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Conclusion Troponin I elevation observed in ALF/SALF may not
represent true myocardial injury and may be better viewed as a marker
of metabolic stress. TI is not associated with directly measured
haemodynamic abnormalities in ALF patients. Novel serum markers
are needed to better reflect cardiovascular compromise in ALE

RETROSPECTIVE ANALYSIS TO IDENTIFY THE INCIDENCE
AND PREVALENCE OF PRE-EXISTING CHRONIC LIVER
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Introduction Liver failure can be classified as hyperacute liver failure
(HALF), acute liver failure (ALF), sub-acute liver failure (SALF),
acute on chronic liver failure (ACLF) and chronic liver failure. The
classification is dependent based upon presentation and the exis-
tence of diagnosed or undiagnosed cirrhosis. In individuals
presenting with ALF/SALE liver biopsy is not routinely performed
except in exceptional cases because of the increased risk of bleeding
due to their coagulopathic state. Hence, the incidence and preva-
lence of chronic liver disease in patients presenting with ALF/SALF
has not been explored.

Method We retrospectively analysed, prospectively collected data
from all patients undergoing liver transplantation for ALF/SALF
from 2000 to 2010. A single liver histopathologist, blinded to the
clinical diagnosis, reviewed the hepatectomy explant specimen.
Based on the severity of hepatocyte necrosis, nodular regeneration
and chronic inflammatory change four different histopathogical
diagnosis were made; ALF, SALE ACLF and ALF on a background of
chronic inflammatory change.

Results A total of 196 patients with a clinical diagnosis of ALF/SALF
(152/44, M/F 130:68, a median age 35 (16—69) underwent liver
transplantation from 2000 to 2010. 149 patients had both a clinical
and histopathological diagnosis in keeping with ALE. Twenty-nine of
the 44 SALF patients had a compatible histopathological diagnosis
of whom 19 were seronegative one with grade 3—4 siderosis, five
autoimmune hepatitis (AIH) and five drug induced (non-para-
cetamol). Discrepancy between clinical and histopathological find-
ings were observed in 18 patients; three in the ALF group diagnosed
histopathologically as SALF (2 Budd Chiari and 1 ATH) and 15 in the
SALF group diagnosed histopathologically as ALF (nine sero-neg,
four AIH, two drug related). Amongst the clinical ALF group, 11
patients (10 Wilson’s, 1 hepatitis B) had evidence of ACLF on
histology and five patients (1 HBV, 2 seronegative , 1 Budd Chiari (B.
C.) and 1 paracetamol overdose with an h/o excess alcohol) showed
evidence of acute liver injury on a background of chronic inflam-
matory changes without fibrosis or cirrhosis. On comparing the two
group’s with a clinical diagnosis of ALF/SALE as expected ALF
patients were younger (mean (M) age 31.7 vs 45.3 SALE p<0.0001),
had higher INR (M-6.64 vs 4.2, p<0.0001) and a lower bilirubin (197
vs 405 p<0.0001) Analysis of the survival outcome in patients with
a clinical diagnosis of ALF/SALF showed no difference between the
two groups—log rank score 0.4, p=0.5. INR correlated negatively
with survival in the ALF group (r=—0.244, p<0.003), whereas it was
age and creatinine in the SALF group (r=-0.699, p<0.0001 and
r=—0.341, p<0.02). Survival among ALF/SALF/ACLF was again not
significant (log rank score 2.045, p=0.5).

Conclusion The incidence and prevalence of acute liver injury on a
background of chronic inflammatory change is uncommon. In our
HALF/ALF/SALF group, apart from Wilson’s and one case of HBV
no patient had evidence of cirrhosis. The clinical diagnosis of ALE/
SALF using accepted criteria (history+imaging) seems to be accurate
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in the majority of patients without the recourse to a liver biopsy.
However, liver biopsy may still be required to define optimal
treatment strategies, for example, lymphoma.

P12 A PRAGMATIC TRAFFIC LIGHT SYSTEM FOR TRIAGE OF
LIVER DISEASE: RESULTS IN A COHORT OF 710 SUBJECTS
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Introduction At a time when mortality for many diseases is falling,
deaths from liver disease have increased fivefold over the last
30 years and have almost doubled over the last 10 years. In order to
reduce liver deaths we need to pick up liver disease at a much earlier
stage in the community so we need easier more accurate diagnostic
methodologies. We used two serum markers and standard tests to
develop a simple traffic light diagnostic modality.

Aim To develop a simple one-step traffic light diagnostic modality
that could be used to triage liver disease of all aetiologies in the
community.

Method Subjects were out-patients or in-patients at Southampton
University Hospitals Trust between 2003 and 2009. Serum fibrosis
markers hyaluronic acid and collagen P3NP were combined with
FBC, INR and LFTs in a test cohort (n=119) with a firm diagnosis of
the stage of fibrosis. On the basis of the test data, a simple clinical
traffic light algorithm was created using HA, P3NP, INR, Albumin,
and platelets. An evaluation cohort of 591 subjects, of whom 278
had independent staging of fibrosis, was used to AUROC validate
the model and compare a modified binary logistic model—in the
abstract data sets are combined.

Results
Abstract P12 Table 1 Original traffic light all subjects with staged
fibrosis n=39
Green Amber Red
No fibrosis 31 26 20 77
Progressive fibrosis 22 48 109 179
Cirrhosis 2 4 135 141
55 78 264 397

Survival in all subjects n=710.

Conclusion The traffic light system detected 98% of subjects with
cirrhosis and 88% of subjects with progressive fibrosis, in the latter
mortality over 5 years was not increased. We envisage this system
being used to inform subjects about the need to moderate high risk
behaviour, and triage subjects with severe disease to secondary care.
Repeat testing at 5-year intervals in increased risk groups should
have the potential to pick up most cases of significant liver disease
before a fatal presentation to hospital. The traffic light system has
been applied to the detection of liver disease in a community sample
of 10000 in the ALDES study funded by NIHR.

ALLO- AND AUTO-ANTIBODY RESPONSES IN ALCOHOLIC
LIVER DISEASE AS BIOMARKERS OF PROGNOSIS
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Introduction Alcoholic liver disease (ALD) frequently has a poor
prognosis and in many populations, including in the UK, its impact
is growing as a result of alcohol consumption patterns. Whereas
abstinence from alcohol is clearly the optimum approach to treat-
ment, patients need to survive the initial episode of liver disease in
order to benefit. Although the trigger for ALD is self-evident, the
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