Letter to the Editor

Attitudes toward liver transplantation for ACLF-3 determine
equity of access
centers, leading to inequities in access to this life-saving treatment. We are therefore still far from equity and justice in this area
of transplant medicine. Several potential obstacles may hinder
access to LT for patients with ACLF-3: admission to the intensive care unit (ICU), referral to a tertiary center, inclusion in the
waiting list, timely organ allocation and, most importantly, an
agreement between the members of the transplant team on the
value of LT in this indication. Access to LT and optimal care for
this speciﬁc group of potential transplant candidates requires a
comprehensive, multidisciplinary approach. Transplant hepatologists, surgeons, anesthesiologists and intensivists, both within

To the Editor:

Liver transplantation (LT) is currently the most effective treatment
available for critically ill individuals with cirrhosis and multiple
organ failure, provided they are carefully selected.1 While support for LT for those with grade 3 acute-on-chronic liver failure
(ACLF-3) is theoretically increasing within the transplant community, in practice, utilization of LT for these patients remains
debated and problematic. For example, studies of the French
transplant registry2 and of a European cohort3,4 of critically ill
individuals with cirrhosis have shown that access to LT varies
signiﬁcantly across countries and across individual transplant
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In your opinion, is there sufficient evidence
in the literature in favour of transplanting
patients with ACLF-3 ?
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Physicians in MY REGION who refer patients
to my transplant center are unaware or
reluctant to send critically ill cirrhotic patients
for pre-transplant assessment
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Fig. 1. Selected responses to the ACLF liver transplant questionnaire. ACLF, acute-on-chronic liver failure; ICU, intensive care unit.

Journal of Hepatology, July 2022. vol.

- j

1–3

4

5

transplant centers but also in primary and secondary centers,
need to be aware and convinced that LT is a potential treatment
for a critically ill individual with cirrhosis.
This survey was designed through discussion between
experts of EF-CLIF and ELITA and an online questionnaire
was sent to the participants of the CHANCE trial.5 Multiple
choice questions were targeted at describing LT practices,
identifying obstacles to LT for individuals with ACLF-3 and
determining potential solutions to overcome these obstacles.
Questionnaires were sent to 1,031 transplant doctors and the
ﬁrst 100 responses were analyzed. All data were
collected anonymously.
The 100 participants who completed the survey came from
26 different countries. Of these, 76 identiﬁed themselves as
hepatologists, 13 as intensivists and/or anesthesiologists and
11 as surgeons. Most respondents (58%) came from transplant
centers that performed more than 50 LTs yearly. While fewer
than 5 individuals with ACLF-3 were transplanted annually in
the majority of the respondents’ centers (65%), most respondents (70%) claimed that their centers could transplant
more than 5 every year.
The majority (66%) agreed that there was enough evidence in
the literature to support transplanting those with ACLF-3. Despite
such evidence, 70% declared that individuals with ACLF-3 did
not have adequate access to LT in their region (Fig. 1A,B). When
asked whether patients with ACLF-3 did not have sufﬁcient access to the ICU in their region, on a scale of 1 (“do not agree at
all”) to 5 (“strongly agree”), 50 responses were between 4 and 5.
When asked the same question, but this time in their own center,
only 21 responses were between 4 and 5 (Fig. 1C,D).
While 27 respondents noted that colleagues in their own
transplant centers were reluctant to put critically ill individuals
with cirrhosis on the transplant waiting list, this was reported
more frequently (59 respondents) by physicians who referred
patients to LT centers but did not directly work in them
(Fig. 1E,F). When respondents were asked to identify the
group(s) of physicians that was/were most unwilling to consider
LT for individuals with ACLF-3 in their center, anesthesiologists
came ﬁrst (40 respondents), followed by intensivists (38 respondents), surgeons (32 respondents) and hepatologists (21
respondents). There was a signiﬁcant split over the issue of
prioritizing access to LT for individuals with ACLF-3, with 48
respondents declaring that the average waiting time for those
with ACLF-3 was too long in their center. When asked whether
the allocation system in their region/country did not prioritize
those with ACLF-3 sufﬁciently, 53 respondents agreed. Finally,

82 respondents were in favor of adding mechanisms to organ
allocation algorithms in order to exclude critically ill patients if
they are too sick at the time of organ proposal.
In summary, this survey reveals a discrepancy between
clinical evidence and actual practice concerning access to LT for
individuals with ACLF-3. It illustrates the growing view that the
use of LT should be expanded for individuals with ACLF-3, while
highlighting some of the key obstacles that need to be overcome
to achieve this aim. From an institutional perspective, organ
allocation algorithms need to be tailored according to regional
and national determinants to enable adequate prioritization of
those with ACLF-3, while ensuring that patients who are too sick
to be transplanted can be identiﬁed. From a clinical perspective,
it is fundamental to convince colleagues in transplant centers,
but also outside transplant centers, that those with ACLF-3
should be considered for ICU admission, referral to a tertiary
LT center and pre-transplant work-up for potential listing.
Expanding the use of LT for those with ACLF-3 is a medical
undertaking different in nature and broader in scope than
increasing access to a particular drug, intensive care support or
surgical technique. It requires widespread discussion, education and further research, which will change the way the medical community thinks about managing critically ill individuals
with cirrhosis.
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