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INTRODUCTION

Liver transplantation is the treatment of choice for
various forms of end-stage liver disease, including viral liver
disease, liver malignancies, acute liver failure, and certain
metabolic derangements. What is also being seen in recent
years is that sicker patients are undergoing transplantation.
Sicker patients before transplant translate into sicker, more
complicated patients after transplant. Frequently, these patients
undergo transplantation when they have comorbidities and
organ dysfunction (Markmann et al., 2008).

The unique pathophysiology of patients with end-stage
liver disease has important implications for their critical care
treatment, particularly in the postoperative state (Doria et al.,
2006). After transplantation, careful management to avoid
complications and intervene early is necessary. Common
postoperative complications include graft dysfunction, vascular
thrombosis, biliary tract complications, infection, rejection,
neurologic injury, electrolyte imbalances, and drug
interactions. A multidisciplinary approach to care including the
critical care nursing is necessary for successful long-term
outcomes (Roberts, 2002).

The early post-operative period is a crucial time when
strict monitoring and sustainment of cardiorespiratory function,
frequent assessment of allograft performance, timely recog-
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nition of unexpected complications and prompt treatment of
extrahepatic organ system dysfunction is mandatory. Intensive
care management of liver transplanted patients mainly centers
on rapid hemodynamic stabilization, correction of
coagulopathy, early weaning from mechanical ventilation,
proper fluid administration, kidney function preservation, graft
rejection prevention, and infection prophylaxis (Marchioro,
2002).

Historical Perspectives:
Today, liver transplantation is a lifesaving procedure for

patients with chronic end-stage liver disease and acute liver
failure (ALF) when there are no available medical and surgical
treatment options. Thomas Starzl performed the first three
human liver transplantation at the University of Colorado in
1963, but did not achieve 1-year survival until 1967. Over the
next 15 years, relatively few liver transplantation were
performed, and the 1-year survival rate was only 30% until the
late 1970s and early 1980s when the implementation of
cyclosporine- based immunosuppression led to doubling of the
1-year survival rate. In 1983, these improved outcomes led to
the decision at a National Institutes of Health Consensus
Development Conference that liver transplantation was no
longer experimental procedure and deserved broader
application in clinical practice. This meeting initiated the
modern era of liver transplantation and resulted in the
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propagation of liver transplantation across the United States
and around the world (Groth, 2000).

Since the early 1980s, there have been significant
advances in all aspects of liver transplantation, including
recipient selection, donor management, operation technique,
immunosuppression, and postoperative management of liver
recipients. These changes, which have marked the evolution
from an experimental technique to established and routine
therapy, have resulted in enormous improvements in outcome.
The overall 1-year survival for adult and pediatric deceased
donor liver transplantation (DDLT) is now expected to be in
excess of 85%, with 5- and 10-year survival in excess of 70%
and 60%, respectively (Dausset, 2000).

The success of liver transplantation as treatment for most
types of acute and chronic liver failure has led to increased
referrals for transplantation in the setting of a relatively fixed
supply of cadaveric donor organs. At the end of 2006, more
than 17,000 patients were listed for liver transplantation in the
United States. Despite performance of more than 6,000 liver
transplantations annually in the United States during the past
several years only one thirds of candidates received liver
transplantation and almost 2,000 deaths have occurred annually
in patients listed for liver transplantation during past 6 years
(Starzl, 2002).


