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President of the Congress
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(PALTS)
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Free Scientific Presentations III
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Biliary Complications After Orthotopic Liver Transplantation;
Ten Years Experience
M Emad Esmat, UK

8:40 - 8:50

Hepatotoxicity of Transplant Immunosuppressive Agents
Mona H. Ismail, KSA

8:50 - 9:00

RKH Experience of Explanted Pediatric Livers in Relation
to LRLT, 2007
Hussa Al Hussaini, KSA

9:00 - 9:10

Chronic Rejection and Cytomegalovirus Infection in Living
Donor Liver Transplant Patients. Retrospective Study.
Wael Safwat, Egypt

9:10 - 9:20

Early Graft Function and Carboxyhemoglobin Level In Liver
Transplanted Patients.
Yasser Ali, KSA

9:20 - 9:30

Mean Arterial Pressure in Patients after Orthotopic
Liver Transplantation: Higher is Not Necessarily Better
Saher Badawy, Egypt

09:30 - 10:00

Coffee Break

10:00 -12:00

Plenary Session III: State-of-Art Lectures

10:00 - 10:30

“Controversies in Liver Transplantation for
Hepatocellular Carcinoma”
John Fung, USA

10:30 - 11:00

“High Hilar Dissection to Reduce Biliary Complication in LDLT”
Suk-Koo Lee, Korea

11:00 - 11:30

“Operational Tolerance Induction by Use of Donor-Derived
In Vitro modified Monocytes: A New Perspective for Patients
Undergoing Living-Related or Unrelated Liver Transplantation”
Fred Fändrich, Germany

11:30 - 12:00

“Ways to Solve Organ Shortage”
Massimo Malago, Germany
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Amadeo Marcos, USA
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Karim Boudjema, France
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Free Scientific Presentations IV

13:30 - 13:40

Treatment of Cirrhotic Patients with HCV Awaiting
Liver Transplantation
Hussien Elsiesy, USA

13:30 - 13:50

Hepatitis C Virus Genotype 4 Recurrence in Egyptian
Living Donor Liver Transplant Recipients.
Ayman Yosry, Egypt

13:50 - 14:00

De-Novo Autoimmune Hepatitis Following
Liver Transplantation for Hepatitis C and Hepatocellular
Carcinoma: A Case Report
Imam Waked, Egypt

14:00 - 14:10

Hepatitis C Virus Genotype 4 Recurrence Post Liver Transplantation
Ayman Abdo, KSA

14:10 - 14:20

Responses to Adefovir Therapy in Patients with Lamivudine-Resistant
Hepatitis B Virus YMDD Mutant Before and After Liver Transplantation
Ahmed Helmy, KSA
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Post-Liver Transplantation Renal Impairment and Type Of CNI,
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Rasha Refaie, Egypt
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Lunch Break
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OP-01
BEYOND THE FIRST 120 LIVER TRANSPLANTS
AT KING FAISAL SPECIALIST HOSPITAL
AND RESEARCH CENTER: EXPERIENCE AND
OUTCOME
Mohamed Al-Sebayel, Hatem Khalaf, Mohamed Al-Sofayan,
Mohamed Al-Sagheir, Ayman Abdo, Hamad Al-Bahili, Yasser
El-Sheikh, Ahmed Helmy, Yasser Medhat, Ahmed Al-Jedai
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
mohammed@alsebayel.com

Background: Herein we present our experience with
both deceased donor Liver Transplantation (DDLT)
and living-donor Liver Transplantation (LDLT).
Patients & Method: Between April 2001 and January
2007, 122 LT procedures were performed (77 DDLTs
and 45 LDLTs) in 118 patients (4 re-transplants).
Results: Overall male/female ratio 66/52, adult/pediatrric 107/11, and median age 43 years (range, 2-63 years).
Indications of is shown in Table (1). In the DDLT
group; median operating time was 8 hours (range, 419), median blood transfusion was 6 units (range, 040), and median and hospital stay was 13 days (range,
6-183). In the DDLT group; after a mean follow-up perriod of 760 days (range, 2-2085), the overall patient and
graft survival rates was 86%. In the LDLT group; meddian operating time was 11 hours (range, 7-17), median
blood transfusion was 4 units (range, 0-65), and median
hospital stay was 15 days (range, 7-127). In the LDLT
group; and after a mean follow-up period of 685 days
(range, 26-1540), the overall patient and graft survival
rates were 90% and 80% respectively. There was no signnificant difference in patient and graft survivals between
both groups. Biliary complications were significantly
higher in LDLT compared to DDLT, 25.6% vs. 2.6%
respectively (P<0.05). Vascular complications were
also significantly higher in LDLT compared DDLT,
8.9% vs. 2.6% respectively (P<0.05). Conclusions: Both
DDLT and LDLT are being successfully performed at
KFSH&RC with good outcomes. Our early experience
indicates higher rate of biliary and vascular complicattions in the LDLT group.

Oral Presentations

oral abstracts
OP-02
LIVING DONOR LIVER TRANSPLANTATION
(LDLT) PROGRAM: PERSONAL EXPERIENCE
IN WADY EL-NEEL HOSPITAL
Mahmoud El-Meteini, Alaa Fayez, Mohamed Fathy, Mohhamed Bahaa, Hatem Saafan, Hisham Abdelkader, Ahmed
Mokhtar, Fawzia Abofetouh, Maged Salah, Saher Badawy,
Ibrahim Mostafa, Rasha Refaie, Wael Safwat, Magda ElMonairy, Sameh AbdulWahab, Mohamed Shaker, Ahmed
El-Dory
Wady El-Neel Hospital, Cairo, Egypt
mmeteini@idsc.net.eg

From October 2001to date a total of 138 patients (pt.)
with end-stage liver disease (ESLD) underwent LDLT
in our center. This included 118 adults (85.5%) and 20
children (14.5%). The last 42 cases (30.4%) underwent
LDLT without foreign participation. This group includeed 32 adults (27%) and 10 children (50%). The princciple indications for LDLT were HCV ESLD (64.5%)
followed by HCC (27%) in the adult group and extrahepatic biliary atresia in the pediatric age group. Single
donor mortality (0.7%) is recorded. Donor complicattions included biliary leaks in 7.2% (n=10), re-operation
for bleeding in 3.6% (n=5) and minor complications in
7.2% (n=10). Twenty-nine percent (n= 41) of our reccipients died including 22% (n=31) early mortalities
(within the first 3 month) and 7% (n=10) late mortaliity. Biliary complications was the bete-noir in our series
as it touched 25 pts. (18.5%). Vascular complications
occurred in 6 pts. (4.3%) and included hepatic artery
thrombosis in 3 pts. (2.1%), portal vein thrombosis in 2
pts. (1.4%) and outflow narrowing in a single case. Hcv
recurrence was documented in 16 pts. (15%).
OP-03
LIVING DONOR LIVER TRANSPLANTATION
AT DAR EL-FOUAD HOSPITAL, EGYPT: 5 YEARS
EXPERIENCE
Ibrahim Marawan, Adel Hosny, Osama Malt, Refaat Kamel,
Yasser Hetata, Ahmed Ghali, Gamal Esmat, Ayman Yousry,
Ashraf Omar, Magdy ElSerafy, Samy Refaat and Wahid Doss
Dar El-Fouad Hospital, Cairo, Egypt
whhdoss@hotmail.com

LDLT is becoming the solution for organ shortage
worldwide. Dar Al Fouad hospital, Cairo, Egypt started
a living donor liver transplantation program in August
2001. One hundred and twenty eight cases were perf-
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Oral Presentations

formed till December 2006; 119 males and 9 females.
Ages: 5 pediatric cases, 6 patients above 60 years and
the rest between the ages of 25 and 60 years. The main
indication for transplantation was HCV-related cirrhossis (113cases). The remaining etiologies included HBV,
Wilson’s disease, sclerosing cholangitis, biliary atresia,
familial cholestasis, cryptogenic cirrhosis and others.
The cumulative 5 years survival rate is 66.5 % and the
immediate post-operative mortality (within 3 month)
was 12 %. Causes of mortality included post operattive bleeding, biliary complications, pulmonary compplications, graft non-function and others. Regarding
morbidity: Re-opening in 42 cases (32.8%), hepatic
artery problems 11 cases (8.5%), portal vein stenosis
7 cases (5.4%), hepatic venous outflow obstruction in
one case (0.78%). Biopsy-proven HCV recurrence was
diagnosed in 29 cases (22.6%) of which 16 received
Interferon therapy (3 stopped, 6 became PCR negative
and 7 still on treatment). Biopsy proven acute cellular
rejection who received pulsed steroid therapy in 36 casees (28.1%). Biliary complications as stricture , leakage
or both in 48 patients (37.5%). Tacrolimus neuro and
nephro toxicity, requiring a shift to other immunosupppressives in 37 cases (28.9%). Two donors developed
biliary complications that were treated by ERCP and
stenting. There were no donor mortalities.
OP-04
NATIONAL LIVER INSTITUTE EXPERIENCE IN
LDLT
I Marwan, T Ibrahim, E Waked, A Helmy, S Soliman, E Hammad, H Soliman
National Liver Institute, Menoufeya University
i_k_marwan@yahoo.com

Between 28 April 2003 and the end of January 2007,
30 patients consecutively underwent LDLT at the
National Liver Institute, Menoufia University. They
were 22 males & 8 females, ranging in age from 0.75
to 60 years (mean 23.7±20.9), sixteen of whom were
Children (<18 years of age) & 14 were adults (>18
years). The range of their body weights (BW) were 7.8
-98.00 kg. According to ABO blood group compatibiliity 21 recipient were identical blood group to the donor
blood group and 9 were compatible. The indications
of transplantation were Post Hepatitic Cirrhosis in 10
(33.3%) cases ,Biliary Atresia in 7 (23.3%) cases, Budd
Chiari syndrome in 3 (10%) cases, Bylar’s disease in 2
(6.6%) cases, Congenital hepatic Fibrosis in 2 (6.6%)
cases, HCC in 4 (13.3%) cases, Hepatoplastoma in 1
(3.3%) case, and Sclerosing cholangitis in 1 (3.3%) case.
Donor grafts were harvested from a living related don-

S

nor using a meticulous technique using CUSA/ Bipolar
method and was washed out using HTK solution then
implanted in the recipient as soon as possible. The grafts
used were SII+SIII in 10, S2+S3+Partial segment IV
in 2 , LT. Lobe in 3 ,Rt. Lobe without MHV, in 10 and
RT. Lobe with MHV in 4 cases . Graft weight (g) was
299.67±124.706 gm (range 110-550) in pediatric cases
while it was 904.17 ±155.882 gm (range 600-1200) in
adult cases. GRWR was 1.9740±0.82768 (range 0.883.46) in pediatric patients and 1.1975±0.247 (range
0.90-1.61) in adult cases. CIT was 63.87±23.537
minutes (range 25-90) in pediatric cases and 122.50±
94.640 minutes (range 30-340) in adults. WIT was
37.27±10.12 minutes (range 25-68) in pediatric cases
and 55.25±27.50 minutes (range 30-120) in adults.
Results: The mean initial hospital stay after LDLT was
43.65 (±27.04) days ranging from 16 to 140 days. Nine
(30%) patients required further hospitalization ranged
in frequency from 1 to 9 times. The mean follow-up
period was 12.77±6.25 (range 6-34.00). By the end of
this study, 15 patients (50%) died. The perioperative
mortality was 26.6% (8/30); 6-month survival 70 %
(21/30) and 1 year survival is 56.6% (17/30). Causes
of mortality was as follows Biliary leak, Sepsis & MOF
in 2, Venous outflow obstruction in 1, Undetermined
(?? Pulmonary embolism) in 2, Shock liver & MOF in
2, Internal hemorrhage & graft dysfunction in 1, Small
for size syndrome in 1, Chronic rejection in 2 , Chronic
renal failure in 1, Brain insult in 1, and Portal vein
thrombosis 1 patient. Conclusion: LDLT is an accepted
alternative to cadsaveric LTx, results can be improved
by better patient selection.
OP-05
ADULT-TO-ADULT LIVING-DONOR
TRANSPLANTATION: MANSOURA
EXPERIENCE
Omar Fathy, Mohamed EL-Saadany, Mohamed El-Shobari,
Tarek Salah, Amr Yassen, Walied Al-Saraf,Mohamed AbdelWahab, Nabeh Anwar, Olivier Boillot and Farouk Ezzat.
Liver Transplantation Unit, Gastroenterology Surgical Center,
Mansoura University, Egypt
elsaadanymohamed@yahoo.com

Introduction: End stage liver failure has become a majjor national health problem in Egypt. Liver transplanttation has been regarded as the best therapy in these
group of patients.Since cadaveric liver transplantation
has not been approved yet, living-donor liver transplanttation has emerged in Egypt as an alternative option.
Patients and methods: Between May 2004 and January
2007 we performed 27 cases of adult-to-adult right
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OP-06
EARLY EXPERIENCE WITH LIVING RELATED
DONOR LIVER TRANSPLANTATION, JORDAN
HOSPITAL
A Bashir, A Jarrad, S Hammoudi,M Ababneh, H Abu-Ghosh
Jordan Hospital and Medical Centre, Amman, Jordan
drhni@yahoo.co.uk

Background: Liver disease is a major health problem in
the Middle East, resulting in a substantial number of
patients suffering from life-threatening complications
of end-stage liver disease. Liver transplant is a standard
treatment for end stage liver disease, increasingly end
stage liver disease is seen in Jordan, and there was an
obvious need for a liver transplant program in Jordan.
Living donor liver transplant program started at Jordan
hospital in September 2004. This program continues to
date, with a total of 32 procedures have been performed

Ann Saudi Med 27(2) Supplement March-April 2007

so far in our centre. In this presentation, the result of
liver transplantation at the largest liver transplant centter in Jordan is presented with a special emphasis on the
difficulties hindering the expansion of such programs.
Patients and Methods: A series of 32 liver transplant
procedures was performed between September 2004
and February 2007. This is the largest series of liver
transplant cases reported to date in Jordan. Patient data
were retrospectively analyzed with a special emphasis
on age, sex, indication, Child’s class and MELD score,
mortality and morbidity. Result: The actuarial survival
rate at three months and one year was 78.1% and 65.6%,
respectively. The dominating cause of early death was
sepsis, renal failure and surgical complications. Late
death was generally due to biliary complications causiing sepsis and multi-organ failure (MOF); no vascular
or ischemic causes were encountered. Conclusion: The
sick patients especially ICU ones did not do well beccause of chronic illness and they will not tolerate compplications of living donor liver transplant which preferaably should be done with non heart beating donors if
possible. However, liver transplantation has been succcessful in Jordan.

Oral Presentations

lobe living- donor liver transplantation at our center.
They were 23 males (85.18%) and 4 females (14.82%).
Their age ranged between 23 and 63 years with median
age of 52 years. The indication of liver transplantation
in these patients was end stage liver disease due to postHCV cirrhosis in 20 (74%); HCV-related HCC in 4
(14.8%); hemochromatosis with HCV in 1.0 (3%);
Budd-Chiari syndrome in 1.0 (3%) and liver cirrhosis
due to autoimmune hepatitis type 1 in 1.0 (3%). The
donors were 19 males and 8 females with median age
20 years (range: 20-41). The relationships of the donors
to the recipients were: 2 wives; 4 sons; 2 daughters; 1
brother; 1 sister; 9 nephews; 3 nieces; 2 cousins and 3
unrelated. Blood group was identical in 20 (74%) and
compatible in 7 (26%) cases. Liver biopsy of the donnors showed mild steatosis (5-20%) in 8 patients only
(29.6%).We used the right liver lobe only of the donor
without the middle hepatic vein, with graft-to-recipieent weight ratio (GRWR) more than 0.8, as it ranged
between 0.88 and 1.84. Results: Twenty-three patients
(85.15%) have survived while 4 patients (14.82%) died.
Major complications in the recipients included:acute
cellular rejection (ACR ) in 33.3%, recurrent HCV in
39.1%. Hepatic artery thrombosis occured early in one
patient (3%), portal vein thrombosis in another one
(3%) and PV stenosis late in a 3rd patient (3%). Biliary
complications included cholangitis (44.4%), bile leak
(25.9%) and stricture in (14.8%). No donor mortality
or long term complications were reported. Major donor
complications included relaparotomy due to internal
hemorrhage (3%) and excessive biliary leakage (3%).
Conclusion: Living-donor liver transplantation has an
acceptable outcome in adult patients and donors.

OP-07
LIVER TRANSPLANTATION AT KING HUSSEIN
MEDICAL CENTER JORDAN (HKJ)
I Ghazzawi, W Obeidat, F Zureiqat, A Ziadat, S Smadi, A
Obeidat, S Halasa, J Haddad
King Hussein Medical Center -Amman, Jordan
ghazjo@yahoo.co.uk

Objective: To assess the outcome of live related liver
transplant at KHMC which was launched two years
ago with the help of our Turkish partners from Istanbul
Method: 14 patients were transplanted and followed up
on average of one year and complications noted. Results:
15 operations were performed; 9males, 6 females, age
range 3-52 years mean age 30 years, 11 patients were
transplanted for chronic liver disease, one hepatoblastomma, one sub acute hepatitis B, one congenital hyperbilirrubinemia. 90 days survival rate 79%, one year survival
71%, total number of deaths: 4 patients(29%). graft
failed in the first 90days 21% due to: vascular thrombossis, sepsis, poor venous drainage. Strictures were found
in 6 patients 43% ,all were dilated and stented One pattient was re-transplanted. One patient had cerebral inffarct with no neurological deficit, one patient had incissional hernia. Donors Complications: Two had pleural
effusion, one had pneumothorax,one developed jaunddice resolved spontaneously, one had incisional hernia.
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All were treated properly and are healthy. Conclusion:
Our results are promising as it is only the start and we
will be doing our transplantations with Jordanian manppower.
OP-08
ADULT-TO-ADULT LIVING RELATED LIVER
TRANSPLANTATION IN ALGERIA: REPORT OF
21 CASES.
K Bentabak, A Graba, K Boudjema, B Griene, N Debzi, SA
Faraoun, N Bekkouche, JM Bodin, M Lakehal, SE Bendib, N
Terki and T Boucekkine
General Oncologic Surgery and Liver Tranplantation Servicees, Centre Pierre et Marie Curie, University of Algiers
kamel_bentabak@hotmail.com

Introduction. In the absence of cadaveric grafts, an adult
living donor liver transplant program was started in
Algiers in February 2003. The aim of this study is to repport our results. Patients and methods. From February
2003 to December 2006, twenty one adult-to-adult liviing related liver transplantations were performed. The
donors were twelve women and nine men of mean age
of 27 years (range, 18 to 48 years). Right hepatectomy
was performed in nineteen patients and left hepatecttomy in one patient. The recipients were twelve women
and nine men of mean age 37 years (range, 16 to 55
years). Follow-up ranged from 1 month to 45 months
(median 20 months). Results. Of the donors, all are
alive. One donor operation was aborted due to death of
the recipient during the procedure. Seven donors (33%)
experienced complications in the immediate postoperattive period. One hyperthermia, one nephritic colic, one
pulmonary infection, one partial portal vein thrombossis and one partial hepatic vein thrombosis which were
treated medically. Two donors underwent reoperation,
one for hemorrhage and one for subphrenic abscess. No
long-term donor complication was encountered. Of the
recipients, six died. One during the procedure by hemoorrhage, four in the immediate postoperative period
due to an arterial thrombosis, a heart failure, a primary
dysfunction, a biliary peritonitis in one case respectively
and one died at one year due to a sepsis. Among the fiftteen other recipients, complications were encountered
in five cases. Two bilioma in relation to a biliary-intestinnal fistula, one biliary peritonitis, one thrombosis of the
splenic vein with a left portal embolus and one biliary
and portal vein stricture. Overall 1-year patient survival
rates was 71.4 %. Conclusion. Our results are comparabble to other reports suggesting that adult-to-adult living
related liver transplantation is feasible with no mortaliity and low morbidity in donors. They encourage us to
continue the activity of LTLD. However, it is important
to develop a cadaveric liver transplant program.
S

OP-09
LIVER TRANSPLANTATION IN LEBANON
Mohamad Khalifeh and Alaa Sharara
American University of Beirut Medical Center, Lebanon
mk12@aub.edu.lb

Introduced as a clinical procedure more than 35 years
ago, orthotopic liver transplantation (OLT) has beccome an established therapy for end-stage liver disease.
Lebanon has joined the group of developing countries
offering this treatment with early and long term succcess comparable to well established transplant centers.
The first liver transplantation in Lebanon was successffully performed in October 1998. The recipient was a
child suffering from end-stage liver disease secondary
to biliary atresia. The graft was obtained from an adult
cadaveric donor. Since then, a total of 15 transplants
have been performed at the American University of
Beirut Medical Center. Twelve of the 15 are alive and
leading normal life with a median follow-up time of 1 to
9 years. Liver transplantation in Lebanon is being perfformed both from cadaveric and living-related donors.
Whole graft and split-in-situ from cadavers with left
lateral segments and right lobes are obtained from liviing related donors. Indications have varied from viral or
alcohol-related cirrhosis to Budd-Chiari and metabolic
liver diseases such as familial hypercholesterolemia. In
the wake of success of the first case of OLT in Lebanon,
there was a surge of public interest in the concept of orggan donation. The National committee on organ donattion was launched in February 1999. The lack of public
education and financial resources are important obstaccles to promotion of liver transplantation in Lebanon.
But with the support of the public, media, religious
leaders and non-governmental organizations, steady
progress and improvement has lately been witnessed.
Liver transplantation in Lebanon as a modality of treatmment was established to last and stay. However, though
Lebanon shares a lot of similarities with European and
North American countries in clinical medicine, when it
comes to transplantation using organs from cadavers,
it has more similarities with the developing countries.
The limiting factor in liver transplantation nowadays is
the availability of suitable human organs for transplanttation. However, in an area as large as the Middle East
with a population estimate of ~250 million people in
2000, it is likely that the number of patients requiring a
liver transplant approaches that in the USA. Most pattients with advanced liver disease in the Middle East
continue to die from their disease with only a lucky
few receiving liver transplantation at home or abroad.
Living-related liver transplantation may, however, offer
a glimmer of hope for developing nations. However,
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OP-10
WEB-BASED PANARAB LIVER
TRANSPLANTATION REGISTRY
Shazia Naz Subhani
Biostatistics, Epidemiology and Scientific Computing Departmment King Faisal Specialist Hospital & Research Centre, Riyyadh, Saudi Arabia
ssubhani@kfshrc.edu.sa

Background: With the explosion of Internet availability,
web-based applications became extremely popular especcially in cases where distributed centers needed to enter,
update and analyze information stored in one centralized
place. Disease registries are one of the best candidates
to become such Internet-enabled applications as they
serve an important role in the support, investigation and
application of emerging treatments and technologies in
health care, and in the study of rare or unusual diseases
or treatments. The King Faisal Specialist Hospital and
Research Centre (KFSH&RC), Riyadh, Saudi Arabia
realized the need to have a Liver Transplant Registry.
This registry will serve as a single repository for all liver
transplant cases in KFSH&RC for better management
of the problem and resource allocation. The web-based
registry software design is in progress where data will
be kept in a relational database. Merging related informmation in the form of databases can provide improved
health care operations through instant access to data,
ease of managing complex data structures, and creation
of reports to be used by healthcare planners and hosppital administrators. Methods: The web-based registry
application enables its authorized users to enter, view,
edit, search, validate, and export patient data. In addittion, reports and charts can be generated with real-time
data. The security measures that will be established into
the application will ensure that only authorized users
can gain access to the functionalities of the registry at
allowed times. Administrative features will be designed
to easily manage the registry-related operations. Ressults: Liver Transplant registry will be the first of its
kind in the Middle Eastern Arab countries that will
offer an anytime-anywhere access to the registry data
due to its functionalities, thereby, removing the geoggraphical boundaries and allowing the registry extenssion on regional/international level. Data from registry
will enable hospital administration and eventually the
management on national level to focus on the needs of
liver transplant centers in the country, required resource
allocation and better patient care.
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OP-11
OPERATIONAL TOLERANCE INDUCTION
BY USE OF DONOR-DERIVED IN VITRO
MODIFIED MONOCYTES: A NEW
PERSPECTIVE FOR PATIENTS UNDERGOING
LIVING-RELATED OR UNRELATED LIVER
TRANSPLANTATION

Oral Presentations

an added challenge remains regarding the complex loggistics involved in public education and acceptance of
cadaveric organ donation in particular as it pertains to
social, ethnic, and religious taboos.

Fred Fändrich, FRCS
Dept. of General and Thoracic Surgery, University, SH,
Campus Kiel, Germany
ffaendrich@surgery.uni-kiel.de

Tolerance can still be considered the ultimate goal in
transplantation medicine. Current tolerance protocols
aim at achieving donor-specific tolerance by clonal delletion via mixed haematopoietic chimerism induction
or, alternatively, via induction of peripheral tolerance
by stimulating the expansion of “regulatory T-cells”.
Regulatory T cells (Tregs) have reached centre-stage in
immune tolerance research and their role for preventing
autoimmunity or generating transplantation tolerance
is now undisputed. However, little is known about their
induction, biology and mechanisms of action. In order
to use Tregs to approach the ultimate goal of dominant
transplantation tolerance, it is of utmost importance to
reliably generate donor-antigen-primed regulatory lympphocytes which are able to modify the host´s immune
response selectively in a donor-specific fashion and will
sustain stable tolerance in an allogeneic setting. The
major focus of our work investigates the possibility to
generate donor-derived monocytes which, upon in vittro modification with M-CSF and Y-IFN, will be able
to induce so-called regulatory T lymphocytes, by definnition CD4+, CD25+, CD127-, Foxp3+ cells after a
short-term co-culturing procedure. Translation of these
in vitro findings has successfully been achieved in the
clinical setting of living-related kidney transplantation
where patients were conditioned with donor-derived
tolerogenic monocytes. This approach allowed progresssive weaning of immunosuppressive drugs over a period
of six months postoperatively with stable sustained
graft function under non-therapeutic tacrolimus trough
levels (<4.2 ng/ml). The perspectives for minimalizattion of immunosuppressive drugs in patients undergoiing living-related or unrelated liver transplantation will
be outlined.
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OP-12
LONGTERM RESULTS OF PEDIATRIC LIVER
TRANSPLANTATION

very good outcome and it is the best solution up till now
for children with end-stage liver disease .

M Burdelski,* K. Helmke,† D Broering‡
*Dept. of Pediatrics, †Dept. of Pediatric Radiology, ‡Dept of
Hepatobiliary Surgery and Transplantation, University Hospittal Hamburg-Eppendorf, Germany
burdelski@uke.uni-hamburg.de

OP-14
INVASIVE AND INTERVENTIONAL
RADIOLOGY IN PEDIATRIC LIVER
TRANSPLANTATION

Background: After short-term survival in pediatric liver
transplantation has reached almost 100%, time has
come to addtress long-term results. Donor organ and
recipient are turgets of multiple attacks which might
interfere with long-term outcome. These attacks derive
from underlying disease, surgical problems such as vasccular or biliary tract complications, from infection, drug
and immunologically induced complications and from
psychological factors such as non-compliance. Methods:
In a retrospective analysis we have examined 56 patients
surviving longer than 10 years looking for late morbidiity. Results: Immunological complications: Septicemia
(5%), chronic rejection (7%). Surgical complications:
intestinal obstruction (2%), portal hypertension
(14%).Drug related complications: arterial hypertenssion (14%)and renal insufficiency (7%). Psychological
complications: Non-compliance (8%). Conclusion:
Underlying disease, surgical technique and drug-related
complications contribute to late complications.
OP-13
PEDIATRIC LIVER TRANSPLANTATION IN
EGYPT, WHERE DO WE STAND
Alaa F Hamza, Mahmoud Elmeteini, Hatem Saafan, Hisham
Abdelkader, Magd Kotb, Adel Reyad, Ahmed Mokhtar and
Mohamed Shaker
Liver Transplantation Unit Wady Elneel Hospital, Egypt
shamza@idsc.net.eg

In October 2001 the first two cases of LRLT in children
were done in Egypt. Since then and till January 2007
46 cases were transplanted. In Wady Elneel Hospital
20 children were transplanted over this period. There
were 10 males and 10 females, their age ranged from 7
months to 16 years. All donors were related except one
emotionally related donor as the recipient parents were
heterozygous for the same disease (hypercholesteroleemia). The commonest indication was Biliary Atresia
(9 patients) and there were 5 patients below 10 kgs of
weight . One year survival was 100% and the over all
survival is 95%. Complications were more common in
the group below 10kgs of weight and except for one
patient with fulminant liver failure the hospital stay
ranged from15 days to 45 days with average of 23 days.
Living related liver transplantation in children has a
S

M Burdelski,* K Helmke,† D Broering‡
*Dept. of Pediatrics, †Dept. of Pediatric Radiology, ‡Dept of
Hepatobiliary Surgery and Transplantation, University Hospittal Hamburg-Eppendorf, Germany
burdelski@uke.uni-hamburg.de

Background : From 1991-2006 497 pediatric liver transpplants have been performed. Split liver (SL)n=199, liviing related (LR) n=161, full size (FS) n=81, and redduced size (RS) n=56 were used. Aim: To evaluate
the need of invasive and interventional radiological
procedures according to the technical variants used.
Results: The overall prevalence of bile duct obstructtions was 6,6%. It was highest in RS (8,9%), followed
by FS (6,2%), RL ( 6,2%) and SL (5,5%). Percutaneous
transhepatic cholangiography and balloon dilatation
was successful in 13/33 patients. Portal hypertension
requiring direct splenoportography was needed in 22
patients. Percutaneous transhepatic portography was
performed in 5 patients. In 3/5 patients balloon dilatattion was successful.Hepatic vein obstruction was diagnnosed in 6 patients. Balloon dilatation was successful
in all of them. Conclusion: Surgical variants showed no
predominace of a single technique. Invasive and intervventional radiography were useful tools to prevent or
postpone retransplantation.
OP-15
OUTCOME OF HEPATOPULMONARY
SYNDROME IN CHILDREN: KING’S COLLEGE
HOSPITAL EXPERIENCE
Al-Hussaini A, Samyn M, Bansal S, Heaton N, Rela M, Buxtton-Thomas M, Mieli-Vergani G, Dhawan A
Pediatric Liver unit, King’s College Hospital , London, United
Kingdom
aa_alhussaini@yahoo.com

Background: Increasing experience with liver transplant
(LT) for hepatopulmonary syndrome (HPS) has led to
a concern that postoperative mortality and morbidity
may be increased relative to cirrhotic patients without
HPS. The fact that LT may lead to an improvement in
oxygenation parameters is now well established, but the
percentage of patients demonstrating full recovery and
the definition of the time to resolution of HPS are not
well defined. Aim of the study: This report contributes
one of the largest series to date of HPS in children with
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OP-16
PATTERNS OF CHOLESTASIS IN SAUDI
CHILDREN; BIOCHEMICAL AND
MOLECULAR APPROACH
S Wali
Riyadh Military Hospital, Saudi Arabia
drsamiwali@yahoo.com

The Riyadh armed forces hospital started living related
liver transplant program in 1998. Since then, we evaluaated more than 550 children with various liver disordders. The consanguinity rate was more than 76% in
this population. We classified our patients depending
on simple biochemical data that are based on molecular
physiology of the various familial disorders. Progressive
familial intrahepatic cholestasis was one of the most
common disorders detected in the gulf area. We present
our experience and approach to the various familial liver
disorders that are seen in our unit since the beginning
of the program.
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OP-17
EVIDENCE THAT AN EXTENSION OF MILAN
CRITERIA TO 5-5 CRITERIA DOES NOT
IMPACT SURVIVAL NOR HCC RECURRENCE
AFTER LIVER TRANSPLANTATION FOR
HEPATOCELLULAR CARCINOMA.

Oral Presentations

the aim to address the above mentioned issues. Methoods: We identified children with HPS from 1990 to
2004. Inclusion criteria: liver disease or portal hyperttension, hypoxemia (PaO2<70 mm Hg or O2 saturattion <95%) and intrapulmonary shunting documented
by macroaggregated albumin (MAA) scan ratio of >
4%. Patients were classified into three grades based
on MAA shunt ratio; mild group (<20%), moderate
group (20%-40%) and severe group (>40%). Resoluttion of HPS post-LT was defined as PaO2>70 mm Hg
or O2 saturation>95%. Results: Eighteen children were
diagnosed to have HPS, underlying liver disease being
biliary atresia (n=8), cryptogenic biliary cirrhosis (4),
progressive intrahepatic cholestasis (2), cystic fibrosis,
alpha 1 antitrypsin deficiency, portal vein thrombosis
and congenital portosystemic shunt in 1. There were 12
girls (66%) with a median (range) age at diagnosis of
HPS of 8.6 years (1-15.5 years). The degree of shunting
was mild in 8, moderate in 5 and severe in 4. Fourteen
patients underwent LT with resolution of HPS in 13.
Two patients developed hepatic artery thrombosis and
4 developed biliary complications. Four children died
(28%), two pre LT and two post LT. The one-year survvival rate post LT was 93%. Mean PaO2 was significantlly lower in non-survivors compared to survivors (43 Vs
55.2 mm Hg) (P=0.03). O2 saturation <78% was the
strongest predictor of mortality (P=0.05, LR=5). There
was significant correlation between oxygen parameters
pre LT and the time to HPS resolution post LT. Conccusion: HPS is reversible after LT, but the severe form
is associated with increased mortality and morbidity.

H Badran,*,** C Meyer,† R Adam,‡ A Plessier,§ F Durand,§
O Boillot,|| J Dumortier,|| S Dharancy,¶ MN Hilleret,# T
Decaens,*Cherqui1, C Duvoux
*Liver Transplant Units of Henri Mondor Hospital, Créteil;
†Hautepierre Hospital, Strasbourg; ‡Paul Brousse Hospital,
Villejuif, §Beaujon Hospital, Clichy; ||Edouard Herriot
Hospital, Lyon; ¶CHRU Lille; #CHRU Grenoble, France,
**National Liver Institute Egypt
hanabadran21@hotmail.com

Background and Aim: We recently suggested on a large
cohort of pts transplanted for HCC between 1988 and
1998 that 5-year survival rates were similar (61% vs 55%,
P=0.2) between pts within Milan criteria or fulfilling
the following extended criteria: tumors <5 in number
and with max. diameter of the largest nodule <5cm*,
i.e. the 5-5 criteria. The aim of this study was to reassess
the results of these extended criteria on a more recent
cohort of pts transplanted for HCC in France. Patient
and methods: A retrospective analysis of 168 patients
transplanted between 1999 and 2001 for HCC without
venous obstruction in 7 French centers comprised 133
Milan + pts, and 35 Milan - pts fulfilling the 5-5 critteria. The survival and recurrence rates, and the tumor
features of these 2 groups were compared. Results: The
5-year survival rates were similar in the Milan+ pts and
5-5 pts (79.5% vs 80.0% , P=0.46, Log rank test), with a
similar rate of post-operative mortality (6.2% vs 5.7%).
HCC recurrence rate did not differ between the 2
groups (8.9% vs 11.8% P=0.26). These results were obsserved despite the following significant differences bettween pre-LT tumors characteristics in FP : 111.3±439
ng/ml vs 388.2±839.3 P=0.015, (Milan + and 5-5
pts: pre-LT pre-LT number of nodules : 1.6±0.8 vs
3.2±1.2, P<0.0001, pre-LT diameter of largest nodule
: 2.4±0.9 cm vs 3.5±1.0 cm, P<0.0001, pre-LT sum of
diameters: 3.2±1.3cm vs 6.2±1.4 cm, P<0.0001. On
the explanted liver, all the aforementioned criteria were
comparable between the 2 groups: post-LT number of
nodules: 3.1±5.3 vs 4,5±3.6, P<0.07, post-LT diametter of largest nodule : 3.0 ±2 cm vs 3.5±1.7 cm, p<0.23,
post-LT sum of diameters: 5.5±3.9cm vs 6.8±3.9 cm,
P<0.14. The prevalence of well differentiated tumors
were comparable in both groups (64% vs 63%=0.88)
and no difference was noted in the rate of micro-vasccular invasion (24.8% vs 32.3%, P=0.54) Multiple
regression analysis revealed that only micro-vascular
invasion (P=0.04, OR 7.8) and degree of differenciatS
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tion (P=0.03, OR=12.4) were independently related to
recurrence but not the pre or post-LT size and tumors
number, whereas independent factors related to mortaliity were age at LT (P=0.028, OR=1.1) and degree of
differenciation (P=0.003, OR=7.0). Conclusion: This
study shows that a moderate extension of transplantattion criteria to HCC < 5 nodules and largest < 5 cm
does not impact tumor recurrence rates and confers an
excellent post-transplant survival comparable to that of
Milan positive patients, close to 80%. The 5-5 criteria
can therefore be proposed as extension criteria for LT
for HCC.
OP-18
EGYPTIAN EXPERIENCE WITH BILIARY
COMPLICATIONS IN 100 CASES OF LIVINGDONOR LIVER TRANSPLANTATION (LDLT)
Refaat Refaat Kamel,Wahid Doss, Ayman Yousry, Magdi El
Serafi, Adel Hosny
Ein Shams University, Egypt
refaatkamel@yahoo.co.uk

Biliary anatomy and techniques of biliary reconstructtion have been a great challenge in LDLT. Biliary compplications have been termed the Achilles’ tendon of liver
transplantation, more so for LDLT. The most common
biliary complications are biliary leaks and strictures.
The diagnosis and management of biliary complicattions has changed fundamentally. Treatment modalitties are initially non operative in cases of strictures,
endoscopy or interventional radiology based, leaving
surgical intervention for otherwise incurable lesions
and for major leaks. We have performed One hundred
and thirty cases of LDLT between August 2001 and
Today. This is a partly prospective partly retrospective
study of 100 cases of LDLT including the biliary anatoomy, biliary complications and their management. Five
cases were complicated by leakage. Four necessitated
surgical drainage and one was managed conservatively
by repeated Ultrasound-guided aspiration and Pig tail
drainage. Twenty five strictures were encountered. Two
responded to conservative management. Nineteen cases
were managed by ERCP and stenting. Six cases were
managed by PTD after failure of ERCP. In two cases
both ERCP and PTD failed and surgical correction had
to be resorted to. Biliary complications initially consideered non fatal have resulted in graft loss in five cases and
as such a more aggressive policz in dealing with biliary
complications is advocated.
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OP-19
FEASIBILITY OF LAPAROSCOPIC LIVING
DONOR LEFT LOBE LIVER HARVESTING IN
PEDIATRIC LIVER TRANSPLANTATION
Abdelaal Amr, Ali Choukr, Adham Mustapha, Dumortier
Jérôme, Sagnard Pierre, Boillot Olivier
Unité de Transplantation Hépatique, Hôpital Edouard Herriot
5, Place d’Arsonval 69437 Lyon France
aaabdelaal@yahoo.com

Objective: Reporting our initial experience in laparosscopic left lobe harvesting in pediatric living donor liver
transplantation with the analysis of perioperative donnors’ morbidities in an attempt to judge the feasibility of
this technique. Introduction: LDLT is considered as an
effective alternative to overcome the problem of organs
shortage. The era of controversy of the appropriateness
of LDLT for children has passed and most specialists
believe that this technique should be part of any pediatrric liver transplantation program. Owing to the remarkaable progress in recent innovations for laparoscopic
hepatectomy, several types of anatomical and non-anattomical liver resection are being now performed laparosscopically. The main concerns related to LDLT outcome
are the donors’ safety and also the donors’ quality of life
post operatively. Patients & Methods: From May 2005
to September 2006 we performed 5 pediatric LDLT
using left lobe grafts harvested laparoscopically. Our
patients were 5 females with ESLD as a consequence of
biliary atresia, 4 of them had undergone Kasai operattion. The median age of the children was 12.2 months
(range 9-18 months) and the median weight was 7.61
kg (range 6.13-9.07 kg). The donors were 3 mothers,
one father and one grandmother with a median age of
33.4 years (range 25-46 years) and a median BMI of
22.6 (range 19-27). Results: The donors’ operations
were completed laparoscopically in the 5 cases with no
conversion to open technique. The median operative
time was 402 minutes (range 353-520 minutes) with no
major intra-operative events. The harvested left lobes
were in a good anatomical and morphological condition
with absence of vascular or biliary anomalies except for
1 case with double bile ducts which necessitated double
biliary anastomoses. We had no donors surgical postooperative complications with a median hospital stay of
8 days (range 6-14 days). The median graft weight was
278 gm (average 210-340gm) and the median cold ischeemia time was 124 minutes (90-200 minutes) with exccellent function of the grafts. However one child had 2
reinterventions (one due to secondary hemorrhage and
the other for anastomotic biliary fistula). Conclusion:
Laparoscopic left lobe harvesting in pediatric LDLT is
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OP-20
POST-LIVER TRANSPLANTATION RENAL
IMPAIRMENT AND TYPE OF CNI, DOES IT
DIFFER?
Rasha Refaie, Wael Safwat, Ahmed Mokhtar, Medhat Abdellaal, Mahmoud Elmeteini, Ibrahim Mostafa
Liver Transplantation Unit, Wady Elneel Hospital, Cairo
Egypt
hamza_rasha@yahoo.com

Background: 10% of transplanted patients are expected
to have severe renal impairments; a common cause is
2ry to Calcinurin inhibitor toxicity. Renal impairment
is associated with increased cardiovascular events, morttality and graft dysfunction. The aim of this study is
to evaluate the effect of different Calcinurin inhibitors
on renal functions. We retrospectively studied patients
who were transplanted for more than 3 years, all pattients were evaluated as regards: type of immune supppression, follow up abdominal US, serum creatinine
and creatinine clearance. Results: 32 patients were evaluuated and divided into two groups according to the type
of immune suppression. Group 1: 16 patients receiving
Tacrolimus based immune suppression and Group 2:
16 patients receiving cyclosporine based immune supppression. Three patients from group 1 and one from
group 2 had severe renal impairment; one patient from
each group was shifted to Sirolimus. Mean creatinine
level in group 0.374 mg/dl (difference is not (0.615
mg/dl and in group 2 was 1.34(1 was 1.425 35.06 ml/
min(statistically significant). Mean creatinine clearance
was 72.25 21.45 ml/min in group 2 (highly significant).
Prograph (in group 1 and 75.93 group Neoral group P
Value Creatinine clearance 72.25±35.06 * 75.93 ± 21.4
0.015 Creatinine 1.4±0.63 1.3±0.37 0.380 * P<0.05
denote significance From this study we concluded that
in our patients Tacrolimus is more nephrotoxic than
Cyclosporine and in selected patients shift of the immmune suppression is necessary to avoid end-stage renal
disease.
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OP-21
PEDIATRIC LIVER TRANSPLANTATION: A 17
YEAR FOLLOW-UP OF 59 CHILDREN
Souheil M. Shabib, MD, Ali al Mehaideb , Mohammed al
Banemi, Hisham Nazer
Dept of Pediatrics, King Faisal Specialist Hospital & Research
Centre, Saudi Arabia
souheil.ace@usa.com
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feasible with excellent donors’ outcome, less pain and
improved postoperative symptoms. The combination
of extended experience in hepatic surgery especially liviing donor harvesting and advanced laparoscopic technniques is mandatory to initiate such a program. We exppect that this technique will be considered as the Gold
Standard Technique in paediatric LDLT in the coming
few years.

Introduction: Liver Transplant (LT) is well recognized
as the only life saving measure for the majority of pattients with end stage liver disease. The prognosis of LT
has very much improved over the past decade in view
of proper and early selection of patients as well as inccreased tendency to resort to Living Dinor LT (LDLT).
Aim: An overview for the varied spectrum of liver disoorders requiring LT together with analysis of several
related issues as graft survival, rejection rate and other
related postoperative complications including those of
immunosuppressive therapy provided to all such pattients during their follow up at KFSH&RC. Methods:
The Charts of all children who underwent LT between
1989 and 2006 were reviewed. Their data were colllected retrospectively and subjected to statistical analyssis. Results: A total of 59 children were included in the
study 26 males (44%) and 24 females (40%) underwent
cadaveric LT and 9 (16%) (6 males and 3 females) recceived LDLT. Thirty two patients (54%) were below
4 years of age and 23 patients (39%) were between 5
and 10 years of age at the time of the transplant. The
remaining 4 patients were between 11 and 13 years of
age. Patients were transplanted in 13 centers in USA
(38) Europe, (7), Egypt (2) and Saudi Arabia (12). The
indication for LT: Biliary atresia in 16 patients (27%),
Neonatal hepatitis in 8 patients (15%), Glycogen Storage
Disease in 7 patients (13%), cryptogenic cirrhosis in 7
patients (12%), Autoimmune hepatitis 5 patients (10%)
Wilson’s Disease 7 patients (12%), primary oxalosis 2
patients, Byler’s disease 3 patients (5%), Fulminant heppatic failure 3 patient (5%), Hepato-cellular carcinoma
1 patient. Medications: Tacrolimus -based regimen was
used in 53 patients (90%), Cyclosporine was used in 6
(10%) patients. Two patients had to be shifted from cycclosporine to Tacrolimus during the first 6 months post
transplant. Forty three patients (73%) were maintained
on steroids up to 6 months post-transplant. Rejection:
A total of 52 episodes of rejection were encountered.
fifteen patients (25%) had acute rejection episodes duriing the first 6 months, 7 patients (12%) during the 2nd
6 months and 16 patients (23%) during the 2nd year
after transplant. Acute rejection was detected as long as
8 years after transplant. Multiple rejections was detecteed in 7 patients (12%) and necessitated re-transplant
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in 5 patients. Complications: Fourteen patients (24%)
developed biliary complications in the form of paucity
of bile ducts, cholestasis and inflammation. Thirteen
patients (22%) developed renal complications. CMV
antigenemia was detected in 21 patients (35%) and
tissue diagnosis of CMV in 11 patients (18%). EBV
was detected in 4 patients (7%), 3 of which developed
Lymph proliferative disorder. Two patients (3%) devveloped common bile duct stricture. Puematosis carnii
was detected in 2 patients. Seven patients (12%) reqquired re-transplant and 5 patients (8%) died. Follow
up: Currently, 47 survivals (80%) are followed up at
Pediatric Hepatology clinics where 32 patients (86%)
are followed for more than 9 years. Conclusions: Our
outcome for follow up of infants and children with LT
remains comparable to that in other national and intternational transplant centers. The risk for rejection in
children post LT at KFSH&RC is also comparable to
other transplant centers. With the scariness of cadaveric
livers, the national LT centers should consolidate their
effort and recognize that LDLT is a standard procedure
for infants and young children that meet the pediatric
patients’ needs in Saudi Arabia.
OP-22
RESPONSES TO ADEFOVIR THERAPY IN
PATIENTS WITH LAMIVUDINE-RESISTANT
HEPATITIS B VIRUS YMDD MUTANT BEFORE
AND AFTER LIVER TRANSPLANTATION
Ahmed Helmy,† Ayman Abdo,* Hatim Mudawi,* Khalid
Al-Kahtani,† Hamad Al-Ashgar,† Mohammed Al-Quiz,†
Mohammed Al-Rezeig,† Mohamed Al-Sofayan,* Mohamed
Al-Saghier,* Hatem Khalaf,* Mohamed Al- Sebayel*
*Department of Liver Transplantation, Hepatobiliary and
Pancreatic Surgery & †Gastroenterology Unit, Department
of Internal Medicine, King Faisal Specialist Hospital and
Research Centre, Riyadh 11211, Saudi Arabia.
ahsalem10@hotmail.com

Objectives: Lamivudine (LMV) treatment in patients
with hepatitis B virus (HBV) infection may improve
clinical state and suppress viral replication. Emergence
of LMV-resistant YMDD-mutant is a common and
challenging complication. This study prospectively asssesses the safety, biochemical and virological responses
to Adefovir (ADV;10 mg daily) therapy in these pattients. Methods: Forty-five consecutive patients were
treated with ADV due to emergence of LMV-resistant
YMDD mutant strain (n=41), poor response (n=3),
and development of severe acute pancreatitis (n=1) were
included. Thirty-seven (86.7%) were males, 12 (26.7%)
were post-liver transplantation, and 21 (46.7%) were
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HBe Ag positie. The mean±SD age and body weight
were 44.0±16.2 years and 70.0±19.5 kilograms respecttively. Concomitant HCV or HDV infections existed
in 4 (8.9%) cases, 11 (24.4%), and were diabetic.Also,
6 (13.3%) and 9 (20%) patients had previous gancycclovir and interferon therapy respectively. Results: The
mean±SD duration of LMV therapy and the follow
up period on ADV therapy were 31.0±15.4 months
and 19.8±10.1 months respectively. Full biochemical
response (transaminases normalization), partial virollogical (one Log10 reduction), full virological (complete
viral clearance) responses, and non response were obsserved in 32 (71.1%), 11 (24.4%), 18 (40.0%) and 16
(35.6%) patients respectively. The mean±SEM Serum
levels of alanine aminotransferase (ALT), aspartate
aminotransferase (AST) and HBV DNA load at baselline (pre-ADV therapy) were 175±40 IU/L, 89±14
IU/L, and 61.40±1.0 million copy/mL respectively.
These were improved to 69±6 IU/L, 53±11 IU/L,
and 35.0±3.2 million copy/mL at the end of follow up
(P=0.01, P= 0.04, and P=0.03 respectively versus the
baseline levels). Virological and biochemical responses
to ADV therapy were similar in males and females,
and in diabetic versus nondiabetic patients. Post-liver
transplant patients responded significantly better than
pre-transplant patients (11 out of 12; 91.7% and 21
out of 33; 63.6% respectively; P=0.021). HBeAg negattive patients showed better response rate (17 out of 23;
73.9%) than HBeAg positive ones (11 out of 21; 52.4%)
and although it didn’t reach statistical significance (Pv=
0.064). The 4 patients coinfected with HCV or HDV
had full virological response. Multivariate regression
analysis shoed that being post transplant, and HBe
antibody (HBeAb) positive are independent predicttors of virological response in this group (P=0.022 and
P=0.031 respectively). No adverse effects were encounttered in any patient during follow up. The mean±SEM
serum creatinine at baseline and at the end of follow
up were 131±22 and 144±32 respectively; P<0.05.
Conclusions: ADV is a safe and effective therapy in preand post-liver transplantation patients infected with lammivudine-resistant HBV YMDD-mutant strains. The
response to ADV is more in HBeAb positive and postliver transplant cases. SEM=standard error of mean.
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Hatim MY Mudawi, Ahmed Helmy, Mahmoud Saleh, Hattem Khalaf, Hamad Al Bahily, Yaser Al Shiek, Yaser Midhat,
Mohammad Al Sagheir, Mohammad Al Sofayan, Mohammed
Alsebayel, and Ayman A Abdo
King Faisal Specialist Hospital and Research Center, Riyadh,
Saudi Arabia
abdoayman@hotmail.com

Background/Aim: Hepatitis C (HCV) related end
stage liver disease is the leading indication for orthottopic liver transplantation in the majority of the world.
Most studies conducted world wide has studied disease
recurrence in genotypes 1, 2 and 3. There are very few
reports in HCV recurrence in Genotype 4. The aim of
this study is to (1) describe the epidemiological, clinical,
and virological characteristics of all patients diagnosed
with biopsy proven recurrent hepatitis C genotype 4 folllowed at King Faisal Specialist Hospital and Research
Center (KFSH&RC) in Riyadh, Saudi Arabia, (2) to
determine the host, viral, donor variables which may
influence severity of disease recurrence, and (3) To
compare between genotype 4 and other genotypes in
terms of epidemiological, clinical, and virological charaacteristics as well as outcome. Patients and Methods:
All patients who have received liver transplantation for
hepatitis C (whether locally or abroad) and were folllowed in KFSH&RC in the period from 1991 to end
of 2006 were reviewed. Patients with recurrent hepatittis C were included. Recurrent hepatitis C was defined
as: (1) ALT or AST more than 2x the upper limit of
normal, (2) positive HCV RNA, and (3) biopsy conssistent with recurrent hepatitis C with no evidence of
rejection. Patients were excluded if they had evidence
of acute rejection, biliary obstruction, ischemic hepattitis, and other viral infections. Data regarding demoggraphic criteria including age, gender of recipient, type
of liver transplant, donor age, presence and number of
acute cellular rejection episodes, viral load pre and post
transplant, HCV genotype, primary immunosuppresssion drugs and doses were all collected. Results: Of the
116 patients transplanted for hepatitis C and followed
in our center, 46 patients satisfied the criteria of inclussion as recurrent hepatitis C (Table 1). Of these 33
(71.7%) were males. The mean age was 54.5 years. Sixty
five percent received cadaveric transplantation while
35% received a living related transplantation. Twenty
nine patients (63%) were infected with genotype 4. Of
these patients mean (SD) age was 54.90 (10.86) years,
19 (65.5%) were males, and 72.4% received a cadave-
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eric liver. Thirty three percent developed at least one
episode of acute rejection. On histological examination,
24.1% had grade 3-4 inflammation on liver biopsy and
13.8% had stage 3-4 fibroses on liver biopsy. Nine pattients (31%) had repeat biopsy in the time of follow up.
Five showed stable fibrosis score, two showed worseniing, and two showed improvement. Multivariate logistic
regression analysis showed that only the viral load at the
time of biopsy is the independent predictor of higher
fibrosis in patients with HCV recurrence post Liver
transplantation (P=0.029). Of the 7 patients who died
in the recurrent hepatitis C group, 6 were infected with
genotype 4, of these 4 died of severe recurrent hepatitis
C or liver failure secondary to hepatitis C. Conclusion:
Compared to previously published reports, this analysis
suggests that HCV recurrence post liver transplantattion in genotype 4 patients is not significantly different
from other genotypes.
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OP-23
HEPATITIS C VIRUS GENOTYPE
4 RECURRENCE POST LIVER
TRANSPLANTATION

OP-24
TREATMENT OF CIRRHOTIC PATIENTS WITH
HCV AWAITING LIVER TRANSPLANTATION
Hussien Elsiesy, H Massoumi, B Peterson, V Khaitova, E Norkkus, P Grewa, L Liu, P Martin, P. Lopez, T Schiano
Mount Sinai School of Medicine, USA
hussien.elsiesy@mountsinai.org

Introduction: Hepatitis C recurrence is a major problem
after liver transplantation. Treatment of hepatitis C in
cirrhotic patient awaiting liver transplantation is assocciated with more complication including hematological
side effect. The aim of the study is to select the patient
who are more likely to tolerated and respond to theraapy. Methods: 90 cirrhotic patients were prospectively
treated from 2/03 to 4/06. Exclusion criteria included
co-infection with HBV or HIV or renal insufficiency.
We used an escalating dose regimen starting with 90
mcg of PEG-IFN alpha-2a and 400 mg of ribavirin and
advanced to 180 mcg and 800-1200 mg respectively
over a period of 8 weeks. Hematopoietic growth factors
were started if hemoglobin was <12 or ANC was <750.
Treatment was stopped if platelet count was <20,000.
Pt demographics, comorbidities, BMIs, lab values,
MELD and Child’s scores, CT liver volumes, compliccations and outcomes were recorded. Results: Mean
age was 55.3±6.9 years, 69% males, and 53% whites
23% Hispanics, 16% African Americans. 34% had a
history of prior treatment with IFN. 76% had genottype 1 or 4. Mean Child’s score was 6.7±2 and mean
MELD 11.2±3.7. 18% of pts needed dose reduction,
30% stopped treatment due to adverse effects, 11% had
hepatic decompensation, 7% died and 14% underwent
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liver transplantation. Epoetin or darbepoetin was used
in 58% and filgrastim in 31% of pts. End of treatment
response (ETR) was seen in 65% of paitients. During a
mean follow up period of 9.6 months, 40% of respondeers had virological relapse; 4/32 paients followed for >
6months after therapy had SVR. Pts who stopped treatmment had significantly smaller liver volumes (1366±279
vs 1738 ± 561) (P=0.005). Child’s score (P=0.002)
and MELD (P=0.03) were strongly predictive for disccontinuation of therapy; Child’s score appearing to be a
stronger predictive factor than MELD. Rate of serious
complications was 22% in Child’s class A, 53% in class B
and 100% in class C(P<0.0005); Child’s C pts had a 15
fold increase risk for hepatic decompensation or death.
Every 1 g/dl lower baseline serum albumin below 4.8
predicted a 96% higher risk of hepatic decompensation
or death. No single patient had significant bleeding rellated to low platelet count (mean platelet count 74 ±
52X1000; range of 18-346X1000). Conclusion: Using
an escalating dose regimen of PEG-IFN alpha-2a and
ribavirin and aggressive use of hematopoietic growth
factors, we achieved a 65% ETR in cirrhotic pts. These
results were tempered by 14% risk of hepatic decomppensation or death and significant relapse rate. Serum
albumin and Child’s score were predictive of hepatic
decompensation or death. Thrombocytopenia was not
a limiting factor. We recommend treating Child’s A cirrrhosis and selected cases of Child’s B while Child’s C
cirrhosis is a contraindication for treatment.
OP-25
DE-NOVO AUTOIMMUNE HEPATITIS
FOLLOWING LIVER TRANSPLANTATION
FOR HEPATITIS C AND HEPATOCELLULAR
CARCINOMA: A CASE REPORT
Hasan Zaghla, Khaled Zalata, Imam Waked
Hepatology Department, National Liver Institute, Menoufiya
University, Egypt. Pathology Department, Mansoura Faculty
of Medicine, Egypt
imam@waked.org

Recurrence of the initial disease post liver transplanttation is common. Recurrence of hepatocellular carcinnoma (HCC) is a common feared event, and recurrence
of hepatitis C is nearly universal. The development of
new liver disease post transplant is not expected and
not common. In this case we demonstrate development
of de-novo autoimmune hepatitis following liver transpplantation for HCV and HCC. Case: A 50-year-old
lady had liver transplantation in 2003 for end stage liver
disease secondary to chronic hepatitis C. Her explant
showed features of hepatitis C cirrhosis and a small
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1.5 cm HCC that was not apparent on pre transplant
imaging. She was on cyclosporin immunosuppression,
with mycofenolate mofetil for the first year. In 2004 her
aminotransferases increased and a liver biopsy showed
features of recurrent hepatitis C. She received pegylated
IFN-ribavirin combination for 1 year and achieved a
sustained virological response. In mid 2006 she became
jaundiced, and her bilirubin reached 5.6 mg/dl total,
and 2.2 mg direct. Her ALT increased to 240 IU/L,
AST 280 IU/L, with low albumin and high globulin.
Her HCV-RNA was negative. Ultrasound imaging did
not show signs of biliary obstruction. A liver biopsy
showed partially preserved architecture with marked
porto-portal bridging fibrosis and mild sinusoidal capiillarization. The portal areas showed marked round
cell inflammatory infiltrate (mainly plasma cells), with
few granulomas, features consistent with autoimmune
hepatitis. Her ANA was positive at a titre of 1/160,
and ASMA was positive at a titre of 1/80. She was
diagnosed with autoimmune hepatitis, and her immmunosuppression was increased with the addition of
prednisolone. Two months later her aminotransferases
and bilirubin normalized. The histology images will be
presented. Conclusion: Development of new disease
following transplantation should be suspected, and not
all recurrent liver disease should be attributed to rejecttion or to the initial disorder.
OP-26
CHRONIC REJECTION AND
CYTOMEGALOVIRUS INFECTION IN LIVING
DONOR LIVER TRANSPLANT PATIENTS.
RETROSPECTIVE STUDY
Wael Safwat, Rasha Refaie, Medhat Abdel Aal, Magda El
Monayeri, Mohamed Bahaa, Alaa Fayez, Mahmoud El Metteiny, Ibrahim Mostafa
Liver Transplantation Unit, Wadi Al Neel Hospital, Egypt
waelsafwat@yahoo.com

Background: Chronic allograft liver rejection remains
the major obstacle to long-term graft survival and cyttomegalovirus (CMV) infection is one of the suggested
risk factors for chronic rejection. The precise relationsship between CMV and chronic rejection remains unccertain. METHODS: From October 2001 to January
2007, 77 patients successfully survived living donor
liver transplantation (LDLT) and passed more than 3
months post transplant. We did a retrospective study
to determine the incidence of chronic rejection and the
incidence of CMV infection and the relation between
them. All patients with chronic rejection were proved
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OP-27
LIVING RELATED LIVER TRANSPLANT
PROGRAMS IN EGYPT: A COCKTAIL OF
PROBLEMS

day. These concerns include the negative impact of the
living donor kidney Tx program throughout the last
2 decades resulting in organ trade. In addition to the
Ethical Committee, the establishment of the Donor
Committee has allowed for the careful scrutiny of pottential donors, checking for family ties, the physical and
mental well being of the donor, donor integrity, family
pressure and donor awareness of risks associated with
the procedure. Nevertheless, it is still very difficult to
find a healthy donor given the high prevalence of HCV
coupled with steatosis and Schistosomiasis. Opponents
of cadaveric brain death concept continue to use the
same argument and alarm people of the disadvantages
of donation without there being a well planned media
campaign to enlighten the masses about organ donattion whether cadaveric or living and given that 45%
of Egyptians are illiterate, the willingness of potential
donors is jeopardized. The exorbitant costs then would
pose another problem with more than 20% of Egyptians
living below the poverty line and who would not be able
to afford the expenses of Tx, in addition to the lack of
state funds and medical insurance programs that cover
such procedures. It now costs up to L.E. 450,000 for
LDLTx in private hospitals with the amount decreasing
by about one half in subsidized hospitals and an increasiing number of patients every year requiring Tx (10002000 patients). With the state incurring about L.E. 1.3
billion on dialysis and cancer patients every year, what
little is left for other health priorities remains negligibble. The Chinese cadaveric liver transplant program has
emerged as a strong competitor with a program relying
on incarcerated prisoners awaiting the death sentence.
Egyptian patients unable to find suitable relatives to
donate or even those who do not wish to expose their
loved ones to the risks associated with Tx are opting
for the Chinese program as a last resort. With obstacles
like these, what prospects does an LDLTx program in
Egypt have in the absence of legislation?
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histopathologically. CMV infection was diagnosed on
clinical suspicion and after exclusion of other causes
which may lead to similar clinical and lab presentation
and was proved by PCR for CMV. All patients received
treatment courses for CMV in the form of Intravenous
gancyclovir followed by maintenance on oral gancyclovvir. Patients who received pegylated interferon (PEG
INF) therapy and had chronic rejection were also inccluded in the study. Results: From the 77 patients;
6 (4.62%) patients had chronic rejection and three
(2.31%) patients had CMV infection. In patients with
chronic rejection; 2 (33.3%) patients had CMV infecttion, 1 (16.7%) patient had CMV infection and was
treated with PEG INF, 2 (33.3%) patients were treated
with PEG INF and 1 (16.7%%) patient was not CMV
infected nor treated with interferon. In CMV infected
patients, all 3 (100%) had chronic rejection and graft
loss. In the group of patients treated with PEG INF for
more than 3 months (15 patients); 2 (13.3%) patients
had chronic rejection. In the chronic rejection group; 4
(66.6%) of the 6 patients had graft failure, 3 died and 1
was re-transplanted; the other 2: one (16.7%) of them
is having a slowly progressive course and the other one
(16.7%) is maintained on high levels of immunosupppression and has less than 50% bile duct loss in his liver
histopathology. Conclusion: In our series of LDLT, the
incidence of chronic rejection is 4.6% and the incidence
of CMV infection is 2.3%. Among the important preddisposing factors for chronic rejection is CMV infecttion which will mostly lead to chronic rejection and
graft loss. Another possible factor is interferon therapy
for HCV as the rate of chronic rejection in the group of
patients treated with PEG INF was (13.3%).

Amr Helmy
Surgery Department, The National Liver Institute, Menoufiya
University, Egypt
amrhelmy_md@yahoo.com

Although since 2001, LDLTx programs in Egypt still
face problems which are diverse and multifaceted.
LDLTx programs in Egypt did not witness similar
progress other programs encountered in countries with
comparable economic and social structures, in spite of
skills and experienced teams and up to date equipment
and technology. The obstacles facing LDLTx programs
can be located within the ethical, legal, financial and
social interactions which govern Egyptian society tod-
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OP-28
MEAN ARTERIAL PRESSURE IN
PATIENTS AFTER ORTHOTOPIC LIVER
TRANSPLANTATION: HIGHER IS NOT
NECESSARILY BETTER
Khater Y MD, Abofetouh F. MD, Badawy S MD, Mukhtar A
MD, Salah MD, El-Meteini M. MD, Fayez A MD, Mostafa I
MD, Abdalaal A MD, Refaii R MD, Safwat W MD
Wadi Alneel Hospital, Egypt
saharbadawyi@yahoo.com

Background: End-stage liver disease is characterized
by a hyperdynamic circulatory state with high cardiac
output and a low systemic vascular resistance which is
similar to the hyperdynamic state in endotoxic shock.
Recent researches showed that proper use of norepinnephrine (NE) in patients with endotoxic shock could
improve the perfusion of visceral organs and improves
the patients survival rate. In this study, NE was infused
after orthotopic liver transplantation (OLT) to assess
the effects of increasing mean arterial pressure (MAP)
on hemodynamic, oxygenation and metabolic variables,
renal and liver functions, and the patients outcome.
Methods: 48 adult patients who were operated upon for
OLT for ESLD were included in this prospective, openlabel, randomized, controlled study. Patients were treateed with fluid and NE to achieve and maintain a MAP
of 65 mmHg, then they were randomized into two
groups, each contained 24 patients: In group 1 (control
group) MAP was maintained at 65 mmHg, while in
group 2 MAP was increased to 85 mmHg by increasing
the dose of NE. Hemodynamic variables (mean arterial
pressure, heart rate, mean pulmonary artery pressure,
pulmonary artery occlusion pressure, cardiac index, systtemic vascular resistance index, pulmonary vascular ressistance index), oxygenation variables (oxygen delivery,
oxygen consumption, oxygen extraction ratio, mixed
venous oxygen saturation) metabolic variables (PH,
arterial lactate), liver function variables (serum asparttate transaminase, total bilirubin, prothrombin conccentration and coagulation Factors V), renal function
variables (urine output, serum creatinine, creatinine
clearance), and patients outcome including extubation
time, length of stay in the intensive care unit (LOS),
and the 28 day mortality rate were measured. Results:
Increasing MAP from 65 to 85 mmHg in group 2 ressulted in a significant increase compared to the baseline
in cardiac index (CI) from 4. 3 (1.2) to 6.6 (1.3) and
6.5 (1.1) L/min/m2, a significant increase in systemic
vascular resistance index (SVRI) from 767 (177), to
1025 (198), and 1050 (201) dyne•sec/cm5 •m2 and a
significant increase in systemic oxygen delivery (DO2)
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from 580(78), to 800(113), and 810(126) mL/min/
m2 at 12h and 24h respectively (P<0.05), while there
were no significant changes in the other variables. CI,
SVRI, and DO2 were significantly higher in group 2
at 12h and 24h compared to the other group (P<0.05).
There was no significant changes in group 1 as regard
the hemodynamic, oxygenation or metabolic variables
during the study. No significant changes were observed
between both groups as regard the liver function variaables, renal function variables, extubation time, LOS
and the 28 day mortality rate. Conclusion: Increasing
MAP from 65 to 85 mmHg with NE after (OLT) does
not improve liver functions, renal functions nor patients
outcome. Keywords: orthotopic liver transplantation;
norepinepherine; autoregulatory blood flow, hemodynnamics, oxygenation, liver functions, kidney functions,
patients outcome.
OP-29
EARLY GRAFT FUNCTION AND
CARBOXYHEMOGLOBIN LEVEL IN LIVER
TRANSPLANTED PATIENTS
Yasser Ali,* Hisham Negmi,* Nagui Elmasry,* Riaz Ahmed,*
Hossam Al Oufi,* and Hatem Khalaf‡
*Anesthesia Department and ‡Hepatobiliary Surgery Deppartment King Faisal Specialist Hospital & Research Centre.
Saudi Arabia
yasserali605@hotmail.com

Introduction: Heme-oxygenase-1 catalyzes hemoglobbin into bilirubin, iron, and carbon monoxide, known
vasodilator. Heme-oxygenase expression and carbon
monoxide production as measured by blood carboxyhhemoglobin levels increase in end stage liver disease pattients. We hypothesized that there may be a correlation
between carboxyhemoglobin level and early graft functtion in patients undergoing liver transplant surgeries.
Methods: In descriptive retrospective study, 39 patients
scheduled for liver transplant between the year 2005
and 2006 in KFSH&RC are included in the study. All
patients received general anesthesia with isoflurane in
O2 50%. Levels of oxyhemoglobin, carboxyhemoglobin
and methemoglobin concentration in percentage were
recorded. Also the level of lactic acid, prothrombin time
(PT), partial thromboplastin time (PTT), serum total
bilirubin and ammonia were recorded. The numbers of
blood units transfused were recorded. Measurements
were taken as preoperative, anhepatic phase, end of
surgery, post-operative on ICU admission and 24 hrs
post-operatively. Results: 39 patients were included in
the study with 13/39 for living donor liver transplant
(LDLT) compared to 26/39 patients scheduled for
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deceased donor liver transplant (DDLT). The mean
age was 35.9±16.9 years while the mean body weight
was 60.3±20.9 Kg. Female to male ratio were 21/18.
The median Packed red blood cell (PRBC) units was
4 (range, 0-40). There was significant increase in carbboxyhemoglobin level during the anhepatic phase, end
of surgery and on ICU admission compared with preooperative value (P<0.005). Although there was insignnificant changes in methemoglobin level, there was signnificant decrease in oxyhemoglobin levels throughout
the study period compared to the preoperative value
(P<0.005). The changes in carboxyhemoglobin level on
ICU admission and 24 hrs postoperatively were posittively correlated with the changes in serum total bilirubbin and prothrombin time (R=0.35, 0.58, 0.3 and 0.3
respectively P<0.05) but not with changes in serum
lactic acid. The same strong correlation was found
when analysing LDLT and DDLT patients separately
between carboxyhemoglobin concentration and PT and
total bilirubin while still the correlation with lactic acid
was weak. There was no correlation between average
perioperative carboxyhemoglobin concentration during
different timing of measurements and average units of
transfused blood (R=-0.02) P>0.05. Conclusions: The
changes in carboxyhemoglobin level correlate with the
changes in graft functions particularly prothrombin
time and serum total bilirubin and may be used as an
early, rapid and simple test for early evaluation of graft
function.

done when clinically indicated and evaluated by a single
pathologist using the Banff score for rejection and the
Ishak score for chronic hepatitis. Immunosuppression
consisted of long-term dose adjusted tacrolimus combbined with oral prednisolone during the first 2 months.
Tacrolimus was discontinued in 12 patients (31.6%)
due to side-effects and was replaced by long-term
dose adjusted cyclosporine. Results: Patients were 35
males and 3 females, mean age48.9±6.4years. Mean
MELD score was 17.5±3.7. Mean follow-up period
of recipients was 16±8.2months. Clinical HCV recurrrence occurred in 10 patients(26.3%). Mean time unttil clinical HCV recurrence was 9±6.6months. At 12
months both graft and patient survival were 87%. Both
the graft size(measured preoperatively by Computed
tomography of the donor) and the actual graft
weight(measured at surgery) correlated negatively with
HCV recurrence(P=0.04 and P=0.01 respectively).
The mean histologic activity index(HAI) and fibrosis
score(FS) in recipients with clinical HCV recurrence
were 7.1±2.3 and 0.6±0.8 respectively. Liver biopsy
was repeated every 8-12 weeks for recipients with cliniccal HCV recurrence and did not show any significant
progression of the HAI and FS over a 1-year follow-up.
Conclusions: The results of this study suggest that cliniical HCV recurrence after LDLT in Egyptian patients
infected with HCV genotype 4 may be relatively mild
or slowly progressive. Smaller grafts seem to be more
prone to injury by HCV.

OP-30
HEPATITIS C VIRUS GENOTYPE 4
RECURRENCE IN EGYPTIAN LIVING DONOR
LIVER TRANSPLANT RECIPIENTS

OP-31
EXTENDED INDICATIONS FOR LIVER
TRANSPLANTATION IN HEPATOBILIARY
MALIGNANCIES

Dar Al-Fouad Hospital Liver Transplant Team, Ayman Yosry
MD
Dar Al-Fouad Hospital, Egypt
ayosry@tedata.net.eg

Background: Preliminary reports suggest that HCV
recurrence is more aggressive after living donor liver
transplantation(LDLT). There is literature that sugggests there may be geographical differences in the behhaviour of HCV after LT. Aim: To investigate the patttern of HCV genotype 4 recurrence in adult Egyptian
patients after LDLT. Methods:A cohort of 38 consecuttive adult patients with HCV end-stage liver cirrhosis
who underwent right lobe LDLT from August 2001
to February 2004 were prospectively studied.The diaagnosis of clinical HCV recurrence was based on inccreased transaminases,detectable HCV RNA levels
and histologic findings on liver biopsy. Liver biopsy was
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Omar Sherif Omar, Massimo Malagó and Christoph E. Broeelsch
Department of General, Visceral and Transplantation Surgery,
Essen University Hospital, Germany
omaromar2002@hotmail.com

Hepatocellular carcinoma (HCC) is a frequent compliccation and leading cause of mortality among patients
with cirrhosis. In the setting of advanced liver disease,
many patients with HCC are not candidates for heppatic resection due to inadequate functional hepatic
reserve and the risk of postoperative decompensation.
In these patients, liver transplantation (LT) offers currative therapy, as well as amelioration of their underlyiing chronic liver disease. Over the past years, LTx has
been favored in the treatment of small HCCs in the
setting of cirrhosis in accordance with the guidelines
provided by the Milan criteria (MC). Among appropria-
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ately selected candidates, LT for HCC provides excelllent technical results with 5-year overall survival rates
exceeding 70%, similar to patients undergoing LT for
other indications. Other studies have confirmed the
fact that excellent results can be achieved with liver
transplantation for HCC when the Milan criteria are
applied. Recent studies indicate that the Milan criteria
may also exclude from transplantation low-risk patients
with large, well differentiated tumors. It has been sugggested that these criteria may safely be expanded. The
University of California, San Francisco (UCSF) criteria
were than derived. In this and subsequent studies, this
expansion of the Milan criteria did not impact on survvival adversely. According to UCSF data, 30 per cent
more patients with HCC fulfill the expanded criteria.
Patients and methods: This is a prospective study inccluding 30 patients exceeding the MC. The study was
conducted at the department of general, visceral and
transplantation surgery of the Essen University during
the period from October 2004 to September 2006. The
preoperative work up, operative technique as well as the
early postoperative period were all accurately recorded.
23 cases were HCC exceeding the MC with other 7 non
HCC malignant cases representing a relative indication
for liver transplantation. Results: This study showed
the worldwide acceptance for expanding the criteria
for HCC cases beyond the MC but with yet no single
worldwide approved criteria for expansion. The results
show, that expansion of the criteria for HCC cases beyyond the MC can still achieve acceptable results in compparison to the MC. However we strictly point that each
case with extended criteria should be carefully and thorooughly evaluated in order to offer liver transplantation
to patients with a favorable outcome. Our results also
show that non HCC cases like CCC and EH can still be
transplanted when strict selection criteria are applied.
Cases of Angiosarcoma that are sometimes accidentally
discovered represent a bad selection criterion, however
no enough previous studies have reported on this topic
due to the rarity of the disease and the few reported
cases who were transplanted worldwide. In the case of
metastatic liver disease, we believe that the single indiccation is the metastatic neuroendocrine disease of the
liver. However, these cases should be properly selected
in order to reach an appropriate outcome. Conclusion:
We strictly encourage further studies in this field, to
completely understand the different factors which affect
the outcome for patients with extended criteria in order
to reach a worldwide accepted consensus and definition
of the acceptable expanded criteria.
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OP-32
MICROVASCULAR RECONSTRUCTION OF
THE HEPATIC ARTERY IN LIVING RELATED
LIVER TRANSPLANTATION: OUR EXPERIENCE
WITH 129 CASES AT DAR EL-FOUAD
HOSPITAL, EGYPT
Ayman Amin MD, Shingi Uemoto, MD, Suk-koo lee MD,
Riffaat Kamel MD, Yasser Hatata MD, Hussein Attia MD, Ibrahhim Marawan, MD, Adel Hosney MD, Ossama El-Malt MD,
Kiochi Tanaka MD
Dar El-Fouad Hospital, Egypt
aymanamin@hotmail.com

Purpose: Living related liver transplantation (LRLT)
has been established as a reliable method of treatment
for properly selected patients with end stage liver failure.
Hepatic artery (HA) reconstruction is a crucial step of
LRLT because hepatic arterial thrombosis may result
in fulminant hepatic failure, biliary leakage or strictture, and relapsing bactereamia. These complications
may necessitate re-transplantation in many patients.
We present our experience with HA reconstruction in
a single center. Methods: From August 2001 through
January 2007 we performed a total of 129 cases of
LRLT for a 128 patients at Dar El-Fouad Hospital.
The magnifying loupe was used for performing microaanastomosis in 31 cases (Group 1), while the operating
microscope (OM) was used for the 98 cases (Group 2).
Assessment of graft hemodynamics was done by intraooperative and postoperative Doppler ultrasonography.
Results: There were 123 adult and 5 pediatric patients.
Hepatitis C was the commonest cause of liver failure
in adults, while congenital biliary atresia was the main
cause in pediatrics. 121 patients received right lobe
graft, while 7 patients received left lobe. One patient
died intra-operatively and was excluded from analysis.
Hepatic artery anastomosis was performed using interrrupted end-to-end technique with 8-0 nylon sutures.
Arterial complications occurred in four patients of the
first group (4/30=13%) in the form of early thrombossis. One patient underwent successful interventional
thrombo-embolectomy, and two patients underwent
surgical re-exploration with revision of anastomoses, all
patients survived. The fourth patient died from fulminnant liver failure. Regarding the second group (OM),
all arterial anastomoses were patent after reconstructtion; however, late complications occurred in two pattients. One patient developed arterial thrombosis one
year later where liver biopsy proved graft rejection, the
other patient had anastomotic stricture and underwent
balloon dilatation. Our overall arterial complication
rate was 4.6%; however, we lost only one patient due
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OP-33
RKH EXPERIENCE OF EXPLANTED PEDIATRIC
LIVERS IN RELATION TO LRLT, 2007
Hussa Al Hussaini MD
Riyadh Military Hospital, Saudi Arabia
hfalhussaini@hotmail.com

In January 2007, total of 112 pediatric patients underwwent live related liver transplantation in RMH. The
study of the diseased explanted pediatric livers reveal
variety of pathological changes, some of which are
rarely seen. The most common cause of pediatric chollestatic liver disease in our experience belongs to PFIC
group followed by extrahepatic biliary atresia. Among
the PFIC, type II was seen frequently than other types.
The pathogenesis, genetic study, light and electron miccroscopic features of PFIC will be illustrated in details.
The remaining cases are of Crigler-Najjar disease, glyccogen storage disease type IV and Wilson’s disease.
OP-34
HEPATOTOXICITY OF TRANSPLANT
IMMUNOSUPPRESSIVE AGENTS
Mona H. Ismail MD
College of Medicine and Medical Sciences King Faisal
University-Dammam King Fahad Hospital of the University
Department of Internal Medicine Division of Gastroenteroloogy, Al-Khobar, Saudi Arabia
monai4@hotmail.com

The major advance allowing prolonged graft survival has
been the use of immunosuppressive drugs that down
regulate the immune response. The Immunosuppression
that is used varies among centers and evolves with the
development of new medications. Advances in immunnosuppressive therapy over the past decade have led
to dramatic improvements in graft survival. With the
development of new agents, the focus of the transplant
community is to establish regimens that maintain excelllent graft survival rates but with fewer toxicities includiing infection, nephrotoxicity, malignancy, and cosmetic
effects.Many drugs can cause hepatotoxicity and may
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lead to fulminant hepatic failure if not discontinued.
Drug-related Hepatotoxicity has resulted in the terminnation of many potentially successful therapies. Thus,
the aim of this review is to address hepatotoxicities of
some of common immunosuppressive agents used in
transplantation.
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to hepatic artery thrombosis (0.8%). Recipient vessels
used included the right, the left, the middle hepatic artteries, and the left gastric artery. Vein graft was used in
two cases. Conclusion: Microsurgical reconstruction of
the hepatic artery carries its own challenges. However,
special attention to the exposure, vessels anatomy, and
use of operating microscope reduce the risk of compliccations. In addition, aggressive interference including
early surgical re-exploration maximizes the success of
hepatic artery reconstruction.

OP-35
EXPANDING THE DONOR POOL
Malago M, Sotiropoulos GC, Nadalin S, Broelsch CE
Department of General, Visceral and Trabsplantation
Surgery, University Hospital Essen, University of Duisburg
Essen, Germany
massimo.malago@uni-essen.de

The disparity between organ demand and the decceased donor supply is an immanent problem in the
worldwide transplant community. In 2005, there were
2134 patients waiting for a liver transplantation in the
Eurotransplant region. In contrast, only 1364 deceased
donor transplants were performed in the same year. Of
the transplant candidates, 42% are on the waiting list for
more than 6 months. The obvious shortage of deceased
donors with consecutive waiting list mortality, prompteed the transplant centers to search for possibilities to
expand the donor pool. In the late eighties the probllem was addressed by introduction of split liver transpplantation (SLT), although appealing, the technique
is hampered by hazards and risks, particularly when
both recipients are adults. The fact that in 2005 in the
Eurotransplant region only 8.7% of all liver transplantattions were split liver transplants underlines the problem
of the procedure. The development of segmental liver
transplantation from a living donor was a natural conseqquence of the downsides of SLT. In 2005, 8% of all liver
transplants performed in Europe accounted for LDLT.
Nearly 25% of patients transplanted in our center for
HCC in 2006 underwent LDLT.Beside advances in
medical practice that enable the centers to expand the
donor pool, further mechanisms to increase organ availaability have been successfully established. The criteria
for donor selection or rejection have been broadened
towards acceptance of “marginal donors”. Additionally,
grafts from well-selected non-heart beating donors are
successfully implemented in some centers in countries
in which legal regulations allow this kind of program.
A very interesting new approach to increase the donor
pool has been recently shown in an animal model. Hear
shock preconditioning of fatty donor livers via inhibittion of CD4+ lymphocyte activation prevented liver injjury and significantly increased survival when compared
to untreated recipients.
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PP-01
LIVER TRANSPLANTATION IN THE KINGDOM
OF SAUDI ARABIA (KSA): CHALLENGES AND
OPPORTUNITIES

PP-02
THE USE OF rFACTOR SEVEN DURING
THE DISSECTION PHASE IN SEVERE
COAGULOPATHY DURING LDLT SURGERY

Mohammed Al Sebayel, MBBS, FRCS (Glas.)
King Faisal Specialist Hospital & Research Center, Riyadh,
Saudi Arabia
mohammed@alsebayel.com

Fawzia Aboul Fetouh MD, Ahmed Mukhtar MD,
Maged Salah MD
Department of Anesthesia, Cairo university. and Wady AlNile Hospital, Egypt
fawziafetouh@yahoo.com

Posters

Liver transplantation in KSA started in the early ninetties in respond to the ever growing national need.
Despite the early difficulties encountered, currently
there are three well established programs doing living
and cadaveric liver transplant with similar outcome to
that of western programs. The excellent tertiary care
set-up in KSA contributed to this success. Currently
more than 70 liver transplants are done annually with
one year survival rate exceeding to 90%. The need for
liver transplant in the KSA is expected to be in excess
of 500 a year in a population of more than 23 milllion. Clearly there is an increasing demand which can
not be met by the number donor available. Initially it
was thought that living donor liver transplant (LDLT)
will contribute to the alleviation of this shortage, howeever, our experience with LDLT indicated difficulties in
finding suitable living donor. Add to this the fact that
there is a significant percentage of recipient who are not
candidate for LDLT because of the advanced nature of
their disease as a result of late referral which is a majjor problem embedded within the healthcare system in
Saudi Arabia. The shortage of organ in KSA is related
to organizational issues in the healthcare system. The
recent experience of organ promotion in Riyadh reggion (population of 4 million) showed clearly that orggan donation rate can reach and may exceed many of
the Western countries. Based on 70 donors in Riyadh
in 2006 (three fold increase), it is expected that the
Kingdom can produce more than 500 donors annually.
This number of donor will certainly narrow the gap
between supply and demand and solves the problem of
liver transplantation in KSA to a large extent. We think
that the transplant community in KSA should support
the organ donation model in Riyadh and work aggresssively towards adopting similar strategy in the rest of
KSA. This will certainly change the face of organ transpplantation in a very dramatic way.
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Liver transplantation surgery is the standard of care
for patients with end stage liver disease. Due to the
associated coagulation defects and the extensive surgiccal dissection , bleeding disorders are major causes of
morbidity and mortality. This stimulated the research
in the field of blood conservation. Novoseven is one of
the recent choices for decreasing blood requirements
during liver transplantation surgery. We studied the efffect of relatively lower dose regimen of novoseven on
blood product requirements and postoperative morbidiity and mortality. 24 adult patients undergoing live rellated liver transplantation were randomly allocated into
two groups, novoseven group (n=12) and control group
(n=12). Novoseven group had a loading dose of 30ug/
kg and maintenance of 5ug/kg during the dissection
phase. CBC, PT, PTT, INR were measured at baseline,
and at 1, 2, 3 and 6 hours after induction of anesthesia.
Blood and blood products requirement is evaluated in
the first 24 hours after transplantation. A significant impprovement of coagulation profile and decrease in blood
transfusion requirements were found. We conclude
from this study that novoseven is a powerful procoagullant that can be used effectively in liver transplantation
surgery to decrease the transfusion requirement.
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Esmat G,* Abdel-Rahman M,* Alsahar M,‡‡ Fouad R,* Yosry
A,* El-Serafi M,* Omar A,* Doss W,* Attalla M,# Said M,*
Hatata Y,† Altweel A,‡ Dosouky A,§ Farouk Kh,|| AbdelAziz
O,¶ Kamel S,** Gabali H.††
*Endemic Medicine, Cairo University †General Surgery,
Cairo University ‡Pathology Department, Ain Shams Universsity §Anaesthesia Department, Cairo University ||Intensive
care Department, Cairo University ¶Radiology Department,
Cairo University #National Hepatology & Tropical Medicine
Research Institute **Clinical pathology Department, Cairo
University ††Dar Al-Fouad Hospital ‡‡Police Hospital
g_esmat@yahoo.com

Introduction & Methods: Biliary complications apppear to be the leading cause of postoperative complicattions after liver transplantation. The aim of this study
is to evaluate the incidence of biliary complications as
well as cholestatic problems due to medical causes. We
prospectively evaluated 26 patients underwent Living
Donor Liver Transplantation (LDLT) in Dar Al-Fouad
Hospital (Giza-Egypt) in addition to 26 Egyptian pattients underwent Cadaveric Liver Transplantation
(CLT) in Europe and evaluated retrospectively. Both
groups followed up for 24 months post transplantation.
Results: The mean age was 53.23 + 4 years in cadaveeric group vs 48.96 + 7.7 years in LDLT group. They
were 26 males (100%) in cadaveric group vs 24 males
(92.5%) in LDLT group. Both group of patients were
matched as regard aetiology & severity of liver disease
pre-transplant (P=0.98). Hyperbilirubinemia with
cholestatic liver profile were detected in 10/26 (38%)
of CLT group compared with 13/26 (50%) of LDLT
group of patients, surgical causes were identified in
5/10 (50%) and 11/13 (84.5%) of CLT and LDLT pattients respectively. Stricture with or without leakage was
detected in 4/5 (80%) of CLT group compared with
11/11 (100%) of LDLT group who developed surgical
cholestasis. Most of the strictures developed during the
1st 6 months post transplantation (9/16 strictures in
both groups). Chronic rejection and HCV recurrence
was diagnosed by liver biopsy in 3/52 (5.7%) and 4/52
(7.7%) of the studied patients respectively during the
period of follow up. Ultrasonography was the method
of diagnosis of biliary obstruction in 10/16 (62.5%)
cases with surgical cholestasis, while ERCP was diagnnostic in 100% of the cases. ERCP, PTC/PTD and
surgical reconstruction were the methods of treatment
in 8/16 (50%), 4/16 (25%) and 4/16 (25%) respectivelly. Conclusion: 1) Biliary complications post LDLT is
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slightly higher than post CLT but with no significant
statistical difference. 2) ERCP is the method of choice
for diagnosis and treatment of biliary complications
in most of the cases. 3) Medical causes of Cholestasis
should be considered during evaluation of patients post
liver transplantation.
PP-04
THE RIYADH MILITARY HOSPITAL
EXPERIENCE WITH FAMILIAL
HYPERCHOLANEMIA
M Shagrani, H Hebby, Z Arien, A Bassas, S Wali
Riyadh Military Hospital Prince Sultan Liver Transplant Unit,
Saudi Arabia
drsamiwali@yahoo.com

Familial hypercholanemia is a rare disorder of the bile
salt entry or conjugation within the hepatocytes. It also
can be caused by leakage due to tight junction disorder.
It is an unusual hepatic disease because all liver enzymes
are within normal limits, the only biochemical abnormmality is high serum bile acids. The only clinical finding
is severe intractable pruritus that disturbs the quality
of life of the whole family. Children with this disease
are mainly seen by dermatologist for long time before
referral to Hepatologist. We well discuss our experieence with few families affected with this disease. Three
siblings are affected in one family. Medical and surgical
options including biliary diversion and liver transplant
well be discussed
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PP-03
BILIARY COMPLICATIONS POST LIVER
TRANSPLANTATION; A PRELIMINARY
EGYPTIAN EXPERIENCE

PP-05
A NEW METHOD FOR BILIARY DRAINAGE
IN IATROGENIC OBSTRUCTIVE JAUNDICE
DOGS; CONTROLLED EXPERIMENTAL STUDY
AHI Helmy, MM Esawi, HA Rizk, H Ezzat AM Zeidan, A F
El-Kased,* OM Hammam†
*General Surgery and Pathology Department, Theodor Bilhharz Research Institute (TBRI) Giza Egypt and †Faculty of
Medicine, Menoufeya University, Menufeya, Egypt
ahihelmy@hotmail.com

Objective: Iatrogenic Bile duct injury is a major compplication after cholecystectomy and other types of uppper abdominal operations. The standard treatment is
Roux-en-Y hepatico-jejunostomy and other non-surgiccal treatment. We used polytetrafluoroethylene (PTFE)
grafts as an option for repair of bile duct injury and biliaary drainage. Materials and Methods: 15 dogs were used
in this study. In the 1st laparotomy; iatrogenic obstructtive jaundice by tying the common bile duct, 7 days later
the 2nd laparotomy; biliary drainage doing hepatecio-

S19

The 2nd PanArab Liver Transplantation Congress

Posters

dudenostomy using the (PTFE) grafts reinforced and
non-reinforced. The 3rd laparotomy; obtain samples
liver bx, the two types of grafts and serum samples of
bilirubin and alkaline phosphatase. Results: There was
no mortality in this study. 6, 6 and 3 dogs were sacrificed
after 1, 3 and > 6 months respectively. All animals had
no leakage, fistulae, bleeding and peritonitis. Jaundice
was relived after the 2nd laparotomy detected by the
stool colour, weight gain, serum bilirubin and alkaline
phosphatase. The main complications were wound inffection and burst abdomen which was repaired in the
2nd laparotomy. Dogs start to gain weight after 2 weeks
of 2nd laparotomy. Bil and Alk phos returned to normal
after 2-4 weeks from the 2nd laparotomy in reinforced
and non-reinforced grafts respectively. Histologicaly the
liver architect showed relief of the obstructive jaundice
and sealed fibrosis around and from within the two
types of grafts in all intervals. Conclusions: The use of
reinforced (PTFE) graft to correct iatrogenic obstructtive jaundice is an efficient, effective technique and the
reinforced is doing better and could be used clinically as
an alternative to other procedures.
PP-06
BILIARY COMPLICATIONS AFTER
ORTHOTOPIC LIVER TRANSPLANTATION;
TEN YEARS EXPERIENCE
M Emad Esmat,* J Buckels,* D Mirza,* D Mayer,* Bassem
Hegab,* Bridget Gunson,† Chuah Yen,† and S Bramhall*
*Liver Surgery Unit, Queen Elizabeth Hospital, †University of
Birmingham, Birmingham, United Kingdom
emadesmat2000@yahoo.com

Introduction: Despite an overall improvement in survvival after orthotopic liver transplantation (OLT) biliaary complications still remain a significant source of
morbidity (6-34%). Patients and Methods: This study
analyzed retrospectively the incidence and managemment of biliary tract complications and its relation to
different techniques of biliary anastomosis after OLT
in 1207 adults over 10 years period from 1993 -2002.
Bilioenteric anastomosis was done performing choledoochocholedochostomy, with T tube (DDT) in 160 or
without T tube (DD) in 835 or Roux-Y choledochojejjunostomy (DR) in 212 patients. Results: There were
183 patients who developed 220 early and late biliary
complications. Biliary complications whether stricture
formation (64%), Leakage (21%) or stone formation
(15%) occurred in 15% of the total number of OLT.
The leak was equally more common in DD-T and DR
(5.6%) compared to DD (3%), while the stricture formmation was more common in DD (13%) and DR (11%)
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compared to DD-T (5.6%) and so it is for stone formmation, 2.5%, 3.7% & 1.8% respectively. Nevertheless
this was statistically insignificant, as well as there was
no significant difference between the techniques used
in terms of total number of complications. The first
year mortality after OLT was 11.7%, 1.4% of which
was related to biliary complications. On the other hand
mortality related to different type of anastomosis was
found to be, DD (9%), DDT (16.6%) & DR (12.5%)
but the difference was not statistically significant.
Different modalities of treatment of biliary complicattions whether ERCP, PTC or surgery were looked at
in terms of mortality and none had advantage over the
other. Over the period of study, 56 patients developed
HAT, 17 of which developed biliary complications.
Statistically there was a significant difference between
those patients with and without HAT in terms of tottal number of biliary complications, nevertheless this
did not statistically influence the mortality. The study
group also looked at the warm ischemia time (WIT),
cold ischemia time (CIT) and units of blood transfussion and none had significantly influenced the developmment of biliary complications. Cytomegalovirus role in
biliary complications was studied and it was found that
there was no significant difference between those with
and without post-transplant CMV Infection in terms
of biliary complications in general and stricture formattion in particular. Lastly, looking at the role of preoperattive ascites showed that its presence did not increase the
incidence of biliary complications. Conclusion: In spite
of the great advance in LTX, biliary complications are
still around the figure of 15%. The mortality related to
biliary complications does not seem to contribute signnificantly to the over all post transplant mortality. There
was no significant difference between the technique used
for biliary anastomosis and incidence of complications
or mortality. As the incidence of total biliary complicattions is lower in DD-T compared to DD and DR, it is
not justified to abandon the DD-T to replace one type
of complication (leak) with another (stricture). Stone
formation almost always occurs on top of stricture (31
out of 32 patients).
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Mona H. Ismail, MD MBBS
College of Medicine and Medical Sciences King Faisal Univversity-Dammam King Fahad Hospital of the University Deppartment of Internal Medicine Division of Gastroenterology
PO Box 40149 Al-Khobar, Saudi Arabia
monai4@hotmail.com

Infectious complications of liver transplantation are
generally manifested 1 week or longer after transplantattion. Whereas bacterial and fungal infections often invvolve other organ systems and do not require a liver bioopsy for diagnosis, viral infections may directly involve
the liver allograft and require biopsy to differentiate
them from acute rejection. Cytomegalovirus (CMV)
is a formidable pathogen and a major cause of morbidiity following organ transplantation. Infected transplant
recipients may develop symptomatic CMV disease,
which may manifest as fever, hepatitis, enteritis, pneummonia or a viral syndrome with persistent fever, neuttropenia, and thrombocytopenia. CMV has also been
reported to contribute to vanishing bile duct syndrome,
accelerate the development of chronic rejection and inccrease the risk of other serious infections, most notably
Pneumocystis jiroveci pneumonia (PCP) and aspergilllosis. Cytomegalovirus, in particular, is not uncommon
in the posttransplant period, with some centers reportiing incidences of over 20%. Mean time to occurrence is
38 days after OLT (8-290 days), although late presenttations are reported (up to almost 10 years after OLT),
with an incidence of 8.5% in the total cohort at one
transplantation center. In that study, all patients with
late CMV infections were women, and all were seroppositive before OLT. The most important risk factor
is CMV-positive serology of the donor, regardless of
recipient serologic status. The recognition that CMV
plays an important immunomodulatory role, by potenttiating a recipient’s net state of immunosuppression and
increasing the risk of opportunistic infections, accentuaates the need for preventative strategies. The aim of this
paper is to review the Management of CMV infection
in liver transplantation.
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PP-08
LIVING RELATED LIVER TRANSPLANTATION
NOT TOO EARLY & NOT TOO LATE
Sawsan Abd El-Moneim
Prof. Internal Medicine, Mansoura University, Egypt
sawsan2000egypt@hotmail.com

Cirrhosis is a progressive disease. The advent of Liver
transplantation (LTx) has emphasized the need for an
accurate prognosis, so that surgery may be performed
at the right time. The severity of liver disease must be
evaluated to determine priorities in allocating organs
for LTx and necessitates a disease severity index based
on generalized and easily obtained variables. Sticking
to Child’s scoring system are sufficient for prognostic
purposes. It depends on the clinical and laboratory classsification of patients with cirrhosis in terms of hepatic
functional reserve. In 1998; a special UNOS classificattion for patients undergoing liver transplantation had
been established depending on the severity of liver diseease. Another MELD Score; is a Model to predict survvival in patients with End Stage Liver Disease (ESLD).
MELD score is a reliable measure of mortality risk in
patients with ESLD and suitable for use as a disease
severity index to determine organ priorities. In Egypt
where cadaveric donors are not available; living related
liver transplantation (LRLT) is the only possibility of
saving the lives of ESLD patients. Also, the waiting
time would be minimal for LRLT. So, patients could be
transplanted before their clinical condition deteriorates
and decrease the postoperative complications as much
as possible.
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PP-07
MANAGEMENT OF CYTOMEGALOVIRUS
INFECTION IN THE LIVER TRANSPLANT
RECIPIENT: A REVIEW

PP-09
FACILITATING DONOR DETECTION
THROUGH A COLLABORATIVE APPROACH
WITH THE ICU’S AND A MOBILE DONOR
ACTION TEAM: AN EFFICIENT WAY TO
INCREASE ORGAN DONATION
R Sabbagh, FAM Shaheen, Z Harroun, A Enazi, S Lahmadi,
A Balkhier
Saudi Center for Organ Transplantation (SCOT), Riyadh,
Saudi Arabia
rana@kfshrc.edu.sa

Aim: Shortage of cadaveric organs for transplantation
is a global problem. Most countries are striving hard
to solve it, in order to increase the rate of cadaveric
donation. In the beginning of 2006 the Saudi Center
for Organ Transplantation (SCOT) implemented a
new initiative in the Riyadh region with the developmment of a “field donor detection mobile team”. The role
of the SCOT mobile team is to promote organ donat-
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tion. Materials & Method: Donor detection is the first
step in increasing the actual donor number, and so a
mobile team started daily visits to some of the largest
referral hospitals in Riyadh city, KSA. The aim of these
frequent visits was not only to detect early potential
donors but also to develop relationships with the ICU
and subsequently develop a collaborative approach for
organ donation with all ICU staff. The second phase
was to provide an aggressive and prompt medical suppport for the potential donors in order to increase the
number of viable organs for transplantation. Results:
The Riyadh region has a population of 4-5 million. In
2006, the numbers of actual organ donations were 66
compared to 26 in 2005, 23 in 2004 and 20 in 2003.
This clearly represents a significant increase in number
of donors compared to the previous years. Conclusion:
Donor detection and on-site medical management by
frequent visits to ICUs have proved to be an effective
way of increasing the number of organ donors in the
Riyadh region. This was made possible by building a
team approach through collaboration with the ICU
staff taking into consideration that each hospital needs
a different approach. The remarkable success may inffluence the further development of such teams through
the Kingdom of Saudi Arabia.
PP-10
BILIARY COMPLICATIONS OF ORTHOTOPIC
LIVER TRANSPLANTATION AS RELATED
TO THE TECHNIQUE OF BILIARY
RECONSTRUCTION
A Alsharabi, K Zieniewicz, B Michałowicz, W Patkowski,
P Nyckowski, T Wroblewski, I Grzelak, R Paluszkiewicz, P
Hevelke, P Remiszewski, B Cieslak,
M Urban, O Kornasieẃ
̨
wicz, M Korba, A Skwarek, U Ołdakowska, L Paczek,
M
Krawczyk
Department of General, Transplant and Liver Surgery, Mediccal University of Warsaw, Poland
abdulsalamalsharabi@gmail.com

Biliary complications are known as a weak point of liver
transplantation. Their occurence can be related to the
practice of draining the biliary anastomosis performed
at the time of transplantation. In the institution repressented by the authors, a routine of anastomotic biliary
drainage was abandoned in June 2004. Aim of the study
is to assess the occurence and character of biliary compliccations following orthotopic liver transplantation in rellation to the technique of biliary anastomosis. Material
and Methods: In two groups of transplantees: last 100
transplantations with biliary drainage (48 females and
52 males aged 17 to 64 years) and last 100 transplantattions without drainage (52 females and 48 males aged
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18 to 67 years) the results of treatment were analyzed
and compared, special attention being paid to biliary
complications and their influence on the further manaagement. In both groups the main indication for transpplantation were various types of cirrhosis as well as chollestatic diseases. In most cases (167) c.b.d. end-to-end
anastomosis, less commonly (33 cases) hepatico-jejunal
anstomoses were performed Results: In the first group
biliary complications (bile leakage at the site of drainaage, bile leakage after T-tube removal, c.b.d. strictures)
requiring surgical or endoscopic intervention, occured
in 17% recipients. In one case biliary complications ressulted in the necessity of retransplantation. In the secoond group biliary complications occured in only 11%
patients. None of them caused organ loss. Conclusion:
Abandoning the drainage of biliary anastomosis has redduced the occurrence of early biliary complications folllowing the orthotopic liver transplantation.
PP-11
BILIARY COMPLICATIONS FOLLOWING
LIVING DONOR LIVER TRANSPLANTATION
A Bashir, A Jarrad, S Hammoudi, M Ababneh,
H Abu-Ghosh
Jordan Hospital and Medical Centre, Amman , Jordan
drhni@yahoo.co.uk

Background: Biliary complications are common after
orthotopic liver transplantation. Despite improved surggical and medical care, biliary complications are still a
major source of morbidity, sometimes loss of the graft,
and in severe cases, mortality. They can occur both early
and late, of the biliary complications leaks and strictures
are the most common. In this presentation, our experrience of the biliary complications with living donor
liver transplantation. Patients and Methods: A series
of 32 liver transplant procedures were performed bettween September 2004 and February 2007. This is the
largest series of liver transplant cases reported to date
in Jordan. Patient data were retrospectively analyzed
with a special emphasis on biliary complications, time,
anatomy, management and outcome. Result: Total of 19
grafts showed signs of biliary complications i.e. percentaage of 59.3 %, which varied between stone and sludge,
biliary leakage with anastamosis breakdown, anastammotic stricture and biliary cast, some patients had more
than one complication. 45.4 % of our mortality had biliaary complications. Conclusion: Biliary complication is
the Achilles’ heel of living donor liver transplantation,
with serious morbidity and mortality. However, treatiing these complications by radiological and surgical intterventions dramatically improved the outcome.
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Ahmed Helmy, Hatim Mudawi, Ayman Abdo, Mohie El-Din
Abou Zeid, Hatem Khalaf, Mohammed Al-Sofayan, Mohammmed Al-Saghier, Mohamed Al-Sebayel
King Faisal Specialist Hospital and Research Centre, Riyadh,
Saudi Arabia
ahsalem10@hotmail.com

Background/Aims: Osteoporosis is an important compplication in patients with chronic liver disease. The
goals of this study were to assess the bone mineral denssity (BMD) between pre-transplant cirrhotic patients
in comparison to healthy controls, and to asses its rellation to gender, disease etiology and disease severity
as measured by the Child-Pugh and MELD Scores.
Subjects/Methods: A total of 147 subjects were inccluded: 91 patients (mean ± standard deviation (SD)
age 46.1±14.8; 45(49.5%) were males) and 56 healthy
controls (mean±SD age 55.6±12.9; 13(24.1%) were
males). BMD (g/cm2), Z-score (a SD from measure
related to age and sex), and T-score (a SD related to
peak bone mass for a young adult) of the lumbar verttebrae and the femoral neck were obtained using dualphoton absorptiometry (DPA) using Prodigy: DPXNT/DPX-MD+ (General Electric, Milwaukee, WI).
Osteoporosis was defined according to the World
Health Organization criteria for osteoporosis as a
T-score of less than -2.5 and osteopenia as a T-score
between -1 and -2.5. Descriptive and inferential stattistics were used to compare the BMD among various
groups. Results: Both groups had similar renal function
(P=0.56). Patients were significantly younger and inccluded more males than controls P<0.001 and P<0.01
respectively. Despite that, the osteopenia calculated inddex was significantly higher in patients than controls
(2.39±2.23 versus 1.04±1.53 respectively; P<0.01).
The mean lumbar BMD, Z-score & T-score in pattients and controls were (0.91±1.6 g/cm2, -1.44±1.20
& -1.48±1.5) and (1.03±1.7, -0.24±1.1 & -0.72±1.2)
respectively; P<0.001 for all. However, patients and
controls had comparable femoral BMD and T-score
(0.84±0.16 g/cm2 & -1.18±1.2) and (0.85±0.13 g/
cm2 & -0.88±1.1); P=0.51 & P=0.14 respectively, but
the femoral Z-score was significantly lower in patients’
group (-0.73±1.1 and -0.25±1.0 for patients and conttrols respectively; P<0.01). The mean MELD score and
Child-Pugh scores in the patient group were 15.1±6.4
and 9.4±2.2 respectively. Depending on the Z-score,
lumbar osteopenia±osteoporosis was detected in 43
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(53.1%) patients and 9 (16.7%) controls (P<0.001), but
femoral neck osteopenia±osteoporosis was detected in
24 (29.3%) patients and 4 (7.4%) controls (P<0.01).
Within the patients’ group, BMD was significantly less
in females and in those with viral etiology compared
to males and non-viral etiology (P<0.01 for both).
However, no correlation was detected between either
the MELD score or the Child-Pugh score and the lumbbar or femoral BMD, T-score or Z-score. Conclusion:
Low BMD is very common in cirrhotic patients awaitiing liver transplantation irrespective of disease severity.
Lower BMD is more severe in female patients and those
with viral etiology. These findings necessitate early dettection, proper treatment, avoidance of post-transplant
steroid induction in these patients.
PP-13
LESSONS LEARNED FROM LIVER
TRANSPLANTATION FOR AUTOIMMUNE
HEPATITIS
Hatem Khalaf, Yasser Medhat, Ayman Abdo, Mohammed
Al-Sofayan, Mohammed Al-Sagheir, Walid Mourad, Hamad
Al-Bahili, Yasser El-Sheikh, Ahmed Helmy, Mohamed Al-Sebbayel
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
hatem@khalaf.us
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PP-12
HIGH PREVALENCE OF OSTEOPOROSIS
IN SAUDI PATIENTS AWAITING LIVER
TRANSPLANTATION

Objective: To present our experience with deceased donnor liver transplantation (DDLT) and living-donor liveer transplantation (LDLT) for Autoimmune Hepatitis
(AIH). Patients & Method: Between April 2001 and
January 2007, a total of 122 LT procedures were perfformed (77 DDLTs and 45 LDLTs) in 118 patients (4
re-transplants). Out of the 118 recipients, 16 patients
(13.6%) were transplanted for AIH (15 DDLTs and
1 LDLT). All recipients received FK506 and steroid
based immunosuppressive regimens. Results: Male/femmale ratio was 3/13, median age was 22 years (range,
15-35), median MELD score was 25 (range, 11-40,
median blood transfusion 6 units (range, 0-65), median
ICU stay 5 days (range, 2-24), and median hospital stay
11 days (range, 7-58). Arterial reconstruction was needeed in 4 DDLTs due to severe steroid-induced angiopatthy. After a mean follow-up period of 736 days (range,
6-2089), the overall patient and graft survival rates
were (93.8%). Only one patient died following LDLT
due to primary graft non-function. Histopathological
recurrence was seen in 3 patients (18.7%) and was
successfully treated by optimizing immunosuppresssion. Markedly elevated serum CA19-9 levels (median
1069, range 217-2855) was seen in 4 patients (28%),
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malignancy was preoperatively ruled out in all patient;
histopathologic examination of the explanted livers exccluded malignancy, and showed extensive bile ductular
proliferation, immunohistochemical stains for CA19-9
showed intense membranous uptake in all bile ductuules. Proliferative indices using Ki-67 antibody showed
surprisingly low levels of proliferation (<1%) which
strongly suggests absence of malignancy; all 4 patients
normalized serum CA19-9 levels within the first three
months post-transplant. Steroids withdrawal failed in
all recipients and was always accompanied with almost
immediate elevation of liver enzymes. Conclusions: In
our experience, LT for AIH showed excellent long-term
outcome, patients are usually young females who present
with acute deterioration and high MELD scores; and
usually require long-term steroids to prevent rejection
and disease recurrence. Some patients have markedly
elevated serum CA19-9 level in absence of malignancy.
Some patients also have severe steroid-induced hepatic
artery angiopathy necessitating arterial reconstruction
during the transplant surgery.
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PP-14
DONOR OUTCOME AFTER LIVE LIVER
DONATION: A SINGLE CENTER EXPERIENCE
Hatem Khalaf, Mohammed Al-Sofayan, Mohammed Al-Saggheir, Hamad Al-Bahili, Yasser El-Sheikh, Mohammed Al-Sebbayel
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
hatem@khalaf.us

Objectives: To objectively evaluate the donor outcome
after live donor hepatectomy. Patients & Method:
Between November 2002 and January 2007, a total
of 45 procedures were performed (35 right, 9 left, and
one aborted after surgical incision). Clavien classificattion was used to record surgical complication as follows;
Grade I, alterations from the ideal postoperative course
not requiring specialized pharmacological or surgical
treatment; Grade II, complications requiring specialiized pharmacological treatment, blood transfusion or
total parentral nutrition; Grade III-a, complications
requiring invasive intervention without general anestthesia; Grade III-b, requires general anesthesia; Grade
IV-a, single organ dysfunction; Grade IV-b, multiorgan
dysfunction; Grade V, death; The suffix “d” indicates
disability. In this study; Grades I and II complications
were considered minor complications, while Grades
III-V and any lasting disability were considered as serrious complications. Results: Male/female ratio was
34/11; median age was 25 years (range, 18-42); median
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hospital stay was 6 days (range, 4-14); and only two donnors required intra-operative blood transfusion. After a
median follow-up period of 559 days (range, 8-1404),
a total of 28 morbidities were encountered in 17 donnors (37.8%); out of which 9 donors (20%) had serioous complications. Out of the 28 donor morbidities; 18
were Grade I complications, 3 were grade III-a compliccations, 5 were grade III-b complications, and 2 were
grade IV-a complications. No donor death encounttered in our experience. Conclusions: In our experience
donor hepatectomy is not an entirely safe procedure;
therefore, extreme care should be always given by the
transplant teams to live donors in order to avoid any
distressing morbidity or even, the less likely but more
catastrophic, donor mortality
PP-15
VASCULAR COMPLICATIONS AFTER LIVER
TRANSPLANTATION: A SINGLE CENTER
EXPERIENCE
Hatem Khalaf, Mohammed Al-Sofayan, Mohammed Al-Saggheir, Hamad Al-Bahili, Yasser El-Sheikh, Hamad Al-Suhaibanni, Mohamed Al-Sebayel
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
hatem@khalaf.us

Objective: To report our experience with vascular compplications after both deceased donor liver transplantattion (DDLT) and living-donor liver transplantation
(LDLT). Patients & Method: Between April 2001 and
January 2007, a total of 122 LT procedures were perfformed (77 DDLTs and 45 LDLTs) in 118 patients (4
re-transplants). Arterial reconstructions using an aorttic conduit during the LT procedure was needed in 10
DDLT procedures. Jump grafts between the superior
mesenteric vein and the grafts portal vein were needed
in 2 DDLT procedures. Vascular grafts (arterial and vennous) were obtained from the cadaveric donor iliac vesssels. Results: In 122 LT transplant procedures; vascular
complications was encountered in 7 patients (5.7%).
In the DDLT group; 3 out of 77recipients (3.8%) sufffered from vascular complications; the first patients
had early hepatic artery thrombosis (HAT), she underwwent successful immediate surgical reconstruction and
had uneventful recovery, she is doing well over 5 years
posttransplant; the second patient had early HAT, she
underwent immediate surgical reconstruction but unffortunately died within the first postoperative week
from graft failure; the third patient had late portal vein
thrombosis (PVT), he presented over 1 year posttranspplant with increasing ascites, he underwent successful
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PP-16
LIVER TRANSPLANTATION FOR
HEPATOCELLULAR CARCINOMA:
EXPERIENCE IN A SAUDI POPULATION
Hatem Khalaf, Mohammed Al-Saghier, Mohammed Al-Sofayaan, Hamad Al-Bahili, Yasser Medhat, Yasser El-Sheikh, Ayman
Abdo, Mohamed Al-Sebayel
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
hatem@khalaf.us

Objective: To present our experience with deceased
donor liver transplantation (DDLT) and living-donor
liver transplantation (LDLT) for hepatocellular carccinoma (HCC). Patients & Method: Between April
2001 and January 2007, a total of 122 LT procedures
were performed (77 DDLTs and 45 LDLTs) in 118 pattients (4 re-transplants). Out of the 118 recipients, 21
patients (17.8%) were transplanted with a suspicion of
HCC (13 DDLTs and 8 LDLT). All 19 recipients had
liver cirrhosis (17 viral-related and 2 cryptogenic). In
l8 patients; the diagnosis of HCC was based mainly on
radiological suspicion; and in 3 patients the diagnosis
was confirmed by pretransplant biopsy. Radiofrequency
ablation was performed in those 3 patients. Milan’s critterion was exceeded in only 2 patient. All explanted liveer were sent for histopathological examination. Results:
Male/female ratio was 13/8, median age was 55 years
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(range, 5-64), median MELD score was 16 (range, 940), median blood transfusion 5 units (range, 0-19),
and median hospital stay 13 days (range, 6-48). AlphaFeto-Protein was ≥ 250 in only 5 patients (23.8%).
Histopathological examination of the explanted livers
confirmed HCC in 19 patients, while 2 patients had
incidental cholangiocarcinoma; mean tumor size was
4 CM (range, 2-6); mean tumor number was 2 lesions
(range, 1-4); no extra hepatic spread and no macrovvascular invasion seen in any of the explanted livers. A
After a mean follow-up period of 736 days (range, 62089), the overall patient and graft survival rates were
80.9% and 76.2% respectively; the overall disease-free
patient and graft survival rates were 76.2% and 71.4%
respectively. One patient who underwent LDLT was
retransplanted using cadaveric organ. Two patients died
within one week posttransplant due to primary non
function; this was attributed to the our trend to use
marginal donors in HCC patients. Three out of the remmaining 19 patients (15.8%) had late tumor recurrence
(recurrence was diagnosed at 10, 13 and 18 months
posttransplant); two out of the 3 recurrences occurred
in the cholangiocarcinoma patients; the third patient
who suffered recurrence had a large multifocal HCC
exceeding the Milan’s criteria. Two patients out of the
3 who suffered recurrence died from advanced tumor
within few months of diagnosis. Conclusions: In our
small experience, DDLT and LDLT for HCC within
the Milan’s showed good long-term outcomes. On the
other hand; LT for HCC outside the Milan’s criteria
and for cholangiocarcinoma showed bad outcome with
late tumor recurrence. The use of marginal donors in
HCC patients might compromise the outcome in this
group of patients.
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percutaneous transhepatic dilatation and thrombolysis,
and is doing well over 1 year following the procedure.
In the LDLT group; 4 out of 45 recipients (8.9%) sufffered from vascular complications; the first patient had
early HAT and failed early arterial reconstruction, he
was successfully retransplanted using cadaveric organ;
the second patient had early PVT, he underwent immmediate surgical reconstruction but unfortunately died
within the first postoperative week from graft failure;
the third patient had late HAT (over 1 year posttranspplant), he presented with biliary strictures that failed
repeated dilatations, metallic biliary stent was inserted,
and he will be listed for retransplantation whenever
indicated; the fourth patient had late portal vein stennosis (6 months posttransplant) that was successfully
dilated percutaneously. Vascular complications were
significantly higher in the LDLT group compared with
the DDLT group, 8.9% vs. 3.8% respectively (P<0.05).
Conclusions: In our experience, the incidence of vascullar complications was comparable to internationally accceptable rates. Vascular complications were significantly
higher in the LDLT group compared with the DDLT
group.

PP-17
NUTRITION MANAGEMENT IN LIVER
DISEASE
Leila Goharian, RD, RDN, CNSD
King Faisal Specialist Hospital and Research Center, Saudi
Arabia
leilag13@hotmail.com

Learning Objectives: 1. Incidence and significance
of Malnutrition 2. Subjective Global Assessment 3.
Nutrition Therapy for a Liver Transplant candidate 4.
Nutrition Therapy in the Acute Post-transplant Phase
5. Nutrition Therapy During the Chronic Post-transpplant Phase 6. Summary 7. Future Recommendations
Outline: Protein/Calorie malnutrition is a common
occurrence in patients with liver cirrhosis and is assoc-
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ciated with poorer outcomes. Poor nutritional status
can directly affect long term prognosis after liver transpplantation. In order to identify malnutrition, simple
bedside methods such as Subjective Global Assessment
are extremely useful. In addition, deciding on the mode
of nutrition support and the appropriate amount of
macro/micronutrients prescribed at various stages of
liver disease is crucial. This presentation will address
the significance of nutrition in the clinical management
of liver cirrhosis.
PP-18
PATIENTS SEEKING LIVER TRANSPLANTATION
TURN TO CHINA: OUTCOME OF 15
EGYPTIAN PATIENTS UNDERWENT
CADAVERIC LIVER TRANSPLANTATION IN
CHINA
H M Abdeldayem, I Abdel-Kader-Salama, S Soliman, K Gammeel, M Akl-Rady,K Abu El-Ella , A Abou-Gabal, A Helmy
National Liver Institute, Menoufeyia University, Egypt
habdeldayem64@hotmail.com
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Introduction: In Egypt liver transplantation is restricted
to living related cases. Many of the liver transplant canddidates do not have a suitable living donor. Increasing
numbers of Egyptian patients with end stage liver diseease are seeking cadaveric liver transplantation in China.
They are attracted by the lower costs and shorter waitiing time compared to living related liver transplantattion in Egypt. The aim of this study was to evaluate the
outcome of Egyptian patients who underwent cadaveric
liver transplantation in China and to address our ethical
concerns. Materials and Methods: Fifteen Egyptian pattients who underwent cadaveric liver transplantation in
China were included in this study. Preoperative data beffore traveling to China, all available reports from China
and data concerning their follow up after coming back
from China were retrospectively reviewed. Results: Of
the 15 patients, 11 were men and 4 were women. Their
mean age was 52 years. Indications included hepatittis C-related liver cirrhosis (n=9), hepatitis C-related
liver cirrhosis with hepatocellular carcinoma (n=4),
and hepatitis B-related liver cirrhosis (n=2). Nine of
the 15 patients were evaluated for living related liver
transplantation but none of their potential donors was
considered suitable. Three patients had advanced hepattocellular carcinoma and were not accepted by any centter in Egypt for living related liver transplantation. Two
patients did not have any potential living related donor.
One patient refused the option of having living related
liver transplantation in Egypt and elected from the start
to get a whole liver graft from China. Waiting time in
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China before getting liver transplantation: ranged from
5 to days 22, median 13 days. All our patients were told
exactly when they should arrive at the hospital and the
organs usually arrive on time. Duration of stay in China:
ranged from 28 to 89 days, median 49 days.The cause of
death of the donors for all cases was severe brain injury
(as per reports from the Chinese Hospitals). Putting in
mind that the method of executions in China is known
to be by gun-shooting the back of the head of the prisooner (Guttmann, 1992), we suggest that all donors were
executed prisoners. The overall survival rate was 80.0%
at 6 months and 73.3% at 12 months. There were four
deaths, two of which occurred in China. Of the 11 survviving patients, nine (82%) developed complications.
Nineteen complications were seen in the 13 patients
who were managed following their return from China.
Infective and biliary complications accounted for 46%
and 23% respectively. Major complications necessittated prolonged hospitalization occurred in 4 patients.
Two patients required further laparotomy. Conclusion:
Increasing numbers of patients from all over the world
including Egypt travel to China for organ transplantattion. Quite how hospitals meet patient needs so quickly
is a question with legal and medical ethics implications.
The organs are readily available but the source of “donnors” is questionable. Clinicians considering referral of
patients to China for consideration of cadaveric liver
transplantation as well as patients who decide to seek
treatment in China should be aware of these ethical isssues and the potential risks they may encounter.
PP-19
COMPARATIVE STUDY BETWEEN TWO
DIFFERENT ANESTHETIC TECHNIQUES IN
LIVING DONOR HEPATECTOMY (LDH)
Mohamed Rabie, Hisham Negmi,Yasser Hammad, Hossam
AlOufi, Hatem Khalaf
King Faisal Specialist Hospital & Research Center, Saudi Arabbia
hnegmi@hotmail.com

Background: Living donor hepatectomy (LDH) is now
widely used to meet the need for liver grafts due to the
shortage of cadaveric livers. Donor safety and perioperaative anesthetic management are our major concern; the
aim of our study was to compare two anesthetic technniques for management of living donor hepatectomy.
Patients & Methods: After ethical committee approval
and informed written consent, 20 donors ASA I physiccal status undergoing hepatectomy for living related
liver transplant were allocated randomly to one of two
groups. Group A where anesthesia was induced with
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PP-20
PREDICTORS OF EARLY POSTOPERATIVE
COMPLICATIONS IN RECIPIENTS
FOLLOWING LIVING RELATED LIVER
TRANSPLANTATION: 5 YEARS EXPERIENCE
Ahmed M. Mukhtar, Yehia Khater, Fawzia Fettouh, Mahmoud
ElMetini, Alaa Fayez,Rasha Refaie, Olivier Boilot
Wadi-Alneel Hospital, Egypt
Ahmed3m2003@yahoo.com

Introduction: Complications are common in the early
postoperative period following liver transplantation.
We retrospectively analyze all factors that may influence
the early postoperative course. Materials and methods:
Clinical records from 101 patients with liver transplant
performed between 2001-2006 were reviewed and
the data were analyzed by univariate and multivariaate analysis regarding the clinical outcome during the
early hospitalization. Results: Main indication of transpplantation was end stage liver disease post HCV 83%.
Overall complication occurred in 52% of patients inccluding: renal impairment 16.8%, need for dialysis 10%,
infection 19.8%, pulmonary embolism 2%, ARDS 2%,
pneumonia 5%, MI 2%, neurological complication 9%,
rejection 12%, HAT 1%, patient need re-explorarion
12%. Mortality rate was 22.8%. Risk factors predicting
early complications and mortality were: massive blood
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transfusion P<0.001, technical problem P<0.002, opeerative time P<0.007, ischemic time P<0.007% postooperative renal impairment P<0.0001. Conclusion:
Intraoperative massive blood transfusion and technical
surgical complications are the most significant predicttors for early complications following Living Related
Liver Transplant.
PP-21
INTERVENTIONAL MANAGEMENT OF
POST LIVING RELATED PEDIATRIC LIVER
TRANSPLANTATION COMPLICATIONS
Mohamed Shaker MD, Hisham Abdelkader MD FRCS, Hattem Safaan MD FRCS, Magd Kotb MD, Mahmoud Elmeteiny
MD, Ibrahim Mostafa MD , Alaa Fayez MD
Liver Transplantation Team, Wady Elneel Hospital, Egypt
mohamedshakerghazy@yahoo.com

19 pediatric patients were submitted to LDLT during
the period between October 2001 and August 2006. 6
of these patients including 3 females and 3 males ranging
between 1.5-7 years old were submitted to 12 different
interventional procedures as follows: •2 balloon dilatattion of hepatic vein anastmotic stenosis. •1 balloon dilattation of biliary anastmotic stricture. •1 hepatic angiogrraphy. •2 drainage of bile leak. •2 ERCP. •1 drainage of
ascites. •3 tapping of pleural effusion. 9 of these proceddures were successful as therapeutic tool with favorable
clinical outcome, percutaneous drainage of bile leak was
not enough in one patient to alleviate the condition and
was followed by successful endoscopic stenting, while
in another patient with bile leak ERCP failed and was
followed by successful surgery, diagnostic hepatic anggiography was done in one patient with hepatic artery
thrombosis and was followed immediately by surgical
thrombectomy and reanastmosis. No complications
were encountered. We will demonstrate an Egyptian
experience from Wady Elneel hospital concerning the
interventional procedures used to manage post living
related pediatric liver transplantation complications
with conclusion that interventional procedures are safe
and effective methods to manage post transplantation
complications in pediatric age group.
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fentanyl 2ug/kg and propofol 2-3 mg.kg-1, and mainttained with isoflurane 0.8-1.2% and fentanyl infusion
1-2 mcg.kg-1.h-1. In group B anesthesia was induced
with sufentanyl 0.2mcg.kg-1, and propofol 2-3 mg.kg1, and maintained with propofol infusion 6-12 mg.kg1.h-1 and sufentanyl infusion 0.2-0.4 mcg.kg-1.h-1.
Atracurium was the muscle relaxant for intubation and
maintenance in both groups. Results: There were no
perioperative mortality in both groups, no significant
statistical differences between both groups as regard
demographic data, duration of surgery ,duration of aneesthesia ,hospital stay, intraoperative hemodynamics,
blood loss, liver function tests (PT, AST, &ALT) meassured in the first, third, and seventh days postoperative.
Conclusion: In conclusion, our study demonstrated
that both anesthetic techniques were well tolerated for
living donor hepatectomy, with no blood transfusion
required, with short and safe discharge from PACU
and short hospital stay, but with significant laboratory
changes reflecting transient impairment in metabolic
liver function. These procedures have proven useful as
an important alternative to the cadaveric liver transpplantation. Both techniques can be used as fast tract
technique for living donor hepatectomy.
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PP-22
PERIOPERATIVE ANESTHETIC MANAGEMENT
OF LIVER TRANSPLANTATION: A
RETROSPECTIVE ANALYSIS OF KING FAISAL
HOSPITAL EXPERIENCE
Hisham Negmi,* Ashrouf Moussa,* Yasser Ali,* Nagui Elmmasry,* Riaz Ahmed,* Hossam Al-Oufi,* Mohamed Al-Sebbayel,† Hatem Khalaf,† Mohamed Al-Sofayan,† Mohamed
Al-Sagheir†
*From the Department of Anesthesia, †Hepatobiliary and
Liver Transplantation Department, King Faisal Specialist Hosppital & Research center, Saudi Arabia
hnegmi@hotmail.com
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Background: Liver transplantation is the only effecttive way save lives in End Stage Liver Disease (ESLD).
The survival of patient after transplantation is over
80% in the best centers around the world.1 Patients &
Methods: Characteristic of patient population: Data
retrospectively reviewed between April 2001 to January
2007 years, our center performed 122 liver transplantattions, 77 from deceased donors (DDLT), and 45 from
living donors(LDLT), in 118 patients 4 cases were rettransplanted. Perioperative Management: All patients
were evaluated preoperative according to the institute
protocol. All patients received general anesthesia acccording to our protocol. Swan-Ganz catheterization
and Rapid Infusion System (RIS) only used when
clinically indicated Most of the patients were assisted
by mechanical ventilation in MSICU postoperatively.
Fluid therapy and vasoactive agents were managed acccording to hemodynamic parameters. The therapeutic
aim was to maintain CVP &pulmonary wedge presssure within 5 to 8 cm H2O and 12 to 15 mmHg corrrespondingly. Results: The patients were 66 male and
52 female. Their median age was 43 years, ranging
from 2 to 63 years. 107 patients were adult and 11 pattients were pediatrics. In DDLT the median operating
and anesthesia time were 8 hours (range 4-19), and 9
hours (range 5-20) respectively, median and hospital
stay was 13 days (range, 6-183).The median packed red
cell 6(range0-40) unit, median fresh frozen plasma 10
(range 0-40) unit , median platelets 6 (range0-40) unit,
median cryoprecipitate 0 (range 0-12) unit and median
blood loss 4 (range 2-30) litter. After a mean follow-up
period of 760 days (range, 2-2085), the overall patient
and graft survival rates was 86%. In the LDLT group;
median operating and Anesthesia time were 11 hours
(range, 7-17) and 12 (range 8-18) respectively. Median
hospital stay was 15 days (range, 7-127). After followup period of 685 days (range, 26-1540), the overall
patient and graft survival rates were 90% and 80% resspectively. The median packed red cells 4 (range 0-65)
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unit, median fresh frozen plasma 7 (range 0-40) unit,
median platelets 0 (range 0-20) unit, median cryopreccipitate 0 (range 0-12) unit and median blood loss 5
(range 1.5-30) litter. Conclusions: Both DDLT and
LDLT are being successfully performed at KFSH&RC
with good outcomes. Our early experience indicates
higher rate of biliary and vascular complications in the
LDLT group. Intraoperative Packed Red cells, blood
products, fluid replacement and estimated blood loss in
both groups were matching the international centers’ ressults. References: 1) Mc Diarmid SV, Millis MJ, Olthoff
KM, et al Indication for paediatric liver transplantation
.Pediatr Transplant. 1998; 2:106:116.
PP-23
THE VALUE OF INTRA-OPERATIVE DOPPLER
ULTRASOUND IN LIVER TRANSPLANT
Mohammad Ghatasheh MD, Abdelhamid Aladwan MD
Radiology Department, King Huessain Medical Center
KHMC, Jordan
maghat58@yahoo.com

Objective: The purpose of this study was to evaluate
the role of Doppler ultrasound (DUS) in assessing the
liver graft after completing the vascular anastomosis,
and before performing the biliary anastomosis and clossure of the recipient. Subjects and Methods: Fifteen life
related liver transplant recipients (nine males and six
females) underwent intraoperative DUS examination
for hepatic artery, portal vein, hepatic veins and inferior
vena cava (IVC). Results: Among the fifteen patients,
results of DUS were abnormal in three patients. Two
patients showed hepatic artery problem. The first one
showed damped monophasic flow with low resistive inddex (RI), and prolonged acceleration time, and also high
velocity jet at anastomotic site, so severe arterial anastommotic stenosis diagnosed, so the artery was immediately
opened and reanastomosed, and second DUS showed
normal hepatic artery flow. DUS of the second patient
showed no flow in the hepatic artery, and on scanning
the celiac artery dissection noted in the celiac artery exttending into the hepatic artery, so the artery was opened
and the surgeon anastomosed the splenic artery to the
graft, and second DUS showed normal flow in the heppatic artery. In the third patient thrombosis noted in
the portal vein (which was there prior to the operation,
and the surgeon was unable to remove it), the thrombbus was incomplete and didn’t affect flow on DUS. The
other twelve patients had normal DUS examination.
Conclusion: DUS is invaluable in assessing the arteries
and veins of liver graft, and can accurately detect compplications which can be repaired immediately.
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Salah T, El-Shoubary M, Boillot O, El-Saadany M, Yassin A,
El-Sarraf W, El-Ghawalby N, Abdelel-Wahab M, Fathy O,
Soultan A and Ezzat F
Gastroenterology Surgical Center, Mansoura University,
Egypt
tarksal@yahoo.com

Introduction: Biliary complication after liver transplanttation is one of the most significant postoperative probllems. It occurs in 7-29% of patients in cadaveric liver
transplantation and in 12-35% after living donor liver
transplantation. The complications may be intrahepatic
or extrahepatic. The latter includes anastomotic leak or
stenosis. Methodology: From May 2004 to January 2007
we have done 27 cases of living donor liver transplantattion (Rt. Lobe) with duct to duct anastomosis. Biliary
strictures occurred in 4 patients (14.8 %). ERCP was
done for all of them revealing tight anastomotic stricttures in two patients failed to be dilated and referred to
surgical correction in the form of hepatico-jejunostomy.
The other two patients underwent multiple sets of enddoscopic dilatation and they are doing well up till now.
Conclusion: The incidence of biliary complications aftter LDLT duct to duct anasomosis is more than those
following cadaveric transplant. Surgical and endoscopic
correction of the biliary complications are feasible and
result in better quality of life of these patients.
PP-25
CAUSES OF UPPER GI BLEEDING IN A
MULTINATIONAL SOCIETY (MAKKAH)
Wael A Shahin MD, Monir H Bahgat MD and Hassan A
Bukhary MD
Al Noor Specialist Hospital, Makkah, Saudi Arabia.
wael_shahin@hotmail.com

Background and Aim: Makkah is the holy place for
more than one billion Muslims. Four to five millions are
visiting Makkah yearly with different health problems.
The aim of this study was to define the causes and demmographic characters of patients presented with upper
GI Bleeding in Al Noor Specialist Hospital, Makkah,
Saudi Arabia. Methods: In a cross sectional study, we
analyzed data of patients presented with upper GI
bleeding in Al Noor Specialist Hospital, throughout
the year 1424H (2003-2004). Results: Out of 1097
patients whom underwent upper GI endoscopy, 248
cases had upper GI bleeding (22.6%). Mean age of
bleeders was 56.8+/-16.5 yrs and males were the maj-
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jority (72.5%). Saudi patients were 41.89% of cases,
while 10.89% were Egyptian, 10.48% Pakistani, 5.24%
Bengali, 5.24% Turkish, 4.48% Yemeni, 3.63% Indian
and 18.15% form other countries. The main causes of
upper GI bleeding were variceal in 29.2%, duodenal
ulcer in 23.8%, gastritis in 18.5% and other causes in
28.5% of cases. The percentage of variceal bleeders was
the highest in Egyptian (63%), Pakistani (46.2%), while
percentage of duodenal ulcer bleeders was the higheest in the Indian, Yemeni and Turkish (44.44%, 41.67
and 38.46%). Conclusion: Causes of upper GI bleediing differ according to the nationality. Variceal bleediing still constitutes a major health problem in many of
the Islamic countries. This study will be of help to local
health sector planners and providers.
PP-26
BILIARY AND VASCULAR COMPLICATIONS
AFTER ADULT-TO-ADULT RIGHT LOBE
LIVING-DONOR LIVER TRANSPLANTATION
Mohamed El-Saadany, Mohamed El-Shobari, Tarek Salah,
Amr Yassen, Waleid Al-Saraf, Osama Sheha, Omar Fathy,
Mohamed Abdel-Wahab, Nabeh Anwar, Olivier Boillot and
Farouk Ezzat
Liver Transplantation Unit, Mansoura University, Egypt
elsaadanymohamed@yahoo.com
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PP-24
BILIARY COMPLICATIONS AFTER LIVINGDONOR LIVER TRANSPLANTATION

Introduction: HCV-related liver disease is the leading
cause of morbidity and mortality due to liver diseases
in Egypt. Since cadaveric liver transplantation has not
been approved by law, living-donor liver transplantation
has recently emerged in Egypt as an alternative option.
Patients and methods: Between May 2004 and January
2007 we performed 27 cases of adult-to-adult right lobe
living- donor liver transplantation at our center. They
were 23 males (85.18%) and 4 females (14.82%). Their
age ranged between 23 and 63 years with median age of
52 years. The indication of liver transplantation in these
patients was end stage liver disease due to post-HCV
cirrhosis in 20 (74%); HCV-related HCC in 4 (14.8%);
hemochromatosis with HCV in 1.0 (3%); Budd-Chiari
syndrome in 1.0 (3%) and liver cirrhosis due to autoimmmune hepatitis type 1 in 1.0 (3%). We used the right
liver lobe only of the donor without the middle hepatic
vein, with graft-to-recipient weight ratio always more
than 0.8. Results: During follow-up, twenty-three pattients (85.15%) are alive while 4 patients (14.82%)
died due to: primary non-functioning graft (Day 7),
early post-transplant PV thrombosis (Day 34), sudden
cardiac arrest (Day 42) and progressive liver cell failure
due to recurrent fibrosing cholestatic hepatitis C with
multi-organ system failure (Week 39). Three patients
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(11.11%) underwent eversion thrombectomy for PV
thrombosis. However, 2 of them developed post-transpplant PV complications in spite of heparin prophylaxis
therapy. PV thrombosis occurred early (Day 2) in one
patient . Significant PV stenosis at the anastomotic site
developed in another patient after 18 weeks, which was
managed by percutaneous transhepatic portal vein dilattion and stent placement. In one patient (3%), MR anggiography 2 months after LTx. showed mild stenosis of
right hepatic vein at anastomotic site with IVC which
had no significant hemodynamic changes. Hepatic arttery thrombosis developed in one patient (3%) immediaately after transplantation which was managed by urgent
thrombectomy and vascular reconstruction within the
first 24 hours, resulting in restoration of adequate blood
flow in one of the 2 thrombosed hepatic arteries. Biliary
stricture developed in 4 patients (14.82%) due to acciddental CBD ligation in one patient, while anastomotic
stricture occurred in the other 3 patients. Two patients
were managed by Roux-en-Y biliary reconstruction,
while the other 2 patients were managed by endoscopic
dilation and stents placement. Bile leak occurred at the
anastomotic site in 3 (11.11%) patients and at the cut
surface in another 4 patients (14.82). Cholangitis occcurred in 12 patients (44.44%) due to underlying biliaary stricture in 4 (14.82%), bacterial colonization in 5
(18.51%) and as a complication of T-tube cholangioggram in 3 (11.11%). Internal hemorrhage occurred in 3
patients (11.11%) 2 of them in the early post-transplant
period which was managed conservatively in one and by
exploration in the second, while in the third patient it
occurred after liver biopsy 6 weeks post-transplantation
which necessitated exploration. Conclusions: Livingdonor liver transplantation is a promising modality of
treating patients with end stage liver disease in spite of
relatively high biliary and vascular complications. Better
patient and donor selection with refinement of surgical
techniques could improve the results.
PP-27
LOSS OF VISION-A RARE COMPLICATON
OF TREATMENT WITH PEGYLATED
INTERFERON AFTER LIVING DONOR LIVER
TRANSPLANTATION: A CASE REPORT
Ibrahim Mostafa, Wael Safwat, Rasha Refaie, Medhat Abdel
Aal, Mohamed Fathy, Alaa Fayez, Mahmoud El Meteiny
Wadi Al Neel Hospital, Egypt
waelsafwat@yahoo.com

Background: HCV recurrence post liver transplantattion is one of the most important medical complications
after the operation which is managed by the regular line
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of treatment using pegylated interferon (PEG INF)
and ribavirin. Therapy with PEG INF and ribavirin
has many precautions which necessitates checking of;
thyroid functions, cardiological assessment, autoimmmune profile and eye fundus examination. Common
side effects include fatigue, flu like symptoms, fever and
leucopenia, thrombocytopenia and worsening of liver
function tests, with many other rare side effects. Case:
Male patient 51 years old underwent living donor liver
transplantation for HCV related end stage liver disease
in October 2003, patient had diabetes mellitus since 14
years, worthwhile mentioning that the patient had bennign portal vein thrombosis pre-transplant and was on
warfarin during his first postoperative year. The patient
had HCV recurrence in the graft in August 2005 and
was scheduled for PEG INF and ribavirin treatment
after he did a viral load and a liver biopsy. The patient
was checked for his thyroid functions, autoimmune
markers, cardiac condition and a fundus examination
and all was normal at that time. Therapy with PEG
INF and ribavirin was initiated after the first two doses
the patient had severe fatigue and mild depression and
stopped treatment and then resumed treatment with
better tolerance. After the first month the patient was
responding with lowering of his transaminases and a
normal CBC. The patient started experiencing progresssive decrease in his visual acuity in one eye two months
after starting his antiviral treatment and he visited more
than one ophthalmologist and all stated that there was
nothing wrong with his eye and had no explanation
for his decrease in his visual acuity. The patient than
had sudden loss in that eye 3 months after the start of
treatment. He was then diagnosed to have retinal artery
thrombosis which necessitated stopping his anti-viral
treatment, then 2 months later he experienced progresssive pain in that same eye which was later diagnosed as
glaucoma and failed medical therapy and had to do a
glaucoma operation with no pain afterwards but with
permanent loss of vision in that eye. Discussion and
Conclusion: HCV is still the most common indication
of liver transplant worldwide, HCV recurrence in the
graft is almost universal the need for using PEG INF
in these patients will increase to prolong graft and pattient survival, but strict precautions should be implied
to avoid drugs side effects. Here we reported a case of
loss of vision in one eye in a patient with progressive
vision weakness when was under treatment with PEG
INF due to a rare side effect: retinal artery thrombossis. Obviously the patient had some sort of thrombotic
diasthesis before the operation which may or may not
be related to the patients condition. In conclusion, pat-
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PP-28
LIVER TRANSPLANTATION IN EGYPT FROM
WEST TO EAST
Galal El-Gazzaz MD
Department of General Surgery, Suez Canal University Ismmailia-Egypt
galal100@hotmail.com

Background: To date cadaveric organ donation is illeggal in Egypt, therefore Egyptian patients with end stage
liver disease are seeking whole cadaveric organ transpplantation abroad. In last decade and early years of this
decade most of patients try to get a new liver in Europe
and USA. In last couple of years most of these patients
turned to China. They were attracted by the lower costs,
shorter waiting list and no need for searching for suitaable living related donors. So, we studied the outcome
of 22 Egyptian patients who underwent cadaveric liver
transplantation (LT) in China and to address our conccerns. Methods: Between March 2004 and December
2006 twenty-two patients underwent cadaveric LT in
China attended to outpatient clinic of liver surgery in
Naser Institute and Suez Canal University hospital
were included in this study. Pre-operative assessment
data before traveling China, all available reports from
China and data concerning follow up after coming back
from China were retrospectively reviewed. Results:
Most of patients transplanted in Tianjin (n=16), few
in Guangzhou (n=4) and in Shanghai (n=2). The male
to female ratio was 18:4. Median age was 48 (30-62
years). Hepatitis C virus (HCV) cirrhosis whether
alone or with schistosomiasis was the main indicator
for LT (n=12). Hepatitis B virus (HBV) cirrhosis was
in 2 patients. (HCV) cirrhosis with hepatocellular carccinoma (HCC) was in 6 patients. HBV cirrhosis with
HCC was in one patients and (HBV) + (HCV) cirrrhosis with HCC was in one patient. Five patients with
HCC had advanced HCC and were not accepted by
any center in Egypt for living related LT. There were
eight deaths; one due to primary non-function, one due
to post-operative bleeding. Two patients due to recurrrent hepatitis C virus (HCV) and 4 patients due to
recurrent HCC. The overall survival at 1 and 2 years
was 68.5% and 64% respectively. For HCC patients
was 50% and 45.5% respectively. For hepatitis patients
was 86.5% and 82% respectively. Twelve patients (54%)
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developed complications. Biliary complications were
the most common one accounted for 45 % of cases.
Conclusion: Cadaveric liver transplantation in China
could be an option for Egyptian patients with end stage
liver disease; however serious concerns regarding selecttion criteria and ethical aspects, also the negative impact
on starting LT programs in Egypt must be addressed
carefully. In Egypt efforts should be directed to get leggalization for cadaveric LT.
PP-29
SELECTION OF LIVE DONORS FOR
SEGMENTAL LIVER TRANSPLANTATION
S Halasa, F Zoraikat, W Obaidat, S Smadi, Y Yuzar
King Hussein Medical Center, Jordan
salahhalasa@hotmail.com

Introduction: The appropriate recipient/donor match
is a prerequisite for successful living donor liver transpplantation (LDLT). A precise knowledge of the liver
anatomy and the functional liver volume plays a key role
in the selection of liver donor candidates. From June
2004 until December 2006, 15 liver transplantations
were performed in our department, one patient had a
retransplant. According to our evaluation protocol 25
potential donors (19 males, 6 females) between 19 to
41 years received initial biochemical and radiological asssessment. Volunteer related donors were selected after
medical and psychiatric evaluations, and the suitability
of the donor’s liver was established by functional and
radiological criteria. Of the 25 evaluated donors, we
excluded 10 from donation. Reason for exclusion was
an inadequate liver volume or a risk related to anatomiccal anomaly. In the remaining 15 cases (10 males, 5 femmales) a successful graft donation was possible. There
were no postoperative complications in the donors and
recipients, directly related to a misjudgment of the anatoomy or miscalculation of the liver volume. The living
donors consisted of 2 mothers, 2 sisters, 1 wife, 3 brotheers, 5 sons, two fathers and a nephew. The mean graft
recipient weight ratio was1.2%. Right lobe donor hepattectomy was performed in7 cases, in 4 cases inclusion of
the middle hepatic vein (MHV) was required to obtain
a graft of adequate size, left lobe hepatectomy in 4 cases
and one left lateral segmentectomy was performed to
obtain a graft from a father who was the donor for his
3 year old daughter. Although routine inclusion of the
middle hepatic vein (MHV) in the right-lobe liver graft
is still controversial, the importance of providing good
venous drainage for the right anterior sector to ensure
better early graft function has gained wide recognition.
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tients under going treatment with PEG INF should be
warned about any eye symptoms and are instructed to
stop treatment till they check with their ophthamologgists to avoid such complication specially if they have
history of any thrombotic events.
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Donor hepatectomy was performed without vascular
inflow occlusion in 8 cases and in 7 intermittent occlussion was used. The intra-operative blood loss ranged
from 50 mL to 250 mL with an average of 100 mL, and
blood transfusion was not required in all donors both
intra-operatively and during the postoperative period.
The average duration of the operation was 4.5 (3.0-6.0)
hours. Results: All donors did well postoperatively;
the median postoperative stay was five days for left
lateral segmentectomy and seven days (5-12) for lobar
donation. None of the donors required blood transfussion, re-operation or postoperative invasive procedure.
However, three of them experienced minor complicattions. . All donors are now in normal health between 3
and 32 months after LRT, having returned to all activitties enjoyed before donation. The LRLT appears to be a
promising procedure. The advantages to this technique
are a donor for each recipient, an improved quality of
graft, and a reduction in pretransplant mortality.

Posters

PP-30
OUTCOME OF SAUDI PATIENTS
UNDERGOING CADAVERIC LIVER
TRANSPLANTATION IN CHINA
Mohammad Al Sagheir, Ayman Abdo, Yaser Al Sheik, A Al Saggheir, M Neimatallah, H Al Suhaibani, Ahmed Helmy, Mahmmoud Saleh, Hatem Khalaf, Hamad Al Bahily, Yaser Midhat,
Mohammad Al Sofayan, Mohammed Alsebayel
King Faisal Specialist Hospital and Research Center, Riyadh,
Saudi Arabia
abdoayman@hotmail.com

Background/Aim: Liver transplantation is the only efffective therapy available for patients with end stage
liver disease. Because of long waiting list times in local
liver transplant programs in Saudi Arabia, an increasing
number of patients have been seeking transplantation
in foreign centres especially in China. In this study, we
intend to describe the outcome of patients transplanted
in China and followed in King Faisal Specialist hospital
and Research Centre in Riyadh. Methods: All patients
receiving liver transplantation in China from January
2003 to December 2005 who were followed post transpplantation in our institution were included. Charts
were reviewed for relevant clinical and laboratory data.
Mortality and morbidity in this group of patients is
described and compared to patients transplanted at
KFSH in the same period. Results: Thirty nine patients
were included. Seventy six percent were males. Mean
survival for patients transplanted in China was 28.6
months (95% CI 20-37) compared to 55.1 months for
controls (95% CI: 49 61) P=0.029. The actuarial five-
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year survival rate was 50% for patients transplanted in
China compared to 82% for patients transplanted in
KFSH (P=0.29). Of the patients who died, five died
of poor graft function secondary to biliary stricture,
three died of sepsis secondary to cholangitis, three due
to poor graft function secondary to portal vein thrombbosis, one due to graft versus host disease, and three
from HCC metastasis. Many patients suffered from
multiple other morbidities mostly biliary and vascular
complications (14 patients in the China patients vs. 7
in the control group p=0.001). The number of hospittal admissions, use of medical services, and number of
outpatient’s visits were all significantly more in patients
transplanted in China. Cox regression analysis to assess
the impact of important co-variants including age, gendder, and MELD score between the two groups was also
performed. Conclusion: Our data shows clearly that
there is a high mortality, morbidity, and patient’s servvices utilization rates in Saudi patients receiving transpplantation in China. This could be related to poor sellection criteria, long warm ischemia time, or poor post
transplant care. In addition, there are multiple ethical
concerns regarding the source of donors in China.
PP-31
PATHOLOGIC ASSESSMENT OF LIVER
SPECIMENS IN LIVER TRANSPLANTATION AT
KING HUSSEIN MEDICAL CENTER
L Fayyad MD MRCPath, A Sadeq MD JB
(Clinical Chemistry)
Princess Iman Research and Lab Sciences Center. King Husssein Medical Center Amman-Jordan
l_fayyad@yahoo.com

Introduction: various types of liver specimens are recceived for pathologic assessment in a liver transplantation
center. We present the pathologic findings for the first
14 cases of liver transplantation done at King Hussein
Medical Center (KHMC). Materials and methods: 14
patients, eight males and six females, underwent living
donor liver transplantation at KHMC during the periood from June 2004-December 2006. The age range was
3-52 years. The preoperative indications were cirrhosis
(no=10) etiologically classified as follows: primary sclerrosing cholangitis (no=2), secondary sclerosing cholaangitis (no=1), cryptogenic cirrhosis (no=2), autoimmmune hepatitis (no=1), hepatitis C (no=1), progressive
familial intrahepatic cholestasis (no=1), extrahepatic
biliary atresia (no=1) and one case had features of both
vascular congestion and primary sclerosing cholangitis.
The noncirrhotic cases were fulminant viral hepatitis B
superinfected with hepatitis D virus (no=1), Crigler-
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PP-32
POST TRANSPLANT PORTAL HYPERTENSION:
CASE PRESENTATION
Mahmoud El-Tahawy, Hasan Zaghla, Mohammed El-Warrraky, Imam Waked
Departments of Hepatology and Radiology, National Liver
Institute, Egypt
imam@waked.org

We report a case of portal stenosis following liver transpplantation manifesting as recurrent hydrothorax, succcessfully managed radiologically. Case: A 64 year old
lady was transplanted for end stage liver disease due to
HCV. She received a cadaver liver with duct-to-duct
anastomosis. Her immunosuppression was cyclosporrin/MMF. One month post-transplant she developed a
severe chest infection. She was re-admitted to ICU, mecchanically ventilated, required a tracheotomy, required
CPAP for 7 days, and had features of ARDS on CXR,
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which recovered completely. The following month: she
developed bilateral pleural effusion which was drained.
Her immuno- suppressants were changed to tacrolimus/
AZA, due to intolerable side effects: severe headaches,
delirium, and delusion. At 5 months post-LTx she devveloped a massive Rt pleural effusion which was tapped.
A chest CT showed consolidation and collapse of the
right lung, and no pulmonary embolism. At 6 months
she developed a recurrent massive Rt pleural effusion,
and ultrasound Doppler showed narrowing in IVC and
hepatic veins. Venography showed 50% narrowing in
the inferior vena cava (IVC) and >70% stenosis of right
hepatic vein (RHV). Both were stented with disappearaance of the pressure gradients. One month later she had
recurrent Rt. pleural effusion, which was drained and
found to be of -ve bacteriology and cytology and negattive for TB and by PCR. Her AZA was stopped due
to leucopenia. One month later, she again had recurrrent massive bilateral effusion, and her AST and ALT
increased to 5 times upper limit of normal, bilirubin 6.5
mg/dl, and her INR was 2. Ultrasound and Doppler
showed patent hepatic veins with good flow in the stent,
patent IVC stent with normal flow, normal flow in heppatic artery, but sluggish flow in hugely dilated portal
vein. A liver biopsy was needed, and a transjugular bioopsy/venography was performed. It showed patent IVC
stent with no pressure gradient, patent RHV stent,
no gradient, WHV pressure 15 mmHg with a tight
stenosis at the site of the porto-portal anastomosis.
Pressure measurements showed graft portal vein presssure 15 mm Hg, native portal vein pressure 62 mm Hg,
with trans-stricture gradient 47 mmHg. A TIPS was
placed, and the trans-stricture pressure disappeared,
and the HVPG decreased to 10 mmHg. Her biopsy:
showed recurrent hepatitis C, mild to moderate activity,
moderate fibrosis, porto-central bridging. At that time
thrombocytopenia & leucopenia prevented IFN theraapy. By 2 months later, her pleural effusion subsided,
her platelets and leucocytes increased, and by 4 months
following TIPS she started PEG-IFN therapy. She did
not achieve a virological response, but was a biochemiccal responder, tolerating only low dose interferon supppression. (The images will be presented). Conclusion:
Venous stenosis is common post liver transplantation.
Stenosis of the IVC and hepatic veins are common.
Portal stenosis is rare, but produce portal hypertenssion with normal HVPG and WHVP. Radiological
management was successful in this case and should be
considered in all venous stenosis following liver transpplantation.
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Najjar syndrome (no=1), hepatoblastoma (no=1) and
portal hypertension with incomplete septal cirrhosis
(no=1). One patient underwent retransplant due to
hepatic insufficiency. Pretransplant donor liver biopsies
were obtained to assess the degree of macrovesicular steaatosis (no=3) and in cases in which the recipient had a
familial disease, autoimmune disease or cryptogenic cirrrhosis (no=6). The explanted hepatectomy specimens
for all the patients were studied using conventional,
special and in few cases immunohistochemical stains.
Routine post-transplant liver biopsies from the recipieent were not performed and the patients were manaaged according to clinical, biochemical, serologic and
imaging results. Only one such biopsy was obtained.
Results: The donor biopsies showed variable degrees
of mild to moderate macrovesicular steatosis. One case
showed nonspecific moderate focal portal inflammation
without activity. The rest were normal. The post-transpplant recipient biopsy showed mild acute rejection. The
pathologic examination of the explanted hepatectomy
specimens was consistent with the preoperative diagnossis in 12 cases. One case of cryptogenic cirrhosis had
features suggestive of small duct primary sclerosing
cholangitis and one case was found to be Budd-Chiari
syndrome. Additional findings were macroregenerative
nodules, dysplastic nodules, idiopathic portal hypertenssion with nodular regenerative hyperplasia, portal vein
thrombosis and ischemic bile duct necrosis in the failed
graft case. Discussion and conclusion: pathologic asssessment is important in liver transplantation and can
add useful information to the management and follow
up of these patients.
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PP-33
COMBINED LIVER-KIDNEY
TRANSPLANTATION AND RENAL FUNCTION
Syed Khalid Ahmad Shah and Hisham Negmi
King Faisal Specialist Hospital and Research Centre, Riyadh,
Saudi Arabia
syed.shah@kfshrc.edu.sa
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The purpose of this presentation is to examine the conssiderations, indications and outcomes for combined
liver kidney transplant, and recent advances in treating
the renal dysfunction that occurs after liver transplant
as a consequence of treatment with immunosuppresssive drugs. We took into account our own experience
at The King Faisal Hospital and Research centre while
doing such cases and also international literature. We
also reviewed new advances in the treatment of renal
dysfunction before transplant. After the first combined
liver-kidney transplantation (LKTx) was reported by
Margreiter et al,1 it became clear that renal dysfunction
was not an absolute contraindication to liver transplanttation. At many centers, throughout the world there
have been documented good graft and patient outcomes
after combined LKTx in patients with both end-stage
liver and end-stage renal disease.2,3 While combined
transplants are technically possible, the indications for
this procedure are not clearly defined. Our presentattion will highlight some of the documented and proven
as well as possible indications and advantages of doiing a combined LKTx. References: 1. Margreiter R,
Kramar R, Huber C, et al. Combined liver and kidney
transplantation. Lancet 1984; 1: 1077. 2. Gonwa TA,
Klintmalm GB, Levy M, Jennings LS, Goldstein RM,
Husberg BS. Impact of pretransplant renal function
on survival after liver transplantation. Transplantation
1995; 59: 361. 3. Gonwa TA, Nery JR, Husberg BS,
Klintmalm GB. Simultaneous liver and renal transplanttation in man. Transplantation 1988; 46: 690.
PP-34
PEDIATRIC LIVER TRANSPLANTATION:
WHAT’S THE BIG DEAL?
Syed Khalid Ahmad Shah and Hisham Negmi
King Faisal Specialist Hospital and Research Centre, Riyadh,
Saudi Arabia
syed.shah@kfshrc.edu.sa

The main aim of this presentation is to give a brief summmary of the considerations, indications and outcomes
of pediatric liver transplantation and at the same time
to highlight the major differences in dealing with these
small patients with their big problems. The overall
management of liver transplantation differs between
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children and adults in a few significant ways. First, the
common bile duct in children is often either small or
congenitally absent, making end-to-end (i.e., donorto-recipient) anastomoses of the bile ducts impossible
and requiring a hepaticojejunostomy or choledochojjejunostomy for bile drainage. Most pediatric liver
transplant candidates weigh fewer than 30 kg putting
extra stress on the anesthesiologists and surgeons alike.
Aged-matched allografts are often unavailable. These
factors have led to development of reduced-sized liver
transplantation (RSLT), living donor liver transplanttation (LDLT), and split-liver transplantation (SLT)
procedures. There are over 100 different liver diseases
and disorders that can affect children. Tens of thoussands of children around the world are diagnosed with
liver disease each year. Liver disease in children can be
caused by a viral infection, genetic factors, and immune
disorders or due to some unknown cause. The outcome
for children with end-stage liver disease has dramaticcally improved with the advances in transplantation and
immunosuppressive medications. Most children go on
to lead normal and active lives. All this means that the
number of pediatric patients coming for transplantation
is unfortunately bound to increase and it’s high time we
learn and device ways to deal with these demanding pattients in order to provide better patient care.
PP-35
PREOPERATIVE ANESTHESIA ASSESSMENT OF
A PATIENT WITH LIVER DISEASE
Syed Khalid Ahmad Shah, Mohamed Taher and Hisham
Negmi
King Faisal Specialist Hospital and Research Centre, Riyadh,
Saudi Arabia
syed.shah@kfshrc.edu.sa

Preoperative anesthesia assessment of a patient with
liver disease. Patients with liver disease are at apprecciable risk when undergoing anesthesia and surgery.
Attempts to quantify this risk have been thwarted by
the diversity of disease states and illness severity that
such patients bring to the operating theater and the
myriad of procedures they may undergo. This presentattion discusses the indications and contraindications for
surgery in patients with liver disease and attempts to
give specific recommendations for optimizing the cliniccal status of a patient with hepatic dysfunction prior to
operative intervention. Patients with end-stage liver diseease are at high risk of major complications and death
following surgery. The most common complications are
secondary to acute liver failure and include severe coaagulopathy, encephalopathy, adult respiratory distress
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PP-36
THE EFFICACY OF CAUDAL MORPHINE IN
PEDIATRIC LIVER TRANSPLANTATION: A
PILOT STUDY
Ahmed M Mukhtar, Fawzia Fettouh, Maged Salah, Pierre Signnard, Alaa Fayez, Mahmoud Elmetini
Wadialneel Hospital, Egypt
ahmed3m2003@yahoo.com

Introduction: Pediatric liver transplantation is a very
challenging operation in many aspects including pain
management. Coagulopathy is the major complication
of patients with end stage liver disease that may precclude the use of central neuroaxial blockade in this type
of surgery. To the best of our knowledge, no previous
studies examine the effect of the neuraxial analgesia in
pediatric liver transplantation. Materials and Methods:
We performed single-center case controlled pilot study
in pediatric patients undergoing liver transplantation to
assess the efficacy of the use of caudal morphine 100
µg/kg diluted in 10 cc saline which was administered
at the start of operation. Heart rate, systolic arterial
blood pressure, total fentanyl doses, time to first analgessic requirement, total morphine doses in postoperative
period, ICU stay, and hospital stay were recorded and
compared with matched control. Results: Six patients
were enrolled in the study. All received a single dose of
caudal morphine at the start of operation. Heart rate,
and systolic arterial pressure were significantly lower in
study group compared to control group. Total fentanyl
dose was significantly higher in control group compared
to study group (P<0.0001). All patients in the study
group were extubated on table. Average extubation time
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in control group was 148.3±44.9 min P<0.0001. Time
to first dose morphine was 6.16±1.47 and 1.88±0.66
hr in the study group and control group respectively
P<0.001. Total dose morphine in the first 24 hour was
3.5±1.04 and 8±1.41 mg in the study group and conttrol group respectively P<0.001. ICU stay and hospital
stay were comparable between both groups Conclusion:
A dose of 100 µg/kg single-shot caudal morphine signnificantly reduced the analgesic requirement in pediaatric liver transplantation. Further study is needed to
establish the optimal effective and safe dose of caudal
morphine in pediatric liver transplantation.
PP-37
PLASMACYTOMA - A RARE DE NOVO
MALIGNANCY AFTER LIVING DONOR LIVER
TRANSPLANTATION: A CASE REPORT
Ibrahim Mostafa, Rasha Refaie, Wael Safwat, Medhat Abdel
Aal, Hala Hamed, Sahar Badawy, Mohamed Fathy, Mohamed
Bahaa, Alaa Hamza, Mahmoud Elmetein
Wady El Neel Hospital, Egypt
hamza_rasha@yahoo.com
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syndrome, acute renal failure, and sepsis. The degree of
malnutrition, control of ascites, level of encephalopathy,
prothrombin time, serum albumin, and serum bilirubin
predict the risk of complications and death following
surgery. Other determinants of adverse outcome include
emergency surgery, advanced age, and cardiovascular
disease. Portal hypertension is a prominent feature of
advanced liver disease, and it predisposes the patient to
variceal hemorrhage, hepatorenal syndrome, hepatopulmmonary syndrome, and uncontrolled ascites. Portal hyppertension can be ameliorated by percutaneous or surggical portasystemic shunting procedures. Conclusions:
Optimal preparation, which addresses the common feattures of advanced liver disease, may decrease the risk of
complications or death following surgery. Preparation
should include correcting coagulopathy, minimizing
preexisting encephalopathy, preventing sepsis, and opttimizing renal function.

Background: The increased risk of cancer associated
with chronic immunosuppression in organ transplant
is well recognized. Most studies confirmed skin cancer
as the most common non-lymphoid malignancy, more
than PTLD, followed by gastrointestinal, genitourinary
and breast cancer. No clear correlation was found to exiist between agents used for induction or maintenance
immunosuppression and cancer risk. CASE: Male pattient 53 years old underwent living donor liver transpplantation for HCV related ESLD in January 2002 , he
received simulect for induction because of prior renal
condition ,then he received Tacrolimus based immunossuppression which was substituted with cyclosporine
after one week due to neurological side effects. The pattient went fine except for anastomotic biliary stricture
which was endoscopicaly managed. In October 2006
the patient experienced numbness in the Rt side of his
face . CT sinuses and brain revealed left maxillary soft
tissue lesion causing bone rarefaction of the antral wall
with partial intranasal extension. Excision was done for
the mass and histopathology revealed fungal sinusitis
associated with plasmacytoma. Immunophenotyping
revealed a profile of polyclonal plasma cell proliferation
favouring reactive plasmacytoma. We did all workup for
multiple myeloma,and all was negative. Only protein
electrophoresis showed polyclonalgammopathy and
beta 2 microglobulins was above range, LDH was alw-
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ways within range. So the decision was having localized
radiotherapy after healing of mucosa and antifungal
therapy . The patient had 24 sessions of radiotherapy,
but unfortunately complicated by loss of taste and smell
sensation. After reviewing the literature, we found that
plasmacytoma is a very rare de novo malignancy after
transplantation so here we are reporting the first case
in our series.
PP-38
EARLY ANESTHETHIC EXPERIENCE IN LIVER
TRANSPLANT IN KHMC
Ali Obeidat
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In the last one and a half year 15 liver transplants
were performed in KHMC for 14 recipient patients 9
males, 6 females whose age ranged between 3-54 years.
Indication for liver transplant will be revealed in this
talk. I will discuss the pros and cons in recipient pattients in the following stages: 1. Pre-operative assessmment and preparation. 2. Intra operative anaesthetic
management in the different stages of recipient liver
transplant. 3. Intra operative complications and manaagement. 4. Recovery from anaesthesia and post operattive pain management. In conclusion anaesthetic manaagement for recipient liver transplant is a challenging,
exciting, aand a team work task.
PP-39
ACUTE CELLULAR REJECTION AND
RECURRENT HCV IN ADULT-TO-ADULT
LIVING-DONOR LIVER TRANSPLANTATION
WITH BASILIXAMAB INDUCTION AND
TACROLIMUS-MMF COMBINATION THERAPY
Mohamed El-Saadany, Amr Yassen, Waleid Al-Sraf, Mohhamed El-Shobari, Tarek Salah, Khaled Zalata, Osama
Sheha, Omar Fathy, Mohamed Abdel-Wahab, Nabeh Anwar,
Olivier Boillot and Farouk Ezzat
Liver Transplantation Unit, Mansoura University, Egypt
elsaadanymohamed@yahoo.com

Introduction: HCV-related liver disease is the leadiing indication for living-donor liver transplantation
(LDLT) in Egypt. However, acute cellular rejection
(ACR) and recurrent hepatitis C represent major
complications after LDLT. The aim of this prospecttive study is to find the effect of basilixamab-induction
therapy on the incidence of ACR and HCV recurrence
in recipients of LDLT for HCV-related liver disease.
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Patients and methods: Between May 2004 and January
20007 we performed 27 adult-to-adult living-donor
liver transplantation. Twenety-five of them were HCVrelated liver disease, and one patient had Budd- Chiari
syndrome while the other one had autoimmune hepatittis. In 23 patients of the 25 ones with HCV-related liveer disease, Basilixamab-induction therapy was given in
2 doses each of 20 mg direct i.v just after liver allograft
perfusion and then another dose on Day 4 post-liver
transplantation. We also used to give a single boulse
dose of methylprednisolone 500 mg i.v after allograft
perfusion. Then maintenance therapy with tacrolimus
and MMF. Tacrolimus trough level was kept at 12.515.0 ng/ml during the first 2 weeks, 10.0-12.5 in 3rd
and 4th weeks, 7.5-10.0 in 5th and 6th weeks then
between 5.0-7.5 ng/ml. MMF dose was started at 750
mg/12 h PO, then tailored according to patient clinical
condition. .In one patient, tacrolimus was withhold for
the first 4 days since the patient developed intra-operattive oliguric acute renal failure due to massive bleeding
without suffering from ACR. Results: Histologicallyproven ACR was reported in 8/23 patients (34.7%).
According to Banff Schema they were; 2 indeterminnate, 3 mild and 3 moderate. No severe rejection was
reported. ACR occured early during the 1st 3 months
in 6 patients (75%), and late-after 3 months, in 2 pattients (25%). In addition, ACR was induced by interfferon therapy during treatment of recurrent hepatitis
C in 1/9 patients (11.1%). Patients with indeterminate
and mild ACR were treated by increasing tacrolimus
dose 20% till laboratory improvement, while those with
moderate ACR recieved methylprednisolone 500 mg
i.v /d for 3 successive days. One patient (12.5%) with
moderate ACR developed fibrosing cholestatic hepatittis C (FCHC) after 14 weeks of steroid therapy. Five
patients (62.5%) with ACR developed recurrent hepaatitis C after a median interval of 8 weeks. However,
two patients (25%) with ACR have not yet developed
recurrent HCV after a median of 18.5 months of folllow up. On the other hand, three patients with no prevvious ACR had recurrent hepatitis C after a median of
5 months. Conclusions: Basilixamab-induction with
Tacrolimus-MMF combination therapy in LDLT for
HCV-related liver disease resulted in ACR in 34.7%
and recurrent HCV in 39.1% with FCHC in 11.1%. In
75% of patients with ACR, HCV recurred. Interferoninduced ACR occured in 11.1%.
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