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COLD WEATHER AND SUNLIGHT HOURS AND ALCOHOL ABUSE

VENTURA-COTS M ET AL, HEPATOLOGY 2018





CAUSES OF MODERATE LIVER DISEASE

Roulot et al, Gut 2010 

Prevalence of liver fibrosis in 1,358 subjects in France: 

7.5%

Underlying cause of liver fibrosis:

HCV
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HBV
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Shah N et al, Clin Gasteroenterol Hepatol 2019

ADVANCED EARLY



EARLY ALD IS THE MOST 

OVERLOOKED POHENOTYPOE IN 

CLINICAL HEPATOLOGY

CAMPAIGNS AIMED AT 

DETECTING SILENT FORMS OF 

ALD WITH ADANCED FIBROSIS 

ARE URGENTLY NEEDED AT A 

GLOBAL LEVEL





MANAGEMENT OF MODERATE-SILENT ALD

clinical-biological picture

Biopsy (if diagnosis uncertainties)

Motivational interviewing

Vitamin B-D + folic acid

Antioxidants (?)

ALD

Treat AUD pharmacologically

(Disulfiram, Baclofen, Naltrexone) 
Antifibrogenic therapies ?

(Losartan, Pentoxifyilline)

AST >ALT, GGT, MCV, other organs,

physical exam
Self-report (AUDIT), family, biomarkers

Rule out other causes: 

ANA, ferritin, HCV, HBV 

vsNon-invasive techniques

(US, ASHtest®, Fibroscan, RNM) 



~ fibrosis

~ steatosis

Stiffnes

s

FIBROSCAN IN PATIENTS WITH  ASYMPTOMATIC ALD

Melin et al. Alcohol Addicto 2005
Nahon et al. J Hepatol 2008
N’Guyen-Khac et al. Alimen Pharmacol Therap 2008
Mueller S. W J Gastroenterol 2010

F01 vs F234: varies from 0.89 to 0.96
F0123 vs F4: varies from 0.90 to 0.94

PRIMARY CARE CENTERS ADDICTION CENTERS
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ALCOHOLIC HEPATITIS

IS THERE ANYTHING NEW IN THE 

DIAGNOSIS OR MANAGEMENT ?



• Vital signs: BP 90/60 mmHg, HR 105, RR 22, T 37.8˚C

WBC  (109/l) 13.2 Creatinine (mg/dl) 0.8

Hemoglobin (gr/dl) 11.7 Albumin (gr/dl) 2.7

Platelets (109/l) 100 PT /control PT (seg)  45/15

Bilirubin (mg/dl) 24 INR 3.7

AST (UI/l) 159 Na (mEq/l) 134

ALT (UI/l) 74 CRP (mg/L) 46

GGT 653 HBsAg, Anti-HCV Abs, HIV negative

• Biochemical data at admission:

• Abdominal US: steatosis, signs of cirrhosis, no HCC, no PVT, ascites

CASE PRESENTATION



ARTERIAL PRESSURE INFLUENCES SURVIVAL IN AH

Mean arterial pressure at admission predicts mortality in patients with alcoholic hepatitis independently of MELD.

Meritxell Ventura-Cots1, Carlos Fernández-Carrillo1, JosepMaria Argemi1, Juan G Abraldes2, Francisco Bosques3, Robert S Brown Jr4,Guadalupe 

Garcia-Taso5, Juan Genesca6, Samuel Ho7, Phillipe Mathurin8,

Alexander Louvet8, Michael Lucey9, Debbie Shawcross10, Victor Vargas 6, Elisabeth Verna11, Ramon Bataller1.



Can we establish a 
definitive diagnosis of 

alcoholic hepatitis based 
on clinical/analytical 

parameters ? 



Are there confounding factors ?

What is the certainty of the 

diagnosis without a liver biopsy ?



Gastroenterology 2016;150:785–790

TJB

All negative Any positive

Biopsy-
proven AH
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CLINICAL FEATURES OF ALCOHOLIC HEPATITIS

 Suspicion ischemic hepatitis (hypotension, cocaine)
 Atypical labs (i.e. GOT or GPT more 500, similar GOT - GPT, etc).
 Sepsis at admission
 Uncertain alcohol assessment
 Use of any potential hepatotoxic substance in the last month

PROBABLE

AH

Confounding factors

DEFINITIVE

AH

Other
diagnoses

Not possible

Uncertain 
AH

POSSIBLE

AH

DIAGNOSIS OF AH



How can we assess the 
severity of the episode and 

the need for specific 
therapy ?



Model Bilirubin PT/IN

R

Creatinine Urea Age Leucocytes

Maddrey DF* ✓ ✓

MELD ✓ ✓ ✓

GAHS* ✓ ✓ ✓ ✓ ✓

ABIC* ✓ ✓ ✓ ✓

PROGNOSTIC MODELS FOR ALC HEP

21

32

9

Severe vs non-severe

6.7



• Patient underwent TJB (INR 3.0) at day 2

– Diagnosis of ASH was confirmed
• Histological features 

• Fibrosis Stage : F4

• Moderate PMN infiltration

• Megamitochondria neg

AHHS: 7

• Scoring Systems 
– Maddrey’s DF: 62

– MELD: 33

– GAHS: 9 

– ABIC: 10.2

• Hepatocanalicular/Ductular Bilirubinostasis

Severe Episode of Alcoholic Hepatitis 

CASE PRESENTATION

• Prednisolone 40 md/day for 1 week (Lille: no responder). Developed 

nosocomial infection, MOF and death. He was considered a suboptimal 

candidate for early liver transplantation.



EARLY LT FOR SEVERE AH



Does alcohol relapse 
influence long-term 

survival ?

How I can help the patient ?
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Figure 1 

Altamirano et al, Hepatology 2017

• MI during hospitalization
• Early follow-up outpatient clinic
• Multidisciplinary team in the clinic
• All team members should be trained

60% relapse



TREATING AUD IN A PATIENT-CENTERED MANNER

COMMON ASSOCIATED 
CONDITIONS

Isolation

Stigma

Transportation

Insurance

SOCIAOECONOMIC
FACTORS

PTSD

Sexual abuse

Depression

Anxiety

Sleep

Pain

Family history

Genetic risk

Other addictions

GENETIC-ENVIRONMENTAL
FACTORS

• Specialized APP & 

nurse

• Addiction therapist

• Social worker

• Hepatologist

MULTIDISCIPLINARY ALD CLINIC



Rogal S et al, Hepatology 2020 (in press)
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