~. EONIKO & KAMOAIZTPIAKO
NANENIZTHMIO AOHNQN
W IATPIKH ZXOAH

Kippwon

EudyyeAog XoAOYKITOG
AvattAnpwtic kabnyntrc MNaboAoyiac EKIA
A’ MaBoAoyik KAvikr, T'NA «Adikd»



Kippwon
- AVTIPPOTTIOUEVN

- Mn avTippoTtTouuEvn



Xpovia NITAaTIKR VOO oG

a

Kippwon
a

MYAAIA YITTIEPTAZH

Wﬂoo JEvn Kip

Kipooppayia AoCKIiTNCG

HiTatTikn eyke@aAotrTabeia




[ﬂY[\AIA YT1E PTAZHjl

KAIVIKO OUVOPOMO, ATTOTOKO CUVRHOWCG
XPOVIAC NTTATIKNG VOO OU,
TTOU XapaKTNPICETAlI ATTO TTAOOAOYIKR augnon
TNG TTiEONG TNG TTUAdIag @AEBaAC

HVPG > 10mmHg:

HVPG > SmmHg:
2 KAIVIKG onNMAVTIKA

NuAaia utTépTaon ) )
TTUAdia UTTépTaOon




NMaGo@uaoioAoyia TTUAAIOG UTTEPTAC NG

Augnuévn kapdiakr) TTapoxn

Kartakpdtnon varpiou/udaTtog

AUEnuEévEC aVTIOTAOEIC
oTnV TTUAQia KUKAoQopia

KippwTiko
nmap

Kipooi oicogdyou

ZTTAQYXVIKI ayYEIODIACTOAN

Augnuévn pory oTnV TTUAQia
MNapdTtrAsupn KukAogopia



ExTipnon BaputnTag Xpoviag NIraTtikng vooou
Child-Pugh score

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

Child-Pugh score 2 7: yetapooyeuan NraTog



EKTipnon BaputnTag Xpoviag NIraTikng vooou
MELD score

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



MELD Kol HETOMOOXEUON NITATOC

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



MELD Kol METAOMOOXEUON NTTATOG

WWW.UNos.org/resources

Mobile MELD Calculators

|2 Sunrise 2a 14:24 3 62% =m|

[ es2 Sunrise 3a 14:31 3 59% ==

iore Info
MELD Score (Model for End-

Variables Stage Liver Disease)

Serum Bilirubin

umol/L Equation
Serum Ci
= — D MELD = (3.78 * In(Pg;;)) + (11.2 *
In(INR)) + (9.57 * In(Pc, ™)) + 6.43
INR
= = Pcr = Plasma Creatinine Level.
Rayaie o Z W St WeskT Pgys = 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
P * 10-19 - 27% mortality
3 Month Mortality « <10 - 4% mortality
g= - MELD Score is intended for tients age 12 or older.
MELD w/ UNOS Modification ' oe <
Reference
More Info > Kamath PS. Wiesner RH, Malinchoc M, Kremers W.



http://www.unos.org/resources

YTIrovaTplaigia Kal TTpoyvwon actsvwy
ME UN AVTIPPOTTOUMEVN Kippwon

/Acesvﬁq :I\ AoBeving 2

HAIKig / 55 \ 55

XoAepubpivn / 4.7 4.7
INR \ 1.8 1.8
KpeaTivivn \ 1.2 / 1.2

Na mEq/L 130 / 136




Ne@pIkn AsiITOUupyia Kal TTPOYVWOT aC0eEVWYV ME
M aVTIPPOTTOUHEVN Kippwon

HAikia /| a5 45
XoAepuBpivn / 1.7 \ 1.7
INR 1.2 (1.2
KpeaTivivn \ 1.3 / 1.3
GFR (ml/min) 55 82
(51Cr-EDTA)

Cholongitas & Burroughs, Nature Review GH 2011



ErtutAoKeC aokitn

v Autopatn Baktnpldiakn mepttovitida (SBP)

v KIppWTLKOC USpoBwpaKkag

v ACKI(TNG UTIO TAON

v Kol\lokNAecg (opdaroknAec- KNAEC 5
HEONG VPN G- LETEYXELPNTLKEG KNAEG) |




HrtatovedpLko cuvdpouo

* Aettoupyikn ofela vedpikn BAaBn (acute kidney injury, AKl), mou
XOPOKTNPLIETAL OO GNUOVTLKN AYYELOCGUOTIOOT TWV VEDPLKWY AYVELWY XWPLS
epdavn opyavikn BAaBn

Epstein Am J Med 1970



[TepITITWON 00BEeVOUC UE AOKITN

* A0Bevr¢ 53 €TWV PE YVWOTH XPOvia aAKOOAIKN nTTaTtotrdbeia/Kippwon
TTpooépXeTal he ATTIA dIATaon KOIAIAS. PappakeuTiki aywyr: Inderal

20mg x 2/day. AlammioTwveTal yia 1" ¢opd PIKE AoKITIK OUAAOYH.

Mola atmrd Ta KaTtwoi eival AdBog

1) Xpndel TapakEVTNONG

2) Xpndel TTapakEVTNONG Kal Evapen dioupnong

3) [NapakoAoubnon pe TEPIOPIOPO AAATOC

4) Xpndlel TTapakEVTNONG Kal TTEPIOPICUO TOU AAATOC



[TepITITWON 00BEeVOUC UE AOKITN

* A0Bevr¢ 53 €TWV PE YVWOTH XPOvia aAKOOAIKN nTTaTtotrdbeia/Kippwon
TTpooépXeTal he ATTIA dIATaon KOIAIAS. PappakeuTiki aywyr: Inderal

20mg x 2/day. AlammioTwveTal yia 1" ¢opd PIKE AoKITIK OUAAOYH.

Mola atmrd Ta KaTtwoi eival AdBog

1) Xpndel TapakEVTNONG

2) XpNAdel TTapakEVTNoNG Kal Evapen dloupnong

3) MapakoAouBnon pE TTEPIOPICHO AAATOG

4) Xpndlel TTapakEVTNONG Kal TTEPIOPICUO TOU AAATOC



2uvnOeic B0 MAPAKEVTNONG TNG KOLALAG




AvaAucn aoKLTIKoU vypou —
e€etaocsic Baoclopevol os evdeifelg

OPTIONAL (WHEN THERE IS

ROUTINE SUSPICION OF INFECTION) UNHELPFUL
Cell count and differential | Culture in blood culture bottles AFB smear and culture pH
Albumin Glucose Cytology L actate
Total prolein 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)

Polymorphonuclear leukocyte
(PMN) count (cells/mm3)

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

.

Transparent yellow
or crystal dear
or cloudy yellow

® Subtract 1
WBC/750 REC

* Subtract 1
PMN/250 RBC

Trighyceride
concentration

Quantitative biirubin
concentration

r

Y

<250 PMN

v

Y ¥

v

l

<50% PMN |

Y

=1.1

v

<11

Total protein
<2.5 g/dt

Total protein
x2.5 g/dL

Total protein
<2.5 g/t

L

Uncomplicated
ascites in
cirvhosis

'

Cardiac
ascites

v

r

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

LOH <225 wunits/L

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

'

!

Ascitic fluid
amylaze
>100 units/L

==

Send culture for
mycobacteris

Send cukure for
mycobacteria

Secondary bacterial |
pertontis

Pancreatic
ascites

'

A4

Peritoneal
carcinomatoss
with pectal
hypertension

Tuberculous
peritonitis with
underlying
chrhosis

Peritoneal

carcinomatosis

v

Ultrascund
and/or
liver biopsy

Chest roentgenogram |

and achocardiog

24-hour urine

um! protsin excretion

Chinical response
to antiblotic

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

primary tumor |

A

Mycobacterial growth
on culture of
laparoscopic bopsy
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
(sanac) (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 hd
Ulrasound Chest roentgenogram Za9-hour urnine
and/or and echocardiogram protein excretion
liver biopsy




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
(II-2;1).



[TepiTITWON 00BEVOUC UE AOKITN

« [ivetal TTapakEvTNon aokKITIKNG OUAAOYNAC (SAAG>1,1, AeUkwpa <2,5¢g/dL
kKal Xwpic ABI). Aiveral odnyia va trepiopioel To aAarti, va uyileTal
KaBnuepiva kai va eTavéNBel o€ 10 nuEpPEC.

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

OI0NUATA KATW AKPWV.

« "Evapin dioupnTiKAG aywyng



[TepiTITWON 00BEVOUC UE AOKITN

Mola gival n KaAUTEPN TTPOCEYYION OTNV ETTIAOYRA S10UPNTIKWYV

1) ZmeipovoAakTtovn 100mg/d

2) 2T1eipovoAaktovn 100mg/d kai poupooepidon 40mg/d

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

4) ZtreipovoAaktovn 100mg/d kai poupooepidn 40mg/d ue peiwaon
doooAoyiag oTav BeATiwoN OIdNUATWY KATW AKPWYVY



[TepiTITWON 00BEVOUC UE AOKITN

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

2) 2T1eipovoAaktovn 100mg/d kai poupooepidon 40mg/d

3) 2meipovoAaktovn 100mg/d kai poupooeuidon 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 (I1;1).



[TepiTITWON 00BEVOUC UE AOKITN

* O aoBevn¢ avraTtrokpiBnke TTOAU KaAd. EKTipnon yia AioTa
METAMOOXEUONG UE OCUMTTANPWON BUNVOU ATTOX G ATTO AAKOOA.
 ETmavépxeral yeT@ 4unvou PE AOKITA UTTO TAON TTAPA TN OI0UPNTIKN

aywyn (otreipovoAaktovn 100mg/d kai poupooepidon 40mg/d)

T1 TTPETTEI VA ATTOKAEIOTEI OTOV 000eviy

1) Ajun MZA®

2) Noipwen (ABIT)

3) YTIOTPOTI) TOU GAKOOA

4) KartavaAwon aAatiou (Trpocdlopicuog vaTpiou oTa oupa?)
5) OAa 1a TapatTavw



[TepiTITWON 00BEVOUC UE AOKITN

* O aoBevn¢ avraTtrokpiBnke TTOAU KaAd. EKTipnon yia AioTa
METAMOOXEUONG UE OCUMTTANPWON BUNVOU ATTOX G ATTO AAKOOA.
 ETmavépxeral yeT@ 4unvou PE AOKITA UTTO TAON TTAPA TN OI0UPNTIKN

aywyn (otreipovoAaktovn 100mg/d kai poupooepidon 40mg/d)

T1 TTPETTEI VA ATTOKAEIOTEI OTOV 000eviy

1) Ajun MZA®

2) Noipwen (ABIT)

3) YTIOTPOTI) TOU GAKOOA

4) KartavaAwon aAatiou (Trpocdlopicuog vaTpiou oTa oupa?)
5) OAa Ta TTOPATTAVW



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

retention, hyponatraemia, and AKI) -2 1

Angiotensin-converting enyzme inhibitors, angiotensin Il
antagonists, or al-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

* O aoBevic avripyeTwTrioBnke pe apaipeon 10 Aitpwv aokitn (large volume
paracentesis, LVP) (atrouaia ABI1) kal eEAABE e ouvExion avTidIoupnTIKAG
Aywyng TTou ytropouoe va avextei (otreipovoAaktovn 100mg/d kai
oupocoepion 40mg/d)

Ti1ox0¢€1 yia LVP?

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

e 2uyxopnynon Me AeukwpaTtivn 8g ava AiTpo aoKITIKAG CUAAOYNG TTOU
agaipegital TTavw aTro Ta SL7?

* H Aeukwparivn diveral Aiyo TTpIv TNV TTApaKEVTNON?
* H pakpoxpovia xoprnynon AeukwuaTtivng dev oxeTiCeTal JE OPEAOC ETTIRILWONG



[TepiTITWON 00BEVOUC UE AOKITN

* O aoBevic avripyeTwTrioBnke pe apaipeon 10 Aitpwv aokitn (large volume
paracentesis, LVP) (atrouaia ABI1) kal eEAABE e ouvExion avTidIoupnTIKAG
Aywyng TTou ytropouoe va avextei (otreipovoAaktovn 100mg/d kai
oupocoepion 40mg/d)

Ti1ox0¢€1 yia LVP?

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

« Zuyxopnynon Me Asukwpartivn 8g ava AiTpo aoKITIK|G OUAAOYNARG TTOU
agaipgitTal TTavw atod ta SL?

* H Aeukwparivn diveral Aiyo TTpIv TNV TTApaKEVTNON?
* H pakpoxpovia xoprnynon AeukwuaTtivng dev oxeTiCeTal JE OPEAOC ETTIRILWONG



[TepiTITWON 00BEVOUC UE AOKITN

« O aoBevic av Kal apxIKA avTaTttokpibnKke, 0Tn ouveXEla Eekivnoe OAo
KAl TTI0 oUXVA va UTTORBAAAETaI € HEYAAOU OYKOU TTAPOKEVTAOEIG
aoKiTn (TTEPITTOU 2 POPEC TO NRvVA).

‘Exel 0 aoBeviic 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 aoBeviic 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

- AloKOTTITOUPE 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 acBevwyv pe
QVOEKTIKO QOKITN

* LVP Kal AeuKwpaTivn

« TIPS

* Alphapumb
 MeTapdéoxeuon RITATOG



TIPS

« Evosigeig: - mavw ammd 3 peyalou OyKou TTAPAKEVTHOEIC TO UAVA
- TTAPAKEVTNOEIC N AVEKTEC ) N ATTOTEAEOUATIKES

* Mnxaviouoég dpdaong: - Yeiwon TNG Trieong oTnV TTUAdia QAERa
- aQU¢nNon TTPOPOPTIOU Kal KAPJIAKKC TTAPOXNS

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



TIPS vs LVP

1) TIPS controlled ascites better than LVP

i) 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 &b

Low-arterial pressure (Mean arterial pressure <80 mmHg)
MELD score =15

Child-Pugh score =12

HE prior to TIPS insertion

Low PSPG post-TIPS insertion of <5mmHg

N o ok~ W

Large diameter stent of >10mm



TIPS

AvTtevoeigelg: 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 is 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
(III;1).



ALFAPUMP SYSTEM

Bureau et al, J Hepatol 2017



& Aliapump
Peritoneal cavity

Ascites

——— Peritoneal catheter

Bladder catheter




Optoyoc Te nramtkne eykegahonaBelac (HE

*H namikn eykedatonaBeta amotehel duaketroupyla Tou eykedatou
ToU 0elAETalL o€ NTATIKA QVERAPKELOL A/Kat TUNILOGUOTAOTIKY
QVOOTOLON

* Exdpaletat e Evol upu HaoyorveUpohoyLKwy Kat buyLaTpLkev
ekOnAWEWY TOU EKTENVETAL Ao TLC UTOKAWIKEC [ieTaBoheC ewc To
o



[TpodLaBeatkol mapayovtec avarmtuenc HE

poC RECURRENT

Infections’ Electrolyte disorder

Gl bleeding Infections

Diuretic overdose Unidentified

Electrolyte isorder Constipation

Constipation Diuretic overdose

Unidentified (Gl blegding \/

*Npoadatec dnpoalevaelc UmoypapLlouy Tov Kuplapyo poro Twv Aotuwéewy



Oepameutikec emhoyec atnv kAwikn HE

» Melwon ToU QuUwvLoyOVoU GOPTLOU TIOU TIPOEPXETAL ATO TO
evepo (Aaktouhaln, pubatiuivn, mpopLotika, kaBaptika)
* EUpEwC ypnatpomotouvral n Aaktouholn Kot n pLpasuivn
* Qappaka mou puBpiZouv Ty NH, ywpig va ennpealouv To
EVIED

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



KIPZOIl OIZO®PAIOY

« 30% TWV a0BeVWYV PE AVTIPPOTTOUHEVH Kippwaon

* 60% TWV ACOEVWYV HE PN AVTIPPOTTOUHEVH KippWwoT)

D'Amico, Hepatology 1995

* 40 % CPA -85 % CPC
Pagliaro, 1994

* EmiTrTwon oxnuatiopou: 8% ava £1o¢
Christensen E, Gastroenterology 1981

« Mikpoi —— peyaAol Kipooi: 8% ava £10¢




NMPQTOINENHZz NMPOAHWH
KIPZOPPAI'IAX

1. NMpoéAnYn oXNUATICPOU KAl aVATITUENS TWV KIPOWV

2. MpoAnyn Kipcoppayiag
v XeEIPOUPYIKES TTAPAKANYPEIS (EXOUV eyKaTAANPOEi)
v ZKAnpobeparreia (€xel eykaraAnegozi)

v Mn €KAEKTIKOI B-aVAOTOAEIG

v" EVOOOKOTTIKN) ATTOAil

v ZuvOUAOHOG PUPHAKEUTIKIIG AYWYNS KAl EVEOTKOTTIKIIG ATTOAIVWONG ;3




KIPZOPPAIIA

Avavnyn

<> A (Airway)
< B (Breathing)

<> C (Circulation)

MeTtapopd 1o NOOOKOMEIO

OTTOOETNON KEVTPIKNG
PAEBIKNG YpAUHN




Baveno VI

Kipooppayia
DapPUOKEUTIKN OEpaTTEIN

v QApUAKEUTIKR aywyr| TTpIV TV vdooketnon (1b;A).

v terlipressin/somatostatin/octreotide +evbookoTmiki Beparreia péxpl Tic 5
npEPEG (1a;A).

v' [pocoxr otnv utrovartpiaiyia ot terlipressin, (1b;A).




Baveno VI

ATTOKATOOTOOT OYKOU diparog — Nnén

= AvdAoyn xoprjynon oKeudoudTwy yia Tn diatipnon aigoduvauikhng
oT1aBepdTNTAC KAl dipoo@aipivng TTepitrou 7-8 g/dl i Ht 24%, Aaupdvovtag
UTT OWIv dAAoug TTapdyovTeg OTTwWE ocuvodd voonpard, TnV nAIKia, Tnv
QUMODUVAMIKN KATACTACT) KOl TNV TTapoudia cuvexi{opevnc aigoppayiac (1b,A)

*  2XETIKA YE TIC diaTapaxEg TTAENS Kail Tnv Opoppotrevia dev ummopouv va dwbouv
odnyieg (5;D).

2 £ aoBeveic ue onUavTikES diartapaxec NG | OpoupoTrevia perayyion pe FFP
kKai/y PLT ptropei va xopnynBouv
ASGE 2014




e Baveno VI

p -

Mpo@UACKTIKN Xopynon avTtifiwong

‘Evapen avriBiwang amd Ty eicaywyn (1a;A).
s Okivouvog yia pikpoPiakni Aoidwen pikpoc ot Child-Pugh A (2b;B), aAAd
QTTAITOUVTAI TTIPOOTITIKEG HEAETEC

m 2YETIKA e TRV EMAOYA TWV avTIRIOTIKWY TTPETTEI va AauBdvovTal uTroyiv Ta
XAPOKTNPIOTIKA TOU acBevVoUg Kal aQvToxr OTO KEVTPO

n ceftriaxone 1 g/24 h og acBeveic pe Tpoxwpnuevn nratoadeia(1b;A),
uwnAn avTiotaon oTIC KIVOAGVEC Kal € acBeveic TTou BpickovTal ijdn ot
TTPOPUAAEN HE KivoAdveg (9;D).




Euxapiotw



