A 46-year-old male with severe liver cirrhosis is a
candidate for liver transplant. Unfortunately he

developed severe sepsis with multiple organ failure.

How do we make decisions and

provide care for the patients?
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Patient Profile
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Chief Complaint

| (eI U

=\ i Q/ i : a\ 6
zymwaaa 13 Eljﬂ’)%l&d’]%’ﬂflsl"\@la‘ﬁ‘[ﬁ'dw El’]iJ’]aﬂ%%ﬂi%ﬂi

A A ~ I @
LWBWQ'\?M'\ﬂ'\?Lﬂa e AU



O

7 n.A. 2564

Present lliness

% ~ a A = A VY A a  ®
NLSINYIVIAAILAINITIND YW LI BUFATHE Awa 113 La LA LWk aLNEY D9
1 P= [~ & (= - p=Y p=Y 1
N1 Isanguna Laianga andgwiilni ludiRansdanataaatnidn
e A 6 o + 1 . . . .
Uszrnaaidasinaz 10 n3zidad @329319AN8NU sign of chronic liver disease

wae liver function test inUNG wnwng R/O alcoholic hepatitis or cirrhosis We

1 a ¢ A a
U/S upper abdomen uazmwmmmmﬂﬁmanqﬂ

- o A 6 o + .
N1RINVMNRALINWLTYIINAL 4-5 N3zo9 Ham3I U/S l

- Suspicious for hepatitis without focal lesion in liver

- Prominent size of spleen, about 11.4 in length
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Present lliness
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Referal Note from
Songklanagarind Hospital

o Admit IN.FIVAIBAIBNSIZIRININA 2/1/2565-2/2/2565 LAZLAWNIINIDG IN.AS

WAIWNTIWN 3/2/2565

o ﬁiqﬂwaﬂ'lﬁaﬁlifﬂ: Acute severe alcoholic hepatitis with alcoholic cirrhosis with
acute kidney injury from nephrotoxic ATN (hyperbilirubinemia) with candida UTI
with non variceal UGIB with alcohol withdrawal syndrome with refeeding

syndrome with moderate to severe malnutrition
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Course in Songklanagarind Hospital

* Admit 2/1/2022 with UGIB S/P EGD 4/1/2022 on PPI + Octreotide
¢ Alcoholic hepatitis S/P GCSF 5 days (13-17/1/2022) by Gl opinion

according to meta-analysis improve mortality at 90 days

¢ Plan treat HP if clinical stable and organ support

*  During admission developed Cr. rising 0.5 = 1.5 = 2.95 (23/1/2022)
® S/P Terlipressin albumin 24-25/1/2022

¢ Access DLC 26/1/2022 for H/D due to volume overload 26-29/1/2565 and
31/1/2565 and assess TLC before refer out
® Urine output < 100 ml/day
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Course in Songklanagarind Hospital

¢ N TAINAULINTY wa bW source of infection 3914 empirical ATB: Meropenam
¢ 27/1/2565 UA presented WBC numerous, yeast cell3+ UC Yeast cell> 100000 cfu/ml
* Consult ID suggested amphotericin B 0.5-0.6 MKD start 27/1/2022-Now
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Investigation at Songklanagarind Hospital

* U/S 5/1/2022: Coarse and increase parenchymal echo of the liver with
nodular surface, questionable hepatic cirrhosis, splenomegaly possibly

due to portal hypertension and large amount of ascites

* CT whole abdomen 14/1/2022: Liver diffuse hepatomegaly without focal
hepatic lesion hepatic and normal size both kidneys without obvious mass

no significant node enlargement
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Investigation at Songklanagarind Hospital

* Hepatitis profile: HBsAg negative, HBcAb negative, AntiHCV

negative

e EGD 4/1/2022: Esophagitis, gastritis, duodenitis, multiple gastric

and duodenitis erosion with H. pylori infection

* Baseline Creatinine 0.5: During admission developed Cr. rising 0.5

>> 1.5 >> 2.95 (23/1/2022) >> 3.94 (25/1/2022)
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Liver Function Test at Songklanagarind Hospital
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Past History

» Uniaslinilszanan

» Uiasiszianisiduthenaasuanlsinanuna

» 1 Unawasidynizanuduuai idaalnalsingn @39

I 6 a\
coagulogram uaz platelet agilwinmailna



—
Personal History
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o ﬂamﬁﬂ‘iz’m Intravenous drug user (IVDU)
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Family History
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Physical Examinations

+V/S: BT 36.6 C, RR 20/min, PR 100/min, BP 101/62 mmHg, SpO2 RA
92%

<«GA: stupor, On ETT, looked jaundice

<+HEENT: mild pale conjunctivae, marked icteric sclerae, no CLN
lymphadenopathy, both parotid glands enlargement

<Lung: no retraction, no cyanosis, equal chest movement, fine
crepitation both lungs

<~Heart: Normal S1 S2, no murmur



—
Physical Examinations

<~ Abdomen: marked distention, normoactive bowel sound, no
hepatosplenomegaly, no palpable mass, fluid thrill positive

«Extremities: generalized edema with pitting edema 2+ both
legs, palmar erythema

<SKin: no spider nevi
<~Neurological: E3VTMS5, pupil 3 mm RTLBE
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Laboratory Investigation 3/2/2022

Hb 7.6 g/d|, Het. 22.3%, WBC 27590 10*3/ul, PIt. 129K 10*3/ul, NE 82%
BUN 83.7 mg/dL, Cr 5.89 mg/dL, eGFR 12.68 ml/min/1.73 m2

Na 127 mmol/L, K 5.1 mmol/L, HCO3 19.1T mmol/L, Cl 88 mmol/L, Ca 9.0 mmol/L, PO4 8.8
mmol/L, Mg 3.3 mmol/L

Albumin 3.1 g/dL, TB 42.1 mg/dL, DB 36.7 mg/dL, ALT 120 U/L, AST 80 U/L, ALP 240 U/L
PT17.6 INR1.59 PTT 68.1

Lactate 11.5 mg/dL



Previous CXR
18/07/2021

Radiology Investigation




Hospital Course
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Problem -Alcoholic cirrhosis B(7) -Hct. 16% -Septic shock -Hct. 25% -Hct. 20%
&
-Multiple organ failure -ROLUNNVYY -Hct. 24% -Hypoglycemia
&
-Septic shock “ARUNNYU TN E1VTM5
Management -on PCV IP12 PEEP5 -Run CVVHDF -Run CVVHDF -Fentanyl(10:1) IV 10 ml/hr | -Run CVVHDF
-Levophed -on PCV IP16 PEEP10 -Levophed + Adranaline -Run CVVHDF -Levophed (titrate 843)
-Run CRRT -Fentanyl(10:1) IV 5 ml/hr -QEIE]JV’IWI No CPR 2aqanh -Levophed + Adranaline -Plan Consult PC
-Consult Sx. Transplant: -Propofol(10:1) 1V 3 ml/hr nawL3a4 palliative
Renotify when stable -off Fentanyl, Propofol
ATB Meropenam Meropenam Meropenam Meropenam Meropenam
Amphotericin B Off Amphotericin B Colistin Colistin
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Problem Lists

- Alcoholic cirrhosis CTP C - Acute respiratory failure

- Acute severe alcoholic hepatitis Sepsis with septic shock

. Liver failure + Candida UTI

- Coagulopathy - Acute kidney injury

. : - Non variceal UGIB
- Hypoalbuminemia

- Moderate to severe malnutrition with

- Hepatic encephalopathy

refeeding syndrome

- Alcohol withdrawal syndrome
- Pressure sore at coccyx Gr. Il



7

Yl /
. How do you provide care +o
’3 'Hae pa+oew+$7




LE T IIlr
LR R T
‘= T T RE
-
e e e L N "

- T L bl T e -

g S 5 ki
iSEErEaET

| i L

Consult Palliative Care
8 February 2022



—




Surprise Question

Would | be surprised if this patient died
In the next year?

No




] Supportive and Palliative Care NHS
N Indicators Tool (SPICT™) SCOTUAND

Cancer
Functional ability deteriorating
due to progressive cancer.

Too frail for cancer treatment or
treatment is for symptom control.

Dementia/ frailty

Unable to dress, walk or eat
without help.

Eating and drinking less;
difficulty with swallowing.
Urinary and faecal incontinence.
Mot able to communicate by
spaaking; little social interaction.
Frequent falls; fractured fermur.

Recurrent febrile episodes or
infections; aspiration pneumonia.

Meurological disease
Progressive deterioration in
physical and/or cognitive
function despite optimal therapy.
Speech problems with increasing
difficulty communicating

and/or progressive difficulty with
swallowing.

Recurrent aspiration pneusmonia;
breathless or respiratory failure.
Persistent paralysis after stroke

with significant loss of function
and ocngoing disability.

The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.
* Unplanned hospital admission(s).
» Performance status is poor or deteriorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)

» Depends on others for care due to increasing physical and/or mental health problems.
» The person’s carer needs more help and support.

* Progressive weight loss; remains underweight; low muscle mass.
= Persistent symptoms despite optimal treatment of underlying condition(s).

» The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes to focus on quality of life.

Look for clinical indicators of one or multiple life-limiting conditions.

Heart/ vascular disease

Heart failure or extensive,
untreatable coronary artery
disease; with breathlessness or
chest pain at rest or on minimal
affort.

Severe, inoperable peripheral
vascular diseasea.

Respiratory disease

Severe, chronic lung disease;
with breathlassness at rest

or on minimal effort between
exacerbations.

Persistent hypoxia needing long
term oxygen therapy.

Has needed ventilation for
respiratory failure or ventilation is

Other conditions

Deteriorating and at risk of dying with other conditions or complications
that are not reversible; any treatment available will have a poor outcome.

Review current care and care planning.

= Review cumrent treatment and medication to ensure the
person receives optimal care; minimise polypharmacy.

» Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.

= Agree a current and future care plan with the person and
their family. Support family carers.

= Plan ahead early if loss of decision-making capacity is likely.

* Record, communicate and coordinate the care plan.

Kidney disease

Stage 4 or 5 chronic kidney
disease (eGFR < 30mkimin) with
deteriorating health.

Kidney failure complicating
other life limiting conditions or
treatments.

Stopping or not starting

Liver disease
Cirrhosis with one or more
complications in the past year:
diuretic resistant ascites
hepatic encephalopathy
hepatorenal syndrome
bacterial peritonitis
recurrent variceal bleeds
Liver transplant is not possible.

the SPICT website (www.spict.org.uk) for information and updates.

SPICT™, April 2019

Liver disease

Cirrhosis with one or more

complications in the past year:

= diuretic resistant ascites
hepatic encephalopathy
hepatoranal syndrome
bacterial peritonitis
recurrent variceal bleads

Liver transplant is not possible.
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Child-Turcotte-Pugh Score

TABLE 329-5 Child-Pugh Classification of Cirrhosis
POINTS TOWARD TOTAL SCORE

FACTOR UNITS 1 2 3 - A score 5-6
Serum bilirubin | pmol/L <34 34-51 >51

mg/dL <2.0 2.0-3.0 >3.0 I « B score/7-9 1 1
Serum albumin | g/L >35 30-35 <30

g/dL >3.5 3.0-3.5 <3.0 | .« Cscore>10
Prothrombin seconds <4 4-6 >6
time prolonged

INR? <1.7 1.7-2.3 >2.3 Decompensation
Ascites None Easily Poorly controlled indicates Cil'l‘hOSiS, with a

controlled .

Hepatic None Minimal Advanced Chlld_Pugh

encephalopathy

score of =7 (class B)

Marc G. Ghany and Jay H. Hoofnagle . Approach to the Patient with Liver Disease. Harrison’s Principle of Internal Medicine, 2016; p2337
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Survival in Patients Based on Child-Pugh Classification

@ Child-Pugh A @ Child-Pugh B @ Child-Pugh C Child — Pugh classification
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Anu Sebastian et al. International Conference on Information Science (ICIS). 2016 T. Ko rner et al. Journal of Hepatology 39 (2003) 947-953

DOI: 10.1709/INFOSCI.2016.7845320
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Model for End-stage Liver Disease (MELD) Score (8/2/2022)

Dialysis at least twice in the past week Yes
Or CYVHD for >24 hours in the past week

Creatinine

Cr >4.0 mg/dL is automatically assigned a value Norm: 62 -115 umol/L &
of 4.0

Bilirubin Norm: 5.13-32.49 pmol/L &
INR Norm:0.8-1.2

Sodium Norm: 136 - 145 mmol/L &

Dialysis at least twice in the past week

) No Yes
Or CVVHD for >24 hours in the past week
Creatinine 449
Cr >4.0 mg/dL is automatically assigned a value ’ umol/L &
of 4.0
Bilirubin 9.25 pmol/L &
INR 1.66
Sodium 123 mmol/L &

31 points 52.6%

MELD Score (2016)* Estimated 3-Month Mortality

Admission date 3/2/2022
39 points

https://www.mdcalc.com/meld-score-model-end-stage-liver-disease-12-older



Survival in Patients Based on MELD Score

MELD Score Predicted 6 Predicted 12 month Predicted 24 month
month survival survival survival
0-9 98% 93% S0%
10-19 92% 86% 80%
20-29 78% 1% 66%
30-39 40% 37% 33%

The MELD systems are currently used to establish priority listing
for liver transplantation in the United States

Strongly recommend hospice referral when the MELD score
reaches 17-20

1.  http://reference.medscape.com/calculator/meld-score-end-stage-liver-disease.
2. Marc G. Ghany and Jay H. Hoofnagle . Approach to the Patient with Liver Disease. Harrison’s Principle of Internal Medicine, 2016; p2338
3. MediciV, Rossaro Let al.The utility of the Model for End-stage Liver Disease score. Liver Transpl.2008; 14:1100—-6



http://reference.medscape.com/calculator/meld-score-end-stage-liver-disease

Waiting List Survival Rate After Registration

- In 2020, there were 5,735 people waiting for 'I'
organs Ea RN
- Divided into 213 people waiting for the liver -+- B

- There are more people waiting for their
organs to die before receiving organ
transplants

USDIADIED:
asonAanlk aswoddalkusu
- Liver waiting period 8 months 13 days
- In 2020, 88 liver transplant patients

Thai Red Cross Society's Organ Donation 2020
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Child-Pugh Vs. MELD Score

ORIGINAL ARTICLE

Comparison and Improvement of MELD and Child-Pugh
Score Accuracies for the Prediction of 6-month Mortality
in Cirrhotic Patients

Jéréme Boursier, MD,* Elodie Cesbron, MD,{ Anne-Laure Tropet, MD,}
and Christophe Pilette, MD¥

World | Gastroenterol 2005;11(20):3099-3104
World Journal of Gastroenterology 1SSN 1007-9327
© 2005 The WJG Press and Elsevier Inc. All rights reserved.

PO Box 2345, Beijing 100023, China

www.wjgnet.com

iometo e iNeides
WigEgnetcom ELSEVIER

® CLINICAL RESEARCH @
MELD vsChild-Pugh and creatinine-modified Child-Pugh score for
predicting survival in patients with decompensated cirrhosis

George V. Papatheodoridis, Evangelos Cholongitas, Eleni Dimitriadou, Giota Touloumi, Vassilios Sevastianos,
Athanasios J. Archimandritis

- MELD and the CP scores are equivalent tools for the prediction of 6-month

mortality in cirrhotic patients

- Both MELD and CP score can accurately predict short-term (3- and 6-mo)

survival in patients with decompensated cirrhosis

1. J Clin Gastroenterol Volume 43, Number 6, July 2009
2. World J Gastroenterol 2005;11(20):3099-3104
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APACHE Il Scoring system

History of severe organ failure or

immunocompromise Ne ves Respiratory rate Norm:12-20 breaths/min
Heart Failure Class IV, cirrhosis, chronic lung

disease, or dialysis-dependent

Sodium Norm: 136 - 145 mmol/L &
Age years

Potassium Norm:3.5-5 &=
Temperature Norm:36.1-37.8 Cs Al
Mean arterial pressure Norm: 70 -100 mm Hg Creatinine Norm: 62 -115 pmol/L &

Acute renal failure
pH Norm: 7.38-7.44 No Yes

Note: "acute renal failure" was not defined in the
original study. Use clinical judgment to

Heart rate/pulse Norm: 60 - 100 beats/min determine whether patient has acute kidney
injury.
Acute renal failure . .
Note: "acute renal failure" was not defined in the © = White blood cell count Norm: 3.7-10.7 x 10° cells/L &
original study. Use clinical judgment to
determine whether patient has acute kidney
injury. Norm:3-15 pgints
Hematocrit Norm: 36 - 51 %
FiO. <50% (or non-intubated)
White blood cell count Norm: 3.7-10.7 x 10° cells/L & >50%

httpos://www.mdcalc.com/apache-ii-score
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Survival in Patients Based on APACHE li

APACHE Il score Hospital mortality*
0-4 4% . .
) . Admission date
- b i
o1 o 30 points
15-19 24%
20-24 40% 30 o
° 73% estimated nonoperative mortality
25-29 55%
30-34 73%
35-100 85%

*Approximate interpretation (non-surgical patients).

Acta Medica Academica 2016,45(2):97-103 DOI: 10.5644/ama2006-124.165
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Who is a Liver Transplant Candidate?

- Primary biliary cirrhosis

- Secondary biliary

cirrhosis

- Primary sclerosing

cholangitis
- Autoimmune hepatitis

- Caroli's disease

Cryptogenic cirrhosis

Chronic hepatitis with

cirrhosis

Hepatic vein thrombosis
Fulminant hepatitis
Alcoholic cirrhosis

Chronic viral hepatitis

Primary hepatocellular

malighancies
Hepatic adenomas

Nonalcoholic

steatohepatitis

Familial amyloid

polyneuropathy

RaymondT. Chung, Jules L. Dienstag. Liver Transplantation. Harrison’s Principle of Internal Medicine, 2016; p2414
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Contraindications for Liver Transplant

malignancy (not including
nonmelanoma malignancy
- Uncorrectable life-limiting skin cancer)

congenital anomalies

- Active untreated sepsis

- Metastatic malignancy to
- Active substance or alcohol the liver

Absolute abuse (for at least 6 months) Cholangiocarcinoma

- Advanced cardiopulmonary
disease

- AIDS

- Life-threatening systemic

- Extrahepatobiliary diseases

RaymondT. Chung, Jules L. Dienstag. Liver Transplantation. Harrison’s Principle of Internal Medicine, 2016; p2414



O
Contraindications for Liver Transplant

- Age >70 - HIV seropositivity with failure to
Portal vein thrombosi control HIV viremia or CD4
- Portal vein thrombosis <100/uL

- Renal failure not attributable to

) . - Intrahepatic sepsis
liver disease P P

: . : - Severe hypoxemia secondary to
- Previous extrahepatic malignancy

I ight-to-left int I hunt
Relatlve ((:r;%tciélrgluding nonmelanoma skin z:Dgo, . 500 renm'lr_‘lg:')apu monary shunts

- Severe pulmonary hypertension
(mean pulmonary artery pressure

- Severe malnutrition/wasting >35 mmHg)

- Severe obesity

- Medical noncompliance - Uncontrolled psychiatric disorder

RaymondT. Chung, Jules L. Dienstag. Liver Transplantation. Harrison’s Principle of Internal Medicine, 2016; p2414
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Family Genogram
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Perception
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Psychological Assessment
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Spiritual Assessment

A3381AATNAINRL ﬂmﬂﬁamﬂﬁﬁwwanimmﬂﬂé’u
1% WNIIEHLIANAARDAINDLINNAL “UIRNVDBLAK”

d' p—] QU p= | o\ 6 (W) |
YN0 Refer 19%HT IN.ATBAIUNT AT581ALNUHE
1 £ U U Q 1 U1 = 1 c.lay
M09 TN, WA LLVININEAD W8N INAK
nsLdEUNIZ&8




.
Physical Symptoms

Symptoms Causes Management
Pain ® Pressure sore (incident pain) | ® Fentanyl 25 mcg IV prn for pain q 1
BPS 7 2 Unacceptable |® Medical devices hr and before wound dressing/bed
amount of pain ® Musculoskeletal pain due to bath 5 min

reduced ambulation

Dyspnea - improved ® Volume overload
® Hospital acquire pneumonia

® Large ascites

Agitation ® Pain ® Lactulose 30 ml po tid until diarrhea

® Hepatic encephalopathy >3 times/day
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15t Family Meeting (9/2/2022)

ICU Team Palliative Care Team N3381 UAzINDWENRN
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ACP: Full medication, continue CVVHF, no CPR, hope for liver transplant
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Primary Doctor's Opinion
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Progression
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Topic Review
Palliative Care in End Stage Liver Disease
Niyom Boonthan, MD.

Karunruk Palliative Care Center
Faculty of Medicine, Khon Kaen University
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Outline

1. Introduction to ESLD

2. Prognosis and survival

3. Management of complication related to portal hypertension
4. Pain management in patient with ESLD

5. Principles of drug use in ESLD
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Definition of ESLD

End-stage liver disease (ESLD) is the final result

of various pathophysiological disturbances that

underlie chronic liver diseases

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND
PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015;20:387



S ta g es Of ‘T
Liver >

D i Seéase Healthy Liver = Hepatitis and/or Fatty Liver

Fat deposits in and around
the liver lead to
inflammation (swelling)

<

Liver Failure and Cirrhosis Hepatic Fibrosis
Liver Cancer Severe scarring of liver cells; Swelling of the liver and
May lead to liver cancer hardening of liver cells

American Liver Foundation https://liverfoundation.org/for-patients/about-the-liver/the-progression-of-liver-disease/#1503433005041-1b714e18-b29f
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Etiologies of Chronic Liver Disease

Chronic hepatitis related to HCV
infectious agents HBV/HDV
HIV-associated hepatobiliary disease
Protozoan amoebiasis
Malaria
Toxoplasmosis

Toxic injury-related liver diseases Alcohol
MNonalcoholic fatty liver disease and
nonalcoholic steatohepatitis

Drug-induced liver diseases

Immune system-related diseases Autoimmune hepatitis
Primary biliary cirrhosis

Primary sclerosis cholangitis

Genetic diseases Hemochromatosis
Wilson disease
o, -Antitrypsin deficiency
Other Amyloidosis
Budd—Chiari syndrome

Valentina Medici and Frederick J. Meyers, Palliative Care in EndStage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2" edition 2015;20:385-396
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Signs of ESLD

- Increased portal pressure - Hepatocyte dysfunction

- Hepatic encephalopathy

Esophageal and gastric varices

- Coagulopathy

Ascites
- Hypersplenism with pancytopenia

Splenomegaly Renal failure

Peripheral edema . Malnutrition

- Hepatocellular carcinoma.

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015,;20:387
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Cirrhosis Vs End Stage Liver Disease

Cirrhosis End Stage Liver Disease
Irreversible late stage of chronic « Patients who have developed
progressive liver disease complications of cirrhosis
Who have not developed major « Decompensated cirrhosis

complications are classified as having

Cirrhosis +

compensated cirrhosis

Complication

Anne M Walling. Palliative care for patients with end-stage liver disease;2018
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Prognosis and Survival

® Child-Turcotte-Pugh Score

* Decompensation indicates cirrhosis, with a Child-Pugh score of 27 (class B)

e MELD Score

* Strongly recommend hospice referral when the MELD score reaches 17-20

* Both MELD and CP score can accurately predict short-term (3- and 6-mo)

survival in patients with decompensated cirrhosis

1. Marc G. Ghany and Jay H. Hoofnagle . Approach to the Patient with Liver Disease. Harrison’s Principle of Internal Medicine, 2016, p2337
2. Medici V, Rossaro Let al. The utility of the Model for End-stage Liver Disease score. Liver Transpl.2008; 14:1100-6
3. World J Gastroenterol 2005;11(20):3099-3704



Child-Pugh Score

Points
Parameters
1 2 3

Serum Bilirubin(mg/dl) 2.0 2-3 >3.0
Serum Albumin(g/dl) >3.515 2.8-35 <2.8
Prothrombin Time (Prolongation(s)) 1-4 5-6 >6
Hepatic encephalopathy None Minimal Advanced
Ascites None Slight ~ Moderate

[One and two year survival based on CTP Score

Class 1 yr 2 yr
A (5-6 points) 100 % 85 %
B (7-9 points) 80% 60%
C (10-15 points) 45% 35%

Child CG. The liver and portal hypertension. Philadelphia: Saunders;
1964.p.50-64

Data from Child CG, Turcotte JG.Surgery and portal hypertension. In:

MELD = 3.78 x log, serum bilirubin (mg/dL) +
11.20 x log, INR +
9.57 x log, serum creatinine (mg/dL) +
6.43 (constant for liver disease etiology)

NOTES:
+ If the patient has been dialyzed twice within the last 7 days, then the value
for serum creatinine used should be 4.0

* Any value less than one is given a value of 1 (i.e. if bilirubin is 0.8, a value
of 1.0 is used) to prevent the occurrence of scores below 0 (the natural
logarithm of 1 is 0, and any value below 1 would yield a negative result)

Meld Score Calculator - http.//cdn.hepatitisc.uw.edu/doc/91-1/model-

end-stage-liver-disease-meld-score-calculator.jpg

You can calculate:

https.//www.mdcalc.com/meld-score-model-end-
stage-liver-disease-12-older
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Suffering in Patient with ESLD

- Patients with cirrhosis experience a significant decline in health-
related quality of life (HRQL)

- Symptoms related to portal hypertension significantly reduce
survival and HRQL

Loria et al., 2013

- At the end of life, patients with ESLD experience pain comparable to
patients with advanced cancer

Roth et al., 2000
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Suffering in Patient with ESLD

- End-stage liver disease (ESLD) is characterized by significant physical and emotional suffering

- Patients with ESLD should receive intensive palliative care

- To adegree that increases as the disease progresses

- Should be responsive to patient and family needs

- Should include timely hospice referral

- When patients with ESLD are removed from the liver transplant waiting list, they often are

not considered for palliative care, and the goals of care are infrequently discussed

Poonja Z, Brisebois A, van Zanten SV, Tandon P, Meeberg G, Karvellas CJ (2014). Clin Gastroenterol Hepatol 12:692-8.



JOURMNAL OF PALLIATIVE MEDICINE

Volume XX, Number XX, 2019 Brief Report

© Mary Ann Liebert, Inc.
DOI: 10.1089/jpm.2018.0261

Advance Care Planning for Patients with Cirrhosis
in a Structured Inpatient/Outpatient Hepatology Program

Nilofar Najafian, MD, Jordan S. Sack, MD, Angela M. Delisle, PA-CZ and Simona Jakab, MD?

. Of the 58 patients who showed for the initial TCLC visit, 18 (31%) died
within one year

- CTP-C (55.5%) = There were no ACP discussions in any TCLC visits even
after subsequent hospitalizations

- Until their terminal hospitalization - Palliative care was consulted for 10
patients (56%)

- Late initiation PC



Management of Most Common Symptoms




—
Pain in Patient with ESLD

- Pain is commonly reported in patients with ESLD
- Prevalence of pain in ESLD patient’s ranged from 30-79%

- Complications in turn can result in significant symptom
burden including pain

- Most common locations of pain were noted to be the
abdomen and lower back

Jen-Kuei Peng, Nilay Hepgul, Irene J Higginson, Wei Gao. Palliat Med 2019 January;33(1): 24—-36.
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Clinical Characteristic of Pain in ESLD

- Hepatomegaly/splenomegaly: nociceptive pain due to distention of the hepatic
capsule, compression of adjacent abdominal or thoracic organs leading to chronic
abdominal pain

- Tense ascites: generalized abdominal discomfort, slower bowel transit times, and
decreased gastric emptying leading to dyspepsia and epigastric pain

- Spontaneous bacterial peritonitis: generalized peritoneal abdominal pain associated
with fever and malaise

- Portal vein thrombosis: presenting with RUQ abdominal pain

- Fibromyalgia-like syndrome: widespread musculoskeletal pain associated with
fatigue and mood disorders

- Mastalgia: excess estrogen leads to breast pain and/or tenderness

Michal Kubiak et al. CAUSES AND MECHANISMS OF PAIN IN PALLIATIVE CARE PATIENTS.Textbook of Palliative Medicine and Supportive Care.2021;p215
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Pain management

Non-opioid

- Paracetamol (oral) must be dose-reduced to 1g t.d.s. in patients <50kg or

those with severe liver failure

Dose intervals should be extended in acute liver failure

IV paracetamol should be avoided

- NSAIDs increase the risk of Gl bleeding and should therefore be avoided

Oxford Handbook of Palliative Care 3™ edition 2019
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Opioid

Pain management

Morphine is the recommended first-line strong opioid

Oxycodone is the second-line strong opioid—->but should be
avoided in severe hepatic impairment

Fentanyl is considered to be the first-line injectable/transdermal
strong opioid in severe liver impairment

Codeine/tramadol/Meperidine are both activated by hepatic
metabolism and should therefore be avoided in liver impairment

Oxford Handbook of Palliative Care 3™ edition 2019
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Pain management

Adjuvant analgesia

- Gabapentin and pregabalin are not affected by liver

Impairment
- Gabapentin 300-600 mg/d (max 3,600 mg/d)

- Pregabalin start 50 mg/d titrate to 300-600 mg/day

Oxford Handbook of Palliative Care 3™ edition 2019
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Pruritus

« Pruritus in ESLD is multifactorial
- More frequently associated with cholestasis

- opioids are also associated with pruritus

- The most common but relatively ineffective treatment is oral
antihistamines

- Treatment
- Cholestyramine 4 g 3—4 times daily
- Ursodio15-30 mg/kg daily
- Rifampin150-300 mg twice daily

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015;20:387



Management of complication related to portal hypertension
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Ascites

Treatment Dose Note
Sodium restriction
(2 g/daily)
Spironolactone 50-400 mg daily Increase the diuretics dose
Fursomide 20—-150 mg daily once a week, checking

electrolytes levels

-Paracentesis if > 4 liters with IV albumin | TIPS frequently induces
-TIPS=transjugular encephalopathy
intrahepaic portosystemic
shunt

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015,;20:387
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Hepatic Encephalopathy

BIGSCALP
Treatment Dose Note Blood transfusion
Infection
Lactulose Titrated to 3—4 ® Protein restriction is GIB
Sedation
bowel movements recommended only at the Alkalosis
. . Low K
daily onset of severe hepatic il [P oz
Rifaximin 550 mg two times encephalopathy
daily

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015,;20:387



—
Esophageal Varice and Bleeding

Treatment Dose Note
B-blockers: 20 mg twice daily ° B-blockers can induce fatigue and
Propranolol dizziness
Nadolol 40 mg daily ® Relative contraindications are peripheral

vasculopathy and insulin-dependent
diabetes with recurrent hypoglycemia
® Nadolol might be associated with fewer

side effects

Endoscopic variceal ligation

Valentina Medici and Frederick J. Meyers. Palliative Care in End Stage Liver Disease: OXFORD AMERICAN HANDBOOK OF HOSPICE AND PALLIATIVE MEDICINE AND SUPPORTIVE CARE, 2nd edition 2015,;20:387
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Principles of drug use in ESLD

- Sedatives (when prescribing, reduce dose and increase
interval)

- Clonazepam should be avoided; may have a use in terminal
care for neuropathic pain/seizure control

- Diazepam should be avoided owing to increased half-life;
consider p.r.n. if necessary

- Lorazepam is the first-line recommended sedative drug, with
midazolam second-line

Oxford Handbook of Palliative Care 3™ edition 2019
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Principles of drug use in ESLD

- Anti-emetics (all used with caution)

- Domperidone dose should be reduced by 50% to maximum of
10mg t.d.s. - avoid prolonged use

- Metoclopramide dose should be reduced in severe hepatic
impairment cirrhosis to maximum of 10mg b.d.

- Ondansetron recommended maximum daily dose is 8mg in
moderate to severe impairment

Oxford Handbook of Palliative Care 3™ edition 2019






