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  Although LDLT has a low but definite donor 
risk, it has not been controlled under systemic 
review. 
  Most LDLT programs have institutional protocols 
and guidelines based on the highest ethical and 
medical standards to minimize live donor risk. 
However, the own evaluation criteria and selection 
protocol for living donor candidates in each LDLT 
center have not been evaluated well. LDLT would 
benefit from studies designed to validate the clin-
ical utility and cost-effectiveness of donor evalua-
tion protocols which may be the first step to pro-
tect the donor safety.
  According to a recent worldwide survey on liv-
ing donor risk by Cheah et al., 11,553 times donor 
hepatectomies has been performed in 71 programs 
of 21 countries. The average donor morbidity rate 
was 24%, with 5 donors (0.04%) requiring trans-
plantation for themselves. Most events (85.8%) oc-
curring within the first 30 postoperative days. The 
donor mortality rate was 0.2% (23/11,553), and all 
but 4 deaths were related to the donation surgery 
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Table 1. Causes of death of live liver donors

(Table 1). The incidences of near-miss events and 
aborted hepatectomies were 1.1% and 1.2%, 
respectively. Program experience did not affect the 
incidence of donor morbidity or mortality, but 
near-miss events and aborted hepatectomies were 
more likely in low-volume programs (<50 LDLT 
procedures). According to patient safety sources, 
8000 near-miss events occur for every 1 sentinel 

event. Therefore, the rate of reporting of this study 
might be lower than that of real situations.
  The living liver donor community must develop 
a universally accessible donor evaluation protocol 
and reporting system that will allow a critical anal-
ysis of all events associated with donor surgery. 
Lessons learned from near-miss events and compli-
cations from beginning of donor evaluation to 
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long-term follow-up should be consistently classi-
fied and systematically shared.
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  Appropriate selection of a living donor for the 
living donor liver transplantation (LDLT) is one of 
the most important procedures for a successful 
LDLT. The risk of the living donor in LDLT is esti-
mated more than 30% of morbidity and 0.5% of 
mortality. Thus, the donor evaluation for LDLT 
should start with the propriety of the LDLT to the 
recipient. The procedure of an appropriate donor 
selection should be performed with staged protocol. 
The donor candidate can be selected among the 
family members and a person who is defined by 
the Korean transplantation law. The legal donor 
should have the will of voluntary donation without 
any coercion from outside, and also the cancellation 
of donation should be guaranteed in all process of 
the protocol. The donor evaluation involves trans-
plant surgeon, physician, coordinator, radiologist, 
anesthesiologist, and pathologist. The aim of the 

donor evaluation protocol is to preclude unsuitable 
donors to have safe and successful LDLT to pa-
tients, donor, and transplant team. The complete 
history and physical examination is necessary to 
find out co-morbid condition such as diabetes, hy-
pertension, obesity, previous abdominal operation, 
and so on. The candidate should have no psycho-
social, ethic issues, or concerns about the motiva-
tions of the donor. No active or uncontrolled psy-
chatric disorder allowed for suitable donor. A can-
didate with BMI > 30kg/m2 should have further-
evaluation of the hepatic steatosis. It is an un-
suitable donor candidate with abnormal liver func-
tion test, coagulopathy, pregnancy, active infection 
of the viral disease, chronic infection of the HBV, 
HCV, and HIV. Computed tompgraphy or magnetic 
resonance imaging of the liver could show degree 
of hepatic steatosis, and segmental volume of the 
liver. The volumetry of the imaging study usually 
overestimates about 10% of the actual liver volume. 
Liver biopsy is the gold standard to determine liv-
er pathology, and the findings of the fibrosis, por-
tal inflammation, NASH or >20~30% of steatosis 
are the contra-indication of the living liver donor. 
Appropriate remnant liver volume of the donor liv-
er is considered at least 30% of total liver volume 
by the general consensus at Vancouver forum 2005 
for living donors. And the appropriate size of the 
graft for the recipients regarded more than 0.8% of 
GRWR. The selection of the graft type among the 
candidate with normal psycho-medical condition 
dependson the liver volumetry, disease severity of 
the recipient, and center-specific preference.


