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schizophrenia and an equal number of controls and found
no association between schizophrenia and DRD2 Ser3111
Cys311 polymorphism. Asherson et al. 9 also did not find any
association between the Cys variant and schizophrenia in a
western European population. Gejman et al. \0 used denaturing
gel electrophoresis and found no association between
Ser3111Cys311, Pro31O/Ser31O and Ala961V al 96 poly-
morphism and schizophrenia. However, Shaikh et al." have
reported an association between Cys311 and schizophrenia,
although homozygotes were absent in their study.

Thus the association between DRD2 Ser3111Cys311 and
schizophrenia has not yet been firmly established, but has
opened up exciting possibilities of further investigation into
the genetic basis for the disorder.
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SUMMARY
The authors present an overview of living related liver trans-
plantation (LRLT) along with recent results from major centres.
The use of living donors is justified on the basis that the mortality
on the waiting list due to lack of size-matched cadaveric donors
for paediatric patients can be reduced and patients can be trans-
planted electively with improved results at a less advanced stage
of their liver disease. Another factor promoting this new
approach to the problem of donor supply in countries like Japan.
is the lack of a cadaveric donor programme. The feasibility of
separating the right and left lobes of the liver as viable units
with their own independent vascular supply has been demon-
strated successfully in split liver transplantation and provides
the anatomical basis for using partial livers from donors. Donor.
selection is based on informed consent using a double consent
system, extensive medical and psychological evaluation to
exclude unknown diseases and risk factors, computerized
tomography with volumetry of the donor liver segment and
angiography to exclude hepatic vascular abnormalities. These
criteria led to the exclusion of 55% of potential donors in the
present series. The left lateral segment is usually harvested as
it involves the removal of the least amount of transplantable
liver from the donor. It has a standard portal and hepatic venous
anatomy and the raw area resulting from the resection is small.
The technique of resection involves isolation of the vascular
inflow and outflow and division of the liver without vascular
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exclusion. Once the left lateral segment is fully mobilized, the
vessels are divided, the graft is removed, immediately perfused
on the bench and preserved in ice. The recipient inferior vena
cava is preserved and the graft is implanted anastomosing
the donor hepatic vein' to one of the recipient hepatic vein
orifices on the cava. All four major centres with living related
liver transplant programmes have achieved excellent l-year
actuarial survival rates ranging from 85% to 91%. No major
donor complications have been reported, excepting one death
from pulmonary embolism, out of 300 cases worldwide. The
authors conclude that LRLTs function uniformly well, can reduce
waiting list mortality and allow elective transplantation in
recipients at an optimal time.

COMMENT
Ever since the first successful liver transplant from a living
related donor was carried out by Strong in 1989,1 it has been
performed in a number of major centres+' with excellent
results. This does not mean that LRL T has become a standard
practice. Several issues need to be addressed before LRL T
can be a universally applicable and successful procedure.

The current protocols of donor assessment invariably result
in the rejection of the majority of potential donors. The high
rate of donor exclusion and the inevitable delay that ensues
in investigating a potential donor rule out the use of LRL T
in emergency situations. A hasty decision to accept a living
donor may place him or her at an unacceptably high risk
and preclude the possibility of obtaining fully informed
consent. In the present era, when cadaveric donor liver trans-
plantation is an established procedure of proven efficacy,
the risk to a living donor, however small, is unjustified for
transplanting adults if size-matched cadaveric organs are
available. Therefore, only a select group of the paediatric
patients needing elective liver transplantation can be trans-
planted using this option if cadaveric organ supply is satisfac-
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tory. Clearly, LRL T as the only system ofliver transplantations
is inadequate as is presently the case in Japan. Its primary
role should be to supplement organ availability from
cadaveric donors.

The possibility of donor complications should also not be
regarded lightly. Psychological problems include guilt due
to being unfit to donate or blaming oneself for complications
such as graft non-function, rejection or other recipient
morbidity and mortality. Goldman" has reported instances
of marital dissolution, adjustment disorders and other
psychological problems in living donors of liver grafts.
Moreover, the donors are at risk of developing all of the
usual postoperative surgical complications namely, wound
infection, bile leak, bleeding from the cut surface of the
liver and incisional hernia. In the largest series reported so
far, Morimoto et at. 2 found that 63% of the donors resumed
normal life within three months. They have, however, not
elucidated the cause, duration, and financial and social con-
sequences of work loss in the remaining 37%. In an earlier
report,141 % ofthe parental donors suffered from postopera-
tive problems ranging from fatigue and wound pain to-gastritis
and duodenal ulcer. In addition, there is a definite though
small risk of mortality from the procedure which is likely to
be higher in less experienced and less specialized units.

The graft survival is better due to better tissue matching
automatically achieved in the living related procedures
although, the evidence for a beneficial effect of HLA matching
on liver transplant survival is less convincing than in renal
transplantation." As in renal grafts, l-year survival figures
of LRLT are comparable to those with cadaveric organs
using modern immunosuppressive regimens.' However,
since the majority of the LRL Ts have been done in the past 3
years, it is premature to say whether or not better histocom-
patibility will translate into improved long term survival for
liver grafts as it is the case for renal grafts. to Current evidence
suggests this may not be the case as liver graft survival curves
tend to plateau out after 1 year!' unlike renal transplants
where continuing late graft loss is the rule. to

The excellent results of LRL T must also be interpreted
in the light of the facts that the donors are youngers-P and
selection criteria are very strict with optimal donors and the
transplants are performed under elective conditions when
the recipient condition is optimal and when warm and cold
ischaemia times are short. Therefore, any apparent advantage
over cadaveric liver transplants may simply relate to improved
graft quality and recipient condition rather than to im-
munological factors.

In view of the existing living related organ donation pro-
grammes, one can understand the reluctance of state
authorities to legislate on the sensitive issue of brain stem
death and to sanction adequate funds to promote cadaveric
programmes, and the general misconception on the need
for a cadaveric programme. Thus, in Japan a successful
LRL T programme may actually discourage the development
of a cadaveric programme although a host of other socio-
cultural factors'? are probably also involved. An added
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fear of launching an LRL T programme without a co-existing
cadaveric programme is the risk of encouraging the trade
of organs from unrelated, allegedly altruistic donations with
attendant emotional, physical and financial donor exploita-
tion. The development of an organ market represents a
major deterrent to the successful development of a cadaveric
liver programme as pointed out in a recent report from the
United Arab Emirates.r'

Setting up a successful LRL T programme demands an
enormous infrastructural input involving a large multi-
disciplinary team experienced in transplantation and
microvascular surgery with staffing, theatre and intensive
care capabilities to cope simultaneously with the two proce-
dures involved in LRLT. It would be undesirable to embark
on this technique on an occasional basis in the absence of
a regular ongoing programme.
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