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Introduction The global incidence of HCC is rising and it is the 
third most common cause of cancer-related death worldwide. Sur-
veillance of at risk patients has been recommended by expert guide-
lines to detect early cancers that are amenable to curative treatments. 
AASLD has recommended HCC surveillance for non-cirrhotic HBV-
positive Asian males over 40 and females over 50yrs of age. How-
ever, the evidence to support this recommendation is limited and is 
derived from studies conducted in Asia. Results from such studies 
may not be applicable in the West, due to differences in environ-
mental risk factors and availability of HBV treatment. Implementa-
tion of such a recommendation would place a burden on healthcare 
resources, and may not be justified if the risk for HCC is substan-
tially lower than previous estimates in this population.
Methods A retrospective study was carried out of all Asian 
patients undergoing follow up for HBV infection from 1990 to 2012. 
Patients were classified as cirrhotic or non-cirrhotic according to 
clinical, biochemical, radiological and histological results. Follow-up 
was until September 2012, and was censored at time of death, devel-
opment of cirrhosis or loss to follow-up.
Results Among 316 identified Asian patients with HBV, 73 non-
cirrhotic patients fulfilled the proposed AASLD surveillance criteria, 
either at time of initial referral or during the period of follow-up. 
The median at-risk follow up period (as defined by AASLD guide-
lines for non-cirrhotic Asians) was 57 months (range: 0–354 
months). HCC was diagnosed in one non-cirrhotic patient after 77 
months of follow up (male, 60yrs), two patients became cirrhotic 
after 49 and 89 months (male, age 46 and 55yrs) and no deaths 
occurred. The overall incidence of HCC in the non-cirrhotic cohort 
meeting the AASLD surveillance criteria was 1 per 429.5 patient-
years of follow-up (0.23% per patient-year).
Conclusion The incidence of HCC in Asian patients with non-
cirrhotic HBV is low in our cohort. This low incidence challenges 
the rationale for surveillance in this group of patients. More studies 
are needed to assess the benefit of such approach. 
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Introduction Alcohol-related liver disease (ALD) is one of the com-
monest indications for liver transplantation, but relapse to drinking 
alcohol in this group of patients is a significant concern. Clarification 
of risk factors that can predict relapse is needed in the UK, so that 
additional support can be provided for those at increased risk.
Methods Patients being considered for liver transplantation as a 
result of ALD in Leeds undergo thorough assessment by an alcohol 
professional. Particular emphasis is placed on the risk of recidivism to 
drinking, using 2 scoring systems. One of these, the High-risk Alco-
hol Relapse (HRAR) Score, focuses on prior alcohol consumption 
history, whereas the Relative Risk Factors for Relapse (RRFR) Score 
addresses psychosocial dysfunction. However, neither of these scor-
ing systems is used to determine suitability for transplantation.

Scores were evaluated in those known to have returned to drink-
ing alcohol after listing for transplantation, either by self-report or 
by random blood alcohol testing. These scores were compared to 
listed patients considered to be abstinent. We also assessed whether 
duration of self-reported abstinence or family history of alcoholism 
were greater in those who relapsed. 
Results Between September 2008 and August 2010, 58 people with 
ALD were listed for liver transplantation. Of these, 12 are known to 
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have returned to drinking alcohol, either whilst listed or post- 
transplant.

There was no significant difference in the relapsers compared to 
the non-relapsers according to gender (0.67% vs 0.73% were males, 
P = 0.45) or age (median 50 vs 54 years, P = 0.09).

The median RRFR scores were significantly higher in the relaps-
ers compared to the non-relapsers (14.5/27 vs 12/27; P = 0.01). The 
median HRAR scores were identical in the 2 groups (median scores 
2/6; P = 0.28).

There was no significant difference in duration of self-reported 
abstinence between relapsers and non-relapsers (13 vs 10 months; 
P = 0.26). There was also no difference in family history (where 
known) of alcoholism between the 2 groups (1/10 vs 8/39; P = 0.4).
Conclusion Psychosocial dysfunction is significantly greater in 
patients with ALD who relapse to drinking alcohol following listing 
for transplantation. Psychological support may therefore reduce the 
risk of relapse in these patients. The predictive utility of the HRAR 
score was poor in this cohort of patients.
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Introduction In hepatocellular carcinoma (HCC), earlier diagnosi-
simproves outcome but the optimum method of surveillance in 
high-risk groups is controversial. Recent AASLD and EASL guide-
lines[1.2] have recommended six- monthly ultrasound surveillance 
(USS) alone. British guidelines[3] currently recommend combining 
serial alpha-fetoprotein (aFP) measurements with six-monthly USS. 
This study aimed to assess the role of aFP measurement in HCC 
surveillance programmes.
Methods This large retrospective multicentre study assessed 
newly diagnosed HCC over a 5-year period (2006–2011) at three 
centres: two general hospitals and one tertiary referral centre. Elec-
tronic and multi-disciplinary team data were reviewed.
Results 111 patients with a confirmed diagnosis of HCC were 
identified. Of these, 91(81.9%) were male and the median age was 
69 years (range 24–87). 52(46.8%) patients with newly diagnosed 
HCC had established liver disease prior to diagnosis. Of these, 
21(40.4%) were participating in combined USS-aFP surveillance, 
2(3.8%) USS alone and 1(1.9%) aFP alone. A diagnosis of HCC was 
confirmed by liver biopsy in 43(38.7%), CT in 41(36.9%), MRI in 
25(22.5%) and USS combined with elevated aFP in 2(1.8%).

At diagnosis, aFP was elevated in 81(73.0%), normal in 22(19.8%) 
and unmeasured in 8(7.2%) patients. Of those 21 diagnosed in an 
established surveillance programme of six- monthly USS and aFP, 
17(81.0%) showed a rise in aFP. When assessing the trigger for con-
firmatory cross-sectional imaging ± biopsy across all data, a solely 
elevated aFP prompted further investigation in 11(9.9%); in those 
under surveillance, this number was 7(29.2%) with no abnormality 
detected on USS within the preceding three-month period in 
6(85.7%) of these.
Conclusion These results demonstrate that a significant number 
of patients would have had a delayed diagnosis of HCC if aFP 
measurement was removed from UK screening programmes. 
Potential contributing factors limiting the success of USS- based 
screening programmes include: small lesion size, sonographer 
error, patient factors limiting USS accuracy (e.g. body habitus) 
and irregular attendance for USS. This study supports continued 

PWE-115

 on M
ay 21, 2023 by guest. P

rotected by copyright.
http://gut.bm

j.com
/

G
ut: first published as 10.1136/gutjnl-2013-304907.402 on 4 June 2013. D

ow
nloaded from

 

http://gut.bmj.com/

