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EXPLORATION
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Structures péri-appendiculaires

Appendice proprement-dit

Contenu appendiculaire
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Steatotic Liver Disease Classifications

Steatotic Liver Disease Sub-classification

*Weekly intake 140-350g female, 210-420g male (average daily 20-50g female, 30-60g male)
**e.g. Lysosomal Acid Lipase Deficiency (LALD), Wilson disease, hypobetalipoproteinemia, inborn errors of metabolism
***e.g. Hepatitis C virus (HCV), malnutrition, celiac disease

This depicts the schema for Steatotic Liver Disease (SLD) and its sub-categories, SLD, diagnosed histologically or by imaging, has many potential etiologies. MASLD,
defined as the presence of hepatic steatosis in conjunction with one CMRF and no other discernible cause, ALD, and an overlap of the 2 (MetALD), comprise the most
common causes of SLD. Within the MetALD group there exists a continuum across which the contribution of MASLD and ALD will vary. To align with current literature,
mits have been set accordingly for weekly and daily consumption, understanding that the impact of varying levels of alcohol intake are evolving. Other causes of SLD
eed be considered separately, as is already done in clinical practice, given their distinct pathophysiology. Multiple etiologies of steatosis can coexist. If there is uncertainty
ndthedilidanslrongiysmpedsmelaboicdysﬁmchondespilemeabsenoeofCMRF!henmeterrnpossibleMASLDcanbeoonsideredpendhgaddﬁonalleshng
e.g, HOMA-IR, OGTT). Those with no identifiable cause (cryptogenic SLD) may be recategorized in the future pending developments in our understanding of disease
athophysiology. Lastly, the ability to provide an affirmative diagnosis allows for the coexistence of other forms of liver disease with MASLD, e g., MASLD + autoimmune
epatitis or viral hepatitis.

itation : Rinella ME, Lazarus JV, Ratziu V, et al. A multi-society Delphi consensus statement on new fatty liver disease nomenclature. Hepatology. Published online

une 24, 2023. doi:10.1097/HEP_0000000000000520
mzmmnummuswuwommw) EmeMMdNLwW) ang Fundackdn Cinica Médica Sur, AC Published by Wolers KiswenElsevier 8\ Elsevier Espafa, S L
. This & an open access artcle under the CC BY-NC-ND icense (hitp : 1
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Figure 1. Assistant hépatique montrant l'enregistrement du SWE et
'UGAP sur une méme coupe d’acquisition.
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