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Outline of the presentation

* Liver Anatomy
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* Primary Liver Functions
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* Common Liver Diseases
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e How to protect your liver?
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Liver Anatomy

FF REE

* Largest internal organ

ONZS S FNIIANIE A=Y
e 2 |lobes: 70% and 30%

* Location: right upper quadrant of the abdominal cavity,

next to stomach and pancreas. It is protected by the ribcage,
usually not palpable below the right costal margin unless

hepatomegaly (R LERAERT KIS, A a4 M) T Seab i 2O

M [UNIVERSITY Health Sciences Centre
L[l OF MANITOBA Winnipeg
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Primary Liver Function

AT RERY EEThRE

* Metabolizes cholesterol, carbohydrates or drugs (i)
* Produces and excretes bile (7 AfHY)

 Regulates and stores glycogen (fitiff-## i)

» Detoxifies substances or toxins (fi#&:)

* Makes proteins essential for blood clotting (¥l F)

Health Sciences Centre
Winnipeg
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Common Liver Diseases

s JURT B 7= 9%

"« Non-Alcoholic Fatty Liver Disease A
(IR AR 11 i iy )

_* Chronic Hepatitis B (Z BT #) y

* Alcohol use in patients with chronic liver diseases

(181 FHm B I ARTE)
e Liver cirrhosis (fiTf#1L)

Health Sciences Centre
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Non-Alcoholic Fatty Liver

Disease (NAFLD) 3Ei&E*E14 BT %

* Excessive fat accumulation in the liver
CHF A EITEZ)
e Fat mimic alcohol induced liver injury in

the absence of heavy alcohol use:
(REAREVIE, HEHRD 5 B S HE R AH L)

-Difficult to distinguish by imaging or histology.

-Differential Dx: history taking is essential.

-Co-existing are common, but liver enzyme
pattern may also provide some clues as to

which cause is dominant.

UNIVERSITY

Health Sciences Centre
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Definition of NAFLD EX

Lack of secondary causes:
(&H FHRRD
Hepatitis C
Rapid weight loss
Severe starvation
Total Parenteral
nutrition (TPN),
and etc

Lack of long term use:
(BERKMEHE TIIEY)
Methotrexate & H s
Tamoxifen fhZii %%
Amiodarone i
Corticosteroidshi 5 i i &
and etc %

UNIVERSITY .
ﬂ or MANITOBA \I;Ivt?::]tigesgaences Centre



NAFLD Prevalence &&=

30 -

[] General population e 1988-1994: 5.5%
25 e 1995-2004: 9.8%
e 2005-2008: 12%
a . 2009-2018: 25%
o * Becoming one of the most
10 - common liver diseases
| - R R Z—)
. . * Leading cause for liver
0 transplant in 2030
; (TR K & 2030FE T 1H
P 19052004 2005-2008 H =D

2009-2018



w1TiREFE NAFLD Epidemiology

Meta-analysis: 86 studies, 8 million people, 22 counties

Global prevalence of overweight and obesity: 39%

Europe: =
23.71% L£=

‘ Middle East: &
\ 31.79% i
).% =

’ &

Africa: \
13.48%

&

4.~ Global prevalence of NAFLD: 25%
RS LG T T R E £ BRI RAT R #E At Younossi et al., Hepatology 2016



NAFLD Pathogenesis % i®#lE

* The pathogenesis is not fully elucidated (AFEATHERE)

o Multifactorial (ZJEX)

e Tnsulin resistance (JiE &)

* Environmental contribution and genetic deposition

( BRI A%

A

EDRE

Variation in PNPLAS3 gene is associated with the development of NAFLD and
liver cancer (PNPLA3 F/[4]: Patatin Like Phospholipase Domain Containing 3)

UNIVERSITY
W[ l& OF MANITOBA
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NAFLD Classification
= | iy SRS e S

[Non-Alcoholic Fatty Liver (NAFL) J

JETEAE 14 A Bs F
Benign steatosis with good outcome (I 14, Hi)5 4F)

[Non-Alcoholic Steatohepatitis (NASH) }
AETRTRE 14 i g 1k A R

High risk of progression to cirrhosis and HCC
CHEAL BSOS A A 5 R 1 e B XU AR 7))

IIIIIIIII
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The Spectrum of NAFLD

NAFL NASH Cirrhosis

changes (ballooning
degeneration, Mallory bodies,
megamitochondria)

and/or fibrosis

Nig

(BEWIFF 80%)  [REFELEF zox/j FFEEAL

with or without mild
inflammation

Bhala, Cur Pharmaceutical Des, 2013



NAFLD Natural History
Disease Progression and Regression

f AT I fefiZete  BRRTRMER R HREEL e
NAFL NASH

Healthy liver Steatosis Steatohepatitis F|br05|s/C|rrh05|s

AL A

<o <o <o B

Reversible Reversible Irreversible  Liver Transplant/Death

Gipu A ANH FrESE T

Clin liver disease, April 2018, Vol 11, issue 4. Health:Sciences Canitre
Imaging adapted from Convance Winnipeg




isk factors for NAFLD
EEEZ=

Common established conditions:

* Obesity and overweight (AEERIHEE)
* Diabetes C¥E/R7i)

e Metabolic syndrome (fRilZE&1E)

Dyslipidemia C(Ififi52:i#) : "SLIM" NAFLD is often seen in
Asian with elevated triglycerides despite of low BMI

CASFEAIAEAG H il = Bs T H s B O

Other associated conditions:
* Obstructive sleep apnea (FHZE 4 HERRIF IR 25 A1)
e Psoriasis (4 )

e Endocrine disorders (41t Z#L): hypothyroidism(F1i%), etc

o8l UNIVERSITY
\[ & oF MANITOBA

Health Sciences Centre
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Prevalence in high-risk groups

SRABRLER

NAFLD: Non-alcoholic
fatty liver disease

General population

NASH: Non-alcoholic
steatohepatitis

Obesity Type 2 Diabetes

Clin Liver Dis, May 2016, Vol 7
Cur Pharmaceutical Des, 2013, Vol 19
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5 G BFRYIE R TR ER
NAFLD Clinical Manifestations

|+ Asymptomatic Cii# AR |

* Hepatomegaly (JH KD : right upper
quadrant discomfort or aching is common,
but may not pain per se Cfi FIEAIEAEE
TR )

Health Sci s Centre
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NAFLD Diagnostic Modalities iZHf

Blood test (IM{LE):

* Liver enzymes may be normal or elevated. No biological markers
CHT BB VT =y, EAEYIRRiCY))
* Diagnosis of exclusion. (HEFRZ)

Ultrasound/MRI (B#/#RiILIR):
 Fatty infiltration, cirrhosis or space occupying lesion (547 V£ 48D

Liver Biopsy (FFEHL) CHEIGMAE. IMEH: Hifm, 55
e The most accurate diagnostic modality
* Invasive procedure with potential complications: bleeding, infection, eftc.

FibroScan (Transient elastography) FF&F4E4ki34

* Uses ultrasound and elastic wave to assess the severity of
steatosis and liver stiffness called fibrosis G5 #1456

* Non-invasive, cost effective modality (a5 HIR D



Pharmacological treatment #4457

PURA

Pentoxifyllme
GLP-1 amzlogues

UDCA
Obetyeale acd

Sihvman

Stabins

Comsnder use m selected diabetic
petients
Not bengfivial
Insufficient evidence
Insufficient evdence, potentially
usefl
Not beneficial
Scarce evidence
Not mentionzd

Safe bt oot beneficse]

NICE
Not beneficial
Consider use regardless of dusbetes
Comiader pioglitazone m adults regardless of
disbetes
Insufficsent evidence
Not menfioned
Insufficsent evidence
Not beneficial
Not mentioned

Nof menfioned

Safs bt not beneficaal

ASIA-PACIFIC
Not beneficial
Not bepeficial
Insuffictent evidence m Asian

Not bepeficial
Not benefictal
Insuffivient evidznce m Asian
patiznts
Not meationsd
wasting for ongomng RCT results

msufficeent evidence, potentially
usefil

Safe but not benefical

AISF AASLD
Not mentioned Not beefice]
Insufficient exideace Constder use m non-diabetic, biopsy-proven NASH

Insufficen evidence, potetally - Prolitezo et nbopyproven NASH (reardessof

usefill Rl
vt G P1OElItAZONE
Not meations Not mentioaed
Insuficsent evadence, poteataally Insuffvieat evidence
useful
Not meationsd Not beneficsal
Waitng forongoing RCT reslf Insuffcent evidence
Not meationsd Not mentiosed
Safe bt not beneficil Safe but ot benificial

EASL: European Assoctafion for the Study of the Laver; NICE: National Insttete for Health and Care Excellence; AISF: Italian Assocuation for the Stady of the Liver, AASLD: Amenicen Assoctation for the Stody of Liver Diseases; PPAR: Peroxisome prolsferator-
activated receptors; PUFA: Poly-unsatorated fatty acsds; GLP-1: Gheapon-like peptide-1.



/ Our take on the consensus

* Metformin (ZHXIAL) : Recent meta-analysis studies showed
no clear benefits in histology. NOT recommended (AFfHH)

* Vitamin E (44 FKE) : Improves steatosis. Recommended in non-
diabetic. The concern is the risk of prostate cancer. Long term use

side effects are unknown (o] R 3608 IR &S, (HA BHTA IR 1
K. HACEHEIE AT

* Pioglitazone (Nt#%%EH) : Improves steatosis and fibrosis.
Recommended regardless of diabetes. The concern is potential
cardiovascular side effects (FREH CILERITER)

NO approved treatment for NASH
Any drugs use are off-label

: UNIVERSITY

Health Sciences Centre
L[l OF MANITOBA

Winnipeg




Non-pharmacological TreatmentIEZ54I;47T

52 weeks of llfestyle intervention

EEYE‘?J‘EEB‘J&Q

TPy T EY -

% Patients achieving WL

Rust. Am J Physiol Gastrointest Liver Physio, Sep 2018

l l
NASH-resolution 10% 5 26% | 6% 90%
1 1 ]
] ) ]
FIBROSIS-regression 45% E 38% E 50% i 81%
i i '
1 ] ]
STEATOSIS improvement 35% . 65% . 76% | 100%
]
i



https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845
https://www.ncbi.nlm.nih.gov/pubmed/29878845

Non-pharmacological Treatment
IELHIRTT (con't)

Lifestyle Intervention:10% weight loss (%Z4EESH, DRELE))
- Diet modification: reduce calorie intake eg; carb, pops, sweat, etc.
- Aerobic exercise: moderate intensity, at least 50min 3 times a week

Bariatric surgery (Roux-en-Y gastric bypass) (BGSEREFR):

- Only considered for severe obese candidates (i@ H T- /™ #H AL/i) to reduce stomach to
loss weight and correct other life-threatening weight related health problems.

- Meta-analysis involving 15 studies: effective treatment to improve NASH (3R %)

Control metabolic conditions:
P 42 A

-Diabetes, cholesterol and triglycerides



N

Treatment in Clinical Trials
i R A ER 2547

* Potential candidates:
NASH continues to progress

* Investigational drug:
evaluate efficacy and safety

e New drugs pipeline promising

Health Sciences Centre
Winnipeg




The Silent Liver Diseases You Need
to Know About:

NORMALLIVER » » » » » NAFLD)PPPPPI»

WHAT IS IT?

ON- is the accumulation

LCOHOLIC of significant
amounts of excess
ATTY

fat in the liver,
IVER which is not caused
ISEASE by alcohol

It Is more common amaong

PEOPLE WHO ARE:

. overweight . diabetic
. high cholesterol or triglyc

FATTY LIVER:

Liver nflamed and
5%-10 s weight is fat

Referenies:
1'Worid Jousmal of zstoenterclogy, "L tramplzniation nmﬁﬂdkﬁwmﬁmhmhmam new oppriunBes”

May 14, 200, Arressed m Augiest 8, 20 el Frwna nchiL e b o/ e ticles/PMC 2017047

2 American Liver Foundation, “NAFLLDac. 2015, Refriaved fom: Hmfwufmnt{mu;'iu.rrﬂ'dh!ﬂrhfruldf

We are on the onset of an epidemic
of NAFLD and NASH. Never heard of
NAFLD or NASH? You aren't alone
and that's part of the problem.
Potentially affecting the livers of

MAFLD and it's more severe form,
NASH can lead to cirthosis of the liver
and liver cancer is not caught early.
The good news is that NAFLD is
reversible if caught in the early stages.

Get the facts so you can prevent these diseases.

SYMPTOMS

The blood tg

If diabetic, tig
with lav the glucose le

. Lose 7-10% of body weight

BETWEEN 30 AND 40 PERCENT
of adults in the US. have NAFLD?

'. .'.'.'.
TYeeeY

3 Watiomal Instituies of Dtsbetes 2nd igestive and Kidney Disaases, “Diafintion & Facts of NAFLD B HASH " Now. 2017 Retrieed from:
it v i b o e s rnctsioniver-diszseaf d-nash efinmson-farts. Accessedon Jne 8, 2007,

4 Hationzl Instiuies of Diabetes and Digestive and Kidney Diazses, "Nonaicohol Stectohepattr”Now, 2006, Retrived from:

Tt g il o/ - e TP 1DEFT WG 1BFIIAREA 1 3005M3 shoe.

Regular aerobic
50 minutes thred

NAFLD is one of the MOST COMMON
CAUSES of liver disease in the US3

NAS4 » » » » CIRRHOSIS

to a condition
use by the

COMMon in
n than men

By 2030, NASH will be the NASH affects betwee:
most frequent reason for liver  Americans® which equals
transplants in the United States” 6.5 - 16.3 million people.

W

To learn more about NAFLD, NASH and other liver diseases,
visit or call

).

*%\'Dﬁ'f ®

Yowr Liver Four Lk,




Chronic Hepatitis B (CHB) Z. it

HEPATOLOGY ETAASLD
PRACTICE GUIDANCE | nepatorocy, voL. 67, NO. 4, 2018

THE STUDY OF UVER INSEASES

Update on Prevention, Diagnosis, and
Treatment of Chronic Hepatitis B:
AASLD 2018 Hepatitis B Guidance

Norah A. Terrault,' Anna S.F. Lok,” Brian J. McMahon,” Kyong-Mi Chang,” Jessica P. ITwang,” Maureen M. Jonas,®
Robert S. Brown Jr.,” Natalie I1. Bzowej," and John B. Wong’

hepatitis B. It differs from the published 2016
Purpose ﬂ.ﬂd SCOP ¢ Of the AASLD  guidelines, which conducted systematic

Guidance reviews and used a multidisciplinary panel of experts to
rate the quality (level) of the evidence and the strength

This AASLD 2018 Hepatitis B Guidance is of each recommendation using the Grading of Recom-

intended to Lamplement the AASLD 2016 Pruufu.: mendatmn‘; ﬂ‘;qea%ment ]_)evelapment and Evaluation
PR IR T T e T & T e | . 1-41
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Hepatitis B Z &5

* Hepatitis B is caused by HBVDNA virus (Ji#) coded with
many proteins. The DNA polymerase (DNAZ %) are
essential for viral replication CiEEEH]) .

HEW DMA

* Contagious virus & 455

M-HBsAZ
S-HBsAg

L-HBEsAg

e The natural history and
disease progression
is complex, non-linear

CEIRFIRFERZ %)

Core

Palymerase

M [UNIVERSITY Health Sciences Centre
L[l OF MANITOBA Winnipeg




Natural history and progression

Chronic Hepatitis B progression in 5 year period:

&k ZAF Frer4Eqt

HBYV infection Cirrhosis HBV-associated HCC

Fibrosis
’ 10% ‘ 20% ‘| 65% ‘

5 year survival rate: 55% cirrhosis
14% decompensated cirrhosis, liver failure
and hepatocellular carcinoma (HCC)
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Hepatitis B Epidemiology ZFF#iiTRE
[-ﬂﬂ‘it;ﬂzrazo1af-ﬁﬁ WHO key data 2018|

e 257 million individuals worldwide are infected. 1/3 reside in China
(EWHHFF2.5722 8, HH1/3EFE)

e Chronic infection occurs after acute exposure: 80-90% in infants,
30-50% in young children, 5% in adults

e 887,000 death related to cirrhosis and liver cancer

Chronic hepatitis B in China: (HEK Z R
-90 million are infected (9T HFBEZIF)
-30 million require treatment (3T HHEERIT)

In Canada: <1% infected.




LB RRX I

g

Geographic Distribution of Chronic HBV Infection

HBsAg Prevalence
B :8%-High

2-7% - Intermediate
. <2%-Low

https://virology.com
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Hepatitis B Transmission Zf{&#&i&iE

HBV (fF#%% %) is blood borne virus,
transmitted via blood or body fluids (&t KR EBAEIE)

[Risk factors (RKHEZE) ]

Vertical transmission (822 4£4%) : infant born to a positive mother
Exposure to a positive person: unprotected sex (1% #%)

or household contact ([F1¥)

Drug users share contaminated injection needles or materials:
snorting crack cocaine or crystal meth, etc ({5 i)
Percutaneous exposure (£:/%): tattoo or body piecing, etc
Occupational exposure (=45 TAE#)



Hepatitis B Transmission
ZRHE#BIERE (con't)

(Hepa'ri'ris B is NOT transmitted by:N
(ZHFARGIE F IR RTE AR )

 Coughing or sneezing ("ZMk, FJminE)
 Shaking hands or hugging (#2F, #i#1)
* Using toilet seats (J&F[0])

e Sharing food (FL%)

J

Winnipeg

: Health Sciences Centre
e OF MANITOBA 2altl
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Z BT Rl RFFE

Hepatitis B Clinical Features

[- Chronic infection (181 ZHF): Asymptomatic (%mﬁ)]

* Acute infection (SP£HA):

-No symptoms within the first 8-12 weeks (2-3mo) prior to the
onset of illness, e g. jaundice, abdominal pain, fatigue, nausea,
fever or other non-specific symptoms. (FI8-12 &% A RER)

-Only 50% have symptoms. (A H50%H IR

M [UNIVERSITY Health Sciences Centre
WL 1k ©oF MANITOBA Winnipeg




Acute Hepatitis B Virus Infection with Recovery
Typical Serologic Course

Symptoms SR LI

HBeAg anti-HBe

Total anti-HBc

Titer g
K

IgM anti-HBc ~"\anti-l'lBs

| | | | | | | | | | I’I‘ | Jﬂl
0 4 '8 12 10 20 24 28 32 3% Y

Weeks after Exposure

-Majority adults: spontaneous clearance of HBsAg and produce immunity with anti-HBs

-Majority children: develop chronic infection



Progression to Chronic Hepatitis B Virus Infection
Typical Serologic Course

Acute Chronic
(6 months) (Years)
HBeAg anti-HBe
HBsAg

Total anti-HBc¢

Titer ol
7 by
/ 18 b BB S %
[/
7 IgM anti-HBc
‘ N 17
o e o o ) [ [ [0 7 ] e 5
0 4 8 12 16 20 24 28 32 36 52 Years

Weeks after Exposure

-Chronic infection develop after exposure: 5 % for adults, up to 90% for infants,

up to 50% for young children

-90 million infection in China



RO ER

Interpretation of serological markers
REHE BOoh  RE b

Chronic hepatitis B Additional tests

+ + - |
Rt e R FES— SR
Post HBV infection, No, unless chemo or
- + + Resolved Immunocompromised
Post HBV infection, HBV-DNA if chemo or
- + - Resolved or Immunocompromised
false positive
+ Immune No further test
Uninfected, No further test

not immune



| IO LIR SR (con't)

Interpretation of serological markers
Additional tests: (FEMKIH—PHLE)

* HBeAg (efii) : viral replication, more contagious itk yeit:)
o Anti-HBe (edii£): seroconversion of HBeAg (elt/E#ERART HIEL)
* HBV-DNA viral load Cr#EtiElE)

Crucial component to evaluate the activity, efficacy of treatment,
and disease flare or relapse

(e AW ZRHE B, W0ITRCR, IR RN S ) B B R )

Health Sciences Centre
Winnipeg



LR ZERFREF 7K E X
Diagnostic Criteria and Classification

Chronic Hepatitis B (CHB): 18{% 5 #
* HBsAg present > 6 months

e HBV-DNA: from undetectable to billion

e Liver enzymes normal or elevated

e Biopsy: inflammation

Inactive CHB (carrier): "Z.fF#&HE"
e HBsAg present > 6 months

HBV-DNA: < 2000 IU/mL

HBeAg negative, anti-HBe positive
Persistent normal liver enzymes

Biopsy: no significant inflammation




LA ZHRtRAER TR E X

Diagnostic Criteria and Classification (con't)

Immune-Tolerant CHB

e HBsAg present > 6 months

* HBeAg pos

HBV-DNA: high (typically >1 million TU/mL)
Liver enzymes normal or minimally elevated
Biopsy: minimal inflammation and no fibrosis

Immue-Active CHB

e HBsAg present > 6 months

 HBV-DNA>20000 in HBeAg-pos; >2000 in HBeAg-neg
e Intermittent or persistent elevation of liver enzymes
e Biopsy: fibrosis, no significant inflammation



N

Who should be treated?
EERTTRIARE

Treat active disease: (&%)

* Elevated liver enzymes (ALT >2 x ULN), or
e Significant histological disease, or elevated DNA viral load
e Additional factors: age > 40yo, cirrhotic, FHx of HCC, etc.

No treatment: while the virus is inactive or sleeping
CAETE SR ARAR )

228 [UNIVERSITY

oF M Health Sciences Centre
) Ll& OoF MANITOBA NirHIEEs




Who should be treated? (con
EERTTHAE

Medications: (Z5%))

e Lamivudine and Adefoy
* Tenofovir® itz

AP,
BERF (EAEMLH)

Health Sciences Centre
Winnipeg
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Who should be screened?
SREAHETE

All the high risk groups for transmission

* Born in endemic regions (H4A7ER KH#IX)

* Pregnancy (1£42)

* Coexisting ([FIFfFAEHE¥IR): HIV, other liver disease,
end stage of organ failure

e Immunosuppressive therapy (%% 41i¥397): autoimmune,
organ transplant or chemo

228 [UNIVERSITY .
Health Sciences Centre
L[l OF MANITOBA e




Prevention and Vaccination
T 5 FdEF

Who should be vaccinated (FZEZMIAR):

* All the high risk populations for transmission

* Acute exposure to known or suspected HBsAg positive source:
Vaccinated within 24hrs, with or without HBIG immune globulin

Hepatitis B immunization program started in 1990s

B W R SOF AT 45158 A

Health Sciences Centre
Winnipeg




Living with chronic hepatitis B
I B &RBED

Routine follow up is required & Z

Hepatitis B is a slow progressive disease and often no
symptoms appear until your liver is damaged.

AASLD practice guidance and consensus:
* Blood test qbm (61 liL{L4:): to assess disease activity

e Ultrasound qbm(%:61~ /1B #): to rule out cirrhosis and HCC

28l UNIVERSITY

Health Sciences Centre
L[l OF MANITOBA

Winnipeg




Hepatocellular Carcinoma (HCC)
surveillance in CHB ZBTE% M4BT

Ultrasound q6l1'\ With or without Alfa-fetoprotein (AFP) H i A
e Cirrhotic;
* Non-cirrhotic: (given the risk of HCC without cirrhosis)

- First degree family member has HCC
- Asian male >40 years old; female >50 years old

FEF6N HBEBIHENMNE:
FHEELL
FEAFBEAL I Z AHEAS B $R1E
=HRRBA R R EE
=M EH>40%; «ik>50%



FACING THE FACTS

Understanding Liver Disease and Liver Cancerin Canada

Since 1970, liver cancer cases have tripled for men and doubled for women.

2017 MAJOR CAUSES
1in 4 Canadians may be OF LIVER CANCER
Affecting Canadians

affected by Liver Disease.

22%
HEPATITIS B

38%
HEPATITIS C

2007

Estimated 1in 10 affected 36%

FATTY LIVERDISEASE
Both alcoholic and non-alcoholic.

T

SOURCE: CANADIAN LIVER FOUNDATION



Alcohol use in patients with chronic

liver disease 1&MATmEERIIE

New England Journal of Medicine, Sep 2018:; Vol 13, 379

( Hepatitis C Virus Infection

Hepatitis B Virus Infection
»| Increased risk of hepatocellular
rcinoma

onalcoholic Fatty Liver Disease
reater prevalence of steatosis

and abnormal liver test
ncreased fibrosis progression
ncreased risk of hepatocellular
carcinoma

Hereditary Hemochromatosis )
Increased iron overload
Increased fibrosis progression

—_—

Alcohol use is common among
patients with chronic liver

| diseases. 1% B & IR

L

Heavy alcohol use is
associated with increased
morbidity and mortality.
R R 5 R ) 0 22
JET- R EHE VIR AR
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~ Alcohol consumption in NAFLD
AER AT B & RITE

New England Journal of Medicine, Sep 2018; Vol 13, 379

Heavy alcohol use: The likelihood of disease progression is
increased than the patients who have the same liver condition
without heavy use.

Low or moderate alcohol use: Associated with fibrosis

Erogr@ssion with metabolic syndromes. But the controversial
enefits on cardiovascular outcomes have been reported.

Recommendations: No definitive guideline (&&BHHHTEE)

The rule of thumb: Avoid heavy alcohol use
(ANEXEKH)

228 [UNIVERSITY

Health Sciences Centre
L[l OF MANITOBA

Winnipeg
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Alcohol consumption in Hepatitis B
CBIRF R B ERTKE
New England Journal of Medicine, Sep 2018; Vol 13, 379

e Alcohol increases HBV DNA replication in mice and HBsAg level in humans.
Delays the clearance of virus.

(O /s A A BT 900 33 O A, 85I AR T DT IR KT JE IR I3 75 1V5 BR)

Associated with significant increased risk of progression to
cirrhosis and hepatocellular carcinoma (325 34 i FF RS A AR (149 XU )

Recommendations: Abstinence or limited use

TR B0 B K

UNIVERSITY

Health Sciences Centre
L& ©F MANITOBA

Winnipeg




Definition for heavy use is uncertain
BT ) B AR HE IR B CONSENSUS:

What Is a Standard Drink?

12 fl oz of . 8-9 fl oz of . 5 fl oz of _ 1.5 fl oz shot of
regular beer — malt liquor — table wine e distilled spirits
(shown in a (gin, rum, tequila,

12 oz glass) vodka, whiskey, etc.)

about 5% about 7% about 12% about 40%
alcohol alcohol alcohol alcohol

-Male: >3 drinks/day or 21 drinks/week

-Female: >2 drinks/day or 14 drinks/week
-One drink: 14g of pure alcohol

NIH, National institute of alcohol abuse and alcoholism



Cirrhosis FFfE{t

Cirrhosis is not a disease, it is a condition of end stage of fibrosis
from many primary liver diseases. Characterized into 2 states:

Compensated (fRiZHH): Asymptomatic

Decompensated (AR
- Non-specific Sx: fatigue (J%%57) , poor appetite (8#KZ) , infection (/&
%), sarcopenia (LZE40) etc %5

- Major complications (3= %571 /< JiE): Jaundice, fluid retention, portal hypertensive
variceal bleeding, hepatic encephalopathy

Hepatocellular carcinoma: Liver transplantation (FF#1H)

(FR 1 Ae)

IVERSITY w
UNIVERS Health Sciences Centre

L\ & OF MANITOBA Winnipeg



N

Cirrhosis complications (con't)
AL H & fE

Jaundice EJH Scleral icterus

DU 3

F 4 Ao P
- T N

-Yellow of the skin and eyes (57 IkHR i
F )

-Bilirubin build up in blood Ifil 21 & i B4

-Also seen in cholestasis (IHVT VR FE),
biliary abnormalities (IHi& %),
complication post cholecystectomy

(HHZVIBRA 5 H AE)

28l UNIVERSITY

Health Sciences Centre
) Ll& OoF MANITOBA

Winnipeg




Cirrhosis complications (con)

AL H & TE

Fluid retention i1k ¥B

Occurs when excess fluids accumulated
inside of the body

-Lower extremities: edema (3% )
-Ascites: when fluids build up inside

of abdominal cavity. Umbilical hernia
(i) is common

-Need diuretics (#]JX7f]) or paracentesis
(#57%) to ease the discomfort
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Cirrhosis complications (cont)

A H & E

Portal hypertensive variceal bleed |7k K& ik i 7k B 1l

* Hematemesis ("X If.) or melena ((&18 )from ruptured veins in the

digestive system due to high portal pressure (JH4LiE Hi 1)

e Urgent attention and gastroscopy: stop overt bleed (75'& & 1k 1)

Hepatic encephalopathy (Liver coma) F{t:wijw /At

A

 Liver fails to break down toxins properly, e.g., elevated ammonia

(HETC i RE, M FaKF T

 Spectrum of neuropsychiatric abnormalities (f i AIHZRER):

confusion, behavior changes, disorientation or coma.
* Urgent attention is required. (75 %2403



~ Take Home Messages

Given the silent and slow progressive nature of
NAFLD and Hepatitis B, you may not know of having
the problem until cirrhosis or liver cancer occurs.

Raising the public awareness is important to
capture the diseases at early stage and to
achieve complete resolution
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Winnipeg Chinese Senior Association (WCSA)
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