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I  Introduction 
 

Introduction 

Liver transplantation is the treatment of choice for patients with 

decompensated cirrhosis, acute liver failure, small hepatocellular carcinomas 

(HCCs), and chronic end-stage liver disease of different causes (Lucey et al., 

2013). 
 

 

The improvement in anesthesia and surgical skills, organ support device 

adoption, understanding of transplant immunology, and better intensive care 

management of complications resulted in increased survival rate of liver 

transplanted patients (Feltraco, et al., 2011). However, liver transplantation 

remains a complex operation which is associated with significant morbidity and 

mortality (Moreno and Berenguer, 2006). 
 

 

During and in the immediate postoperative period, the liver is subjected to 

multiple potentially damaging factors which affect the operative outcome. These 

factors include hypotension, hypoxia, ischemia and hepato-toxic drugs as well as 

donor-related factors (steatosis of the liver, the use of vasoactive drugs, 

hemodynamic changes), surgical-related aspects (intra-operative or post-

operative hemorrhage, vascular or biliary complications). Therefore, the 

postoperative outcome of each patient depends mainly on patient’s preoperative 

state, the quality of the donated organ, and the complexity of the surgery (Murray 

and Carithers, 2006). 

  

Improvements in pre-transplant treatment of cirrhosis-related organ 

dysfunction, intraoperative patient management, and improvements in the 

treatment of rejection and infections helped for better outcome of the patients. 

However, many important factors including unexpected peri-operative 

complications still make immediate post-operative care challenging and the early 

outcome unpredictable (Feltraco, et al., 2011). 
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I  Introduction 
 

 

Early post-operative management is crucial as significant changes may 

occur in both the graft and distant organs so, immediately after the operation, 

patients are transferred to the surgical intensive care unit (ICU) where they are 

maintained on mechanical ventilation till becoming fully conscious and able to 

breathe on their own and able to protect their airway. During the ICU stay, there 

is a need for close attention to management of fluid and electrolytes, which may 

be significantly altered as a result of prolonged operation and massive fluid shifts. 

Also, immunosuppressive agents are started early post-operative based on 

specific protocols and on the patient’s renal function with their doses adjusted 

according to blood levels and functional status of the transplanted liver and renal 

function (Eghtesad et al., 2005). 

 

Immediate achievement of physiological status including omission of 

mechanical ventilation, omission of invasive monitoring, and prevention of any 

type of complication is the major goal. Immediate enteral nutrition with 

immunonutrition and probiotics restores mucosal barrier function and decreases 

infections and other complications after liver transplantation in a natural manner 

(Mueller et al., 2004).  

 

If the graft function proves satisfactory and there are no early surgical 

complications, such patients can be rapidly weaned from sedation and 

ventilation, extubated, and discharged to the general ward within 48 hours 

(Vukcevic and Marik, 2007). 

 

Also in the early post-operative period, the pattern of liver function test 

results are monitored and any major alteration in liver function should initiate a 

series of studies for early detection of signs of dysfunction and according to the 

results, the adequate treatment is initiated as early as possible (Eghtesad et al., 

2005). 
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I  Introduction 

 

 

The main complications in the immediate postoperative period are related 

to the graft function (graft dysfunction and rejection), the surgical technique, 

systemic problems (pulmonary, renal, or neurological complications) as well as 

infections (bacterial, fungal, and viral). 

In the long term, the complications typically result from prolonged 

immunosuppressive therapy, and include diabetes mellitus, systemic arterial 

hypertension, de novo neoplasia, and organ toxicities, particularly nephrotoxicity 

(Moreno and Berenguer, 2006). 

 

Reaching the correct diagnosis is essential for all complications as different 

therapies often have implications on the graft function and patient outcome. 

However, the differential diagnosis is difficult due to the similarities of clinical 

manifestations and laboratory abnormalities of most liver transplant 

complications. Therefore, the role of post-liver transplantation critical care 

management is to prevent serious complications, reverse life-threatening 

complications and offers longer survival (Vukcevic and Marik, 2007). 


