
Hepatic dysfunction after liver transplantation is similar to the hepatic
complications encountered after major abdominal and cardiothoracic
surgery; however, in addition, hepatic complications include primary
graft failure, vascular compromise, failure or stricture of the biliary
anastomoses, and rejection. As in nontransplantation surgery,
postoperative jaundice may result from prehepatic, intrahepatic, and
posthepatic sources. Prehepatic sources represent the massive
hemoglobin pigment load from transfusions, hemolysis, hematomas,
ecchymoses, and other collections of blood. Early intrahepatic liver
injury includes effects of hepatotoxic drugs and anesthesia;
hypoperfusion injury associated with hypotension, sepsis, and shock;
and benign postoperative cholestasis. Late intrahepatic sources of
liver injury include exacerbation of primary disease. Posthepatic
sources of hepatic dysfunction include biliary obstruction and
reduced renal clearance of conjugated bilirubin. Hepatic
complications unique to liver transplantation include primary graft
failure associated with ischemic injury to the organ during harvesting;
vascular compromise associated with thrombosis or stenosis of the
portal vein or hepatic artery anastomoses; vascular anastomotic
leak; stenosis, obstruction, or leakage of the anastomosed common
bile duct; recurrence of primary hepatic disorder (see below); and
rejection.

■ TRANSPLANT REJECTION
Despite the use of immunosuppressive drugs, rejection of the
transplanted liver still occurs in a proportion of patients, beginning 1–
2 weeks after surgery. Clinical signs suggesting rejection are fever,
right upper quadrant pain, and reduced bile pigment and volume.
Leukocytosis may occur, but the most reliable indicators are
increases in serum bilirubin and aminotransferase levels. Because
these tests lack specificity, distinguishing among rejection, biliary
obstruction, primary graft nonfunction, vascular compromise, viral
hepatitis, CMV infection, drug hepatotoxicity, and recurrent primary
disease may be difficult. Radiographic visualization of the biliary tree
and/or percutaneous liver biopsy often help to establish the correct
diagnosis. Morphologic features of acute rejection include a mixed
portal cellular infiltrate, bile duct injury, and/or endothelial


