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Liver transplantation is a life saving surgical procedure that is associated with improved longevity and enhanced
quality of life. The number of successful liver transplants is growing worldwide. The procedure requires a dedi-
cated and trained team of experts. A psychiatrist plays an important role in such a team. Psychiatric and psycho-
social assessment is considered imperative to evaluate the candidate's suitability as a transplant recipient. Many
psychiatric disorders may lead to the need for liver transplant, and if kept unchecked can adversely affect out-
comes. Psychiatric problems arising in the post-transplant period may also require intervention of the psychia-
trist. The donor too needs to be evaluated adequately to assess for psychological fitness for the procedure. This
article provides broad overview of the various psychiatric and psychosocial issues pertaining to liver transplan-
tation. ( J CLIN EXP HEPATOL 2012;2:382–392)
After the advent of potent immunosuppressants, the
number of solid organ transplants has increased
substantially.1 The organs that are transplanted

from one person to another include kidneys, liver, heart,
lungs, and pancreas among others. The field of transplant
medicine has emerged as a growing specialty and has seen
many innovative procedures, surgical techniques, and im-
proved aftercare measures.2 Encouraging results have
been obtained, with better patient outcomes and longevity.

Since the conduct of first successful liver transplant in
1967, the number of liver transplants has grown steadily
over the decades. It is now being conducted all over the
world in increasing counts. Although around 6000 liver
transplants are conducted in the United States in a year,3

the number of cases requiring transplant on the waiting
list are far more than the number of procedures done in
a year. With the live donor liver transplantation, the num-
bers of liver transplantations conducted has increased sig-
nificantly.

The procedure of liver transplantation is carried out by
a team of experts and specialists, who endeavor to improve
outcomes by playing a role before, during and after the sur-
gery. The psychiatrist/mental health professional can have
a very important role to play in such a team. There can be
mental health issues that lead to the liver transplant in the
first place, for example, liver damage due to alcohol depen-
dence or a suicidal attempt in which person intentionally
takes overdose of acetaminophen leading to hepatic fail-
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ure. Once the decision for liver transplant is taken, waiting
for transplant may lead to anxieties about survival and
availability of the organ.4 Patients may be apprehensive
about asking potential donors for help in case of live donor
transplantation.5 The transplant procedure as well the
conditions leading to it can be quite stressful for the pa-
tients and may have psychiatric and psychosocial implica-
tions. Post-transplant, patients require regular compliance
to lifelong immunosuppressants and modification in life-
style, including abstinence from alcohol. All these factors
challenge the coping of the patients, and increase the likeli-
hood of emergence of psychological symptoms. The psy-
chiatrist/mental health professional with expertise in
dealing with such problems, would be placed at a unique
position to contribute to enhanced patient care, and im-
proved outcomes. This review provides a broad overview
of the various psychiatric and psychosocial issues pertain-
ing to liver transplantation.
PSYCHIATRIC DISORDERS IN PRE-
TRANSPLANT PHASE

Patients with liver failure requiring liver transplantation
can have various psychological and psychiatric problems.
Timely identification and treatment of these can lead to
improvement in condition of the patient, thereby optimiz-
ing the pre-operative fitness. An important aspect of evalu-
ation is the proper documentation of the same. It not only
serves the purpose of record keeping, but helps in clearer
decision-making regarding management of psychiatric
condition and better communication with other members
of the treatment team. It is in general suggested that treat-
ment recommendations need to be made, taking into con-
sideration all the pertinent aspects of a particular patient.

The most commonly encountered psychological prob-
lems include alcohol use disorders, opioid use disorders,
anxiety disorders and depressive disorders. Alcohol liver
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disease (ALD) is one of the commonest reasons for under-
going liver transplantation.6,7 In most of such cases of
ALD, diagnosis of alcohol dependence is tenable.8 Debate
has continued as to whether and when ALD patients
should be considered for transplantation. Some argue
from a moralistic standpoint that since alcohol had been
consumed by a person willfully leading to complications,9

so scarce grafts should not be expended on alcohol users.
Others assert that there is no difference in survival of
ALD transplant cases as compared to others, and amajority
of patients with ALD do abstain from alcohol after trans-
plantation.10–12 Hence these patients should be
considered for transplantation. Currently most centers
require some duration of abstinence from alcohol before
consideration for transplantation.13 The requisite dura-
tion varies from center to center. It has been seen that lon-
ger abstinence prior to transplantation reduces the chances
of relapse after the transplant.14,15 However, other studies
have shown that early transplant, even during the acute
alcoholic hepatitis phase, is also associated with greater
survival benefit over 2 years.16 Interestingly, early trans-
plantation has been found as a protective factor against re-
lapse to alcohol when compared to cirrhotic patients on
wait list.17 Thus, deserving ALD patients should be offered
transplantation.

Apart from pre-transplant abstinence, many other fac-
tors have been assessed as predictors of relapse to alcohol
use post-transplant. These include a family history of alco-
hol use,18,19 personality disorders20,21 and poly-substance
abuse.18,22 Another important aspect is presence of
psychiatric comorbidity in patients with ALD undergoing
liver transplant. Studies have shown that presence of
antisocial behavior and eating disorder increases the
chances of relapse in the post-operative phase.20 In a review
of literature, it was found that social stability, older age,
good compliance with medical care, absence of repeated al-
cohol treatment failures, absence of alcohol problems
among first-degree relatives, absence of current polydrug
misuse, and lack of co-existing severe mental disorder
were associated with longer abstinence in the post-
operative period.23 Duration of pre-operative abstinence
appears to be a poor predictor of abstinence despite exten-
sive research and wide usage.23 Intravenous drug use also
has an important relationshipwith need for liver transplan-
tation. It is an important risk factor for contracting Hepa-
titis C, which is among commonest reasons for liver
transplantation. Hence drug dependence, especially of in-
jectable drugs like opioids and cocaine, needs to be carefully
screened. One study suggests that outcome of intravenous
drug users with Hepatitis C related liver transplantation is
not substantially different from non-drug users.24 Poly-
substance use disorder however, has been seen to adversely
affect the outcome in ALD. In a study of liver transplant pa-
tients it was seen that approximately one third of the trans-
planted poly-substance users relapsed to substance use.25
Journal of Clinical and Experimental Hepatology | December 2012 | Vol. 2 |
Opioid users have been traditionally considered unsuit-
able for liver transplantation. In a mailed survey of trans-
plant programs,26 it was noted that approximately only
half of the programs accepted patients on methadone
maintenance. Of those, a significant proportion required
that the methadone be tapered off before the transplant.
However, some authors have argued against the same.27

Studies done in patients onmethadone maintenance treat-
ment (MMT) in general show that tapering off of MMT re-
sults in relapse to illicit opiate use in 80% of patients.28

Hence, asking the patients to taper off methadone at the
time when they are dealing with the stress and pain of
end-stage liver disease and are facing liver transplant may
increase the risk of relapse. Further, if a patient relapses,
he or she would be removed from the list of those eligible
for transplantation. Studies have also shown that in gen-
eral there is no difference in the MMT liver transplant re-
cipients and general transplant population with regards
to adherence to immunosuppressivemedications and over-
all graft survival rates.26,29,30 Hence such patients should
be evaluated on a case to case basis and methadone can
be safely continued in the post-transplant period in the
usual doses. Those patients who are on stable adequate
doses of methadone, follow other measures of MMT pro-
gram and have excellent social support should be consid-
ered for liver transplant.

Many studies have been conducted to assess depressive
symptoms in patients awaiting liver transplantation.31–40

The sample sizes of such studies have ranged from 20 to
247.31–40 Various instruments have been used to measure
and diagnose depression including self-rating scales like
Beck Depression Inventory; clinician rated scale like
Hamilton Depression Rating Scale and structured
interviews with professionals. The rates of depression
have varied from 4.5% 31 to 64%.33 The different measures
for assessing depression and different methodologies of as-
sessing (self versus clinician rated) can account for some of
the variance in prevalence of depression. In a comparatively
large study by Bianchi et al35 with relatively rigorous meth-
odology, significant depressive symptoms were present in
approximately 57% of the sample using Beck Depression
Inventory. Attempt have also been made to differentiate
the rates of depression relating to different etiologies of cir-
rhosis, with some studies reporting higher, whereas others
reporting lower or no difference in the rates of depression
in patients with viral etiology for cirrhosis compared to
other etiologies.27,28,31 Identification of depression in the
pre-transplant phase is important, because there is some
evidence to suggest that presence of depression in the
pre-transplant period is associated with non-adherence
with treatment.41

Studies have also delved into the occurrence of anxiety
disorders and adjustment disorder in patients awaiting
liver transplantation. Different methods have been used
to measure anxiety like Beck Anxiety Inventory, Hospital
No. 4 | 382–392 383
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Anxiety Depression Scale, and structured clinical inter-
views. The results show the prevalence of anxiety symp-
toms or anxiety disorders varies between 20 and 50% in
the patients awaiting transplantation.31,32,37–39,42,43

Among the various anxiety disorders, presence of
adjustment disorders31,37,38 and obsessive symptoms42

have been documented in a significant proportion of pa-
tients. A study in which domains of anxiety and depression
were combined, reported a diagnosis of adjustment disor-
der or depression in upto 36% of the patients awaiting liver
transplantation.44

Personality characteristics and coping abilities have
been evaluated in patients waiting to undergo liver trans-
plant. It has been seen that patients frequently have malad-
aptive coping styles with poor fighting spirit, anxious
preoccupations, hopelessness, negation and fatalism being
found frequently.45 Negative coping styles that include
acceptance-resignation strategy were associated with
a worse perception of physical functioning, general and
mental health.46 Others have reported psychological re-
gressive functioning (high control and dependency on
medical staff, submissiveness) in patients waiting for liver
transplantation, which can be interpreted as defensive re-
sponses to upcoming transplant.47

Another common psychiatric entity which has been re-
ported in pre-transplant patients is delirium. It is reported
in up to half of patients prior to liver transplanta-
tion.31,48,49 This may be ascribed to hepatic
encephalopathy and other associated medical factors like
electrolyte imbalances and infections. It is important to
identify delirium as the presence of this condition may
impair the ability of the patient to fully comprehend the
implications of the transplant and its related
commitments.

Concern has been raised about whether psychotic disor-
ders should be considered a contraindication to liver trans-
plantation.50 There have been instances where
transplantation has been performed successfully in pa-
tients with schizophrenia and other psychoses.51,52 The
common problems encountered before and after the
transplant in psychotic patients include non-compliance
to psychotropic and immunosuppressant medications,
risk of suicide attempts and recurrence of the psychotic
symptoms.52 Being homeless or living alone is associated
with higher rates of non-compliance to medications in
these patients. Hence, it is recommended that due consid-
eration should be given to control the psychotic symptoms
in the pre-transplant phase and the symptoms should be
closely monitored in the post-transplant period.
PRE-TRANSPLANT ASSESSMENT

Pre-transplant evaluation is used to identify psychiatric ill-
nesses and psychological problems in the patients,53,54 and
provides an opportunity to intervene and manage them
384
effectively. This evaluation is a part of the preparatory
stage for consideration of liver transplantation. It must
be remembered that evaluation for transplant may be
required on more than one occasion as there may be
a delay in obtaining graft and attaining medical fitness
for the surgery. Further, while carrying out the
assessment, information must be obtained from all
possible sources.

Certain cases, for example, those with acetaminophen
toxicity will require urgent psychiatric evaluation. This sit-
uation may be complicated by patient being onmechanical
ventilation, which compromises detailed psychiatric evalu-
ation of patient. In such situations, information should be
collected from other sources including that from caregivers
and family members. In many cases, the decision for con-
sidering transplant is determined on the basis of the his-
tory. In general many transplant teams are more
comfortable in listing a patient when the overdose appears
to be an outcome of an isolated impulsive act precipitated
by a stressful life event, rather than those who have recur-
rent pattern of self-harming behavior arising due to psychi-
atric disorders like alcohol dependence, personality
disorders or mood disorder.55
PSYCHIATRIC EVALUATION

Identification and management of psychiatric problems in
the pre-transplant phase is very important because these
have a bearing on the post-transplant outcome. It has
been shown that quality of life of candidates waiting for
liver transplant is also influenced by psychiatric disorders.
In a study which evaluated the quality of life of pre-
transplant patients, it was seen that physical and mental
wellbeing in liver transplant candidates were influenced
far more by psychiatric factors such as depression and cop-
ing strategies than by clinical and sociodemographic fac-
tors.38 Hence, identification and management of
psychiatric disorders is of paramount importance to im-
prove the outcome of patients waiting for the transplant
and also in the post-transplant phase.

The protocol for assessment varies from center to cen-
ter. It has been suggested that active psychiatric illness is
a modifiable risk factor for poor outcome in transplant re-
cipients.56 Hence a comprehensive assessment is necessary.

A group of assessment measures encompassing a wide
variety of functions can be utilized to obtain a comprehen-
sive understanding of the patient. The assessment protocol
can use a structured diagnostic instrument for psychiatric
diagnosis,57 instruments to assess depression, anxiety and
delirium,58–60 a structured personality assessment,61 cop-
ing inventories,62 neuropsychological batteries,63 and
others as deemed necessary. It has been seen that struc-
tured interviews lead to better accuracy of psychiatric diag-
nosis as compared to unstructured traditional diagnostic
assessment.64 The presence of psychiatric disorders can
© 2012, INASL



Table 1 Psychosocial evaluation of the patient.

Assessment of psychological attributes of the patient

Coping styles

Grief

Hopelessness

Adaptation to illness

Illness behavior

Commonly applied defense mechanisms

Motivation for surgery

Personality

Past treatment compliance

Quality of life

Evaluation of the social supports

Availability of an identified caregiver

Availability of alternative person(s) in case primary caregiver is
not available on a particular day

Assess for the financial condition and supports

Availability of adequate finances/ insurance cover for the
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be evaluated by the initial use of screening questionnaires
followed by detailed psychiatric evaluation. Various screen-
ing questionnaires include generic instruments like Gen-
eral Health Questionnaire (GHQ)65 or disorder specific
questionnaires like Primary Care Evaluation of Mental
Disorders (PRIME-MD)-Patient Health Questionnaire
(PHQ).66 These screeners can be followed by detailed rele-
vant self-rated or clinician-rated instruments. GHQ was
originally developed as a 60-item questionnaire as a unitary
screening measure for psychological problems. Now the
30-, 28- and 12-item versions are in vogue. The 12-item ver-
sion is a very popular screening measure. Each item is
noted on a 2—point scale (better than usual or same as
usual is rated as 0, and less than usual or much less than
usual is rated as 1). PRIME-MDPHQ is a self-report screen-
ing instrument which can be used to screen/diagnose com-
mon mental disorders. It includes 8 diagnostic categories,
viz. major depressive disorder, panic disorder, other anxiety
disorder, bulimia nervosa and other sub threshold disor-
ders such as other depressive disorders, probable alcohol
abuse or dependence, somatoform disorder and binge eat-
ing disorders. There is high degree of agreement on the
presence of psychiatric illness as assessed by PHQ and phy-
sicians.

Patients undergoing liver transplantation pose diffi-
culty in diagnosis of depression due to the emergence of so-
matic symptoms from the underlyingmedical illnesses and
the concomitant medications. Hence alternative ap-
proaches to ascertain depression can be utilized as has
been done for other medically ill patients.67,68 Certain
items from the substitutive criteria like ‘brooding, self-
pity or pessimism’ and ‘cannot be cheered up, doesn't
smile, no response to good news or funny situations’
may be useful for detection of mild and severe depression,
respectively, as has been found for cancer patients.69 Beck
Depression Inventory58 which focuses on the cognitive as-
pects of depression may be a better suited instrument for
assessment of depression in liver transplant candidates. It
is a 21-item self-report instrument for measuring the pres-
ence and severity of depressive symptoms. It is one of the
most widely used instruments for measuring the severity
of depression. It can also be used to monitor change in de-
pressive symptoms over time and provide an objective mea-
sure for judging improvement.

Other important psychiatric aspects to be considered
are antisocial and borderline personality features, history
of assault, positive psychotic symptoms such as hallucina-
tions and delusions.53
transplant procedure

Ability to afford for lifelong immunosuppressant medications

Assess ability to understand the transplant procedure and the
associated risks and liabilities, to put the expected benefits in
the right perspective, give informed consent

Assess the likely adherence to the treatment
PSYCHOSOCIAL ASSESSMENT

Besides core psychiatric disorders, there can be many psy-
chosocial issues which can influence the outcome of liver
transplant. Hence, a detailed and comprehensive psychoso-
cial evaluation is imperative in patients undergoing liver
Journal of Clinical and Experimental Hepatology | December 2012 | Vol. 2 |
transplantation. This would be helpful in understanding
the circumstances and the profile of the patient better, al-
lowing requisite changes to be incorporated in themanage-
ment. In this evaluation, information needs to be gathered
from as many sources as possible. The patient's own his-
tory, significant other's account, medical records, insur-
ance records, nursing staff's inputs and other sources
may give valuable information. At times patients may be
motivated to conceal certain information so that they are
not excluded from the transplant list. This may happen es-
pecially in cases of alcohol use disorders where the patient
mayminimize or deny recent use of alcohol so that they are
considered appropriate candidates for transplant.70

The salient features of the psychiatric and psychosocial
evaluation are highlighted in Table 1. The evaluation of the
patient typically involves determining the coping skills and
other psychological attributes of the patient, gauging the
social situation, assessing the patient's capacity to give in-
formed consent, and ascertaining the likely adherence to
post-transplant care. Information should be specifically re-
corded about alcohol and substance use as these often cre-
ate the need for the transplant, and relapsing to such
behavior may worsen the outcome.23

Considering the importance of psychological issues, dif-
ferent instruments have been designed to carry out
No. 4 | 382–392 385



Table 2 Psychiatric and psychosocial contraindications of liver
transplantation.

Severe personality disorders

Active substance use

Active psychosis

Severe neuro-cognitive disorders

Suicidality

Absent or inadequate psychosocial supports

Demonstrated poor adherence

Factitious disorder

LIVER TRANSPLANT—PSYCHIATRIC AND PSYCHOSOCIAL ASPECTS GROVER & SARKAR
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comprehensive psychosocial assessment of patients to un-
dergo liver transplantation. The Transplant Evaluation
Rating Scale (TERS)71 classifies patients' level of adjust-
ment in ten aspects of psychosocial functioning. The scale
shows a good inter-rater reliability and has been evaluated
in liver transplant recipients. Psychosocial Assessment of
Candidates for Transplantation (PACT) is another instru-
ment that has been used in this population.58 PACT has
eight subscales, each rated on a 5-point scale, and an initial
and final rating independently based on the rater's overall
impressions of the candidate's acceptability for transplant.
Recently, Stanford Integrated Psychosocial Assessment for
Transplantation (SIPAT) has been evaluated in transplant
candidates.72 The instrument shows good inter-rater reli-
ability, and good correlation with psychosocial outcome.
Use of any one or combination of these instruments can
help in deciding transplantation candidacy.

The liver transplant is a stressful procedure. The patient
requires emotional support, good nursing care, regular fol-
low up, proper medication adherence and monitoring sub-
sequent to the transplantation. These are facilitated by the
presence of a support figure. Social supports are required
for pragmatic reasons to ensure patients' psychological
and medical well being. Hence it is useful to have an iden-
tified caregiver who would co-ordinate the care and act on
behalf of the patient when in need. He or she may be
needed to decide on behalf of the patient if the latter be-
comes incapacitated. Alternate supports also need to be en-
listed for possible situations when the primary caregiver is
unavailable to provide care, or takes a vacation. The care-
giving process has its own stress and emotional well being
of such caregivers also need to be attended to.73,74

An important aspect of assessment is evaluation of com-
petence to give informed consent. It needs to be ascertained
whether the patient is in a condition to fully comprehend
the implications of his or her decision. The transplant re-
quires a lifetime commitment and major changes in life-
style. It is useful to unambiguously provide as much
information as possible, before a decision is made.75,76 In
case patient is not deemed to have capacity to give such
consent, then the onus falls on the identified legal
guardian to make such a decision on his/her behalf. The
issue of confidentiality should be treaded carefully. The
patient may disclose confidential information to the
mental health professional which may have implications
in the overall management. For example history of
intravenous drug use concealed from others, fearing
stigma or rejection from candidacy. It may be prudent to
convey to the patient beforehand that requisite
information would be shared with the multidisciplinary
transplant team members for his or her benefit.

At times, emergency evaluation may be necessary espe-
cially in cases of acute hepatic failure.77 Therein limited
time may be available to conduct detailed assessments.
Moreover, patient's condition may not permit a clinical
386
interview. It may be practical to gather as much informa-
tion as possible from the collateral sources to generate an
impression of the patient's psychological condition.
Thus, assessment is expedited and so that a life saving pro-
cedure can be conducted in due time.

PSYCHIATRIC ISSUES AS
CONTRAINDICATIONS FOR LIVER
TRANSPLANT

It is important to remember that some of the psychiatric
aspects as depicted in Table 2 are considered as relative
contraindications for liver transplant. These conditions
must be interpreted with caution as mere presence of these
does not preclude a patient from being a recipient.
PSYCHIATRIC PROBLEMS IN THE POST-
TRANSPLANT PERIOD

In the immediate post-transplant period, many psychiatric
problems can arise which may necessitate the involvement
of the psychiatrist/mental health professional. Delirium
(also referred to as encephalopathy) is reported to be the
most common neuropsychiatric problem after the trans-
plant surgery.78–80 It is characterized by confusion,
disorientation, fluctuation in consciousness and
agitation, and poses as a management difficulty in the
intensive care unit. Development of encephalopathy has
been associated with higher rates ofmortality.80 The causes
of delirium can be varied in a patient of liver transplanta-
tion and may include concurrent brain pathological pro-
cesses, e.g. infection or bleed; effects of vasoconstriction
secondary to immunosuppressive medications (especially
cyclosporine and Tacrolimus); and central nervous system
pharmacodynamic effects of the immunosuppressive med-
ications.81 Evaluation of delirium during this period of
time must include careful medical examination of the pa-
tient and a review of the medications and laboratory stud-
ies. Neuroimaging, EEG recording, and lumbar puncture
can also provide valuable information in evaluating the
cause of delirium.82 Delirium can be managed with low
dose antipsychotics (oral and injectable) and behavioral in-
terventions, along with addressing the underlying cause.
© 2012, INASL



Table 3 Role of the psychiatrist in the management of the
patients of liver transplant.

Appropriate treatment of the pre-existing substance use disorders
and other psychiatric disorders

Consideration toward possible interaction and side effects with
pharmacological agents

Assess for emergence of psychiatric symptoms, institute relevant

JOURNAL OF CLINICAL AND EXPERIMENTAL HEPATOLOGY

Li
ve

r
Tr
a
n
sp

la
n
ta

tio
n

Apart from delirium, development of catatonia has been
reported in the post-operative period.83–85 Medical
complications of the transplant can also present as other
psychiatric disorders. Hepatic artery thrombosis has been
found to be associated with development of psychosis.86

Hence a careful assessment of the symptoms, and proper
psychiatric examination is warranted.

Many psychiatric disorders have been seen to be present
subsequent to liver transplantation. The rates of depression
have ranged from 5% to 46%.87,88 In a follow up series,
Fukunishi et al89 using interviews by trained professionals
in the post-transplant period found psychiatric illnesses to
be present in 22 out of 41 (54%) of adult recipients within 3
months post-transplant. The diagnoses included delirium
in 7 patients, depression in 5, dysthymia in 4, adjustment
disorder in 3, brief psychosis, PTSD and substance related
disorder in one patient each. Over longer follow up of 1
and 3 years, lesser numbers of patients haddiagnosable psy-
chiatric disorders (7% and 2% respectively).78 Rothenh€aus-
ler et al87 studied 75 liver transplant patients post-
operatively for psychiatric disorders and found at least
one disorder in 17 patients (22.7% of sample). The authors
found full PTSD in 2 patients, full PTSD and depression in
2 patients and partial PTSD (having symptoms of PTSD,
but notmeeting full criteria) and depression in one patient,
and partial PTSD in 12 patients. Chiu et al90 reported that
upto 70% of the patients had psychiatric disorders in the
post-transplant period and anxiety, depression and delir-
ium were the major reasons for referral to a psychiatrist/
mental health professional. P�erez-San-Gregorio et al91

noted that depressive symptoms as measured by HADS
were more common in the ICU post-transplant, while anx-
iety was present in the post discharge phase. High levels of
post-transplant anxiety resulted in reduced functioning in
multiple life domains.91 Russell et al88 showed that the
rates of anxiety and depression decrease significantly
when compared to the pre-transplant rates.

A ‘paradoxical psychiatric syndrome’ has been described in
recipients of liver transplantation.89 It has been termed
paradoxical as it develops despite successful transplanta-
tion. It develops late after the transplantation and is char-
acterized by recipients having strong guilt feelings toward
their donors, not being able to verbalize their inner feel-
ings, and using avoidant coping behaviors to suppress
their conflicts. The ‘paradoxical psychiatric syndrome’ has
been shown to be associated with pre-transplant alexithy-
mia and abnormal projective drawing in the recipients.92
management measures in case they arise

Conduct psychotherapy when incorporated in management plan

Enhance adherence to treatment

Communicate the expectations of the treatment team to the
patient and give patient's feedback to the treatment team

Engage in support groups if available

Develop and monitor occupational and social rehabilitation plan
MANAGEMENT OF PSYCHIATRIC
DISORDERS AND OTHER PSYCHOSOCIAL
ISSUES

The psychiatrist/mental health professional have an im-
portant role in management of psychiatric disorders de-
tected before and after the transplantation. Besides this
Journal of Clinical and Experimental Hepatology | December 2012 | Vol. 2 |
the psychiatrist/mental health professional have an impor-
tant multifaceted role in the continuum of care of trans-
plant recipients (as mentioned in Table 3).

Many of the psychiatric illnesses can be treated with ef-
fective pharmacotherapeutic and psychotherapeutic inter-
ventions. Particular consideration needs to be given to
pharmacological interactions as these patients may be re-
ceiving a variety of medications. Pharmacological options
primarily include antipsychotics for management of delir-
ium and psychosis, antidepressants for anxiety and depres-
sion, and benzodiazepines for anxiety and sleep problems.
When needed mood stabilizers, anticraving agents and de-
terrent agents can be given. Attention needs to be paid to-
ward possible drug interactions, especially with the
immunosuppressants that are prescribed to avoid graft re-
jection. While reviewing the drugs it is important to look
for not only the prescription drugs, but attention also
must be paid to over the counter medications. Tacrolimus
may potentiate the QTc prolongation with antipsychotics,
especially first generation antipsychotics like haloperidol.
It can also potentiate nephrotoxicity when co-
administered with lithium. Systemic steroids can increase
the chances of seizures with bupropion. Carbamazepine
may decrease the blood levels of cyclosporine due to induc-
tion of hepatic metabolism.93,94

Inpatientswithhistory of alcoholuse andALD, relapse to
alcohol taking behaviors has been considered as a major
challenge. The relapse rates have been found to vary from
about 10 to 30%.14,18,19,95,96 The predictors of relapse to
harmful use of alcohol include shorter duration of
abstinence, presence of psychiatric comorbidities, younger
age, and high scores on scales assessing risk of relapse.95–97

Different trajectories of alcohol use pattern after
transplantationhasbeen reported.12Preventing lapse and re-
lapse to alcohol use is of significant importance. Even in
cases of lapse or relapse, immediate and effective treatment
interventions can delay and avert harms of alcohol use.
No. 4 | 382–392 387
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A major issue in liver transplant recipient is long term
adherence to treatment. Poor adherence not only manifests
as failure to take prescribed immunosuppressants on a reg-
ular basis, but also as missed appointments to the physi-
cians, failure to get required laboratory tests done, and
failure to conform to lifestyle changes like avoidance of al-
cohol and smoking.98 The problem of non-adherence has
been found to be present in both children and adult rece-
pients.99,100 There is no single intervention demonstrated
to reliably improve adherence, and it appears that
a multifaceted approach involving reminders, enlisting
co-operation of significant others, and motivation en-
hancement may be of use.89

Undergoing liver transplantation may be associated
with some improvement in health related quality of
life.101,102 There is improvement in quality of life as
compared to pre-transplant period, but quality of life re-
mains poor in most domains when compared to general
population.102 In a long term follow up study it has been
shown that the improvement in various domains may
not be sustained over time, and may differ with etiology
of liver failure.103 The occupational and social rehabilita-
tion plan needs to consider these findings. The patient
may be able to regain previous activities and vocations.
However, not all occupations would be sustainable for
transplant recipient, due to the requirement of regular
and timely medications and avoidance of sources of infec-
tion. Detailed plan of gradual reinstatement of occupa-
tional and social roles can be worked out in consultation
with the patient.

Besides all the above, a psychiatrist due to his or her ex-
pertise is at a better position to communicate the concerns
of the patient to the treating team and vice versa. He or she
has the opportunity to allay the undue anxieties of the pa-
tients and answer queries and doubts. Structured psycho-
therapy can be done by the psychiatrist when deemed
required. This may be especially helpful in abstinence
from alcohol and other substances, either pre-transplant
or post-transplant.104
Table 4 Psycho-social evaluation of donors.

Evaluation for psychiatric illnesses, past and present

Assessment of psychological strengths and weaknesses

Enquiry about understanding of the transplant procedure and it's
implications

Assessment of capacity for informed consent

Relationship with the recipient and closeness

Evidence of coercion or financial motivation for being a donor

Availability of social supports for peri-operative period, especially if
the donor is the identified caregiver for longer term
DONOR RELATED ISSUES

With time, the number of living donors for liver transplant
has gradually risen. They are usually a family member of the
patient, oftena spouseor aparent.75Mostdonors consideror-
gandonation as a positive experience andwoulddonate again
if needed.105–107 In a comparison of actual and potential
donors, it was seen that actual donors have a higher self-
esteem,108 reflecting that donor felt a sense of purpose.

The psychosocial evaluation of the donor may be
grounds for disqualification from surgery in many cases
and can range from 8 to 20%.109–111 Careful assessment
of the donor would help in reducing the effects of
coercion leading to donate, and could possibly reduce
the chances of dissatisfaction among the donors.
388
The psychosocial evaluation of these donors is as im-
portant as that of the recipient. The various aspects which
need to be covered are detailed in Table 4. Information
needs to be gathered about any psychiatric illness in the
donors. It has been seen that rates of pre-transplant psychi-
atric disorders correspond to mental health of the donors
after the procedure.112 Nonetheless, having a psychiatric
illness of the donor should not be considered a contraindi-
cation for organ donation. It is beneficial to institute treat-
ment and optimize mental health of the donor prior to the
surgery. Psychiatric symptoms can also arise post-opera-
tively as a consequence of unrealistic expectations or
peri-operative complications.113 In a large sample of do-
nors with a median follow up of 6 months,114 the occur-
rence of post-operative psychiatric complications in
donors was 4.1% (16 out of 392 donors). The post-opera-
tive illnesses included depression (12 patients), anxiety
(2 patients), substance abuse (2 patients), bipolar disorder,
accidental overdose, insomnia, crying episodes and wors-
ening of obsessive-compulsive disorder (1 patient each).

It is important to focus on the informed consent of the
donors as they themselves are at significant surgical risks
during the procedure. It has been seen that though clini-
cians explain about risks and benefits, donors report un-
met information needs. There are knowledge gaps
regarding risks and unanticipated complications.102 At
times donors are pressured to give informed consent or
may have some concealed internal motive for organ dona-
tion.115,116 One author suggests that decisions about
donation were reached before the ‘informed consent
process’ was conducted in propriety.117 The process of giv-
ing adequate information to the donors and allowing them
to choose a course of action is of vital importance.

It is necessary to guard donor against coercion, but sit-
uations may not be fully clear at times. There may be en-
trenched dynamics in the family system which may not
be apparent easily. The ‘black sheep syndrome’ in such a sit-
uation refers to disrespected family member attempting to
gain appreciation by donating the organ.118 Moreover,
there may be a combination of elements of coercion as
well as sense of genuine affection toward recipient, and
the role of each needs to be teased out. It has been seen
© 2012, INASL
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that donors who were conflicted about the decision and
who were pressurized had more anxiety and depression,
and a poorer quality of life post-transplant.105 It would
be valuable to understand the concerns and feelings of
the patient toward the recipient, as well as the closeness,
to make a confident impression. Post-transplant concern
of the donor about the organ has been described, especially
when the recipient had been ill.119 Known as the ‘Siamese
twin effect’, such an observation was not robustly found in
a study from Japan.120 The donor not only needs psycho-
logical support pre-operatively, but also post procedure.
Significant others as well as therapists may help in provid-
ing such a support.
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CONCLUSIONS

The numbers of liver transplantation bases has been
steadily rising over time, and there is increasing emphasis
on psychosocial assessment in order to improve patient
outcomes. Such an assessment should be multidimen-
sional covering past and present psychiatric and substance
use disorders, psychological strengths and weaknesses,
ability to give informed consent, availability of financial
and social supports, and so on. The aim of this assessment
is a better understanding of the patient. The assessment of
donors also needs to be emphasized. All the liver transplant
units should have a psychiatrist/mental health profes-
sional as a part of the transplant team who should work
with the patient, the donor and the family of both to ad-
dress the psychiatric and psychosocial issues arising in
the context of liver transplant.
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