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Deceased donor liver transplantation per year
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5.1 | The donor 5.1.1 | Question

Which general donor selection criteria are accepted to obtain an adequate partial allograft while also ensuring
an acceptable donor safety?

Statements
In Italy donors must be from 18 to 60 years old.

The medical work-up for older donors should be particularly strict (not graded).

All potential donors should be screened for cardiovascular disease, and there should be a low threshold for their exclusion
if significant risk factors are found. (B, I)

The goals of donor assessment are to ensure that:

(a) an adequate partial allograft can be safely procured;

(b) there is no risk of disease transmission from donor to recipient;

(c) the donor understands the process and would be able to overcome any psychological consequences. (C, I)
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5.2 | The recipient 5.2.1 | Question
What should be the specific approach to the management of recipients of a living donation?

Statements

Living donor liver transplantation should only be performed at specialist centres by
a multidisciplinary transplant team. (A, I)

Decision-making should be multidisciplinary and meet the standards for transplant services
in European countries. (A, 1)

The ltalian standard for transplant benefit, an overall graft and patient survival

of more than 50% at 5 years, is the recommended standard for both deceased donor LT (DDLT)
and LDLT. (B, 1)



New indications for LDLT?



New indications for LDLT?

Acute alcoholic hepatitis



Clinical Syndrome of Alcoholic Hepatitis

*Jaundice
*Weight loss
*Malnutrition
*Renal failure
*Sepsis (role of steroids)




Impact on the waiting list of patients with alcoholic
hepatitis proposed for early transplantation

Patients with severe alcoholic
hepatitis have very high MELD
scores and are likely to rank at
the top of the transplant waiting
list.

Burra P, Belli LS, Ginanni Corradini S, Volpes R, Marzioni M, Giannini E, Toniutto P. DLD 2017




Patient survival in severe alcoholic hepatitis:
medical treatment (responder/no responder) vs early liver transplantation
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Percentage of liver transplants yearly performed
for alcoholic liver disease: Padua Experience
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Adult to Adult Living Donor Liver Transplantation Study (A2ALL)
for alcohol-related liver disease (ALD)

1065 patients underwent LDLT

168 (15.8%) were transplanted for ALD

Braun HJ, Transplantation 2019



168 LDLT for alcohol-related liver disease (ALD) (data from A2ALL Study)
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Should LDLT be carried out in acute alcoholic hepatitis (AAH)?

Patients selected according to approved protocols are ideal to be
considered for LDLT, given that these patients are younger and in the most
productive time of their life.

LDLT may be considered if a well-informed donor is available and the
patient is unlikely to receive a deceased organ for LT.

Singal & Kamath Hepatol Int 2017



LDLT for severe AAH

* LDLT in 39 AAH patients and 461 ALD patients

* AAH vs ALD recipients at the time of LT:

* Younger (43 vs 48 yrs, p=0.001)

* Sicker (CTP 11 vs 10; MELD 22 vs 18; p=0.000)

Choudhary NS, Alcohol 2018



Outcome of LDLT for AAH vs ALD

Survival Functions
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New indications for LDLT?

- HIGH MELD
- ACLF
- ALF



LDLT for decompensated end stage liver disease is controversial
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Cumulative Survival (%)

54 LDLT vs. 40 DDLT for patients with MELD >=35
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Acute on Chronic Liver Failure is a distinct
syndrome than chronic decompensation
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Grading of acute on chronic liver failure — CLIF SOFA

Grade of ACLF Definition

Grade 1-Type a Single kidney failure

One “non-kidney” organ failure with serum
creatinine between 1.5 to 1.9 mg/dL
and/or mild-to moderate hepatic
encephalopathy

Grade 1-Type b

Grade 2 Two organ failures

Grade 3 Three or more organ failures

Moreau R et al. Gastroenterology 2013 ; 144 : 1426-1437
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Causes of death in ACLF
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Pathogenesis of bacterial infections in cirrhosis
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The impact of bacterial infections at Padua Liver Transplant Center on waiting list management:
114 candidates with bacterial infection had a higher probability of death (p=0.004) and a lower
probability of undergoing liver transplantation (p=0.01) when compared with 762 matched
candidates with no bacterial infection.
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Living Donor Liver Transplantation for Acute Liver Failure

In countries where deceased organ
donation is sparce, emergency living donor
liver transplantation is the only lifesaving
option in selected patients with acute liver

failure.

Pamecha V, Liver Transpl 2019



Cumulative Survival

LDLT for Acute Liver Failure
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349 LDLT for ESLD

61 (14.9%) LDLT for ALF

65% 5-year survival

Predicted outcome:

postoperative worsening of cerebral edema
preoperative SIRS

sepsis



“...livers do not grow on trees...”

David Mulligan Hepatology 2016



Lower 5-year survival?

40% likelihood of 5-year survival as a cut-off for LDLT in recipient ineligible for
DDLT

Re-transplantation for acute liver failure?

Using a deceased organ from the common pool to transplant a patient who was
determined to be ineligible for that organ would be unjust to another patient who
is entitled to the gift of life because of the great likelihood of deriving a significant

benefit from it.

Transplant teams should not offer a deceased organ to a living donor recipient
with acute graft failure given the injustice to others on the transplant list.

Lieber J Hep 2018



Should living donor liver transplantation be an
option when deceased donation is not?

Situations do arise in which it is unclear whether living donor liver transplant
should be offered, and what the ethical standard for making such decisions
should be.

When an liver transplant candidate is declined for listing to receive a deceased
donor liver transplantation, sometimes a loved one comes forward and offers to
be a living donor.

This raises the ethical question of whether a patient who is not eligible for
deceased donor liver transplant should be eligible for living donor liver
transplant.

Lieber J Hep 2018



Should living donor liver transplantation be an
option when deceased donation is not?

* Should the same standards that are used to decline or accept
patients on waiting list, also be used to determine whether
an LDLT should be performed?

* Should the criteria be more or less rigorous?

Lieber J Hep 2018



Should living donor liver transplantation be an
option when deceased donation is not?

* Should the same standards that are used to decline or accept
patients on waiting list, also be used to determine whether
an LDLT should be performed?

* Should the criteria be more or less rigorous?
* No clear and compelling recommendation has emerged.

* Transplant centres have been left uncertain how to proceed
in these difficult situations.

Lieber J Hep 2018



Trust and setting limits in LDLT

Living donation does not involve taking an organ from the deceased donor pool.
There are other important ethical considerations that warrant setting limits in LDLT:

1) Medical team: they must independently assess the benefits and burdens and
conclude that the promised benefits are worth the foreseeable risks involved.

2) It is essential that society trusts the transplantation community and that the
integrity and reputation of transplantation programmes is upheld to preserve the
future of LDLT.

3) The third reason to set limits in LDLT is to preserve the future availability of this
practice.

Lieber J Hep 2018



Donor Outcomes in Anonymous Live Liver Donation

* 50 anonymous live liver transplants (2005-2017).
* The median hospital stay for the donor was 6 days.

* There was 1 Dindo-Clavien Grade 3 complication that
completely resolved.

* One-year recipient survival was 91% in 22 adults.

* One-year recipient survival was 97% in 28 children.
* No donor reported regretting their decision.

Goldaracena J Hep 2019
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