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Aminopyrine breath test in cirrhotic patients
awaiting liver transplantation: do we really

need it?

Dear Editors:

We read with interest the article
by Degré and colleagues on the use
of the aminopyrine breath test
(ABT) to predict mortality among
cirrhotic patients waitlisted for liver
transplantation (LT) [1]. However,
their well-designed study raises
questions as to the real impact of
such a test in the management of LT
waiting lists. Patient stratifica-
tion—which is often referred to as
the sickest first principle—is crucial
to any resource allocation, but pre-
diction of post-transplant survival,
i.e. utility, is mandatory if an LT
programme is to be cost effective.
The abysmal gap between organ
demand and supply and the ever-
increasing use of suboptimal donors
mandate a policy of effective graft
allocation, which is often opposite to
the principle of equity.

Over the recent years several
quantitative tests of liver function
(QTLF) have been suggested to as-
sess the hepatic functional reserve in
patients with chronic liver disease
[2). These tests include the ABT, the
methionine breath test, the galactose
clearance capacity, the sorbitol and
the indocyanine-green clearance [2,
3]. However, none has proved supe-
rior to the traditional Child—Pugh
(CP) classification, which is based on
clinical and laboratory parameters.
Furthermore, QTLF may vary sig-
nificantly within and across CP
classes as a result of enzyme-induc-

ing agents [4] and of causes of dis-
ease [5]. To date, it is unclear
whether QTLF may provide relevant
prognostic information in cirrhotic
patients that is superior to that of
conventional prognostic parameters
or risk scores [2].

The recent introduction of the
model for end-stage liver disease
(MELD) scoring system for patient
prioritisation is based on the
assumption that graft allocation
should favour the most urgent pa-
tients and that the CP-driven allo-
cation system fails to identify
seriously ill patients in a timely
fashion [6]. However, even though
the MELD system is a reliable indi-
cator of patients’ urgency within
populations, there are differences in
actual calculated risks for a given
MELD score between populations
[7]. Furthermore, the MELD score
has been found to be poorly corre-
lated with post-transplantation out-
come, and surrogate prognostic
models have been suggested [8].

The assumption that the pre-
transplantation patient risk is para-
mount and that every patient has the
same right to be offered LT is not the
case in most FEuropean centres,
where a National Health System run
programme must comply with eco-
nomic and ethic issues and face
shortage of available resources.
Moreover, the impact of marginal
donor grafts on post-transplantation
outcome is to be taken into account
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when one is dealing with LT waiting
lists, since international data clearly
show that HCV recipients grafted
with suboptimal organs fare worse
than all the other categories of pa-
tients [9]. Therefore, a simple—and
apparently more ethical—policy of
patient prioritisation, based on pre-
transplantation mortality but not
taking into account the quality of
grafts and the donor-recipient
combination, would result in in-
creased post-transplantation mor-
bidity and misuse of available
resources.

We are strongly convinced that a
policy of utility or efficiency should
be favoured if an LT programme is
to be successful and cost effective.
The analysis carried out by Degré
and colleagues is valuable in that it
shows the accuracy of the ABT in
correlating with the liver functional
reserve. Unfortunately, their con-
clusion that this test might improve
the organ allocation policy is diffi-
cult to be agreed upon. It would
have been more interesting and
clinically relevant to assess the

impact of the ABT in predicting
post-transplantation outcome, with
attention to patients that had re-
ceived suboptimal grafts. What we
need to know is how to identify
patients who could benefit most
from the use of marginal grafts, to
single out the most favourable do-
nor-recipient combinations and to
improve cost effectiveness of LT
programmes. The ABT does not aid
in such analysis and diverts our
attention from these challenging
issues.
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