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Early liver transplantation for severe acute alcohol-related
hepatitis after more than a decade of experience
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Summary

In patients with severe acute alcohol-related hepatitis not responding to medical therapy, early liver transplantation (LT) represents
the only effective therapy and, when performed within strict and well-defined protocols, it is associated with a clear survival benefit
and acceptable rates of return to alcohol use after transplantation. However, there is still high variability in access to LT for patients
with severe alcohol-related hepatitis, mainly due to a persistent overemphasis in the pre-LT evaluation on duration of pre-
transplant abstinence and the stigma that patients with alcohol-related liver disease often experience, leading to marked ineq-
uity of access to this potentially lifesaving procedure and negative health outcomes. Therefore, there is an increasing need for
prospective multicentre studies focusing on pre-transplant selection practices and on better interventions to treat alcohol use
disorder after LT.

© 2023 European Association for the Study of the Liver. Published by Elsevier B.V. All rights reserved.
Introduction
Liver transplant(ation) (LT) is established as the last resort for
life-threatening liver failure not responding to medical therapy.
The most prevalent aetiologies of liver disease differ across the
world, with chronic liver injury related to intrahepatic accumu-
lation of triglycerides, both related and unrelated to alcohol,
becoming the principal indications for LT in Europe and North
America, whereas viral hepatitis remains the most significant
indication in Asia, Central and South America.

The last 50 years has seen shifts in the indications and
contraindications for LT, none more so than for alcohol-related
liver disease (ALD), which comprises a wide spectrum of dis-
eases ranging from steatosis and steatohepatitis to alcohol-
related cirrhosis and hepatocellular carcinoma, with acute
alcohol-related hepatitis (AH) potentially developing at all
stages (Fig. 1). ALD has gone from being considered an un-
acceptable indication to becoming the most common diag-
nosis of patients receiving LT in Europe and the US.1,2 Within
this flux, there remain unanswered questions and in-
consistencies in clinical practice. Most patients with ALD have
at least two diseases: ALD and alcohol use disorder (AUD). For
years, these two conditions were managed (when they were
managed) in two parallel professional worlds: the world of
addiction and the world of hepatology. At the heart of the
ongoing uncertainties about the role of LT for treatment of
patients with severe ALD is the clash of these two professional
worlds. Hepatologists have not been well-trained in the care of
patients with substance use disorders and, at least in the US,
rarely provide care for AUD.3,4 Following the ground-breaking
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work of Addolorato and colleagues in Rome, the divide be-
tween hepatology and addiction medicine is starting to disap-
pear on both sides of the Atlantic.5,6

A consequence of the greater understanding of AUD among
hepatologists and transplant surgeons is that some of the
foundational principals of LT medicine in relation to ALD have
also come up for re-examination, none more so than the sig-
nificance of abstinence from drinking in determining a patient’s
suitability for LT, and specifically whether to exclude persons
with alcohol-related cirrhosis who had been drinking during the
prior 6 months. The door to LT for patients with ALD and less
than 6 months sobriety (so-called early LT) was opened by the
study of Mathurin and colleagues in 2011 in patients with se-
vere AH.7

However, more recently this approach has also been evalu-
ated in patients with alcohol-related cirrhosis. In a retrospective
study no differences in terms of survival or return to alcohol use
were demonstrated in patients who underwent LT with less than
6 months of abstinence compared to patients with adherence to
the 6-month rule.8 Moreover, a prospective pilot programme
assessing the role of early LT combined with an integrated
addiction treatment in patients with alcohol-related cirrhosis
showed no significant differences in survival rates between pa-
tients receiving early LT compared to the group with >6 months
of abstinence, while the pilot programmed led to a reduction in
post-transplantation alcohol use.9

Thepurposeof thepresentmanuscript is to review the stateof
early LT for severe acute AH today, now that over 10 years have
passed since the ground-breaking paper by Mathurin et al.7
tient survival; return to alcohol use; LDLT.
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Key points

� Early liver transplantation for severe alcohol-associated hepatitis not responding to medical therapy, when performed within strict and
well-defined protocols, is associated with a clear survival benefit and an acceptable rate of post-transplant return to alcohol use.

� There is still high variability in access for patients with severe alcohol-related hepatitis, mainly due to a persistent overemphasis on
duration of pre-transplant abstinence and the stigma that patients with alcohol-related liver disease often experience.

� Prospective multicentre studies focusing on pre-transplant selection practices and on better interventions to treat alcohol use disorder
after transplantation are needed.

Review
Liver transplantation for severe acute AH
Historical perspective

AH is a clinical syndrome characterised by jaundice, ascites,
hypoalbuminemia, hyperbilirubinemia, prothrombin time pro-
longation and a mild-to-moderate increase of transaminases,
usually presenting with fatigue, anorexia, nausea, and elevation
of neutrophils, reflecting the systemic involvement of the dis-
ease.10 A Danish Nationwide population-based cohort study
showed, in recent years, an increasing incidence of hospital-
isation for acute AH, with a parallel increase in mortality rate.11

Severe AH traditionally defined by a Maddrey discriminant
function >32 is associated with a high risk of early mortality.12

However, recent scientific evidence has demonstrated the
role of model for end-stage liver disease (MELD) and MELD-Na
in better predicting mortality at 28 and 90 days in patients with
acute AH compared to Maddrey discriminant function.13,14 In
patients not responding to medical therapy, and in particular to
corticosteroid treatment, the prognosis is very poor, with a 6-
month mortality rate of 75%.15 Despite the high mortality rate
and the lack of effective therapy, no other effective alternatives
were previously available, as AH was considered an absolute
contraindication to liver transplantation in most transplant
centres. This was mainly due to the lack of adequate pre-
transplant abstinence and to the potential high risk of a return
to alcohol use after LT.

However, even before the seminal paper by Mathurin et al.,7

which changed perspectives in the setting of LT for AH, data
existed on LT in patients with a diagnosis of AH, made either
on histopathological review of the explants or clinically at the
time of listing.16,17 One study based on 468 patients showed
no difference in terms of survival after LT between 425 patients
with alcohol-related cirrhosis and nine patients with a histo-
logical diagnosis of severe AH.16 In another study of 148 pa-
tients transplanted for alcohol-related cirrhosis, 32 patients
(21.6%) had explants that displayed features of AH, whereas
116 had alcohol-related cirrhosis only. When graft and patient
survival were compared between the two groups, at 10 years
after transplant, no differences were found. Moreover, no dif-
ferences were found in terms of return to alcohol use. Inter-
estingly, at the multivariate analysis, neither diagnosis of AH
(vs. alcohol-related cirrhosis) nor the duration of pre-LT absti-
nence represented significant risk factors for reduced survival
after LT.17

More recently, a studybasedon theUnitedNetwork forOrgan
Sharing (UNOS)database, evaluated three cohorts of LTpatients
with adiagnosis ofAH (at listing, n=55; at explant n=46; at listing
and explant, n = 11), matched 1:3 to patients with a diagnosis of
alcohol-related cirrhosis at listing (n = 165), explant (n = 138), and
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listing as well as explant (n = 33), respectively. Graft and patient
survival at 5 yearswere similar between patients transplanted for
AH or alcohol-related cirrhosis (75% vs. 73%, p = 0.97; 80% vs.
78%, p = 0.90, respectively). These results were independent
from the type of diagnosis of AH (explant or at listing as well as
explant). At multivariate analysis the aetiology of liver disease
(AH vs. alcohol-related cirrhosis) was not associated with post-
transplant outcomes.18

Outcomes after liver transplantation

In 2011, Mathurin et al.7 performed a multicentre study to
assess the role of early liver transplantation in patients with
severe AH not responding to steroids. AH was biopsy-proven
in 88% of cases and confirmed in all explants. Non-
responders, identified using the Lille score or based on evi-
dence of worsening of liver function by day 7, underwent a
strict selection process and were only considered suitable
candidates for LT if all the inclusion criteria were fulfilled.
Twenty-six patients were transplanted, and their outcomes
were compared to two control groups. The first one, obtained
with a non-random selection process, was based on the best fit
for each transplanted patient, according to age, sex, Maddrey’s
discriminant function, and Lille score. The second one, ob-
tained with a random selection process, was based on a set of
patients with severe AH. Patients with severe AH not
responding to corticosteroid therapy who received an early LT
had significantly higher 6- and 24-month survival rates
compared to matched control patients who were denied liver
transplantation (77% vs. 23%; p <0.001 and 71% vs. 23%; p
<0.001) (Fig. 1). Similarly, when LT recipients were compared to
randomly selected patients who were denied LT, the 6-month
survival rate was significantly higher in the first group (85%
vs. 30%; p <0.001), whereas no survival differences were found
between LT recipients and patients with severe AH responding
to therapy. Among LT recipients, six patients died, five of whom
died due to infection occurring within 2 weeks after surgery.
The infection was invasive aspergillus infection in four cases.

After this seminal study, only single-centre studies have been
published19–21 on the impact of LT in patients with AH; these
studies have been based on the methodology adopted by
Mathurin et al..7 In the first study,19 based on nine patients, a
significantly higher survival rate was demonstrated among pa-
tients receiving early LT compared with matched controls (89%
vs. 11%, p <0.001), while no difference was found in survival
rates between patients transplanted for severe AH and those
transplanted for alcohol-related cirrhosis with a pre-transplant
period of abstinence >−6 months in the study by Lee et al.20 and
in the 5-year follow-up study by Weeks et al.21 (Fig. 2).
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Fig. 1. Spectrum of alcohol-related liver diseases. HCC, hepatocellular carcinoma.
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Fig. 2. One-year survival rates in studies on early liver transplantation for
severe alcohol-related hepatitis. *95% CI 60.4%-78.5%; **95% CI 89%-97%.
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Fig. 3. Rates of return to alcohol use in studies on early liver transplantation
for severe alcohol-related hepatitis. Definition of harmful alcohol consumption:
Mathurin 20117/Louvet 2022,28 >−30 g/day in women and >−40 g/day in men; Im
2016,19 >−4 drinks in a day or at least one drink for >−4 days in succession after LT;
Weeks 2018,21 either frequent drinking (>−4 days of drinking per week) or binge
drinking (>−5 drinks/day for a male or >−4 drinks/day for a female); Lee 2018,22

sustained alcohol use was defined as a minimum duration of 100 days. *Cu-
mulative probability of any alcohol use: 25% (95% CI 18%-34%) at 1 year and
34% (95% CI 25%-44%) at 3 years. Cumulative probability of sustained alcohol
use: 10% (95% CI 6%-18%) at 1 year and 17% (95% CI 10%-27%) at 3 years.
In 2018, Lee et al.22 published an American retrospective
multicentre study involving 12 centres in eight UNOS regions,
and analysing the outcomes of 147 patients who underwent LT
for severe AH not responding to medical therapy. Inclusion
1132 Journal of Hepatology, June
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criteria and patient characteristics were slightly different
compared to those of the French-Belgian study. In particular,
not all the centres involved required full consensus agreement
by the LT committee regarding the decision to list for early LT,
no centre strictly excluded patients with recent gastrointestinal
bleeding or recent infection, and only two centres excluded
patients with a history of comorbid psychiatric disease. Indeed,
severe AH was diagnosed clinically using the criteria previously
published (i.e., jaundice, prolonged international normalized
ratio, chronic and recent alcohol use23), only 54% of patients
received corticosteroids and recent gastrointestinal bleeding or
infection were not considered as exclusion criteria. The explant
histology was available in 146 patients, among whom 83 (57%)
had cirrhosis with steatohepatitis, 57 (39%) had cirrhosis alone
without concurrent steatohepatitis, and six (4%) had AH
without cirrhosis. Cumulative patient survival rates after LT
were 94% at 1 year (95% CI 89%–97%) and 84% at 3 years
(95% CI 75%–90%) (Fig. 2).

More recently a multicentre Italian study24 demonstrated
similar results to previous published studies. This study repre-
sented the second European experience on LT for severe AH and
it was based on 16 patients transplanted for severe AH not
responding tomedical therapy. As in the study by Lee et al.,22 AH
was clinically diagnosed and steroids were used in a small pro-
portion of patients (48.4%). Explant histology was available in all
patients, demonstrating features of AH on cirrhosis in all of them.
When survival after LTwas evaluated, it was significantly higher in
LT recipients than in patients with severe AHwho were denied LT
(100% at 6, 12, 24 and 36months vs. 41%, 41%, 38%, and 35%,
respectively; p <0.001) (Fig. 2). Survival after LT was also signifi-
cantly higher when compared with responders. One patient died
at 31 months after LT due to pulmonary aspergillosis.

Return to alcohol use after LT

Evidence supporting early LT for AH has brought into question
the dogma of a prescribed period of abstinence as the only
AUD-related criterion for transplant eligibility.25 The rationale
for early LT for AH was based on the poor outcome of patients
with severe AH not responding to medical therapy, the meth-
odological shortcomings of the length of abstinence before
2023. vol. 78 j 1130–1136
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listing and the detrimental effect of postponing a decision to list
a patient in the context of a therapeutic dead end.25 In
Mathuran et al.’s original study, the rate of return to alcohol use
was approximately 20% in patients living after LT.7 This toler-
able rate of post-LT drinking occurred after a stringent selec-
tion protocol incorporating the following basics: meetings of
hepatologists, surgeons and nurses, absence of co-morbidities
or psychiatric disorders, no history of alcohol-related life-
threatening events, patient ignorance of underlying cirrhosis,
supportive family members. In the first two studies, the per-
centage of patients resuming heavy drinking after LT during the
follow-up period was less than 10%,7,19 whereas any alcohol
use after LT was reported in 12.5% in a recent multicentre
Italian study24 (Fig. 3). In the American retrospective study of
147 recipients of early LT, the 3-year cumulative incidences of
any alcohol use and sustained alcohol use were 34% and 17%,
respectively. However, only sustained alcohol use was asso-
ciated with increased mortality after LT. Longitudinal follow-up
of trajectories of alcohol consumption differentiated early from
late alcohol use and showed that only patients whose return to
drinking occurred early after LT had a poor outcome.26 A young
age was predictive of both sustained and early alcohol use.26 A
predictive score for alcohol resumption was developed from a
retrospective analysis but cannot currently be recommended
because it has not yet been tested in prospective studies with
sufficient sample sizes.27

Recently Louvet and colleagues reported the results of the
first controlled study documenting drinking after LT in patients
who received early liver transplantation for severe AH and a
comparison group of patients with alcohol-related cirrhosis
selected for LT after a minimum of 6 months of alcohol absti-
nence.22 The investigators used a specific algorithm to select
patients with AH for LT that standardised the psychosocial
assessment for consistency across the sites. Alcohol con-
sumption was prospectively recorded using the Alcohol Time-
line Follow Back method. The authors found that the proportion
of patients who returned to any alcohol use after trans-
plantation was 34% in the early transplantation group
compared with 25% in the standard transplantation group, a
difference that did not show ‘non-inferiority’. Furthermore, pa-
tients who received an early LT did not resume alcohol con-
sumption earlier than their controls; however, high alcohol
intake was more frequent in patients who underwent early LT
(65%) than in those selected after 6 months of abstinence
(22%)28 (Fig. 3). This study is valuable as it illustrates the
nuanced nature of drinking behaviour, and how binary dis-
tinctions often used in previous studies (drinking vs. absti-
nence) are inadequate to characterise post-LT drinking.

In order to propose new strategies with a rational approach,
new outcomes need to be investigated such as duration of
abstinence or time spent with excessive alcohol consumption,
key prognostic factors in graft survival and long-term liver-
related deaths.29 In patients who returned to excessive drinking
after LT, other endpoints should also be evaluated, such as a
reduction of at least two levels in the World Health Organization
(WHO) risk score from very high to medium risk or from high to
low risk, which has been classified as a relevant endpoint by
the European Medicines Agency. Indeed, a two-level decrease
in the WHO classification is associated with a reduction in
morbidity and mortality in the general population. In the
meantime, as advocated by recent European and American
Journal of Hepatology, June
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guidelines, it becomes mandatory to integrate addiction spe-
cialists into the care of transplanted patients in order to manage
alcohol behaviour after transplantation.29

Impact of LT activity

The advent of the early LT for AH, which no longer requires
prior abstinence to list a patient, leads to the concept of
adjusting the duration of abstinence according to the risk of
short-term death. In France, since the landmark study pub-
lished in 2011, around 90% of French centres accept the
indication severe AH and the proportion of centres performing
this procedure in their daily practice has increased from 30% to
70%.30 During the last decade, transplantation for AH has
spread throughout the world. Over the period 2005-2018, the
percentage of American centres performing early LT for AH has
gradually increased from 0% in 2005, to 25% in 2015 and then
50% in 2018,31 now reaching 85%, as shown in a recent web-
based survey of LT centres in the US.32

Among centres that had never performed this procedure,
the most cited reason was the perceived high risk of a return to
alcohol use, but no centre mentioned fear of public disap-
proval. The selection process was very selective with less than
20% of patients with AH having been evaluated and only 4%
transplanted.31 In France, early LT for AH accounts for around
3–5% of grafts.

In order to enable a fairer selection of candidates for early LT
for AH, a specific algorithm for the selection of candidates has
recently been developed and tested in a controlled study.28

Studies by independent teams are now necessary to validate
this algorithm, which seems to be reproducible.

Of all LTs performed in the US, the proportion of recipients
with a primary UNOS listing diagnosis of AH increased from
0.31% in 2012 to 0.67% in 2017.33 However, due to under-
reporting related to unsuitable UNOS coding for AH, the correct
proportions of early LT could be more like 1.30% in 2012 and
1.94% in 2017.33 Thanks to the advent of direct-acting antivirals
in patients with hepatitis C, the proportion of LTs performed for
ALD steadily increased from 24.2% in 2002 to 27.2% in 2010
and 36.7% in 2016.34 During this period, the characteristics of
recipients transplanted for ALD have evolved – younger patients
with higher MELD scores are more frequently being listed, which
could be the consequence of a change in practice induced by
the acceptance of early LT for AH.34

Some experts feared that changing the way patients with
ALD are selected could influence organ donation, but this does
not seem to be the case. Indeed, in an American survey of a
representative sample of the public, the majority (80%) of re-
spondents indicated that early LT for AH would not affect their
willingness to donate their organs.35 In light of the accumula-
tion of published data on this procedure, the majority of experts
now believe that a rigorous selection process makes it possible
to limit rates of return to alcohol use to close to those obtained
in patients listed after at least 6 months’ abstinence.

Controversial aspects and areas for further improvement

The outstanding controversies regarding early LT revolve around
equity of access, fairness in and effectiveness of selection, and
outcomes related to AUD. These are also the areas presenting
the greatest opportunities for improvement. In the US, the pro-
vision of early LT varies widely from state to state and centre to
2023. vol. 78 j 1130–1136 1133
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centre.36 Furthermore, LT centres have often kept their selection
policies obscure, depriving patients and families from the op-
portunity to review the selection practices surrounding addic-
tions before committing to a particular programme.37

The barriers faced by patients with ALD in accessing an LT
programme have been largely unstudied, but probably include
biases related to race and poverty. These biases are more
clearly understood when the selection practices within LT
centres are reviewed. Patients with ALD undergo more strin-
gent scrutiny than non-ALD candidates.38 Selection practices
for LT in the US have been shown to discriminate against Black
persons, while some have argued that the psychosocial eval-
uation, central to the consideration of persons with ALD, is
harmful to poorer patients.39,40 Furthermore, even established
elements of the selection process, such as considering a prior
episode of alcohol-associated decompensation as an absolute
contraindication to LT, appear somewhat flimsy when sub-
jected to robust scrutiny.41 There is an urgent need for pro-
spective studies on selection practices, including psychosocial
evaluation, in patients with ALD who have less than 6 months
sobriety, owing to the high mortality rates associated with the
underlying liver disease.

The effectiveness of selection for early LT is measured by
how well the process excludes persons who are unsuitable,
either because they are likely to return to harmful drinking or to
recover without transplantation, while identifying patients who
would prosper after LT. The consequences of non-selection for
patients with ALD, with liver failure accompanied by high
MELD-Na scores, and short-term sobriety are stark, with over
50% dying within 180 days.42 Furthermore, most of the
remainder rarely recover to well-compensated liver function.
Yet a small number do recover, especially those with early
improvement in total bilirubin or MELD-Na, an observation
mirrored by European data.43,44 Unfortunately, we lack tools to
confidently identify patients who could recompensate by
waiting rather than proceeding to LT. Our dilemma is
confounded by the return to drinking for some of the patients
who appear to recover after foregoing LT.42,44

The final area of controversy and opportunity is post-LT
recovery from AUD. Data from the ACCELERATE-AH con-
sortium suggests that mortality in the first few years is higher in
recipients of early LT who return to drinking.22 In this setting, a
crucial topic is the role of abstinence vs. harm reduction after
LT. While reductions in WHO risk drinking levels are associated
with better function in the general population45 this has not
been validated in patients with ALD nor after LT. Moreover, it
has been shown that in patients with AUDs where abstinence is
not achievable, harm reduction in terms of reduced alcohol
consumption can improve recipient well-being and func-
tioning.32,46 These data are especially relevant in the post-LT
setting, considering that a harmful return to alcohol use rather
than a return to alcohol use per se seems to negatively impact
on post-LT survival. Therefore, strategies should focus pri-
marily on favouring post-LT abstinence but, in those patients
where abstinence cannot be achieved, harm reduction and
harm prevention should always be attempted. Prospective
datasets will be required to improve our understanding of this
phenomenon and to guide the development of therapeutic in-
terventions for AUD that ameliorate the effect of returning to
drinking and help recipients of early LT to achieve the fullest
benefit of transplantation.
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LDLT for alcohol-related hepatitis
Numerous studies have shown that in recent years, the number
of LTs performed for AH has markedly increased, especially in
the US where AH currently accounts for more listings than HCV
and non-alcoholic liver disease combined; at some centres, up
to 25% of patients with MELD >30 have severe AH.47,48

Despite the widespread application of deceased donor LT
(DDLT) for severe AH, the use of live donor LT (LDLT) in the US
remains limited, although the exact numbers are not known.

The limited application of LDLT for severe AH is likely due to
the clinical characteristics of these patients, which are very
different to the typical LDLT candidate. The primary advan-
tages of LDLT are speed and timing of the transplant. In
particular, patients with life-threatening complications of liver
disease, including encephalopathy and refractory ascites, with
insufficient MELD scores to garner a deceased donor graft, are
the most appropriate LDLT recipients. In fact, the median
MELD score for an LDLT recipient in the US is only 15. In these
patients, whose MELD scores are so low that DDLT is essen-
tially impossible, LDLT offers the advantage of speed and
timing for LT so that patients might receive the organ while in
their best possible medical condition, improving their chances
of long-term survival. In fact, in appropriately selected candi-
dates, receipt of an LDLT was associated with a 28% reduction
in waiting list mortality.49 The clinical characteristics of patients
with severe AH are completely different. These patients typi-
cally have MELD scores over 35. As a result, they receive
numerous offers of the highest quality deceased donor grafts
very quickly with very short waiting times.50 In fact, compared
to other patients, patients with severe AH have significantly
higher transplant rates and significantly lower waiting list
mortality.48 Consequently, because of the favourable access to
DDLT in the US, patients with AH generally do not require live
donors. In rare circumstances where a patient with AH may
have an insufficient MELD score to acquire a suitable deceased
donor graft, LDLT could be indicated. This might occur in pa-
tients with incomplete resolution of severe AH months after the
initial presentation.

However, in parts of the world where the availability of
deceased donors is limited, LDLT may be more widely utilised.
Initial reports from these regions are favourable. A Korean
experience reported outcomes of 37 patients with AH of whom
nine underwent LDLT and the remaining 28 DDLT.51 While the
median waiting time was not different between the groups,
patients undergoing DDLT had higher transplant MELD
scores40 compared to LDLT recipients29 and higher post-
transplant mortality (17% vs. 11%, respectively). A similar
experience from India compared the outcomes of 39 patients
with AH, undergoing LDLT for ALD without AH.52 The patients
with AH were significantly younger (43 vs. 48 years, p <0.05)
and had higher MELD scores (22 vs. 18, p <0.05). Post-
operative infections were significantly more common with se-
vere AH (72% vs. 52%, p <0.05), but there was no difference in
overall survival between the two groups.

In summary, in the US and Western world, LDLT plays a
limited role in AH. This will likely remain the case in the US
where patients with severe AH have rapid access to high
quality deceased donor grafts. However, in regions of the world
with fewer deceased donors, LDLT may utilised more
frequently for this indication.
2023. vol. 78 j 1130–1136
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Conclusions
In conclusion, the available scientific evidence clearly demon-
strates that early LT for severe AH not responding to medical
therapy, when performed within strict and well-defined pro-
tocols, is associated with a clear survival benefit and an
acceptable rate of post-transplant return to alcohol use.
However, despite the fact that scientific societies of different
countries have recognised these results and translated them
into specific recommendations,53–55 high variability still exists
in access to LT for patients with severe AH. There are several
possible reasons for this, including: the stigma that patients
with ALD often experience,56 the persistent overemphasis on
duration of abstinence in pre-transplant evaluations, the lack of
Journal of Hepatology, June
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standardisation in the pre-LT evaluation process and in the
post-LT follow-up. Moreover, differences can exist between LT
centres in terms of available resources (i.e. dedicated addiction
specialist, dedicated psychologist), which can also negatively
influence access to LT for patients with severe AH. As a result,
there is marked inequity of access to this potentially lifesaving
procedure,57 leading to inferior healthcare, and negative health
outcomes.56 Future prospective multicentre studies should
focus on selection practices for LT, and in particular the pre-
diction of harmful post-LT drinking using pre-LT social, psy-
chological and addiction variables, in order to increase equity in
the selection of candidates for early LT, as well as on better
interventions to treat AUD after LT.
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