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Background: End stage liver disease (ESLD) and cirrhosis are characterized by symptom burden, 
decreased quality of life, hospitalizations, unpredictable exacerbations, and limited disease-directed 
therapies other than liver transplantation (1).  It is a common cause of morbidity (15th) and death (11th) in 
the United States (2,3). This Fast Fact assimilates the evidence to help clinicians more accurately 
prognosticate in patients with ESLD and cirrhosis.   
 
Compensated vs decompensated ESLD: Patients with compensated chronic liver failure (meaning liver 
failure without evidence of current or prior ascites, variceal bleeding, encephalopathy, or jaundice) have a 
median survival of 12 years (4).  Patients with decompensated cirrhosis or ESLD, have a far poorer 
median survival of about 2 years without transplantation (5).  
 
The Child’s-Turcotte-Pugh (CTP) Score: It stratifies patients into three severity classes using two 
subjective and three objective parameters.  Although the CTP was originally created to guide patient 
selection for portal decompression surgery, it now guides probabilistic prognosis estimates, transplant 
candidacy, and organ allocation (6-8). Patients who score 5-6 total points are “Class A”; 7-9 total points 
are “Class B”; and 10-15 points “Class C.” The CTP is limited in its ability to differentiate disease severity 
and predict a specific mortality estimate. However, available evidence suggests that the 1-year median 
survival for Class A is nearly 100%, Class B is 80%, Class C is 45% (7,8); 5-year median survival for 
Class A is ~64%, Class B is 60-75%, Class C is 34-50% (9,10). Many experienced hepatologists have 
opined that the CTP does not accurately identify Class C patients with a high 90-day mortality. The MELD 
score was in part created to help clinicians identify patients at risk of dying <90 days more accurately.  
 Numerical Value 
Variable 1 2 3 
Ascites None Slight Moderate/Severe 
Encephalopathy None Grade 1-2 Grade 3-4 
Bilirubin (mg/dL) < 2.0 2.0-3.0 >3.0 
Albumin (mg/L) > 3.5 2.8-3.5 <2.8 
Increase in seconds from normal prothrombin time  1-3 4-6 >6.0 

 
The Model for End-stage Liver Disease (MELD) Score (11-12): It was developed in 2000 and then 
updated in 2008 to reflect the addition of serum sodium levels (MELD-Na).  It is validated in patients 12 
years and older as an independent predictor of survival in patients with cirrhosis (alcoholic and non-
alcoholic), acute liver failure, and acute hepatitis.  It is also used by the United Network of Organ Sharing 
(UNOS) for prioritizing allocation of liver transplantation. It relies on laboratory values alone (serum 
creatinine, total bilirubin, Na, INR). An additional benefit over CTP is that it can predict prognosis on the 
order of months with more precision, making it helpful for determining hospice eligibility in the US. The 
formula to calculate MELD score is complex. Online calculators are available (13). 

MELD Score Predicted 6-  
month survival 

Predicted 12-month 
survival 

Predicted 24-month 
survival 

0-9 98% 93% 90% 
10-19 92% 86% 80% 
20-29 78% 71% 66% 
30-39 40% 37% 33% 

 
Other variables: Many factors which are not accounted for by CTP and MELD-Na greatly affect 
prognosis in patients with ESLD including age, persistent alcohol use, unmanaged hepatitis B/C, and 
medical comorbidities such as peripheral vascular disease and heart failure. Therefore, clinician 
judgement, the rate of decompensation, the likelihood of transplantation and the presence of one or more 
of the following complications may have more prognostic value than the CTP or MELD score alone.  



 Hepatorenal syndrome (HRS) –caused by renal arterial underfilling.  Patients with type-1 HRS (rapid 
and severe renal failure) have a median survival of 2 weeks with few patients surviving more than 10 
weeks even with renal replacement therapy (14,15).  Median survival with type-2 HRS (chronic, less 
severe with serum creatinine usually 1.5-2 mg/dL) is 3-6 months (14,15).  If the patient survives to 
transplant, renal function can improve quickly and significantly (16). 

 Ascites— presence of excessive peritoneal fluid from portal hypertension resulting in activation of 
renin angiotensin aldosterone system—suggests a mortality of 50% at 2 years (17). 

 Variceal hemorrhage—enlarged veins secondary to portal hypertension that are at risk for rupture 
and bleeding. There is a 20% of death within 6-weeks following of each bleeding episode (18). 

 Hypotension is a well-recognized and dangerous complication of ESLD stemming from portal 
hypertension.  It is associated with an increased 6-month mortality risk in cirrhosis. 

 Hepatocellular carcinoma (HCC) –Chronic inflammation during the progression towards cirrhosis is a 
risk factor for HCC. Median survival of HCC without treatment is 8 months (19). Patients with Class B 
or Class C cirrhosis are rarely eligible for disease-directed HCC therapy (19).  
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