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Introduction

Hepatocyte injury is commonly encountered in the practice of medicine. The
incidence of acute viral hepatitis has markedly decreased in the past decade due to the
introduction of vaccines for hepatitis A and B and testing of the blood supply for hepatitis
C. Other forms of acute hepatic injury have not changed appreciably in incidence, and



recognition of chronic hepatic injury has increased. In the United States, an estimated 1
million individuals are chronically infected with hepatitis B and 2.1-2.8 million are
chronically infected with hepatitis C. (1) Cirrhosis is currently the 9" leading cause of
death in the United States (2); deaths from cirrhosis are predicted to increase 223% by
2008 and 360% by 2028 due to cases developing from chronic hepatitis C infection. (3)
Hepatocellular carcinoma incidence has doubled in the past 20 years (4), and is expected
to rise another 68% over the next decade from cancers developing in hepatitis C infected
individuals (3).

Liver disease is often clinically silent until late in its course. For this reason,
laboratory tests are usually needed for recognition and characterization of the type of
liver injury present. The most common cause of liver injury world-wide is infection with
viruses that primarily infect the liver, often termed hepatitis viruses. Serologic and
nucleic acid-based tests are required to document exposure to and presence of these
viruses, and are also used to monitor treatment of infected individuals. A number of
other diseases may also cause liver injury, particularly autoimmune disorders and
congenital or acquired disorders of metabolism. Laboratory tests are critical for
recognition of these other diseases, particularly in patients who lack evidence of viral
infection. Finally, exposure to ethanol and other drugs can cause hepatic injury; clinical
information is the most reliable means to recognize these potential causes of liver
damage.

Specific recommendations in this Monograph are based on relevant published
information. The strength of scientific data supporting each recommendation is
characterized using the scoring criteria adopted by the Practice Guidelines Committee of
the American Association for the Study of Liver Diseases, as summarized in Table 1. For
each recommendation, the roman numerals I through IV describe the quality of evidence
upon which recommendations are based, and the upper case letters A through E describe
the significance of the recommendation. Because of the nature of these guidelines, only
categories B and E are used in the recommendations.

Table 1 — AASLD Categories Reflecting Evidence Supporting Guidelines (Letters) and Quality of
Evidence on Which Recommendation is Based (Roman Numerals)

I Evidence from multiple well-designed randomized controlled clinical trials each involving a
number of patients to be of sufficient statistical power

II Evidence from at least one large well-designed clinical trial with or without randomization, from
cohort of case-controlled analytical studies, or well-designed meta-analysis

111 Evidence based on clinical experience, descriptive studies, or reports of expert committees

v Not rated

Survival benefit

Improved diagnosis

Improvement in quality of life

Relevant pathophysiologic parameters improved

g Q@ | >

Impacts cost of health care




