End-stage Chronic Liver Disease;
A Look at the Last Year of Life
Ruth Yates1, Eliana Saffouri2, Alix Morieux1, Fiona Finlay3
1.Department of Medicine, 2.Department of Gastroenterology, 3.Department of Palliative Care
Introduction: Liver disease is the fifth most common cause of death in the UK1.

Methods: We performed a comprehensive retrospective case note

Patients with chronic liver disease (CLD) and its complications present frequently to
hospital; when their disease reaches end-stage, their supportive and palliative care
needs can be high2 and a recent NCEPOD review of deaths of patients with alcoholrelated liver disease rated care in more than half of cases examined as “less than
good”3. In this study, we describe the last year of life in patients with CLD, aiming to
identify opportunities for earlier collaborative working with palliative care teams in the
future.

analysis of patients who died of CLD (or complications) in a
teaching hospital over a period of 12 months (n=77). Caldicott
approval was obtained.

Results: To illustrate some of the experiences of a patient within their last year of life, a 12 month timeline has been plotted below (Figure 1). The final
admission of this patient has been closely scrutinised and further reflected in Figure 2. This particular patient was male (as were 71% of the study
population) and had a diagnosis of alcohol related liver disease (shared by 84.4% of patients who died). He was 47 years of age when diagnosed, and
died aged 48 (median survival from diagnosis to death was 2 years, range 0-13 years). He was admitted to hospital 10 times in the last year of his life
(median range in this cohort = 1-17 admissions), though many patients (31%) died on their first presentation to hospital with CLD. Despite frequent
attendances to hospital, and features of advanced disease associated with a poor prognosis, discussions about ceilings of treatment did not occur until the
last 24 hours of life, and despite documented symptoms, he was not referred to the hospital palliative care team. Only 19% of the patients in this study were
referred to palliative care with a median time between referral and death of 6.5 days (range 1-120 days).
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Conclusion: We were able to perform a detailed examination of the hospital admissions of this cohort of patients during the last year of life. Interestingly,
all patients met SPICTTM criteria4 and only a minority were referred to the palliative care team. It is possible that earlier referral to specialist palliative care
services may have supported gastroenterology teams with discussions with patients and their carers about future care, and when it was clearer that patients
may have been entering the final phase of their illness, may potentially have prevented unnecessary investigations and interventions in the last few days of
life. In our opinion, this data highlights the need for greater collaboration between gastroenterology/hepatology and palliative care to both optimise organ
function and help patients live as well as possible while preparing them for the reality of a poor prognosis.
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