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and undertreated. Malnutrition can
precipitate decompensation and
overall nutritional state is recognised
to be an important predictor of
survival in cirrhosis.33, 34

In the UK, the Malnutrition Universal
Screening Tool (MUST) developed by
the Malnutrition Advisory Group of the
British Association of Parenteral and
Enteral Nutrition (BAPEN) is commonly
used to screen for malnutrition in all
healthcare settings.35 The screening
tool is composed of the patient’s body
mass index (BMI), weight loss score
and acute disease effect score. In
patients with cirrhosis, results of this
tool should be interpreted with caution
as patients with ascites or oedema will
have an artificially elevated BMI.

Specific nutrition screening tools for
cirrhotic patients in secondary care are
being developed and validated and
may supersede the use of MUST as a
screening tool for malnutrition in
inpatients with cirrhosis.36 Blood tests
e.g. serum protein or albumin are 
also of limited use in screening for
malnutrition in patients with cirrhosis and
are a much better predictor of severity of
liver disease than malnutrition. 

CONCLUSIONS
Chronic liver disease is an increasingly
common clinical finding in primary
care. Improved non-invasive markers
are becoming more widely available to
aid the stratification of patients and 
to guide referrals to secondary care. 

Reviewing compensated cirrhotic
patients in primary care provides an
opportunity to ensure patients are 
under regular surveillance for HCC, 
and oesophagogastric varices.

REFERENCES
1 Fleming KM, Aithal GP, Solaymani-Dodaran M et al.
Incidence and prevalence of cirrhosis in the United
Kingdom, 1992–2001: A general population-based
study. J Hepatol 2008;49(5):732-8
2 Bosetti C, Levi F, Lucchini F et al. Worldwide mortality from
cirrhosis: an update to 2002. J Hepatol 2007;46(5):827-39
3 Leon DA, McCambridge J. Liver cirrhosis mortality
rates in Britain from 1950 to 2002: an analysis of routine
data. Lancet 2006;367(9504):52-6
4 Erskine S, Maheswaran R, Pearson T, Gleeson D.
Socioeconomic deprivation, urban-rural location and
alcohol-related mortality in England and Wales. BMC
Public Health 2010;10(1):99
5 Heidelbaugh JJ, Bruderly M. Cirrhosis and chronic liver
failure: part I. Diagnosis and evaluation. Am Fam
Physician 2006;74(5):756-62
6 Perz JF, Armstrong GL, Farrington LA et al. The
contributions of hepatitis B virus and hepatitis C virus
infections to cirrhosis and primary liver cancer
worldwide. J Hepatol 2006;45(4):529-38
7 Office for National Statistics. Alcohol-related deaths in
the United Kingdom, registered in 2012. ONS. London. 2014
8 Sherwood P, Lyburn I, Brown S, Ryder S. How are
abnormal results for liver function tests dealt with in
primary care? Audit of yield and impact. BMJ
2001;322(7281):276-8 
9 National Institute for Health and Care Excellence.
Draft guidance. Assessment and management of
cirrhosis. NICE. London. 2014
10 Green RM, Flamm S. AGA technical review on the »

Table 6

Risk factors for the development of hepatocellular carcinoma

Age 
Sex
Chronic viral hepatitis (B and C) 

Cirrhosis 

Alcohol

Metabolic syndrome
Smoking
Haemochromatosis 

Toxins
Genetic predisposition

> 6048

Male sex48

Worldwide approximately half of cases of HCC
are attributed to hepatitis B and a third to
hepatitis C48 Co-infection with HIV further
increases the risk of HCC49

One third of cirrhotic patients will develop HCC
during their lifetime50

Excessive alcohol consumption is a risk factor
for HCC independent of cirrhosis48,51

Diabetes, obesity and fatty liver51,52

Smoking51,53

Up to half of patients with untreated iron
overload will develop HCC in their lifetime,
although most patients will be non-cirrhotic 
at diagnosis54

Aflatoxin B,55 anabolic steroids56

BRCA1/BRCA2/EGF gene57,58

hepatic production of coagulation factors. 
•Hepatocellular carcinoma:
Screening and surveillance is
recommended as outlined below.

COMPENSATED CIRRHOSIS
Important management
considerations for patients with
compensated primary cirrhosis in
primary care are detailed below.

Surveillance for hepatocellular
carcinoma 
Hepatocellular carcinoma (HCC) is a
major complication of cirrhosis. HCC is
often asymptomatic until late in the
disease. Surveillance by six monthly
ultrasonography has been associated
with detection at an earlier stage,
increased likelihood of receiving active
treatment and longer overall survival.26

High-risk individuals should therefore
be monitored closely within
surveillance programmes. Currently
the European Association for the
Study of the Liver (EASL) recommends
HCC surveillance in the following:
•Cirrhotic patients, Child-Pugh stage
A and B, see table 4, p17
•Cirrhotic patients, Child-Pugh stage
C, see table 4, p17, awaiting liver
transplantation
•Non-cirrhotic hepatitis B carriers with
active hepatitis or family history of HCC
•Non-cirrhotic patients with chronic
hepatitis C and advanced liver fibrosis

The BSG and EASL recommend
surveillance should be performed by
abdominal ultrasound every six
months.27 In addition the BSG
guidelines on HCC, published in 2003,
recommend that surveillance

ultrasound should be combined with
measuring serum alpha fetoprotein
(AFP).28 However, only 10-20% of
small tumours will have an abnormal
AFP level and its overall role in
surveillance is debated.28, 29

In general, surveillance guidelines
are poorly followed even in large
centres.26, 30 Reviewing cirrhotic
patients in primary care therefore
provides a valuable opportunity to
ensure they have undergone recent
HCC surveillance. 

Variceal surveillance and primary
prophylaxis 
It is recommended that all patients
diagnosed with cirrhosis should
undergo variceal screening by
diagnostic gastroscopy. Further
surveillance is determined by
endoscopic findings. In patients
without varices, BSG guidelines
published in 2000 recommend repeat
endoscopy every 3-4 years.31

Primary prophylaxis with propranolol
is indicated for all patients with grade 3
varices irrespective of the severity of
the liver disease and those with grade 2
varices and Child-Pugh class B or C
disease, see figure 2, p18. However,
beta-blockers are recognised to have
a deleterious effect on survival in
patients with cirrhosis and significant
hypotension or refractory ascites and
are generally omitted in these situations.32

Nutrition
Malnutrition is present in 65-90% of
patients with chronic liver disease.
Despite being a common clinical
finding it is frequently underdiagnosed
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