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INTRODUCTION

Anesthesia and surgery in patients with liver diseases to the cause
concern because of the central role of the liver in many of the body's
metabolic and synthetic functions. The liver is vital organ responsible for
protein synthesis, glucose homeostasis, bilirubin excretion, and toxin
removal, among other critical functions. In general, the liver has
significant functional reserve due to its dual blood supply: portal-venous
(75%) and hepatic-arterial (25%). Hence, clinical manifestations of liver
damage only occur after considerable injury (Mueller et al., 2004).

Liver disease comprises a large spectrum of hepatic dysfunction. It
includes asymptomatic transaminitis, cirrhosis, and end-stage liver
disease. The most common causes of advanced liver disease are viral
infection (hepatitis C and B), alcohol abuse, autoimmune disease, drug or
toxin induced, metabolic disorders (eg, alpha-1 antitrypsin,
hemochromatosis, copper), and biliary tract diseases (Ziser and Plevak,
2001).

Any or all of the functions of the liver may be impaired in patients
with liver disease. As a result, the pharmacokinetic parameters of
anesthetics, muscle relaxants, analgesics, and sedatives can be affected by
changes in binding to plasma proteins, detoxification, and excretion;
bleeding risk can be increased because of coagulopathy; and
susceptibility to infection can be increased because of altered functioning
of hepatic reticuloendothelial cells and other changes in the immune

system as well as portal hypertension (Gholson et al., 1990).

The incidence of patients with advanced disease surgery is on the

rise; despite advances in antiviral therapeutics, cirrhosis secondary to



hepatitis C and chronic alcohol abuse continues to grow. Concurrently,
the medications and treatments aimed at improving survival in these
patients have been increasing. Therefore, it can be expected that a
growing number of patients with liver disease will undergo surgery. It has
been estimated that up to 10% of patients with advanced liver disease will
have a surgery in the last 2 years of their lives (Haranath and Brintha,
2006).

Several studies have demonstrated increased morbidity and
mortality in patients with advanced liver disease undergoing anesthesia
and surgery. The extent of surgery and co-morbid conditions also have a
major impact. In the past few years, changes have been made in the
diagnosis, preoperative preparation, surgical and anesthetic management
and perioperative care of patients with liver disease (Uddenfeldt and
Danielsson, 2001).
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