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Effect of Telmisartan on Blood Pressure and Renal Function of Psoriasis Patients
on Cyclosporine MEPC

Shinichi IMAFUKU and Juichiro NAKAYAMA

Department of Dermatology, Faculty of Medicine, Fukuoka University
Fukuoka 814-0180, Japan (Director: Prof. J. Nakayama)

Cyclosporine A (CyA) is widely used for psoriasis, but it has adverse effect of hypertension, renal damage, and
gingival overgrowth. We have tried telmisartan, an angiotensin I receptor blocker, to treat hypertension complicating
CyA treated psoriasis. Ten patients were entried and 3 had no history of hypertention medication, and 7 had had
preceding treatment with nifedipine and switched to telmisartan. Telmisartan was prescribed 20 to 40mg per day. In
two out of 7 switched patients, blood pressure were upregulated after 4 weeks requiring addition of nifedipine, but
controlled after 8 weeks. Average of serum creatinine levels were elevated after 4 weeks, but returned to the original
level after 8 weeks. Nine patients had shown gingival overgrowth, and switching to telmisartan brought improvement
in two patients. Improvement of gingival overgrowth was also obtained by dental treatment. Telmisartan is an
effective antihypertension depressant and may help improving the gingival overgrowth caused by combination of CyA

and nifedipine,
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Very Low Dose (1.2 mg/kg) Cyclosporine A Therapy for Psoriasis
Shinichi IMAFUKU, Juichiro NAKAYAMA

Department of Dermatology, Faculty of Medicine, Fukuoka University
Fukuoka 814-0180, Japan (Director: Prof. J. Nakayama)

and Fukuoka-Okinawa Psoriasis Research Group

Cyclosporine A (CyA) was administered at two different low doses (1.2 mg/kg group and 2.0 mg/kg group) orally
to psoriasis patients who had not had satisfactory results with topical therapy. Mean PASI scores decreased from
32.7£10.8 to 15.1£10.2 in the 2.0 mg/kg group and from 14.2+12.1 to 6.8+7.9 in the 1.2 mg/kg group. Mean itch scores
decreased from 2.1+0.8 to 1.1+0.8 in the 2.0 mg/kg group and from 1.5+0.8 to 0.5+0.7 in the 1.2 mg/kg group. Results
of a questionnaire taken before and after the treatment revealed less scale, dandruff and itching in both groups.
Approximately half of the patients in both groups answered that the increased cost was of little concern. Very low dose
(1.2 mg/kg) CyA therapy improved satisfaction with treatment and may be a new affordable option for patients with

mild psoriasis who desire a better quality of life.
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Body cell mass is a useful parameter for assessing malnutrition
and severity of disease in non-ascitic cirrhotic patients with
hepatocellular carcinoma or esophageal varices
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Abstract. Body cell mass (BCM) is a nutritional parameter,
however, changes in BCM in patients with non-ascitic liver
cirrhosis (LC) in comparison to patients with other malnut-
ritional diseases remains unclear. We investigated the
difference in BCM between patients with LC and mal-
nourished gastrointestinal disease controls (M.CON), and
examined the relationship between BCM and the severity of
LC. Results demonstrated that serum nutritional parameters
were not significantly different between the LC (n=56) and
M.CON groups (n=25), whereas BCM%BW was significantly
lower in the LC group than in the M.CON group (50.9+4.6
vs. 54.4+7.1%, P=0.018). Furthermore, BCM%BW negatively
correlated with the model for end-stage liver disease (MELD)
score (P=0.04). In concluson, BCM showed a significant
decrease and a negative correlation with the MELD score in
the LC group. BCM may be a useful parameter for assessing
malnutrition and severity of LC.
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Introduction

The liver is one of the central organs involved in the
metabolism of various nutrients. In patients with liver cirrhosis,
malnutrition is a common feature and is associated with
mortality and reduced quality of life (1). Therefore, routine
nutritional assessment is recommended in patients with liver
cirrhosis (2,3). Subjective global assessment (SGA) and
anthropometric measurements are useful techniques for
nutritional assessment in various diseases. However, these
assessments are not suitable for precise assessment of mal-
nutrition and do not predict a poor clinical outcome in
patients with liver cirrhosis (4). Thus, malnutrition is often
under-diagnosed in patients with liver cirrhosis.

Significant changes in body composition are known to
occur before physiological changes (5). Therefore, measure-
ment of body composition is an integral part of nutritional
assessment. Among all body compartments, body cell mass
(BCM) has been regarded as the most meaningful for the
assessment of malnutrition. BCM comprises the metabolically
active and protein-rich compartments in the body and is known
to be depleted in case of protein-energy malnutrition (6).
Precise estimation of BCM can be obtained by isotope dilution
or via the total-body potassium count (7); however, these
methods are not generally available for clinical use. Despite
certain limitations in patients with ascites, bioelectrical
impedance analyzer (BIA) is a useful tool for the estimation
of BCM in cirrhotic patients (8,9). An eight-polar BIA has
been developed (10) and is currently a non-invasive bedside
tool for estimating BCM.

Depletion of BCM is associated with post-liver trans-
plantation mortality, and the measurement of BCM provides
clinically relevant information in patients with end-stage
liver cirrhosis (11). However, in patients with liver cirrhosis
without ascites and/or edema, the utility of BCM as a
nutritional parameter remains unclear. In addition, comparisons
have been made between cirrhotic patients and healthy

- 742 -



590

control subjects, but not malnourished disease controls, in
previous studies. In order to verify the specificity for depletion
of BCM, cirrhotic patients should be compared to malnourished
disease controls. Moreover, the correlation between BCM and
severity of disease remains unknown. The aim of this study
was to examine changes in BCM in cirrhotic patients in
comparison with other malnourished patients and the
association between BCM and severity of disease in cirrhotic
patients.

Materials and methods

Subjects. We conducted a cross-sectional study. Via
consecutive entry, a total of 56 men with liver cirrhosis (LC)
(hepatitis C virus-related, n=36; hepatitis B virus-related,
n=13; alcoholic, n=5; cryptogenic, n=2) and 25 age-matched
men with chronic gastrointestinal diseases (inflammatory
bowel diseases, n=12; pancreatic cancer, n=3; biliary cancer,
n=4; colitis, n=3; colon cancer, n=2; chronic pancreatitis, n=1)
who served as controls for nutritional status (malnourished
disease controls; M.CON) were enrolled in this study during
the period from August 2004 to March 2006 at Kurume
University Hospital. In the LC group, 28 patients had co-
occurring hepatocellular carcinoma. Among them, 20 patients
had a single (<3-cm) nodule which had been treated with
radiofrequency ablation. Eight patients had advanced tumors
which had been treated with chemoembolization. The rest of
the 28 patients had co-occurring esophageal varices. Although
none of them had episodes of bleeding, they were treated with
preventive endoscopic variceal ligation for the esophageal
variceal bleeding. The specificity of changes in body compo-
sition in cirrhotic patients can be examined by a comparison
with malnourished patients. All of the diagnoses were based
on clinical, serological, histological, and/or imaging evidence.
All patients were hospitalized. For both the LC and M.CON
groups, inclusion criteria were: i) Asian men; ii) 20-70 years
of age; iii) no edema nor ascites determined by physical
examination and ultrasonography; and 4) serum albumin
concentration <4.0 g/d. Patients with chronic renal failure or
those who had been taking corticosteroids were excluded.
The regular hepatic diet (total energy 30-40 kcal/kg body
weight (BW)/day, protein 1.2-1.5 g/kg BW/day) was fed to
patients in the LC group. The proper diet (total energy 30-
35 kcal/kg BW/day, protein 1.2-1.5 g/kg BW/day) was fed to
patients in the M.CON group. In the analysis for an association
between BCM and severity of liver disease, subjects were
stratified by age (40-60 years) because of the age-related
differences in body water compartments (12). None of the
subjects were institutionalized. Informed consent was obtained
from each patient. The study protocol conformed to the ethical
guidelines of the 1975 Declaration of Helsinki as reflected in
a priori approval by the institutional review board.

Laboratory determinations. Venous blood samples were
collected in the morning after a 12-h overnight fast.
Hemoglobin concentration, total lymphocyte count, inter-
national normalized ratio (INR) of prothrombin time, serum
albumin, creatinine and total cholesterol concentration were
measured using standard clinical methods (Department of
Clinical Laboratory, Kurume University Hospital). A

KAWAGUCHI et al: BCM REFLECTS THE SEVERITY OF LIVER CIRRHOSIS

Table I. Precision of eight-polar BIA in patients with liver
cirrhosis.

Rightarm Leftarm Trunk Rightleg Leftleg
R 23 23 29 2.6 27
Rso 2.0 24 2.5 2.3 25
R 2.1 20 22 23 23
B 22 2.1 24 24 23

Coefficients of variation were calculated from 2 measurements on 7 of
the study subjects (n=14). BIA, direct segmental multifrequency-bio-
electrical impedance analyzer; R,, resistance at x kHz.

prognostic nutritional index was calculated by using the
following formula as previously described (13): Prognostic
nutritional index = 10 x Serum albumin concentration (g/dl)
+ 0.005 x Total lymphocyte count (mm?). Poor prognosis is
predicted when the prognostic nutritional index is <40 and
total lymphocytes count remains <1000/mm?.

Estimations of anthropometry and body composition.
Anthropometry and body composition were estimated by an
eight-polar BIA at frequencies of 5, 50, 250 and 500 kHz
(InBody 3.2, Biospace, Tokyo, Japan). Two electrodes were
placed in contact with the palm and thumb of each hand and
two electrodes with the anterior and posterior regions of the
sole of each foot. Body mass index (BMI) was calculated as
BW in kilograms divided by the square of height in meters
(kg/m?). Arm circumference (AC), mid-arm circumference
(AMC), tricep skinfold thickness (TSF), waist circumference,
hip circumference, and waist-hip ratio were estimated using
the software supplied with the eight-polar BIA (Lookin'body
2.0, Biospace) based on a hydration model (14). The accuracy
of the eight-polar BIA analyzer has been previously reported
(10). In our preliminary study, anthropometic data estimated
by the eight-polar BIA analyzer also showed a significant
positive correlation with anthropometic data derived by direct
measurement in the LC group (AMC, n=43, Spearman rank
r=0.69, P<0.0001; TSF, n=43, Spearman rank r=0.44,
P<0.0046). AC, AMC and TSF were expressed as a percentage
of the expected value for age and gender with reference to
Japanese Anthropometric Reference Data (JARD, 2001) (15).
The validation of BIA as a measure of change in BCM as
estimated by comparing whole-body counting of potassium
was reported (16); and therefore, BCM was evaluated by an
eight-polar BIA in this study. Because absolute values of
body composition vary widely, normalization of body
compositions including BCM is required. Height is an index
for normalization; however, a balance of each body
composition is also important, and normalization of BCM by
BW is used in the definition of HIV-associated malnutrition
(17). Therefore, we normalized BCM by BW and the resulting
BCM was expressed as BCM%BW as previously described
(11). The precision of InBody 3.2 was determined by
measuring resistance two times a day in 7 of the study subjects.
The coefficient of variation (CV) [(SD/mean) x 100],
calculated from these measurements (n=14) is shown in
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Table II. Nutritional status of the patients.
M.CON LC P

No. of patients 25 56
Age (years) 51.9+134 55.6+9.1 N.S.
Height (cm) 165.2+7.9 168.1+6.5 N.S.
Total protein (g/dl) 6.71+0.93 7.01+1.42 NS.
Albumin (g/dl) 3.36+0.43 3.24+0.39 N.S.
Total cholesterol (mg/dl) 157490 126+79 N.S.
Total lymphocyte count (/mm?) 1330796 1280+704 N.S.
Hemoglobin (g/dl) 11.6x1.9 119+19 N.S.
Creatinine (mg/dl) 0.74+0.26 0.77+0.17 N.S.
Prognostic nutritional index 40.2+5.6 38.8+5.0 N.S.
Accompanying malignancy 9/25 28/56 N.S.

Data are expressed as the mean + SD. Prognostic nutritional index was calculated by using the following formula as previously described
(13): Prognostic nutritional index = 10 x Serum albumin concentration (g/dl) + 0.005 x Total lymphocyte count (mm?). M.CON,

malnourished disease controls; LC, liver cirrhosis.

Table 1I1. Anthropometric assessment.

M.CON LC P
BMI 20.8+3.7 23.1£30 0.009
%AC 103.9+179 109.6+8.9 N.S.
Y0 AMC 100.3+£12.8 107.0+8.4 0.009
%TSF 128.8+80.9 127.4+37.9 N.S.
Waist circumference (cm) 76.7+10.2 83.7+6.6 0.003
Hip circumference (cm) 88.0+6.4 92.9+4.5 0.001
Waist-hip ratio 0.87+0.06 0.90+0.03 0.031

Data are expressed as the mean + SD. AC, TSF and AMC are expressed as a percentage of the expected value for age and gender according
to the Japanese Anthropometric Reference Data (JARD 2001) (15). M.CON, malnourished disease controls: LC, liver cirrhosis; BMI, body
mass index; AC, arm circumference; AMC, arm muscle circumference; TSF, tricep skin-fold thickness.

Table 1. Similar to a previous report (10), the CV value was
<3.0 and comparable to that of a four-polar total-body BIA
performed at 50 kHz (CV =3.0%) (18,19).

Severity of liver disease. The severity of cirrhosis was
assessed by the model for end-stage liver disease (MELD)
score (20). The MELD score was computed using an on-line
worksheet (http://www.mayoclinic.org/gi-rst/mayomodel5.
html). To avoid negative scores, laboratory values such as
serum creatinine concentrations that were <1 mg/dl were
rounded off to 1 as previously described (21).

Statistical analysis. All data are expressed as the mean = SD.
Differences between the two groups were analyzed using the
Mann-Whitney U test or the Chi-square test. The Spearman's
correlation coefficient was calculated for testing the
relationship between different quantities in a bivariate
regression model using StatView (version 5.1; SAS Institute,
Cary, NC). P-values <0.05 were indicative of significant
differences.

Results

Patient characteristics. We enrolled 56 patients with liver
cirrhosis and 25 patients with chronic gastrointestinal diseases
as malnourished disease controls. Clinical and laboratory data
for these subjects are summarized in Table II. Age and height
were not significantly different between the LC and M.CON
groups. Serum concentrations of total protein, albumin, and
total cholesterol, total lymphocyte count, hemoglobin
concentration, prognostic nutritional index, and the rate
accompanying malignancy were also not significantly
different between the two groups.

Comparison of anthropometry between the LC and M.CON
groups. In the LC group, BMI and %AMC were significantly
higher than in the M.CON group, although %TSF was not
significantly different when comparing the two groups
(Table 11I). Waist and hip circumferences and waist-hip ratio
were significantly higher in the LC group than in the M.CON

group.
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Table IV. Assessment of body composition.

M.CON LC P
Fat%BW 17.1+8 4 20.8+5.1 N.S.
TBW%BW 61.1+6.4 584438 NS.
ECF%BW 232428 22.8+1.6 N.S.
ICF%BW 37.9+4.8 355423 0.017
ECF/TBW 0.334+0.028 0.344+0.007 N.S.
Protein%BW 16.4+2.1 15.4£1.0 0018
Mineral%BW 5.4+10 5.5+0.4 N.S.
BCM%BW 54.3+6.9 50.9+4.5 0018

Data are expressed as the mean + SD. M.CON, malnourished
disease controls; LC, liver cirrhosis; BW, body weight; TBW, total
body water; ICF, intracellular fluid; ECF, extracellular fluid; BCM,
body cell mass.

Comparison of body composition berween the LC and M.CON
groups. There was a significant decrease in both intracellular
fluid (ICF)%BW and protein%BW in the LC group compared
to those in the M.CON group, although fat%BW, total
body water (TBW)%BW, extracellular fluid (ECF)%BW,
ICF%TBW, protein%BW and mineral%BW did not differ
significantly when comparing the two groups (Table IV).
Fig. 1A shows the compositions for BW, fat free mass (FFM),
soft lean mass (SLM) and BCM. FFM%BW did not differ
between the two groups (Fig. 1B), however, SLM%BW was
significantly decreased in the LC group compared to that in
the M.CON group (Fig. 1C). The difference was even more
significant when comparing BCM%BW between the two
groups (Fig. 1D).

Comparison of nutritional parameters between cirrhotic
patients with HCC and cirrhotic patients without HCC, There
were no significant differences in nutritional status including
biochemical tests between cirrhotic patients with HCC and
cirrhotic patients without HCC. No significant differences
were also found in anthropometric assessment and body
composition between cirrhotic patients with HCC and cirrhotic
patients without HCC (data not shown).

An association between BCM and severity of disease in the LC
group. Although there was no significant correlation between
BCM and the MELD score when considering all subjects, an
association was evident by stratification of the patients in the
LC group according to their age. There was a significant
negative correlation between BCM and the MELD score in
cirrhotic patients aged 40-60 years (n=29, R?=0.148, P=0.04)
(Fig. 2).

Discussion

In this study, we demonstrated a significant decrease in BCM
in patients with liver cirrhosis compared to that in
malnourished patients with chronic gastrointestinal diseases,
although serum or hematological nutritional parameters were
not significantly different between the two groups. Moreover,
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Figure 1. Scheme of body composition (A). Comparison of FFM (B), SLM
(C) and BCM (D) between the LC and M.CON groups. Values are
expressed as the mean + SD. Differences between the two groups were
analyzed using the Mann-Whitney U test. N.S., not significant. ‘P<0.05.
BW, body weight; ICF, intracellular fluid; ECF, extracellular fluid; M.CON,
malnourished disease controls; LC, liver cirrhosis.

we showed a significant negative correlation between BCM
and the MELD score in patients with liver cirrhosis.
Significant changes in body composition are known to
occur before physiological changes (5). Similar to previous
reports (22,23), an increase in TBW and ECW was also noted
in this study when these body compositions were normalized
with height (data not shown). In addition, by normalization
with BW, we found that ICF%BW and protein%BW were
significantly decreased in the LC group compared to those in
the M.CON group. In agreement with our data, Figueiredo et al
recently reported that reduction in ICF, but not fat, occurred
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Figure 2. An association between BCM and severity of disease in patients
with liver cirrhosis. Subjects was stratified by age because of the age
difference in body water compartments (12) (See Materials and methods).
An association between BCM and MELD score was analyzed by using the
Spearman's correlation coefficient in a bivariate regression model. P<0.05,
significant difference. MELD, the model for end-stage liver disease; BCM,
body cell mass; BW, body weight.

even before fluid retention was noted clinically (22). We did
not investigate the mechanisms for decreases in ICF and
protein. However, one would think that loss of body protein
leads to a decrease in intracellular osmotic pressure and
subsequent decrease in ICF, since the rate of endogenous
protein degradation is increased in patients with liver
cirrhosis (24).

In this study, both groups manifested a characteristic of
protein-energy malnutrition. Although we do not have a
normal value for BCM for healthy males in Japan, it is
believed to be approximately 60% of BW according to the
average value for body compartments (20% of ICF%BW plus
40% of protein%BW). In the M.CON group, BCM%BW was
<60% of BW which is considered to be lower than that of
normal subjects. In the LC group, BCM%BW was also <60%
of BW. In addition, BCM was significantly decreased in the
LC group compared to the M.CON group, although serum
and hematologic nutritional parameters were not significantly
different. These findings may indicate that change in body
composition is more evident in the LC group than in the
M.CON group.

There were no significant differences in nutritional
parameters between cirrhotic patients with HCC and cirrhotic
patients without HCC. Occurrence of HCC seems to affect the
metabolic course of chronic liver disease; however, our data
did not show any difference. One would think that HCC does
not affect nutritional parameters, because >70% of cirrhotic
patients with HCC showed a single (<3-cm) nodule treated
with curative therapy. Alternatively, cirrhotic patients without
HCC were admitted for preventive therapy of esophageal
varices. Thus, cirrhotic patients without HCC also had the
complication of LC and therefore, no significant differences
in nutritional parameters could be found.

We also showed the significance of BCM in cirrhotic
patients. A significant negative correlation between BCM and
the MELD score was observed in cirrhotic patients without
ascites and/or edema. On the other hand, Muller er al reported
that there was no significant difference in BCM among
patients according to the Child-Pugh classification (25).
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Although the reason for this discrepancy is unclear, the
explanation may be that BCM was evaluated as the absolute
value in the previous study. BW increases with increasing
severity in liver disease. Therefore, normalization of BCM
by BW could be one of the reasons for this discrepancy. In
accordance with our data, Figueiredo et al reported that
normalized BCM is correlated with the Child-Pugh
classification (22). Thus, the estimation of BCM is not only
non-invasive but also meaningful. However, we have to be
cautious in interpreting BCM values when patients exhibit
hyperbilirubinemia. In our analysis for an association between
BCM and the MELD score, some patient data did not
correspond with the regression line, and hyperbilirubinemia
(>6 mg/dl of serum bilirubin levels) was a common
characteristic in these patients. The relationship between
hyperbilirubinemia and impedance is unclear. However,
bilirubin is known to modulate cell-cell contact and results in
changes in transepithelial electrical resistance (26). Thus,
BCM estimated by eight-polar BIA may not predict prognosis
in patients with hyperbilirubinemia.

The limitations of this study included the small sample
size, the ratio of cases to controls, and the heterogeneity of
the malnourished controls. In order to confirm the signifi-
cance of BCM in patients with LC, a large-scale multicenter
clinical study including healthy individuals is required. In
addition, the use of the MELD score may not have been
suitable for this study. Since the significance of the correlation
between BCM and MELD was poor, the real prognostic
relevance of BCM should be evaluated in future studies.
Moreover, the number of hospitals that are able to measure
BCM is still limited. Changes in BCM are known to correlate
with energy and protein intake (27). Thus, food consumption
should be assessed cautiously in order to prevent under-
estimations that may occur by using traditional nutritional
assessment measures.

In conclusion, we demonstrated a significant decrease in
BCM in patients with liver cirrhosis compared to that in
malnourished patients with chronic gastrointestinal diseases.
We also showed a significant negative correlation between
BCM and MELD score in cirrhotic patients without ascites
and/or edema. Thus, BCM may be a useful parameter for
assessing malnutrition and severity of disease in patients with
liver cirrhosis.
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Aim: Cirrhotic patients tend to develop malnutrition by
fasting, yet the importance of nutritional care during
examination-associated fasting has not been investigated.
This study aimed to examine the effects of a nutritional
supplement on nutrition and stresses caused by examination-
associated fasting in cirrhotic patients.

Methods: Twenty-nine cirrhotic patients were enrolled in
this study. No energy was supplied to patients in the fasting
group (n=11) prior to computed tomography or magnetic
resonance imaging examination. A supplement of 200 kcal
was given to the patients in the supplement group (n =18)
prior to computed tomography or magnetic resonance
imaging examination. The effect of the supplement on
stresses was evaluated by self-rating questionnaire. Changes
in biochemical parameters were also investigated before and
after computed tomography or magnetic resonance imaging
examinations.

Results: There were no significant differences in age, sex,
body mass index, or liver function tests between the two

groups at the start of the study. In the supplement group,
stress scores for physical symptoms (thirst and light-
headedness) and mental symptoms (hunger, hypodynamia
and fatigue) were significantly lower compared to those in the
fasting group. Also in the supplement group, peripheral
3-hydroxybutyric acid and free fatty acids levels were signifi-
cantly decreased compared to those in the fasting group, to
within normal ranges. In addition, a decrease in prothrombin
time was significantly inhibited by intake of the supplement.

Conclusion: We demonstrated that a nutritional supplement
improved nutrition and reduced both the physical and mental
stresses associated with examination-associated fasting in
cirrhotic patients.

Key words: mental stress, physical stress, quality of life,
starvation, supplementation

INTRODUCTION

ALNUTRITION IS FREQUENTLY seen in patients
with liver cirrhosis. Malnutrition is associated
with clinical complications of cirrhosis and increases
mortality."? Supplemental enteral nutrition improves
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nutritional status, liver function, survival, and quality of
life (QOL) in cirrhosis patients.*""! Thus, nutritional care
is an essential element in the management of patients
with liver cirrhosis.

The liver has a central role in regulating energy
metabolisms. In a fasting state, the liver contributes to
about one-half of the body's total caloric requirements
by releasing glucose into the blood." In patients with
liver cirrhosis, after an overnight fast, hepatic glycogen
content is decreased and metabolic profiles are similar
to those seen in normal subjects after two to three days
fasting.”> Thus, patients with liver cirrhosis develop a
catabolic state of starvation more rapidly than do
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normal subjects and should therefore ensure adequate
energy intake and avoid long-term fasting.*'*

Hepatocellular carcinoma or esophageal varices
are major complications in patients with liver
cirrhosis.’”"” For examination and treatment of these
complications, abdominal ultrasound (US), computed
tomography (CT), magnetic resonance imaging (MRI),
angiography or esophagogastroduodenoscopy (EGD)
are commonly used. Nausea and vomiting often occur
after the use of ionic high-osmolality contrast media
and, thus, patients are fasted before contrast-enhanced
examinations. Nonionic low-osmolality contrast
media, the current media of choice, are safer than ionic
high-osmolality media.’® Despite this, examination-
associated fasting is still used at some institutions and
is often required for patients with liver cirrhosis. In
addition, frequent examinations are required due to
the shortening of hospital stays. However, no study
addresses the standard of nutritional care, nor
the nutritional status and stresses that exist, for
examination-associated fasting in patients with liver
cirthosis. The aim of this study is to examine the
effects of supplement on nutrition and stresses caused
by examination-associated fasting in patients with liver
cirrhosis.

METHODS

Patients

TOTAL OF 29 patients with hepatitis C virus
(HCV)-related liver cirthosis (n=25), hepatitis B
virus (HBV)-related liver cirrhosis (n = 3), or alcoholic
liver cirrhosis (n = 1) were enrolled in this study during
the period from April 2005 to July 2006 at Kurume

Day prior to examination
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University Hospital, Japan. The diagnosis of liver cirrho-
sis was based on clinical, serological, imaging, and/or
histological evidence. All of the patients were hospital-
ized for the treatment of hepatocellular carcinoma
or esophageal varices. Patients with ascites or renal
failure were excluded because the effects of nutritional
supplements on body composition cannot be precisely
evaluated under conditions of abnormal body water
distribution. Informed consent for participation in the
study was obtained from each patient. The study proto-
col conformed to the ethical guidelines of the Declara-
tion of Helsinki (1975) and was approved by the Ethics
Committee of the Kurume University School of
Medicine, Japan.

Study design

We conducted a randomized controlled trial on 29
patients with liver cirrhosis. Enrolled patients were ran-
domly assigned to the fasting group or the supplement
group. The time schedule of examination and supple-
ment administration are summarized in Figure 1.
In both groups, contrast-enhanced CT or contrast-
enhanced MRI was conducted between 10.00-11.30
hours. Blood tests, measurement of body weight and
body composition analysis were performed a day before
examination and after CT or MRI examination. Urine
was collected between 06:00-10:00 hours for both
groups. There was no energy supply between supper and
lunch in the fasting group (n = 11), while 200 kcal of a
nutritional supplement (Calorie Mate JELLY; Otsuka
Pharmaceutical, Japan) was given to the patients in the
supplement group (n=18), between 06:00-06:10
hours. The composition of the supplement is shown in
Table 1. The effects of the supplement on the CT or MRI

Examination day

18.00 19.00 6.00 6.10 10.00 11.30
| ! :
Fasting i
e e e L G - - cnnnn RO
9rouP 1 Blood test 35 % 1.Blood test
2.Measurement of - & 3 2.Measurement of |
BW E T Uine ¢ - CTor Mer BW . Questionnaire
3.Body composition 3.Body composition.
Supplement  analysis ""s S“j ‘ | . analysis
group ! (— C—
i i i ]
Supper Supplement Lunch
(200 kcal)

Figure 1 Scheme of time schedule for supplement administration and examination of patients. BW, body weight; CT, computed
tomography; MRI, magnetic resonance imaging. (—) Fasting duration; (—) feeding duration.
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Table 1 The composition of supplement (Calorie Mate JELLY;
Otsuka Pharmaceutical, Japan)

Component Content
Serving size (g) 215
Energy (kcal) 200
Protein (g) 7.6
BCAAs 1.7
Fat (g) 4.4
Carbohydrate (g) 325
Dietary fiber (g) 2
Sodium (mg) 30
Potassium (mg) 60
Calcium (mg) 200
Magnesium (mg) 50
Phosphorus (mg) 218
Vitamin A (ug) 225
Vitamin B1 (mg) 0.5
Vitamin B2 (mg) 0.6
Vitamin B6 (mg) 0.5
Vitamin B12 (ug) 1
Niacin (mg) 55
Pantothenic acid (mg) 2.8
Folate (pg) 100
Vitamin D (pg) 2.5
Vitamin E (mg) 4

BCAAs, branched-chain amino acids.

imaging diagnoses were evaluated by radiologists
blinded to which group the patients belonged.

Contrast medium for CT or MRI examination
All patients underwent contrast-enhanced CT or MRI
examinations using lopamidol (Bayer Yakuhin, Japan),
Iohexol (Bayer Yakuhin), or Iotrolan (Daiichi Sankyo,
Japan).

Effects of supplement on mental and
physical stresses

Physical symptoms (thirst, light-headedness, nausea,
headache, palpitations, cold sweat) and mental symp-
toms (hunger, hypodynamia, fatigue, poor thinking,
poor concentration, irritability) were evaluated by self-
rating questionnaire accoding to the following scale:
1 =none; 2 = mild; 3 = moderate; and 4 = severe.

Effects of supplement on biochemical
parameters, body weight and composition

Platelet count, prothrombin time, serum albumin, total
bilirubin, total cholesterol, creatinine level, osmolality,
blood glucose level, blood urea nitrogen concentration

© 2008 The Japan Society of Hepatology
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and urine specific gravity were measured using standard
clinical methods (Department of Clinical Laboratory,
Kurume University Hospital, Japan). Body weight and
composition were measured using an eight-polar direct
segmental  multifrequency-bioelectrical ~ impedance
analyzer (DSM-BIA; InBody 3.2, Biospace, Japan). The
changes in body composition were assessed by the dif-
ferences between values obtained a day before and a day
after CT or MRI examination and are expressed as Abody
composition.

Statistical analysis

All data are expressed as mean* SE. Differences
between the two groups were analyzed using the
Mann-Whitney U-test. P values < 0.05 were considered
significant.

RESULTS

Patient characteristics

HE CHARACTERISTICS OF all patients are summa-

rized in Table 2. There were no significant differ-
ences in etiology of cirrhosis, age, sex, body mass index
and liver function tests between patients in the fasting
group and those in the supplement group (Table 2).
Fasting duration was significantly shortened, by about
4 h, with the administration of supplement (Table 2).

Interference of supplement on CT or

MRI imaging

There was no evidence of retention of the supplement in
the gut or the contraction of gallbladder in CT or MRI
imaging (Fig. 2A,B). In addition, the intake of the
supplement did not induce vomiting and there was no
interference with the diagnostic CT or MRI imaging by
intake of the supplement (Table 2).

Effects of supplement on mental or

physical symptoms

Among physical symptoms, stress scores for thirst and
light-headedness were significantly lower in the supple-
ment group compared to those in the fasting group
(Table 3). Among mental symptoms, stress scores for
hunger, hypodynamia and fatigue were significantly
lower in the supplement group compared to those in the
fasting group (Table 3).

Effects of supplement on biochemical
parameters and body weight
and compositions

Changes in body weight and body compositions were
expressed by the difference between values obtained a
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Table 2 Characteristics of all patients

Nutritional care for examination-related fasting 1181

Normal range Fasting group (n=11) Supplement group (n =28) P value
HCV:HBV:Alcohol - 9:2:0 16:1:1 043
Age (years) - 599+34 66.6+2.5 0.13
Sex (M:F) - 6:5 12:6 0.51
BMI - 227108 21.2+04 0.13
Albumin (g/dL) 4.0-5.0 3.34+0.15 3.42+0.12 0.71
Total bilirubin (mg/dL) 0.61-1.04 1.85+0.35 1.4110.26 0.11
Prothrombin time (%) 4.0-5.0 70.5+4.9 792+27 0.08
Total cholesterol (mg/dL) 150-219 136 + 36 145 +29 0.56
Platelet count (/pL) 70-139 8.6+0.9 113+1.7 0.33
Fasting duration (h) - 13.8+0.3 4.7%0.1 <0.0001
Number of patients that vomited - 0 0 >0.99
Interference of supplement on - NA 0 -

imaging

Data expressed as mean * SE. Differences between the two groups were analyzed using the Mann-Whitney U-test. BMI, body mass
index; HBV, hepatitis B virus; HCV, hepatitis C virus; NA, not applicable.

day before and after examination. There was no signifi-
cant difference noted in body weight changes between
the fasting group and the supplement group (Table 4).
Similarly, changes in body composition showed no sig-
nificant differences between the fasting group and the
supplement group (Table 4). Intake of the supplement
did not affect levels of blood glucose, plasma osmolal-
ity, blood urea nitrogen, and serum creatinine (Table 4).
No significant changes occurred in urine volume and
urine specific gravity when comparing the two groups
(Table 4).

Effects of supplement on serum
3-hydroxybutyric acid, plasma free fatty
acids levels and prothrombin time

Intake of the supplement resulted in significant
decreases in serum 3-hydroxybutyric acid and plasma
free fatty acids levels. Further, these levels reached to
within in normal ranges (Fig. 3A,B). Decreases in pro-
thrombin time were significantly inhibited by the intake
of the supplement compared to that in the fasting group
after examination (Fig. 3C).

DISCUSSION

N THIS STUDY, we first demonstrated that the nutri-

tional supplement improved malnutrition and both
physical symptoms and mental stresses caused by fasting
before examinations in patients with liver cirrhosis.

Nausea and vomiting occur frequently after the use of
ionic high-osmolality contrast media and, therefore,
patients are fasted before contrast-enhanced examina-

Figure 2 Representative CT images from the supplement
group. No retention of the supplement in the (a) gut was
detected, or contraction of the (b) gallbladder in CT imaging.
Arrows indicate stomach.
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Table 3 Effects of the supplement on physical and mental symptoms as evaluated by a self-rating questionnaire (1= none;

2 =mild, 3 = moderate, 4 =severe)

Fasting group Supplement group P value
Physical symptoms
Thirst 28+04 1.6 £0.2 0.01
Light-headedness 2004 12%0.1 0.04
Nausea 15%+03 1.0+ 0.0 0.07
Headache 13+0.1 1.1+0.1 0.11
Palpitation 1.1+0.1 1.1£0.1 0.72
Cold sweat 1.0+£0.0 1.1£0.1 0.43
Mental symptoms
Hunger 26104 13+0.1 0.003
Hypodynamia 21+03 12+0.1 0.01
Fatigue 22104 1.2+0.1 0.01
Poor thinking 1.7+03 1.2+0.1 0.25
Poor concentration 1.7+£03 13+0.1 0.29
Irritability 1.5+0.2 1.2+0.1 0.45

Data expressed as mean + SE. Differences between the two groups were analyzed using the Mann-Whitney U-test.

tions. However, nonionic low-osmolality contrast
media is safer than ionic high-osmolality media and is
the media of choice today.’® Although the supplement
was given approximately 4 h before examination, none
of the patients experienced nausea or vomiting. Further,
there was no interference with diagnostic imaging. Thus,
the intake of the supplement had no adverse effects on
the examination and diagnostic imaging in this study.
Although nutritional supplements vary in form and
shape, we chose a jelly-type supplement for this study.
Sensory-specific satiety has an important influence on
QOL."? In particular, texture-specific satiety has a sig-

nificant effect.?! The decision to use a jelly-type supple-
ment was based on the fact that the texture of jelly
is more like solid food. In addition, high viscosity
formula-diet accelerates gastric empting, resulting in
prevention of gastro-oesphageal reflux and aspiration
pneumonia.?? We also selected a branched-chain amino
acids (BCAAs)-rich supplement because serum BCAAs
levels are decreased in patients with liver cirrhosis and
treatment with BCAAs is known to improve nutritional
status and QOL.>#

With intake of the supplement, physical symptoms
such as thirst and light-headedness improved signifi-

Table 4 Effects of supplement on biochemical parameters, body weight and composition

Fasting group Supplement group P value

Biochemical parameters

Blood glucose (mg/dL) 106.5+ 6.4 105.1+9.4 0.33

Plasma osmolality (mOsm/L) 2855+1.7 286.0%£1.0 0.77

Blood urea nitrogen (mg/dL) 16.9+2.1 17.9+2.3 0.72

Creatinine (mg/dL) 0.74 £0.05 0.90 £0.08 0.30
Urine volume (mL) 190 +41 200+ 33 0.93
Urine specific gravity 1.023 £0.06 1.016 £0.02 0.50
ABody weight (kg) —0.95 +0.34 -0.80+0.37 0.70
Body composition

Alntracellular fluid (kg) -0.26 £ 0.28 -0.57 £0.07 0.59

AExtracellular fluid (kg) -0.68+0.14 -0.4340.07 0.14

AProtein (kg) -0.11£0.12 -0.24 £0.03 0.59

AMineral (kg) -0.26£0.13 -0.09£0.14 0.07

AFat (kg) -0.34 £0.37 -0.54£0.17 0.44

Data are expressed as mean * SE. Differences between the two groups were analyzed using the Mann-Whitney U-test.
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Figure 3 Effects of the supplement on serum (a) 3-
hydroxyburyric acid level, (b) plasma free fatty acids level, and
changes in (c) prothrombin time. Shaded regions in (a-b)
indicate the normal ranges for serum 3-hydroxyburyric acid
and plasma free fatty acids, respectively. Values are expressed as
mean 1 SE. Differences between the two groups were analyzed
using the Mann-Whitney U-test. *P < 0.05.

cantly. Biochemical examination showed that blood
glucose concentration, plasma osmolality and urine spe-
cific gravity were all within normal ranges, even in the
fasting group. In addition, there were no significant

Nutritional care for examination-related fasting 1183

changes in these parameters in the supplement group.
Similarly, bioelectrical impedance analysis showed no
changes in body weight or composition. Thus, changes
in glucose levels or body water distribution do not seem
to be the main causative factors for the improvement of
thirst and light-headedness. Long-term fasting itself
causes stress due to a dissatisfied demand for food and
reduction of such stress is known to improve physical
symptoms.*? Thus, relief from long-term examination-
associated fasting might be responsible for the stress
reduction and subsequent improvement of physical
symptoms.

Patients with liver cirthosis develop a catabolic state
of starvation more rapidly than do normal subjects.
Approximately 80% of the daily non-protein caloric
requirement is supplied from fat even after overnight
fasting."® Peripheral 3-hydroxybutyric acid and free fatty
acids are metabolites derived from fat and are used as
indicators of starvation. In this study, levels of periph-
eral 3-hydroxybutyric acid and free fatty acids were
significantly higher in the fasting group. Peripheral
3-hydroxybutyric acid stimulates appetite and elevated
plasma free fatty acids levels cause hypodynamia and
fatigue through increased serotonin release in the
brain.***" In the present study, serum 3-hydroxybutyric
acid and plasma free fatty acids levels were significantly
increased in patients with examination-associated
fasting compare to those in age-, BMI-, and liver func-
tion tests-matched patients with only overnight fasting
(51.6 £10.5 vs 99.4 +25.0 pmol/L, P < 0.04; 436 + 48
vs 686 + 93 nEq/L, P < 0.03), indicating the importance
of supplementation for the examination-associated
fasting. With the intake of the supplement, both
3-hydroxybutyric acid and plasma free fatty acids levels
were reduced to within normal range, and hunger,
hypodynamia and fatigue were significantly improved.
Although it is not clear why the supplement improves
mental symptoms, it is possible that glucose supple-
mentation changes the fuel source from fat to glucose
and results in a decrease of 3-hydroxybutyric acid and
plasma free fatty acids levels, leading to improvement in
mental symptoms. Alternatively, hunger is also regu-
lated by gut hormones and food intake stimulates the
satiety center through regulation of gut hormones such
as ghrelin, polypeptide YY, and glucagon-like peptide-
1.2%%° Thus, intake of the supplement might improve
mental symptoms through regulation of gut hormones.

A decrease in prothrombin time was significantly
inhibited by intake of the supplement. The half-life of
prothrombin is several hours and prothrombin is a

* rapid turnover protein, used as not only as a prognostic
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parameter’’! but also as a nutritional parameter.”’
Protein turnover is increased in patients with liver cir-
rhosis and treatment with glucose is reported to reduce
the protein turnover rate and improve the nitrogen
balance.* The supplement used in this study contains
33.0 g of glucose. Thus, glucose supplementation might
be responsible for improved nitrogen balance, leading
to a subsequent increase in prothrombin time. In addi-
tion, it has been shown that treatment with BCAAs
improves nutritional status in patients with liver cirrho-
sis.>? The supplement used in this study contains 1.7 g
of BCAAs, BCAAs might up-regulate the mammalian
target of rapamycin, which is a key molecule in protein
synthesis.**

There are several limitations in this study. First, nutri-
tional validity of this supplement for outcome, survival
rate, and long-term QOL is unclear in patients with liver
cirrhosis. Second, the supplement was administrated for
only CT or MRI examination. In order to improve long-
term nutritional status, outcome and QOL in liver cir-
rhosis a supplement verified by scientific research and
supplementation should be given in other examinations
such as blood test, US, EGD, angiography. Third, even in
the supplement group there was an approximately 1 kg
decrease in body weight within a day, mainly attribut-
able to the loss of extracellular fluid. Intake of the
supplement did not prevent significant changes in body
weight or composition. Hypermetabolism is a charac-
teristic of patients with liver cirrhosis,” and these
patients should ensure energy intake is adequate.* The
principal etiology for liver disease among the patients in
this study was HCV infection. A decrease in hepatic
glycogen storage and malnutrition are more severe
in HCV-related chronic liver disease than in other
hepato-biliary disorders.***” A nutritional supplement
of 200 kcal may not be a sufficient energy source to
prevent loss of body weight in patients with HCV-
related liver cirrhosis.

We demonstrate that a nutritional supplement
improves nutrition and both physical and mental
stresses caused by fasting before contrast-enhanced CT
or MRI examination, without inducing any adverse
effects in patients with liver cirrhosis.

ACKNOWLEDGMENTS

HE AUTHORS WISH to thank Kiyomi Yoshida,
Mariko Suga, Aimi Yoshiyama, Yuko Adachi and
Mari Torii for collecting clinical data. This study was
supported, in part, by grants from the Ministry of Edu-
cation, Culture, Sports, Science and Technology, Japan

© 2008 The Japan Society of Hepatology

Hepatology Research 2008; 38: 1178-1185

(Grant-in-Aid for Young Scientists, B, No. 19790643 to
T.K.), the Vehicle Racing Commemorative Foundation,
Japan, and the Ishibashi Foundation for the Promotion
of Science, Japan.

REFERENCES

1 Plauth M, Cabre E, Riggio O et al. ESPEN guidelines on
enteral nutrition: liver disease. Clin Nutr 2006; 25: 285-94.

2 Force ABoDatCGT. Guidelines for the use of parenteral and
enteral nutrition in adult and pediatric patients. JPEN ]
Parenter Enteral Nutr 2002; 26: 1SA-138SA.

3 Kawamura N, Nakajima H, Takashi SI. Administration of
granulated BCAA and quality of life. Hepatol Res 2004; 30S:
42-5.

4 Yoshida T, Muto Y, Moriwaki H, Yamato M. Effect of long-
term oral supplementation with branched-chain amino
acid granules on the prognosis of liver cirrhosis. Gastroen-
terol Jpn 1989; 24: 692-8.

5 Cabre E, Gonzalez-Huix F, Abad-Lacruz A et al. Effect of
total enteral nutrition on the short-term outcome of
severely malnourished cirrhotics. A randomized controlled
trial. Gastroenterology 1990; 98: 715-20.

6 Kearns PJ, Young H, Garcia G et al. Accelerated improve-
ment of alcoholic liver disease with enteral nutrition.
Gastroenterology 1992; 102: 200-5.

7 Le Cornu KA, McKiernan FJ, Kapadia SA, Neuberger ]M. A
prospective randomized study of preoperative nutritional
supplementation in patients awaiting elective orthotopic
liver transplantation. Transplantation 2000; 69: 1364-9.

8 Suzuki K, Kato A, Iwai M. Branched-chain amino acid treat-
ment in patients with liver cirrhosis. Hepatol Res 2004; 30S:
25-9.

9 Muto Y, Sato S, Watanabe A et al. Effects of oral branched-
chain amino acid granules on event-free survival in
patients with liver cirrhosis. Clin Gastroenterol Hepatol
2005; 3: 705-13.

10 Sato S, Watanabe A, Muto Y et al. Clinical comparison of
branched-chain amino acid (l-Leucine, l-Isoleucine,
]-Valine) granules and oral nutrition for hepatic insuffi-
ciency in patients with decompensated liver cirrhosis
(LIV-EN study). Hepatol Res 2005; 31: 232-40.

11 Muto Y, Sato S, Watanabe A et al. Overweight and obesity
increase the risk for liver cancer in patients with liver cir-
rthosis and long-term oral supplementation with branched-
chain amino acid granules inhibits liver carcinogenesis in
heavier patients with liver cirrhosis. Hepatol Res 2006; 35:
204-14.

12 Owen OE, Reichle FA, Mozzoli MA et al. Hepatic, gut, and
renal substrate flux rates in patients with hepatic cirrhosis.
J Clin Invest 1981; 68: 240-52.

13 Owen OE, Trapp VE, Reichard GA Jr etal. Nature and
quantity of fuels consumed in patients with alcoholic
cirrhosis. J Clin Invest 1983; 72: 1821-32.



