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Alcohol-related toxicity is the third most common cause of
morbidity and the fifth most common cause of disease burden
worldwide. Alcoholic liver disease (ALD) is a term that
encompasses
the
liver
manifestation
of
alcohol
overconsumption, including fatty liver, alcoholic hepatitis, and
chronic hepatitis with liver fibrosis or cirrhosis. Alcohol
remains the second most common cause of liver cirrhosis after
hepatitis C virus infection in the United States, contributing to
approximately 20% to 25% cases of liver cirrhosis. The various
factor responsible for the liver disease, duration and amount of
drinking alcohol is the most important factor. These
epidemiological studies show a minimum intake of 30g/day of
alcohol in women and 50g/day in men consumed over at least 5
years to cause these diseases. Estimates of the amount of
alcohol consumed may not be accurate since it is based on
interviewing the patient/family members. The liver and, to the
lesser extent, the gastrointestinal tract, are the main sites of
alcohol metabolism. Within the liver, there are two main
pathways of alcohol metabolism: alcohol dehydrogenase and
cytochrome P-450 (CYP) 2E1. Alcohol dehydrogenase is a
hepatocyte cytosolic enzyme that converts alcohol to
acetaldehyde. Acetaldehyde subsequently is metabolized to
acetate via the mitochondria enzyme acetaldehyde
dehydrogenase. CYP 2E1 also converts alcohol to
acetaldehyde.
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INTRODUCTION
Alcohol-related toxicity is the third most common cause of morbidity [1] and the fifth most
common cause of disease burden worldwide [2]. Alcoholic liver disease (ALD) is a term that
encompasses the liver manifestation of alcohol overconsumption, including fatty liver,
alcoholic hepatitis, and chronic hepatitis with liver fibrosis or cirrhosis.
It is the major cause of liver disease in western countries. Although steatosis will develop in
any individual who consumes a large number of alcoholic beverages over a long period, this
process is transient and reversible [3]. There are no effective antifibrotic treatments. Patients
who progressed to cirrhosis have a poor prognosis and liver transplantation is often indicated.
Increase mortality in patients with liver cirrhosis is most often attributed to direct
complications resulting from a loss of liver function, variceal hemorrhage as a sequel of
portal hypertension and the development of hepatocellular carcinoma. A significant
percentage of patients also succumb to bacterial infections with an infection-attributed
mortality of 30%-50% [4-6]. Bacterial translocation not only causes severe infection in
patients with cirrhosis, it may also cause progression of early alcoholic liver injury and
fibrosis. Plasma levels of lipopolysaccharide (LSP) or endotoxin, a major component of the
gram-negative bacterial outer membrane, increases with the severity of liver dysfunction in
patients with cirrhosis, and are significantly higher in patients with chronic hepatitis than in
healthy subject [7].
Endotoxin is significantly higher in patients with alcoholic cirrhosis than patients with nonalcoholic cirrhosis are [8] and the mechanism behind in alcoholic liver disease is not
completely understood. Total 80% of alcohol passes through the liver to be detoxified.
Chronic consumption of alcohol results in the secretion of pro-inflammatory cytokines (TNFalpha, interleukin-6 and interleukin-8, oxidative stress, lipid peroxidation, and apoptosis and
eventually fibrosis of liver cells. This occurs in only a few individuals is still unclear.
Additionally, the liver has the tremendous capacity to regenerate and even 75% of
hepatocytes are dead, it continues to function as normal [9].
Types of Alcoholic Liver Disease
There are three types of alcohol-related liver disease. They are alcoholic fatty liver disease,
alcoholic hepatitis, and alcoholic cirrhosis.
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1.

Alcoholic fatty liver disease

The alcoholic fatty liver disease is the accumulation of fat in the liver caused by excessive
consumption of alcohol. In fact, fatty liver may occur after as little as three days of excessive
alcohol ingestion. A person can have fatty liver but not exhibit signs or symptoms of liver
disease other than fatigue, although other symptoms like nausea and vomiting may occur.
Many people who consume a large amount of alcohol on a regular basis have fatty liver.
Blood test results will usually show elevations in blood levels of AST &/or ALT, however, a
liver biopsy is the only way to diagnose fatty liver. The alcoholic fatty liver is generally a
benign condition, which is reversible by eliminating consumption of alcohol.
2. Alcoholic hepatitis
Alcoholic hepatitis is liver inflammation caused by excessive alcohol consumption symptoms
can be non-existent in some people and severe in others. In the case of non-existent
symptoms, alcoholic hepatitis may be discovered during a routine blood test. Some people
experience mild symptoms such as loss of appetite, nausea and abdominal discomfort while
others experience more severe symptoms such as vomiting, severe pain in the right upper
abdomen and fever. A liver biopsy that determines alcoholic hepatitis indicates that a person
is a high risk of developing cirrhosis. However, as is the case with alcoholic fatty liver
disease, alcoholic hepatitis is very reversible if the person immediately and completely
abstains from drinking alcohol.
3.

Alcoholic cirrhosis

Alcoholic cirrhosis is scarring of the liver caused by excessive alcohol consumption-hard,
dead, scar tissue replaces soft healthy tissue. In the United States, alcohol is the number one
cause of cirrhosis. Symptoms of cirrhosis may include fatigue, bleeding easily, easy bruising,
fluid accumulation in the abdomen (ascites), nausea swelling in the legs (edema) and weight
loss. A liver biopsy may be necessary to establish the existence of cirrhosis if it is not
clinically apparent. All people with cirrhosis are at risk of developing liver cancer. In general,
people with alcoholic cirrhosis have about a 15 percent overall lifetime risk of developing
liver cancer [10-13]. Although alcoholic cirrhosis is irreversible and can lead to end-stage
liver disease if not treated.
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Etiology
Quantity and duration of alcohol intake are the most important risk factors involved in the
development of alcoholic liver disease[14] shown in Table No. 01.
Table No. 01: Risk Factors for Alcoholic Liver Disease
Risk Factor

Comment

Quantity

In men 40-80g/d of ethanol produces fatty liver; 160g/d for 10-20 years causes
hepatitis or cirrhosis. Only 15% of alcoholics develop ALD.

Gender

Women exhibit increased susceptibility to ALD at amounts >20g/d; two drinks per
day probably safe.

Hepatitis C

HCV infection concurrent with ALD is associated with younger age for severity,
more advanced histology, decreased survivals.

Genetics

Gene polymorphisms may include alcohol dehydrogenase, CYP 4502E1.

Malnutrition

Alcohol injury does not require malnutrition, but obesity and fatty liver from the
effect of carbohydrate on the transcriptional control of liquid synthesis and transport
may be factors, the patient should receive vigorous attention to nutritional support.

The common etiologic denominator in ALD is chronic heavy alcohol ingestion. A threshold
amount for alcohol ingestion is about 40 to 80g/day in men and 20 to 40g/day in women for
10-12 years to cause alcoholic hepatitis or cirrhosis, although no set amount of alcohol
consumption reliably predicts the development of ALD [15]. The risk of ALD is 2 to 3 times
higher in patients with obesity than in patients with a normal BMI [16]. The progression of
fibrosis in patients with ALD is faster in those who smoke [17].
Pathophysiology
The liver and, to the lesser extent, the gastrointestinal tract, are the main sites of alcohol
metabolism. Within the liver, there are 2 main pathways of alcohol metabolism: alcohol
dehydrogenase and cytochrome P-450 (CYP) 2E1. Alcohol dehydrogenase is a hepatocyte
cytosolic enzyme that converts alcohol to acetaldehyde. Acetaldehyde subsequently is
metabolized to acetate via the mitochondria enzyme acetaldehyde dehydrogenase. YP 2E1
also converts alcohol to acetaldehyde [18].

Citation: Qadrie ZL et al. Ijppr.Human, 2018; Vol. 12 (1): 358-373.

361

www.ijppr.humanjournals.com

Flowchart 01: Pathogenesis of alcohol-induced liver injury
These liver damages occur through severe interrelated pathways. The main pathways are
alcohol dehydrogenase and acetaldehyde cause the reduction of nicotinamide adenine
dinucleotide (NAD) to NADH. This NADH is the reduced form of NAD. The altered ratio of
NAD/NADH promotes fatty liver through the inhibition of gluconeogenesis and fatty acid
oxidation. CYP 2E1, which is up regulated in chronic alcohol use, generate free radicals
through the oxidation of nicotinamide adenine dinucleotide phosphate to NADP [18].
Chronic alcohol exposure also activates hepatic macrophages, which then produce tumor
necrosis factor-alpha [19]. TNF-alpha induces mitochondria to increase the production of
reactive oxygen species. This oxidative stress promotes hepatocytes necrosis and apoptosis,
which is exaggerated in the alcoholic who is deficient in antioxidants such as glutathione and
vitamin E. Free radicals initiate lipid peroxidation, which causes inflammation and fibrosis.
Inflammation is also incited by acetaldehyde that, when bound covalently to cellular proteins,
forms adducts that are antigenic [18].
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Epidemiology
Alcohol remains the second most common cause of liver cirrhosis after hepatitis C virus
infection in the United States, contributing to approximately 20% to 25% cases of liver
cirrhosis. The various factor responsible for the liver disease, duration and amount of
drinking alcohol is the most important factor. These epidemiological studies show a
minimum intake of 30g/day of alcohol in women and 50g/day in men consumed over at least
5 years to cause these diseases. Estimates of the amount of alcohol consumed may not be
accurate since it is based on interviewing the patient/family members [20]. Commonly used
alcohol beverages with alcohol content shown in Table No. 02.
Table No. 02: Alcohol content of some common beverages
Drink

Amount (OZ)

Absolute alcohol (g)

Beer

12

12

Wine

5

12

Liquor (80 proof)

1.5

12

The highest amount of alcohol per adult was reported in Europe, especially Russia and
surrounding countries and the least was in the mostly Islamic region of the eastern
Mediterranean and in the less developed region of southeast Asia, predominantly India [21].
A Canadian study confirmed that per capita alcohol consumption is closely related to
mortality rates from alcoholic cirrhosis in both men and women [22]. In another analysis of
European countries, the relationship between increases in liver disease and increase in per
capita alcohol intake was shown for both men and women [23]. Population-based surveys
indicate that 68% of adult American drink at least one alcoholic beverage per month.
Drinking alcohol is a harmful impact on daily functioning and social life and death [24].
Symptoms
There may be no symptoms, or symptoms may come on slowly, depending on how well the
liver is working. Symptoms tend to be worse after a period of heavy drinking.
Early symptoms include Fatigue and loss of energy
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 Poor appetite and weight loss
 Nausea or belly pain
 Small, red spider-like blood vessels on the skin.
As liver function worsens, symptoms may include A fluid build-up of the legs (edema) and in the abdomen (ascites)
 Yellow color in the skin, mucous membranes, or eyes (jaundice)
 Redness on the palms of the hands
 In men, importance, shrinking of the testicles, and breast swelling
 Easy bruising and abnormal bleeding
 Confusion or problems thinking
 Pale or clay-coloured stools [25]
Symptoms of alcoholic liver cirrhosis: The symptoms are typically developed when a person is between the ages of 30 to 40. Your
body will be able to compensate for your liver’s limited function in the early stages of the
disease. As the disease progresses, symptoms will become more noticeable. The symptoms of
alcoholic liver cirrhosis are similar to other alcohol-related liver disorder symptoms include:
 Jaundice
 Portal hypertension, which increases blood pressure in the vein that travels through the
liver
 Skin itching (Pruritus) [26].
Diagnosis
In the early stages, patients with ALD exhibits subtle and often no abnormal physical
findings. It is usually not until the development of advanced liver disease that stigmata of
chronic liver disease become apparent.
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Early ALD is usually discovered during routine health examinations when liver enzyme
levels are found to be elevated. These usually reflect alcoholic hepatic steatosis. Macrovascular and micro-vascular steatosis with inflammation are seen in liver biopsy specimens.
Continuation of alcohol use results in a higher risk of progression of liver disease and
cirrhosis.
In patients with acute alcoholic hepatitis, clinical manifestations include fever, jaundice,
hepatomegaly, and possible hepatic decompensation with hepatic encephalopathy, variceal
bleeding, and ascites accumulation. Tender hepatomegaly may be present but abdominal pain
is unusual. Occasionally, the patient may be asymptomatic [27].
Laboratory Findings
In people with alcoholic hepatitis, the serum aspartate aminotransferase (AST) will exceed
that of alanine aminotransferase (ALT), but both will be below 300 international units per
milliliter (IU/ml). When the ratio of AST to ALT is greater than 2, the most likely diagnosis
is ALD. In some studies, more than 80% of patient attain this ratio.
Elevated blood levels of the liver enzyme gamma-glutamyl transferase (GGT) indicate heavy
alcohol use and liver injury. This test has greater ability to correctly test positive (i.e.,
sensitivity) but less ability to correctly test negative (i.e., specificity) than AST or ALT tests.
Of the three enzymes, GGT is the best indicator of excessive alcohol consumption, but
because GGT is present in many organs and because some drugs raise GGT levels, high GGT
levels are not necessarily an indicator of alcohol abuse.
Chronic alcohol consumption also may be associated with abnormally high triglyceride levels
(i.e., hypertriglyceridemia), high blood levels of uric acid (i.e., hyperuricemia) and low
amounts of potassium (i.e., hypokalemia) and magnesium as well as an elevated index of red
blood cell size (i.e., mean corpuscular erythrocyte volume).
Hyperuricemia and hypertriglyceridemia after normalizing with abstinence and hypokalemia
normalize with adequate potassium replacement. Elevated MCV often is found in people who
ingest more than 50 grams of alcohol per day with the sensitivity of 27 to 52 and specificity
of 85 to 90%. The blood protein is known as carbohydrate-deficient transferring frequently is
used to detect current or recent alcohol abuse, especially consumption in excess of 60 grams
per day but there are no ideal tests to identify continuing alcohol intake [28, 29].
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Other laboratory findings include red blood cell macrocytosis (mean corpuscular volume
>100) and elevations of serum gamma-glutamyl transferase, alkaline phosphatase, and
bilirubin levels.
Folate level is reduced in alcoholic patients due to decreased intestinal absorption, increased
bone marrow requirement for folate in the presence of alcohol and increased urinary loss. The
magnitude of leukocytosis mitochondria, hepatocyte necrosis, and neutrophil infiltration at
the perivenular area. Mallory bodies, which are also present in other liver disease are
condensations of cytokeratin components in the hepatocyte cytoplasm and do not contribute
to liver injury.
Up to 70% of patients with moderate to severe alcoholic hepatitis already have cirrhosis
identifiable on biopsy examination at the time of diagnosis [30].
Treatment
Life Style Modifications
 Drink less alcohol.
 Eat a healthy diet that is low in salt.
 Get vaccinated for diseases such as influenza, hepatitis A and hepatitis B and
pneumococcal pneumonia.
 Talk to your doctor about all medicines you take, including herbs and supplements and
over-the-counter medicines. [31]
 Smoking cessation and weight loss because smoking is an independent risk factor for
advancement of hepatic fibrosis, which can lead to more severe ALD and may link to the
development. [32]
 Obesity, which can also cause fatty liver, non-alcoholic steatohepatitis, and cirrhosis, may
be an independent risk factor for the progression of ALD. [33]
Pharmacological Treatment
ALD is preventable and reversible by timely treatment. However, ALD

is often

asymptomatic in the early stages and can only be identified by laboratory findings. Screening
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and treatment for alcohol –use disorder is the first approach for treating ALD. [34] ALD
treatment varies depending on the stages of disease [34, 35]. Abstinence is the most important
therapeutic intervention for the patient with ALD.
Various treatment such as abstinence, nutritional therapy, pharmacological therapy,
psychotherapy, and surgery is currently available of ALD [35]. In particular, in patients with
severe alcoholic hepatitis, steroids or pentoxifylline can be used according to
recommendations of the guidelines. In patients with cirrhosis, portal hypertension and
complications such as bleeding, encephalopathy, or ascites, should be treated according to the
treatment guidelines [36, 37].
Abstinence
Immediately abstinence is the most important treatment option for patients with ALD [38].
Continued drinking is associated with the eventual development of cirrhosis in approximately
20% of individuals [39]. Abstinence has been shown to improve the outcome and histological
features of hepatic injury, to reduce portal pressure and decrease progression to cirrhosis and
to improve survival at all stages in patients with ALD [40]. Alcoholic steatosis can be
reversed after abstinence for several weeks [41]. With respect to pharmacological treatment,
some medications such as baclofen, Acamprosate, and naltrexone have been used to
encourage abstinence in patients with alcohol use disorder [42, 43]. Few data are available
regarding the use of pharmacological agents in the treatment of ALD, because agents such as
naltrexone or Acamprosate undergo extensive liver metabolism; thus, drug-related liver
damage is possible [44]. Baclofen is a GABA receptor against that is used as an antispasticity medication to treat neurological disorder [45]. Some reports have recently
suggested that baclofen may be available for the treatment of alcohol dependence.
Acamprosate reduces withdrawal and cravings for alcohol in the meta-analysis, Acamprosate
had a significant beneficial effect on enhancing abstinence in recently detoxified, alcoholdependent patients [46].
Nutritional Therapy
In two large veterans, administration studies the 6-month mortality rate in severe alcoholic
hepatitis correlated in a dose-response fashion with voluntary dietary intake. Despite this, two
third of the patients failed to consume the recommended caloric intake of 2,500 kcal/day.
Therefore, there should be hesitation in placing a nasogastric feeding tube if the patient
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cannot voluntarily ingest at least 2,500 kcal/day, even when oesophageal varies are present.
Glucocorticoid therapy can increase voluntary dietary intake but providing adequate calories
through eternal feeding provides the same 1-month survival benefit with significantly lower
mortality at 1 year [47-50]. Symptoms based and supportive approach is necessary to achieve
appropriate nutritional therapy in patients with ALD [51].
Nutrition goals include providing adequate calories protein, and nutrients to support
hepatocyte regeneration within the existing metabolic alteration of liver disease [52].
Depending on the status of ALD, 1.2-1.5g/kg per day of protein and 35-40kcal/kg per day
should be supplied in treatment [53].
Vitamin A, thiamine, vitamin B12, folic acid, pyridoxine, vitamin D, magnesium, selenium,
and zinc may be administered to patients with ALD along with nutritional therapy [54].
Corticosteroids
Prednisolone 40 mg/d for 28days followed by tapering over 2-4 weeks for the treatment of
severe alcoholic hepatitis. Typically, in patients with severe alcoholic hepatitis, mortality rate
within 28 days was 30%-50%. To estimate the prognosis for corticosteroids treatment, early
changes in bilirubin levels and the Lille model were introduced [55, 56]. For early changes in
bilirubin level was defined by the lowering of bilirubin level at 7 days after that on the first
day of the treatment [56].
The mechanism of this drug is used to reduce inflammation and calm down an overactive
immune system. It has predominant glucocorticoid and low mineral corticoid activity, which
means it, affects the immune response and inflammation rather than electrolytes and water.
Prednisolone mimics the effect of cortisol a hormone released by the adrenal glands that
control metabolism and stress [57].
Pentoxifylline
In patients with severe alcoholic hepatitis, in whom glucocorticoids cannot be used,
pentoxifylline is an effective alternative that has been shown to have short-term mortality (30
days) benefit and to reduce the incidence of the hepatorenal syndrome [58]. Renal failure as a
cause of death in patients treated cirrhosis is remarkably low in the patients treated with
pentoxifylline (10% compared with 70%) [58]. Pentoxifylline has lower short-term (2
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months) mortality and incidence of hepatorenal syndrome, compared with glucocorticoids in
patients with severe alcoholic hepatitis [59]. In a large (n=1103) multicentre, double-blind
randomized trial investigating whether prednisolone and pentoxifylline are effective in
alcoholic hepatitis, pentoxifylline did not improve survival. Prednisolone was associated with
a reduction in short-term mortality without any effect on immediate and long-term mortality
[60].
Combination Therapy and Comparative Efficacy
Glucocorticoids and pentoxifylline combination therapy have similar mortality but a lower
incidence of hepatorenal syndrome as the cause of death compared to glucocorticoids alone
[61]. Comparative efficacy of pharmacological agents and investigators have shown that in
severe alcoholic hepatitis, glucocorticoid monotherapy or combination therapies and
pentoxifylline reduce short-term mortality without any decrease in medium-term mortality
[62]. The treatment of ALD is given in the Table No. 03.
Table No. 03: Treatment for ALD
ALD

Abstinence

TARGET
Stop
Drinking

Nutritional

Correct

Support

Malnutrition

Corticosteroids

Pentoxifylline

Decrease
Inflammation

METHOD

CHARACTERISTICS

Baclofen, Acamprosate,

The rate of pharmacologic agents

Naltrexone &

in maintaining abstinence is

Psychotherapy

unclear.

1.2-1.5g/kg per day of
protein and 35-40 kcal/kg
per day

Prednisolone 40mg/d for
28day followed by
tapering over 2-4weeks

Vitamin A, thiamine, folic acid,
pyridoxine, vitamin D,
magnesium, selenium, and zinc
may be administered.
Increase in the serum bilirubin
and Lille score >0.45 after 1
week of therapy are associated
with worse outcome.

Ablate

400mg 3 times/ d for 28

Protective effect against hepato-

Cytokines

days

renal syndrome.
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Liver Transplantation
Survival after liver transplant for alcoholic cirrhosis is similar or even better than for other
end-stage liver disease. Because of the limited availability of liver transplants, using this
option in the management of ALD has become highly emotive because the disease is selfinflicted. Most centers demand that patients be abstinent for six months before
transplantation. Many candidates are deemed unsuitable because of socioeconomic reasons,
psychiatric problems, or coexistent alcoholic damage to other organs such as
cardiomyopathy. A major worry after transplantation [63].
CONCLUSION
In alcoholic liver disease, alcohol abstinence and nutritional support are of paramount
importance as none of the pharmacological agents increase intermediate and long-term
mortality. Alcoholic liver disease with sepsis and multi-organ dysfunction has the dismal
prognosis, so alcohol abuse should be diagnosed early. HCC surveillance should be done as
in other causes of cirrhosis. Glucocorticoids and pentoxifylline either alone or in
combination, along with other newer agents, can reduce short-term mortality but the longterm benefit is uncertain. Liver transplantation can substantially improve the survival in
selected patients with alcoholic cirrhosis and severe alcoholic hepatitis that are resistant to all
forms of therapy.
Clinicians should screen all patients for harmful patterns of alcohol use. All patients with the
alcohol-related liver disease should abstain from alcohol. For those with severe disease (i.e.,
MDF>32 and/or hepatic encephalopathy), and no contraindications to their use, steroids
should be considered. Liver transplantation remains an option for select patients with endstage liver disease due to alcohol.
REFERENCES
[1]. World health organization WHO status report on alcohol 2011. Available at:
http://www.who.int/substance.pdf?ua=1 . Last accessed: 18 November 2015.
[2]. Lim ss et al. A comparative risk assessment of burden of disease and injury attributable to 67 risk factors
and risk factor clusters in 21 regions, 1990-2010: a systematic analysis for the global burden of disease study
2010. Lancet. 2012; 380 (9859):2224-60
[3].O’shea RS, Dasarathy s, Mc cullough AJ (January 2010). “Alcoholic liver disease: AASLD practice
guidelines”. Hepatology. 51 (1):307-28.
[4].Brann os. Infections complications of cirrhosis curr Gastroenterol Rep 2001; 3:285-292.
[5].Christou L, pappas G, falagas ME. Bacterial infection-related morbidity and mortality in cirrhosis. Am J
Gastroenterol 2007; 102:1510-1517.

Citation: Qadrie ZL et al. Ijppr.Human, 2018; Vol. 12 (1): 358-373.

370

www.ijppr.humanjournals.com
[6]. Wong F, Bernald M, Balk R, Christmas B, Moreau R, Garcia-tsao G, et al. Sepsis in cirrhosis: report on the
7th meeting of the international ascites club. Gut 2005; 54: 718-725.
[7].Lin Rs, Lee SFY, Lee SD, Tsai YT, Lin HC, LURH, et al. endotoxemia in patient with chronic liver disease:
relationship to severity of liver disease, presence of oesophageal varices and hyperdynamic circulation. J
Hepatol 1995; 22:165-172.
[8].Fukui H, Brauner B, Bode JC, bode C. plasma endotoxin concentrations in patients with alcoholic and nonalcoholic liver disease: re-evaluation with an improved chromogenic assay. J Hematol 1991; 12:162-169.
[9].Longstreth, George F; Zieve, David, eds. (18 October 2009).” Alcoholic liver disease”. Med line plus:
Trusted health information for you. Bethesda, MD: US national library of medicine and national institutes of
health. Archived from the original on 22 January 2010. retrieved 27 January 2010.
[10]. American liver foundation “Alcoholic liver disease”. http://www.liverfoundation.org /about the
liver/info/alcohol/ retrieved March 4. 2011
[11]. Mayo clinic “alcoholic hepatitis” http://www.mayoclinic.com/health/alcoholic-hepatitis/DS00785.
retrieved March 4, 2011.
[12]. Medline plus “alcoholic liver disease” http://www.nlm.nih.gov/medlineplus/ency/article/000281.htm.
retrieved March 4, 2011.
[13]. Palmer M.D., Melissa Dr.melissa palmer;s guide to hepatitis and liver disease. New York: Avery trade,
2004.
[14]. Harrison,s 17th edition volume 2; alcoholic liver disease Mark E. mailliard, Michael F. Sorrell page no: 1969, table 301-1
[15]. Lelbach WK. cirrhosis in the alcoholic and its relation to the volume of alcohol abuse. Ann NY Acad Sci.
1975; 252:85-105.
[16]. Raynard B, Balian A, fallik D, et al. Risk factors of fibrosis in alcohol-induced liver disease. Hepatology
2002:35:635-638.
[17]. Klatsky AL, Armstrong MA, alcohol, smoking coffee and cirrhosis. Am J Epidemiol. 1992; 136:12481257.
[18]. Stewart S, Jones D, Day CP: alcoholic liver disease: new insights into mechanisms and preventative
strategies. Trends Mol Med 2001;7(9) :408-413.
[19]. Zhou Z, Wang L, Song Z, et al: A critical involvement of oxidative stress in acute alcohol-induced hepatic
TNF-alpha production. Am J pathol 2003;163(3): 1137-1146.
[20]. Midanik L. the validity of self-reported alcohol consumption and alcohol problems a literature review. BR
J Addict 1982;77:357-382.
[21]. Rehm J, Matherc, popovo S thovornccharoensap M, teera wattananon Y, patra J. global burden of alcohol
use and alcohol use disorder. Lancet 2009; 373:2223-2233.
[22]. Ramstedt M. alcohol consumption and liver cirrhosis mortality with and without mention a alcohol –the
case of Canada. Addition 2003:98:1267-1276
[23]. Corra o G, Ferrarari P, Zambon A, Torchio P are the recent trends in liver cirrhosis mortality affected by
the changes in alcohol consumption. analysis of latency period in European countries. J stud alcohol 1997;
58:487-498.
[24].Mandayam s, Jamal MM, Morgan TR. Epidemiology of ALD. Semin Liver Dis 2004;24:217-232.
[25].Alcoholic liver disease: symptoms: https://www.medlineplus.gov ; medical encyclopedia.
[26]. Alcoholic liver cirrhosis:- www.healthline.com
[27]. McCullough, AJ; O’connor, JF (November 1998) “alcoholic liver disease: proposed recommendations for
the American college of gastroenterology: the American journal of gastroenterology. 93(11): 2022-36.
[28]. Nilssen, O; Huseby, N.E; Hoyer G; et al. new alcohol markers how useful are they in population studies:
the Svalbard study 1988-89. Alcoholism clinical and experimental research 16(1): 82-86, 1992.
[29].Litten, R.Z; Allen, J.P; and fertig, J.B gamma- glutamyltranspeptidase and carbohydrate deficient
transferring: alternative measures of excessive alcohol consumption. Alcoholism: clinical and experimental
research 19(6): 1541-1546,1995.
[30].Niemela, O (February 2007) Biomarkers in alcoholism. Clinical Chimica Acta; international journal of
clinical chemistry 377 (1-2):39-49
[31].Alcoholic liver disease life style modification http://medlineplus.gov medical encyclopedia.

Citation: Qadrie ZL et al. Ijppr.Human, 2018; Vol. 12 (1): 358-373.

371

www.ijppr.humanjournals.com
[32].Corrao G. Lepore A.R., Torchio P., Valenti M., golatola G., D’Amicis A., ET AL (1994) the effect of
drinking coffee and smoking cigarettes on the risk of cirrhosis on the risk of cirrhosis associated with alcohol
consumption. A case control study provincial group for the study of chronic liver disease EurJ epidemiol
10:657-664.
[33].Naveau s., Giraud V., Borotto E., Aunert A., capron F., chaput J.C.(1997) excess weight risk factor for
alcoholic liver disease. hepatology 25:108-111.
[34].European Association for the study of liver EASL clinical practical guidelines: management of alcoholic
liver disease. J hepatol. 2012; 57:399-420.
[35].O’shea Rs, Dasarathy S, McCullough AJ. Alcoholic liver disease. Hepatology. 2010; 51:307-328.
[36].Runyon BA. Introduction to the revised American associated for the study of liver disease practice
guideline management of adult patients with ascites due to cirrhosis 2012, Hepatology 2013;57:1651-165.
[37].Suk KT, Baik SK, Yoon JH, Cheong JY, Paik YH, lee CH,kim YS, lee JW, Kim DJ, cho SW et al. revision
and update on clinical practice guideline for liver cirrhosis. Korean J hepatol. 2012; 18:1-21.
[38].Borowsky SA, strome S, lott E. continued heavy drinking and survival in alcoholic cirrhotics
gastroenterology. 1981; 80: 1405-1409.
[39]. Morgan MY. The prognosis and outcome of alcoholic liver disease alcohol suppl.1994; 2:335-343.
[40].Alcoholic liver disease o’shea online library.wiley.com.
[41].Teli MR.Day CP, Burt AD, Bennett MK, James OF. Determinants of progression to cirrhosis or fibrosis in
pure alcoholic fatty liver. Lancet. 1995; 346:987-990.
[42].Mason BJ, Lehert P. Acamprosate for alcohol dependence a sex- specific meta-analysis based on individual
patient data. Alcohol clin exp res 2012;36: 497-508.
[43].Roozen HG, dewaart R, Vander windt DA, vanden brink W, de jong CA, kerkhof AJ. A systematic review
of the effectiveness of naltrexone in the maintenance treatment of opioid and alcohol dependence. Eur
neuropyschopharmacol. 2006; 16:311-323.
[44].Liu J, wang L. baclofen for alcohol withdrawal. Cochrane database syst Rev. 2011;(1) CD008502.
[45].Davidoff RA. Antispasticity drugs: mechanisms of action. Ann neurol 1985; 17:107-116.
[46].Mann K, Lehert P,Margan MY-the efficacy of acamprosate in the maintenance of abstinence in alcoholdependent individuals: results of a meta-analysis. Alcohol clin exp res. 2004;28:51-63.
[47].Holmuhamedov E, lemasters JJ ethanol exporsure decreases mitochondrial outer membrane permeability in
cultured rat. Hepatocytes. Arch Biochem Biophys 2009;481(2):226-33.
[48].Englaesbe MJ et al. sarcopenia and mortality after liver transplantation .j am coll surg .2010;211(2);271-8.
[49].Singal AK, Charlton MR. nutrition in alcoholic liver disease clin liver dis 2012;16 (4):805-26.
[50].Cheung k, lee ss, raman M. prevalence and mechanisms of malnutrition in patients with advanced liver
disease and nutrition management strategies. Clin gastroenterol hepatol 2012;10(2):117-25.
[51].Campillo B, Richardet JP, scherman E, Bories PN. Evalution of nutritional practice in hospitalized cirrhotic
patients results of a prospective study-nutrition. 2003; 19:515-521.
[52].Hirsch S,de la maza MP, Gattas V, Barrera G, petermann M, Gotteland M, Munoz c, lopez M, Bunout D,
nutritional support in alcoholic cirrhotic patients improves host defenses. JAM coll nutr 1999; 18:434-441.
[53].Plauth M, cabre E, Riggio O, assiscamiol M, pirlich M, kondrup J, Ferenci P,Holm E, vom Dahl s,Muller
MJ, et al ESPEN guidelines on enteral nutrition:liver disease. Clin nutr. 2006, 25: 285-294.
[54].www.ncbi.nlm.nih.gov ALD Treatment ki tae suk, Moon Young Kim, and soon koo baik.
[55].Louvet A,Naveau S, Abdelonour M, Ramoued MJ, Diaz E, Fartoux L, Dharancy S, Texier F, Hollebecque
A, serfaty L et al. the lille model. A new tod for therapeutic strategy in patients with severe alcoholic hepatitis
treated with steroids hepatology 2007;45:1348-1354.
[56]. Mathurin P, Abdelnour M, Ramoad MJ, Carbonell N , Fartoux L, Safety l, valla D, Poupon R, chaput JC,
naveau S. early change in bilirubin levels is an important prognostic factor in severe alcoholic hepatitis treated
with prednisolone hepatology 2003;38:1363-1369.
[57].https://www.drugs.com>cdi>prednisolone.
[58].Sidhu ss et al. pentoxifylline in severe alcoholic hepatitis: a prospective randomized trail. J assoc
physicians india 2012:60:20-2.
[59].De BK et al pentoxifylline versus prednisolone for severe alcoholic hepatitis: A randomized cotrolled trial
world J gastroenterol. 2009;15(13)1613-9.

Citation: Qadrie ZL et al. Ijppr.Human, 2018; Vol. 12 (1): 358-373.

372

www.ijppr.humanjournals.com
[60].Thursz MR et al; STOPAH trial prednisolone or pentoxifylline for alcoholic hepatitis. N Engl J med 2015;
373 (3): 282-3.
[61]. Sidhu SS et al. corticosteroid plus pentoxifylline is not better than corticosteroids alone for improving
survival in severe alcoholic hepatitis. Dig dis sci. 2012;57:1664-71.
[62]. Singh s et al. comparative effectiveness of pharmacological interventions for alcoholic hepatitis: a
systematic review and network meta analysis. Gastroenterol. 2015:149 (4):958-70.
[63]. Alcoholic liver disease , Kevin walsh, Graeme Alexander:- liver transplantation;tang H, boulton R, Gunson
B , et al. pattern of alcohol consumption after liver transplantation. Gut 1998;43:140-5.

Citation: Qadrie ZL et al. Ijppr.Human, 2018; Vol. 12 (1): 358-373.

373

