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CIntroduction

Introduction

"The end justifies the means" the need for new livers
for children suffered from liver failure justified the
donation of their parents of a part of their livers; this is how
liver transplantation began.

Liver transplantation is the only treatment of
patients suffering from ESLD resulting from liver cirrhosis,
decompensated liver disease, acute liver failure and
hepatocellular carcinoma within Milan criteria (Roberto et
al.,, 2015). During the last four decades, liver
transplantation evolved from an experiment with a very
high mortality rate to a common procedure with acceptable
survival rates on the short and long runs (Stefan et al.,
2014).

Orthotopic liver transplantation (OLT) became a
routine procedure and the one and five year survival rate
had increased to 90% and 80% respectively (Bart et al.,
2012).

Living donor liver transplantation (LDLT) began in
1989 as a solution to solve the shortage of diseased donors
(DD) organs for pediatric recipients. The increasing
shortage of DD grafts for adults in North America and
Europe, gave way to living donation (LD) as a potential
solution to the shortage of DD organs (Shah et al., 2006).

Although more than 1100 cadaveric transplants are
performed each year, over 300 patients die annualy on the
liver transplant waiting list (Eurotransplant). Living-donor
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liver transplantation (LDLT) is a way to enlarge organ pool
for patients. In peadiatric patients, the donation of lateral
segment of the left lobe became more successful and a lot
of centers performed LDLT more and more (Peter et al.,
2004).

Some  countries  limit  cadaveric  organs
transplantation so LDLT was the proper solution for this
(Burcin et al., 2008). 4%-5% of all liver transplantations
(LTs) came from living donors (Andrea et al., 2017).

Chronic liver diseases are very common in Egypt.
Hepatitis C virus (HCV) prevalence is 14.7% between 15
and 59 years age. This high prevalence led to increased
numbers of patients in need to liver transplantation (LT)
who suffered from end stage liver disease (ESLD), (Khaled
et al., 2016).

Cadaveric organ donation is still illegal in Egypt. So
in order to save patients suffered from ESLD living donor
liver transplantation (LDLT) was begun. It was first
introduced in 1991 with acceptable results; but it is risky to
healthy donors, there is no cadaveric back up and is not
available for all patients (Khalaf et al., 2005).

Donor morbidity and mortality is a tremendous issue
as it limits living donation that was created to overcome the
shortage of organs (Andrea et al., 2017). Donor safety is
questioned despite the outstanding results of LDLT
(Itamoto et al., 2006).




