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Palliative care is defined as multidisciplinary, specialized 
medical care that meets the needs of patients with serious 
illnesses and their caregivers from the standpoints of the 
physical, spiritual, and emotional levels (1). Nowadays, 
it is also considered to be one of the fundamental care 
programs for patients with decompensated cirrhosis, as has 
also been demonstrated in the field of other cancers (2).  
Recently, the guidance regarding “palliative care and 
symptom-based management in decompensated cirrhosis” 
had been published in 2022 by the American Association 
for the Study of Liver Diseases (AASLD) (3). Literally, 
the “guidance” differs slightly from practice guidelines 
that are typically based on systematic reviews of the 
literature, formal ratings of evidence quality and strength 
of recommendations, and, if appropriate, meta-analyses of 
outcomes. The lack of randomized controlled trials was a 
major factor in the development of guidance, rather than 
guideline, by AASLD, which was decided upon by a panel 
of experts (3).

Hospice, which primarily treats patients with a short 
life expectancy and focuses solely on comfort rather than 
disease-directed curative treatment (4), is not the same as 
palliative care. Palliative care is therefore available at all 
stages of decompensated cirrhosis: (I) the early phase, which 
is supported by disease-directed and curative treatments 
(including liver transplants), (II) the end of life, which 

is supported by hospice care, and (III) even after death 
for the patients’ caretakers (2). In contrast, patients with 
decompensated cirrhosis and those who care for them 
frequently have important unmet needs in terms of their 
psychological, physical, social, economic, and spiritual well-
being (5), because cirrhosis is closely linked to poor health-
related quality of life brought on by numerous difficult-
to-manage physical, cognitive, psychological, and social 
stressors (6). In particular, the final disease trajectory of 
decompensated cirrhosis is progressive, even though a 
5-year mortality varies between 20% and 80% across 
studies (7), with worsening health, an increase in symptom 
burden, and numerous hospitalizations at the end of life 
(8-10). Therefore, to positively affect the symptoms of all 
patients and their caregivers, evaluation for unmet palliative 
care needs and specialty palliative care consulting should be 
taken into consideration.

While outpatient palliative care may be associated with 
improved symptoms, improved care coordination, and 
better anticipatory planning, inpatient specialty palliative 
care consultations with post-discharge follow-up may be 
associated with establishment of greater consensus between 
patients and clinicians in which the goals of care, reduced 
life-sustaining treatment use, earlier provision of comfort-
focused care, and reduced readmission can be mediated (11). 
Although it is preferable for specialists to provide palliative 
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care, due to their shortages, hepatologists should take a key 
role in modifying primary palliative care services (12).

Advance care planning (ACP) is a proactive, ongoing, 
collaborative process of decision making about health 
care preferences, goals, and values in the context of a life-
limiting illness (13). For patients with decompensated 
cirrhosis, it is an iterative procedure that should begin 
with diagnosing cirrhosis and ideally take place prior to 
hepatic decompensation and the loss of patients’ decision-
making capacity (3,13). Patients with decompensated 
cirrhosis experience a wide range of co-occurring symptoms 
(9,14), hence treating these symptoms is an essential part 
of providing high-quality cirrhosis care. Such symptoms 
may include pain,  nausea & vomiting, abdominal 
distension caused by refractory ascites, dyspnea, hepatic 
encephalopathy, muscle cramps, sleep disturbances, fatigue, 
pruritis, sexual dysfunction, and depression & anxiety 
(3,15-17). In order to properly manage different types of 
symptoms, it is first necessary to assess their intensity and 
focus on the symptoms that matter most to patients. Many 
times, the nonpharmacological approach such as behavioral 
intervention, physical therapy, or other modalities that 
address various symptoms may be the primary method of 
symptom management. It is important to concurrently 
identify and treat any underlying causes of symptoms. 
When possible, interdisciplinary teams from other fields, 
such as nursing, social work, and chaplaincy, should evaluate 
and manage symptoms. Patients and caregivers also require 
so-called end-of-life care when the liver disease eventually 
worsens. Patients with decompensated cirrhosis have a 
similar number of symptoms and anguish during this time 
as those with advanced colorectal and lung cancer. In order 
to address palliative needs at the end of life, end-of-life 
treatment preferences should be elicited under agreement 
among physicians, patients, and caregivers, care plans 
should be also modified accordingly. Furthermore, patients 
and caregivers must be informed about scenarios like 
infection, bleeding, and hepatic encephalopathy.

Contrary to patients dying of advanced cancer, patients 
dying of decompensated cirrhosis underutilize hospice, that 
is, a patient- and caregiver-centered alternative for end-
of-life care. In this instance, balancing both aggressive and 
nonaggressive goals may frequently be necessary in the 
establishment of care plans in the real-world practice. Even 
while the majority of patients with decompensated cirrhosis 
pass away in a hospital, this can be a particular problem for 
physicians as well as patients and caregivers who choose 
to seek end-of-life care at home or in the community (18). 

Hepatology teams may practically think about using the 
Model of End-stage Liver Disease (MELD) >21 and Child-
Pugh >12 to identify whether patients are prognostically 
suitable for hospice care (i.e., have an anticipated life of less 
six months) (19). The optimal criteria, however, have not 
yet been identified. Informing caregivers of the patient’s 
impending death may promote choices that are in line with 
patients’ prognosis.

There are still many barriers to be overcome in order 
to successfully integrate the ideas of palliative care into the 
treatment of hepatology (3). First, developing programs 
and training the personnel to support palliative care is a 
crucial first step. There is growing agreement that clinicians 
across all medical and surgical specialties should learn 
core competencies in delivery of palliative care and engage 
with experts as necessary. However, given the crisis of 
shortage in palliative care workforce—primarily as a result 
of the aging population’s increasing demand for palliative 
care—this is even more important (20). Future studies 
should examine how to effectively educate palliative care 
providers from the viewpoint of socioeconomic burden. 
Second, it is important to talk about creating policies 
and infrastructure to support the use of palliative care in 
the field of hepatology. For instance, laws that support 
payment for speciality palliative services should be taken 
into account. The introduction of palliative care in the 
routine practice for patients with decompensated cirrhosis 
may also be facilitated by formal contact and collaboration 
between the hepatology and palliative care societies. 
Furthermore, it is important to promote the spread of 
knowledge about the supports and advantages that are 
available (3). Actually, a lot of patients with decompensated 
cirrhosis are not aware that they can get hospice care while 
they are waiting on the transplant list to find a donor organ. 
Additionally, by including measurements for hospice and 
palliative care in cirrhosis quality indicators, clinicians and 
payors may see how important these subjects are. Third, as 
was already mentioned, there are large discrepancies between 
findings from the study and real-world experience (3).  
Therefore, more research is needed to establish the 
evidence around which interventions work at what times for 
patients with decompensated cirrhosis. It will result in the 
identification of the most effective techniques for gauging 
and summarizing patient-reported outcomes for patients 
with decompensated cirrhosis. Palliative care for patients 
with decompensated cirrhosis must therefore be completely 
implemented, which calls for a multifaceted strategy to 
address ongoing training, practice, policy, and research 
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shortages.
In conclusion, pall iative care for patients with 

decompensated cirrhosis is a multidisciplinary strategy 
to enhance the emotional, spiritual, and physical health 
of patients themselves and their caregivers. However, in 
the real-world practice, it is still not being used to its full 
potential. Palliative care should be complemented by proper 
hepatology care, communication, thorough symptom 
management, and coordinated interdisciplinary care that 
is in line with patients’ values and wishes. Therefore, 
additional study is needed to determine the optimal 
strategies for medical staff education and training, symptom 
management, the use of specialized palliative care, and more 
economical models.
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