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ABSTRACT
Introduction Mortality from liver disease is 
increasing and management of decompensated 
cirrhosis (DC) is inconsistent across the UK. 
Patients with DC have complex medical needs 
when discharged from hospital and early 
readmissions are common. Our aims were: (1) to 
develop a Decompensated Cirrhosis Discharge 
Bundle (DCDB) to optimise ongoing care and (2) 
evaluate the impact of the DCDB.
Methods A baseline review of the management 
of patients with DC was conducted in Newcastle 
in 2017. The DCCB was developed and 
implemented in 2018. Impact of the DCDB was 
evaluated in two cycles, first a paper version 
(November 2018–October 2019) and then an 
electronic version (November 2020–March 
2021). Key clinical data were collected from the 
time of discharge.
Results Overall, 192 patients (62% male; 
median age 55; median model for end- 
stage liver disease 17; 72% alcohol related) 
were reviewed in three cycles. At baseline, 
management was suboptimal, particularly 
ascites/diuretic management and provision 
of follow- up for alcohol misuse and 12% of 
patients had a potentially avoidable readmission 
within 30 days. After DCDB introduction, care 
improved across most domains, particularly 
electrolyte monitoring (p=0.012) and provision 
of community alcohol follow- up (p=0.026). 
Potentially preventable readmissions fell to 5% 
(p=0.055).
Conclusions Use of a care bundle for patients 
with DC can standardise care and improve 
patient management. If used more widely this 
could improve outcomes and reduce variability 
in care for patients with DC.

INTRODUCTION
There has been a rising incidence of liver 
disease in the UK over recent decades and 

this has been associated with a substan-
tial increase in mortality.1 Decompen-
sated cirrhosis (DC) is a common reason 
for hospital admission and carries a high 
risk of short- term mortality.2 Patients 
with cirrhosis are complex and frequently 

Significance of this study

What is already known on this topic
 ⇒ Mortality rates from liver disease have 
risen substantially in the UK over the last 
few decades.

 ⇒ There is wide variation in the management 
of patients with liver disease and this is 
reflected in outcomes and mortality.

 ⇒ Patients with decompensated cirrhosis 
have complex hospital discharges and 
readmissions are common.

 ⇒ Care bundles can help standardise the 
management of liver disease and improve 
outcomes

What this study adds
 ⇒ Management of patients with cirrhosis 
was inconsistent at discharge and 
readmissions were common.

 ⇒ A decompensated cirrhosis discharge 
bundle was developed to optimise 
hospital discharge with the aim of 
reducing variation in care. This bundle has 
now been endorsed by the British Society 
of Gastroenterology and the British 
Association for the Study of the Liver.

 ⇒ Use of the bundle was associated with an 
improvement in the care of patients with 
decompensated cirrhosis at the time of 
hospital discharge.

How might it impact on clinical 
practice in the foreseeable future

 ⇒ Wider implementation of this care bundle 
could improve outcomes for patients with 
cirrhosis, reduce avoidable readmissions 
and reduce variability in care.
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have multiple complications such as ascites, hepatic 
encephalopathy (HE) and varices that require ongoing 
management following hospital discharge. Impor-
tantly, multiple evidence- based treatments are avail-
able to treat liver- related complications, which have 
been shown to improve outcomes.3 4 Despite their 
wide availability these treatments are frequently not 
initiated. This may be due either to them not being 
offered by clinicians or through non- engagement by 
patients, which may be partly due to patients not being 
provided adequate information about their condition.5 
Alcohol remains the leading cause of liver disease in the 
UK and accounts for 60% of all cases.6 The National 
Confidential Enquiry into Patient Outcome and Death 
(NCEPOD) report (2013) showed significant varia-
tion in the provision of quality care for patients with 
alcohol- related liver disease (ARLD), with less than 
half of patients receiving ‘good’ care during hospital 
admission.7

Due to the complex nature of patients with 
DC, hospital readmissions following discharge are 
common. The NCEPOD report found that 1752 
patients amassed 7656 admissions in 2 years.7 Ascites 
is the most common reason for readmission within 
1 month, but this can largely be avoided by the effective 
use of day case paracentesis services.5 Other common 
reasons for readmission include electrolyte disturbance 
and acute kidney injury from over diuresis, which can 
be minimised by close monitoring of electrolytes and 
adjustment of diuretics. Moreover, both short- term 
and long- term mortality rates in patients with DC are 
high and readmission is an independent predictor of 
mortality.8 Therefore, processes need to be in place 
in all hospitals to ensure that patients receive appro-
priate follow- up monitoring and information about 
their condition prior to hospital discharge to improve 
outcomes.

One way of improving outcomes in patients with 
complex medical needs is using ‘bundles’ that prompt 
staff to follow guidelines. The British Society of 
Gastroenterology (BSG)/British Association for the 
study for the liver (BASL) ‘Decompensated Cirrhosis 
Admission Bundle’, which promotes a systematic 
approach to the management of DC for the first 24 
hours, has been shown to improve care and shorten 
hospital stay.9 10

The overall aim of this service improvement project 
was to improve the quality of discharge of patients with 
DC, with the ultimate objective of reducing hospital 
readmissions and improving long- term outcomes.

Our specific aims were to:
1. To assess the quality of discharge in patients with DC and 

determine if discharge plans comprehensively addressed 
all patients’ medical and social needs.

2. Determine the frequency of hospital readmissions and 
potentially preventable admissions.

3. Develop a ‘decompensated cirrhosis discharge bundle 
(DCDB)’ and a ‘cirrhosis self- management toolkit’ to 

standardise care on discharge and ensure that patients 
were well informed on their condition.

4. To assess the impact of implementation of the DCDB on 
patient outcomes

METHODS
Baseline review of the management of patients with DC 
at discharge
Consecutive patients discharged with DC (including 
Jaundice, ascites, variceal bleeding and HE) from the 
gastroenterology/hepatology wards at the Newcastle 
upon Tyne Hospitals NHS Foundation Trust (NUTH) 
were included from January to December 2017. Indi-
vidual patients were only included once during the 
review period.

A comprehensive data collection tool was devel-
oped to review the management of cirrhotic compli-
cations at discharge based on the recommendations 
from the European Association for the Study of the 
Liver (EASL).4 A retrospective review of the patients’ 
medical notes was undertaken to identify if specific 
aspects of their management were addressed at 
discharge, including management of ascites, varices, 
HE, diuretics/electrolyte monitoring and alcohol harm 
reduction. In addition, we assessed 30- day readmis-
sion rates, including the presenting reason. ‘Potentially 
preventable’ readmissions were defined as those that 
we believe could have been avoided with improved 
discharge planning (eg, a patient presenting with ascites 
to the emergency department rather than having day- 
case elective paracentesis).

Development of the ‘DCDB’ and ‘cirrhosis patient self-
management toolkit’
Following the baseline review, we developed the 
‘DCDB’ to standardise the management of patients at 
the time of discharge (figure 1 and online supplemental 
file 1). This provides a perihospital discharge checklist 
to be completed by the ward medical staff to ensure 
that appropriate investigations and management are 
instituted according to EASL guidelines. Subsequently, 
the DCDB was reviewed by the BSG liver section and 
BASL and was endorsed following some minor modifi-
cation. The BSG/BASL versions of the DCDB are avail-
able at https://wwwbsgorguk/clinical-resource/decom-
pensated-cirrhosis-discharge-bundle.

Second, in collaboration with LIVErNORTH, our 
local liver patient charity, we developed a ‘Cirrhosis 
patient self- management toolkit’ (online supplemental 
file 2) to provide detailed information about cirrhosis 
to help patients and their caregivers to manage aspects 
of their care. This document includes helpful infor-
mation to empower patients and encourage self- 
management of complications such as HE and ascites.

Review of the impact of the implementation of the DCDB
The DCDB was implemented at NUTH in September 
2018. All medical staff working on the gastroenterology/
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hepatology wards were given training on the DCDB 
and it was envisaged that the bundle would be used for 
all patients discharged with DC. The training included 
a presentation of the results of our baseline review 
and emphasised the areas requiring improvement. 
In addition, the training discussed the rationale and 
evidence base behind the recommendations contained 
within the DCCB. At the time of implementation, our 
medical notes were paper based, so a paper version 
was used. Following implementation, a review of the 
use of the DCDB and its impact was undertaken for 
consecutive patients discharged between November 
2018 and October 2019 using similar methodology 
to the original review. In October 2019, our Trust 
moved to a completely electronic medical record so 
an electronic version of the DCDB was incorporated 
into the electronic patient record (eRecord, Cerner 
Millennium). Given the move to eRecord was a signifi-
cant change in the way of working for staff, we waited 
several months to allow staff to become comfortable 
with the new system before conducting a further 
review. Further training on the electronic DCDB was 
undertaken with staff. A subsequent review of the use 
and impact of the electronic version of the DCDB was 
conducted on consecutive patients between November 
2020 and March 2021 using the same methodology as 
previously.

Data analysis
Statistical analysis was performed using SPSS V.25.0. 
Fisher’s exact test was used to determine differences 
in categorical variables between groups. A p<0.05 was 
considered statistically significant.

RESULTS
Description of the cohort
A total of 192 patient’s records were reviewed across 
the 3 periods, 61 patients in the baseline review and 
131 patients after bundle implementation. Overall, 
62% of the cohort were male and the median age was 
55 (range 22–89). The median Model for End- stage 
Liver Disease score for the cohort was 17 (range 6–38). 
ARLD was the most common aetiology of liver disease, 
accounting for 72% the total cohort. Overall, 70% 
had ascites and 43% had HE at the time of admission. 
Thirteen per cent of the cohort presented with variceal 
bleeding. There were no significant differences in the 
clinical characteristics or presenting features among 
patients in the three data collection periods.

Baseline review of the quality of discharge of patients 
with DC
A summary of the management at hospital discharge 
of the 61 patients who were included in the baseline 
review is shown in table 1. Overall, areas for improve-
ment were identified, particularly the need to increase 

Figure 1 The decompensated cirrhosis discharge bundle. HR. hear- rate; OGD, oesophago- gastro- duodenoscopy; SBP, spontaneous bacterial 
peritonitis.
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the proportion of patients with current alcohol misuse 
who were reviewed by the alcohol team and to better 
document plan for follow- up with the community 
alcohol team. In addition, there was a clear need to 
improve communication with primary care regarding 
plans for electrolyte monitoring, which were inad-
equate with only 24% having a documented recom-
mendation for electrolyte monitoring and only 2% of 
patients having their discharge creatinine noted.

The overall 30- day readmission rate was high at 
30% (18/61), with a high proportion of these being 
potentially preventable at 12% (7/61). All preventable 
readmissions were patients presenting with recurrent 
ascites who could have been treated with a planned 
day case large volume paracentesis.

Review of the impact of implementation of the DCDB
A total of 131 patients were reviewed following imple-
mentation of the DCDB, 86 when the bundle was 
in paper format and 45 using the electronic version. 
In the first review period, only 23 out of 86 (27%) 
patients had the DCDB completed. Completion rates 
increased to 69% (31/45) when the electronic version 
was introduced.

Table 2 shows the comparison of the clinical 
management of patients at hospital discharge between 
those with and without a completed DCDB, including 
patients from all three review periods. Overall, use of 
the DCDB was associated with improvements in most 
aspects of care, with statistically significant improve-
ments in the proportion of patients having an alcohol 
liaison review (85% vs 66%, p=0.044) and commu-
nity alcohol team follow- up (62% vs 39%, p=0.026). 
Moreover, there were significant improvements in 

communication with primary care about electrolyte 
monitoring (61% vs 36% p=0.012) and improve-
ment in documentation of creatinine in the discharge 
summary (66% vs 6% p<0.001). Overall readmission 
rates and potentially preventable admissions were 
similar between patients with and without a completed 
bundle. When compared with the baseline review, 
however, there was a trend towards fewer potentially 
preventable readmissions after implementation of 
the DCDB whether or not the bundle was used (7/61 
(12%) vs 5/131 (4%), p=0.055).

A breakdown of patient management for the three 
review periods reported separately is shown in table 3. 
This shows that patients with a DCDB had numerically 
higher rates of appropriate management at discharge 
in most aspects of care when compared with those 
without a bundle and those in the baseline review, but 
numbers were too small to perform statistical analysis 
on these groups.

DISCUSSION
Multiple reports have shown that the care provided 
to patients with liver disease in the UK is variable and 
does not consistently meet the recommended stand-
ards set out by international guidelines.1 5 7 11 Due to 
the complex nature of patients with DC, admissions 

Table 1 A summary of the 61 patients who were included in 
the baseline review of the management of the patients at time of 
hospital discharge

Total patients (n) 61
Patients with current alcohol misuse 59% (36)
Alcohol team review 64% (23)
Thiamine prescribed 94% (34)
Community alcohol plan 39% (14)
Patients with HE- related admission 49% (30)
Lactulose prescribed 93% (28)
Rifaximin prescribed 90% (27)
Patients with ascites 74% (45)
Discharge creatinine documented in discharge summary 2% (1)
Documented plan for electrolyte monitoring in community 24% (11)
Patients presenting with variceal bleed 8% (5)
Treated with beta- blockers, and/or repeat gastroscopy 
booked or TIPSS

100% (5)

Readmission within 30 days 30% (18)
Potentially preventable liver related 30- day readmission 11% (7/61)

HE, hepatic encephalopathy; TIPSS, transcutaneous intrahepatic 
portosystemic shunt.

Table 2 A comparison of the clinical management of patients 
at the time of hospital discharge in patients with and without a 
completed DCDB

DCDB n=54
No DCDB 
n=138 P value

Patients with current alcohol 
misuse

63% (34) 64% (88) 0.917

Alcohol team review 85% (29) 66% (58) 0.044
Thiamine prescribed 91% (31) 85% (75) 0.552
Community alcohol plan 62% (21) 39% (34) 0.026
Patients with HE- related 
admission

30% (16) 42% (58) 0.138

Lactulose prescribed 94% (15) 91% (53) 1.0
Rifaximin prescribed 94% (15) 84% (49) 0.679
Patients with ascites 70% (38) 69% (95) 0.886
Discharge creatinine 
documented in discharge 
summary

66% (25) 6% (6) <0.001

Documented plan for electrolyte 
monitoring in community

61% (23) 36% (34) 0.012

Patients presenting with variceal 
bleed

15% (8) 11% (15) 0.464

Treated with beta- blockers, and/
or repeat gastroscopy booked 
or TIPSS

100% (8) 89% (13) 0.526

Readmission within 30 days 31% (17) 25% (35) 0.470
Potentially preventable liver 
related 30- day readmission

4% (2) 7% (10) 0.407

DCDB, decompensated cirrhosis discharge bundle; HE, hepatic 
encephalopathy; TIPSS, transcutaneous intrahepatic portosystemic shunt.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://fg.bm

j.com
/

F
rontline G

astroenterol: first published as 10.1136/flgastro-2021-102021 on 15 D
ecem

ber 2021. D
ow

nloaded from
 

http://fg.bmj.com/


Smethurst K, et al. Frontline Gastroenterology 2022;13:409–415. doi:10.1136/flgastro-2021-102021  413

Liver

Ta
bl

e 
3 

A 
co

m
pa

ris
on

 o
f t

he
 c

lin
ica

l m
an

ag
em

en
t o

f p
at

ie
nt

s 
at

 th
e 

tim
e 

of
 h

os
pi

ta
l d

isc
ha

rg
e 

in
 p

at
ie

nt
s 

at
 b

as
el

in
e 

an
d 

in
 th

e 
tw

o 
cy

cle
s 

po
st

 im
pl

em
en

ta
tio

n 
w

ith
 a

nd
 w

ith
ou

t a
 c

om
pl

et
ed

 
bu

nd
le

Ba
se

lin
e

Po
st

- D
CD

B 
im

pl
em

en
ta

ti
on

—
fir

st
 r

ev
ie

w
Po

st
- D

CD
B 

im
pl

em
en

ta
ti

on
—

se
co

nd
 r

ev
ie

w

To
ta

l
Co

m
pl

et
ed

N
ot

 c
om

pl
et

ed
To

ta
l

Co
m

pl
et

ed
N

ot
 c

om
pl

et
ed

 
 

61
86

23
63

45
31

14
Pa

tie
nt

s 
w

ith
 c

ur
re

nt
 a

lco
ho

l m
isu

se
59

%
 (3

6)
72

%
 (6

2)
91

%
 (2

1)
(6

5%
) (

41
)

53
%

 (2
4)

42
%

 (1
3)

79
%

 (1
1)

Al
co

ho
l t

ea
m

 re
vi

ew
64

%
 (2

3)
71

%
 (4

4)
81

%
 (1

7/
21

)
66

%
 (2

7/
41

)
83

%
 (2

0)
92

%
 (1

2)
73

%
 (8

)
Th

ia
m

in
e 

pr
es

cr
ib

ed
94

%
 (3

4)
84

%
 (5

2)
90

%
 (1

9/
21

)
80

%
 (3

3/
41

)
83

%
 (2

0)
92

%
 (1

2)
73

%
 (8

)
Co

m
m

un
ity

 a
lco

ho
l p

la
n

39
%

 (1
4)

44
%

 (2
7)

62
%

 (1
3/

21
)

34
%

 (1
4/

41
)

58
%

 (1
4)

62
%

 (8
)

55
%

 (6
)

Pa
tie

nt
s 

w
ith

 H
E-

 re
la

te
d 

ad
m

iss
io

n
49

%
 (3

0)
37

%
 (3

2)
30

%
 (7

)
40

%
 (2

5)
27

%
 (1

2)
29

%
 (9

)
21

%
 (3

)
La

ct
ul

os
e 

pr
es

cr
ib

ed
93

%
 (2

8)
88

%
 (2

8)
86

%
 (6

/7
)

88
%

 (2
2/

25
)

10
0%

 (1
2)

10
0%

 (9
)

10
0%

 (3
)

Ri
fa

xi
m

in
 p

re
sc

rib
ed

90
%

 (2
7)

81
%

 (2
6)

86
%

 (6
/7

)
80

%
 (2

0/
25

)
92

%
 (1

1)
10

0%
 (9

)
67

%
 (2

)
Pa

tie
nt

s 
w

ith
 a

sc
ite

s
74

%
 (4

5)
67

%
 (5

8)
70

%
 (1

6)
67

%
 (4

2)
67

%
 (3

0)
71

%
 (2

2)
57

%
 (8

)
Di

sc
ha

rg
e 

cr
ea

tin
in

e 
do

cu
m

en
te

d 
in

 d
isc

ha
rg

e 
su

m
m

ar
y

2%
 (1

)
17

%
 (1

0)
44

%
 (7

/1
6)

7%
 (3

/4
2)

67
 (2

0)
82

%
 (1

8)
25

%
 (2

)
Do

cu
m

en
te

d 
pl

an
 fo

r e
le

ct
ro

lyt
e 

m
on

ito
rin

g 
in

 c
om

m
un

ity
24

%
 (1

1)
50

%
 (2

9)
54

%
 (9

/1
6)

48
%

 (2
0/

42
)

57
%

 (1
7)

64
%

 (1
4)

38
%

 (3
)

Pa
tie

nt
s 

pr
es

en
tin

g 
w

ith
 v

ar
ice

al
 b

le
ed

8%
 (5

)
13

%
 (1

1)
9%

 (2
)

14
%

 (9
)

16
%

 (7
)

19
%

 (6
)

7%
 (1

)
Tr

ea
te

d 
w

ith
 b

et
a-

 bl
oc

ke
rs

, a
nd

/o
r r

ep
ea

t g
as

tro
sc

op
y 

bo
ok

ed
 o

r T
IP

SS
10

0%
 (5

)
82

%
 (9

)
10

0%
 (2

/2
)

78
%

 (7
/9

)
10

0%
 (7

)
10

0%
 (6

)
10

0%
 (1

)
Re

ad
m

iss
io

n 
w

ith
in

 3
0 

da
ys

30
%

 (1
8)

26
%

 (2
2)

35
%

 (8
)

22
%

 (1
4)

27
%

 (1
2)

29
%

 (9
)

21
%

 (3
)

Po
te

nt
ia

lly
 p

re
ve

nt
ab

le
 li

ve
r r

el
at

ed
 3

0-
 da

y 
re

ad
m

iss
io

n
12

%
 (7

)
5%

 (4
)

4%
 (1

/8
)

5%
 (3

/1
4)

2%
 (1

)
3%

 (1
)

0%
 (0

)

DC
DB

, d
ec

om
pe

ns
at

ed
 c

irr
ho

sis
 d

isc
ha

rg
e 

bu
nd

le
; H

E,
 h

ep
at

ic 
en

ce
ph

al
op

at
hy

; T
IP

SS
, t

ra
ns

cu
ta

ne
ou

s 
in

tra
he

pa
tic

 p
or

to
sy

st
em

ic 
sh

un
t.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://fg.bm

j.com
/

F
rontline G

astroenterol: first published as 10.1136/flgastro-2021-102021 on 15 D
ecem

ber 2021. D
ow

nloaded from
 

http://fg.bmj.com/


Smethurst K, et al. Frontline Gastroenterology 2022;13:409–415. doi:10.1136/flgastro-2021-102021414

Liver

are frequently prolonged and discharge planning can 
be complex, with the need for ongoing treatment 
and monitoring in the community. Given, the BSG/
BASL Decompensated Cirrhosis Admission Bundle 
successfully improved outcomes for patients during 
their hospital admission,9 10 we developed a bundle to 
improve management of patients with DC at hospital 
discharge and have evaluated its impact.

A baseline review of the quality of discharge following 
an admission with DC showed areas for improvement. 
We found a high potentially avoidable readmission 
rate of 12%, primarily due to patients being read-
mitted with ascites requiring paracentesis when this 
procedure could have been performed as a planned 
outpatient procedure. In addition, some aspects of 
management were inadequate including documenta-
tion of alcohol team reviews, linking patients up with 
community alcohol services and failure to recommend 
ongoing monitoring of electrolytes. Given the wide 
variability in care and outcomes from liver disease 
identified in the Atlas of Variation on Liver disease, 
it is likely that deficiencies occur in the management 
of patients with DC in other hospitals that could be 
improved.11

After implementation of the DCDB (figure 1), we 
found that patients with a completed DCDB were more 
likely to have important aspects of care completed or 
documented, particularly the provision of harm reduc-
tion from alcohol and electrolyte monitoring, which 
were inadequate in the baseline review. Wider imple-
mentation of the DCDB could improve outcomes in 
other hospitals and help to reduce variability in care.

One of the aims of the bundle was to reduce avoid-
able readmissions. Interestingly, although we found no 
difference in the avoidable readmission rate between 
those with and without a completed DCDB, there 
was a trend (p=0.055) towards fewer avoidable read-
mission after implementation of the bundle (with or 
without DCDB) compared with the baseline review. 
This could be due to patients being provided better 
information about cirrhotic complications with the 
self- management toolkit, which was likely to be given 
to most patients even if they did not have a completed 
DCDB. This toolkit encourages patients to arrange a 
paracentesis directly with our day treatment centre 
when required. Another explanation may be that this 
work generally raised the profile of improving the 
care of patients with DC in the department, poten-
tially attenuating differences between those with and 
without a bundle. Moreover, the small sample size may 
have not been sufficient to detect a difference.

One of the frustrating aspects of this quality 
improvement project was that after initial implemen-
tation only 27% of patients had a completed bundle 
in the first assessment. This was a similar pattern to 
what was observed when we first introduced the DC 
admission bundle in Newcastle; in that project only 
25% of patients had a completed bundle in the first 

cycle. However, completion rates increased to 90% 
after three cycles in that project.10 This emphasises the 
challenges of implementing ‘change’ in working prac-
tices, and shows perseverance, consistent feedback and 
re- education are required to implement change. In the 
current work, completion rates improved to 69% in 
the second cycle with the electronic version, but this 
remains below desirable levels. Further work is ongoing 
with the aim of achieving >90% completion rates. We 
hope that this data showing improved outcomes asso-
ciated with use of the bundle will convince the whole 
team of its benefits and promote its use.

Our study did have some limitations. First, as with 
all projects that use a retrospective case note review 
methodology, data collected relies on what has been 
documented in the notes, which may not be entirely 
reflective of patient’s actual management, but the 
methodology used was consistent throughout the 
review period. Second, the overall study cohort was 
small, particularly those who had a completed bundle, 
which means strong conclusions cannot be made from 
these results. Moreover, there were small numbers of 
patients in many of the subgroups, so we were unable 
to undertake a more detailed statistical analysis of the 
cohorts. In addition, patient numbers were too small 
to assess any impact on long term outcomes such as 
mortality. Now that the DCDB has been endorsed by 
the BSG and BASL, we hope to further assess of the 
impact of the DCDB on larger scale with a multicentre 
audit to make more definitive conclusions.

In conclusion, management of DC at the time of 
hospital discharge is variable, with areas that require 
improvement. We developed a DCDB to standardise 
the provision of evidence- based care at discharge and 
this improved outcomes. If implemented more widely, 
the DCDB could help reduce variability in care and 
improve outcomes in patients with DC.

Twitter Titilope Majiyagbe @t_lexie, Dina Mansour @drdina_
mansour and Stuart McPherson @stumcp

Contributors KS: data collection, data analysis, writing of first 
draft of manuscript. JG: data collection, data analysis, writing 
of first draft of manuscript. LJ: codeveloped the bundle, data 
collection, data analysis. TM: data collection. AJ: codeveloped 
patient self- management toolkit, data collection. PC: data 
collection. DM: codeveloped the bundle, revised manuscript. 
SM: project lead, codeveloped the bundle and toolkit, data 
analysis, writing of manuscript, guarantor.

Funding LIVErNORTH for their support producing the 
Decompensated Cirrhosis Patient Self- Management Toolkit. 
SM is supported by a Medical Research Council CARP grant.

Competing interests SM: consultancy/speakers fees- Abbvie, 
Allergan, BMS, Gilead, Intercept, MSD, Novo Nordisk, 
Norgine, Novartis, Sequana. DM: consultancy- intercept.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants but 
was exempt as it was a retrospective service improvement 
project. The project was approved by the Newcastle upon 
Tyne Hospitals NHS Foundation Trust clinical governance 
department (project number 8505).

Provenance and peer review Not commissioned; externally 
peer reviewed.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://fg.bm

j.com
/

F
rontline G

astroenterol: first published as 10.1136/flgastro-2021-102021 on 15 D
ecem

ber 2021. D
ow

nloaded from
 

https://twitter.com/t_lexie
https://twitter.com/drdina_mansour
https://twitter.com/drdina_mansour
https://twitter.com/stumcp
http://fg.bmj.com/


Smethurst K, et al. Frontline Gastroenterology 2022;13:409–415. doi:10.1136/flgastro-2021-102021  415

Liver

Data availability statement All data relevant to the study are 
included in the article or uploaded as online supplemental 
information. Not applicable.

Supplemental material This content has been supplied by the 
author(s). It has not been vetted by BMJ Publishing Group 
Limited (BMJ) and may not have been peer- reviewed. Any 
opinions or recommendations discussed are solely those of 
the author(s) and are not endorsed by BMJ. BMJ disclaims 
all liability and responsibility arising from any reliance placed 
on the content. Where the content includes any translated 
material, BMJ does not warrant the accuracy and reliability of 
the translations (including but not limited to local regulations, 
clinical guidelines, terminology, drug names and drug dosages), 
and is not responsible for any error and/or omissions arising 
from translation and adaptation or otherwise.

Open access This is an open access article distributed in 
accordance with the Creative Commons Attribution Non 
Commercial (CC BY- NC 4.0) license, which permits others 
to distribute, remix, adapt, build upon this work non- 
commercially, and license their derivative works on different 
terms, provided the original work is properly cited, appropriate 
credit is given, any changes made indicated, and the use is non- 
commercial. See: http://creativecommons.org/licenses/by-nc/4. 
0/.

ORCID iD
Stuart McPherson http://orcid.org/0000-0002-5638-2453

REFERENCES
 1 Williams R, Aspinall R, Bellis M, et al. Addressing liver disease 

in the UK: a blueprint for attaining excellence in health care 
and reducing premature mortality from lifestyle issues of excess 
consumption of alcohol, obesity, and viral hepatitis. Lancet 
2014;384:1953–97.

 2 McPherson S, Lucey MR, Moriarty KJ. Decompensated 
alcohol related liver disease: acute management. BMJ 
2016;352:i124.

 3 Mansour D, McPherson S. Management of decompensated 
cirrhosis. Clin Med 2018;18:s60–5.

 4 Angeli P, Bernardi M, Villanueva C, et al. EASL clinical practice 
guidelines for the management of patients with decompensated 
cirrhosis. J Hepatol 2018;69:406–60.

 5 Williams R, Aithal G, Alexander GJ, et al. Unacceptable 
failures: the final report of the Lancet Commission into liver 
disease in the UK. Lancet 2020;395:226–39.

 6 British Liver Trust. Statistics, 2021. Available: https:// 
britishlivertrust.org.uk/about-us/media-centre/statistics/ 
[Accessed 10 May 2021].

 7 NCEPOD. “Measuring the Units”-a review of patients who 
died with alcoholic related liver disease. National Confidential 
Enquiry into Patient Outcome and Death (UK) 2013:1–25.

 8 Scaglione SJ, Metcalfe L, Kliethermes S, et al. Early hospital 
readmissions and mortality in patients with decompensated 
cirrhosis enrolled in a large National health insurance 
administrative database. J Clin Gastroenterol 2017;51:839–44.

 9 McPherson S, Dyson J, Austin A, et al. Response to the 
NCEPOD report: development of a care bundle for patients 
admitted with decompensated cirrhosis- the first 24 h. Frontline 
Gastroenterol 2016;7:16–23.

 10 Dyson JK, Rajasekhar P, Wetten A, et al. Implementation of a 
‘care bundle’ improves the management of patients admitted 
to hospital with decompensated cirrhosis. Aliment Pharmacol 
Ther 2016;44:1030–8.

 11 NHS liver care. NHS atlas of variation for people with liver 
disease: reducing the unwanted variation to increase value and 
improve quality. Right Care 2013:1–141.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://fg.bm

j.com
/

F
rontline G

astroenterol: first published as 10.1136/flgastro-2021-102021 on 15 D
ecem

ber 2021. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-5638-2453
http://dx.doi.org/10.1016/S0140-6736(14)61838-9
http://dx.doi.org/10.1136/bmj.i124
http://dx.doi.org/10.7861/clinmedicine.18-2-s60
http://dx.doi.org/10.1016/j.jhep.2018.03.024
http://dx.doi.org/10.1016/S0140-6736(19)32908-3
https://britishlivertrust.org.uk/about-us/media-centre/statistics/
https://britishlivertrust.org.uk/about-us/media-centre/statistics/
http://dx.doi.org/10.1097/MCG.0000000000000826
http://dx.doi.org/10.1136/flgastro-2014-100491
http://dx.doi.org/10.1136/flgastro-2014-100491
http://dx.doi.org/10.1111/apt.13806
http://dx.doi.org/10.1111/apt.13806
http://fg.bmj.com/


BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



Liver Cirrhosis
Self-management toolkit

to help optimise your care
Please bring to every appoinment 

NORTH
LIVER PATIENT SUPPORT
run entirely by unpaid volunteers

20

V2.0 Feb 2021

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



3

Contents
         Page

Your Information...................................................................................      4

What is The Cirrhosis Self-management Toolkit? ................................  5

What is The Liver?...............................................................................     6
What is Liver Cirrhosis?.......................................................................     7
Early Stages of Cirrhosis .....................................................................     8 
Progression of Liver Cirrhosis..............................................................    8

Ascites .................................................................................................       9 
Treatments for Ascites .........................................................................10
Abdominal Paracentesis ......................................................................11
How to know when you need a Paracentesis and who to contact.......11
Spontaneous Bacterial Peritonitis (SBP) .............................................   12

Oesophageal Varices...........................................................................     13
Treatment for Oesophageal Varices ....................................................   13
Preventing Variceal Bleeding...............................................................    14

Hepatic Encephalopathy .....................................................................     15
Treating Hepatic Encephalopathy........................................................   16

Nutrition in Liver Disease.....................................................................17
Difficulty Eating ....................................................................................18
Gaining Weight ....................................................................................18
Protein .................................................................................................19

Surveillance for Liver Cancer...............................................................    20

Preventing Further Damage to Your Liver ...........................................   20

Support for Patients with Liver Disease............................................... 21 

Weight and Diuretic Dose Diary...........................................................    22
Diary of Other Medication Prescribed..................................................   24
Hospital Appointments Diary................................................................    25
Paracentesis Dates..............................................................................     26
Other Information Leaflets Available....................................................27
Useful Numbers ...................................................................................      28

Toolkit booklet developed by: 
Dr Amy Johnson, Dr Laura Jopson, Dr Stuart McPherson and LIVErNORTH National Liver Patient 

Support Charity. Nutrition section (Pg17-19) from Rachel Thomson BSc, Diploma in Dietetics, RD - 
(Registered Dietitian) of the Newcastle upon Tyne NHS Foundation Trust.

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



4

Lead Consultant:
Underlying liver disease:

Please complete table with yes, no or N/A. 
If something has changed start a new column.

Date of change:
Ascites present?
On diuretics (water tablets)?
Previous SBP?
On prophylactic antibiotics?
Known varices?
Variceal screening offered?
On Propranolol/Carvedilol?
Previous encephalopathy?
On Lactulose?
On Rifaximin?
Liver cancer screening 
considered?

Patient education provided?

Your Information (to be completed by your doctor)

For your own notes
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What is The Cirrhosis Self-management Toolkit?

You have been diagnosed with cirrhosis of the liver. The aim of this 
toolkit is to provide you with advice about the condition and some hints 
to help you optimise your treatment. Cirrhosis can lead to some 
important complications. These complications are outlined in this toolkit 
and can be effectively managed if they are identified early and treated 
appropriately. This document will give you an overview of what cirrhosis 
is and what complications can occur.  It will also provide advice on how 
to manage some aspects of the condition yourself. Hopefully, this will 
help to avoid admissions to hospital and ultimately improve your quality 
of life.

Receiving a diagnosis of cirrhosis can be a worrying time and there may 
be a lot of information to take in. Your consultant, GP and nursing team 
are there to help and support you. Please make sure you ask any 
questions you may have about your condition.

For your own notes
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What is the Liver?

The liver is the body’s largest internal organ. It is an essential organ and 
the body cannot survive without it. The liver has many important 
functions including:

Ÿ Storing fats, sugars, vitamins, and minerals for use by the body
Ÿ Making bile to help with absorption of fat from food
Ÿ Processing medications and hormones
Ÿ Making proteins that help the blood clot 
Ÿ Removing bacteria and toxins from the blood to reduce risk of 

infections.
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What is Liver Cirrhosis?

Cirrhosis is scarring of the liver caused by long-term liver damage. This 
scarring leads to loss of liver cells, which can result in reduced liver 
function. Any long-term condition or disease that affects the liver can 
cause cirrhosis. Some of the most common causes of cirrhosis are non-
alcoholic fatty liver disease, alcohol-related liver disease, chronic viral 
hepatitis, autoimmune liver disease and some inherited liver diseases. 
Your doctor will have advised you about the underlying cause of your 
liver damage. Some treatments can help to stop more damage 
occurring to the liver and reduce the risk of developing complications of 
liver disease. 

Cirrhosis causes the liver to become firm and knobbly because of a 
build-up of scarring in the liver. This can reduce blood flow through the 
liver, which in turn can cause a build-up of pressure in the portal vein. 
This is the main vein that takes blood from the intestines to the liver. 
High pressure in the portal vein is called portal hypertension and this 
causes many of the symptoms associated with cirrhosis. 

Hepatic Vein oxygen 
poor blood from liver  

Hepatic Artery- delivers oxygen 
rich blood to the liver  

Portal Vein delivers 
nutrient rich blood to 
liver from the gut 

B
ile duct

Gut/Bowels

O
xygenated blood to body 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



8

Early Stages of Cirrhosis

At this stage you have cirrhosis 
but the liver may function 
normally and you may have no 
symptoms. In fact, a person 
may not be aware that they 
have liver cirrhosis. The 
pressures in the portal vein are 
higher than normal but still at a 
low enough level not to cause 
problems. This is known as 
compensated cirrhosis. If there is continuing liver damage then the 
pressure in the portal vein can rise and the liver may not be able to meet 
the body’s demands. Many people with cirrhosis do not progress 
beyond early stage cirrhosis.

Progression of Liver Cirrhosis

If liver cirrhosis progresses some symptoms may be noticed including:
Ÿ  Weight loss
Ÿ  Loss of muscle mass 
Ÿ  Poor appetite 
Ÿ  Low energy and symptoms of fatigue or excessive tiredness.

More advanced cirrhosis, which is known as decompensated cirrhosis 
can lead to other complications such as:

Ÿ  Ascites - a build-up of fluid in the abdomen 
Ÿ  Bleeding varices - internal bleeding from blood vessels in the     

gullet (oesophagus) or stomach 
Ÿ  Encephalopathy - confusion from the build-up of toxins in the 

blood that can affect brain function.

The next section will go on to explain these complications further and 
discuss how to prevent and/or manage them.

Normal Liver Liver Cirrhosis
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Ascites

Ascites is fluid that has built up in the peritoneal cavity.

Ascites occurs due to high pressure in the portal vein and other veins 
around the liver. This causes fluid to leak out and build up in the 
peritoneal cavity within the abdomen.

This fluid is outside of the intestines and collects between the abdominal 
wall and the organs within the abdomen. 

The liver also sends signals to the kidney to ‘hold on’ to salt, resulting in 
fluid and salt retention, which can cause swelling in the legs. The protein 
levels in the blood can also fall, allowing fluid to leak out of blood 
vessels more easily causing a build-up of fluid under the skin.

When ascites is severe it can make it difficult to eat due to pressure on 
the stomach. You may also notice that when you lie flat that it may be 
harder to breathe than normal. 

Infection can also develop in ascitic fluid. This is called Spontaneous 
Bacterial Peritonitis (SBP) - see page 12. It is very important that this 
infection is treated quickly as it can be life threatening if not treated. 
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Treatments for Ascites

No added salt diet

Salt retention by the body in individuals with cirrhosis can 
contribute to the build-up of ascitic fluid. For this reason, it is 
important to reduce your salt intake. It is recommended that 
people with ascites do not add salt to their food and avoid 
foods that have large amounts of salt in them.

Diuretic tablets (Water Pills) e.g. Spironolactone or Furosemide 

Diuretic medication:
Ÿ Helps the body get rid of extra salt and water through the kidneys, 

the dose of these medications may be changed over time depending 
on your response to them

Ÿ Measurement of bodyweight every few days can be very helpful to 
assess the response to the water tablets (1kg change = 1 litre of 
fluid). 

Blood tests are needed as these medications can affect your kidney 
function. Your consultant, GP, or nurse will monitor the level of salts 
(sodium and potassium) in the blood. Your doctor (GP or consultant) 
may increase or decrease the dose based on your kidney function, salt 
levels and your response to the medication.

It is important to take your diuretic tablets if they have been 
prescribed. They will help reduce your ascites.

Most salt in a person's diet comes from 
processed foods, not from adding salt to 
food. Checking the traffic light labels on 
food packaging may help. 
Aim for low salt products.

example of ‘traffic light’ food 
label - may not be in colour
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Abdominal Paracentesis

Paracentesis (or ascitic drain) is the draining of fluid out of the abdomen 
through a small tube that is inserted into the abdomen. Usually diuretic 
medication has been trialled before proceeding to a drain.
 
Ÿ A local anaesthetic is given before the drain is 

placed
Ÿ The drain will be left in for a maximum of 6 

hours
Ÿ Usually a maximum of 15 litres is drained
Ÿ You will be given albumin solution through a 

drip into your veins to maintain your blood 
pressure during the drainage and replace 
protein that is lost in the drained fluid. 

A paracentesis provides quick relief of ascites 
symptoms, but it does not correct the underlying cause so the fluid may 
eventually return. By following a low salt diet and taking diuretic 
medication you will help to slow down the build-up of fluid again. 

How to know when you need a paracentesis (ascitic drain) 
and who to contact.
If your ascites has built-up and your abdomen is very swollen and 
tense then you may need it draining (paracentesis).
The best way you can help the doctors manage your fluid problem 
is:
Ÿ Use the weight and diuretic dose diary starting on page 19 to 

record your weight and diuretic dose regularly  
Ÿ When you have gained 10 kg (1kg = 1 litre of ascites) in weight or 

the skin on your abdomen is tense then arrange a paracentesis
Ÿ A record of when you last had a paracentesis can be found on 

page 23.
The contact number to arrange an appointment for a paracentesis is 
shown on the back cover. Please give a few days’ notice so that we 
can book an appointment for you.  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



12

Spontaneous Bacterial Peritonitis (SBP)

SBP is when the ascitic fluid becomes infected. This can be life 
threatening so it is important to get treatment promptly. Patients with 
SBP may not have any symptoms but can have: 

Ÿ Fever
Ÿ Abdominal pain
Ÿ Worsening jaundice (yellowing of the eyes)
Ÿ Confusion due to hepatic encephalopathy 

SBP is treated with intravenous antibiotics and albumin infusions 
through a drip. You will require admission to hospital for this treatment 
as you will need close monitoring.

Preventing SBP infection recurrence  
If you have been treated for SBP infection then you may be at risk of 
this again in the future. You might be prescribed a low dose antibiotic 
tablet to take every day to reduce the risk of future episodes of this 
infection.

 
SBP can be a serious infection. If you have ascites and develop 
a fever or new abdominal pain then you should go to A&E for an 
assessment without delay.

For your own notes

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



13

Oesophageal Varices

Varices are swollen veins at the lower end of the gullet (oesophagus) or 
the upper part of the stomach (gastric).  

They occur because blood that drains from the intestines cannot flow 
through the liver like normal. This results in this blood bypassing the 
liver and flowing through veins around the gullet and stomach. These 
veins are called varices and they are at risk of bleeding. 

Treatment for Oesophageal Varices

A procedure known as a gastroscopy is used to treat varices. This is a 
telescopic examination of the gullet, stomach and duodenum. The 
procedure involves passing a narrow flexible instrument (gastroscope) 
through the mouth to examine these areas. The varices can be treated 
by putting small elastic bands (banding) over them. A clot forms after a 
few days causing the varices to shrink, which reduces the risk of them 
bleeding again.  

Bleeding varices can be life threatening if not treated urgently. 

Signs of bleeding varices include:

Ÿ Vomiting fresh blood or clots 
Ÿ Passing black and tarry stools (melaena) 

People who have signs of bleeding varices should go to an 
A&E urgently.

For your own notes
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Preventing Variceal Bleeding

When you receive a diagnosis of liver 
cirrhosis you may be offered a gastroscopy to 
see if you have varices. By identifying the 
varices early, your doctor can offer treatments 
to reduce the risk of them bleeding in the 
future. If they are medium or large in size 
your doctor may ‘band’ them or start you on 
beta-blocker tablets to reduce the risk of them 
bleeding.

If no oesophageal varices have been 
detected you may be offered regular 
surveillance gastroscopies every 2-3 years to 
see if varices develop.

Other Treatments to Prevent Bleeding 

Medication 

Beta blockers can reduce the blood pressure in the varices, which 
reduces the risk of them bleeding. Carvedilol or Propranolol are the 
most commonly prescribed beta-blockers in patients with cirrhosis 
because they reduce the pressure in the varices more effectively than 
other beta-blockers. You should take this medication every day. 
This medication may also reduce your overall blood pressure and can 
occasionally make you dizzy or lightheaded if your blood pressure goes 
too low. In this case the dose of the medicine may need to be reduced. 
If your blood pressure is too low before taking these medications then 
they may not be suitable for you. 

For your own notes

oesphagus
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Treating Hepatic Encephalopathy

Lactulose Syrup

Lactulose is a laxative made from an artificial sugar that 
cannot be digested by the stomach or intestines. 
It goes into the large bowel where it reduces the 
absorption of toxins from the bowel.  
Other laxatives are not as effective as lactulose for 
treating encephalopathy.
Patients usually start with 2 or more tablespoons of 
lactulose syrup once or twice a day. The dose is gradually 
increased aiming for you to open your bowels with 2-3 soft 
stools a day.

Rifaximin 

Rifaximin is an antibiotic that works only in the intestine. It is usually 
prescribed if symptoms of encephalopathy remain despite lactulose 
treatment. It changes the type of bacteria in the intestine reducing the 
amount of toxin produced. This helps reduce your risk of having 
episodes of encephalopathy.

How to manage your lactulose dose yourself.
You can increase the dose if:
Ÿ Your stools are firm
Ÿ If you are having fewer than 2 loose stools per day
Ÿ On days when you are more forgetful or confused
Ÿ You can decrease the dose if you are having more than 3 loose 

stools per day.

For your own notes

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



17

Nutrition in Liver Disease
Nutrition is defined as the process of taking food into the body and 
absorbing the nutrients in those foods.
Nutrients are chemical compounds in food that are used by the body to 
function properly and maintain health. Examples include proteins, fats, 
carbohydrates, vitamins and minerals.

Given the vital role of nutrition in the liver, malnutrition can be common.  
Signs of malnutrition include; unexpected weight loss, loss of appetite 
and muscle wasting.
In cirrhosis, the liver may be unable to store as much energy as a 
normal healthy liver.  The energy from the food you eat may only last for 
2 hours, therefore if you are not having regular meals and snacks, the 
energy store disappears very quickly. If there are no energy stores 
available in the liver, the body will break down muscle to fuel the body. 
This results in muscle and weight loss.  

Top nutrition tips:

The aim is to avoid prolonged periods of fasting to reduce muscle 
wasting and weight loss.  You should try to:-

Ÿ Eat regular meals containing carbohydrate
▪ Aim to have 3 meals a day.  These may be smaller than you 

would normally manage.  All meals should be based on a 
source of starchy carbohydrate, such as bread, potato, cereal, 
pasta, rice, noodles or couscous.  

Ÿ Eat snacks containing carbohydrate every 2–3 hours  
▪ Suitable snacks suggestions include yoghurt, tea cake, scone, 

toast, cheese and crackers, chocolate bar, cake, or a small 
sandwich.  

Ÿ Have a bed time snack  
▪ You should aim to have 50g carbohydrate, as less can reduce 

muscle loss overnight, examples of suitable snacks include:-

• Bowl of cereal and banana
• 2 slices of toast and jam and a glass of milk
• Slice of fruit cake and glass of milk
• 4 biscuits and a glass of milk
• 2 crumpets and a banana. 
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What if I am finding it difficult to eat? 

Ÿ Try to eat small but frequent meals 
Ÿ Avoid skipping meals and snacks, however small, every little helps
Ÿ Avoid drinking with meals as this may fill you up and spoil your 

appetite
Ÿ A short walk or fresh air before a meal, may increase your appetite
Ÿ Prepare meals in advance when you have more energy and make 

extra for the freezer
Ÿ Consider ready meals; these can be just as nutritious (select the 

lower salt versions if you have ascites) 
Ÿ Include convenience foods (such as tinned, dried or frozen foods) in 

your weekly shop as these will last longer. 

How can I gain weight?

Ÿ Try to avoid filling yourself up with large servings of fruit, vegetables 
or salads as they do not provide much energy

Ÿ If you usually use low fat, low sugar 'diet' foods and drinks, switch to 
the non-diet options 

Ÿ Add ingredients such as cream, cheese, butter, olive oil, cream 
cheese, milk powder and lentils to foods like soups, stews, curries, 
vegetables, potatoes

Ÿ Add honey, syrup and jams to porridge, milky puddings, or toast 
(avoid if you have diabetes)

Ÿ Fortify your usual milk by whisking 4 tablespoons of skimmed milk 
powder into 1 pint of milk

Ÿ Focus on nourishing drinks.  These can include: full fat or semi 
skimmed milk, malted drinks, made with milk, smoothies, fruit juice 
and full sugar fizzy drinks

Ÿ Try making a nutritious homemade milkshake: these can be made up 
with a mixture of milk, honey, milkshake powder, yoghurt, ice cream, 
cream or pureed fruit

Ÿ Try to have a pudding after your main course or as an in-between 
meal snack

Ÿ Powdered nutritional supplements are available from chemists or 
supermarkets

Ÿ In some cases, prescribed oral nutritional supplements, such as 
Fortisip Compact Protein, Ensure Plus or Fortijuice may be required 
and be beneficial.  Your doctor or Dietitian may advise. 
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Protein 

When your liver is not working properly your 
body needs more protein.  Protein is 
essential for building and repairing body 
tissues and keeping your muscles strong.  
Combining a good intake of protein with 
exercise is ideal for maintaining and building 
muscle and making you feel stronger. 

Tips to improve your protein intake

Ÿ Good sources of protein include; meat, fish, eggs, soy, tofu, beans, 
pulses, nuts and seeds and dairy foods such as milk, yoghurt and 
cheese

Ÿ Milky drinks, such as hot chocolate or Ovaltine 
Ÿ Milky puddings such as custard and rice pudding after or between 

meals.

Please note, if you have diabetes, consult with your Dietitian/health care 
provider as some of the above suggestions may not be suitable.  

See the LIVErNORTH 'Nutrition Support in Liver Disease' booklet 14a 
for more detailed guidance on nutrition and liver disease.

For your own notes
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Support for Patients with Liver Disease

Receiving a diagnosis of cirrhosis can be a worrying time and there may 
seem to be a lot of information to take in. Your consultant, GP and 
nursing team are there to help and support you. Do ask them if you 
have any questions about your condition. 

LIVErNORTH can also provide support for you and your family. A 
registered charity, LIVErNORTH is a national liver patient support group 
and has numerous resources:

Ÿ Free information leaflets on most types or liver disease
Ÿ Helplines provided by qualified listeners
Ÿ A website where people can find out about the group and download 

information leaflets 
Ÿ Regularly meetings with guest lecturers (usually consultant clinicians) 

who give the latest facts about liver disease and its treatment
Ÿ Regular quarterly newsletters
Ÿ Accommodation at the Freeman Hospital, Newcastle (a 4 bed flat)  

for patients, their carers and families who find travel to and from the 
hospital difficult (the Freeman is a major Hepatology centre with 
patients attending from all parts of the UK and abroad).

For your own notes

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



22

Weight and Diuretic Dose Diary 
1kg of weight = 1 litre of fluid

Date Weight (kg) Diuretics Doses
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Date Weight (kg) Diuretics Doses

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s)Frontline Gastroenterol

 doi: 10.1136/flgastro-2021-102021–7.:10 2021;Frontline Gastroenterol, et al. Smethurst K



24

Diary of Other Medication Prescribed

Medication Name Dose 
Frequency 
(e.g. 3 times 
per day)

Date dose 
changed:
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Hospital Appointments Diary (outpatient clinics, day ward visits)

Date Time Location To see 
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Paracentesis Dates (to be completed by the doctor)

Date Side of 
abdomen Amount drained Any complication
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Information Leaflets Available:
 1. Liver Patient Support
 2. Accommodation for patients & families
 3.  Autoimmune Hepatitis
 4. Alcoholic Liver Disease
 5. Look After Your Liver
 6. Primary Biliary Cholangitis (PBC)
 7. Coping With Stress
 8. Primary Liver Cancer 
 9. You and Your Consultant
 10. Primary Sclerosing Cholangitis (PSC)
 11.  NAFLD Lifestyle Guide
 11a. Non Alcoholic Steatohepatitis
 12. Liver Disease
 13. Skin Care for Liver Patients
 14. Diet and Liver Disease
 14a. Nutrition in Liver Disease
 15. Hepatitis C
 16. Travel Insurance for Liver Patients
 17. Hepatitis E
 18. Fatigue in Liver Patients/A Patient’s Journey
 19. Understanding Healthcare Tests
 20. Liver Cirrhosis Self Management Toolkit (this one)*
 21. Exercise & Osteoporosis in Liver Patients
 22. Hepatic Encephalopathy
 * only from your doctor or healthcare professional

How to access our information leaflets:
1. ISSUU: https://issuu.com/livernorth

2. Download from our website:
(http://www.livernorth.org.uk/pages/factsheet.htm)

3. Collect from our display boards:
(Various Hospitals & Clinics)

4. Email us: info@livernorth.org.uk
5. Phone/FAX: 0191 3702961

6. Write to us:
Freepost LIVERNORTH
(no postage stamp necessary)

7. Facebook message us:
https://www.facebook.com/livernorth/
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