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Introduction 

rthotopic Liver Transplantation (OLT) has become a widely 

accepted treatment for a variety of liver diseases such as viral 

and alcoholic cirrhosis, liver malignancy, acute liver failure, and 

many metabolic abnormalities (Feltracco et al., 2011). 

As a result of improvement in anesthesiological and 

surgical skill, organ support device adoption, advanced 

understanding of transplant immunology, and better critical care 

management of complications, liver transplanted patients survive 

longer. Patient survival in one- and five-year is around 90% and 

80% respectively (van Hoek et al., 2012). 

According to many reports, infections in the early period 

after OLT remain important causes of morbidity and mortality, 

despite advanced medical care. The infection-related mortality 

rate in nearly 50% when accompanied by septic shock. It is 

estimated that up to 80% of liver recipients will develop at least 

one infection during the first year after transplantation, and, 

while most are successfully treated, some will result in death 

(Xu et al., 2012). 

Bacterial infections are most frequent (70%), followed by 

viral (20%) and fungal infections (8%).The diagnosis is difficult 

among this group of patients because of the usually mild or often 

absent signs and symptoms of infection. Nevertheless even mild 

infections in immunocompromised patients may produce 

catastrophic effects (Romero and Razonable, 2011). 

O 
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Both donor and recipient factors as well as aspects 

related to the transplant operation contribute to the risk of 

infection after OLT. Recently genetic polymorphisms in the 

innate immune system, from both donor and recipient, have 

been identified as important risk factors for infection after OLT 

(Vera et al., 2011). 

Infection control strategies should be an integral 

component of liver transplant programs in order to reduce its 

incidence and transmission. With surveillance, cohorting, contact 

isolation, and nasal decolonization (Russell et al., 2008). 

Treatment of bloodstream infections should be directed 

towards the elimination of the predisposing factor, combined 

with pathogen-directed antimicrobial therapy that is guided by 

antimicrobial susceptibility testing. For persistent bloodstream 

infections like endocarditis should be evaluated by means of a 

transesophageal echocardiogram. Indwelling vascular and 

urinary catheters should be removed, intra-abdominal abscesses 

should be drained, and other potential nidus of infection should 

be surgically corrected, if feasible (Mathers et al., 2009). 
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Aim of the Study 

he aim of the work is to review infections as a post-

operative complication after liver transplantation in the 

intensive care unit and the strategies to deal with to achieve the 

most favourable outcome. 

T 
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Anatomy and Physiology  

of the Liver 

Anatomy of the liver  

he liver is the largest gland in the body and, after the skin, 

the largest single organ. It weighs approximately 1500g 

and accounts for approximately 2.5% of the adult body weight 

(Moore and Dalley, 2006).  

The liver is a solid gastrointestinal organ that largely 

occupies the upper quadrant of the abdomen. The costal margin 

coincides with the lower margin and the superior surface is 

draped over by the diaphragm. Most of the right liver and most 

of the left liver is covered by the thoracic cage. The liver 

extends superiorly to the height of the fifth rib on the right and 

the sixth rib on the left (Townsend et al., 2004). 

The posterior surface straddles the inferior vena cava 

(IVC). A wedge of liver extends to the left half of the abdomen 

across the epigastrium to lie above the anterior surface of the 

stomach and under the central and left diaphragm. The superior 

surface of the liver is convex and is molded to the diaphragm, 

whereas the inferior surface is mildly concave and extends to a 

sharp anterior border (Townsend et al., 2004). 

T 
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Surfaces of the liver  

The diaphragmatic surface is smooth and dome shaped 

where it is related to the concavity of the inferior surface of the 

diaphragm. Subphrenic recesses exist between diaphragm and 

anterior and superior aspects of diaphragmatic surface of the liver. 

The hepatorenal recess is a posteriosuperior extension of the 

subhepatic space that is a gravity-dependant part of the peritoneal 

cavity in the supine position (Moore and Dalley, 2006).  

The visceral surface is covered with perioteneum except 

at the fossa for gallbladder and the portahepatis. The visceral 

surface bears multiple fissures and impressions from contact 

with other organs (Moore and Dalley, 2006). 

Ligaments of the liver  

The liver is attached to the anterior abdominal wall by 

the falciform ligament and, except for a small area of the liver 

against the diaphragm (the bare area), the liver is almost 

completely surrounded by visceral peritoneum. Additional folds 

of peritoneum connect the liver to the stomach (hypogastric 

ligament), the duodenum (hepatodudenal ligament), and the 

diaphragm (right and left triangular ligaments and anterior and 

posterior coronary ligaments) (Darke et al., 2005). 

Important relations  

Anteriorly, the liver is related to the diaphragm, right and 

left costal margins, right and left pleura, and lower margins of 

both lungs, xiphoid process and anterior abdominal wall in the 

subcostal angle. 
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Posteriorly, the liver is related to diaphragm, right 

kidney, hepatic flexure of the colon, duodenum, gallbladder, 

IVC, esophagus, and fundus of the stomach (Snell, 2004). 

 

Figure (1): Anterior surface of the liver. Sherlock and Dooley (2002). 

 

Figure (2): Visceral surface of the liver. Sherlock and Dooley (2002). 


