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Cirrhosis

Cave Sheel
Cirrhosis Diagnosis & Assessment

Cirrhosis is typically diagnosed using a combination of clinical history, laboratory testing, and imaging studies; liver biopsy is
rarely required. Noninvasive markers such as an APRI score >2 or FIB-4 score >3.25 have high positive predictive value for
cirrhosis. Imaging findings, including a nodular or scalloped liver contour or splenomegaly on ultrasound, as well as increased
liver stiffness on FibroScan® or MRE, can further support the diagnosis.

A platelet count below 150,000/mm?®, in the absence of other causes, may indicate portal hypertension related to cirrhosis.
Clinical findings such as esophageal varices, hepatic encephalopathy, or ascites suggest decompensated cirrhosis.

All patients with cirrhosis should be screened for alcohol use at each visit using a validated tool (e.g., AUDIT-C), counseled to
abstain from alcohol, and referred for treatment if indicated.

Compensated Versus Decompensated Cirrhosis

The Child-Turcotte-Pugh (CTP) score is used to assess cirrhosis severity and determine whether disease is compensated or
decompensated. The score is based on bilirubin, albumin, INR, and the presence of ascites or hepatic encephalopathy.

e CTP Class A (5-6 points): Compensated cirrhosis
e CTP Class B (7-9 points): Moderately severe cirrhosis
e CTP Class C (210 points): Advanced cirrhosis

Classes B and C are generally considered indicative of decompensated cirrhosis.

Managing Cirrhosis Complications

Hepatic Encephalopathy (HE)

Hepatic encephalopathy is typically treated with lactulose, titrated to achieve 2-3 soft bowel movements daily. Rifaximin may
be used as an alternative therapy or added if lactulose alone does not adequately control symptoms.

Initial Dose Adjustments
L L 30-45mL Adjust dose (up/down — 1tbsp — 3tbsp) & frequency (daily to gid) to
actulose maintain 2-3 soft bowel movements/day (up to 6 soft BMs for those
(preferred) BID L
who have significant HE)
Rifaximin 550mg .
(alternative to lactulose or add on) BID No adjustment necessary
Ascites

Diagnostic paracentesis should be performed for new-onset ascites, hospital admission, or any significant change in clinical
status. Management includes sodium restriction to approximately 2,000 mg per day.

If serum sodium is greater than 135 mEg/L and blood pressure allows, initiate diuretic therapy with morning doses of
spironolactone and furosemide. Fluid restriction and adjustment of furosemide dosing may be considered to help improve
serum sodium levels.
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Patients with refractory ascites should be referred to a hepatologist for further evaluation and management.

Initial Dose Adjust Dose Based on BP Tolerability & to Maintain Na Level > 135mEq
Spironolactone 100 Escalate dose every 3-5 days as needed. Decrease if Na <135mEq and stop if
Single A.M. Dose mg Na <130mEq.
F'urosemlde 40mg Monitor KCL & sodium. Can increase to raise sodium level.
Single A.M. Dose

Esophageal Varices/Bleeding Varices Prophylaxis

If the following parameters are met, the patient will need a baseline EGD:

FibroScan Platelet Count Follow up EGD is based on baseline EGD findings and whether patient is on

>25 Any Platelet Level esophageal varices prophylaxis (see carvedilol or nonselective beta blocker).
No need for follow up EGD if on prophylaxis. After variceal bleed, endoscopic
2010 25 <150,000 variceal ligation should be done every 2-8 weeks will follow up EGD until
15to 20 <110,000 eradication of varices.

Esophageal Varices Prophylaxis

Drug Initial Dose How to Adjust Dose
Carvedilol Carvedilol ER Increase to 6.25mg BID after 3 days. Note: Coreg CR™ 20mg daily = Carvedilol
(nonselective beta blocker & 6.25me dail ER 6.25mg BID. Goal systolic BP > 90. Safe in CTP Class A cirrhosis. Caution
selective alpha blocker) ’ g dally with CTP Class B cirrhosis.
Propranolol 20-40mg Increase every 2-3d to max 320mg if no ascites; 80mg/d if ascites present. Goal
(alternative - NSBB) BID resting HR of 55-60 BPM and systolic BP > 90.
Nadolol 20-40mg Increase every 2-3d to max 160mg if no ascites; 80mg/d if ascites present. Goal
(alternative - NSBB) daily resting HR of 55-60 BPM and systolic BP > 90.

Coagulopathy

Thrombocytopenia (platelets <1 50,000/mm®) or an elevated INR (>1.2 on two or more occasions at least one month apart) may
occur as part of the sequelae of cirrhosis. It is important to recognize that INR does not reliably predict bleeding risk in patients
with cirrhosis. Thrombocytopenia is often associated with portal hypertension and may be accompanied by splenomegaly.

Routine Labs & Diagnostics

Baseline evaluation should include hepatitis C antibody testing, hepatitis B surface antigen (if status is unknown), HIV screening,
and consideration of autoimmune markers when there is a family history of autoimmune disease. A baseline DEXA scan is also
recommended.

Ongoing monitoring should include a comprehensive metabolic panel every 6 months, will an annual CBC and PT/INR testing.
Right upper quadrant (RUQ) ultrasound with AFP should be performed every 6 months for hepatocellular carcinoma
surveillance.

Baseline upper endoscopy (EGD) is recommended for patients with decompensated cirrhosis, cirrhosis, platelet counts below
150,000/mm?°, or (when available) a FibroScan liver stiffness score greater than 20 kPa with thrombocytopenia. Follow-up EGD
intervals depend on initial findings and whether the patient is receiving variceal prophylaxis with a nonselective beta blocker
(e.g., propranolol, nadolol, or carvedilol).
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Vaccinations Recommended

Assess hepatitis A and B immunity and vaccinate if indicated. Patients should also receive pneumococcal vaccination, annual
influenza vaccination, and all other age-appropriate routine adult immunizations in accordance with current guidelines.

Dietary & Exercise Recommendations

A daily caloric intake of approximately 35-40 kcal/kg of ideal body weight is recommended, with protein intake of about 1.2-1.5
g/kg/day to support nutritional status and muscle preservation.

Patients should aim for a balanced diet that includes vegetables, fruits, fiber-rich whole grains, and lean protein sources such as
fish, poultry, caribou, or moose, while limiting processed and fast foods. Because the cirrhotic liver has reduced energy storage
capacity, small frequent meals, including a late evening snack and breakfast upon waking, are encouraged. Branched-chain
amino acid supplements (e.g., leucine, isoleucine, and valine) may be considered when appropriate.

Sodium intake should be limited to less than 2,000 mg per day to help reduce fluid retention, edema, and ascites. For reference,
one teaspoon of salt contains approximately 2,325 mg of sodium.

Patients should avoid raw or undercooked meat and seafood due to increased infection risk associated with cirrhosis. Regular
physical activity, as tolerated, is encouraged to maintain muscle strength and overall health.

Questions or Concerns?

For clinical questions or support:

Liver Disease and Hepatitis Program

. (907) 729-1560 — Request to speak with a provider or nurse
Additional information and treatment resources:

@ www.anthc.org/hep

Calculate Child-Turcotte-Pugh (CTP) Score Calculator: https://www.hepatitisc.uw.edu/page/clinical-calculators/ctp
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