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18 22900 46.2 28 2.2 79 1.28 3.2 23

19 5400 4.1 15.3 1.3 12 0.39 3.5 4.5

20 5140 4.7 12.5 1 16 0.62 3.6 3.5

21 6360 8.5 13.3 1.1 35 0.74 2.9 2.4

22 18700 5.3 13 1 44 0.72 2.2 2.4

23 9750 2.4 14.1 1.1 21 0.63 2.4 1.3

24 9800 14 12.3 1 26 0.75 3.7 8

25 7560 11.3 13.8 1.1 15 0.55 2.4 5

26 11420 11.9 16.1 1.4 33 1.3 2.5 *

27 6400 11.2 13 1.1 15 0.6 2.8 3.5

28 13160 10.5 14.8 1.2 8 0.54 3.2 **

29 5670 5 10.9 1 34 0.92 3 2.6

30 6360 22.2 14.3 1.3 22 0.49 3.4 14.4

31 6700 5.1 12.4 1 25 1.01 3.9 2.3

32 5900 3.1 12.2 1 21 1.08 3.9 2

33 17100 23.2 14.5 1.1 20 0.54 3 10.9

34 6710 17.5 11.5 1 20 1.28 3.7 5.2

WBC: White blood cell count; PT: Prothrombin time; INR: International Normalized Ratio; *: died before day 7 of hospitalization; **: patient discharged before day 7 of
hospitalization

Table 1:



15 53/M 137 30 11 10.56 0.99 - 17

16 23/M 373 46 10 13.2 5 -

17 51/M 50 17 9 6.99 0.81 - 9

18 30/M 115 32 11 8.81 0.15 - 44

M: male; F: female; DF: Maddrey’s discriminant function; MELD: Model for End-Stage Liver Disease; GAHS: Glasgow alcoholic hepatitis score; ABIC: age, bilirubin,
International Normalized Ratio and creatinine score

Table 2: Data of 18 alcoholic hepatitis patients with a DF score ≥ 32.

Patient

no

Age Gender DF MELD GAHS ABIC Exitus time (day) Hospital stay (day)

19 46/F 15 15 6 6.06 16

20 44/M 6 12 5 5.76 10

21 54/M 10 15 8 7.13 15

22 32/M 5 13 7 4.65 40

23 54/F 7 11 6 6.66 15

24 38/M 14 17 6 5.94 7

25 44/M 15 16 6 6.31 14

26 49/M 26 22 7 7.36 5

27 49/M 12 17 6 6.85 8

28 30/M 19 17 6 4.96 3*

29 36/M 5 13 6 5.07 13

30 58/M 28 21 8 8.76 20

31 56/M 36/M
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stopped. Switching to pentoxifylline was performed in none of the
patients receiving corticosteroid treatment because an early switch in
treatment to pentoxifylline was found to have no effect on patient
mortality [13]. Therefore, no additional treatment modality was left,
except supportive treatments for these patients. Granulocytapheresis
[14] and molecular adsorbent recirculating system (MARS) [15]
treatments have also shown to be ineffective in treating AH patients,
and new therapeutic options should be considered in non-responsive
ones. In these patients, early liver transplantation may be considered
after a careful selection process [16]. However, this treatment modality
is still under review in Turkey, and to our knowledge, no early liver
transplantation has been performed till date.

Figure 1: Comparisons of survival rates between patients with a DF
score ≥ 32 versus a DF score <32.

Parameter
Group 1: DF ≥ 32

(n=18)

Group 2: DF<32

(n=16)
p-values

Age (years ± SD) 44.9 ± 5.8 43.6 ± 4.9 0.717

Gender (male/female) 15 / 3 13 / 3 0.874

MELD (mean ± SD) 27.7 ± 4.0 15.6 ± 1.7 <0.001

GAHS (mean ± SD) 9.2 ± 0.7 6.4 ± 0.5 <0.001

ABIC (mean ± SD) 9.0 ± 1.3 6.3 ± 0.6 <0.001

Hospital stay (days ±
SD) 29.5 ± 11.0 15.4 ± 5.0 0.010

In-hospital mortality (n) 7 1 0.043

DF: Maddrey’s discriminant function; MELD: Model for End-Stage Liver Disease;
GAHS: Glasgow alcoholic hepatitis score; ABIC: age, bilirubin, International
Normalized Ratio, and creatinine score

Table 4: Comparisons of the patients with DF score ≥ 32 versus DF
score <32 (overall n=34).

Many studies have shown that corticosteroids are more effective
than pentoxifylline in AH patients. A recent multicenter, open-labeled,
randomized trial confirmed this result [17]. In our study
corticosteroids, pentoxifylline, and combination treatment
(corticosteroid and pentoxifylline) were started in eight, three and
seven patients, respectively. Both the European Association for the
Study of the Liver (EASL) [11] and the American Association for the
study of Liver Diseases (AASLD) [8] guidelines recommend patients
with AH and a DF score ≥ 32 receive treatment with prednisolone at
40 mg/day for 4 weeks. However, several conditions, such as the
presence of gastrointestinal bleeding, renal failure, and sepsis are

accepted as contraindications for corticosteroid treatment. In our
study, pentoxifylline treatment was started in three patients because of
the presence of sepsis in two patients and renal failure in one patient.
Combination treatment was started in seven patients in our study,
although a large randomized controlled trial of 270 patients with
severe AH failed to show any benefits of combination treatment over
the use of corticosteroids alone [18]. Results of a recent well-designed
study confirmed this result [19]. In our study, the decision to use
treatment with corticosteroids versus combination treatment was
made by the responsible physician.

Figure 2: No statistically significant differences were found between
DF, MELD, GAHS, and ABIC scores for predicting in-hospital
mortality.

In fact, several previously published studies have focused on a
comparison of the scoring systems for the assessment of AH patients,
but the findings were contradictory in each one, with no apparent clear
explanation for the results [6,20-22] ". In this study, we retrieved DF
scores from patients’ files and did not routinely use MELD, GAHS, or
ABIC scores. Thus, these scores were retrospectively calculated. The
ability of each score to predict in-hospital mortality was evaluated
using receiver operating characteristics curves, and AUROCs were
used to compare the scores. There were no differences found between
DF, MELD, GAHS, and ABIC scores for predicting in-hospital



considered as having acute-on-chronic liver disease, and these patients
were, therefore, excluded. Despite this careful selection, AH patients
with underlying unknown compensated cirrhosis might have been
included in the study because of the absence of a liver biopsy. Such a
condition might then result with a heterogeneous study group,
including both AH patients and acute-on-chronic patients.

In studies by Louvet et al. [9] and Lafferty et al. [22], the Lille
response to medical treatment was reported as 40% and 43%
respectively. In the present study, the Lille score was found to be ≥ 0.45
in 86.6% of the treated patients, showing that Turkish AH patients
were more likely to be non-responsive to medical treatment. Therefore,
in light of these results indicating that existing therapies were not
effective in many patients, alternative targeted approaches are urgently
needed.

In conclusion, DF score which is easier and more practical, can be
used in clinical practice to predict in-hospital mortality because other
scores have no superiority in the evaluation of AH patients. The
response to corticosteroid and/or pentoxifylline treatment in patients
with a DF score ≥ 32 was found to be poor in Turkish AH patients,
indicating that new therapeutic options should be considered and used
in non-responsive ones.
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