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Aims of the session

* Background to H
* What is cirrhosis

+ Complications of cirrhosis

* Nurses role in managing complications
of cirrhosis

* Bringing it all together
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HCV and cirrhosis

* Liver disease causes apprae
deaths

* 90% of people who die from liver disease are
under 70 years old

* More than 1-in-10 deaths of people in their 40s
are from liver disease

* People dying from liver disease often have
complex end of life care needs and over 70%
die in hospital

www.hcvaction.org.uk September 2013
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HCV and cirrhosis

+ The efficacy of tl
with government fundlng and
operational delivery networks (ODNs) is resulting
many more people with chronic liver disease being
cured of HCV.

# With the added longer-term benefits on underlying
liver pathology

* PHE estimates that 160,000 people in England are
infected with HCV with many still unaware of their
infection. (Williams, 2015)
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Natural History of HCV

HCV infection

!

~ Acute infection
20-30% wvith symptoms

Clearance of HCW RNA Fulminant hepatitis
15-25% rare
Chronic infection
75-85%
Extrahepatic
manifestations
Chronic active
hepatitis
Cirrhosis
10-20% over 20 years
Decompensated i:irrhosis HCC
5-year survival rate
of 50% 1-4% per year

From: Dooley (ed.) Sherock's Diseases of the Liver and Biliary system
(12" edn) @ 2011 by Blackwell publishing L td.
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Stage components of the Ishak score

for fibrosis

Ishak stage: Ishak stage: Fibrosis
Appearance Categorical description Categorical measurement*
assignment
B
: Mo fibrosis {(normal) 0 1.9%

= 5.5 - Fibrous expansion 1 3.0%

of some portal areas =

short fibrous septa

Fibrous expansion of mast 2 3.6%

portal areas + short fibrous

septa

Fibrous expansion of most 3 6.5%

portal areas with occasional

portal to portal (P-P) bridging

Fibrous expansion of portal areas with 4 13.7%

marked bridging (portal to portal (P-P)

as well as portal to central (P-C))

Marked bridging (P-P and/or 5 24.3%

P-C), with occasional nodules

(incomplete cirrhosis)

Cirrhosis, probable or definite 6 27.8%

From: Dooley (ed.) Sherlock’s Diseases of the Liver and Biliary system (12" edn) @ 2011 by Blackwell publishing Ltd,
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Remember liver disease can have
severalcauses

Age/duration Male

N\ L

Alcohol Chronic HBV

Obesity reig ) e Chronic
. HCV
Drugs // \\lmn
Metabolic syndrome Alpha-1-antitrypsin

From: Deoley {ed.) Sherlock's Diseases of the Liver and Biliary system
(12" adn) @ 2011 by Blackwell publishing Lid,
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Changing Landscape of HCV Cirrhosis

* With the Early Acces ,
February 2016 to those W|th mild to's |
more patient will be treated and with a success rate
of around 95% for most genotypes.

* This should prevent many developing cirrhosis in the
future and its complications especially Hepatocellular
Carcinoma (HCCQ).

* BUT we don’t know what the time frame is for the
benefits of sustained viral response in these patients
so screening for complications is still important
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Making the diagnosis of cirrhosis in
HCV

Risk factors for ira

But don’t forget other risks such as z
at risk populations

* Blood tests to make the diagnosis and rule out other causes -
liver database

*  Anti-HCV antibodies are the first-line diagnostic test for
HCV infection
* |f anti-HCV antibodies are detected, HCV RNA should
be determined by a sensitive molecular method (EASL, 2015)
* Non-invasive tests such as fibroscan to detect liver stiffness
* 12.5 is indicative of cirrhosis
* 11.5 for access to the new medications via NHS England
* Radiological — ultrasound or CT scan
BUT liver biopsy still gold standard if any doubt
Royal Free London

NHS Foundation Trust




HCV and cirrhosis

* Many patients will still pre
disease with cirrhosis and its complica
include:

* Jaundice

* Variceal Bleeding

* Ascites

* Hepatic Encephalopathy

* Sepsis

* Hepato-renal syndrome

* Malnourished

+ Hepatocellular carcinoma (HCC)
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Physical signs of cirrhosis

2 L AIEAl e b= L AR T .
From: Dooley (ad.) Sherlock's Diseases of the Liver and Biliary system
(12" adn) @ 2011 by Blackwall publishing Ltd.
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From: Dooley (ed.) Sherlock’s Diseasas of the Liver and Biliary system
(12" edn) © 2011 by Blackwell publishing Ltd.

Erom: Dooley (ed:) Shaerock’s Disgases of the Livar and Biliary system
(12" adn) © 2011 by Blackwall puilishing L. td.



Complications of liver disease
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Development of complications of

cirrhosis

Cirrhosis

!

Portal
hypertension

Collateral ==-

Increased
splanchnic
blood flow

formation

Peripheral arterial

» vasodilatation
Central underfilling

Bleeding varices

Hepatic
encephalopathy

Ascites

Hepatorenal
syndrome

Hyponatraemia

Hepatopulmonary
syndrome

High output
cardiac failure

From: Dooley (ed.) Sherlock's Diseaseas of the Liver and Biliary system
(12" edn) © 2011 by Blackwell publishing L td.
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Management of ascites

+ Ascites look out for:

*

—SPIro A
Spontaneous bacterial 400mg po
peritonitis * Do aurinary Na

* No added salt diet

* Add furosemide if leg oedema

* Dehydration
* |Impaired renal function

present
* Low Na * May become diuretic resistant
« Hepatic Encephalopathy ~ /unresponsive:

* Regular paracentesis

* Umbilical hernle.ls and * TIPS [ Candidate for alpha pump in
bowel obstruction clinical trial

* Transplant assessment
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Management of Hepatic

Encephalopathy (HE)

* HE - can be difficult to precipi:

detect # Over diuresed
Sepsis

Variceal Bleeding
Constipation
Sedation

* Early signs can affect sleep
pattern, concentration,

* ¥ % %

* Worsening cognitive

behaviour, * Treat by treating cause and use
I lactulose to pull out toxins in the gut
*
Inability to work (it changes the Ph of gut)
% Change in personality * Add in Rifaximin if second episode
. on lactulose
* Drowsiness « Patient and carer educations about

early identification

* Coma (EASL, 2014) * Consider referral for transplantation

Royal Free London NHS

NHS Foundation Trust



*

*

Management of Variceal Bleeding

Endoscopic appearances
(size, red signs, active
bleeding)

Wall tension

Portal pressure (HVPG 12,
20)

Alcohol
HCC

MELD/SOFA/APACHE
(Tripathi, 2015)

*

Consider co-morbidities, age,
haemodynamic status, ongoing bleeding

Must correct hypovolaemia and promote
tissue oxygenation

Restrict transfusion?

Antibiotics before endoscopy —proven to
reduce mortality,

Endoscopy when stable (consider
intubation if cont bleeding).

Give terlipressin 2mg IV

Banding if oesophageal varices or glue if
gastric



DU




Acute variceal bleading
in-a cirrhotic patient

v

P

L

Resuscitation

+ Consider Intubation
« High flow 02

* Intravenous access
* Blood transiusion

- Antibiotics

* Terlipressin / somatostatin )

v

Overview of managing a
variceal bleed

( Gastroscopy as soon as possible but within 24 hours J

Qesophageal Variceal Bleeding

v

Variceal Band Ligation

)
)

g

Gastric Variceal Bleading’

v

Cyanoacrylate injection
or thrombin'!

e v

'

Control of bleading

) (

Failure to control bleeding

v v

- RN '8 )
Secondary Childs B with Resuscitation +/-
prophylaxis active bleeding balloon tamponade

after day 5 with or Childs G (10- \ /
VBL + NSBEB or 13 points) and , + y
NSBB/VBL within 72h of
: o Covered TIPSS
\ alona (see text) ! indax bleed J—u} patent portal vein'
.

Rebleading

Tipathi et al, Gut 2015

v

Secondary prophylaxis after
day 5 with cyanoacrylate injection.
Consider NSBB or thrombin. TIPSS is
an option if large/multiple varices

h 4
Rebleading ]

= Depending an local resources or consider
referral to spacialist centra.

" Consider shunt surgary in well compansatad
patlents oo if TIPSS not feasible.
In-segmental portal hypertension consider
splenectomy or splenic arlery embalization

T EOV-2 and GV, GOV-1 1o be treated as
oesophageal varices.

"t TIPSS can be considersd depanding on local
resources and clinical juedogement.

VBL - variceal band ligation

MSBB - non sslective beta-blockans

GOV-1 - gastre-pesophagenl varices typa 1
E0V-2 - gastro-oesophageal varices type 2
¥E\ - isolated gastric varices



Surveillance for HCC in stable
cirrhotic’ s

Important to undertake

+ Patients have no complications of their cirrhosis
* |s now often nurse led

* Aim to see patients early with cirrhosis to:

# screen for changes in liver functions tests (can have cirrhosis
with normal LFTs) and AFP (alpha-fetoprotein),

* ultrasound to look for hepatocellular carcinoma

* Endoscopy - to look for oesophageal and /or gastric varices
(repeat 3 yearly if no varices seen or 1 yearly if small varices
seen)

Royal Free London [A'/2 A
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Surveillance for HCC in stable

cirrhotic’ s

The increasing prevalence of H
cost to the health service.

* Poor surveillance for patients with cirrhosis at risk of HCC
was noted (Williams,2015).

* Many HCV patients think and worry about when they will
get HCC not if.

# A recent national audit (Cross, 2015) revealed - 63% of
new cases were detected only at the incurable stage and
there are problems accessing interventional radiology
with time to treatment being longer than the

recommended two week wait.
Royal Free London

NHS Foundation Trust




Surveillance for HCC in stable
cirrhotic’s

Its in well with a nt
* Adds consistency to patients care
* More likely to get ultrasound scans done in a timely way

* Can be seenin a ratio of 2/3 visits to the nurse and 1 to the
consultant

* Able to develop relationship with patient and address
other areas of possible concerns such as:
* Excess alcohol intake
* Management of drugs such as methadone etc.
* Tight control of diabetes
* Weight loss if 2 NAFLD also suspected
* Family screening — if appropriate

Royal Free London NHS |

NHS Foundation Trust



Screening for varices can prevent

Common sites for varices
* Oesophagus (90%)

* Gastric (8%)

e Other (2%)

Royal Free London NHS

NHS Foundation Trust



Management HCC

May present if patient i
surveillance programme or

with decompensation with # Possible resectioni
ascites and/or a variceal A and HWPG less than 6mmhg

bleed * Trans arterial Chemo-Embolisation
(TACE) /[Embolisation

* CTscanand MRIto confirm. . New and novel treatment -Sorfenib
* Referral to HCC MDT for plan  * Consider liver transplantation but
in the HCV patient consider:

* Compliance with treatments

* Stopped alcohol

+ Need more specialist centres « Can be on Methadone but need to
across the UK to deal with be stable
increasing demand * HIV not a contraindication

* Be seenin joint, oncology,
surgical and hepatology clinic



End of life care in patients with

cirrhosis

* End of life care has been recog
the liver patient’s journey with agreement that new
guidelines and identification of the dying liver patient is key
to providing quality end of life care that involves the
patient and their family in the planning of choices.

* Many patients present with complications and may die on
their first presentation and many may never have seen a GP
about their liver disease

* Nurses are in a key role to identify the end of life journey
and be their key advocate to ensure timely referrals to
palliative care

Royal Free London
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Summary

With Early Access
eradication of HCV infectic

+ More needs to be done to find those with HCV/Co-
infection in the higher risk populations such as South
Asians and those who may have IVDU and complex
social issues, those in prison or the homeless.

* With increased access to treatment the risks of
developing cirrhosis and its complications especially
HCC will dramatically decrease.

# But the timeline for continued screening is not known
in the cirrhotic treated group and nurses have a key
role to continue to play in this population.
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