
Acute Liver Failure: What to do 
when time is running out!



ALF-when time is running out 

• Try not be in this position if at all possible
• Early transfer to a liver transplant unit
• Treat for sepsis – bacterial and fungal
• List for transplant if meets criteria
• ICP monitoring is essential in managing these cases
• GET LUCKY!!
• Don’t be tempted to use a marginal organ



ALF-when time is running out 

•Different scenarios to consider:
• Acute liver failure
• Hyper acute
• Subacute

• Post-Transplant
• Primary non-function
• Ischaemia reperfusion injury after 

revascularisation



ALF-when time is running out 



Improving outcomes for ALF



Wits transplant – Unit Growth
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Children : 22% transplanted for ALF

Adults: 10% transplanted for ALF



Improving outcomes for ALF
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Why have outcomes improved

• Dedicated liver ICU effect

• Maintenance of cerebral perfusion pressure
• Fluid management
• Pressors
• Temperature control – cooling
• ICP monitoring

• Prophylaxis/treatment of sepsis

• Early CVVHD
• Early access to transplantation



Access to organs - LDLT for Children

• Access greater organ pool
• Significant ethical issues

• Benefits
• Decreasing waiting list death
• “elective” transplant
• Well matched organ 

• may lead to better long-term graft and patient survival

• Donor operation places well individual at risk: 
• morbidity overall average 30%

• Psychosocial/medical/surgical evaluation
• Anatomical/radiologic assessment
• 50% children transplanted for ALF got LDLT



Access to Liver Transplant

2017 2016 2015 2014 2013

Number of transplants
21 23 26 20 15

Donor type (n)

Deceased donor transplants
14 9 13 12 7

Living donor transplants
7 14 13 8 8

Sector (n)

Private 8 15 24 17 14

Public 13 8 2 3 1
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Access to organs – HIV positive donors



ALF-when time is running out 



ALF and liver is available

• There must be room for things to get worse
• Cerebral perfusion pressure > 40mmHg
• FiO2 < 70%
•Must be able to go up on pressors and be 

haemodynamically stable 
• Donor liver must be good



ALF – When not to proceed

• CVS – low CI, right heart failure, elevated pulmonary pressures 
(>50mmHg)
• Respiratory – FiO2 >80%, high PEEP and low saturation
• Acute Pancreatitis
• Sepsis - Fungal
• Neuro – Raised ICP and fixed dilated pupils
• Age – Older do worse 



Intraoperative management

• Transport from ICU to operating theatre and back is the most 
dangerous time
• Position on table – head up
• Good IV access
• Early hepatic artery ligation 
• Minimal handling of liver until devascularised
• Maintain temperature 



Time is running out and  NO liver

• Patient trajectory is key to management
• Rapid progressive deterioration is due to 1 of 3 things:
• Sepsis
• Toxic liver failure
• Multi-organ failure

• CVVHD 
• Cardiac function
• ICP monitoring



Rapidly progressing patient – No Liver

• Choice to made – Is this sepsis? 
• Do you continue with medical therapy and wait?
• Do you render them anhepatic and support until a liver becomes 

available?
• A very difficult decision to make!

• Deterioration continues after being made anhepatic
• Almost always sepsis
• Can be due to cardio-respiratory deterioiration
• Brings in the discussion regarding ECMO



Temporary anhepatic state



Temporary anhepatic state



Temporary anhepatic state



Temporary anhepatic state



Temporary anhepatic state



Alf and time is running out



Alf and time is running out - ecmo



Refer early!



Large-for-size Syndrome


