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EDITORIAL

“It never rains it pours!”
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The most effective therapy for end stage liver
disease is transplantation. |mmunosuppression and
surgical techniques have improved the long term
survival of patients following liver transplantation;
this had led to an increase in demand for organs (1).

The liver has remarkable regenerative
properties and because of this it is possible to
transplant part of a liver into an individual. This
can be either as a “split” liver, where a cadaveric
liver is split in two and transplanted into two
individuals or as a live donor liver transplant
(LDLT) (2). It has been shown that within 7 days
of surgery for an LDLT, both a transplanted right
lobe and a remnant left lobe will have increased in
size by approximately 100% (3, 4). Subsequent
studies however have shown that functional
recovery occurs more gradually than the recovery
of liver volume and tends to occur over around 6
months (5).

Historically there has been a shortage of donor
livers for paediatric  patients awaiting
transplantation (3). Split liver transplantation has
had a dramatic effect on paediatric waiting list
mortality, reducing it to amost zero (6). The
situation is different in adults and LDLT is
currently the most effective way of overcoming
the organ shortages for adults (1).

When it was first introduced LDLT was a way
in which parents with children with liver disease
could donate part of their hedthy liver to their
child. The first report of asuccessful LDLT wasin
1989 when a 2 year old girl received a portion of

her mother’s liver (7, 8). Since then LDLT has
become increasingly common. Donor recipients
tend to come from a patients family or close
friends. In January 2013, the first live liver
donation to a complete stranger took place in the
UK (9).

The benefit of using a living donor is the
ability to perform atransplant when it is clinically
indicated, the complications associated with organ
preservation are minimised and primary non
function is rare (3). If apatient is criticaly unwell
it may even be possible to conduct the two
operations simultaneously and the transplant to
occur very quickly (10).

There has been a vast difference uptake around
the world with the uptake in the east being much
greater than in the west. According the Japanese
Transplant Society, the number of LDLT’'S in
adults has increased each year (5) whereas in the
US and Europe the uptake is lower. LDLT
accounts for 3% of the total liver transplantation
performed in Europe (5).

Nice reported the evidence of the efficacy of
adult to adult transplantation from a systematic
review and a large case control study (13). No
significant difference in 12 months recipient
survival was found in the studies included in the
review (80-100% in the living donor group and
75-90% in the cadaveric group). Graft surviva
was reported at 12 months in the study and was
75-89% in the living donor group and 73-89% in
the cadaveric group (11-13).
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In a review of 8 primary studies assessing
outcomes of adult to child transplantation, Nice
report that 6 months survival was similar in the
cadaveric and living donor transplantation groups
(14). However the median survival at 5 years was
higher in the living donor group (92%) than the
cadaveric group (81%). This was aso true for
graft rates (median 5 year rate was 81% in the
living donor group and 73% in the cadaveric
group).

The obvious disadvantage for this technique is
the risk to the donor of either death or a serious
complication (3). In a systematic review of donor
outcomes it was reported that nearly al donors
had returned to normal activity by 6 months
(based on 18 studies) (11, 13) and that by 6
months the donors liver had regenerated reaching
a median 89% of their original size (based on 16
studies). Donor mortality was estimated to be
around 0.2% (12/6000 (11)) 7 of these deaths
involved adult to adult donation and the risk was
higher for those donating the right lobe (0.23-
0.5%) than for the left lobe (0.05-0.21%)

LDLT offers hope to individuals with end stage
liver disease when there is high waiting list
mortality. However there are significant risks to
the donor which need to be carefully addressed
before an LDLT is undertaken (1). Although the
supply of livers for paediatric patients is better
since the introduction of split liver transplants,
there have been significant improvements in
outcome from LDLT in the past few years and
long term survival seems to be better than with a
cadaveric donor.

In Iran, the first LDLT in children was
performed in Shiraz in 1999 (15). Before 1999
nearly al children with end-stage liver disease
died. The paper in thisjournal submitted by Haseli
et a., presents the results of 12 years of experience
with LDLT in children (16). The study shows a 1
year survival of 83 and 88% after the patients who
had died at 1 and 3 months had been removed
from the study (16). There was a higher mortality

rate (47.4% of al deaths) in the post operative
period than reported in other studies (16). This has
been attributed to selection of more criticaly ill
patients and possibly some limitations on health
care (16). However the introduction of LDLT in
Iran has had a huge impact on the survival of
children with end stage liver disease and has gone
some way to solve the problem of the shortage of
cadaveric organ donations. LDLT is now well
established in Iran and has satisfactory results for
donors and recipients (16). Given that prior to the
introduction of LDLT mortality was nearly100%
in children, there is now hope that these patients
will survive longer.

References

1.Sugawara Y, Makuuchi M. Living donor liver
transplantation: present status andrecent advances. Br
Med Bull 2006;75-76:15-28.

2.Azoulay D, Astarcioglu |, Bismuth H. Split liver
transplantation. The paul Brousse Policy. Ann Surg
1996; 224 737-46.

3.Marcos A. Right lobe living donor liver
transplantation: A review. Liver transplantation 2000;
6: 3-20.

4.Marcos A, Fisher R, Ham J, Shiffman M, Sanya A.
Liketic V. Liver regeneration and function in donors
and recipients after right lobe adult to adult living
donor liver transplantation. Transplantation 2000;69:
1375-79.

5. Akamatsu N, Sugawara Y. Keneko J. Effects of middle
hepatic vein reconstruction on right liver graft
regeneration. Transplantation 2003; 76: 832-37.

6.Broering DC, Mueller L. Ganschow R. Is there till a
need for living related liver transplantation in
children? Ann Surg 2001; 234: 713-21.

7.Easton J. First living donor liver transplant recipient
graduates from high school. The University of
Chicago Medicine; May 27, 2006.

8.Piper JB, Whitington PF, Woodle ES, Newell KA,

Alonso EM, Thistlethwaite JR. Living related liver
transplants in children: a report of the first 58
recipients at the university of chicago. Transpl Int
1994; 7: S111-13.

9.Mundasad S. First UK live liver donation to a
stranger takes place. BBC news Health; 2013.

Gastroenterol Hepatol Bed Bench 2013;6(4):167-169



Haldane T and Ahmad I. 169

10. Adams S. UK surgeons carry out the worlds
quickest live donor liver transplant The daily
telegraph; 2012.

11. Middleton PF, Duffield M. Lynch SV. Live donor

liver transplantation- adult donor outcomes. a
systematic review. A report from the A2ALL
consortium. Annals of surgery 2006; 242: 314-23.

12. Thuluvath PJ & Yoo HY. Graft and patient
survival after adult live donor liver transplantation
compared to a matched cohort who revieved a
deceased donor transplantation. Liver transplantation
2004; 10: 1268.

13. Nice. IP overview: living donor liver
transplantation; 2006.

14. Alberta Heritage Foundation For Medical
Research, A. H. F. F. M. Living donor liver
transplantation in children. Edmonton, Canada; 2004.

15. Dehghani SM, Gholami S, Bahador A,
Nikeghbalian S, Salahi H, Imanieh MH. Morbidity
and mortality of children with chronic liver diseases
who were listed for liver transplantation in Iran.
Pediatr Transplant 2007; 11: 21-23.

16. Haseli N, Hassanzade J, Mohsen Dehghani S
Bahador A, Maek Hosseini SA. Living related donor
liver transplantation in Iranian children: a 12 year
experience. 2013;6:183-89.

Gastroenterol Hepatol Bed Bench 2013;6(4):167-169



