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A 61-year-old male with cirrhosis Child C S/P liver
transplantation with chronic graft rejection and ESRD on
regular HD, he is on waiting list for liver transplantation
presented with esophagitis with esophageal abscess

How to Make Decision & Provide care?

ﬂ@t%ﬁg&jﬁﬁ%?m{l’ﬁéwﬁ@ﬂssuLmzmmﬂﬁﬂm’%ﬂuﬁ
28 AULIN 2565 1387 12.00-13.30 .
WM Zoom meeting ID: 989 6234 6479 Password: 1234




Palliative care in End-Stage Liver
disease and ESRD:
How to Make Decision & Provide care

|, PC Fellowship
e Center




o Case

o Knowledge

Criteria of End-stage liver disease and When to refer to PC
Prognostication in ESLD ESRD

Palliative symptoms control in End stage liver disease



Basic Information
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o Chief complaint: Tl Mﬁﬂslﬂmfiﬂﬂ 4 FUNAUNIITN.



Present illness
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Present illness

Admit 1:17/6/65-1/7/65: COVID19 infection ¢ Bacterial infection on top ¢ Rt pleural effusion
(17/6/65) PCR for COVID : positive
(20/6/65) CXR increase RLL, RML patchy infiltration + blunt Rt costophrenic angle
Mx: - Remdesivir (17-21/06/65) + Molnupiravir (switch due to transaminitis, 21-22/06/65)
- Meropenem 7d off (20-26/06/65) << sputum C/S: E. coli + Kleb. Pneumoniae CRE
- Pleural fluid : Total serum Protein 0.56 g/dL Pleural fluid Protein —> 0.44 g/dL
Serum LDH —> 450 U/L Pleural fluid LDH —> 200 U/L (Upper limit 222 U/L )

>> Exudate profile ARDIANN HAP ¢ parapneumonic effusion
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Present illness

Admit 2 6/7/65- 20/7/65 Rt pleural effusion >> exudative stage of Empyema thoracis

CC mumu@muwmﬂﬂmmu 1 JUNBUNT TN,

Rt. Thoracocentesis ‘Vi@’mmﬂ (8/7/65,10/7/65,11/7/65) profile: Exudative
Cytology: negative for malignancy, PCR for TB/NTM — negative, PCR for fungal — negative
CTA Chest (13/7/65) : Loculated right pleural effusion with hemothorax

Mx : - Meropenem 1gm IV g 24hr 6/7/65-16/7/65 >> de-escalate to Cipro 400mg IV g 24hr +
Clindamycin 600mg IV g8hr at 16/7/65 — 20/7/65 >> switch oral ATB: ciprofloxacin 500mg

1tab po g 24hr + clindamycin 200mg 2x3 po pc “adaniuldas asnautinule

Plan: ATB 6-12 wks.
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Present illness

Admit 3 23/7/65-4/8/65: Sepsis-induced acute diarrhea from empyema thoracis
CC : 4 nelwian 3-4 AFYHY 2 FUNaUNITN.
H/C 23/7/65: NG, Stool exam : no cell , Rectal swab C/S: NG , C diff: GDH neg, C diff neg

Ascites: WBC 486 (PMN 7%-> 30), C/S :NG Low SAAG cause ascites from Infection

Consult Gl: Imp acute diarrhea from sepsis-induced, ascites from chronic graft rejection

Mx : Meropenem 2gm |V stat then 1gm IV g 24hr + After HD 23/7/65 — 28/7/65 >> on
ciprofloxacin 500mg 1cap po g 24 hr + post HD >> Al4lud maw 29/7/65 + 30/7/65 but no

clinical sepsis >> chest add Clinda 400mg 1x3 po pc

Plan: Chest plan continue ciprofloxacin + clindamycin Qi34 6-12wk



Present illness

Status 1A : IADL independent dusnldmanawaale

3 LAAWNBUNIIN. (NE1.65) Admit Aagl COVID-19 pneumonia ¢ Rt pleural effusion
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Present illness

Admit 4 7/8/65-30/8/65 : Esophagitis ¢ esophageal abscess
15 day before PC Attending date
NAUBUIN. (7/8/65) Aaeianng rn7] faiidneman 3m53 Tilyniaen
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Present illness

13 day before PC Attending date
POUZUAUIN. (9/8/65) MU BT 38.3 NAULAIALAD NALUIAY
anu1n gaaninlage laiilseds FB ingestion

® Dx: Esophagitis with periesophageal abscess

® consult ENT T+ CVT for drainage >> CVT plan esophageal

abscess drainage + decorticate empyema thoracis

PC

Attend
22/8/65

® Plan: Meropenem 1 gm IV g 24 hr. # 14 days
HinsuazyAlfiasn1anasin aeifanu PC team for ACP
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Present illness

PC Attending (22/08/65) day 0
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Present illness

PC Attending (23/08/65) day 1
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Underlying diseases:

a Cirrhosis child ¢ s/p Liver transplant ¢ chronic graft rejection (T 63)
o ESRD on HD (1l 64)

a Anemia of chronic disease: ESRD ,ESLD

Social History :

o Alcohol cessation 3 yr.

o Covid Vaccine: Sinopharm x2 dose (ﬂ 64)



ESLD S/P Liver transplant (1l 63) ¢ chronic graft rejection

LFT
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Physical examination

A Thai male patient looked fatigued lying in bed, fully conscious

V/S: BT37.1 BP 148/54 PR 81 RR 18 ,BW 48 kg Ht 165 cm

HEENT: pale conjunctivae, marked icteric sclerae, no palpable lymph node
Heart: SEM gr Il at all valvular area, no heaving, no thrill

Lung: Decreased BS RLL with minimal crepitation in both lower lungs

Abdomen: mild distension ,soft, not tender, no rebound,no superficial vein dilation,
, normoactive bowel sound ,shifting dullness positive

Extremities: no edema, AVF at Rt. and Lt.arm, palpable thrill at Rt.arm

Neuro: E4V5M6, pupil 3 mm RTLBE, Motor Gr llI, flapping tremor: neg



Investigation

Admission 7/8/65 PC Attending date 22/8/65

- CBC : WBC 4970 Hb 6.9 - CBC : WBC 6120 Hb 6.8 Hct18.8
Hct20 PIt 157k PMN 89 L9 Pit 184k PMN 77 L12

-BUN 42.8 Cr 4.68 Na 131 -BUN 49 Cr 3.91 Na 131 K4
K5.2 CI88 HCO3 22 Ca 8.9 Cl 87 HCO3 20 Ca 8.7
P27 Mg?2.2 P4 Mg?2.2

-TP5.1AIb 2.7 Glob 2.4 -TP 5.2 Alb 2.4 Glob 2.5TB 46
TB 46 DB 41 ALT48 DB 40 ALT46 AST 255

AST167 ALP 1466 ALP 1855



Dyspnea on exertion 7/10 >> Rt empyema ,Anemia ,progression ESLD
Fatigue 8/10 >> Anemia ¢ ESRD ESLD

Nausea 5/10 (no vomiting)>> Infection, ESRD ESLD

Anorexia 5/10 >> Infection, ESRD ESLD

Delirium 5/10 >> Infection ,HE gr |



Current Medication

- Meropenem 1mg iv g24hr (14 days)
- Pred(5) 1*3

~ Omeprazole(20)1*1 - Lactulose 30 ml po hs hold if fner>3a5

- Sodamint(300) 5*2 - Senokort(7.5) 2xhs

- ASA(81) 1*1 - Haloperidol (0.5) 1 tab PO hs, 1tab PO prn for
- Hydralazine(25) 2*4 delirium g6hr

- Advagraft(1) 1*1

- Epokine 12000 iu sc/wk
- Acetin(200) 1*3

- Codepect 1*3

- Morphine syrup (2mg/ml) 1 ml PO prn g6hr for
pain/dyspnea



Patient’s Family
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Problem Lists

o Esophagitis with periesophageal abscess

o Rt. empyema thoracis

o End Stage Liver Disease S/P liver transplant (ﬂ 63)
and chronic graft rejection

a ESRD on HD A,W, (ﬂ 64) , no urine output

o  Anemia of chronic disease



\What should PC do?

How to Assess Pt status?

What is his Prognosis?

Should we perform Liver transplantation?
How do we Share Decision making for GOC and ACP?



Assessment and Management Patient

o Bio: Medical condition

Esophagitis with periesophageal abscess ¢ Rt. empyema thoracis >>ATB
ESLD c Graft rejection ¢ Impending liver failure >> Re-Transplant
ESRD >> HD 2 days/wk.

o Assess Pt status: ADL Frailty and Sarcopenia

o Prognostication: Child-Pugh, MELD

o Psychosocial: 2Q 9Q , Caregiver Burden, Stage of Grief
o PC symptoms in ESLD and Management

o Family Meeting and ACP



Chronic Liver Disease Assessment - Child-Pugh Score

Score
‘ Parameters 1 2 3
Albumin >35¢g/L 28 —35¢g/L <28g/L
Ascites Absent Slight Moderate
Bilirubin < 34.2 umol/L 34,2 —51.3 umol/L >51.3 umol/L
Encephalopathy None Grade 1-2 Grade3 -4
- Seconds over control <4 4-6 >6
= INR <1.7 1.7-23 >2.3

Reference:

Description

_ Well-compensated disease

1-Year Survival (%)
100

2-Year Survival (%)
85

_ Significant functional compromise | 80

60

Decompensated disease

45

35

1. Pugh RN, Murray-Lyon IM, Dawson JL, et al. Transection of the oesophagus for bleeding oesophageal varices. Br J Surg 1973; 60:646.
2. Child CG, Turcotte JG. The Liver and Portal Hypertension, WB Saunders Co, Philadelphia 1964.
3. Trey C, Burns DG, Saunders S). Treatment of hepatic coma by exchange blood transfusion. NEJM 1966; 274:473.

This work by Department of Pharmacology and Pharmacy is licensed under a Creative Commons Attribution-NonCommercial 4.0 International

License. Last updated Feb 2020.




Model for End-stage Liver Disease (MELD) score = ©O@Dharsaty

The MELD score was adopted in February 2002 Scores can range anywhere from 6 - 40.
by UNOS to guide organ allocation policies. Higher the number:
A MELD score predicts 90-day mortality, and 1. More severe the liver impairment, &
therefore patients with high MELD scores have 2. More likely patient will receive a liver transplant
a higher priority for transplantation. when an organ becomes available.

Score Mortality (%)
ADDITIONAL RULE: 4 ‘ MELD/Na score =40 713
If bilirubin, Creatinine, or INR is <1.0, use 1.0. %0 MELD/Na score 30-39 526

3-month survival (%)

IF ANY OF THE FOLLOW IS TRUE, USE s ﬁgﬁa Koo fg'zz 1%6
) /Na score 10-1

CREA.TI.NINE 4.0: 20- e T 1o
Creatinine > 4.0 o : : : . -_Following ci%f)lditions are assigned Scorg of 22 t§128ffor hﬁperoxaluria), with a

. : it . 1007 10 20 0 e % Yo increase in score every 3 months from diagnosis.
22 dlaly sis treatments within the prior 7 day S. 1 MELD score o 95% C1 1. HCC with one lesion between 2 - 5 cm or two to three lesions <3 cm (Milan
S e S = e o el e s i
hemOdia].YSis (CVVHD) within the prior 7 days. 5 “ P SEEE 3. I?:la);- Cho]angiocarcinoma 8 '
If Na <125 mmol/L, use 125 i « | 4. Portopulmonary HTN, with mean}I;AP >%15 Rn;(mHg at rest but maintained <

’ 35 mmHg wit

If Na >137 mmol/L, use 137. to* 5. Hepatic artery throrlnblosis 71—13 days post-liveirl transplantation.

- = 6. Familial amyloid polyneuropathy.
Maximum MELD = 40. o 7. Primary hyperoxaluria with alanine glyoxylate aminotransferase def

Serum Sodium (mmolliter) 8. CF with FEV1 < 40%.




Liver transplantation?




Pre Operative non-cardiac risk

Table | Surgical risk estimate according to type of surgery or intervention® according to the European Society of
Cardiology and European Society of Anaesthesiology non-cardiac surgery guidelines

Low risk: <1% Intermediate risk: 1-5% High risk: >5%

Superficial surgery ® Intraperitoneal: splenectomy, hiatal hernia ® Aortic and major vascular surgery
Breast repair, and cholecystectomy ® Open lower limb revascularisation or
Dental ® Carotid symptomatic (CEA or CAS) amputation or thromboembolectomy
Endocrine: thyroid ® Peripheral arterial angioplasty ® Duodeno-pancreatic surgery
Eye ® Endovascular aneurysm repair ® Liver resection, bile duct surgery
Reconstructive ® Head and neck surgery ® Oesophagectomy
Carotid asymptomatic (CEA or CAS) ® Neurological or orthopaedic: major ® Repair of perforated bowel
Gynaecology: minor (hip and spine surgery) ® Adrenal resection
Orthopaedic: minor (meniscectomy) ® Urological or gynaecological: major ® Total cystectomy
Urological: minor (transurethral ® Renal transplant ® Pneumonectomy

resection of the prostate) ® Intra-thoracic: non-major ® Pulmonary or liver transplant

Adapted from the European Society of Cardiology and European Society of Anaesthesiology non-cardiac surgery guidelines.’

CAS, carotid artery stenting; CEA, carotid endarterectomy.

Surgical risk estimate is a broad approximation of 30-day risk of cardiovascular death and myocardial infarction that takes into account only the specific surgical intervention
without considerine the patient’s comorbidities.



Frailty in End Stage Liver disease

Objective metrics of frailty

« Originally developed in the field of geriatrics
» Fried Frailty Instrument | 2 3
« Short Physical performance Battery

FFI =5

Grip
strength

LFI =6

ADL =5




Frailty in End Stage Liver disease

Patient Components Measurement Tools

- MELDNa
Child Pugh Score

---- Vital signs
Echocardiogram p
IS % Global

®rnan, Creatinine Assessment of

Urinalysis - ---

1 Transplant
..... B Candidacy

Spirometry,
Hemoglobin A1c,
Colonoscopy

Eyeball test
.

| Objective Frailty Tool Kit |

FIGURE 2.
A conceptual model of some of the patient components that clinicians incorporate into their

global assessment of a patient’s transplant candidacy and the tools that they use to inform
this holistic assessment. An objective frailty tool kit should be used to mform clinicians’
assessments of muscle wasting. under-nutrition, and physical inactrvity—which. together,
form the major components of physical frailty—to improve objectvity and accuracy of the
climician’s global assessment of transplant candidacy for the purposes of transplant decision-
making (adapted from Lai JC, ATG 2017)%

Ref: Lai, J., Sonnenday, C.,2019. Frailty in liver transplantation: An expert opinion. American Journal of Transplantation,.



Frailty in End Stage Liver disease

Frailty in Liver Transplant Candidates

Muscle
Age  wasting
Total Creatinine Co-Morbidities
Bilirubin INR Under- (e.g., diabetes,
v nutrition heart disease)
MELD |¢-------- > FRAILTY
1
I
1 Legend
T lant / H Established
ransplan ;[ [ILL i
]
\ 4 4

Death or Wait-List Removal

Figure 2: Conceptual model of the relationship between
Model for End-Stage Liver Disease (MELD), frailty and
waitlist outcomes.

30% -
he]
% 23% 23%
%
T 20%
2 16%
g 0
S
2
S 10% - 9%
=
s
X
15/164 5/22 10/63 6/26
0% T T T T T
Not frail Frail Not frail Frail
MELD <18 MELD >18

Figure 1: Proportion of candidates who died or were delisted,
by frail status (Fried Frailty score >3) and Model for End-Stage
Liver Disease (MELD) score category (<18 or >18).

Ref: Lai, J., Feng, S., 2014. Frailty Predicts Waitlist Mortality in Liver Transplant Candidates. American Journal of Transplantation, 14(8), pp.1870-1879.



Frailty in End Stage Liver disease

Frailty Assessment
| l ]
Severe Frailty Moderate Frailty Mild/Absent Frailty

Prehabilitation program

Home-based exercise

Inpatient rehabilitation Home-health rehabilitation
(2-4 weeks) (4-12 weeks)
" Enertensn e
- inactivation on waitlist | : while on waitlist |
Reassess severity Reassess severity
(every 2-4 weeks) (every 4-12 weeks)

Proceed with liver transplant

Proceed with liver transplant
if no deterioration

if reversible frailty

Posttransplant rehabilitation ]*

FIGURE 3.

Build up slowly:
10-min/d workout bid to tid

Reassess severity
(every 12 weeks)

Proceed with liver transplant

as usual

Algorithm to tailor prehabilitation recommendations based on frailty assessment

Ref: Lai, J., Sonnenday, C.,2019. Frailty in liver transplantation: An expert opinion. American Journal of Transplantation,.




PC symptoms in ESLD

" Fatigue

®  Ascites

®  Abdominal discomfort and Pain
® Edema

®  Muscle Cramps

" Pruritus

" Hepatic Encephalopathy

®  Depress and Anxiety



Family Meeting

1. Assessment and Management
® Specific disease

® Palliative symptoms

® Prognosticate

2. Serious illness conversation

3. Shared decision-making and Advanced care plan



Patient

ldea : Fdulsasuane laane neulisa
A0 TUNARARIUNTUAZTANAN WAAULAILAS

1 o dl o Yy < 3 jcs’ Y 274N

TSI Gl VRt T N Pl
y d ¥

LAIRNNIULRLINAE Az AT

Feeling : Tnas @ala iala

FUunction : aussoninnenas Fasuaud
UUFALNAAnA NAATRTUseaT1de 1A e

FoLeglAtias
Expectation : eznlfunnddnunl
TsARulasNLaNm viTaas 19aIANNT0

nauN ldTInUszanduaale

Family

ldea : Wivivadauussas Fsalsmlu
s uAfiARdlsAtaz e g
Feeling : gl nan fana

Function : nssaweanaaasmigue
ananansusngdlnens sudfisn.
Expectatlon AN LWBUNE UALNE
iwiles higeunduuuudidumeud sunld
atifuAsauAiauIL wif ldeenlinesaset
LLILNTHN



“NORMAL"
FUNCTIONING

Shock
and Denial

¢ Ayoidance
e Confusion
e Fear

e Numbness
*Blame

¢ Frustration
* Anxiety

e |rritation

e Embarrassment

How to support Pt & Family

Stages of the Grief Cycle

RETURN TO
MEANINGFUL LIFE
e Empowerment 00000
e Security
*Self-esteem
*Meaning Acceptance

* Exploring options
e A new plan in

Representative language

place

Naming

Understanding
Dialogue and gﬁ;%%?&gg
Bargaining Exploring

“It sounds like...”

“I'm hearing you say...”
“I am impressed that...”
“I'll be available for you...
“Tell me more about...”

55

e Reaching out to others

¢ Desire to tell one’s story

*Struggle to find
meaning for what has
happened

Source: Pollak et al 17

Depression and
Detachment

¢ Overwhelmed
eBlahs

e Lack of energy
¢ Helplessness
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Shared decision-making and Advanced care plan

Pt Preference :
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Caregiver Burden
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What did we learn



| learned

o End-stage disease of Liver and Kidney
o Get to know Pt and Family
o Integrated care and Continuous care

o Grief and Bereavement



Palliative care in End-Stage Liver disease




Integrated care Role of PC in ESLD

® Advanced liver disease has complications including ascites,
hepatic encephalopathy, variceal bleeding, and hepatocellular
cancer (HCC)

o

50 % ESLD died within 2 years however mortality ranges
from 20% to 70%—-80%

® Burden of AdvLD is impact on patients’ HRQOL resulting from

multiple physical, psychological, social stressors and cost of

admission

Ref: Naik, A., Arney, J., Clark, J., Martin, L., Walling, A., Stevenson, A., Smith, D., Asch, S. and Kanwal, F., 2020. Integrated Model for Patient-Centered Advanced Liver
Disease Care. Clinical Gastroenterology and Hepatology, 18(5), pp.1015-1024.



Integrated care Role of PC in ESLD

Malnutrition
= Inadequate intake of
macro-/micro-nutrients
Etiologic * Inadequate uptake of
Factors macro-/micro-nutrients

* Excess intake of macronutrients
*» Defects in digestion/absorption

Clinical Manifestations of muscle dysfunction
Phenotypes

Frailty +«——— Sarcopenia

l 3

Health-related
Quality of Life t Decompensation | |t Health care utilization

| Health-related Death Adverse post-
quality of life transplant outcomes

FIG. 1. Factors contributing to malnutrition, frailty, and sarcopenia and the relationship between these three constructs. Cirrhosis-related
and other systems-related factors, along with physical inactivity and environmental/organizational factors, contribute to malnutrition—
which then leads to frailty and sarcopenia. These factors can also contribute directly to frailty and sarcopenia independently of malnutrition.
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Ref: Lai, J., Feng, S.,. Frailty Predicts Waitlist Mortality in Liver Transplant Candidates. American Journal of Transplantation, 14(8), pp.1870-1879.



Integrated care Role of PC in ESLD

® < 1in 3 advanced liver disease patients receive palliative care

®* 10 % of patients will died before they are able to have their transplant
and another 10% died within the 1% yr of transplant

® Ptover 65 yrs and high MELD score 2 18 are increased
1.5 risk of death

® Pton waiting list meet mental and physical distress

® Many studies found that Patients who referred to palliative care teams
have increased QOL ,symptoms management ,psychological care
,ACP and end of life care

Ref: Vijeratnam, S., Candy, B., Craig, R., Marshall, A., Stone, P. and Low, J., 2021. Palliative Care for Patients with End-Stage Liver Disease on the Liver Transplant Waiting List:

An International Systematic Review. Digestive Diseases and Sciences, 66(12), pp.4072-4089..



Integrated care Role of PC in ESLD

Figure 2. Conceptual Framework: Collaborative patient-centered care for advanced liverdisease (AdvLD)
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Liver Disease Care. Clinical Gastroenterology and Hepatology, 18(5), pp.1015-1024.
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Ref: Naik, A., Arney, J., Clark, J., Martin, L., Walling, A., Stevenson, A., Smith, D., Asch, S. and Kanwal, F., 2020. Integrated Model for Patient-Centered Advanced




Patient name: Parameter s s —
Patient number: Cdculq‘ﬁng "\e 1 2 3
LIVER MDT opate: ___ Date of admission: Child Pugh Ascites Absent Mid Moderate-Severe
Consultant in charge: Score for Encepholopathy None Grade 1-2 Grade 34
Cirrhosis Bifirubin (micromol/L) <342 342-513 >51.3
Primary Diagnosis: [0  Cirhosis (UKELD scare =__) Mortality Albumin (g/L) >35 2835 <28
L) vorices INR <17 1.7-23 >2.3
D Encephalopathy
[:I Ascites
I:I Addiction issues ‘ Child !gh A 5-6 m 100% 1 year survival
‘Mhb 6 -9 points 81% 1 year survival
Current Issues: | Child Pugh C > 10 points 45% | yeor survival
s 2 Grading of Encephalopathy
Suitability for liver fransplant assessment
Criteria
A patient’s current suitability for kver transplant assessment and work up is multifacteral and Triviod lack of awareness
complex. Decisions regarding this are made at consultant level with support from the MDT. Euphoria or anxiety
N 3 Shertened attenfion span
Discussion and plar There are however some clefxr foc_:tocs which, when present, rg.ndef poﬁgnts unsuitable at the impoired parformonoe of addiion
current time, and for whom “unsuitable for transplant work up™ can be ticked on the poor
prognosis scornng criteria: Lethargy or opathy
Mirimal disorientafion of fime or ploce
Ongoing alcohol use in the context of previously diagnosed alcohol related liver Subfie personality changes
disease Inapproprate behavior
Ongoing distuptive substance abuse Impaired performance of subfraction

Untreated malignancy (not including HCC)

Life expectancy < 1 year due to non-hepatic co-morbidity N ey ———

Age >75 (unless exceptional circumstances) O
. N Gross discrientation
Poor prognosis screening: cimhotic patients only Total score: l 4 l Coma
Criteria Tick If total score > 2, consider:
Child Pugh Grade C Poor prognosis discussion with patient/famity WHO performance status
= 2 liver-related adrmissions lost 6 months Poor prognosis letter to GP 0 Fully active, able to cany cut ol pre-disease performance without restiction
°W°"j9 Scorolae (ARLD pationts) *"‘“’“f‘-‘_ i P“f"“‘““ it 1 Restricted in physically sirenuous acfivity but ambulatory and abie to camy out work of a ight or
Unsuitable for transplant work-up Specialist palliative care referral sedentary nature
WHO performance status 3-4 Allecation of hepatology specialist nurse 2 Ambulatory and capable of all self-care but unable to carmry out any work activifies.
Up and about >50% of the fime
COMPLETED BY: .ocoeemcecncneeraemeeaeacenas -
SIGNED: 3 Capabie of only limited self-care
GMC NUMBER?  o.coccriassissssmssnsssassssees Confined fo bed or chair >50% of the fime
4 Completely disabled. Cannot camry out seif-care. Totally confined to bed or chair

Ref: Hudson BE, et al. Frontline Gastroenterology 2017;8:45-52. doi:10.1136/flgastro-2016-



Integrated care Role of PC in ESLD

® Several liver health professional noted that the goals of
transplant and PC were contradictory [Curative vs Palliative]

®* 70% Transplant team perceived that PC could provide only
end of life care patients

®* 70% Transplant team comfort PC to psychological support
but do not want PC to discuss prognosis and manage

symptoms

Ref: Vijeratnam, S., Candy, B., Craig, R., Marshall, A., Stone, P. and Low, J., 2021. Palliative Care for Patients with End-Stage Liver Disease on the Liver Transplant Waiting List:

An International Systematic Review. Digestive Diseases and Sciences, 66(12), pp.4072-4089..



Integrated care Role of PC in ESLD

Figure 1. Chronic care model (adapted to advanced liver disease [AdvLD] care)
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Ref: Naik, A., Arney, J., Clark, J., Martin, L., Walling, A., Stevenson, A., Smith, D., Asch, S. and Kanwal, F., 2020. Integrated Model for Patient-Centered Advanced

Liver Disease Care. Clinical Gastroenterology and Hepatology, 18(5), pp.1015-1024.



Integrated care Role of PC in ESLD

Table 2 Achievable changes

Early, open discussions around prognosis and > Discuss disease progression, potential complications and management options early with patients and carers.”
advance care planning P Provide patients and carers with opportunities to express preferences around future place and type of care.
P British Liver Trust's ‘Thinking Ahead' leaflet is available to support discussions (https://www.britishlivertrust.org.uk/liver-information/
thinking-ahead-planning-for-your-future-when-you-have-advanced-liver-disease).

Advanced liver disease MDT P Encourage discussion of patients with unstable disease.
P (Clarify optimal medical management, discuss emergency treatment plans and establish reasonable ceilings of care.
P Ensure clear, consistent communication between primary and secondary care as well as patients and carers.

Prognostic scoring » Use SPICT or Bristol Screening Tool to identify patients with ESLD who may benefit from SPC input. ¥
Hepatic encephalopathy P Education of patients and carers about recognition, avoidance and management of HE.

P Encourage patients and carers to adjust laxative doses themselves to control symptoms and reduce hospital admissions.
P Proactive use of rifaximin - second episode of HE.

Ascites P Access to day case paracentesis service.
» Consider use of LTAD or alfapump
P Pragmatic approach to diuretic use at EOL.

Malnutrition P Early referral to dietitian.

P Education of patients and carers on good nutrition in liver disease — encourage bedtime snack.
P Use liver frailty index (https://liverfrailtyindex.ucsf.edus).

Pain management P Assess for pain and advise patients, carers and GPs on safe analgesic use in advanced CLD.

P Use BASL quidelines for prescribing in advanced CLD (https://www.basl.org.uk/index.cfm/content/pagelcid/33).
Financial assistance P Provide information about local services and charities that can assist patients with applications for financial assistance.
Carer support P Early referral to carer support services, for example, respite care.

P Support to access financial assistance if eligible.

CLD, chronic liver disease; EQL, end of life; ESLD, end-stage liver disease; HE, hepatic encephalopathy; LTAD, long-term abdominal drain; SPC, specialist palliative care; SPICT, Supportive and Palliative Care Indicators Tool,

Ref: Woodland H, et al. Frontline Gastroenterology 2020;11:218-227. doi:10.1136/flgastro-2019-101180



PC symptoms in ESLD and Managem

Table 2. Symptom prevalence of patients with end-stage liver disease.

Symptom Outcome measure Papers using outcome measure Prevalence (%6)
Pain BPI radan et al.?s 7T
ESAS Poonja et al.*® 65
mMPQ Rogal et al.®? 79
Chart review Rogal et al.®s a7
Interview Roth et al.®® About 30—40 (from 6 month before
death)
Breathlessness mhRC Abdel-Bary et al.,?® Kaltsakas et al.?* S0—88
ESAS Poonja et al.*? a8
Interview Roth et al.®® About 20—45 (from 6 month before
death)
MMuscle cramps =1/month for 1year Abrams et al.,?? Baskol et al.2* 62—68
=3/month Angeli et al.22 56—57
=1 in last month Bianchi et al.2s 58
=1 in last 12 weeks Chatrath et al.?® &7

Erectile dysfunction

Insommnia

Daytime sleepiness

Fatigue
Pruritus

Anxiety

Depression

IHEF-5

IHHEF

Psychiatric interview
sSTSQs

PsCul

BMNSCL

MFSI-5F
ESS

FSi

sSelf-reported guestions

Baseline clinical data
Japanese guidance
S5TAI

HADS

ESAS

maillon behawvioral
medicine diagnostic
CES-D

BDI1

HADS

HAaM-D

ESAS

Chart review

millon behawvioral
medicine diagnostic
BEF + DSM 111

Chien et al.,®*” Huyghe et al., 3
Wang et al.5?

Klein et al.3=5

Sorrell and Brown4s

De Rui et al.z=

Gencdal et al.,?® Montagnese et al., 3%

Xiao et al.5®

Mostacci et al.3®

Rodrigue et al.**

Abdullah et al.,5?® Ghabril et al., 5=

De Ruil et al.,*® Montagnese et al., =

Mostacci et al.3®
Rodrigue et al.®=

Lai et al.>®

Bianchi et al.?s

Sumi et al. 57
Annema,’ Gutteling3*
Kalaitzakis et al.3®
Poonja et al.*®
Stewart et al.®®

Annema et al.,.”™ Baumann et al.®*
Bianchi et al.,>s Gutteling et al., 31
Singh et al.*?

Kalaitzakis et al.2®

Popovic et al.®1

Poonja et al.4®

Rogal et al.®*

Stewart et al.*®

Trzepacz et al.5®

Ref: Jen-Kuei Peng ,2018. Symptom prevalence and quality of life of patients with end-stage liver disease Palliative medicine, pp.1-13.
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PC symptoms in ESLD and Management

Paracetamol limited to 2-3g in 24hr
Opioids with caution
Avoid NSAIDs: risk of fluid retention, Gl erosions and
bleeding, renal injury

Fatigue/ Physiotherapy and Occupation Therapy assessment and
Muscle deconditioning treatment

Ascites

Dietary sodium restriction

Spironolactone up to 400mg daily

Furosemide up to 160mg daily

Therapeutic paracentesis if well enough to tolerate it

Nausea « Drugs acting on CTZ e.g. haloperidol

Peripheral oedema + Treatment of ascites

ltch + Non-drug measures
« Topical emollients
« Sertraline, ondansetron and opioid antagonists

Muscle cramps + Correct biochemical abnormalities and renal injury
+ Quinine sulfate
Hepatic » Avoid dehydration, constipation [p40] and electrolyte
encephalopathy abnormalities
Beware sedatives or other drugs as a cause
Treat sepsis if appropriate
Appropriate nutritional support
Lactulose: Start with 30-50mls tds and aim for 2-3 soft
bowel movements daily
Low mood + Psychological, social and Occupational Therapy support
and Anxiety
Variceal haemorrhage « May be a terminal event
« Recommend dark linen and protective equipment
« benzodiazepines IM/SC/PR and opioids IM/SC can help
manage distress




Thank you for
your attention




