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A case in point
• A 33 year old divorced mother of 2 kids aged 6 and 4 

transferred to us from another province in Dec with ALF 2 
to psych meds, alcohol and paracetamol OD & bariatric 
surgery. One month in ICU, part of it lying prone in ICU and 
eventual recovery. Poor social circumstances, (family 
visited once or twice in this period) background psychiatric 
illness and substance abuse. Worked incredibly hard on 
her and set up psychosocial stop gaps. Back 8 weeks later 
with non compliance to meds, ethanol level of 0.35 (cough 
syrup and other) and Amino transferases in the 8000’s with 
an INR of 4.6. Again all within team, worked really hard for 
her to eventually die alone, far from any family.  



Psychiatric and 
Psychosocial outcome

• As transplant surgery has dramatically advanced the success of it is 
no longer judged solely by its effect on morbidity and mortality but by 
its influence on transplants recipients psychosocial well 
being” (Freeman 1995) 

• HRQOL - Liver transplantation is associated with improvement in 
HRQOL relative to pre transplant BUT without restoring the health 
status levels described in the general population (Dew et al 1997) 

• So do we prescribe fully or enough to psychosocial rehab in Gauteng? 

• What psychiatric or psychological problems impair HRQOL post 
transplant? 

• Delirium, adjustment disorder, MDD, Anxiety, PTSD, cognitive 
impairment









• Psychosocial factors far more relevant than purely 
somatic factors  

• A greater time elapsed since transplantation in patients 
with increased HADS scores for anxiety and depression 

• Depressive coping, Avoidant coping contributed 
considerably to determine poor course of treatment 
post LT 

• Those LT pts with depression and anxiety show poorer 
physical and mental health QOL after TX



QOL impaired in ALF-SS vs 
ALF Tx

• ALF OD SS reported lower 
general health scores and more 
days off due to MH issues, pain, 
depression, anxiety. On f/u 
higher rates of psychiatric 
disease and substance abuse 
among ALF SS than ALF TX.  

• ALF Tx however had lower QOL 
scores than Gen Pop 

• ALF Tx in general have worse 
MH issues than Tx with cirrhosis 





Trajectories of anxiety and 
depression after liver transplant
• clinical and individual variables assoc with persistent 

anxiety/depression: 

• experiencing more adverse effects of the 
immunosuppressive medication, lower level of personal 
control, more use of emotion focussed coping, less 
disclosure about transplant, more stressful life events 

• this was associated with worse outcomes regarding 
medication adherence and HRQOL 

Annema et al 2018



PTSD in organ transplant 
recipients

• Associated with worse HRQOL and increased 
health care utilisation 

• PTSD is amenable to treatment and can be a 
modifiable risk factor for adverse outcomes post 
transplantation. 



PTSD after liver 
Transplantation

• Emotional and physical responses to acute exposure to 
traumatic stressors can vary considerably. Most cases 
spontaneous recovery occurs but if biological and 
adaptive coping mechanisms are inadequate or stress 
becomes overwhelming psychological distress can 
intensify over time and lead to PTSD 

• Greater severity of PTSD symptoms related to 
inadequate coping strategies in pre transplant period, 
lack of social support, more stressful appraisal of 
transplant experience and more negatively biased recall 
of pre transplant psychological distress. (Jin et al 2012)



PTSD in organ transplant 
recipients

• PP of clinician ascertained PTSD: 
1-16% 

• PP of questionnaire assessed 
substantial PTSD symptoms: 0-46% 

• Cumulative incidence of clinician 
ascertained transplant specific 
PTSD: 10-17% 

• Predictors of post Tx PTSD: Hx of 
psych illness prior to Tx, poor social 
support post Tx.  

• Post Tx PTSD assoc with worse 
mental HRQOL and potentially to 
worse physical HRQOL



Potential risk factors for PTSD 
symptoms post transplant

• Demographic factors: 

• younger age, female sex, lower educational level, lower income 

• History of pre transplant psychiatric illness, prior exposure to traumatic 
events, pre transplant benzo use, shorter duration on transplant waiting list,  

• Transplant related clinical characteristics: 

• re-transplantation, post operative complications, acute rejection, longer 
ICU LOS 

• Post transplant factors: 

• poor social support, post transplant depressive symptoms, worse 
cognitive outcomes (Davydow et al 2015)



Associations of PTSD symptoms 
and post transplant outcomes

• Post transplant PTSD symptoms associated with worse 
mental HRQOL, worse social functioning, worse general 
health, treatment non adherence, ?mortality. 

• One study showed that liver transplant patients may be at 
greater risk of post transplant PTSD compared to heart or 
lung transplant 

• ? inflammatory cascade, increased systemic 
inflammation, ? genetic polymorphisms regulating 
inflammatory cascade  

Davydow et al 2015 



Delirium and PTSD 
• Intensive care treatment can induce emotional suffering severe 

enough to be identified as PTSD 

• Risk factors: pre icu comorbid psychopathology, past trauma 

• Other factors; helplessness and dependency traits, non response 
of carers, delusions and hallucinations induced by medications, 
sepsis, physical illness are the cause of the trauma 

• The interplay of wounding and care 

• our defence against vulnerability 

• Winnicott - icu care can be terrifying but its the non response of 
carers that distresses patients 

• winnicott - the infant and maternal carer together form a unit - 
and herein lies our vulnerability (Sideris 2019)



• ETT related discomfort and inability to speak are 
recognised as being most stressful and 
remembered events (Samuelson 2011) 

• Nightmares and hallucinations are neither 
arbitrary nor meaningless ravings - it 
contextualises emotions 

• Illness impairs the capacity for independent self 
care 



• support nurtures safety: 

• receiving information about what is being 
done, being treated as the centre of attention, 
being treated as a whole person and being 
treated with compassion - staff communication 
relieves patient feelings about being 
powerless (Hofhuis et al 2008)



Utility of pre transplant psychological 
measures to predict post transplant 

outcomes
• Main aim: appropriate organ 

allocation 

• Depression pre predicts lower 
QOL post transplant, suicidal 
thoughts pre assoc with post Tx 
depression 

• High submissiveness pre Tx 
predicts early rejection, low 
conscientiousness pre is assoc 
with greater non adherence post 

• Pre Tx cognitive performance may 
predict poorer QOL after Tx



brief COPE and further 
interventions

• Valid, reliable and meaningfully interpreted in LT pts 
(Amoyal et al 2016) 

• ESLD characterized by prolonged waiting, deteriorating 
health and reduced QOL - facing uncertainty of Tx and 
possibility of death 

• pre-Tx patterns of coping, decision making, attitude and 
social support are robust predictors of post-Tx adherence, 
liver functioning and psychological functioning 

• briefCOPE - use to aid and facilitate interventions pre and 
post transplant adjustment



Psychological / Psychiatric care 
units within the Transplant Unit

• Pre-transplant assessments, identification of high risk 
patient 

• Care of patient whilst awaiting transplant and on the list 

• Care of family members and social support whilst 
awaiting transplant and on the list  

• Care within icu and ward immediately post transplant 

• Care post transplant - check in and care - “transplant 
ok - psyche ok?”


