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Introduction

INTRODUCTION

Liver transplantation has emerged as an increasingly
successful treatment for patients with end-stage liver
disease (ESLD). The operative procedure is extensive,
complex, and technically challenging with multiple
vascular transections and anastomoses. In addition, the
liver is an extremely vascular organ and extensive bleeding
can occur (Maurer and Spence, 2004).

The patient selected for transplant should suffer from
irreversible, progressive disease for which there is no
acceptable, alternative therapy. Recipients are broadly
defined as having an intolerable quality of life because of
liver disease or having an anticipated length of life of less
than 1 year because of liver failure (Sherlock & Dooley,
2002).

Studies have observed that increased blood
requirements are associated with a higher incidence of sepsis,
a prolonged stay in the intensive care unit, a higher rate of
severe cytomegalovirus infection, and higher rates of graft
failure and patient mortality (Sanchez et al., 1998).

The anesthesiologist’s and the surgeon’s experience
and attitude seem to be more important than the correction
of any biochemical variables during the liver transplant in
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addition to adjuvant therapies like drugs and use of the cell-
saver device which is a safe and effective method of
salvaging red blood cells during liver transplantation
(Massicotte et al., 2004).

Sodium, chloride, and lactic acid load may be
responsible for acidosis during surgery, so avoiding large
quantities of sodium chloride-containing fluids may help to
decrease the incidence of hyperchloremic acidosis among
these patients (Brandstrup et al., 2003).

Liver transplant recipients are discharged from the
operating room to the intensive care unit. In the ICU the
patient is monitored with frequent laboratory work and
hemodynamic assessment. Vital signs, fluid intake and
output, drain output, bile production, and signs of
postoperative bleeding are recorded hourly (Hudson &
Gentile, 2006).
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AIM OF THE WORK

he study aims to review the fluid and electrolyte balance
of hepatic patients undergoing liver transplantation.




Anatomical and Physiological Considerations of the Liver

ANATOMY OF THE LIVER

he liver is the largest organ in the body it weighs

1200-1500 gram and comprises one-fiftieth of the
total adult body weight. The liver has two surfaces a
diaphragmatic surface in the anterior and superior
directions and a visceral surface in the postero-inferior
direction (Sherlock & Dooley, 2002).

Relations of the liver

The liver fills the right hypochondrium and epigastric
region, extending into the left hypochondrium, just below the
diaphragm. It is related by its domed upper surface to the
diaphragm, which separates it from pleura, lungs, pericardium
and heart. Its postero-inferior (visceral) surface is related to the
abdominal oesophagus, the stomach, duodenum, hepatic
flexure of the colon and the right kidney and suprarenal, and
the gall-bladder (Fig. 1 & 2) (Ellis, 2006).

Coronary ligament

Left triangular
ligament

Left lobe

Falciform ligament

Round ligament
(hgamentum teres)
Gall-bladder

Right
lobe

Figure (1): Anterior of the liver (Ellis, 2006)
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Figure (2): Visceral surface the liver (Ellis, 2006)
Anatomical divisions of the liver

The liver is divided into a large right and a small left
anatomical lobe by the attachment of the falciform
ligament. The quadrate and caudate lobes arise from the
right lobe of liver, but functionally are distinct where the
quadrate lobe is visible on the upper part of the visceral
surface of the liver, but functionally it is related to the left
lobe of the liver, while The caudate lobe is visible on the
lower part of the visceral surface of the liver, but
functionally it is separate from the right and the left lobes
of the liver (Blumgart & Hann, 2000).

Blood supply
The liver has a double blood supply:

(1) Portal venous supply: the portal vein is formed from
the convergence of the superior mesenteric and splenic
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