Management of alcohol related liver disease in liver transplant candidate patients

Need to introduce the formal caregiver.
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We share with Moscara et al.1 the consideration that the liver transplant (LT) candidate is “frail” and the importance of introducing the caregiver to reduce the degree of frailty.

   This is even truer for patients suffering from alcohol use disorders (AUDs) who could have both hepatic encephalopathy (HE) symptoms and possible psychiatric comorbidities. In addition, these patients may have alcoholic relapses (not always recognized) with symptoms of intoxication or withdrawal syndrome. Ethanol is a neurotoxin with a neurodegenerative and a neurovascular action. Following the activation of the microglial component, there is a state of chronic neuroinflammation. To this condition could be added a possible deficiency of micronutrients and vitamins (thiamine, B12, folate, etc.) which worsen the neuropathological picture. If not well managed in the first days of abstinence, significant neurodegenerative aspects may develop due to the appearance of glutamatergic stress.2 These patients are subjected to numerous hospitalisations and consequent significant stress for their families. The simultaneous presence of poor compliance by AUD patients, numerous hospitalisations and families in "burn out" renders the patient "frail" and not optimally manageable while waiting for LT. 
   We point out that one of the most frequent causes of hospital readmission is certainly HE. It has been shown that one of the main causes of this complication is the poor therapeutic adherence. In fact, Gaspar et al., in a multivariate analysis, have found that the use of lactulose and rifaximin are protective factors for hospital readmission.3 Particularly at risk of HE (10 to 50% of cases) and  recurrent hospitalizations, are patients with transjugular intrahepatic portosystemic shunt (TIPS) performed for bleeding, not responding to common pharmacological and instrumental procedures, or for refractory ascites and hepato-renal syndrome.4 In case of co-presence of HE and withdrawal symptoms, it is advisable to treat HE immediately and only after withdrawal symptoms. This is so as not to plunge HE into more advanced frameworks. 

   We think that in order to render this patient less "frail", it is necessary to introduce the "formal caregiver" (FC) in the hepatology services dealing with alcohol related liver diseases (ALDs). The role of the FC, who in our centre is represented by a socio-health worker (PB) with many years of experience in an addiction medicine service, is to support informal caregivers (IC) (family members who take care of patients) in the management of basic needs (well-being and autonomy) and in adherence to the care path, as well as to foster relationships with self-help groups for AUDs and substances use disorders (SUDs) and to support them in dealing with "caring" with serenity and peace of mind. In our centre, the FC carries out activities of helping relationship, organisational and training support and, moreover, he/she manages, in the presence of a ward doctor, groups composed of ICs who take care of ALDs patients. The training of the IC also includes the development of a greater capacity to observe behavioural changes in their loved one (EH? Psychiatric symptoms? Alcoholic relapse? Abstinence syndrome?) in order to be able to report precisely and correctly to the FC referrals what is happening and receive the best and most targeted help for that situation in the shortest possible time. This may also be achieved through quick access to the departmental care team. These groups, having no more than 8 family members, give well-being to the families, allowing a better clinical management of patients and fewer hospitalisations. The real effectiveness of this activity will have to be verified in the long-term, but several Authors have already pointed out the importance of the support provided by the ICs. The FC figure represents the concept of "sharing medicine"5 for a better interaction between the hepatology service and families, the latter too often not actively involved. 
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