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Abstract: End-stage liver disease patients undergoing liver transplantation are prone to develop
numerous infectious complications because of immunosuppression, surgical interventions, and
malnutrition. Infections in transplant recipients account for the main cause of mortality and morbidity
with rates of up to 80%. The challenges faced in the early post-transplant period tend to be linked
to transplant procedures and nosocomial infections commonly in bloodstream, surgical, and intra-
abdominal sites. Viral infections represent an additional complication of immunosuppression; they
can be donor-derived, reactivated from a latent virus, nosocomial or community-acquired. Bacterial
and viral infections in solid organ transplantation are managed by prophylaxis, multi-drug resistant
screening, risk assessment, vaccination, infection control and antimicrobial stewardship. The aim
of this review was to discuss the epidemiology of bacterial and viral infections in liver transplants,
infection control issues, as well as surgical frontiers of ex situ liver perfusion.

Keywords: liver transplant; bacterial infections; viral infections; infection control; screening; im-
munosuppression; surgical frontiers; liver perfusion

1. Introduction

Liver transplantation is a cornerstone therapy for acute and chronic end-stage liver
diseases [1]. End-stage liver disease patients assigned to transplantation are prone to
develop numerous infectious complications because of immunosuppression, surgical pro-
cedures, and malnutrition [2,3]. Increased gastrointestinal permeability and pathological
bacterial translocation along with prolonged hospitalizations and invasive devices place
this population at risk for nosocomial infections such as pneumonia, central venous catheter
(CVC)-related bacteraemia, and urinary tract infections [4,5].

Infections in transplant recipients account for the main cause of mortality and morbid-
ity with rates of up to 80% [6–8], despite advanced surgical techniques, new immunosup-
pressive drugs, prophylactic antibiotics, vaccination, and infection control strategies [1].
Bacterial infections represent up to 70% of all infections in liver transplants, followed by
fungal and viral infections [9]. The virulence of the pathogen, along with the intensity
and timing of exposure, can also impact the severity and outcome of the infection. Factors
identified to increase the risk of infections after liver transplantation include a Model for
End-Stage Liver Disease (MELD) score above 30, reoperation, renal replacement therapy,
prolonged intensive care unit (ICU) stay, older age, biliary tract manipulation, and invasive
procedures [10]. However, for many opportunistic infections, effective prediction and
prevention practices are lacking [11].
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The aim of this review was to discuss the epidemiology of bacterial and viral infec-
tions in liver transplants, infection control issues, as well as surgical frontiers of ex situ
liver perfusion.

2. Infection Control in Liver Transplant Recipients: Hygiene, Screening, Vaccination

The main difference between the impact of infection control among liver transplant
patients and other hospitalized patients is the extent of benefit achieved by preventing
infections linked to immunosuppression [12]. The basics of infection control in transplant
patients begin with strategies that most centres follow in their inpatient and ambulatory
care setting. Key efforts must concentrate on measures that are fundamental to infec-
tion prevention: infectious disease epidemiology, outbreak investigation, hand hygiene,
screening programs, isolation practices, proper use of personal protective equipment (PPE),
management of invasive devices and vaccination [13]. Procedures for sterilization and
disinfection of the environment and equipment are well described in guidelines [14,15], but
are often missed like other critically important aspects of infection control policies. Table 1
summarizes risk assessment and infection control procedures in solid organ transplant
(SOT) during the stages of transplantation.

Table 1. Risk assessment in solid organ transplant (SOT).

Pre-Transplant Transplant Post-Transplant

• Epidemiological surveillance
• Outbreak investigation
• Screening programs
• Vaccination
• Assessment of medical history,

sexual activity and drug use
• Water management plans and

Legionella screening

• Isolation and cohorting
• Personal protective equipment
• Hand hygiene
• Management of invasive devices
• Sterilization and disinfection
• High efficiency particulate air

(HEPA) filter

• Frequent air exchanges
• Airway duct policies
• Construction restrictions
• Environmental controls
• Multidisciplinary collaboration in

follow-up management

Additional efforts to protect patients from airborne fungi, respiratory viruses, gastroin-
testinal viruses and multi-drug resistant (MDR) Gram-negative bacteria are essential [13].
Guidelines have particularly addressed infection control of carbapenem-resistant organ-
isms, recommending active surveillance of high-risk units and contacts with infected
patients and contact isolation [16]. Cohorting these high-risk patients in single units can
ensure consistency with transplant-specific infection prevention and that experienced staff
monitor these patients [13].

Attention should be given to specific infection prevention policies such as: frequent air
exchanges, high efficiency particulate air (HEPA) filtration in inpatient units, construction
and renovation restrictions, environmental controls, avoidance of ornamental plants, filter
and airway duct policies, staff and visitor screening, water management plans and Legionella
screening [13].

In addition, patients should be assessed for risk of infection by a thorough medical
history, including details of previous infections, places of travel and residence, lifestyle,
and exposures to animals and environmental pathogens to evaluate the probability for
reactivation of latent infection after transplantation. The pre-transplant period is the best
time for comprehensive counselling of the patient and family about infection prevention
practices including activities to avoid foodborne pathogens, pets, travel, post-exposure
prophylaxis and immunization [17].

Infectious disease consultants, infection preventionists, and hospital epidemiologists
are critical to protect transplant patients from major pathogens. Such teams should collabo-
rate with primary transplant teams, hospital and nursing administration, and construction
contractors to ensure the advance of prevention efforts [13].
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2.1. Candidate Screening

Knowledge of pre-transplant colonization in donor and recipient helps to develop
an individualized peri-transplant prophylactic antimicrobial regimen and optimize post-
transplant outcomes. Risk evaluation based on detailed history and appropriate diagnostic
assessment is necessary [17].

Guidelines for pre-transplant screening have been developed by several national and
international multidisciplinary transplant groups [18,19]. The Centers for Disease Control
and Prevention (CDC) has published guidelines for the prevention of HIV, HBV, and HCV
transmission through organ transplantation [20]. In addition to serology, nucleic acid
testing for hepatitis B, hepatitis C and HIV is required for deceased and living donors [17].

The Organ Procurement and Transplantation Network (OPTN) and United Network
for Organ Sharing (UNOS) demands testing for CMV, EBV, toxoplasmosis and syphilis for
deceased donors along with blood and urine testing. For HCV screening in dead donors,
nucleic acid testing is employed with serological tests. CMV, EBV, TB, toxoplasmosis, and
syphilis are also compulsory screenings for living donors. Several endemic exposures may
require additional evaluation beyond recommended standard testing, such as West Nile
virus, Strongyloides, Coccidiodes, and Trypanosoma cruzi [17–21].

Candidate screening also determines immunity to vaccine-preventable diseases and
aids in assigning infected organs to recipients with proven immunity to certain organ-
isms [18].

Several bacterial pathogens may be transmitted during transplantation [17]. Therefore,
screening for MDR must be performed to achieve prompt isolation including screening
for: carbapenem-resistant Enterobacteriaceae (CRE), C. diff, MRSA, VRE and other MDR
Gram-negative rods (GNRs) [22]. Moreover, all candidates should have Mycobacterium
tuberculosis testing with purified protein derivative (PPD) or interferon-gamma release
assays (IGRAs) prior to transplant, and those who have a positive test or a history of active
tuberculosis should undergo additional screening to exclude active disease [17] or need to
be evaluated for prophylaxis.

2.2. Vaccination

Before transplantation, vaccination should be evaluated in detail, and any essential
vaccinations should be administered. Vaccines should be given as early in the pre-transplant
period as possible, when the probability of acquiring a protective immune response is the
greatest and live vaccines can be given safely. After transplantation, inactivated vaccines are
considered safe, although their efficiency may be reduced [23]. Although there is no agree-
ment on the best time to vaccinate after transplantation, most centres resume vaccination at
approximately 6 months after transplantation in patients who are on standard immunosup-
pressive therapy [24,25]. Many transplant centres perform routine pre-transplant serology
for vaccine-preventable diseases such as hepatitis B, varicella, measles, mumps and rubella
to direct individual vaccine recommendations [26,27].

All organ transplant patients should be vaccinated against HBV. Vaccination against
seasonal influenza virus should be given yearly both pre- and post-transplantation. Trans-
plant donors and recipients are recommended to be vaccinated against pneumococcus with
both the pneumococcal conjugate vaccine and the pneumococcal polysaccharide vaccine.
Vaccination against herpes zoster is required for transplant candidates who are older than
50 years [27].

Transplant candidates and recipients are eligible for anti-SARS-CoV-2 vaccine, and
this is strongly recommended by scientific societies [28–30]. Additional vaccines may be
required for patients depending on age, vaccination history, or other risk factors (e.g.,
meningococcal vaccination for patients given eculizumab) [31]. It is also necessary to
determine if the donor has received live vaccination during the past 4 weeks against
influenza, varicella, measles, mumps, rubella, Bacillus Calmette–Guérin (BCG), cholera,
yellow fever and Salmonella typhi or polio [27].
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3. Bacterial and Viral Infections in Liver Transplant Recipients

In liver transplant recipients, the risk of infection fluctuates over time [30]. The chal-
lenges faced in the early post-transplant period tend to be linked to transplant procedures
and nosocomial infections [30,31]. Because of the increased burden of immunosuppres-
sion, opportunistic infections become more likely between 1–12 months post-transplant.
As immunosuppression tends to decrease 12 months post-transplant, so does the risk of
opportunistic infections [30–33].

Transplant recipients, however, remain at risk of contracting community-acquired
infections, and recurrent cholangitis may become a problem in those with chronic allograft
malfunction or recurrent cholestatic liver disease [4,34].

Antimicrobial resistance patterns are becoming more common among bacteria, but
there are regional and centre-specific variances in prevalence rates [4,31]. Gram-positive
infections were the leading cause of liver transplantation infectious complications; as
many as 80% of patients are infected with the methicillin-resistant S. aureus (MRSA) bacte-
ria, while 55% are infected with the vancomycin-resistant Enterococcus (VRE). Moreover,
linezolid-resistant VRE outbreaks have been observed [4,31,34]. However, the increase in
Gram-negative rods, mainly carbapenem-resistant Enterobacteriales, extended-spectrum
beta−lactamase (ESBL), MDR P. aeruginosa and Acinetobacter has become a crucial concern
in clinical practice [4,31,34].

3.1. Bacterial Infections

After liver transplantation, bacterial pathogens are the most common cause of in-
fectious complications. Most of these infections occur in the first month following liver
transplantation (Figure 1); they are more likely to affect the surgical site, abdomen, blood-
stream, and urinary or respiratory tracts [4,34,35].

General risk factors for infectious complications after transplantation include biliary
tract manipulation, the necessity for surgical and other invasive procedures, prolonged
hospitalization, prior colonisation, mechanical ventilation, indwelling vascular and urinary
catheterisation, and the microbiological status of the patient [4,34,35].

While infections in liver transplant recipients may be theoretically due to any bac-
terium, Enterococcus spp., Streptococcus viridans, Staphylococcus aureus, and other members
of the Enterobacteriaceae family account for the vast majority of infectious diseases in this
cohort [4,31,35].

From the last decade, we have witnessed a rise in MDR infections among cirrhotic and
liver transplant patients. This is the result of the widespread use of antibiotic prophylaxis,
frequent hospitalizations and higher rates of ICU admissions [4,31,35]. Salerno et al. [36]
described in a multicentre study that extended-spectrum lactamase E. Coli and carbapenem-
resistant K. Pneumoniae were the most common cause of infections in cirrhotic patients.
Alexopoulou et al. [37] found 19% of MDR infections in the cirrhotic population with
spontaneous bacterial peritonitis, which were linked to healthcare-acquired infections and
higher MELD scores (28 vs. 19, p = 0.012). Moreover, Merli et al. [38] confirmed that MDR
infections are more common in the hospital (56 percent in hospital-acquired/healthcare-
associated infections vs. 22 percent in community-acquired infections, p = 0.008) in a
multicentre prospective survey.

However, the majority of case series reporting rates of MDR Gram-negative infec-
tions in solid organ transplant patients were from endemic areas, resulting in quite high
percentages ranging from 18% to 50% [4,39,40].

When considering MDR bacteria colonization, it is vital to note that bloodstream
infections can spread in the post-operative period and/or when immunosuppression is
introduced. Giannella et al. [41] assessed CR-KP colonization in 237 patients awaiting
LT, of which 11 (4.6%) had positive rectal swabs at the time of LT. After LT, the CR-KP
infections became active due to the following factors: hospitalization, higher MELD at LT,
prior antibiotic exposure, postoperative difficulties, and time spent in the ICU.
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Figure 1. Timeline of bacterial and viral infections in the liver transplant recipient. Abbreviations: LT:
liver transplant; CA-MRSA: community-acquired methicillin-resistant Staphylococcus aureus; ESBL:
extended-spectrum beta-lactamase; KPC: Klebsiella pneumoniae carbapenemase; VRE: vancomycin-
resistant Enterococcus; BSI: bloodstream infection; SSI: surgical site infection: IAI: intra-abdominal
infection; cUTI: complicated urinary tract infection; CDI: C. difficile infection; HSV: herpes simplex
virus: VZV: varicella zoster virus; EBV: Epstein-Barr virus; HHV: human herpes virus; ABSSI: acute
bacterial skin and soft tissue infection.

3.2. Surgical Site Infections

Post-operative surgical site infections, which occur in approximately 10% of patients
following liver transplantation, are one of the most prevalent bacterial infections [4,31,35].
Liver transplant recipients who require a significant number of blood transfusions are
more likely to develop a surgical site infection, which suggests a more complex surgical
process and a longer recovery period for the patient [35]. Blood and deep culture, surgical
debridement, vacuum-assisted closure, and pathogen-targeted antibiotic treatment are
the mainstays of treating surgical site infections. Surgical site infections are most caused
by Gram-positive cocci such as S. aureus and Enterococcus spp., although Gram-negative
pathogens such as Escherichia coli, Acinetobacter baumannii, and Pseudomonas aeruginosa
can also cause surgical site infections [42–45]. Furthermore, polymicrobial site infections
involving Gram-negative and/or Gram-positive pathogens and/or anaerobes are not
uncommon [42–45].

3.3. Intra-Abdominal Infections

Early bacterial infections following liver transplantation are commonly caused by
intra-abdominal infections, which account for 27–47% of all cases [4,31,35]. Cholangitis
and peritonitis tend to be prevalent in the first few weeks following liver transplanta-
tion. Hepatic artery thrombosis, Roux-en-Y biliary reconstruction, and arterial stenosis
all increase the risk of intra-abdominal infections [4,35]. Percutaneous or open surgical
drainage, for the treatment of infected collections, is paired with prolonged antibiotic
therapy, guided by susceptibility testing. Enterococci, S. aureus, and Gram-negative bacilli
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such as Pseudomonas sp., Klebsiella sp., Acinetobacter sp., and Enterobacter sp. are common
causes of intra-abdominal infections [35].

3.4. Bloodstream Infections

Most bloodstream infections (BSI) arise in the first month following liver transplan-
tation. Allograft rejection and intra-abdominal infection are two of the most common
risk factors for this condition [4,31,35]. The gastrointestinal tract, urinary tract, lower
respiratory tract, or infections from infected indwelling vascular catheters are the most
prevalent sources of bloodstream infection after liver transplantation. Pathogen-directed
antimicrobial therapy guided by antimicrobial susceptibility testing should be the goal
of treating bloodstream infections, along with eradication of the predisposing factor [35].
Trans-esophageal echocardiography (TEE) should be used to diagnose endocarditis in pa-
tients with recurrent bloodstream infections. Removal of indwelling catheters, drainage of
intraabdominal abscesses, and surgical correction of other nidi of infection are all necessary
steps in the treatment of bacterial infections. On the one hand, S.aureus, Enterococcus spp.,
Streptococcus viridans, Gram-negative bacilli, or even a polymicrobial infection can cause
bloodstream infection [35]. MRSA can cause up to 50% of BSI in liver transplant pa-
tients, which has serious implications for the efficacy of empirical therapy [46,47]. Prior
to liver transplantation, S. aureus carriers have an increased risk of infection (24 to 87%)
and may benefit from decontamination [46–49]. S. aureus infections may be reduced by
identifying MRSA-infected individuals prior to donation and eradicating them [46–49]. A
patient’s decolonization is not always permanent, so it is tough to decide the best time
for it. Gram-negative bacteria, on the other hand, are an increasingly prevalent source of
bloodstream infection, especially when they originate in the digestive system [39,40]. These
Gram-negative pathogens are becoming more resistant. E. coli strains that have developed
resistance to the quinolones ciprofloxacin and norfloxacin (which are commonly used as
prophylaxis for spontaneous bacterial peritonitis, or as empiric therapy for community-
acquired respiratory and urinary infections) and have a prevalence of nearly 13% in some
centres [39,40,50–53]. Likewise, multi-drug resistant strains have been reported in as high as
62.5% of A. baumannii, 54.2% of Stenotrophomonas maltophilia, and 51.5% of Pseudomonas spp.
isolates [39,40,50–53].

3.5. Mycobacterium tuberculosis and Non-Tuberculous Mycobacteria

Mycobacterium tuberculosis infection in LT has an annual impact of 450 cases in every
100,000 recipients [54]. The prevalence of M. tuberculosis infection varies widely depending
on the geographical area (0.6% in the US, 1.4% in EU countries, 2.2% in non-US/non-EU
countries) [1]. Pulmonary tuberculosis constitutes the majority of cases (about 60%), accord-
ingly to a meta-analysis by Holty et al. [54]. The overall mortality rate was 18% and rose to
36% if M. tuberculosis infection was diagnosed in the first 5 months after LT [54]. Holty et al.
reported that isoniazid prophylaxis (≥6 months) in patients with risk (positive tuberculin
skin test, positive Quantiferon for M. tuberculosis test or compatible X-ray lung findings)
for latent M. tuberculosis infection (LTBI) significantly reduced the risk of reactivation in
LT [54,55]. Despite that, tighter liver enzyme monitoring is needed, and careful monitoring
for adverse effects is highly recommended in patients with LTBI attending LT during isoni-
azid or rifampicin prophylaxis [54,55]. In addition, in managing transplant recipients with
tuberculosis, the interaction between anti-tuberculous and immunosuppressive medicines,
which may increase the risk of graft rejection, is a key concern [56,57]. Despite that, due to
the high mortality risk of active or reactivated M. tuberculosis infection, a tuberculin skin or
Quantiferon test for M. tuberculosis alongside chest X-ray screening should be considered in
all those who are waiting for an LT to allow early prophylaxis in case of positive screening
test [54,56–58].

Non-tuberculous mycobacteria (NTM) are ubiquitous microorganisms, and more than
140 species of this group are known [59]. Unfortunately, the epidemiology of NTM in LT
is not fully defined, and clinical presentations vary widely, resulting in pleuropulmonary,
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skin and soft tissue, lymphadenitis, bloodstream or disseminated infections [59,60]. Despite
the theoretical protean presentation in LT of NTM infections, most cases reported in the
literature included pleural, lung or cutaneous involvement, and the Mycobacterium avium
complex microorganisms are the most frequent NTM in the case series [59,60]. Currently,
there is no consensus about the need for NTM prophylaxis, and an active approach to
diagnosis, including histopathologic examination and acid-fast bacilli culture of aspirates
or biopsy specimens from affected areas, is required [61].

4. Fungal Infection: Pneumocystis jirovecii

Pneumocystis jirovecii is a fungus that causes interstitial pneumonia in immunocompro-
mised HIV-positive and HIV-negative patients: P. jirovecii pneumonia (PJP) may even cause
life-threatening respiratory failure [62]. Regarding liver transplantation, the incidence of
PJP is around 7% of all cases of pneumonia, with mortality ranging from 7% to 88% [63].
However, the overall incidence of PJ infection has fallen in recent years due to fewer im-
munosuppressive regimens used after LT, and according to recent data, the incidence in
recipients that undergo prophylaxis is below 2% and <1% in the first year after LT. Contrar-
ily, the incidence rises to 11% in patients without prophylaxis [63,64]. Considerations for
PJP prophylaxis include the degree of immunosuppression preceding LT, the duration and
form of post-LT immunosuppression, the absolute lymphocyte count, and the presence of a
concurrent solid organ transplant. In addition, in this patient cohort, prophylaxis should
be explored for patients undergoing therapy for acute rejection events [63,64]. Most cases
of PJP occurred in the first 7 months after LT [63], although Fortea et al., in their survey,
recently showed a not insignificant number of PJ infections occurring beyond the usually
recommended period of prophylaxis [65]. Currently, there is no consensus and a wide
heterogeneity between centres about the need for and duration of PJP prophylaxis [63,64].

5. Viral Infections

Viral infections are well recognized complications of immunosuppression and can
occur from the donor (donor-derived infections), reactivation of endogenous latent virus,
nosocomial sources or from the community. Certain viruses, particularly herpes viruses
and polyomavirus, hinder host defences, thus raising the risk of other infections. Viral
infections are also considered as factors for acute and chronic rejection responses [66].

Particular viruses, such as EBV and HHV-8, can cause post-transplant lymphoprolifer-
ation and/or cervical cancers (papillomavirus). Other viruses, such influenza, are mainly
acquired by environmental transmission. All of these conditions are easily detectable in
their early stages and can be effectively treated [66].

5.1. Hepatitis B Virus

The progress in anti-HBV therapy during the last two decades has significantly im-
proved the management of hepatitis B virus (HBV) patients before and after LT. The
development of antiviral resistance with virological breakthrough and hepatitis flare was a
recognized challenge to successful treatment of chronic hepatitis B with first-generation
nucleos(t)ide analogues (NA). However, the selection of third-generation NAs (entecavir,
tenofovir), which are characterized by a high barrier to resistance, provides the best chance
of achieving long-term treatment goals [67].

Patients with compensated or decompensated cirrhosis need treatment, with any
detectable HBV DNA level and regardless of ALT levels, and HBV DNA negativization
before LT reduces the risk of HBV recurrent disease post-transplant [67].

After LT, anti-HBV prophylaxis ought to be lifelong, with the aim of preventing graft
reinfection (also from extrahepatic reservoirs) and graft loss; the choice of NA will depend
on the drugs used before surgery, and on the presence of drug-resistance mutations [68,69].

The mainstay of long-term prophylaxis against HBV recurrence is a combination of
oral NA with low doses of immunoglobulin against HBV (HBIg), through different routes
of administration.
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However, the high costs of HBIg have required new strategies in order to minimize
prophylaxis, particularly in those patients who achieve undetectable HBV DNA before
LT [70,71].

Many studies showed that low doses of HBIg (with a tailored approach based on
individual risks) [72–78] in combination with NA can optimize the cost-effectiveness of
the prophylaxis, but also, discontinuation of HBIg after a defined period while continuing
NA could be a successful and cheap option. Fung et al. [79] demonstrated that long-term
entecavir monotherapy is highly effective in preventing HBV reactivation after LT with
a durable HBsAg seroclearance rate of 92%, an undetectable HBV DNA rate of 100% at
8 years, and excellent long-term survival of 85% at 9 years.

However, patients with active hepatocellular carcinoma (HCC) or decompensated
cirrhosis may need an LT before the achievement of undetectable serum HBV DNA. In
this special setting, a more conservative approach with a long-term, low dose of HBIg in
combination with NA could be used.

Active immunization using HBV vaccines post-transplantation is an attractive alterna-
tive to frequent HBIg injections or infusions. This strategy has yielded conflicting results
and, therefore, remains controversial.

Future strategies will include targeting different sites of the HBV replication cycle and
restoring the host immunity response to attain complete viral eradication.

5.2. Cytomegalovirus

The immunomodulatory effects of CMV, mediated by impaired T cell and phagocytic
function and cytokine dysregulation, can lead to opportunistic infections, rejection, graft
loss, and in some cases reduced survival [55,56]. Following primary infection, most im-
munocompetent individuals remain asymptomatic. No contraindications exist for organ
donation in the case of a donor with latent CMV infection [80–82]. De novo infection by a
graft in naïve recipients, as well as reactivation of a latent infection in the recipient, should
be avoided by specific anti-viral prophylaxis or virological monitoring and pre-emptive
therapy. Most CMV-active anti-viral agents are, at least partially, effective in prevent-
ing/treating other herpes viruses—including HSV and VZV—but not all, e.g., letermovir.
Recipient morbidity increases in the case of donor-seropositive and recipient-seronegative
(D+/R−) combinations [83].

5.3. Herpes Viruses

HSV 1 and 2, VZV, and/or HHV-6 infect most individuals globally, and these infections
can result in considerable morbidity and mortality if immunosuppression is performed
after SOT [59,60,84–86]. Loss of regulatory cellular immunity facilitates revival of latent
herpesviruses, which can happen after primary infection [61,87]. No contraindication to
organ donation exists for donors presenting with latent herpes-family viral infections [82].
Some transplant centres perform retrospective, additional donor tests for latent HSV or
VZV in cases of seronegative recipients (mostly children) to decide on specific anti-viral
prophylaxis or treatments and follow-up. However, no evidence exists to suggest this,
based on a few case reports [62–65].

5.4. COVID-19

In liver transplant (LT) candidates, COVID-19 infection is associated with a high
mortality rate (32.7%), reaching 45% in patients with decompensated cirrhosis, MELD
score ≥ 15 and dyspnoea on presentation; respiratory failure was the major cause of death.
No significant differences were observed between first and second waves of the pan-
demic [88].

In LT recipients, the most common presenting symptoms of COVID-19 were fever,
cough, and shortness of breath [89,90]. Most of the hospitalized patients had radiologi-
cal signs of viral pneumonia and required respiratory support (oxygen supplementation
59%, non-invasive ventilation 22%, and mechanical ventilation 15%). Mortality was more
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common in male recipients and observed only in patients aged 60 years or older [67,68]. In-
dependent risk factors for death were age > 70, diabetes and renal disease, while tacrolimus
administration showed a positive independent influence on survival rates [91]. For this
reason, in hospitalized patients, complete immunosuppression withdrawal should be dis-
couraged, but mycophenolate dose reduction or withdrawal could help in preventing
severe COVID-19 [92].

Vaccination against SARS-CoV-2 for patients with chronic liver diseases and transplant
recipients is recommended as a priority in cirrhosis, decomposition of liver, or hepato-
biliary cancer cases with high risk of severe COVID-19 [93]. In our experience, patients
awaiting LT who underwent anti-COVID-19 vaccination with mRNA vaccine (Comirnaty
(Pfizer-BioNTech, New York, NY, USA) or Moderna (Cambridge, MA, USA)), experienced
a high seroconversion rate: 94.4% 23 days after vaccination (median IgG value: 1980 bind-
ing antibody units/mL) and 92.0% 68 days after vaccination (IgG value of 1450 binding
antibody units/mL), without serious adverse events related to vaccination [94].

The Italian Transplant Authority, from November 2020, allowed the use of liver grafts
from deceased donors with active SARS-CoV-2 infection in informed LT candidates, only if
severely ill and with active/resolved COVID-19. In donors’ liver biopsy at transplantation,
SARS-CoV-2 RNA tested negative in 100%, suggesting a very low risk of transmission
with LT [73,74]. Notably, none of the recipients testing negative with the molecular test at
transplantation was found to be SARS-CoV-2 positive during follow-up [95,96].

6. Current Guidelines for Prevention, Diagnosis and Therapeutic Management

The 7th edition of the Guide to the Quality and Safety of Organs for Transplantation is
published by the European Directorate for the Quality of Medicines & HealthCare of the
Council of Europe (EDQM). The guide aims to deliver support for professionals engaged in
transplantation and donation, improve the quality and reduce the risk of complications [97].
In addition, the European Association for the Study of the Liver (EASL) Clinical Practice
Guidelines were published to guide physicians in the evaluation and management of LT
candidates, covering various aspects [98].

The American Society of Transplantation’s Infectious Diseases Community of Practice
recommended, regarding MDR Gram-negative infections, that source control be crucial
element in managing MDR Gram-negative infections [99]. For prevention, decoloniza-
tion of recipients with known ESBL-EB colonization is not recommended. SOT recipients
colonized or infected with ESBL-EB should not be disqualified from transplantation. Rec-
ommendations for diagnosis include the application of EUCAST or CLSI cephalosporin
cut-offs to detect CRE and nucleic acid for producing carbapenemase to initiate infection
control measures and lead empiric therapy. Finally, for treatment, combinations with
carbapenem were related to better outcomes; however, carbapenem combinations are not
suggested if the MIC of meropenem is ≥4 µg/mL. First-generation β-lactam-β-lactamase
inhibitors, such as piperacillin tazobactam, should not be prescribed as first choice for
ESBL-EB infections [99].

7. Immunosuppression in LT

The optimal management of immunosuppression drives optimal health after LT,
avoiding both graft and systemic complications [100], ensuring patient and graft survival.
Usually, the number and dosage of drugs are reduced over time, having as a goal in one
hand, the normality of liver function tests and the low risk of allograft rejection, and in
the other hand, the reduction of declining renal function, recurrent infections, de novo
malignancy, and other toxicities due to excessive immunosuppression.

Immunosuppression after LT is divided into the induction and maintenance phases:
the first usually consists of intravenous corticosteroids immediately posttransplant and/or
anti IL-2 receptor antibodies. The maintenance phase is based on the calcineurin in-
hibitors (CNI); antiproliferative agents, such as mofetil mycophenolate or azathioprine,
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and everolimus can be used to lower the toxicity of CNI therapy or for those at higher risk
of rejection, usually in combination with lower-dose CNI therapy [101].

A fixed scheme of post-LT immunosuppression has now been replaced by an in-
dividualized scheme tailored to the patient [102,103]. In critically ill patients, such as
pre-LT infected recipients, induction therapy with basiliximab is recommended to delay
the introduction of CNI (3–5 days after LT). In patients who develop post-LT infections,
immunosuppression should be adjusted to the patient’s clinical condition, and in some
cases, temporarily suspended. Early immunosuppression minimization after LT is an
option, feasible in selected recipients, while complete withdrawal is successful in only a
small proportion [104].

8. Surgical Frontiers of Ex Situ Liver Perfusion

For years, the organs harvested from deceased donors underwent static cold stor-
age before implantation. In recent years, machine perfusions were developed that al-
low the dynamic preservation of organs, especially those coming from extended criteria
donors. These machine perfusions carry the perfusate into the organ in hypothermic or
normothermic conditions.

In hypothermic conditions the bacterial growth was not described; during normother-
mic machine perfusion (NMP) instead, the temperature and blood perfusate, supplemented
with medications and nutrients, provide an ideal culture medium for microorganisms.
Bruinsma et al. [105] demonstrated that the sub(normothermic) condition without antibi-
otics sustained the bacterial growth (S. epidermidis and Staphylococcus aureus) in standard
solutions for cold storage. For these reasons, the use of antibiotics during NMP of the liver
is well established and has been a part of each group’s clinical protocol. In the development
phase of the study of Eshmuminov et al. [106], microbial contamination occurred in 69%
of porcine livers with a mean occurrence of growth on 4 ± 1.6 perfusion days. So, they
switched the antimicrobial infusion in a continuous application, reduced the perfusate
sampling and avoided taking liver biopsies; as a result, no more microbiological growth
was observed perfusing the livers ex situ up to 1 week.

In the last year, a new clinical syndrome after NMP, distinct from classical post-
reperfusion syndrome, was described by Hann et al. (1 case) [107], and Nasralla et al.
(4 cases) [108]. This syndrome is characterized by a delayed vasoplegia, occurring 5 to
10 min after reperfusion, that can take a long time to resolve (from 1 to 36 h), and is related
to the action of endotoxins. In all 5 cases, pathogenic organisms rapidly grew in the machine
perfusate and in the recipient’s blood within 24 h; this condition was completely restored
after an appropriate antibiotic therapy, and none of the recipients needed re-transplantation.

The current goal is to consider NMP as a new strategy to protect extended criteria
grafts from the deleterious effects of static cold storage and ischemia-reperfusion injury.
Moreover, it represents a platform for therapeutic interventions [78–82] during ex situ liver
preservation capable of delivering therapeutic agents to improve ischemia reperfusion
injury and liver steatosis, and to promote immunomodulation and endothelial protection.
Another possibility could be to deliver, during NMP, targeted antimicrobial drugs in grafts
from infected donors, testing the perfusate for microbiological growth before transplanta-
tion [109–112]. Goldaracena et al. [113] reported the possibility of the use, during NMP, of
Miravirsen (an antisense miRNA that inactivated miRNA-122) in the induction of resistance
to re-infection by hepatitis C virus in pig livers in a transplant setting. Liang et al. [114]
inoculated Escherichia coli or carbapenem-resistant Klebsiella pneumoniae in a rat model
to investigate if antibiotics combined with static cold storage or hypothermic machine
perfusion or NMP could eliminate the bacteria. The use of antibiotics significantly reduced
the bacterial load in hypothermic as well as in NMP groups. When grafts infected with
carbapenem-resistant Klebsiella pneumoniae were transplanted, the rats in the static cold stor-
age group developed severe infection after transplantation, while those in the hypothermic
machine perfusion group were in good condition.
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9. Discussion

Infectious complications in liver transplant recipients are considered a primary risk
factor for higher morbidity and mortality. Therefore, the patient at risk should be screened at
baseline to define the risk of a subsequent infection. Screening starts from the past medical
history, previous hospitalization, surgical interventions, and risk of immunosuppression
other than liver failure-related immunodepression.

In addition, risk factors vary in the early period versus the late period after LT. Early
risk factors include surgical practices and invasive procedures (i.e., mechanical ventilation,
indwelling vascular and urinary catheterization). Late risk factors include mismatch
status for viruses, allograft rejection, donor-transmitted diseases, repeated biliary tract
manipulations and re-transplantation.

In the era of MDR pathogens, screening should be focused on microbiological coloniza-
tion and the history of antimicrobial exposure. Following updated Italian recommendations,
CRE colonization should not be viewed as an absolute contraindication for organ dona-
tion unless the colonization is in the organ to be transplanted, given the low risk of CRE
transmission from the donor to the recipient [115].

The high risk of invasive infections in recipients colonized by MRSA [47,48] or
KPC [7,8] commonly increases morbidity and mortality. In patients with CRE, BSI con-
ferred a significantly lower survival rate [7,85,86]. Despite that, patients’ decolonization
is not always recommended. New antibiotics that have been approved recently for CRE
infections, such as ceftazidime-avibactam, meropenem-vaborbactam, imipenem-relebactam
and cefiderocol, are greatly assisting in the management of those infections with favourable
efficacy and safety profiles [87,88]. The timing of transplantation and burden of immuno-
suppression are other crucial factors when deciding to perform transplants in these patients.

After liver transplantation, the risk of bacterial infections fluctuates over time, and
clinicians should be aware of the differences between early infections (<1 month) with
a high risk of community-acquired infections and latent infections in which the risk of
opportunistic infections and hospital-acquired pathogens increases with prolonged im-
munosuppression and hospitalization (Figure 1) [116–120].

Enhancing infection control practices continue to be a vital element for decreasing
infections in transplantation [10,89]. General perceptions among healthcare workers about
the possible adverse events of infections in this population and the significance of prompt
detection of infection greatly influence the prevalence of infections and subsequent compli-
cations. Particularly, hand hygiene and contact isolation will assist in decreasing nosocomial
infections. Devoted antimicrobial stewardship and specific bundles upon the local epi-
demiology and demands are recommended [11–13]. Antimicrobial stewardship programs
among transplant patients have demonstrated encouraging effects, despite a lack of re-
search on the topic [11–13]. Multidisciplinary teams of transplant surgeons, hepatologists,
infectious disease specialists, microbiologists, and pharmacologists are essential to the
success of these efforts.

10. Conclusions

Liver transplantation is a lifesaving treatment for acute and chronic end-stage liver
diseases. Infections in transplant recipients account for the main cause of mortality and
morbidity with rates of up to 80% [6–8] despite advanced surgical techniques, new immuno-
suppressive drugs, prophylactic antibiotics, vaccination, and infection control strategies.
The increasing incidence of MDR infections has raised clinical needs in terms of infection
control strategies and empiric and targeted antibiotic and antiviral therapies. Nowadays,
the presence of a multidisciplinary team of transplant surgeons, hepatologists, infectious
disease specialists, microbiologists, and pharmacologists is essential to the success of liver
transplantation due to the progressively increasing complexities in the management of
these patients.
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ABSSI Acute Bacterial Skin and Soft Tissue Infection
ALT Alanine Aminotransferase
BCG Bacillus Calmette–Guérin
BSI Bloodstream infection
CDC Centre of Disease Control and Prevention
CDI C. difficile infection
CLSI Clinical and Laboratory Standards Institute
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CRE Carbapenem-resistant Enterobacteriales
cUTI Complicated urinary tract infection
CVC Central Venous Catheter
EBV Epstein Barr Virus
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HEPA High Efficiency Particulate Air
HHV Human Herpes Virus
HSV Herpes Simplex Virus
IAI Intra-abdominal infection
ICU Intensive Care Unit
IGRA Interferon-Gamma Release Assays
KPC Klebsiella pneumoniae carbapenemase
LT Liver transplant
MDR Multi-drug resistant
MELD Model for End-Stage Liver Disease
MRSA Methicillin-resistant Staphylococcus aureus
NMP Normothermic machine perfusion
NTM Non-tuberculous mycobacteria
OPTN Organ Procurement and Transplantation Network
PPD Purified Protein Derivative
PPE Personal Protective Equipment
SOT Solid organ transplant
SSI Surgical Site Infection
TEE Transesophageal echocardiography
UNOS United Network for Organ Sharing
VRE Vancomycin-resistant Enterococcus
VZV Varicella Zoster Virus

References
1. Kim, Y.; Yoon, J.; Kim, S.; Choi, H.; Choi, J.; Yoon, S.; You, Y.-K.; Kim, D.-G. Impact of Pretransplant Infections on Clinical Course

in Liver Transplant Recipients. Transplant. Proc. 2018, 50, 1153–1156. [CrossRef]
2. Fernández, J.; Acevedo, J.; Castro, M.; Garcia, O.; Rodriguez-Lope, C.; Roca, D.; Pavesi, M.; Solà, E.; Moreira, L.; Silva, A.;

et al. Prevalence and risk factors of infections by multiresistant bacteria in cirrhosis: A prospective study. Hepatology 2011,
55, 1551–1561. [CrossRef]

http://doi.org/10.1016/j.transproceed.2018.01.036
http://doi.org/10.1002/hep.25532


Biomedicines 2022, 10, 1561 13 of 17

3. Chavez-Tapia, N.C.; Torre-Delgadillo, A.; Tellez-Avila, F.I.; Uribe, M. The Molecular Basis of Susceptibility to Infection in Liver
Cirrhosis. Curr. Med. Chem. 2007, 14, 2954–2958. [CrossRef]

4. Righi, E. Management of bacterial and fungal infections in end stage liver disease and liver transplantation: Current options and
future directions. World J. Gastroenterol. 2018, 24, 4311–4329. [CrossRef]

5. Bunchorntavakul, C.; Chamroonkul, N.; Chavalitdhamrong, D. Bacterial infections in cirrhosis: A critical review and practical
guidance. World J. Hepatol. 2016, 8, 307–321. [CrossRef]

6. Winston, D.J.; Emmanouilides, C.; Busuttil, R.W. Infections in Liver Transplant Recipients. Clin. Infect. Dis. 1995, 21, 1077–1091.
[CrossRef]

7. Pagani, N.; Corcione, S.; Lupia, T.; Scabini, S.; Filippini, C.; Angilletta, R.; Shbaklo, N.; Pinna, S.M.; Romagnoli, R.; Biancone,
L.; et al. Carbapenemase-Producing Klebsiella pneumoniae Colonization and Infection in Solid Organ Transplant Recipients: A
Single-Center, Retrospective Study. Microorganisms 2021, 9, 2272. [CrossRef]

8. Giannella, M.; Freire, M.; Rinaldi, M.; Abdala, E.; Rubin, A.; Mularoni, A.; Gruttadauria, S.; Grossi, P.; Shbaklo, N.; Tandoi, F.; et al.
Development of a Risk Prediction Model for Carbapenem-resistant Enterobacteriaceae Infection After Liver Transplantation: A
Multinational Cohort Study. Clin. Infect. Dis. 2021, 73, e955–e966. [CrossRef] [PubMed]

9. Fishman, J.A. Infections in immunocompromised hosts and organ transplant recipients: Essentials. Liver Transplant. 2011,
17, S34–S37. [CrossRef] [PubMed]

10. Sun, H.-Y.; Cacciarelli, T.V.; Singh, N. Identifying a targeted population at high risk for infections after liver transplantation in the
MELD era. Clin. Transplant. 2010, 25, 420–425. [CrossRef] [PubMed]

11. Mian, M.; Natori, Y.; Ferreira, V.; Selzner, N.; Husain, S.; Singer, L.; Kim, S.J.; Humar, A.; Kumar, D. Evaluation of a Novel Global
Immunity Assay to Predict Infection in Organ Transplant Recipients. Clin. Infect. Dis. 2017, 66, 1392–1397. [CrossRef] [PubMed]

12. Banach, D.B.; Seville, M.T.A.; Kusne, S. Infection Prevention and Control Issues After Solid Organ Transplantation. In Transplant
Infections; Springer: Berlin/Heidelberg, Germany, 2016; pp. 843–867. [CrossRef]

13. Pergam, S.A. Infection Prevention in Transplantation. Curr. Infect. Dis. Rep. 2016, 18, 1–10. [CrossRef] [PubMed]
14. Kanamori, H.; Rutala, W.A.; Sickbert-Bennett, E.E.; Weber, D.J. Review of Fungal Outbreaks and Infection Prevention in Healthcare

Settings During Construction and Renovation. Clin. Infect. Dis. 2015, 61, 433–477. [CrossRef] [PubMed]
15. Carling, P.C.; Huang, S.S. Improving Healthcare Environmental Cleaning and Disinfection Current and Evolving Issues. Infect.

Control Hosp. Epidemiol. 2013, 34, 507–513. [CrossRef]
16. Guidance for Control of Infections with Carbapenem-Resistant or Carbapenemase-Producing Enterobacteriaceae in Acute Care

Facilities. Available online: https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5810a4.htm (accessed on 8 December 2021).
17. Malinis, M.; Boucher, H.W. Screening of donor and candidate prior to solid organ transplantation—Guidelines from the American

Society of Transplantation Infectious Diseases Community of Practice. Clin. Transplant. 2019, 33, e13548. [CrossRef]
18. Schaffner, A. Pretransplant Evaluation for Infections in Donors and Recipients of Solid Organs. Clin. Infect. Dis. 2001, 33, S9–S14.

[CrossRef]
19. Chung, R.T.; Feng, S.; Delmonico, F.L. Approach to the Management of Allograft Recipients Following the Detection of Hepatitis

B Virus in the Prospective Organ Donor. Am. J. Transplant. 2001, 1, 185–191. [CrossRef]
20. Seem, D.L.; Lee, I.; Umscheid, C.A.; Kuehnert, M.J. PHS Guideline for Reducing Human Immunodeficiency Virus, Hepatitis B

Virus, and Hepatitis C Virus Transmission through Organ Transplantation. Public Health Rep. 2013, 128, 247–344. [CrossRef]
21. Koffron, A.; Stein, J.A. Liver Transplantation: Indications, Pretransplant Evaluation, Surgery, and Posttransplant Complications.

Med. Clin. N. Am. 2008, 92, 861–888. [CrossRef]
22. Hand, J.; Patel, G. Multidrug-resistant organisms in liver transplant: Mitigating risk and managing infections. Liver Transplant.

2016, 22, 1143–1153. [CrossRef]
23. Chong, P.P.; Avery, R.K. A Comprehensive Review of Immunization Practices in Solid Organ Transplant and Hematopoietic Stem

Cell Transplant Recipients. Clin. Ther. 2017, 39, 1581–1598. [CrossRef] [PubMed]
24. Danziger-Isakov, L.; Kumar, D. Vaccination of solid organ transplant candidates and recipients: Guidelines from the American

society of transplantation infectious diseases community of practice. Clin. Transplant. 2019, 33, e13563. [CrossRef] [PubMed]
25. Verma, A.; Wade, J.J. Immunization issues before and after solid organ transplantation in children. Pediatr. Transplant. 2006,

10, 536–548. [CrossRef] [PubMed]
26. Verma, A.; Dhawan, A. Clinical Approach to the Management of Infections before and after Liver Transplantation. OBM

Transplant. 2020, 4, 1–26. [CrossRef]
27. Vaccinations for SOT Candidates and Recipients-UpToDate. Available online: https://www.uptodate.com/contents/image?csi=

3aec6fe4-90b4-4608-aa82-46ce3d5a0e49&source=contentShare&imageKey=ID%2F122440 (accessed on 8 December 2021).
28. European Centre for Disease Prevention and Control. Overview of the Implementation of COVID-19 Vaccination Strategies and

Deployment Plans in the EU/EEA; ECDC: Stockholm, Sweden, 2022.
29. Interim Clinical Considerations for Use of COVID-19 Vaccines|CDC. Available online: https://www.cdc.gov/vaccines/covid-19

/clinical-considerations/covid-19-vaccines-us.html (accessed on 28 February 2022).
30. Chelala, L.; Kovacs, C.S.; Taege, A.J.; Hanouneh, I.A. Common infectious complications of liver transplant. Clevel. Clin. J. Med.

2015, 82, 773–784. [CrossRef]
31. Ferrarese, A.; Zanetto, A.; Becchetti, C.; Sciarrone, S.S.; Shalaby, S.; Germani, G.; Gambato, M.; Russo, F.P.; Burra, P.; Senzolo, M.

Management of bacterial infection in the liver transplant candidate. World J. Hepatol. 2018, 10, 222–230. [CrossRef]

http://doi.org/10.2174/092986707782794041
http://doi.org/10.3748/wjg.v24.i38.4311
http://doi.org/10.4254/wjh.v8.i6.307
http://doi.org/10.1093/clinids/21.5.1077
http://doi.org/10.3390/microorganisms9112272
http://doi.org/10.1093/cid/ciab109
http://www.ncbi.nlm.nih.gov/pubmed/33564840
http://doi.org/10.1002/lt.22378
http://www.ncbi.nlm.nih.gov/pubmed/21748845
http://doi.org/10.1111/j.1399-0012.2010.01262.x
http://www.ncbi.nlm.nih.gov/pubmed/20482564
http://doi.org/10.1093/cid/cix1008
http://www.ncbi.nlm.nih.gov/pubmed/29281051
http://doi.org/10.1007/978-3-319-28797-3_46
http://doi.org/10.1007/s11908-015-0513-6
http://www.ncbi.nlm.nih.gov/pubmed/26820654
http://doi.org/10.1093/cid/civ297
http://www.ncbi.nlm.nih.gov/pubmed/25870328
http://doi.org/10.1086/670222
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5810a4.htm
http://doi.org/10.1111/ctr.13548
http://doi.org/10.1086/320898
http://doi.org/10.1034/j.1600-6143.2001.10214.x
http://doi.org/10.1177/003335491312800403
http://doi.org/10.1016/j.mcna.2008.03.008
http://doi.org/10.1002/lt.24486
http://doi.org/10.1016/j.clinthera.2017.07.005
http://www.ncbi.nlm.nih.gov/pubmed/28751095
http://doi.org/10.1111/ctr.13563
http://www.ncbi.nlm.nih.gov/pubmed/31002409
http://doi.org/10.1111/j.1399-3046.2006.00527.x
http://www.ncbi.nlm.nih.gov/pubmed/16856989
http://doi.org/10.21926/obm.transplant.2002108
https://www.uptodate.com/contents/image?csi=3aec6fe4-90b4-4608-aa82-46ce3d5a0e49&source=contentShare&imageKey=ID%2F122440
https://www.uptodate.com/contents/image?csi=3aec6fe4-90b4-4608-aa82-46ce3d5a0e49&source=contentShare&imageKey=ID%2F122440
https://www.cdc.gov/vaccines/covid-19/clinical-considerations/covid-19-vaccines-us.html
https://www.cdc.gov/vaccines/covid-19/clinical-considerations/covid-19-vaccines-us.html
http://doi.org/10.3949/ccjm.82a.14118
http://doi.org/10.4254/wjh.v10.i2.222


Biomedicines 2022, 10, 1561 14 of 17

32. Idossa, D.W.; Simonetto, D.A. Infectious Complications and Malignancies Arising After Liver Transplantation. Anesthesiol. Clin.
2017, 35, 381–393. [CrossRef]

33. Patel, G.; Huprikar, S. Infectious Complications after Orthotopic Liver Transplantation. Semin. Respir. Crit. Care Med. 2012,
33, 111–124. [CrossRef]

34. Zhong, H.; Liu, C.-Y.; Dai, Y.-Q.; Zhu, C.; Le, K.-J.; Pang, X.-Y.; Li, Y.-J.; Gu, Z.-C.; Yu, Y.-T. A bibliometric analysis of infectious
diseases in patients with liver transplantation in the last decade. Ann. Transl. Med. 2021, 9, 1646. [CrossRef]

35. Romero, F.A. Infections in liver transplant recipients. World J. Hepatol. 2011, 3, 83–92. [CrossRef]
36. Salerno, F.; Borzio, M.; Pedicino, C.; Simonetti, R.; Rossini, A.; Boccia, S.; Cacciola, I.; Burroughs, A.K.; Manini, M.A.; LA Mura, V.;

et al. The impact of infection by multidrug-resistant agents in patients with cirrhosis. A multicenter prospective study. Liver 2016,
37, 71–79. [CrossRef] [PubMed]

37. Alexopoulou, A.; Papadopoulos, N.; Eliopoulos, D.G.; Alexaki, A.; Tsiriga, A.; Toutouza, M.; Pectasides, D. Increasing frequency
of gram-positive cocci and gram-negative multidrug-resistant bacteria in spontaneous bacterial peritonitis. Liver Int. 2013,
33, 975–981. [CrossRef] [PubMed]

38. Merli, M.; Lucidi, C.; Di Gregorio, V.; Falcone, M.; Giannelli, V.; Lattanzi, B.; Giusto, M.; Ceccarelli, G.; Farcomeni, A.; Riggio, O.;
et al. The Spread of Multi Drug Resistant Infections Is Leading to an Increase in the Empirical Antibiotic Treatment Failure in
Cirrhosis: A Prospective Survey. PLoS ONE 2015, 10, e0127448. [CrossRef]

39. Kalpoe, J.S.; Sonnenberg, E.; Factor, S.H.; Martin, J.D.R.; Schiano, T.; Patel, G.; Huprikar, S. Mortality associated with carbapenem-
resistant Klebsiella pneumoniae infections in liver transplant recipients. Liver Transplant. 2012, 18, 468–474. [CrossRef] [PubMed]

40. Bergamasco, M.; Barbosa, M.B.; Garcia, D.D.O.; Cipullo, R.; Moreira, J.; Baia, C.; Barbosa, V.; Abboud, C. Infection with Klebsiella
pneumoniae carbapenemase (KPC)-producing K. pneumoniae in solid organ transplantation. Transpl. Infect. Dis. 2011, 14, 198–205.
[CrossRef]

41. Giannella, M.; Bartoletti, M.; Morelli, M.C.; Tedeschi, S.; Cristini, F.; Tumietto, F.; Pasqualini, E.; Danese, I.; Campoli, C.; Di Lauria,
N.; et al. Risk Factors for Infection with Carbapenem-Resistant Klebsiella pneumoniae after Liver Transplantation: The Importance
of Pre- and Posttransplant Colonization. Am. J. Transplant. 2015, 15, 1708–1715. [CrossRef]

42. Arnow, P.M. Infections Following Orthotopic Liver Transplantation. HPB Surg. 1991, 3, 221–233. [CrossRef]
43. Fishman, J.A. Infection in Solid-Organ Transplant Recipients. N. Engl. J. Med. 2007, 357, 2601–2614. [CrossRef]
44. Asensio, A.; Ramos, A.; Cuervas-Mons, V.; Cordero, E.; Sánchez-Turrión, V.; Blanes, M.; Cervera, C.; Gavalda, J.; Aguado, J.M.;

Torre-Cisneros, J. Effect of antibiotic prophylaxis on the risk of surgical site infection in orthotopic liver transplant. Liver Transplant.
2008, 14, 799–805. [CrossRef]

45. Kawecki, D.; Sawicka-Grzelak, A.; Kot, K.; Swoboda-Kopec, E.; Chmura, A.; Pacholczyk, M.; Lagiewska, B.; Malkowski, P.;
Rowinski, W.; Luczak, M. Bacterial Infections in the Early Posttransplant Period after Liver Transplantation-Etiological Agents
and Their Susceptibility. Transplantation 2008, 86, 660. [CrossRef]

46. Bert, F.; Bellier, C.; Lassel, L.; Lefranc, V.; Durand, F.; Belghiti, J.; Mentré, F.; Fantin, B. Risk factors forStaphylococcus aureus
infection in liver transplant recipients. Liver Transplant. 2005, 11, 1093–1099. [CrossRef] [PubMed]

47. Singh, N.; Paterson, D.; Chang, F.Y.; Gayowski, T.; Squier, C.; Wagener, M.M.; Marino, I. Methicillin-Resistant Staphylococcus
aureus: The Other Emerging Resistant Gram-Positive Coccus among Liver Transplant Recipients. Clin. Infect. Dis. 2000,
30, 322–327. [CrossRef] [PubMed]

48. Florescu, D.F.; McCartney, A.M.; Qiu, F.; Langnas, A.N.; Botha, J.; Mercer, D.F.; Grant, W.; Kalil, A.C. Staphylococcus aureus
infections after liver transplantation. Infection 2011, 40, 263–269. [CrossRef] [PubMed]

49. Bert, F.; Galdbart, J.-O.; Zarrouk, V.; Le Mée, J.; Durand, F.; Mentré, F.; Belghiti, J.; Lambert-Zechovsky, N.; Fantin, B. Association
between Nasal Carriage of Staphylococcus Aureus and Infection in Liver Transplant Recipients. Clin. Infect. Dis. 2000,
31, 1295–1299. [CrossRef]

50. Shi, S.; Kong, H.; Xu, J.; Zhang, W.; Jia, C.; Wang, W.; Shen, Y.; Zhang, M.; Zheng, S. Multidrug resistant gram-negative bacilli as
predominant bacteremic pathogens in liver transplant recipients. Transpl. Infect. Dis. 2009, 11, 405–412. [CrossRef]

51. Bert, F.; Larroque, B.; Paugam-Burtz, C.; Janny, S.; Durand, F.; Dondero, F.; Valla, D.-C.; Belghiti, J.; Moreau, R.; Nicolas-Chanoine,
M.-H. Microbial epidemiology and outcome of bloodstream infections in liver transplant recipients: An analysis of 259 episodes.
Liver Transplant. 2010, 16, 393–401. [CrossRef]

52. Al-Hasan, M.N.; Razonable, R.R.; Eckel-Passow, J.E.; Baddour, L.M. Incidence Rate and Outcome of Gram-Negative Bloodstream
Infection in Solid Organ Transplant Recipients. Am. J. Transplant. 2009, 9, 835–843. [CrossRef]

53. Singh, N.; Wagener, M.M.; Obman, A.; Cacciarelli, T.V.; de Vera, M.E.; Gayowski, T. Bacteremias in liver transplant recipients:
Shift toward gram-negative bacteria as predominant pathogens. Liver Transplant. 2004, 10, 844–849. [CrossRef]

54. Holty, J.-E.C.; Gould, M.K.; Meinke, L.; Keeffe, E.B.; Ruoss, S.J. Tuberculosis in liver transplant recipients: A systematic review
and meta-analysis of individual patient data. Liver Transplant. 2009, 15, 894–906. [CrossRef]

55. Ghayumi, S.M.A.; Shamsaeefar, A.; Motazedian, N.; Mashhadiagha, A.; Sayadi, M.; Nikeghbalian, S.; Malekhosseini, S.A.
Isoniazid prophylaxis in liver transplant recipient with latent tuberculosis: Is it harmful for transplanted liver? Transpl. Infect. Dis.
2022, e13849. [CrossRef]

56. Pennington, K.M.; Kennedy, C.C.; Chandra, S.; Lauzardo, M.; Brito, M.O.; Griffith, D.E.; Seaworth, B.J.; Escalante, P. Management
and diagnosis of tuberculosis in solid organ transplant candidates and recipients: Expert survey and updated review. J. Clin.
Tuberc. Other Mycobact. Dis. 2018, 11, 37–46. [CrossRef] [PubMed]

http://doi.org/10.1016/j.anclin.2017.04.002
http://doi.org/10.1055/s-0032-1301739
http://doi.org/10.21037/atm-21-2388
http://doi.org/10.4254/wjh.v3.i4.83
http://doi.org/10.1111/liv.13195
http://www.ncbi.nlm.nih.gov/pubmed/27364035
http://doi.org/10.1111/liv.12152
http://www.ncbi.nlm.nih.gov/pubmed/23522099
http://doi.org/10.1371/journal.pone.0127448
http://doi.org/10.1002/lt.23374
http://www.ncbi.nlm.nih.gov/pubmed/22467548
http://doi.org/10.1111/j.1399-3062.2011.00688.x
http://doi.org/10.1111/ajt.13136
http://doi.org/10.1155/1991/97375
http://doi.org/10.1056/NEJMra064928
http://doi.org/10.1002/lt.21435
http://doi.org/10.1097/01.tp.0000330702.62835.ff
http://doi.org/10.1002/lt.20491
http://www.ncbi.nlm.nih.gov/pubmed/16123951
http://doi.org/10.1086/313658
http://www.ncbi.nlm.nih.gov/pubmed/10671336
http://doi.org/10.1007/s15010-011-0224-3
http://www.ncbi.nlm.nih.gov/pubmed/22124952
http://doi.org/10.1086/317469
http://doi.org/10.1111/j.1399-3062.2009.00421.x
http://doi.org/10.1002/lt.21991
http://doi.org/10.1111/j.1600-6143.2009.02559.x
http://doi.org/10.1002/lt.20214
http://doi.org/10.1002/lt.21709
http://doi.org/10.1111/tid.13849
http://doi.org/10.1016/j.jctube.2018.04.001
http://www.ncbi.nlm.nih.gov/pubmed/31720390


Biomedicines 2022, 10, 1561 15 of 17

57. Wang, Y.-C.; Salvador, N.G.; Lin, C.-C.; Wu, C.-C.; Lin, T.-L.; Lee, W.-F.; Chan, Y.-C.; Chen, C.-L.; Co, J.S.; Encarnacion, D.D.
Comparative analysis of the drug-drug interaction between immunosuppressants, safety and efficacy of rifabutin from rifampicin-
based Anti-TB treatment in living donor liver transplant recipients with active tuberculosis. Biomed. J. 2021, 44, S162–S170.
[CrossRef] [PubMed]

58. Bosch, A.; Valour, F.; Dumitrescu, O.; Dumortier, J.; Radenne, S.; Pages-Ecochard, M.; Chidiac, C.; Ferry, T.; Perpoint, T.; Miailhes,
P.; et al. A practical approach to tuberculosis diagnosis and treatment in liver transplant recipients in a low-prevalence area.
Médecine Et Mal. Infect. 2018, 49, 231–240. [CrossRef]

59. Meije, Y.; Piersimoni, C.; Torre-Cisneros, J.; Dilektasli, A.G.; Aguado, J.M. Mycobacterial infections in solid organ transplant
recipients. Clin. Microbiol. Infect. 2014, 20, 89–101. [CrossRef] [PubMed]

60. Abad, C.L.; Razonable, R.R. Non-tuberculous mycobacterial infections in solid organ transplant recipients: An update. J. Clin.
Tuberc. Other Mycobact. Dis. 2016, 4, 1–8. [CrossRef]

61. Piersimoni, C. Nontuberculous mycobacteria infection in solid organ transplant recipients. Eur. J. Clin. Microbiol. 2011,
31, 397–403. [CrossRef]

62. Li, X.L.; Liu, Z.X.; Liu, Z.J.; Li, H.; Wilde, B.; Witzke, O.; Zhu, J.Q. Pneumocystis pneumonia in liver transplant recipients. Am. J.
Transl. Res. 2021, 13, 13981–13992.

63. Kostakis, I.; Sotiropoulos, G.; Kouraklis, G. Pneumocystis jirovecii Pneumonia in Liver Transplant Recipients: A Systematic
Review. Transplant. Proc. 2014, 46, 3206–3208. [CrossRef]

64. Campos-Varela, I.; Blumberg, E.A.; Giorgio, P.; Kotton, C.N.; Saliba, F.; Wey, E.Q.; Spiro, M.; Raptis, D.A.; Villamil, F. What is the
optimal antimicrobial prophylaxis to prevent postoperative infectious complications after liver transplantation? A systematic
review of the literature and expert panel recommendations. Clin. Transplant. 2022, e14631. [CrossRef]

65. Fortea, J.; Cuadrado, A.; Puente, A.; Fernández, P.; Huelin, P.; Tato, C.; Carrera, I.G.; Cobreros, M.; Cobo, M.C.; Montes, J.C.; et al.
Is Routine Prophylaxis Against Pneumocystis jirovecii Needed in Liver Transplantation? A Retrospective Single-Centre Experience
and Current Prophylaxis Strategies in Spain. J. Clin. Med. 2020, 9, 3573. [CrossRef]

66. Ethem, U.; Ahmet, T.; Taha, D.M.; Faruk, O.O. Viral Infections after Kidney Transplantation: An Updated Review. Int. J. Virol.
AIDS 2018, 5, 40–43. [CrossRef]

67. European Association for the Study of the Liver. EASL 2017 Clinical Practice Guidelines on the management of hepatitis B virus
infection. J. Hepatol. 2017, 67, 370–398. [CrossRef] [PubMed]

68. Duvoux, C.; Belli, L.S.; Fung, J.; Angelico, M.; Buti, M.; Coilly, A.; Cortesi, P.; Durand, F.; Féray, C.; Fondevila, C.; et al. 2020
position statement and recommendations of the European Liver and Intestine Transplantation Association (ELITA): Management
of hepatitis B virus-related infection before and after liver transplantation. Aliment. Pharmacol. Ther. 2021, 54, 583–605. [CrossRef]
[PubMed]

69. Samuel, D.; Bismuth, H.; Arulnaden, J.-L.; Mathieu, D.; Reynes, M.; Benhamou, J.-P.; Brechot, C. Passive immunoprophylaxis
after liver transplantation in HBsAg-positive patients. Lancet 1991, 337, 813–815. [CrossRef]

70. Dan, Y.Y.; Wai, C.T.; Yeoh, K.G.; Lim, S.G. Prophylactic strategies for hepatitis B patients undergoing liver transplant: A
cost-effectiveness analysis. Liver Transplant. 2006, 12, 736–746. [CrossRef]

71. Cholongitas, E.; Goulis, I.; Antoniadis, N.; Fouzas, I.; Imvrios, G.; Giakoustidis, D.; Giouleme, O.; Papanikolaou, V.S.; Akriviadis,
E.; Vasiliadis, T. Nucleos(t)ide analog(s) prophylaxis after hepatitis B immunoglobulin withdrawal against hepatitis B and D
recurrence after liver transplantation. Transpl. Infect. Dis. 2016, 18, 667–673. [CrossRef]

72. Angus, P.W.; Mccaughan, G.; Gane, E.J.; Crawford, D.H.; Harley, H. Combination Low-Dose Hepatitis B Immune Globulin and
Lamivudine Therapy Provides Effective Prophylaxis against Posttransplantation Hepatitis B. Liver Transplant. 2000, 6, 429–433.
[CrossRef]

73. Gane, E.J.; Angus, P.W.; Strasser, S.; Crawford, D.H.; Ring, J.; Jeffrey, G.P.; Mccaughan, G. Lamivudine Plus Low-Dose Hepatitis
B Immunoglobulin to Prevent Recurrent Hepatitis B Following Liver Transplantation. Gastroenterology 2007, 132, 931–937.
[CrossRef]

74. Han, S.; Edelstein, M.; Hu, R.; Kunder, G.; Holt, C.; Saab, S.; Durazo, F.; Goldstein, L.; Farmer, D.; Martin, P.; et al. Conversion
from intravenous to intramuscular hepatitis B immune globulin in combination with lamivudine is safe and cost-effective in
patients receiving long-term prophylaxis to prevent hepatitis B recurrence after liver transplantation. Liver Transplant. 2003,
9, 182–187. [CrossRef]

75. Filipponi, F.; Franchello, A.; Carrai, P.; Romagnoli, R.; De Simone, P.; Woodward, M.K.; Paez, A.; Salizzoni, M. Efficacy, safety, and
pharmacokinetics of intramuscular hepatitis B immune globulin, Igantibe®, for the prophylaxis of viral B hepatitis after liver
transplantation. Dig. Liver Dis. 2010, 42, 509–514. [CrossRef]

76. Di Costanzo, G.G.; Lanza, A.G.; Picciotto, F.P.; Imparato, M.; Migliaccio, C.; De Luca, M.; Scuderi, V.; Tortora, R.; Cordone,
G.; Utech, W.; et al. Safety and Efficacy of Subcutaneous Hepatitis B Immunoglobulin after Liver Transplantation: An Open
Single-Arm Prospective Study. Am. J. Transplant. 2012, 13, 348–352. [CrossRef] [PubMed]

77. Tandoi, F.; Nada, E.; Pittaluga, F.; Fop, F.; Lupo, F.; Romagnoli, R.; Salizzoni, M. Minimization of Anti–hepatitis B Surface Antigen
Immunoglobulins for Prophylaxis of Hepatitis B Viral Recurrence in the First Month after Liver Transplantation: The Meaning of
HBsAg Quantitative Level at the Time of Transplant. Transplant. Proc. 2014, 46, 2308–2311. [CrossRef] [PubMed]

http://doi.org/10.1016/j.bj.2020.08.010
http://www.ncbi.nlm.nih.gov/pubmed/35300949
http://doi.org/10.1016/j.medmal.2018.11.013
http://doi.org/10.1111/1469-0691.12641
http://www.ncbi.nlm.nih.gov/pubmed/24707957
http://doi.org/10.1016/j.jctube.2016.04.001
http://doi.org/10.1007/s10096-011-1329-4
http://doi.org/10.1016/j.transproceed.2014.09.156
http://doi.org/10.1111/ctr.14631
http://doi.org/10.3390/jcm9113573
http://doi.org/10.23937/2469-567X/1510040
http://doi.org/10.1016/j.jhep.2017.03.021
http://www.ncbi.nlm.nih.gov/pubmed/28427875
http://doi.org/10.1111/apt.16374
http://www.ncbi.nlm.nih.gov/pubmed/34287994
http://doi.org/10.1016/0140-6736(91)92515-4
http://doi.org/10.1002/lt.20685
http://doi.org/10.1111/tid.12575
http://doi.org/10.1053/jlts.2000.8310
http://doi.org/10.1053/j.gastro.2007.01.005
http://doi.org/10.1053/jlts.2003.50002
http://doi.org/10.1016/j.dld.2009.09.005
http://doi.org/10.1111/j.1600-6143.2012.04319.x
http://www.ncbi.nlm.nih.gov/pubmed/23137160
http://doi.org/10.1016/j.transproceed.2014.07.043
http://www.ncbi.nlm.nih.gov/pubmed/25242775


Biomedicines 2022, 10, 1561 16 of 17

78. De Simone, P.; Romagnoli, R.; Tandoi, F.; Carrai, P.; Ercolani, G.; Peri, E.; Zamboni, F.; Mameli, L.; Di Benedetto, F.; Cillo, U.; et al.
Early Introduction of Subcutaneous Hepatitis B Immunoglobulin Following Liver Transplantation for Hepatitis B Virus Infection:
A prospective, multicenter study. Transplantation 2016, 100, 1507–1512. [CrossRef] [PubMed]

79. Fung, J.; Wong, T.; Chok, K.; Chan, A.; Cheung, T.-T.; Dai, J.W.-C.; Sin, S.-L.; Ma, K.-W.; Ng, K.K.-C.; Ng, K.T.-P.; et al. Long-term
outcomes of entecavir monotherapy for chronic hepatitis B after liver transplantation: Results up to 8 years. Hepatology 2017,
66, 1036–1044. [CrossRef]

80. Singh, N. Late-Onset Cytomegalovirus Disease as a Significant Complication in Solid Organ Transplant Recipients Receiving
Antiviral Prophylaxis: A Call to Heed the Mounting Evidence. Clin. Infect. Dis. 2005, 40, 704–708. [CrossRef] [PubMed]

81. Haidar, G.; Singh, N. Viral infections in solid organ transplant recipients: Novel updates and a review of the classics. Curr. Opin.
Infect. Dis. 2017, 30, 579–588. [CrossRef]

82. Fischer, S.A.; Lu, K.; AST Infectious Diseases Community of Practice. Screening of Donor and Recipient in Solid Organ
Transplantation. Am. J. Transplant. 2013, 13, 9–21. [CrossRef]

83. NEW Release: 7th Edition Guide to the Quality and Safety of Organs for Transplantation|EDQM—European Directorate for the
Quality of Medicines. Available online: https://www.edqm.eu/en/news/new-release-7th-edition-guide-quality-and-safety-
organs-transplantation (accessed on 28 February 2022).

84. Anuras, S.; Summers, R. Fulminant Herpes Simplex Hepatitis in an Adult: Report of a Case in Renal Transplant Recipient.
Gastroenterology 1976, 70, 425–428. [CrossRef]

85. Taylor, R.J.; Saul, S.H.; Dowling, J.N.; Hakala, T.R.; Peel, R.L.; Ho, M. Primary Disseminated Herpes Simplex Infection with
Fulminant Hepatitis Following Renal Transplantation. Arch. Intern. Med. 1981, 141, 1519. [CrossRef]

86. Dummer, J.S.; Armstrong, J.; Somers, J.; Kusne, S.; Carpenter, B.J.; Rosenthal, J.T.; Ho, M. Transmission of Infection with Herpes
Simplex Virus by Renal Transplantation. J. Infect. Dis. 1987, 155, 202–206. [CrossRef]

87. Koneru, B.; Tzakis, A.G.; Depuydt, L.E.; Demetris, A.J.; Armstrong, J.A.; Dummer, J.S.; Starzl, T.E. Transmission of Fatal Herpes
Simplex Infection through Renal Transplantation. Transplantation 1988, 45, 653–655. [CrossRef] [PubMed]

88. Belli, L.S.; Duvoux, C.; Cortesi, P.A.; Facchetti, R.; Iacob, S.; Perricone, G.; Radenne, S.; Conti, S.; Patrono, D.; Berlakovich, G.; et al.
COVID-19 in liver transplant candidates: Pretransplant and post-transplant outcomes—An ELITA/ELTR multicentre cohort
study. Gut 2021, 70, 1914–1924. [CrossRef] [PubMed]

89. Belli, L.S.; Duvoux, C.; Karam, V.; Adam, R.; Cuervas-Mons, V.; Pasulo, L.; Loinaz, C.; Invernizzi, F.; Patrono, D.; Bhoori, S.; et al.
COVID-19 in liver transplant recipients: Preliminary data from the ELITA/ELTR registry. Lancet Gastroenterol. Hepatol. 2020,
5, 724–725. [CrossRef]

90. Patrono, D.; Lupo, F.; Canta, F.; Mazza, E.; Mirabella, S.; Corcione, S.; Tandoi, F.; De Rosa, F.G.; Romagnoli, R. Outcome of
COVID-19 in liver transplant recipients: A preliminary report from Northwestern Italy. Transpl. Infect. Dis. 2020, 22, e13353.
[CrossRef]

91. Belli, L.S.; Fondevila, C.; Cortesi, P.A.; Conti, S.; Karam, V.; Adam, R.; Coilly, A.; Ericzon, B.G.; Loinaz, C.; Cuervas-Mons, V.; et al.
Protective Role of Tacrolimus, Deleterious Role of Age and Comorbidities in Liver Transplant Recipients with Covid-19: Results
From the ELITA/ELTR Multi-center European Study. Gastroenterology 2021, 160, 1151–1163. [CrossRef]

92. Colmenero, J.; Rodríguez-Perálvarez, M.; Salcedo, M.; Arias-Milla, A.; Muñoz-Serrano, A.; Graus, J.; Nuño, J.; Gastaca, M.;
Bustamante-Schneider, J.; Cachero, A.; et al. Epidemiological pattern, incidence, and outcomes of COVID-19 in liver transplant
patients. J. Hepatol. 2020, 74, 148–155. [CrossRef]

93. Cornberg, M.; Buti, M.; Eberhardt, C.S.; Grossi, P.A.; Shouval, D. EASL position paper on the use of COVID-19 vaccines in patients
with chronic liver diseases, hepatobiliary cancer and liver transplant recipients. J. Hepatol. 2021, 74, 944–951. [CrossRef]

94. Calleri, A.; Saracco, M.; Pittaluga, F.; Cavallo, R.; Romagnoli, R.; Martini, S. Seroconversion After Coronavirus Disease 2019
Vaccination in Patients Awaiting Liver Transplantation: Fact or Fancy? Liver Transplant. 2021, 28, 180–187. [CrossRef]

95. Romagnoli, R.; Gruttadauria, S.; Tisone, G.; Ettorre, G.M.; De Carlis, L.; Martini, S.; Tandoi, F.; Trapani, S.; Saracco, M.; Luca, A.;
et al. Liver transplantation from active COVID-19 donors: A lifesaving opportunity worth grasping? Am. J. Transplant. 2021,
21, 3919–3925. [CrossRef]

96. Saracco, M.; Romagnoli, R.; Martini, S. Solid non-lung organs from COVID-19 donors in seropositive or naive recipients: Where
do we stand? Transpl. Infect. Dis. 2021, 24, e13761. [CrossRef]

97. Guide to the Quality and Safety of Organs for Transplantation—7th Edition (November 2018)—European Directorate for the
Quality of Medicines & HealthCare. Available online: https://www.edqm.eu/en/w/guide-to-the-quality-and-safety-of-organs-
for-transplantation-7th-edition-november-2018- (accessed on 11 June 2022).

98. European Association for the Study of the Liver. EASL Clinical Practice Guidelines: Liver transplantation. J. Hepatol. 2016,
64, 433–485. [CrossRef] [PubMed]

99. Pouch, S.M.; Patel, G. Multidrug-resistant Gram-negative bacterial infections in solid organ transplant recipients—Guidelines
from the American Society of Transplantation Infectious Diseases Community of Practice. Clin. Transplant. 2019, 33, e13594.
[CrossRef] [PubMed]

100. Lew, J.; Perito, E.R.; Feng, S. We Asked the Experts: Toward Personalized Immunosuppression for Liver Transplant Recipients.
World J. Surg. 2022, 46, 876–877. [CrossRef]

http://doi.org/10.1097/TP.0000000000001171
http://www.ncbi.nlm.nih.gov/pubmed/27023394
http://doi.org/10.1002/hep.29191
http://doi.org/10.1086/427506
http://www.ncbi.nlm.nih.gov/pubmed/15714416
http://doi.org/10.1097/QCO.0000000000000409
http://doi.org/10.1111/ajt.12094
https://www.edqm.eu/en/news/new-release-7th-edition-guide-quality-and-safety-organs-transplantation
https://www.edqm.eu/en/news/new-release-7th-edition-guide-quality-and-safety-organs-transplantation
http://doi.org/10.1016/S0016-5085(76)80160-6
http://doi.org/10.1001/archinte.1981.00340120127026
http://doi.org/10.1093/infdis/155.2.202
http://doi.org/10.1097/00007890-198803000-00031
http://www.ncbi.nlm.nih.gov/pubmed/2831642
http://doi.org/10.1136/gutjnl-2021-324879
http://www.ncbi.nlm.nih.gov/pubmed/34281984
http://doi.org/10.1016/S2468-1253(20)30183-7
http://doi.org/10.1111/tid.13353
http://doi.org/10.1053/j.gastro.2020.11.045
http://doi.org/10.1016/j.jhep.2020.07.040
http://doi.org/10.1016/j.jhep.2021.01.032
http://doi.org/10.1002/lt.26312
http://doi.org/10.1111/ajt.16823
http://doi.org/10.1111/tid.13761
https://www.edqm.eu/en/w/guide-to-the-quality-and-safety-of-organs-for-transplantation-7th-edition-november-2018-
https://www.edqm.eu/en/w/guide-to-the-quality-and-safety-of-organs-for-transplantation-7th-edition-november-2018-
http://doi.org/10.1016/j.jhep.2015.10.006
http://www.ncbi.nlm.nih.gov/pubmed/26597456
http://doi.org/10.1111/ctr.13594
http://www.ncbi.nlm.nih.gov/pubmed/31102483
http://doi.org/10.1007/s00268-021-06417-5


Biomedicines 2022, 10, 1561 17 of 17

101. Charlton, M.; Levitsky, J.; Aqel, B.; O’Grady, J.; Hemibach, J.; Rinella, M.; Fung, J.; Ghabril, M.; Thomason, R.; Burra, P.;
et al. International Liver Transplantation Society Consensus Statement on Immunosuppression in Liver Transplant Recipients.
Transplantation 2018, 102, 727–743. [CrossRef]

102. Cillo, U.; De Carlis, L.; Del Gaudio, M.; De Simone, P.; Fagiuoli, S.; Lupo, F.; Tisone, G.; Volpes, R. Immunosuppressive regimens
for adult liver transplant recipients in real-life practice: Consensus recommendations from an Italian Working Group. Hepatol. Int.
2020, 14, 930–943. [CrossRef] [PubMed]

103. Cillo, U.; Bechstein, W.O.; Berlakovich, G.; Dutkowski, P.; Lehner, F.; Nadalin, S.; Saliba, F.; Schlitt, H.J.; Pratschke, J. Identifying
risk profiles in liver transplant candidates and implications for induction immunosuppression. Transplant. Rev. 2018, 32, 142–150.
[CrossRef]

104. Shaked, A.; DesMarais, M.R.; Kopetskie, H.; Feng, S.; Punch, J.D.; Levitsky, J.; Reyes, J.; Klintmalm, G.B.; Demetris, A.J.; Burrell,
B.E.; et al. Outcomes of immunosuppression minimization and withdrawal early after liver transplantation. Am. J. Transplant.
2018, 19, 1397–1409. [CrossRef]

105. Bruinsma, B.G.; Post, I.C.; van Rijssen, L.B.; de Boer, L.; Heger, M.; Zaat, S.A.; van Gulik, T.M. Antibiotic Prophylaxis in
(Sub)Normothermic Organ Preservation: In vitro efficacy and toxicity of cephalosporins. Transplantation 2013, 95, 1064–1069.
[CrossRef]

106. Eshmuminov, D.; Mueller, M.; Brugger, S.D.; Borrego, L.B.; Becker, D.; Hefti, M.; Hagedorn, C.; Duskabilova, M.; Tibbitt, M.W.;
Dutkowski, P.; et al. Sources and prevention of graft infection during long-term ex situ liver perfusion. Transpl. Infect. Dis. 2021,
23, e13623. [CrossRef]

107. Hann, A.; Lembach, H.; Dassanayake, B.; Carvalheiro, A.; McKay, S.; Rajoriya, N.; Armstrong, M.; Bartlett, D.; David, M.; Perera,
M. Severe Sepsis Mimicking Primary Nonfunction Following Liver Transplantation: Normothermic Machine Perfusion Is a
Potential Environment for Bacterial Overgrowth and Transmission from Donor to Recipient. A Case Report. Transplant. Proc.
2020, 52, 2781–2785. [CrossRef]

108. Dengu, F.; Abbas, S.H.; Ebeling, G.; Nasralla, D. Normothermic Machine Perfusion (NMP) of the Liver as a Platform for
Therapeutic Interventions during Ex-Vivo Liver Preservation: A Review. J. Clin. Med. 2020, 9, 1046. [CrossRef] [PubMed]

109. Buchwald, J.E.; Xu, J.; Bozorgzadeh, A.; Martins, P.N. Therapeutics administered during ex vivo liver machine perfusion: An
overview. World J. Transplant. 2020, 10, 1–14. [CrossRef] [PubMed]

110. Weissenbacher, A.; Vrakas, G.; Nasralla, D.; Ceresa, C.D.L. The future of organ perfusion and re-conditioning. Transpl. Int. 2019,
32, 586–597. [CrossRef]

111. Rigo, F.; De Stefano, N.; Navarro-Tableros, V.; David, E.; Rizza, G.; Catalano, G.; Gilbo, N.; Maione, F.; Gonella, F.; Roggio, D.; et al.
Extracellular Vesicles from Human Liver Stem Cells Reduce Injury in an Ex Vivo Normothermic Hypoxic Rat Liver Perfusion
Model. Transplantation 2018, 102, e205–e210. [CrossRef]

112. De Stefano, N.; Navarro-Tableros, V.; Roggio, D.; Calleri, A.; Rigo, F.; David, E.; Gambella, A.; Bassino, D.; Amoroso, A.; Patrono,
D.; et al. Human liver stem cell-derived extracellular vesicles reduce injury in a model of normothermic machine perfusion of rat
livers previously exposed to a prolonged warm ischemia. Transpl. Int. 2021, 34, 1607–1617. [CrossRef] [PubMed]

113. Goldaracena, N.; Spetzler, V.N.; Echeverri, J.; Kaths, J.M.; Cherepanov, V.; Persson, R.; Hodges, M.R.; Janssen, H.L.A.; Selzner,
N.; Grant, D.R.; et al. Inducing Hepatitis C Virus Resistance After Pig Liver Transplantation-A Proof of Concept of Liver Graft
Modification Using WarmEx VivoPerfusion. Am. J. Transplant. 2016, 17, 970–978. [CrossRef] [PubMed]

114. Liang, H.; Zhang, P.; Yu, B.; Liu, Z.; Pan, L.; He, X.; Fan, X.; Wang, Y. Machine perfusion combined with antibiotics prevents
donor-derived infections caused by multidrug-resistant bacteria. Am. J. Transplant. 2022. [CrossRef]

115. Errico, G.; Gagliotti, C.; Monaco, M.; Masiero, L.; Gaibani, P.; Ambretti, S.; Landini, M.; D’Arezzo, S.; Di Caro, A.; Parisi, S.;
et al. Colonization and infection due to carbapenemase-producing Enterobacteriaceae in liver and lung transplant recipients and
donor-derived transmission: A prospective cohort study conducted in Italy. Clin. Microbiol. Infect. 2018, 25, 203–209. [CrossRef]

116. Tumbarello, M.; Trecarichi, E.M.; De Rosa, F.G.; Giannella, M.; Giacobbe, D.R.; Bassetti, M.; Losito, A.R.; Bartoletti, M.; Del
Bono, V.; Corcione, S.; et al. Infections caused by KPC-producing Klebsiella pneumoniae: Differences in therapy and mortality in a
multicentre study. J. Antimicrob. Chemother. 2015, 70, 2133–2143. [CrossRef]

117. Mouloudi, E.; Massa, E.; Papadopoulos, S.; Iosifidis, E.; Roilides, I.; Theodoridou, T.; Piperidou, M.; Orphanou, A.; Passakiotou,
M.; Imvrios, G.; et al. Bloodstream Infections Caused by Carbapenemase-Producing Klebsiella pneumoniae Among Intensive
Care Unit Patients After Orthotopic Liver Transplantation: Risk Factors for Infection and Impact of Resistance on Outcomes.
Transplant. Proc. 2014, 46, 3216–3218. [CrossRef]

118. Aslan, A.T.; Akova, M. The Role of Colistin in the Era of New β-Lactam/β-Lactamase Inhibitor Combinations. Antibiotics 2022,
11, 277. [CrossRef] [PubMed]

119. Corcione, S.; Lupia, T.; De Rosa, F.G. Novel Cephalosporins in Septic Subjects and Severe Infections: Present Findings and Future
Perspective. Front. Med. 2021, 8, 548. [CrossRef] [PubMed]

120. Shbaklo, N.; Lupia, T.; De Rosa, F.G.; Corcione, S. Infection Control in the Era of COVID-19: A Narrative Review. Antibiotics 2021,
10, 1244. [CrossRef] [PubMed]

http://doi.org/10.1097/TP.0000000000002147
http://doi.org/10.1007/s12072-020-10091-5
http://www.ncbi.nlm.nih.gov/pubmed/33099753
http://doi.org/10.1016/j.trre.2018.04.001
http://doi.org/10.1111/ajt.15205
http://doi.org/10.1097/TP.0b013e318284c17a
http://doi.org/10.1111/tid.13623
http://doi.org/10.1016/j.transproceed.2020.06.030
http://doi.org/10.3390/jcm9041046
http://www.ncbi.nlm.nih.gov/pubmed/32272760
http://doi.org/10.5500/wjt.v10.i1.1
http://www.ncbi.nlm.nih.gov/pubmed/32110510
http://doi.org/10.1111/tri.13441
http://doi.org/10.1097/TP.0000000000002123
http://doi.org/10.1111/tri.13980
http://www.ncbi.nlm.nih.gov/pubmed/34448268
http://doi.org/10.1111/ajt.14100
http://www.ncbi.nlm.nih.gov/pubmed/27805315
http://doi.org/10.1111/ajt.17032
http://doi.org/10.1016/j.cmi.2018.05.003
http://doi.org/10.1093/jac/dkv086
http://doi.org/10.1016/j.transproceed.2014.09.159
http://doi.org/10.3390/antibiotics11020277
http://www.ncbi.nlm.nih.gov/pubmed/35203879
http://doi.org/10.3389/fmed.2021.617378
http://www.ncbi.nlm.nih.gov/pubmed/34026774
http://doi.org/10.3390/antibiotics10101244
http://www.ncbi.nlm.nih.gov/pubmed/34680824

	Introduction 
	Infection Control in Liver Transplant Recipients: Hygiene, Screening, Vaccination 
	Candidate Screening 
	Vaccination 

	Bacterial and Viral Infections in Liver Transplant Recipients 
	Bacterial Infections 
	Surgical Site Infections 
	Intra-Abdominal Infections 
	Bloodstream Infections 
	Mycobacterium tuberculosis and Non-Tuberculous Mycobacteria 

	Fungal Infection: Pneumocystis jirovecii 
	Viral Infections 
	Hepatitis B Virus 
	Cytomegalovirus 
	Herpes Viruses 
	COVID-19 

	Current Guidelines for Prevention, Diagnosis and Therapeutic Management 
	Immunosuppression in LT 
	Surgical Frontiers of Ex Situ Liver Perfusion 
	Discussion 
	Conclusions 
	References

