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ExTipnon BaputnTag Xpoviag NIraTtikng vooou
Child-Pugh score

Class Points
A 5-6
B 7-9
C 10-15

Child-Pugh score = 7: yetauooxeuan nirartog



EKTipnon BaputnTag Xpoviag NIraTikng vooou
MELD score (2001)

MELD score = [0.957 x Ln(kpeaTivivn) + 0.378 x
Ln(xoAepuBpivn) +1.12 x Ln(INR) +0.643] x 10

AT1T6 10 2016 TTPOo0BNKN vatpiou opou (MELD-Na)
ATTO 10 2023 1Tp0o0BniKN AsukwuaTivng kai ¢ulou (MELD 3.0)



MELD kal HETAUMOOXEUON NITATOC

* Tagivounon pe Baon to MELD score: 6 — 40
« MELD 2 15: peTapooyxeuon NTTATOG



MELD kai pETAMOOXEUON NTTATOG

WWW.unos.org/resources

Mobile MELD Calculators

|5 Sunrise 2a 14:24 3 62% =]

[ess_ Sunrise =a 14:31 3 59 % |

~ MELD More Info
MELD Score (Model for End-

Mediqua..

Variables - ",
Stage Liver Disease)
Serum Bilirubin
umol/L Equation
Serum C:
v e amol/L MELD = (3.78 * In(Pgij)) + (11.2 *
In(INR)) + (9.57 * In(P¢, **)) + 6.43
INR
= = . Pcr = Plasma Creatinine Level.
ER o N L W T Pgy; = Plasma Bilirubin Level
In interpreting the MELD Score in hospitalized patients,
Result the 3 month mortality is:
* 40 or more - 100% mortality
MELD Score * 30-39 - 83% mortality
* 20-29 - 76% mortality
2 * 10-19 - 27% mortality
3 Month Mortality - <10 - 4% mortality
< = MELD S is intended f tient 12 or older.
MELD w/ UNOS Modification core 1 intended for patients age 12 or older
Reference
More Info > Kamath PS. Wiesner RH, Malinchoc M, Kremers W,



http://www.unos.org/resources

[TepiTITWON 00BEVOUC UE AOKITN

« A0OevnC 53 ETWV PE YVWOTA XPOVIa OAKOOAIKN
NTTATOTTABEI0/AVTIPPOTTOUMEVN KippwaoT TTPOCEPXETAI HE ATTIA D1IATAON

KOINIGG. PappakeuTik aywyn: Inderal 20mg x 2/day.

e AlammoTwveTtal yia 11 @opd PIKP AOKITIK) CUAAOYN.

Moila amrd Ta Katwoi eival Aabog
1) Xpndel TapakEvTnong

2) Xpndel TTapakEvTNoNG Kal Evapen dloupnong
3) [NapakoAoubnon pe TTEPIOPIOUO AAATOC
4) Xpndel TTapakEVTNONG Kal TTEPIOPIOHUO TOU AAATOC

Inderal (40mg): TTpoTTPaVOAOAN (MN EKAEKTIKOC B avaOTOAEQC)

* Ta TeAeutaia €Tn emIAEyeTal N KapBevTIAGAN (Carvepen, 6,25mg) wg 1" eTiAoyn




[TepITITWON 00BEeVOUC UE AOKITN

Mola atrd Ta KATweI gival Adadog

1) Xpndel TTapakévinong

2) Xpndel TTapakévTnong kai évapén dioupnong

3) MapakoAouBnon pe TEPIOPICHO AAATOG

4) Xpndel TTapakEVTNONG Kal TTEPIOPITHUO TOU AAATOC



ZuvnBseic B£osIc MAPAKEVTNONG TNG KOLALAG




AvaAuon aoKLTIKOU uypou —

OPTIONAL (WHEN THERE IS

ROUTINE UNHELPFUL

SUSPICION OF INFECTION)

Cell count and differential ‘Culture in blood culture bottles \AFB smear and culture pH

Albumin Glucose Cytology Lactate

Total protein Laclate dehydrogenase Triglyceride Chaolesterol
Amylase Bilirubin Fibronectin
Gram’s stain Glycosaminoglycans

Runyon 9th ed.Sleisenger and Fordtran’s Gastrointestinal and Liver Disease 2010



Ala@opIkn OlIayvwaon aoKITn

Gross appearance of fluid

Special testing or cell count correction

White blood cell count
(cells/mm3)

ol (N

T Jear leukocyte
(PMN) count (cells/mm3)

Serum-ascites albumin gradient
(SAAG) (g/d1)

Abdominal par sis

.

Transparent yellow
or crystal dear
or cloudy yellow

v

Y

v
Dark brown

A

® Subtract 1
WBC/750 REC

* Subtract 1
PMN/250 RBC

Trighyceride
concentration

Quantitative biirubin
concentration

r

A

<250 PMN

v

Y ¥

v

l

<50% PMN |

Y

=1.1

v

<11

Total protein
<2.5 g/di

Total protein
x2.5 g/dL

Total protein
<2.5 g/dt

L

Uncomplicated
ascites in
cirvhosis

'

v r

Single organism in
culture, TP <1 g/dL,
glucose >S50 mg/dL,

LOH <225 wnits/L

Polymicrobial infection,
TP >1 g/di.
ghucose <50 mg/dL,
LDH 2225 units/L

:

!

Ascitic fluid
amylate
>100 units/L

==

Send culture for
mycobacteris

Send culture for
mycobacteria

Secondary bacterial |
pertonitis

Pancreatic
ascites

'

Y

Peritoneal
carcinomatosis
with pertal
hypertension

Tuberculous
peritonitis with
underlying
chrhosis

Pertoneal
carcinomatosis

v

Ultrascund
and/or
liver biopsy

24 -hour urine
protan axcretion

Chest roentgenogram |
and achocardiogram !

Chinical response
to antibiotic

Abdominal
computerized
tomographic scan,
water-soluble gut

contrast studies

Pancreatic protocol
abdominal computed

tomogram

Consideration of surgical intervention

f gut rupture is documented

Search for

A

Mycobacterial growth

primary tumor |

on culture of

laparoscopic blopsy
of peritoneum

Antituberculous
therapy




Ala@opIkn OlIayvwaon aoKITn

wWhite blood cell count
(cells/mam3)

<250 PMN

Polymorphonuclear leukocyte
(PMN) count (cells/mm3)

=1.1 <1i.1

Serum-ascites albumin gradient
(saac) (g/dL)

v - v

Total protein Total protein Total protein
<2.5 g/dL =2.5 g/dL <2.S g/dL
Other testing
v hd
Uncomplicated Cardiac Nephrotic
ascites in ascites ascites
cirrhosis
l v v
Ultrasound Chest roentgenogram Za9-hour urine
and/or and echocardiogram protein excretion
hiver biopsy




OepaTreia aoKiTN

* [leploploOpOC aAaTog (vaTpiou)

ME N XWPig
« Xoprynon oioupnTiKWY



Clinical Practice Guidelines JOURNAL
OF HEPATOLOGY

EASL Clinical Practice Guidelines for the management of patients with
decompensated cirrhosis’™

Recommendations

e A moderate restriction of sodium intake (80-120 mmol/
day, corresponding to 4.6-6.9 g of salt) is recommended
in patients with moderate, uncomplicated ascites (I;1).
This is generally equivalent to a no added salt diet with
avoidance of pre-prepared meals. Adequate nutritional
education of patients on how to manage dietary sodium
is also recommended (11-2;1).

e Diets with a very low sodium content (<40 mmol/day)
should be avoided, as they favour diuretic-induced com-
plications and can endanger a patient’s nutritional status
(11-2;1).



[TepiTITWON 00BEVOUC UE AOKITN

« T[iveral TTapakevinon aokITikNG ouAAoync (SAAG>1,1, AeUkwpa <2,5g/dL
Kal Xwpic ABI). Aivetal odnyia va treplopioel To aAdTi, va (uyileTal

KaOnuepiva kal va etravéNBel o€ 10 nuEPEC.

« ETravépyetal og 30 NUEPEC XwpPIC atTwAgla Bapoug, diataon KolAiag,

OI0NUATA KATW AKPWV.

Atro@acoileTal n

« "Evapgn dioupnTikng aywyng (oTreipovoAakTovn * oupooeuion)



[TepiTITWON 00BEVOUC UE AOKITN

Mola gival n KaAUTEPN TTPOCEYYION OTNV ETTIAOYRA S10UPNTIKWYV
1) ZmeipovoAaktovn 100mg/d

) ZT1reipovoAakTtovn 100mg/d kai poupooeuidon 40mg/d

) 2TmeipovoAakTtovn 100mg/d kai poupoaoepidn 80mg/d
)

2 reipovoAakTovn 100mg/d kail @oupoaoenidon 40mg/d pe peiwon
doooAoyiag oTav BeATiwoN OIdNUATWY KATW AKPWYVY

B~ W N



[TepiTITWON 00BEVOUC UE AOKITN

Mola gival n KaAUTEPN TTPOCEYYION OTNV ETTIAOYRA S10UPNTIKWYV
1) ZmeipovoAaktovn 100mg/d

2) 2meipovoAaktovn 100mg/d kai poupooeuion 40mg/d

3) 2meipovoAaktovn 100mg/d kai poupooepidon 80mg/d

4) ZtreipovoAaktovn 100mg/d kai @oupooenidn 40mg/d pe peiwon
docoAoyiag oTav BeATIWON OIONHATWY KATW AKPWV



Clinical Practice Guidelines JOURNAL
OF HEPATOLOGY

EASL Clinical Practice Guidelines for the management of patients with
decompensated cirrhosis’™

Patients with long-standing or recurrent ascites should
be treated with a combination of an anti-mineralocorti-
coid drug and furosemide, the dose of which should be
increased sequentially according to the response, as
explained (I;1).

Torasemide can be given in patients exhibiting a weak
response to furosemide (1;2).

During diuretic therapy a maximum weight loss of 0.5
kg/day in patients without oedema and 1 kg/day in
patients with oedema is recommended (I1-2;1).

Once ascites has largely resolved, the dose of diuretics
should be reduced to the lowest effective dose (111;1).

During the first weeks of treatment patients should
undergo frequent clinical and biochemical monitoring
particularly on first presentation (1;1).



Uncomplicated ascites:
contraindicated drugs

« Patients with ascites are at increased risk of renal
impairment from several types of drug

Recommendation B Grade of evidence [ Grade of recommendation

NSAIDs should not be used (high risk of developing further sodium
: . -2 1
retention, hyponatraemia, and AKIl)

Angiotensin-converting enyzme inhibitors, angiotensin I
antagonists, or a1-adrenergic receptor blockers should not -2 1
generally be used (increased risk of renal impairment)

Aminoglycosides are discouraged (increased risk of AKI)
» Reserved for patients with severe bacterial infections that cannot -2 1
be treated with other antibiotics

Contrast media

* In patients with preserved renal function: does not appear to be [l 2
associated with increased risk of renal impairment
» In patients with renal failure: insufficient data, cautious use and 1l 1

preventative measures recommended

EASL CPG decompensated cirrhosis. J Hepatol 2018;doi: 10.1016/j.jhep.2018.03.024



[TepiTITWON 00BEVOUC UE AOKITN

T11IOYXUEl YIO TNV TTOPAKEVTNON AOKITN?

« Avrtevdeikvutal o€ INR >2.5 kai/ff PLTs <40.000/mm?3?

e 2uyxopnynon Pe Asukwuartivn 8g ava AiTpo aokITIKAS GUAAOYNAG TTOU
agaipegital TTavw aTo Ta SL7?

* H Aeukwparivn diveral Aiyo Trpiv TV TTapaKEVTNON?



[TepiTITWON 00BEVOUC UE AOKITN

T11IOYXUEl YIO TNV TTOPAKEVTNON AOKITN?

« Avrtevdeikvutal o€ INR >2.5 kai/ff PLTs <40.000/mm?3?

« Zuyxopnynon Me Asukwpartivn 8g ava AiTpo aOKITIK|G OUAAOYNARG TTOU
agaipgiTal TTavw amod ta SL?

* H Aeukwparivn diveral Aiyo Trpiv TV TTapaKEVTNON?



[TepiTITWON 00BEVOUC UE AOKITN

« O aoBevic av Kal apXIKA avTaTttokpinke ota dlIoupnTIKA, OTN OUVEXEIA
CeKivnoe OAO Kal TTI0 ouxVva va UTTORAAAETaI 0 nEYAAOU OYKOU
TTAPAKEVTAOEIC AOKITN (TTEPITTOU 2 POPESC TO PAVA).

‘Exel 0 aoBevic avOeKkTIKO aokitn?
1) Nai
2) Ox



[TepiTITWON 00BEVOUC UE AOKITN

« O aoBevic av Kal avTattokpiBnkKe apXIKA, OTn OUVEXEIQ EEKivnoe OAO
KAl TTI0 oUXVA va UTTORBAAAETaI € HEYAAOU OYKOU TTAPOKEVTAOEIG
aoKiTn (TTEPITTOU 2 POPEC TO NRvVA).

‘Exel 0 aoBevic avOeKkTIKO aokitn?
1) Nai
2) Ox



Refractory ascites: diagnostic criteria

Treatment Patients must be on intensive diuretic therapy* for at least 1 week
duration and on a salt-restricted diet of less than 90 mmol/day

Early ascites |Reappearance of grade 2 or 3 ascites within 4 weeks of initial
recurrence mobilization

* HE: development of encephalopathy in the absence of any other
precipitating factor

* Renal impairment: increase of serum creatinine by >100% to a
value >2 mg/dl (177 pymol/L) in patients with ascites responding to
treatment

* Hyponatraemia: a decrease of serum sodium by >10 mmol/L to a
serum sodium of <125 mmol/L

* Hypo- or hyperkalaemia: a change in serum potassium to
<3 mmol/L or >6 mmol/L despite appropriate measures

* Incapacitating muscle cramps

Diuretic-
induced
complications

*Spironolactone 400 mg/day and furosemide 160 mg/day
EASL CPG decompensated cirrhosis. J Hepatol 2018;doi: 10.1016/j.jhep.2018.03.024



[TepiTITWON 00BEVOUC UE AOKITN

O aocBevig £X&l TEAIKA OVOEKTIKO AOKITH

- AlakOTITOUHE TO dloupNTIKA?

Diuretics in patients with refractory ascites. Once refractoriness of
ascites has been ascertained, diuretics should be discontinued.
Only when renal sodium excretion on diuretics exceeds 30
mmol/day, maintenance of diuretic therapy can be considered,
when tolerated.”’




Alaxeipion aocBevwy e
QVOEKTIKO aoKiTn

2UXVEG apaIPECEIC MEYAAOU OYKOU QOKTITIKOU uypou (LVP) upe
TauTOXpOVN XOPAYNON AEUKWHATIVNG

TIPS

Alphapumb

MeTapooxeuon ITATOG



TIPS

« Evoeigeig: - mavw atmd 3 peyalou OyKou TTAPAKEVTHOEIC TO UAVA
- TTAPAKEVTAOEIC N AVEKTEC I N ATTOTEAEOUATIKES

* Mnxaviouog dpdaong: - Yeiwon TNG Trieong oTnV TTUAdia QAERa
- aug¢non TTPOYOPTIOU Kal KapdIaKNG TTAPOXNG

Fig. 3 Bare (left) and covered (right) stents used in TIPS placement



TIPS vs peyaAou oykou trapakevTtnoeig (LVP)

i) TIPS controlled ascites better than LVP

ii) TIPS is followed by a greater incidence of hepatic encephalopathy

Table 2 Risk factors for the development of hepatic
encephalopathy post-TIPS insertion

Risk factors for post-TIPS encephalopathy:

1. Age over 65

2. Low-arterial pressure (Mean arterial pressure <80mmHg)
3. MELD score >15

4. Child-Pugh score >12

5. HE prior to TIPS insertion

6. Low PSPG post-TIPS insertion of <bmmHg

-

. Large diameter stent of =>10mm



TIPS

AvTtevoeigeig: severe liver failure (MELD>18)

uncontrolled systemic infection
uncontrolled encephalopathy
severe cardiopulmonary diseases

Diuretics and salt restriction should be continued after
TIPS insertion up to the resolution of ascites (II-2;1), as
well as close clinical follow-up (III,1).

Careful selection of patients for elective TIPS insertion is
crucial, as is the experience of the centre performing this
procedure. TIPS i1s not recommended in patients with
serum bilirubin > 3 mg/dl and a platelet count lower
than 75 x 109/L, current hepatic encephalopathy grade
>2 or chronic hepatic encephalopathy, concomitant
active infection, progressive renal failure, severe systolic
or diastolic dysfunction, or pulmonary hypertension
(IIL;1).



ALFAPUMP SYSTEM

Bureau et al, J Hepatol 2017






Optoyoc Tne nramikne eykegahonaBetac (HE

*H namikn eykedatomaBeta amotehel duaketroupyla Tou eykedatou
ToU 0elAETalL o€ NTATIKR QVERAPKELOL A/Ket TUNILOGUOTAOTIKY
QVOOTOLON

* Exdpaletat e evol upu daoioveupohoykwy Kat buyLaTptku
ekOnAWEWY TOU EXTELVETAL A0 TIC UOKAWIKEC HETOBONEC £uC TO
o



Oepameutikec emhoyec otnv kAwikn HE

» Melwon Tou auUwvLoYOVoU GOPTLOU TIOU TIPOEPXETAL ATIO TO
evepo (Aaktouhaln, pupatiuivn, mpoBLotika, kaBaptika)
» EUpEwC ypnatpomotouvtal n Aaktouholn kot n pLoasuivn
» Qappokat ou puBpiZouv v NH, ywpig va ennpealouv To
EVTENO

[ L-ornithine L-aspartate (LOLA), sodium benzoate, glyceryl
phenylbutirate]



[TpoANWN/Bepartreia
KIpoOppPAYiag

1) Mn €KAEKTIKOI [3 avOOTOAEIC

2) ATToAivwon

3) TepAITTpECOiIVN/OCWUATOCTATIVN

4) AtTouyn utreP-010pBwWaONC alhoa@alpivng
5) Xopnynon avtiiwong
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