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Abstract. Cirrhosis of the liver appears to have an unfavorable prognosis
in the surgical patient. The aim of this study was to determine risk factors
for morbidity and mortality in patients with cirrhosis undergoing nonhe-
patic surgery. We studied 135 patients with liver cirrhosis undergoing non-
hepatic procedures and 86 controls matched by age, sex, and preoperative
diagnosis. Preoperative, intraoperative, and postoperative variables asso-
ciated with 30-day mortality and morbidity were assessed by univariate and
multivariate analyses. Patients with cirrhosis showed higher blood trans-
fusion requirements, longer length of hospital stay, and a higher number of
complications than controls. The mortality rate was 16.3% in cirrhotics and
3.5% in controls. By univariate analysis, the need for transfusions, pro-
thrombin time, and Child-Pugh score were significantly associated with
postoperative liver decompensation, whereas duration of surgery, pro-
thrombin time, Child-Pugh score, cirrhosis-related complications, and
general complications were significantly associated with mortality. In the
multivariate analysis, Child-Pugh score (odds ratio [OR] 24.4; 95% confi-
dence interval [CI] 5.5 to 106); duration of surgery (OR 5; 95% CI 1.2 to
15.6), and postoperative general complications (OR 3.7; 95% CI 3.4 to 6.4)
were independent predictors of mortality. Patients with cirrhosis undergo-
ing nonhepatic operations are at significant risk of perioperative compli-
cations leading to death. Independent variables associated with perioper-
ative mortality include preoperative Child-Pugh score, the duration of
surgery, and the presence of postoperative general complications.

A variety of conditions requiring operation, particularly gallstone
disease and the complications of peptic ulcer disease, often arise in
patients with liver cirrhosis. Anesthesia and surgery are known to
have decompensatory effects on patients with compromised liver
function, and previous publications have reported greater morbid-
ity and mortality in patients with cirrhosis undergoing nonhepatic
procedures [1-6]. Retrospective investigations have identified mul-
tiple clinical and laboratory variables that contributed to increased
perioperative morbidity and mortality rates in cirrhotic patients
who underwent nonderivative abdominal surgery [7-9]. Moreover,
it has been shown that there is a correlation between the number of
risk factors identified by multivariate analyses and the rate of peri-
operative complications [9].

We compared our experience with nonhepatic surgery in pa-
tients with cirrhosis and controls matched by age, sex, and preop-
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erative diagnosis. The purpose of this study was to provide infor-
mation about the mortality and morbidity rates for operation in
cirrhotic patients and to identify factors associated with mortality
within 30 days after surgery.

Materials and Methods
Patients

The study population consisted of a cohort of 135 consecutive
patients with liver cirrhosis, 89 men and 46 women, with a mean
[+ standard deviation (SD)] age of 61.5 = 12.9 years, who under-
went any nonhepatic surgical procedure with anesthesia at the De-
partment of Surgery of our hospital between January 1993 and
January 2000. For patients with more than one operation during
the study, data were collected and analyzed for only the first peri-
operative experience. The study was approved by our institutional
review board.

The diagnosis of liver cirrhosis was made on the grounds of his-
tology and/or laparoscopy, or by direct examination of the liver dur-
ing abdominal surgery. Cirrhosis was diagnosed preoperatively in
107 patients and at the time of operation in the remaining 28. The
etiology of liver cirrhosis was established according to standard cri-
teria for infection with hepatitis B virus (HBV) (positive serum test
for hepatitis B surface antigen [HBsAg] (n = 4), hepatitis C virus
(HCV) (seropositivity for HCV antibody) (n = 47), and alcoholism
(a daily intake of more than 60 g of ethanol in women and more
than 80 g in men for more than 5 years) (n = 30). Other causes
included autoimmune disease (n = 9) and HCV infection in com-
bination with alcohol use in 36 patients. When no cause was iden-
tified, liver cirrhosis was classified as cryptogenic (n = 9). The clini-
cal condition of the patients was graded according to the Child-
Pugh classification [10]. Comorbid conditions were classified
according to the index developed by Charlson et al. [11].

The control group included 86 nonconsecutive patients, 51 men
and 35 women, with a mean (= SD) age of 58.5 = 16.3 years, who
underwent anesthesia and surgery during the same study period
and whose characteristics in relation to age, sex, and type of surgical
procedure were matched to patients in the group with cirrhosis. It
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was required that none of these patients had clinical, analytical, or
echographic stigmata of liver dysfunction.

Methods

Preoperative data included age; sex; coexisting medical disease;
previous surgery; blood cell count; serum albumin; total bilirubin;
creatinine concentration; prothrombin time; cause of cirrhosis; the
presence of ascites, upper gastrointestinal bleeding, and encepha-
lopathy; Child-Pugh score; and diagnosis of conditions requiring
operation categorized into six groups (intestinal disorders, gastric
diseases, nonhepatic malignant tumors, biliary tract diseases, ab-
dominal wall diseases, and miscellaneous procedures). Intraopera-
tive data included duration of operation and transfusion require-
ments. Emergent operations were those performed within 24 hours
of admission or from the time surgical consultation was requested.

Postoperative morbidity was defined as complications that oc-
curred during the same hospitalization or as long as 30 days after
operation. Recorded surgical wound complications included infec-
tion, dehiscence, abscess, fistula, and eventration. Cirrhosis-related
complications included ascites (as a new finding or if ascitic volume
increased from mild to severe after operation); encephalopathy;
upper gastrointestinal bleeding; acute renal failure (defined as an
increase of 2 mg/dL or more in the serum creatinine concentration
compared with preoperative values, or the need for dialysis in a
patient with previously adequate renal function); and liver failure.
Pneumonia, congestive heart failure, exacerbation of chronic ob-
structive pulmonary disease [COPD], urinary tract infection, phle-
bitis, and paralytic ileus were considered postoperative complica-
tions if they represented new findings, and they required that the
patient receive additional medical therapy. Other postoperative
data recorded included blood cell count, serum albumin, total bil-
irubin, prothrombin time, Child-Pugh score, length of hospital stay,
and death within 30 days of surgery.

Statistical Analysis

The SPSS computer program (MS-DOS, Windows 6.1.2) was used
for the analysis of data. The distribution of variables in the group of
liver cirrhosis and in the control group was compared. The pres-
ence of risk factors for complications and perioperative mortality
among patients with cirrhosis was also assessed. Statistical analyses
were carried out by using Pearson’s x* test or Fisher’s exact test for
the comparison of proportions, and Student’s #-test or analysis of
variance (ANOVA) for the comparison of means. Univariate or
multivariate linear regression methods and logistic regression
models for estimation of odds ratio (OR) and 95% confidence in-
tervals (CI) were used.

Results

Table 1 shows that the group of patients with cirrhosis and the con-
trol group were similar with respect to demographic characteristics
and preoperative data, including comorbidity, results of laboratory
tests, indications of operation, and number of emergent proce-
dures. In the group of 135 patients with cirrhosis, the degree of liver
dysfunction before operation was scored as Child-Pugh grade A in
83 patients, B in 41, and C in 11. Most patients (74%) presented
with compensated cirrhosis.

In relation to morbidity and mortality data (Table 2), there were
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Table 1. Preoperative clinical and analytical data of the study
population.

Patients with

cirrhosis Controls
Data (n =135) (n = 86)
Sex, male/female 89/46 51/35
Age, mean = SD 61.5 = 12.9 58.5 £16.3
Comorbidity, mean = SD 147 = 1.13 133+13
Emergent operation 35(25.9) 15 (17.4)
Child-Pugh grade
A 83 (61.5)
B 41 (30.4)
C 11 (8.1)
Compensated cirrhosis 100 (74)
Decompensated cirrhosis 35 (26)
Indication for operation
Intestinal disorders 18 (13.3) 10 (11.6)
Chronic inflammatory 1 0
disease
Intestinal obstruction 5 2
Perforation 8 6
Fistulas 1 1
Acute appendicitis 3 1
Gastric diseases 14 (10.4) 9(10.4)
Peptic ulcer 12 6
Hiatal hernia 2 3
Nonhepatic malignant 27 (20) 20 (23.2)
tumors
Carcinoma of the 11 7
colon
Carcinoma of the 10 8
stomach
Carcinoma of the 4 3
pancreas
Carcinoma of the 2 2
bile ducts
Biliary tract diseases 38 (28.1) 23 (26.7)
Gallstones 21 14
Cholecystitis 12 6
Choledocholithiasis 5 3
Abdominal wall 25 (18.5) 18 (20.9)
diseases
Inguinal, femoral 9 10
hernias
Abscess 10 5
Evisceration 6 3
Miscellaneous 13 (9.6) 6(6.9)
Achalasia of 3 1
esophagus
Occlusive peripheral 8 4
vascular disease
Stab wound 2 1
Laboratory data
Anemia 75 (55.6) 16 (18.6)
Leukopenia 62 (45.9) 0
Thrombocytopenia 48 (35.6) 0
Serum albumin (g/dL)
=35 109 (80.7) 86 (100)
<35 48 (35.5)
Total bilirubin (mg/dL)
<2 109 (80.7) 80 (93)
=2 26 (19.2) 6(6.9)
Prothrombin time (%)
80-100 78 (57.8) 86 (100)
<80 57 (42.2)

Percentages appear in parentheses.
SD: standard deviation.

statistically significant differences between patients with cirrhosis
and controls in the following variables: intraoperative transfusion
requirement (39% of cirrhotic patients versus 15% of controls),
average length of hospital stay (18 = 14.4 versus 13.4 + 13.4 days),
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Table 2. Morbidity and mortality in cirrhotic patients and controls after nonhepatic surgery.

Cirrhotics

Data (n = 135)

Controls
(n = 86)

Odds ratio

Statistics (95% CI)

Duration of operation, min 116 = 66
Intraoperative transfusion needs
No
1
2 21
=3 7
Hospital stay, days, mean = SD 18 + 14.4
Any complication 68 (50.4)
Surgical wound complications 24 (17.8)
Infection
Dehiscence
Eventration
Fistula
Abscess
General complications
Pneumonia
Exacerbation of COPD
Congestive heart failure
Urinary tract infection
Paralytic ileus
Phlebitis
Cirrhosis-related complications 2
Ascites 1
Encephalopathy 5
Upper GI bleeding 4
Renal failure 2
5
2

82 (60.7)
25

[\
NWHHEWWWLWNO =W W o

(14.8)

(20)
1

Liver failure

Mortality, 30-day 22 (16.3)

119 = 66

X2 = 14.6,p = 0.002 2.5 (1.5t0 4.4)

73 (84.9)
6

5

2
13.4 = 13.4 t=
25 (29.1) X
18 (20.9) X

2.8(2.6102.9)
2.4 (13 to 4.4)

(10.5) X¥=22p=013

DN = LN O N W W oo

—_

3(3.5) X* = 859, p = 0.003 46(141t0132)

Percentages are in parentheses.

CI: confidence interval; COPD: chronic obstructive pulmonary disease; GI: gastrointestinal.

overall rate of complications (50.4% versus 29.1%), and 30-day
mortality rate (16.3% versus 3.5%). However, as shown in Table 2,
there were no significant differences in the occurrence of surgical
wound complications and general complications between patients
with cirrhosis and controls. Thus the higher number of complica-
tions found among patients with cirrhosis was related primarily to
decompensation of liver function status. When patients with cir-
rhosis were grouped according to preoperative Child-Pugh score
(Table 3), statistically significant differences between cirrhotic pa-
tients and controls persisted for the variables of intraoperative
transfusion requirement and average length of hospital stay. With
regard to the presence of any complication and mortality within 30
days after surgery, significant differences between cirrhotics and
controls were encountered only for Child-Pugh scores B and C
(Table 3). Class A patients and controls behaved similarly.

In the group of patients with cirrhosis and in relation to morbid-
ity, univariate analysis identified duration of operation, length of
stay, anemia, and preoperative Child-Pugh score as being associ-
ated with surgical wound-related complications; transfusion re-
quirements, prothrombin time, and Child-Pugh score with cirrho-
sis-related complications; and duration of operation only with
other general complications (Table 4). In the multivariate analysis,
high preoperative Child-Pugh score and blood transfusion were in-
dependently associated with the occurrence of cirrhosis-related
complications (Table 5).

In the group of patients with cirrhosis and in relation to mortal-
ity, duration of operation, high Child-Pugh score, prothrombin
time, decompensation of cirrhosis, and other general complica-
tions were significantly associated with fatal outcome in the uni-
variate analysis (Table 4); anemia and hypoalbuminemia appeared
to be associated with mortality, although statistical significance was

not reached. The multivariate analysis identified three variables
(high Child-Pugh score, duration of operation, and general compli-
cations) that were independently associated with mortality within
30 days after surgery (Table 5).

Discussion

A number of studies have been carried out to assess morbidity and
mortality in patients with cirrhosis undergoing nonhepatic surgery
[7,9, 12, 13], but there is a large variability in the results obtained.
This variability may be explained in large part by factors attribut-
able to differences in the patients’ surgical diagnoses and by timing
of the operation in relation to liver function status [14]. In most of
the studies [2-4, 7-9, 12, 13, 15], control groups are lacking,
whereas comparative studies in which a group of noncirrhotic pa-
tients has been included provide information on the mortality and
morbidity rates for certain surgical procedures, such as cholecys-
tectomy [14], umbilical herniorrhaphy [16], open-heart surgery
[17], peptic ulcer surgery [15], or laparoscopic cholecystectomy [5,
18]. It has been shown that laparoscopic cholecystectomy offers
several advantages over open cholecystectomy in patients with cir-
rhosis, including lower morbidity, shorter operative time, less need
for transfusions, and fewer incision-related complications [19-21].

In the present study, like others [7-9, 12, 13] patients undergoing
different surgical interventions were included; in addition, patients
matched by age and sex with similar preoperative diagnoses and
operated on during the same study period than patients with cir-
rhosis served as controls. It should be noted, however, that the pres-
ent study was not designed for inclusion of an independent evalu-
ation of subgroups of surgical procedures (the number of patients
should be larger to analyze preoperative diagnoses separately). The
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Table 3. Comparison of morbidity parameters in patients with cirrhosis according to Child-Pugh score and controls.

Preoperative Child-Pugh score

Controls A B C

Data (n = 86) (n = 83) (n =41) (n=11)
Intraoperative transfusion®

No 73 (84.9) 52 (62.6) 24 (58.5) 6 (54.5)

1 6 13 9 3

2 5 14 6 1

=3 2 4 2 1
Hospital stay, mean + SD** 134+ 134 17.3 £ 143 19.2 + 14.7 18.7 £ 15.2
Any complication*** 25(29.1) 33 (39.7) 28 (68.3) 7 (63.6)
Mortality, 30-day™*** 3(3.5) 3(3.6) 13 (31.7) 6 (54.5)

*Controls versus grade A: x> = 10.9, p = 0.01; controls versus grade B: x> = 10.8, p = 0.01; controls versus grade C: x* = 7, p = 0.07.
**Controls versus grade A: t = 1.8, p = 0.06; controls versus grade B: 1 = 2.2, p = 0.02; controls versus grade C: ¢t = 1.2, p = 0.4.
***Controls versus grade B: x* = 17.5, p < 0.001; controls versus grade C: x* = 5.2, p = 0.02.

#*#*Controls versus grade B: x> = 20, p < 0.001; controls versus grade C: x> = 30.2, p < 0.001.

Table 4. Results of univariate analysis: risk factors for morbidity and mortality in patients with cirrhosis.

Complications related to

Surgical wound Cirrhosis General Mortality
Age t=09,p =03 1=002,p =09 t=04,p =06 t=04,p =06
Sex X =08p=07 ¥ =01,p=09 ¥ =01,p=07 ¥ =15p=02
Comorbidity t=05,p=05 t=17,p=08 t=03,p=0.7 t=0.08,p=09
Cause of cirrhosis ¥ =93,p=0.15 X’=44,p=06 X*=32,p=07 X’ =48,p=05
Duration of operation t=2,p=0.007 t=26,p=0.1 t=21,p=0.03 t=23,p=0.02
Length of stay in hospital t=2.6,p =0.008 t=17,p=0.09 t=0.7,p=04 t=0.03,p=09
Transfusion requirements X =3,p=038 ¥ =9,p=0.02 ¥=19,p=06 X¥’=21,p=05
Diagnosis x> =0.23,p=0.6 x=27,p=07 X =47,p=04 X=57,p=03
Emergency surgery ¥ =023,p=06 X¥=14,p=02 X’ =001,p=09 X’ =002,p=08
Anemia X2 =6.4,p =001 X’=24,p=0.1 ¥=14p=02 x> =3.1,p =007
Leukopenia ¥ =24,p=0.11 X¥=08p=03 X¥*=05p=05 x> =1.06,p=03
Thrombocytopenia ¥ =003,p=09 X =29,p =008 ¥ =13p=02 ¥ =001p=09
Serum bilirubin x> =05p=07 x> =16,p=0.15 X=02,p=09 X’ =37,p=0.15
Serum albumin ¥=02,p=09 ¥=17,p=04 X¥=31,p=02 X’ =05,p=0.06
Prothrombin time X’ =14,p =047 x> =172,p =002 x=03,p=08 x> =6.3,p =004
Preoperative Child-Pugh score X =56,p=0.05 x> =16,p < 0.001 ¥ =01,p=0. x> =28.7,p < 0.001
Wound-related complications X¥=02,p=06 x> =1.06,p =03 X’ =07,p=039
Cirrhosis-related complications x> =106,p=03 X’ =06,p=04 x> =10.2,p =0.01
Other general complications X =028p=04 X¥*=06,p=04 X¥=32,p=07 x> =9.6,p =0.02

Table 5. Multivariate analysis of factors associated with outcome in
patients with liver cirrhosis undergoing nonhepatic surgery.

Wald Odds ratio
Variable A p value (95% CI)
For the development
of complications
High Child-Pugh score 10.5 0.001 10.4 (3.4 to 22.6)
Intraoperative blood 6.9 0.008 2.7(23t04.2)
transfusion
For death within 30
days after surgery
High Child-Pugh score 18.08 0.0001 24.4 (5.5 to 106)
Duration of operation 5.23 0.0221 4.1(1.2t0 15.6)
General complications 4.9 0.0268 3.7(333t06.4)

list of procedures given in Table 1 shows baseline data regarding
emergency surgery, preoperative diagnoses, and indications for
surgery between cirrhotics and controls, but these variables were
not selected a priori in the study protocol to be analyzed with re-
spect to outcome. The control group consisted of fewer cases than
the group of cirrhotics, because patients in whom clinical, analyti-

cal, or liver ultrasound studies were not available to exclude un-
equivocally the diagnosis of cirrhosis were not eligible. In the selec-
tion of cirrhotic patients, all patients with preoperative or
intraoperative documented liver cirrhosis undergoing nonhepatic
surgery during the study period were included. Eight surgical can-
didates with Child class C who died at the hospital while awaiting
surgery were excluded. The comparison between the study group
and the control group revealed more intraoperative transfusion
needs and prolonged hospital stay in patients with cirrhosis. These
data have not been documented in other studies on morbidity in
cirrhotic patients undergoing different nonderivative procedures
because a control group was lacking. In the study of Jan and Chen
[18] in which safety of laparoscopic cholecystectomy in cirrhotic
patients compared to noncirrhotic patients was evaluated, the hos-
pital stay in both groups was similar.

The significantly higher overall rate of complications among pa-
tients with cirrhosis was most commonly associated with cirrhosis-
related complications—i.e., decompensation of liver function sta-
tus—given that the rate of surgical wound complications and
general complications in patients with cirrhosis and controls was
similar. When the analysis of complication was limited to the group
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of patients with cirrhosis, 50.4% of our patients developed one or
more postoperative complications. This percentage is higher than
the perioperative complication rate of 30.1% reported by Ziser et
al. [9], and it may be explained by the low surgical severity score of
many procedures included in their study (e.g., operations on eye,
ear, nose, mouth, pharynx, tracheostomy, laryngoscopy, chest tube
placement, thoracentesis, bronchoscopy, vein stripping, pace-
maker insertion, gastrointestinal endoscopy, excision of skin le-
sions, and the like). In contrast, 37 general and surgical complica-
tions were observed after major abdominal surgery in 34 cirrhotics
in the study of Jakab et al. [12]. This high rate of complications may
be related to the high proportion of patients with Child class B and
C (65%) and the surgical severity of the operations performed.

In our series of patients with cirrhosis, duration of operation,
prolonged hospitalization, anemia, and Child-Pugh score were sig-
nificantly associated with wound-related complications, whereas
duration of operation was identified in the univariate analysis as
being associated with the occurrence of general complications. In
agreement with other studies [8, 9, 12], 20% of patients developed
some decompensation of liver cirrhosis that was not present prior
to operation. Univariate analysis identified transfusion require-
ment, decreased platelet count, prothrombin time, and high Child-
Pugh score as being associated with decompensation of liver dis-
ease, whereas multivariate analysis identified high Child-Pugh
score, and number of units of blood transfused as independent risk
factors for the occurrence of cirrhosis-related complications.

The present findings confirm that nonhepatic procedures in pa-
tients with cirrhosis are associated with a significant death rate, i.e.,
16.3% as compared with 3.5% in controls. This difference was
found only for patients with Child-Pugh score B and C (31.7% and
54.5%, respectively) given that mortality rates in patients with class
A and controls were similar. Differences in the mortality rate be-
tween cirrhotics and noncirrhotics have been also reported by other
authors, such as 25% versus 1.1% for cholecystectomy and com-
mon bile duct exploration in the study of Aranha et al. [14], or 8.3%
versus 1.8% for umbilical herniorrhaphy in the study of Leonetti et
al. [16]. In our group of 135 patients with cirrhosis, the periopera-
tive mortality rate (within 30 days of surgery) was 16.3%, which is
similar to results obtained in other studies, with mortality rates
ranging between 11.6% and 28% [7-9, 12, 13]. Multivariate analysis
identified high Child-Pugh score, duration of operation, and gen-
eral complications as being independently associated with mortal-
ity within 30 days after surgery. Child-Pugh score has been found
prognostically helpful in all series except the study reported by Rice
et al. [8]. These authors, however, showed a statistically significant
association between mortality risk and encephalopathy, hyperbili-
rubinemia, international normalization ratio > 1.6, and hypoalbu-
minemia, four of the five variables considered by the Child-Pugh
scoring system. In addition, the effect of general complications on
the outcome of patients with cirrhosis has been indirectly noted in
other studies, in which COPD, congestive heart failure, and infec-
tion were significantly associated with an increased mortality rate
[8,9].

In summary, patients with cirrhosis and noncirrhotics showed
similar rates of wound complications and general complications af-
ter nonhepatic surgery, but 20% of cirrhotics developed decom-
pensation of cirrhosis postoperatively. Patients with cirrhosis had a
significantly higher mortality rate than controls, but mortality in
patients with Child-Pugh class A and controls was similar. Multi-
variate analysis identified preoperative Child-Pugh score, duration

651

of operation, and general complications as being independently as-
sociated with mortality within 30 days after surgery.

Résumé. La cirrhose du foie apparait comme un pronostic défavorable
pour la chirurgie. Le but de cette étude a été de déterminer les facteurs de
morbidité et de mortalité chez les patients cirrhotiques ayant eu une
chirurgie non hépatique. Nous avons étudié 135 patients porteurs de
cirrhose du foie, opérés d’un procédé non hépatique et 86 patients
controles, appariés pour I’age, le sexe, et le diagnostic préopératoire. Les
variables pré-, per- et postopératoires en rapport avec la morbidité et al.,
mortalité a 30 jours ont été étudiés par analyze uni- et multi-variée. Les
patients ayant une cirrhose ont eu besoin de plus de transfusions
sanguines, ont eu une durée de séjour plus longue, et ont eu un nombre plus
élevé de complications que ceux dans le groupe controle. Le taux de
mortalité a été de 16.3% chez les patients cirrhotiques et de 3.5% dans le
groupe de contrdle. Par une analyze univariée, on a trouvé que le besoin en
transfusions, un taux de prothrombine, et le score de Child-Pugh étaient
significativement associés a la décompensation hépatique postopératoire,
alors que la durée de ’acte chirurgical, le temps de prothrombine, le score
de Child-Pugh, les complications en rapport avec la cirrhose ont été
statistiquement significativement associés a la mortalité. En analyze
multivariée, le score de Child-Pugh (rapport de cote (RC): 24.4, interval de
confiance de 95% [IC] 5.5 4 106); la durée de chirurgie (RC 5,95% IC 1.2 a
15.6) et les complications postopératoires générales (RC 3.7, IC 95% 3.4 a
6.4) étaient des facteurs prédicteurs indépendants de mortalité. Les
patients cirrhotiques opérés pour autre chose que leur foie ont un risque
important de complications périopératoires, pouvant étre mortelles Les
variables indépendantes associées a une mortalité élevée sont le score
préopératoire de Child-Pugh, la durée de chirurgie et la présence de
complications générales postopératoires.

Resumen. La cirrosis hepatica constituye un factor pronéstico
desfavorable en el paciente quirtrgico. El objetivo del presente estudio fue
determinar los factores de riesgo de morbilidad y mortalidad en pacientes
con cirrosis sometidos a cirugia no hepatica. La poblacion de estudio
estaba formada por 135 pacientes con cirrosis hepatica en los que se
efectuaron diferentes procedimientos quirirgicos no hepaticos y 86
controles emparejados por edad, sexo y diagnéstico preoperatorio. Las
variables preoperatorias, peroperatorias y postoperatorias asociadas con
la morbilidad y mortalidad a los 30 dias se evaluaron mediante analisis
univariado y multivariado. Los pacientes con cirrosis mostraron mayores
requerimientos transfusionales y duracién de la estancia hospitalaria,
asi como un mayor nimero de complicaciones que los controles. La
tasa de mortalidad fue del 16.3% en los cirréticos y del 3.5% en los
controles. En el analisis univariado, los requerimientos transfusionales,
tiempo de protrombina y el grado de Child-Pugh presentaron una
asociacion estadisticamente significativa con la descompensacion hepatica
postoperatoria, mientras que la duracion del acto quirirgico, el tiempo de
protrombina, el grado de Child-Pugh, las complicaciones relacionadas con
la cirrosis y las complicaciones generales se asociaron significativamente
con la mortalidad. En el analisis multivariado, el grado de Child-Pugh
(odds ratio [OR] 24.4, intervalo de confianza (IC) del 95% 5.5 a 106);
duracion de la cirugia (OR 5, IC 95% 1.2 a 15.6) y las complicaciones
generales postoperatorias (OR 3.7, IC 95% 3.4 a 6.4) fueron predictores
independientes de mortalidad. Los pacientes con cirrosis sometidos
a operaciones no hepaticas presentan un riesgo significativo de
complicaciones perioperatorias que pueden conducir a un fatal desenlace.
Las variables independientes asociadas con la mortalidad perioperatoria
incluyen el grado de Child-Pugh, la duracién de la cirugia y la presencia de
complicaciones generales durante el postoperatorio.
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