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Case #1

• 45 YOM with history of alcohol-related cirrhosis 
with hepatic hydrothorax requiring weekly 
thoracentesis presents with shortness of breath

• Labs on hospitalization demonstrate total bilirubin 
6.3, Cr 1.7, MELD-Na 25, albumin 2.8

• Albumin infusion ordered with goal target 3-3.5 g/dL



L China et al. N Engl J Med 2021;384:808-817.

End Points.*

China et al, NEJM, 2021.



L China et al. N Engl J Med 2021;384:808-817.

Serious Adverse Events.*

China et al, NEJM, 2021.
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Takeaways

• Albumin infusion with goal target of 3 g/dL is 
not associated with better outcomes

• Albumin indicated in setting of SBP (protective 
of kidneys)
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IR calls after thoracentesis and 
asks you to put in a referral for 
TIPS….



Development of Portal Hypertension

Garcia-Tsao et al, AASLD Guideline on Portal 
Hypertensive Bleeding, 2017. 



TIPS

Clinical Gastroenterolology and 
Hepatology, 2011.
Bhogal et al, Clinical Liver Disease, 
2012.

Indications:
• Refractory ascites and/or hydrothorax
• Uncontrolled or recurrent variceal bleeding



TIPS-associated risks

• Heart failure
– Pre-procedure TTE needed

• Liver decompensation
– Higher risk if bilirubin > 3 and/or MELD-Na > 18

• Hepatic encephalopathy
– Incidence post TIPS can range from 20-40%, 

refractory disease around ~10%

– Consideration for prophylactic lactulose

– TIPS can be narrowed/constrained pending clinical 
course

Casadaban et al, Dig Dis Sci, 2015.
Fonio et al, Radiol Med, 2017.
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Takeaways

• TIPS should likely be avoided for this patient due to high 
MELD-Na and associated risk of liver-related 
decompensation (MELD-Na > 18)

• Very important to consider home environment of patient 
before TIPS given risk of HE, need for monitoring at 
home

• What else should we consider for this patient?
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Liver Transplantation

• Any decompensation of liver disease 
is a reason to consider if patient 
would be a liver transplant 
candidate
– In some situations – removing 

the offending agent (HCV, 
alcohol) can lead to significant 
improvement and reduce need 
for transplant

• Consider other factors: age, 
comorbidities, substance use 
disorder, social support

• MELD-Na>15 – threshold at which 
benefit > risk

• HCC within Milan criteria



The ‘Survival Benefit’ of Liver
Transplant

Mortality Risk with liver transplant –
Mortality Risk without liver transplant

Merion et al, Am J Transpl, 2005

• LT survival benefit: MELD score > 15



Liver Transplant Contraindications
Relative Absolute

MELD <15 Severe pulmonary hypertension

Mod PHT (mean PAP >35) Brain death

Poor social support Sepsis

Severe psychiatric disease Active/untreated alcohol/substance use
disorders

Portal/mesenteric thrombosis AIDS

HIV Extrahepatic malignancy

Age >70-75 years Advanced cardiopulmonary disease

Morbid obesity (BMI >40-45)

Malnutrition (BMI <19)

Poor functional status

Prior abdominal surgery



Complications of Liver Transplant
• Bleeding
• Bile duct issues

• Anastomotic stricture
• Bile leak
• Ischemic cholangiopathy (high risk with DCD donor)

• Hepatic artery thrombosis
• Primary non-function (transplanted graft does not work)
• Rejection

• Acute cellular
• Chronic

• Long-term
• Malignancy (skin cancer is highest risk)
• Metabolic complications from immune suppressives (DM, HTN, kidney 

disease, HLD
• Osteoporosis



Trends in Liver Transplant

Source: OPTN/SRTR, 2020.
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Case #2
• 67 YOF with NASH cirrhosis complicated by ascites who presents with 

confusion; this is her 3rd hospitalization this month
• Diagnosed with SBP and treated with antibiotics and albumin
• She feels she is eating well though she has lost significant weight and muscle 

over the last few weeks/months
• Previously could perform IADL’s now requiring significant assistance –

unable to walk medium/long distances
• Patient has outpatient referral for liver transplant pending – she feels she is 

ready to go home now after completing antibiotics 



Malnutrition, Frailty, and Sarcopenia in Patients With Cirrhosis: 2021 Practice 

Guidance by the American Association for the Study of Liver Diseases

Hepatology, Volume: 74, Issue: 3, Pages: 1611-1644, First published: 07 July 2021, DOI: (10.1002/hep.32049) 



Lai et al, AASLD Practice Guidelines, 2021.



Malnutrition, Frailty, and Sarcopenia in Patients With Cirrhosis: 2021 

Practice Guidance by the American Association for the Study of Liver 

Diseases

Hepatology, Volume: 74, Issue: 3, Pages: 1611-1644, First 

published: 07 July 2021, DOI: (10.1002/hep.32049) 
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Takeaways

• Frailty is a serious concern in those with decompensated 
cirrhosis and could potentially preclude liver transplant
– Consider PT/OT, nutrition consults for most inpatients 

with decompensated cirrhosis
• There is not one superior tool for assessment of frailty
• Early intervention is key
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Case #3

• 69 YOM with HCV-related cirrhosis complicated by 
ascites, hepatic encephalopathy, bleeding from 
esophageal varices with MELD-Na 25 hospitalized 
with HE

• He is wondering about overall prognosis
• What to discuss next? 



The Reality of Organ Transplant
Supply-Demand Mismatch

The Supply

Annual U.S. Liver Transplants
• 8,906 (2020)
• Deceased-donor: 8,415
• Living-donor: 491

From: CDC WONDER, American Cancer Society, 
Organ Procurement and Transplantation Network

The Demand

Annual U.S. Deaths
• Cirrhosis: 44,358 (2019)
• HCC: 30,230 (2021)

>>>>>>



D’Amico, Journal of Hepatology 2006

Survival in Compensated and 
Decompensated Cirrhosis



https://cdn.hepatitisc.uw.edu/doc/125-3/child-turcotte-pugh-classification-severity-liver-disease.jpg

100% 1 year survival
80%
45%
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MELD
• Originally designed to predict 

mortality after TIPS
• Predicts 3 month mortality
• Model of End-Stage Liver Disease-

Na (Na-MELD)
• Components:

– Total bilirubin
– INR
– Creatinine
– Na

• Currently used to prioritize 
patients waiting on the liver 
transplant list

https://cdn.hepatitisc.uw.edu/

https://cdn.hepatitisc.uw.edu/


Mazzarelli et al, Liver Transplantation, 2018.



Palliative Care in Liver Disease
• Referrals are often quite late in clinical course or non-existent

– Kathpalia et al
• 17% of patients who died awaiting liver transplant received referral to 

palliative care

• Majority of evaluations happened in the inpatient setting

• Half of evaluations occurred at late stage, within 72 hours of patient’s 
death

– Poonja et al
• Of those removed from transplant waiting list, only 11% received a referral 

to palliative care despite > 50% of patients having severe symptoms

• Goals of care and code status are rarely discussed with patients

Kathpalia et al, World J Transplant, 2016.

Poonja et al, Clin Gastroenterol Hepatol, 2014.



Underutilization of palliative care 
in those denied for transplant

• ~35% of patients received inpatient palliative care 
consultation with similar percentage referred 
directly to hospice

• ~28% of patients transitioned to comfort measures 
without palliative care consultation

• Median time interval between denial for liver 
transplant and palliative care consultation was 28 
days

Kelly et al, Ann Hepatol, 2017. 
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Takeaways

• Decompensated cirrhosis is associated with 
increased mortality with varying predictive 
tools

• Palliative care is under-utilized especially at an 
early stage in advanced liver disease



Thank You


