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a b s t r a c t 

Acute decompensated cirrhosis (AD) refers to the development of ascites, encephalopathy, gastrointestinal haem- 

orrhage, or any combination of these disorders in a patient with known or previously undiagnosed advanced 

chronic liver disease. It carries a significant mortality, particularly if associated with organ failure (acute on 

chronic liver failure (ACLF)). Admissions with AD have increased by 50% over the last decade, and liver-related 

deaths have increased by 64% in the last 20 years. UK-wide reports and audits, including by the National Confi- 

dential Enquiry into Patient Outcome and Death, have revealed unwarranted variation in care and outcomes for 

patients with AD. This article summarises the management of patients admitted with AD, including the British 

Society of Gastroenterology (BSG) / British Association for the Study of the Liver (BASL) / Society of Acute 

Medicine (SAM) decompensated cirrhosis care bundle, developed for completion in the first 6 h of admission to 

standardise care for these complex patients. 
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Acute decompensated cirrhosis (AD) refers to the development of as-

ites, encephalopathy and/or gastrointestinal haemorrhage in patients

ith cirrhosis. 1 It is associated with significant (5–20%) 28-day mortal-

ty. 2 

There has been a 50% increase in liver-related admissions in the

ast decade and a 64% increase in premature liver-related deaths in the

ast 20 years. 3 Almost half of liver disease deaths occur in people of

orking age 4 and liver disease mortality correlates with degree of social

eprivation. 4 

Following the 2013 National Confidential Enquiry into Patient Out-

ome and Death (NCEPOD), which found that only 47% of patients ad-

itted with AD received ‘good’ care, 5 a decompensated cirrhosis care

undle was developed to guide management in the first 24 h of admis-

ion. 6 This improved care, 7 but the benefit was limited by low uptake

completed in only 11.4% of AD admissions in a nationwide audit). 8 

Following further recent NCEPOD review, 3 the care bundle was re-

ised (see Fig. 1 ) 9 and strategies proposed to improve its use. 9 It pro-

ides a structured approach to managing AD across the emergency de-

artment and admissions unit, and should be completed in all patients

resenting with AD within the first 6 h of admission. 

Patients admitted with AD should be cared for on a specialist gas-

roenterology or hepatology ward and should be seen by a specialist,

deally within 24 h of admission. 
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istory and examination 

A careful structured history and examination are important in help-

ng to determine the stage of the patient’s disease, the potential precip-

tant of the decompensation, and to establish an appropriate ceiling of

are. Key points in the history and examination from a patient with AD

re summarised in Fig. 2 . 

nvestigations 

Initial investigations and treatments are summarised in the care bun-

le 9 ( Fig. 1 ). A full non-invasive liver screen (including liver autoanti-

odies, ferritin and transferrin saturations, immunoglobulins, hepatitis

/C and HIV serology) is only required if not previously performed, but

epeat viral hepatitis screen may be appropriate, including hepatitis A

nd E, particularly if liver enzymes are significantly raised. 

A septic screen including an ascitic tap (sent for white

ell/polymorph count (PMN) and culture, protein and albumin)

hould be performed to rule out infection, irrespective of inflam-

atory markers. Spontaneous bacterial peritonitis (SBP) occurs in

pproximately 10% of patients admitted with cirrhosis and is fre-

uently asymptomatic, despite carrying a high mortality if treatment

s delayed. 10 Diagnosis is based on PMN cell count > 250/mm3 or

.25 × 109 /L ascitic fluid. Coagulopathy and/or thrombocytopenia

re not a contraindication to an ascitic tap and checking/correction of
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Fig. 1. British Society of Gastroenterology, British Association for the Study of the Liver and Society of Acute Medicine Decompensated Cirrhosis Care Bundle – first 

6 h. 9 
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Fig. 2. History and examination in patients presenting with acute decompensated. 
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oagulation is not required prior to the procedure. 11 

A Doppler ultrasound scan of the abdomen should be performed to

ook for hepatic/portal vein thrombosis, hepatocellular carcioma and

scites. 

A CT head scan should be considered in patients with reduced con-

ciousness or focal neurology, even if encephalopathy is suspected, par-

icularly if there is a history of head injury or falls. 

anagement 

lcohol 

Patients with alcohol-related liver disease (ARLD) who continue

o consume alcohol should be assessed for signs and symptoms of
3
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ernicke’s encephalopathy (WE) and be prescribed parenteral thi-

mine (for at least 72 h in those with features of WE, or 24 h

or those without features of WE) 9 before stepping down to oral

hiamine. 12 

Patients at risk of alcohol withdrawal should be assessed with a

alidated tool such as the Clinical Institute Withdrawal Assessment-

lcohol scale (CIWA) 13 or the Glasgow Modified Assessment and Man-

gement of Alcohol tool (GMAWS) 14 and treated with a symptom-

riggered regimen of benzodiazepines. Chlordiazepoxide can accu-

ulate in people with liver impairment/failure; consider using re-

uced doses or lorazepam (shorter acting and less likely to accumu-

ate in patients with advanced liver disease) as an alternative or in

ombination. 
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All patients with alcohol dependence should be assessed by the

lcohol care team and receive ongoing support with alcohol reduc-

ion/abstinence. 15 

nfections 

Liver disease and alcohol both increase susceptibility to infections –

atients may not display typical signs of infection or have significantly

aised inflammatory markers, so a high index of suspicion is required. 16 

ultidrug-resistant organisms are a growing problem, therefore empir-

cal antibiotics are not recommended. 1 If suspicion of infection or signs

f sepsis are present, a thorough history, examination and septic screen

hould be performed, followed by broad-spectrum antibiotics based on

ikely source in line with local guidelines, early de-escalation to narrow-

pectrum antibiotics based on cultures, and cessation of antibiotics once

nfection is excluded. 

Patients with suspected SBP should have prompt broad-spectrum an-

ibiotics according to local guidelines, modified according to ascitic fluid

ulture results. SBP increases the risk of hepatorenal syndrome, there-

ore intravenous 20% albumin should be administered (1.5 g/kg albu-

in at diagnosis and 1 g/kg at 72 h). 1 Routine albumin is not recom-

ended in patients with other sources of infection. 17 

Patients treated for SBP should start secondary prophylaxis on com-

leting their course of antibiotics, according to local protocol (eg cotri-

oxazole 960 mg daily). 18 

cute kidney injury (AKI) 

AKI affects 20–30% of patients with AD, and it is associated with a

oor outcome. 19 The majority of AKI is pre-renal (47%) with 32% acute

ubular necrosis (ATN) and 23% hepatorenal syndrome (HRS) ( < 1%

ost-renal). 20 

Diuretics, beta blockers and other nephrotoxic medication should

e suspended and hypovolaemia corrected with crystalloids in 250 mL

oluses, aiming for urine output (UO) > 0.5 mL/kg/hr. 20 Early treatment

f infection is key. In patients with hypotension, UO < 0.5 mL/kg/hr,

orsening lactate or development of respiratory failure following 6 h of

uid resuscitation, consider escalation to a high dependency unit. Renal

eplacement therapy should be considered on a case-by-case basis – only

pproximately 25% recover following dialysis. 21 

HRS-AKI describes AKI associated with haemodynamic changes in

atients with advanced liver disease and ascites. Without treatment, it

arries a mortality approaching 100%. 10 It is diagnosed in patients with

D and ascites, following volume expansion, treatment for any infec-

ion, and suspension of nephrotoxic medication, in the absence of struc-

ural renal disease (ie no proteinuria or haematuria, and normal kidneys

n ultrasound imaging). 10 It can co-exist with other causes of AKI. Treat-

ent is with terlipressin (2–8 mg daily in divided doses or as continuous

nfusion, titrated to response) and 20% albumin 100 mL twice daily. 1 

erlipressin should be used with caution in older patients ( > 70 years

ld), and patients with peripheral vascular disease or ischaemic heart

isease (as it can cause ischaemia), 22 as well as those with severe renal

r liver impairment, due to increased risk of respiratory complications

nd sepsis. 23 

cute variceal haemorrhage (AVH) 

Acute upper gastrointestinal bleeding in people with known cirrho-

is, or first presentation AD, should be treated as AVH until proven oth-

rwise. AVH carries a 15% 30-day mortality. 24 Resuscitation with blood

ccording to the major haemorrhage protocol should be instituted in pa-

ients with haemodynamic instability and life-threatening bleed, aiming

or a mean arterial pressure > 65 mmHg (permissive hypotension may re-

uce rate of bleeding). A restrictive transfusion strategy is recommended

n those who are haemodynamically stable (transfusion below 70 g/dL

iming for 70–80 g/dL). 25 Platelet transfusion and fresh frozen plasma

re not recommended outwith the major haemorrhage protocol, as this

an increase portal hypertension and exacerbate bleeding. 25 Tranexamic

cid and proton pump inhibitors are of no benefit. 26 
4
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Pre-endoscopy, terlipressin (2 mg then 1–2 mg four times a day, un-

ess contraindications) and empirical intravenous antibiotics are recom-

ended in AVH. 1 In those with a contraindication to terlipressin, oc-

reotide (50 𝜇g followed by 50 𝜇g/hr infusion) can be used. 27 Recent ev-

dence suggests that stopping terlipressin once haemostasis is confirmed

24 h post-endoscopic treatment with no evidence of bleeding) leads to

etter outcomes than continuing for 72 h. 28 Intravenous erythromycin

re-endoscopy (250 mg) helps to clear blood from the stomach and im-

rove views and endoscopic treatment. 29 

Endoscopy should be undertaken within 24 h of presentation. 29 

rognostic scores such as the Blatchford score are not suitable for use

n suspected portal hypertensive bleeding. Patients with active hae-

atemesis, encephalopathy or haemodynamic instability should be in-

ubated prior to endoscopy and discussed with critical care. 1 

epatic encephalopathy (HE) 

Hepatic encephalopathy can be precipitated by dehydration, elec-

rolyte disturbance, infection, sedative medication and constipation.

mmonia levels are not required to diagnose patients with clinical

E, but a normal ammonia can be helpful in differentiating delir-

um from HE. All potential precipitants should be addressed by cor-

ecting electrolyte imbalance, suspending sedating medication, treating

nfections and by treating constipation with lactulose (aiming for 2–

 soft stools/day) and phosphate enemas if needed. Nasogastric tube

lacement should be considered in patients unable to take lactulose

rally, and patients with reduced levels of consciousness (grade 3/4

ncephalopathy) should be considered for escalation of care to criti-

al care. Rifaximin can be added to those with recurrent/chronic en-

ephalopathy to reduce risk of recurrence but does not acutely improve

E. 30 

scites and oedema 

Patients with ascites and/or oedema should have a moderately salt-

estricted diet, under the supervision of a dietician. 

Those with clinically tense ascites require paracentesis. In the ab-

ence of tense ascites, and/or where there is peripheral oedema, di-

retics should be titrated every 72 h to aim for 0.5–1.0 kg weight

oss per day. A combination of spironolactone (starting at 100 mg) and

urosemide (starting at 40 mg) can be titrated according to potassium

evels, renal function and response. 1 , 18 

utrition 

Malnutrition in AD is associated with increased complications in-

luding infections, HE and ascites, and mortality. 31 Patients should eat

very 2–3 h, including a bedtime snack, and have a high-protein diet

1.5 g/kg/day), rarely achievable in hospital without nutritional supple-

ents. 31 All patients should be reviewed by a dietician, and high protein

upplements offered to those with/at risk of malnutrition or insufficient

ral intake. Electrolytes (potassium, magnesium and phosphate) should

e monitored and replaced if depleted. Enteral feeding should be con-

idered in those who are unable to tolerate sufficient calories orally, but

an be risky in very confused/agitated patients. 

TE prophylaxis 

Clotting parameters in patients with cirrhosis do not accurately re-

ect bleeding risk, and patients with AD are at increased risk of throm-

osis, so all patients with platelet count > 50 should have tinzaparin

hromboprophylaxis in the absence of active bleeding. 9 

lcohol-associated hepatitis (AH) 

Alcohol-associated hepatitis is a clinical syndrome characterised by

cute-onset jaundice in the setting of long-term heavy alcohol use.
 de ClinicalKey.es por Elsevier en enero 13, 2026. Para uso 
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Fig. 3. Decompensated cirrhosis discharge bundle. 37 
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aboratory-based prognostic scores help determine disease severity and

uide management. 32 The most important determinant of long-term out-

ome is abstinence from alcohol – optimising nutrition, treating con-

omitant infections and supportive treatment for complications (includ-

ng ascites, HE, AVH, AKI) are the mainstay of in-hospital treatment. 33 

Corticosteroids (prednisolone 40 mg od) are thought to be benefi-

ial for a subgroup of patients with severe AH. 32 Infection and bleeding

hould be excluded prior to starting steroids. If bilirubin starts to fall

n this period, corticosteroids may not be required. If corticosteroids are

tarted, response should be assessed at day 4–7 using the Lille score, 34 , 35 

nd treatment stopped in those who are not responding. 32 In those who

espond, prednisolone is continued for 28 days. 

he deteriorating patient 

Patients with AD who develop acute on chronic liver failure (ACLF),

 severe form of decompensation involving organ failure and systemic

nflammation, and are suitable for treatment escalation should be re-

erred to critical care. 2 Patients under 60 years old with no contraindi-

ations to transplant and, in the case of ARLD, abstinent for > 3 months

ho develop three-organ failure can now be referred for consideration of

rgent liver transplant assessment. A UK pilot demonstrated that trans-

lant prioritisation improved survival for this group. 20 

In patients who deteriorate despite treatment, and in whom esca-

ation is considered futile, early palliative care should be considered.

alliative care in advanced liver disease is covered elsewhere and is be-

ond the scope of this article. However, advanced liver disease carries

 significant physical and psychosocial burden, particularly in the last

ear of life, and parallel planning with early palliative care improves

uality of life and even prognosis. 36 

ischarge 

Patients admitted with alcohol-related liver disease (AD) have high

eadmission rates. Ensuring appropriate follow-up on discharge is essen-
5
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ial. Patients should receive clear self-management advice, contact de-

ails for the liver team, and support for alcohol abstinence where needed.

Use of a cirrhosis discharge bundle ( Fig. 3 ), has been shown to im-

rove follow-up and reduce readmissions. 37 Early discharge clinics can

lso reduce readmissions and length of stay, and improve outcomes. 38 

Advanced care planning should also be considered, discussed with

he patient and family, shared with primary care, and include commu-

ity palliative input where ongoing support is required. 
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