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ARTICLE INFO ABSTRACT

Keywords: Acute decompensated cirrhosis (AD) refers to the development of ascites, encephalopathy, gastrointestinal haem-
Cirrhosis orrhage, or any combination of these disorders in a patient with known or previously undiagnosed advanced
Liver . chronic liver disease. It carries a significant mortality, particularly if associated with organ failure (acute on
K::;:;pensanon chronic liver failure (ACLF)). Admissions with AD have increased by 50% over the last decade, and liver-related
Varices deaths have increased by 64% in the last 20 years. UK-wide reports and audits, including by the National Confi-
Encephalopathy 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.
Introduction History and examination

Acute decompensated cirrhosis (AD) refers to the development of as-
cites, encephalopathy and/or gastrointestinal haemorrhage in patients
with cirrhosis.! It is associated with significant (5-20%) 28-day mortal-
ity.?

There has been a 50% increase in liver-related admissions in the
last decade and a 64% increase in premature liver-related deaths in the
last 20 years.> Almost half of liver disease deaths occur in people of
working age* and liver disease mortality correlates with degree of social
deprivation.*

Following the 2013 National Confidential Enquiry into Patient Out-
come and Death (NCEPOD), which found that only 47% of patients ad-
mitted with AD received ‘good’ care,” a decompensated cirrhosis care
bundle was developed to guide management in the first 24 h of admis-
sion.® This improved care,” but the benefit was limited by low uptake
(completed in only 11.4% of AD admissions in a nationwide audit).®

Following further recent NCEPOD review,® the care bundle was re-
vised (see Fig. 1)° and strategies proposed to improve its use.’ It pro-
vides a structured approach to managing AD across the emergency de-
partment and admissions unit, and should be completed in all patients
presenting with AD within the first 6 h of admission.

Patients admitted with AD should be cared for on a specialist gas-
troenterology or hepatology ward and should be seen by a specialist,
ideally within 24 h of admission.

A careful structured history and examination are important in help-
ing to determine the stage of the patient’s disease, the potential precip-
itant of the decompensation, and to establish an appropriate ceiling of
care. Key points in the history and examination from a patient with AD
are summarised in Fig. 2.

Investigations

Initial investigations and treatments are summarised in the care bun-
dle® (Fig. 1). A full non-invasive liver screen (including liver autoanti-
bodies, ferritin and transferrin saturations, immunoglobulins, hepatitis
B/C and HIV serology) is only required if not previously performed, but
repeat viral hepatitis screen may be appropriate, including hepatitis A
and E, particularly if liver enzymes are significantly raised.

A septic screen including an ascitic tap (sent for white
cell/polymorph count (PMN) and culture, protein and albumin)
should be performed to rule out infection, irrespective of inflam-
matory markers. Spontaneous bacterial peritonitis (SBP) occurs in
approximately 10% of patients admitted with cirrhosis and is fre-
quently asymptomatic, despite carrying a high mortality if treatment
is delayed.'® Diagnosis is based on PMN cell count >250/mm? or
0.25 x 10%/L ascitic fluid. Coagulopathy and/or thrombocytopenia
are not a contraindication to an ascitic tap and checking/correction of
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Patient details
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Decompensated Cirrhosis Care Bundle - First 6 hours

(BIoods FBC, U/Es, clotting, caldum, phosphate, CRP, lactate, glucose J\
Septic screen: CXR ) Urine dipstick J  Blood cultures _J

Clinical ascites: Ascitic tap ESSENTIALZ send for MCS and protein
Request USS abdomen including Doppler of hepatic and portal vein )

VTE prophylaxis, unless platelets <50 or active bleeding

Referral to dietetics made +/- oral nutritional supplements prescribed _)
\Specialist review: refer to Gl/liver team at earliest opportunity . /

r ) 4 N
::::;g AREE. BN IV Pabrinex/Thiamine as per hospital guidelines ) n/ald
(if NO- move to next section) L Commence CIWA or GMAWS according to hospital guidelines _1

N J s

(- = (s - e % R
Spontaneous Bacterial (Diagnosis: Ascitic neutrophils >250/mm3 or >0.25 x 10°/L) e
Peritonitis? S Prescribe 1.5g/kg of 20% Human Albumin Solution (HAS)

(f NO- move to next section) Antibiotics as per hospital guidelines _)
. J . J
Cuspend all diuretics and nephrotoxic drugs _J \
Route Mtocy lniey us Flu.id res.uscmntewrm uystalloid in 250ml boluses _J waD
per KDIGO cieris® N Strict urine output monitoring J
(if NO- move to next section) ) ) h : . i ) h
At 6 hours, if deteriorating despite this, obtain senior review and
Consider escalation to ITU/HDU. )
ﬂargetﬂn—sdl. but if massive bleeding aim for Hb >8g/L \
It is not recommended to routinely correct INR/APTT with biood
Gl bleeding AND products (uniess on anticoaguiants). D
varices suspected? = -
(1f NO- move to next section) Terlipressin: if no clear contraindications® prescribe 2mg stat IV
followed by 2mg QDS U (If contraindication to Terlipressin, contact
on-call Gl bleed team and consider dose reduction/o lternate agen t‘)
(rescribe prophylactic antibiotics as per hospital guidelines L1 /
Symptoms/signs of (" )
Hepatic S Lactulose 20-30mis QDS or phosphate enema J naQ
Encephalopathy? If clinical concern, for CT head to rule out a subdural haematoma J
. -
Name ....cooeecevreercecrnneeares GrA0@ cooeeeeeee. D@ e, TIM@ . [***) Please turnover for additional information

Fig. 1. British Society of Gastroenterology, British Association for the Study of the Liver and Society of Acute Medicine Decompensated Cirrhosis Care Bundle - first
6h.°
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History
Background

History Presenting Complaint

- Known advanced liver disease? aetiology & mode of diagnosis
(clinical/biopsy/TE/imaging)

- Previous decompensation episodes and treatment

- Last endoscopy — endsocopic treatment/beta blocker

- Last surveillance liver USS: date,result

- Alcohol history: current use, dependence (AUDIT score),

prior history, abstinence/relapse

- Functional status/frailty score pre-admission

- Advanced care planning in place? Resuscitation status?

- Referred or listed for liver transplant?

- Confusion/poor concentration/sleep-wake disturbance
- Bowel frequency

Past Medical History

Drug History

Systemic Enquiry

pain

- Weight loss
Examination
Signs Of Decompensation - Jaundice

Liver disease stigmata

Signs Of Infection

\Wernicke's / Alcohol Brain Injury
Nutritional Status

- Melaena/haematemesis
- Swelling (legs, abdomen)/breathlessness
- Appetite and oral intake

- Other significant comorbidities

- Recent antibiotics or new medications
- Over-the-counter or non-prescribed drugs/supplements
- Medication concordance

- Infective symptoms: cough, breathlessness, back pain, joint
pain/swelling, diarrhoea, urinary symptoms, toothache, abdominal

- Ascites (e.g., shifting dullness)/peripheral oedema
- Encephalopathy signs: GCS, asterixis
- Rectal exam: melaena

- Spider naevi - Gynaecomastia - Palmar erythema —Splenomegaly

- Respiratory: chest signs

- Cardiac: murmurs

- Skin: cellulitis, ulcers, pressure sores

- Joints: swollen/red joints

- Abdomen: tenderness

- Oral: poor dentition

- Nystagmus - Ophthalmoplegia - Cerebellar signs - Gait disturbance

- Evidence of sarcopenia
- Weight/BMI (adjusted for ascites/oedema)

Fig. 2. History and examination in patients presenting with acute decompensated.

coagulation is not required prior to the procedure.'!

A Doppler ultrasound scan of the abdomen should be performed to
look for hepatic/portal vein thrombosis, hepatocellular carcioma and
ascites.

A CT head scan should be considered in patients with reduced con-
sciousness or focal neurology, even if encephalopathy is suspected, par-
ticularly if there is a history of head injury or falls.

Management
Alcohol

Patients with alcohol-related liver disease (ARLD) who continue
to consume alcohol should be assessed for signs and symptoms of

3

Wernicke’s encephalopathy (WE) and be prescribed parenteral thi-
amine (for at least 72 h in those with features of WE, or 24 h
for those without features of WE)? before stepping down to oral
thiamine.'2

Patients at risk of alcohol withdrawal should be assessed with a
validated tool such as the Clinical Institute Withdrawal Assessment-
Alcohol scale (CIWA)'® or the Glasgow Modified Assessment and Man-
agement of Alcohol tool (GMAWS)'# and treated with a symptom-
triggered regimen of benzodiazepines. Chlordiazepoxide can accu-
mulate in people with liver impairment/failure; consider using re-
duced doses or lorazepam (shorter acting and less likely to accumu-
late in patients with advanced liver disease) as an alternative or in
combination.
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All patients with alcohol dependence should be assessed by the
alcohol care team and receive ongoing support with alcohol reduc-
tion/abstinence.'®

Infections

Liver disease and alcohol both increase susceptibility to infections —
patients may not display typical signs of infection or have significantly
raised inflammatory markers, so a high index of suspicion is required.'®
Multidrug-resistant organisms are a growing problem, therefore empir-
ical antibiotics are not recommended.! If suspicion of infection or signs
of sepsis are present, a thorough history, examination and septic screen
should be performed, followed by broad-spectrum antibiotics based on
likely source in line with local guidelines, early de-escalation to narrow-
spectrum antibiotics based on cultures, and cessation of antibiotics once
infection is excluded.

Patients with suspected SBP should have prompt broad-spectrum an-
tibiotics according to local guidelines, modified according to ascitic fluid
culture results. SBP increases the risk of hepatorenal syndrome, there-
fore intravenous 20% albumin should be administered (1.5 g/kg albu-
min at diagnosis and 1 g/kg at 72 h).! Routine albumin is not recom-
mended in patients with other sources of infection.!”

Patients treated for SBP should start secondary prophylaxis on com-
pleting their course of antibiotics, according to local protocol (eg cotri-
moxazole 960 mg daily).'®

Acute kidney injury (AKD)

AKI affects 20-30% of patients with AD, and it is associated with a
poor outcome.'® The majority of AKI is pre-renal (47%) with 32% acute
tubular necrosis (ATN) and 23% hepatorenal syndrome (HRS) (<1%
post-renal).?°

Diuretics, beta blockers and other nephrotoxic medication should
be suspended and hypovolaemia corrected with crystalloids in 250 mL
boluses, aiming for urine output (UO) >0.5 mL/kg/hr.?? Early treatment
of infection is key. In patients with hypotension, UO <0.5 mL/kg/hr,
worsening lactate or development of respiratory failure following 6 h of
fluid resuscitation, consider escalation to a high dependency unit. Renal
replacement therapy should be considered on a case-by-case basis — only
approximately 25% recover following dialysis.>!

HRS-AKI describes AKI associated with haemodynamic changes in
patients with advanced liver disease and ascites. Without treatment, it
carries a mortality approaching 100%.'° It is diagnosed in patients with
AD and ascites, following volume expansion, treatment for any infec-
tion, and suspension of nephrotoxic medication, in the absence of struc-
tural renal disease (ie no proteinuria or haematuria, and normal kidneys
on ultrasound imaging).'° It can co-exist with other causes of AKI. Treat-
ment is with terlipressin (2-8 mg daily in divided doses or as continuous
infusion, titrated to response) and 20% albumin 100 mL twice daily.!
Terlipressin should be used with caution in older patients (>70 years
old), and patients with peripheral vascular disease or ischaemic heart
disease (as it can cause ischaemia),?? as well as those with severe renal
or liver impairment, due to increased risk of respiratory complications
and sepsis.??

Acute variceal haemorrhage (AVH)

Acute upper gastrointestinal bleeding in people with known cirrho-
sis, or first presentation AD, should be treated as AVH until proven oth-
erwise. AVH carries a 15% 30-day mortality.?* Resuscitation with blood
according to the major haemorrhage protocol should be instituted in pa-
tients with haemodynamic instability and life-threatening bleed, aiming
for a mean arterial pressure >65 mmHg (permissive hypotension may re-
duce rate of bleeding). A restrictive transfusion strategy is recommended
in those who are haemodynamically stable (transfusion below 70 g/dL
aiming for 70-80 g/dL).%> Platelet transfusion and fresh frozen plasma
are not recommended outwith the major haemorrhage protocol, as this
can increase portal hypertension and exacerbate bleeding.?> Tranexamic
acid and proton pump inhibitors are of no benefit.?®
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Pre-endoscopy, terlipressin (2 mg then 1-2 mg four times a day, un-
less contraindications) and empirical intravenous antibiotics are recom-
mended in AVH.! In those with a contraindication to terlipressin, oc-
treotide (50 ug followed by 50 ug/hr infusion) can be used.?” Recent ev-
idence suggests that stopping terlipressin once haemostasis is confirmed
(24 h post-endoscopic treatment with no evidence of bleeding) leads to
better outcomes than continuing for 72 h.?8 Intravenous erythromycin
pre-endoscopy (250 mg) helps to clear blood from the stomach and im-
prove views and endoscopic treatment.?’

Endoscopy should be undertaken within 24 h of presentation.?’
Prognostic scores such as the Blatchford score are not suitable for use
in suspected portal hypertensive bleeding. Patients with active hae-
matemesis, encephalopathy or haemodynamic instability should be in-
tubated prior to endoscopy and discussed with critical care.!

Hepatic encephalopathy (HE)

Hepatic encephalopathy can be precipitated by dehydration, elec-
trolyte disturbance, infection, sedative medication and constipation.
Ammonia levels are not required to diagnose patients with clinical
HE, but a normal ammonia can be helpful in differentiating delir-
ium from HE. All potential precipitants should be addressed by cor-
recting electrolyte imbalance, suspending sedating medication, treating
infections and by treating constipation with lactulose (aiming for 2-
3 soft stools/day) and phosphate enemas if needed. Nasogastric tube
placement should be considered in patients unable to take lactulose
orally, and patients with reduced levels of consciousness (grade 3/4
encephalopathy) should be considered for escalation of care to criti-
cal care. Rifaximin can be added to those with recurrent/chronic en-
cephalopathy to reduce risk of recurrence but does not acutely improve
HE.%0

Ascites and oedema

Patients with ascites and/or oedema should have a moderately salt-
restricted diet, under the supervision of a dietician.

Those with clinically tense ascites require paracentesis. In the ab-
sence of tense ascites, and/or where there is peripheral oedema, di-
uretics should be titrated every 72 h to aim for 0.5-1.0 kg weight
loss per day. A combination of spironolactone (starting at 100 mg) and
furosemide (starting at 40 mg) can be titrated according to potassium
levels, renal function and response.!>8

Nutrition

Malnutrition in AD is associated with increased complications in-
cluding infections, HE and ascites, and mortality.>! Patients should eat
every 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-
ments.3! All patients should be reviewed by a dietician, and high protein
supplements offered to those with/at risk of malnutrition or insufficient
oral intake. Electrolytes (potassium, magnesium and phosphate) should
be monitored and replaced if depleted. Enteral feeding should be con-
sidered in those who are unable to tolerate sufficient calories orally, but
can be risky in very confused/agitated patients.

VTE prophylaxis

Clotting parameters in patients with cirrhosis do not accurately re-
flect bleeding risk, and patients with AD are at increased risk of throm-
bosis, so all patients with platelet count >50 should have tinzaparin
thromboprophylaxis in the absence of active bleeding.’

Alcohol-associated hepatitis (AH)

Alcohol-associated hepatitis is a clinical syndrome characterised by
acute-onset jaundice in the setting of long-term heavy alcohol use.
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Decompensated Cirrhosis Discharge Bundle

This checklist should be completed by a member of the ward team. It should be started a

minimum of 48 hours prior to discharge but can be done earlier and should be completed

alongside the discharge letter. The information on the checklist should be reviewed on the
consultant ward round prior to discharge.

Clinical Medicine 25 (2025) 100534

Named consultant

Date of liver follow up appointment

Aetiology of liver disease

Cause of decompensation (if known)

Ascites

Ascites present I In

Previous SBP I In

If yes: Date

Organism (if known)
Prophylactic antibiotics Y N
If yes: name
If no: reason why
Patients with ascites who have had an episode of SBP should be considered for antibiotics
Y P is). Co tri le 480mg od first line unless icated

Current management of ascites
Diuretics Y N
Paracentesis Y N
Weight at discharge and doc in discharge letter Kg

If requiring paracentesis:

Predicted interval weeks
Day unit appointment booked for
Or Information given to patient to contact Day Unit at Freeman Hospital

Have the following been documented in the discharge letter:

Discharge creatinine Y N
Frequency of U&Es monitoring in the community Y N
Once ascites is controlled that diuretics can be reduced Y N
to the lowest effective dose

He enc:

Encephalopathy present Y N
Lactulose Y N
Rifaximin Y N

Lactulose and Rifaximin are recommended for patients with persistent or a previous un-

episode of en unless indi

Varices Y N
Grade of varices 1 2 3
Previous variceal bieed? ) ¢ N
15 a repeat OGD required? Y N
If s0, date booked for
Prophylaxis
Is patient on a B Blocker (carvedilol preferred) v N
if not, why not?
Has advice been given about titrating dose? Y N
{aimHR  60/min and SBP >100)
Variceal band ligation Y N
A repeat OGD is recommended at 4 weeks for those who have had variceal banding.
Ny lective fBlockers are d as primary p is for medium/large varices
and for small varices with red signs or Childs C cirrhosis.
Substance / alcohol misuse
Alcohol misuse Y N
Input from alcohol liaison team Y N
Community follow up plans Y N
Thiamine prescribed Y N
If treatment limitations or palliative care have been decided, has | ¥ N
this been detailed in the discharge letter and does the patient
have an appropriate Treatment Escalation Plan or Emergency
Health Care Plan?
Communication with patient
Have the following been explained to the patient and/or family?
The diagnosis of chronic liver disease Y N
The importance of abstinence (If applicable) Y N
Current medications and reasons for taking them Y N
Patient given the cirrhosis management toolkit leaflet Y N

Fig. 3. Decompensated cirrhosis discharge bundle.*”

Laboratory-based prognostic scores help determine disease severity and
guide management.>? The most important determinant of long-term out-
come is abstinence from alcohol - optimising nutrition, treating con-
comitant infections and supportive treatment for complications (includ-
ing ascites, HE, AVH, AKI) are the mainstay of in-hospital treatment.>>

Corticosteroids (prednisolone 40 mg od) are thought to be benefi-
cial for a subgroup of patients with severe AH.>? Infection and bleeding
should be excluded prior to starting steroids. If bilirubin starts to fall
in this period, corticosteroids may not be required. If corticosteroids are
started, response should be assessed at day 4-7 using the Lille score,>*3°
and treatment stopped in those who are not responding.>? In those who
respond, prednisolone is continued for 28 days.

The deteriorating patient

Patients with AD who develop acute on chronic liver failure (ACLF),
a severe form of decompensation involving organ failure and systemic
inflammation, and are suitable for treatment escalation should be re-
ferred to critical care.” Patients under 60 years old with no contraindi-
cations to transplant and, in the case of ARLD, abstinent for >3 months
who develop three-organ failure can now be referred for consideration of
urgent liver transplant assessment. A UK pilot demonstrated that trans-
plant prioritisation improved survival for this group.2’

In patients who deteriorate despite treatment, and in whom esca-
lation is considered futile, early palliative care should be considered.
Palliative care in advanced liver disease is covered elsewhere and is be-
yond the scope of this article. However, advanced liver disease carries
a significant physical and psychosocial burden, particularly in the last
year of life, and parallel planning with early palliative care improves
quality of life and even prognosis.>°

Discharge

Patients admitted with alcohol-related liver disease (AD) have high
readmission rates. Ensuring appropriate follow-up on discharge is essen-

5

tial. Patients should receive clear self-management advice, contact de-
tails for the liver team, and support for alcohol abstinence where needed.

Use of a cirrhosis discharge bundle (Fig. 3), has been shown to im-
prove follow-up and reduce readmissions.?’ Early discharge clinics can
also reduce readmissions and length of stay, and improve outcomes.>®

Advanced care planning should also be considered, discussed with
the patient and family, shared with primary care, and include commu-
nity palliative input where ongoing support is required.

Funding

This research did not receive any specific grant from funding agen-
cies in the public, commercial or not-for-profit sectors.

Declaration of competing interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

CRediT authorship contribution statement

Dina Mansour: Writing — review & editing, Writing — original draft,
Conceptualization.

References

1. Angeli P, Bernardi M, Villanueva C, et al. EASL clinical practice guidelines for the man-
agement of patients with decompensated cirrhosis. J Hepatol. 2018;69(2):406-460.

2. Moreau R, Tonon M, Krag A, et al. EASL clinical practice guidelines on
acute-on-chronic liver failure. J Hepatol. 2023;79(2):461-491.

3. NCEPOD. Remeasuring the units: an update on the organisation of alcohol-related
liver disease services. National Confidential Enquiry into Patient Outcome and. Death.
2022:1-26.

4. Office for Health Improvement & Disparities. Liver disease: applying all our health. 2022.

5. NCEPOD. Measuring the units — a review of patients who died with alcohol related liver dis-
ease. National Confidential Enquiry into Patient Outcome and Death (UK); 2013:1-13.

6. McPherson S, Dyson J, Austin A, Hudson M. Response to the NCEPOD report: devel-
opment of a care bundle for patients admitted with decompensated cirrhosis — the
first 24 h. Frontline Gastroenterol. 2016;7(1):16-23.

Descargado para Anonymous User (n/a) en Andrés Bello University de ClinicalKey.es por Elsevier en enero 13, 2026. Para uso
personal exclusivamente. No se permiten otros usos sin autorizacion. Copyright ©2026. Elsevier Inc. Todos los derechos reservados.


http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0001
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0002
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0003
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0004
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0005
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0006

D. Mansour

7.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Dyson JK, Rajasekhar P, Wetten A, et al. Implementation of a ‘care bundle’ improves
the management of patients admitted to hospital with decompensated cirrhosis. Ali-
ment Pharmacol Ther. 2016;44(10):1030-1038.

. Trainee Collaborative for Research and Audit in Hepatology UKAdmission care bun-

dles for decompensated cirrhosis are poorly utilised across the UK: results from a
multi-centre retrospective study. Clin Med. 2024;23(3):193-200.

. McPherson S, Abbas N, Allison MED, et al. Decompensated cirrhosis: an update of

the BSG/BASL admission care bundle. Frontline Gastroenterol. 2025. doi:10.1136/fl-
gastro-2025-103074.

Biggins SW, Angeli P, Garcia-Tsao G, et al. Diagnosis, evaluation, and management
of ascites, spontaneous bacterial peritonitis and hepatorenal syndrome: 2021 prac-
tice guidance by the American association for the study of liver diseases. Hepatology.
2021;74(2):1014-1048.

Mansour D, Masson S, Corless L, et al. British society of gastroenterology best prac-
tice guidance: outpatient management of cirrhosis-part 2: decompensated cirrhosis.
Frontline Gastroenterol. 2023;14(6):462-473.

NICE clinical guideline 100: alcohol-use disorders: diagnosis and clinical management of
alcohol-related physical complications; 2010:1-15.

Sullivan JT, Sykora K, Schneiderman J, Naranjo CA, Sellers EM. Assessment of alco-
hol withdrawal: the revised clinical institute withdrawal assessment for alcohol scale
(CIWA-Ar). Br J Addict. 1989;84(11):1353-1357.

McPherson A, Benson G, Forrest EH. Appraisal of the Glasgow assessment and man-
agement of alcohol guideline: a comprehensive alcohol management protocol for use
in general hospitals. QJM. 2012;105(7):649-656.

Moriarty KJ. Alcohol care teams: where are we now? Frontline Gastroenterol.
2020;11(4):293-302.

Piano S, Singh V, Caraceni P, et al. Epidemiology and effects of bacterial infections in
patients with cirrhosis worldwide. Gastroenterology. 2019;156(5) 1368-1380. e10.
China L, Freemantle N, Forrest E, et al. A randomized trial of albumin infusions in
hospitalized patients with cirrhosis. N Engl J Med. 2021;384(9):808-817.

Aithal GP, Palaniyappan N, China L, et al. Guidelines on the management of ascites
in cirrhosis. Gut. 2021;70(1):9-29.

Tariq R, Hadi Y, Chahal K, Reddy S, Salameh H, Singal AK. Incidence, mortality and
predictors of acute kidney injury in patients with cirrhosis: a systematic review and
meta-analysis. J Clin Transl Hepatol. 2020;8(2):135.

Garcia-Tsao G, Parikh CR, Viola A. Acute kidney injury in cirrhosis. Hepatology.
2008;48(6):2064-2077.

Wang PL, Silver SA, Djerboua M, Thanabalasingam S, Zarnke S, Flemming JA. Re-
covery from dialysis-treated acute kidney injury in patients with cirrhosis: a popula-
tion-based study. Am J Kidney Dis. 2022;80(1) 55-64. el.

Gluud LL, Christensen K, Christensen E, Krag A. Systematic review of ran-
domized trials on vasoconstrictor drugs for hepatorenal syndrome. Hepatology.
2010;51(2):576-584.

MHRA. Terlipressin: new recommendations to reduce risks of respiratory failure
and septic shock in patients with type 1 hepatorenal syndrome. 2024. Available:
https://www.gov.uk/drug-safety-update/terlipressin-new-recommendations-to-
reduce-risks-of-respiratory-failure-and-septic-shock-in-patients-with-type-1-
hepatorenal-syndrome.

6

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Clinical Medicine 25 (2025) 100534

Jairath V, Rehal S, Logan R, et al. Acute variceal haemorrhage in the united kingdom:
patient characteristics, management and outcomes in a nationwide audit. Dig Liver
Dis. 2014;46(5):419-426.

Villanueva C, Colomo A, Bosch A, et al. Transfusion strategies for acute upper gas-
trointestinal bleeding. N Engl J Med. 2013;368(1):11-21.

Roberts I, Shakur-Still H, Afolabi A, et al. Effects of a high-dose 24-h infusion of tranex-
amic acid on death and thromboembolic events in patients with acute gastrointestinal
bleeding (HALT-IT): an international randomised, double-blind, placebo-controlled
trial. Lancet. 2020;395(10241):1927-1936.

Sridharan K, Sivaramakrishnan G. Vasoactive agents for the management of variceal
bleeding: a mixed treatment comparison network meta-analysis and trial sequential
analysis of randomized clinical trials. Drug Res. 2019;69(9):487-495.

Vaishnav M, Biswas S, Shenoy A, et al. Comparison of 1-day versus 3-day intravenous
terlipressin in cirrhosis patients with variceal bleeding: a pilot randomised controlled
trial. Aliment Pharmacol Ther. 2024;59(5):645-655.

Siau K, Hearnshaw S, Stanley AJ, et al. British society of gastroenterology (BSG)-led
multisociety consensus care bundle for the early clinical management of acute upper
gastrointestinal bleeding. Frontline Gastroenterol. 2020;11(4):311-323.

Montagnese S, Rautou P, Romero-Gémez M, et al. EASL clinical practice guidelines
on the management of hepatic encephalopathy. J Hepatol. 2022;77(3):807-824.
Merli M, Berzigotti A, Zelber-Sagi S, et al. EASL clinical practice guidelines on nutri-
tion in chronic liver disease. J Hepatol. 2019;70(1):172-193.

Parker R, Allison M, Anderson S, et al. Quality standards for the manage-
ment of alcohol-related liver disease: consensus recommendations from the
British Association for the study of the liver and British Society of Gastroen-
terology ARLD Special Interest Group. BMJ Open Gastro. 2023;10(1):e001221.
http://bmjopengastro.bmj.com//content/10/1/e001221.abstract. doi:10.1136/bmj-
gast-2023-001221.

Thursz M, Gual A, Lackner C, et al. EASL clinical practice guidelines: management of
alcohol-related liver disease. J Hepatol. 2018;69(1):154-181.

Garcia-Saenz-de-Sicilia M, Duvoor C, Altamirano J, et al. A day-4 Lille model predicts
response to corticosteroids and mortality in severe alcoholic hepatitis. Am J Gastroen-
terol. 2017;112(2):306-315.

Louvet A, Naveau S, Abdelnour M, et al. The Lille model: a new tool for therapeutic
strategy in patients with severe alcoholic hepatitis treated with steroids. Hepatology.
2007;45(6):1348-1354.

Woodland H, Hudson B, Forbes K, McCune A, Wright M. Palliative care in
liver disease: what does good look like? Frontline Gastroenterol. 2020;11(3):218.
http://fg.bmj.com/content/11/3/218.abstract. doi:10.1136/flgastro-2019-101180.
Smethurst K, Gallacher J, Jopson L, et al. Improved outcomes following the imple-
mentation of a decompensated cirrhosis discharge bundle. Frontline Gastroenterol.
2022;13(5):409-415.

Giles B, Fancey K, Gamble K, et al. Novel, nurse-led early postdischarge clinic
is associated with fewer readmissions and lower mortality following hospi-
talisation with decompensated cirrhosis. Frontline Gastroenterol. 2024;15(2):124.
http://fg.bmj.com/content/15/2/124.abstract. doi:10.1136/flgastro-2023-102489.

Descargado para Anonymous User (n/a) en Andrés Bello University de ClinicalKey.es por Elsevier en enero 13, 2026. Para uso
personal exclusivamente. No se permiten otros usos sin autorizacion. Copyright ©2026. Elsevier Inc. Todos los derechos reservados.


http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0007
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0008
https://doi.org/10.1136/flgastro-2025-103074
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0010
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0011
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0012
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0013
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0014
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0015
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0016
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0017
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0018
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0019
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0020
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0021
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0022
https://www.gov.uk/drug-safety-update/terlipressin-new-recommendations-to-reduce-risks-of-respiratory-failure-and-septic-shock-in-patients-with-type-1-hepatorenal-syndrome
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0024
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0025
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0026
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0027
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0028
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0029
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0030
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0031
http://bmjopengastro.bmj.com//content/10/1/e001221.abstract
https://doi.org/10.1136/bmjgast-2023-001221
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0033
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0034
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0035
http://fg.bmj.com/content/11/3/218.abstract
https://doi.org/10.1136/flgastro-2019-101180
http://refhub.elsevier.com/S1470-2118(25)00252-0/sbref0037
http://fg.bmj.com/content/15/2/124.abstract
https://doi.org/10.1136/flgastro-2023-102489

	Management of acute decompensated cirrhosis
	Introduction
	History and examination
	Investigations
	Management
	Alcohol
	Infections
	Acute kidney injury (AKI)
	Acute variceal haemorrhage (AVH)

	Hepatic encephalopathy (HE)
	Ascites and oedema
	Nutrition
	VTE prophylaxis
	Alcohol-associated hepatitis (AH)
	The deteriorating patient
	Discharge

	Funding
	Declaration of competing interest
	CRediT authorship contribution statement
	References


