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Referred from hepatology clinic, generally
5 day assessment
Results collated by coordinators
Hepatologist presents results at weekly MDT
Decision made re listing
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Hepatobiliary bloods, CT, endoscopy                   
+/- MRI, ERCP/MRCP, colonoscopy

Cardiopulmonary echocardiogram, lung function, 
ABG s, CXR,  stair test                                            +/-
DSE, R heart cath, coronary angiogram,CT chest

Renal 24hr creatinine clearance, EDTA GFR

Neurological EEG, +/- CT head

Additional bone density, +/- bone scan
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Alcohol & drug CNS for transplantation
Dietician
Anaesthetist
Surgeon
Psychologist/Psychiatrist
Liver transplant Coordinators
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Assess severity of disease
Exclude patients not suitable
Provide information
Psychological support for patient/family
Identify social support network
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Failing the transplant assessment

Lack of information or wrong information

Coming to terms with ill health & the prospect of dying

Loss of control over their lives

Waiting

The future

Curiosity/guilt about the donor

Family dynamics

Social problems
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Reduced assessment
Registered with NHSBT as super-urgent
Preparation & support of family/patient





Liver disease due to alcohol
NASH
HCV infection
HCC
NAFLD/NASH Non Alcoholic Fatty Liver 
Disease / Non Alcoholic SteatoHepatitis
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Equity
Access for patients in need of transplant in an 
open and fair way

Utility
Ensuring that a scarce resource is used to 
maximal benefit

Reinforce the publics belief that donor organs 
are used responsibly

Ensure on going donation
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Importance of good quality collateral 
information
Family
GP
Referrers
Random blood alcohol
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RFH Data Jan 2004 March 2011

Liz Shepherd CNS at RFH since 2004
322 assessments
122 non-consecutive OLTx Cases
77 ALD
45 HCV/ALD
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77 ALD
1.  Abstinent n=52 = 68%
2. Low infrequent n=5 = 6%
3. Moderate, decreasing n=4 =5%
4.  Moderate, increasing n=1 =1%
5. Heavy, increasing n=5 =6%
6. Relapse/treatment n=0

RIP = 9 (11%) 1 attributable to alcohol use.
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45 HCV/ALD

1.  Abstinent n=28 = 62%
2. Low infrequent n=5 = 11%
3. Moderate, decreasing 0%
4.  Moderate, increasing 0%
5. Heavy, increasing n=2 =4%
6. Relapse/treatment n=2 =4%
RIP = 6 (13%)  (HCV/ITU).
NB 4 patients Methadone Maintenance Treatment 



35% contracted through shared needles
Recurrence of HCV infection post transplant 
90%, with varying severity
? Cost effective
?Re-transplant
Awaiting effective oral anti-viral would reduce 
the numbers needing transplant & increase 
graft & patient survival 



Single tumour < 5cm diameter

Up to 5 tumours all < 3cm

Single tumour >5cm and <7cm where there has 
been no evidence of tumour progression over a 6 
month period

Contraindications

AFP > 10,000

Extra hepatic spread

Tumour rupture

Vascular invasion



Recurrence of HCC post transplant up to 
15% at 5 years
Patients physically fitter on assessment
Made a priority on the waiting list
DCD livers often used
? Resection, RFA (radiofrequency ablation), 
TACE (trans arterial chemo embolization)



NAFLD liver becomes very fatty in people 
with little/no alcohol intake
Most at risk in the obese & diabetics
NASH progression of NAFLD to 
inflammation & scarring -> cirrhosis
Cirrhosis in NASH associated with 
development of liver cancer & need for 
transplant
High risk surgery



1:4 adults in UK are clinically obese (BMI 30 
or above)
1:7 children in UK are clinically obese
Should these patients be dealt with as having 
an addiction?
? Contracts?
? Off the list if weight increases?



Patient registered with NHSBT
Depends on blood group & weight
Time of high anxiety
Monthly hepatology clinic seen by 
hepatologist & liver transplant coordinators



Brain stem dead donor (DBD)
Non-heart beating donor (DCD)
Live liver donor
Domino liver

Whole liver
Split liver
Marginal liver



Controlled retrieval
Better outcome for recipient
Good quality liver can be split to use for adult 
& child
Can accept marginal livers mild/moderately 
fatty
Can accept longer cold ischaemic time (CIT)



Cardiac death. Asystole with 5mins stand off before 
proceeding with rapid retrieval

Rapid retrieval to reduce warm ischaemic time (WIT)

Decline if prolonged hypotension/low oxygen levels, following 
withdrawal of treatment

Increased risk of PNF for recipient

Increased risk of biliary complications for recipient

Cannot split or use marginal livers

Need to reduce time between retrieval& transplant to reduce 
CIT & risks to recipient



Livers from patients with amyloidosis, who have 
received liver transplant for neurological/renal 
symptoms, caused by deposition of protein due to 
enzyme deficiency in the liver.

Liver otherwise healthy

Earliest reports of domino recipients developing 
neurological/renal symptoms is 7 years

Transplanted into older recipients (60+) or those with 
HCC

Consent required from both patients



Risk for donor 1:200- 1:250 chance of dying

Donor has to have compatible blood group

Recipient must be on the normal waiting list

Careful assessment, including psychological

Donor & recipient must both be in agreement of 
going ahead

No coercion

Donor can withdraw consent at any time

Cadaveric donation would take precidence



Liver offer discuss with surgeon
Arrange team & transport
Liaise with team & surgeon re offer
Inform patient +/- back-up
Order blood & blood products
Arrange theatre & team for transplant
Accompany patient to theatre
Liaise with family



Support & information for patient & family
Education on medications & lifestyle
Daily ward rounds
Psychological support
Preparation for discharge
Clinic



The experience & trauma of teminal illness
Relief post transplant
Fear of rejection/infection/biliary complications
Donor issues
Family issues
Adaptation to health
Referral to psychologist if needed





WHY USE RECIPIENT LETTERS TO DONORS AND 
FAMILIES?

Express a personal thank you that could be generalised 

..not all donor or families receive letters ..

Give a fantastic picture of the results of transplantation from the 

horses mouth , the recipients and not the health professionals

Not been done before, as a collection of letters in a book

Donors deserve: remembrance, recognition, celebration



Susan liver transplant recipient, 
suffered with liver disease from age 11



Diana Heart and lung recipient 
who can now walk to post a letter



Steve liver transplant recipient
Now working and supporting his family



Sarah, sister of Mark
kidney transplant recipient at 14



Aislinn liver transplant recipient
who married just before her transplant



Diane liver transplant recipient who became 
a grandmother 14 years after her transplant



Lloyd whose sister was 
an organ donor when she died




