CIRRHOSIS
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Cirrhosis

End stage of any chronic liver disease

Characterized by
regenerative nodules surrounded by
fibrous tissue
there are two types of cirrhosis:
Compensated
Decompensated

Normal Cirrhosis
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Diagnosis of Cirrhosis

A Gold standard=liver biopsy
A Usually not necessary
Physical exam findings (spiders, palmer erythema,
gynecomastia, hepatosplenomegally)
Labs thrombocytopenia, AST>ALT
Radiologic Evidence

Diagnostic Algorithm

Patient with chronic liver disease and any of the following:
o Varlceal hemorrhage
o Ascites
o Hepatlc encephalopathy

Physical findings: Laboratory findings:
Yes | INO gnjarged left hepatic lobe Thrombocytopenia
Splenomegaly Impaired hepatic synthetic function

Stigmata of chronic liver disease

Radiological findings:
Yes | | No Small nodular liver
Intra-abdominal collaterals
Ascites
Splenomegaly
Colloid shift to spleen and/or bone marrow

Yes
No

Liver biopsy not
necessary for the Liver biopsy
‘ diagnosis of cirrhosis

MANAGEMENT OF WELL COMPENSATED CIRI

ARXx. Cause (HCV,HBV, wt. loss in NASH, phlebotc
hemochromatosis etc)

A Screen for esophageal varices

A Screen for hepatocellular carcinoma
A Optimize transplant candidacy

A Observe for signs of decompensation.




A Decompensated cirrhosisirrhosis with
signs of liver failure (ascites, edema,
hepatic encephalopathy etc)

Decompensation Shortens Survival

Al patients
with cirrhosis

‘ Gines et. al., Hepatology 1987;7:122

Complications of cirrhosis

A Ascites\ refractory ascites

A SBP

A hepatorenal syndrome
A Variceal Bleeding
A Hepatic Encephalopathy
AHcc




Uncomplicated Ascites

A Low Na diet

A Combination diuretics (spironolactone 100mg
400mg/day, furosamide 40mt60mg/day)

A Therapeutic Paracentesis

Refractory Ascites

A Serial paracentesis with IV albumin infusion (8
grams/liter removed)

ATIPSS (Transjugular Intrahepatic Pegstemic
Shunt)

- contraindicated in patients with history of hepatic
encephalopathy, advanced disease (bili >3 etc),
elderly

Spontaneous Bacterial Peritonitis

A Frequent complication

A Approx. 30% in hospitalized patients

A Diagnosed with paracentesi250 PMNs per HPF
ARx3 gen. cephalosporine x 5 days

A 70% recurrence in one ye&prophylactic
antibiotics




Hepatorenal Syndrome

A Rapidly progressive renal failure in setting of liver
failure

A Absence of other causal factors

A No improvement with fluid challenge
Aoliguria

Alow urine Na

Rx. Of Hepatorenal syndrome

A Vasoconstrictors (oral midodrifg mg TID)
A Octreotide 100ug SQ TID
A Volume expansion (IV albumin)

Variceal Bleeding

A Frequent complication (330% lifetime risk in
cirrhotics)

A High mortality (20%)
AIncreased risk with progression of liver disease.
A Preventable and treatable




Prevalence of Esophageal Varices in
Cirrhosis

Overall Child A Child B Child C

‘ Pagliaro et al., In: Portal Hypertension: physiology and 1994: 72

Varices Increase in Diameter
Progressively

et

No varices Small varices Large varices

7-8%lyear 7-8%lyear

Prophylaxis of Variceal Hemorrhage

Diagnosis of Cirrhosis

Endo§copy

¥ v 1
[Small Varices | [ Medium/Large Varices |
1

[[Follow-up EGD in 2-3 years* | [Follow-up EGD in 1-2 years* |

*EGD every year in decompensated cirrhosis
Beta-blocker therapy

No C

fStepwise increase until maximally tolerated dose
KContinue beta-blocker (life-long) Contraindications

Beta-blocker intolerance

Endoscopic Variceal Band Ligation ]




Management of Acute bleeding

A Octreotide (50 ug bolus 50 ug/hr infusion

A Prompt diagnosis with endoscopy

A Band ligation if esophageal varices

ATIPPS for gastric varices or salvage if not
endoscopically managable

AHIGH RISK OF SBPED ANTIBIOTIC
PROPHYLAXISGEN. CEPHALOSPORINE)

Endoscopic Varicegal Band Ligation

cding rate 30%

% Comparzd with sclerotharapy:
¥ Less rebleeding
¥ Lower rorrtality
9 Fewer complications
% Fewer treatfhent sessions

Transjugular Intrahepatic Portosystemic Shunt

Hepatic
vein
TIPS
Splenic
Portal vein vein

Superior mesenteric
vein




