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& Introduction

INTRODUCTION

Presence of liver cirrhosis is diagnosed based on the
combination  of characteristic  clinical, laboratory,
radiological findings or via histological findings, if
available (Strnad et al., 2017).

Regardless of the reason for admission to ICU,
cirrhosis adds complexity and a poor prognosis to the
critically ill patient, although the prognosis has improved in
recent years (Hernaez et al., 2017).

Liver failure indicates severe liver damage and can be
caused by a variety of factors. It results in a severe disorder
or decompensation in functions, such as synthesis,
detoxification, excretion, and bioconversion, leading to a
clinical syndrome which can include coagulopathy,
jaundice, hepatic encephalopathy and ascites. The severity
of liver failure is correlated with high mortality and thus it
is important to identify factors that will help predict
prognosis in these patients (Sarin et al., 2014).

Cirrhotic cardiomyopathy has been described as a
condition characterized by impaired contractile response to
stress, diastolic dysfunction and electro- physiological
abnormalities, in the absence of known cardiac disease
(Sampaio et al., 2013).
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& Introduction

The most common cardiac abnormality that occurs
among cirrhotic patients is left wventricular diastolic
dysfunction (LVDD) related to the development of
myocardial fibrosis, hypertrophy and subendothelial
edema. Diastolic dysfunction occurs when the passive
elastic traits of the myocardium are reduced due to the
increased myocardial mass and changes in the extracellular
collagen (Stundiene et al., 2019)

According to different studies, the prevalence of
LVDD in cirrhotic patients is ranging from 25.7% to as
high as 81.4%. Evidence suggests that patients with
cirrhosis display primarily LVDD with normal systolic
function at rest. Diastolic dysfunction may progress to
systolic dysfunction, although this has not been directly
shown in cirrhotic patients. In several studies; severity of
LVDD correlated with the degree of liver failure.
Furthermore, the rate of LVDD was higher in
decompensated cirrhosis compared with compensated
cirrhosis. On the contrary, several studies have not
identified any association between severity of liver disease
and LVDD (Stundiene et al., 2019).

Therefore, an attentive analysis of already performed
studies on LVDD causes and prevalence in cirrhotic
patients as well as LVDD complication influence on
patients’ quality of life and their survival is needed to
develop appropriate treatment strategy. It is important to
assess cardiac changes especially in those patients, who are




