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Dear Editor,

We were interested to read the article by Srinivasan et al. about
a 54-year-old man who had been suffering from a chronic
autoimmune liver disease for a year and developed acute liver
failure during a pilgrimage to a shrine at an altitude of 3,882 m.!
Despite transfer to an emergency room within 36 hours of the onset
of symptoms and optimal diagnostic and therapeutic measures,
the patient died 10 days after the onset of symptoms.' The study
is convincing, but some points should be discussed.

The first pointis that it is not reported whether the index patient
had done altitude acclimatization and was acclimatized when he
started his journey or not. We should know whether the patient
traveled by bus to Balta or Pahalgam, how long he stayed there and
for how many days he walked the 46 km from Pahalgam to the cave.

The second point is that acute liver failure has not yet been
reported as a consequence of altitude sickness. Liver failure can
only develop secondary to right heart failure if there is hepatic
congestion and thus inadequate drainage of the hepatic veins. It is
also conceivable that liver failure develops secondary to pulmonary
hypertension.?

The third point is that hepatitis has not been ruled out as a
cause of liver failure. Before attributing liver failure to high altitude,
all types of liver disease that could explain the deterioration must
be thoroughly ruled out.

The fourth point is that the specific diagnosis of the index
patient’s previous liver disease was not communicated.' Did the
patient suffer from autoimmune hepatitis, primary sclerosing
cholangitis, or primary biliary cirrhosis? What kind of treatment
did he receive?

The fifth point is that there is no indication of whether the
index patient was tested for severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2). Since the case obviously falls in the
time of the pandemic, it would have been imperative to rule out
Coronavirus disease 2019 (COVID-19), especially in light of the fact
that SARS-CoV-2 can damage the liver.?

The sixth point is that an altitude of 3,882 mis not the altitude
at which altitude sickness normally occurs. There are few reports
of altitude sickness occurring below 4,000 m.

The seventh point is that we disagree with the interpretation
of a hyper-CKemia of 9,500 U/L as hepatopathy. On arrival in
the emergency room, the patient complained of muscle pain,
which is not normally a symptom of liver failure. More likely than
hepatopathy is that the patient has developed rhabdomyolysis.
Therefore, it would be important to know the current medication,
especially whether heis taking animmunosuppressant regularly or
not. Another argument for rhabdomyolysis is that the patient had
microhematuria. Was the urine also cola-colored?
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Overall, it can be said that this interesting study has limitations
that put the results and their interpretation into perspective.
Addressing these limitations could strengthen the conclusions
and message of the study. Before interpreting acute liver failure as
altitude sickness, alternative causes must be ruled out.

Availability of Data and Material
All data are available from the corresponding author.

AuTHORS CONTRIBUTION

Josef Finsterer was responsible for the design and conception,
discussed available data with coauthors, wrote the first draft, and
gave final approval.

Contributed to literature search, discussion, correction, and
final approval.

ORrciD
Josef Finsterer ® https://orcid.org/0000-0003-2839-7305
REFERENCES

1. Srinivasan A, Prusty BSK. High altitude liver failure: An infrequent
trigger. Indian J Crit Care Med. 2024;28(10):988. DOI: 10.5005/
jp-journals-10071-24817.

2. Ge RL, Helun G. Current concept of chronic mountain sickness:
Pulmonary hypertension-related high-altitude heart disease.
Wilderness Environ Med. 2001;12(3):190-194. DOI: 10.1580/1080-6032
(2001)012[0190:ccocms]2.0.co;2.

3. Sabiescu DM, Kamal AM, Kamal CK, Alexandru DO, Mitrut P. Liver
damage in the context of SARS-CoV-2. COVID-19 treatment and its
effects on the liver. J Med Life 2022;15(6):727-734. DOI: 10.25122/
jml-2022-0177.

©TheAuthor(s). 2024 Open Access. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https.//creativecommons.
org/licenses/by-nc/4.0/), which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to
the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.


https://orcid.org/0000-0003-2839-7305
https://orcid.org/0000-0003-2839-7305
https://orcid.org/0000-0003-2839-7305

