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Best of The Liver Meeting 2022 was created by the
Scientific Program Committee for the benefit of AASLD
members, attendees of the annual conference, and other
clinicians involved in the treatment of liver diseases. The
program is intended to highlight some of the key oral and
poster presentations from the meeting and to provide
insights from the authors themselves regarding implications
for patient care and ongoing research.

All content contained in this slide deck is the property of the
American Association for the Study of Liver Diseases
(AASLD), its content suppliers or its licensors as the case
may be, and is protected by U.S. and international
copyright, trademark, and other applicable laws. AASLD
grants personal, limited, revocable, non-transferable and
non-exclusive license to access and read content in this
slide deck for personal, non-commercial and not-for-profit
use only. The slide deck is made available for lawful,
personal use only and not for commercial use. The
unauthorized reproduction and/or distribution of this
copyrighted work is not permitted.
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Differences in mortality rates in inpatients with cirrhosis depends on the low-, middie-,
or high-income country location: Multi-national C.L.E.A.R.E.D. consortium experience

Objective

To define the impact of location in prediction of inpatient and 30-day mortality in
inpatients with cirrhosis to study disparities.

Methods

+ CLEARED prospectively enrolled non-electively admitted cirrhosis patients
without COVID from all continents with only 50 patients per site to ensure
equitable representation.

» Clinical details and inpatient & 30-day course were recorded along with
World Bank classification of low/low middle income (LMI), upper middle
income (UMI), and high income (HI).

Main Findings

» 2758 patients from 21 countries from all continents, including Africa and
Australasia, were included. 727 were from L/LMI, 1050 UMI & 981 patients
were from HI countries.

* In-hospital and 30-day mortality were lower in high-income countries (Figure)
regardless of clinical variables, while transplant listing often not seen in LMI
countries was protective.

Conclusions

Not being in a high-income country significantly increased the risk of inpatient
and 30-day mortality despite controlling for clinical variables, likely due to
disparities in access to transplant, which should be accounted for in global models.

Bajaj J, et al., Abstract 142.

Odds of Inpatient and 30-mortality in a Worldwide
Consortium of Inpatients with Cirrhosis
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Under-representation of racial and ethnic minorities in cirrhosis
clinical trials
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substantially under-represented in cirrhosis RCTs, and barriers to AAS L D
inclusion should be reviewed to improve clinical trial representation.
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