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DK 

• 19 yr old male 

 

• Blood Gp A+ve 

 

• Congenital hepatic fibrosis  

 

• Portal vein thrombus - treated with enoxaparin 

 

• Polycystic kidney disease - now dialysis 

dependent 

 

• Low BMI 

 

 

 



DK 

• Previously assessed for combined liver kidney 

aged 9, due to good renal function at the time and 

preserved liver function felt “too early to consider 

transplantation at this point” 

 

• July 2017 - ascites developed which was initially 

diuretic responsive.  

• October 2017 - developed encephalopathy which 

has been managed with rifaximin. 

• December 2017 - Large volume variceal 

haemorrhage and subsequent decompensation 

and required ICU admission in multi-organ failure. 

At this point he became dialysis dependent.  

• During this hospital stay he developed SBP  

 

 

 



DK 

• Normal ECHO 

 

• Good CPEX performance 

 

• The liver has a small irregular 

outline and appears atrophic. 

There is splenomegaly and the 

spleen measures 21.3 cm. There is 

thrombus within the main portal 

vein which contains calcification 

indicative of the chronicity of the 

thrombus and the portal vein distal 

to this is small in calibre.  

• There is polycystic kidney disease 

with minimal enhancement of the 

intervening renal tissue. 

 

 

 

 

 

 

 



DK 

• Has potential donor for LDLT 

 

• Discussed at listing MDM 

 

• What should we do? 

 

• CLKT or SLKT? 
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DK 

• Has potential donor for LDLT 

 

• Discussed at listing MDM 

 

• What should be do? 

 

• Would a PRA >10% or TXM affect 

choices? 
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• Has potential donor for LDLT 

 

• Discussed at listing MDM 

 

• What should be do? 

 

• “Too sick to wait for a CLKT” 

 

 

 

 

 

 

 



DK 

• Has potential donor for LDLT 

 

• Discussed at listing MDM 

 

• What should be do? 

 

• “Too sick to wait for a CLKT” 

 

• Underwent LDLT 

 

• Day 1 Lactate 6; INR 2.1;            

AST 1180; Bilirubin 62 

• U/S NAD 

 

• What do we do? 

 

 

 

 

 

 

 

 







DK 

• Has potential donor for LDLT 

 

• Discussed at listing MDM 

 

• What should be do? 

 

• “Too sick to wait for a CLKT” 

 

• Underwent LDLT 

 

• Day 1 Lactate 6; INR 2.1; AST 1180; Bilirubin 

62 

• U/S NAD 

 

• What do we do? 

 

• Return to theatre for vascular reconstruction 

 

 

 

 

 

 

 

 



DK 

• Day 8 Lactate 6; INR 1.4; AST 212 

(143); Bilirubin 62 (42) 

 

• Tacrolimus level 3.8 

 

• U/S NAD 

 

• What should be do? 
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• Day 8 Lactate 6; INR 1.4; AST 
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DK 
• Day 8 Lactate 6; INR 1.4; AST 212 

(143); Bilirubin 62 (42) 

 

• Tacrolimus level 3.8 

 

• U/S NAD 

 

• What should be do? 

 

• Liver Biopsy 

 

• Rx with i.v. pulsed steroids 

 

• 1 month post-LT making good 

progress 

 

 

 

 

 

 

 



DK 

• CLKT vs SLKT 

 

• Sensitization in CLKT 

 

• Early complication of LDLT 

 

• “Too sick to wait for a CLKT” 

 

• When to transplant younger 

patients?  
 

 

 

 

 

 

 

 

 

 


