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Overview
Liver transplantation (LT) remains a controversial treatment for life- threatening 
liver disease in association with a history of alcohol use disorder (AUD). This is 
a curious conundrum, since the concept that addictions constitute a disease pro-
cess is well-established, and the outcome after LT in selected patients with AUD 
is on par with that for other chronic disorders. The controversy originates, at least 
in part, over a concern for relapse to addictive behavior after LT. Nor are all 
addictions considered equally, and in this chapter we will briefly refer to addic-
tive behaviors such as smoking, use of marijuana, non- prescribed use of pre-
scription pain relievers, and use of illicit drugs. The contrast between the typical 
assessment of cigarette smoking with that of AUD is particularly striking, in light 
of the long-term negative consequences of smoking after transplantation. In the 
case of AUD, the advice of the transplant services to the LT recipient is complete 
abstinence. Smoking cigarettes is considered exclusionary in rare centers but not 
in most, and while advised to stop smoking, this is rarely a priority in post-
transplant management. Recently, marijuana has joined alcohol and tobacco as a 
legal agent in many states in the USA. Once again, attitudes to marijuana use by 
transplant candidates are variable and likely in flux in transplant centers. It is 
against this inconsistent and unstable background that we will provide a brief 
review of psychosocial evaluation of patients under consideration for LT. We will 
initiate the discussion with a series of definitions. We will review the history of 
psychosocial evaluation, with particular emphasis on patients with AUD and the 
much discussed ‘6-month rule’. Next, we will turn to the present state. Finally, 
we will speculate about how psychosocial assessment may evolve in the future.
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31.1  Introduction

Liver transplantation (LT) is the only curative treatment available for end-stage 
liver disease, although unfortunately the number of patients waiting for liver trans-
plants far exceeds that of available donor livers. In order to ensure appropriate 
allocation of these livers to the patients who are most likely to benefit from LT, a 
comprehensive and in-depth evaluation of each patient who is being considered as 
an LT candidate is essential. The principal goal of the pre-transplant evaluation is 
to determine whether LT will be successful in a given candidate, which extends to 
an assessment of not only a patient’s capacity to prosper after transplant surgery 
but their ability to meet the demands of the subsequent lifelong and oftentimes 
complex cares that are necessary after receiving a liver transplant. Although spe-
cific testing varies among transplant centers and based on patient variables, the 
crux of the pre-transplant evaluation therefore involves cardiopulmonary assess-
ment, screening for underlying malignancy, infection, or occult medical disorders, 
and psychosocial evaluation [1].

Alcohol-related liver disease (ALD) is one of the most common indications for 
LT in the USA and Europe, representing almost a quarter of all LTs performed in the 
USA according to the OPTN/SRTR 2016 annual report [2, 3]. The use of alcohol 
and illicit substances is pervasive across many patient populations and has the 
potential to result in a myriad of economic, social, legal, and health problems. 
Table  31.1 shows the most recent prevalence data on alcohol and substance use 
among Americans aged 12 and higher [4]. The data, reported in 2014, indicate that 
alcohol is the most common potentially addictive substance in common use among 
American adults, with more than half of the adult population reporting at least social 
drinking. Addictive consumption of alcohol was present in 10% of users. In the 
USA, the lifetime prevalence of AUD in adults has been reported to be as high as 
30% [5]. Alcohol has been well-studied in regards to its effects on the liver with 
excessive consumption associated with both acute and chronic liver damage. 

Table 31.1 Prevalence of addictive behaviors in Americans aged 12 and higher in the USA

Substance Current use Alcohol/substance use disorder
Alcohol 176.6 million (52.7%a) 17 million
Tobacco 66.9 million (25.2%a) 66.9 million (25.2%a)
Marijuana 22.2 million 4.2 million
Stimulant use disorder
  Cocaine 913,000
  Methamphetamines 569,000
  Other stimulants 476,000
Hallucinogen use disorder 246,000
Opioid use disorder
  Prescription 1.9 million
  Heroin 586,000

a% of the population. (Reference: the National Survey on Drug Use and Health (NSDUH)—2014 
(www.samhsa.gov)
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Although only a small number of patients who meet the criteria for AUD will ulti-
mately develop cirrhosis, regular alcohol intake can result in hepatic steatosis and 
steatohepatitis, which predispose patients to fibrosis and cirrhosis with continued 
use [6].

In 1964, the US Surgeon General published a landmark report bringing the dan-
gers of smoking to the attention of the public for the first time. Since then, the preva-
lence of smoking cigarettes has declined from greater than 50% of adults being 
smokers to a prevalence of 25% today. However, as shown in Table 31.1, since all 
chronic use of tobacco is addictive, smoking constitutes the most common sub-
stance addiction in the USA [7]. Furthermore, the coincidence of AUD with smok-
ing and the early resumption of cigarette smoking after LT mean that cigarette 
smoking is an under-recognized crisis in the field of post-transplant management [8].

The use of marijuana is a poorly researched and poorly understood phenomenon 
in the LT community. However, recent survey data would suggest that it is rarely a 
limitation on access to liver transplantation in the USA [9]. Finally, we are in the 
midst of an epidemic of opiate use in the USA, although the absolute numbers of 
users remains dwarfed by alcohol, tobacco, and marijuana. The lifetime prevalence 
of illicit drug use has been reported to be approximately 8% in US adults, although 
the lifetime prevalence of an actual illicit drug use disorder is likely closer to 2–3% 
[10, 11].

As a component of the pre-transplant evaluation, the overarching goal of the 
psychosocial evaluation in the patient being considered for LT is similar to that of 
other components of the transplant evaluation: to predict whether a transplantation 
will be successful in terms of graft and patient survival and the restoration of quality 
of life. The patient with alcohol or substance use disorders poses unique challenges 
to providers, wherein the purpose of the psychosocial evaluation is to predict recur-
rence of addictive behaviors and other psychosocial factors which may endanger the 
future health of the transplant recipient.

31.2  Definitions

Psychosocial evaluation. Psychosocial evaluation can be loosely defined as a com-
prehensive assessment of a patient’s psychological health, social context, self- 
perception, and functional capacity within the framework of their community (see 
Box 1). This assessment has two primary arms through which it assesses the suit-
ability of a patient for LT; the first is to identify potential risk factors for morbidity 
and mortality post-operatively due to recurrent substance use, lapses in adherence to 
the clinical care plan, psychiatric disease, or social issues. The second is to translate 
these factors in high-risk individuals into recommendations for treatment interven-
tions which may be undertaken before and/or after LT. Other suggested secondary 
purposes of the psychosocial evaluation include promoting fairness and equal access 
to care, serving as a guide for future clinical management, and addressing the psy-
chological needs of the transplant team itself in the context of patient care [12].
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Alcohol/substance use disorder. All substance use disorders have common ele-
ments, as shown in Box 2. The current version of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-V) defines a substance use disorder as meeting 
at least two of a defined set of 11 potential criteria over the preceding 12 months. 
These criteria are outlined as a series of questions which assess a patient’s pattern 
of use, negative consequences of use, and elements of dependence, with the number 
of criteria met translating into the severity of the substance use disorder which is 
designated as mild, moderate, or severe [13]. The substance use disorders encom-
pass 10 separate classes of drugs (such as alcohol, cannabis, opioids, hallucinogens, 
etc.) which are similarly diagnosed and stratified based on the aforementioned cri-
teria. Although there is overlap with the preceding edition of the DSM (DSM-IV), 
this updated version importantly combines the historical (and often ambiguous) 
terms “abuse” and “dependence” into a single psychiatric disorder. The concept of 
alcohol and substance cravings have also been incorporated into the DSM-V, as they 
have become a more recognized feature of substance use disorders [14].

Box 1 Components of the Psychosocial Evaluation

 1. Substance use
 (a) Alcohol or substance use history
 (b) Tobacco dependence
 (c) History of consequences related to substance use
 (d) History of treatment (rehab, counseling, etc.)
 2. Psychiatric health
 (a) Known mood or psychotic disorders—stability, current treatment, etc.
 (b) Previously unidentified mood disorders
 (c) Personality disorders
 3. Available resources
 (a) Social support—quantity, quality, etc.
 (b) Financial condition and support
 (c) Medical insurance
 (d) Current living situation
 4. Adherence/non-compliance
 (a) Ability to comply with labs, follow-up visits, recommendations
 (b) History of medical adherence
 5. Candidate temperament
 (a) Maladaptive personality characteristics
 (b) Coping mechanisms
 (c) Motivation and adaptability
 (d) Ability to successfully interact with the transplant team
 6. Competence

K. E. Daniel and M. R. Lucey
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Craving. A persistent or recurrent desire to resume an addictive activity or sub-
stance. Craving is a feature common to all forms of addiction. Cravings may persist 
for many years after the last exposure to the addictive substance or behavior. 
Cravings often arise when the subject comes in contact with specific times, places, 
or things, which are referred to as triggers. Interestingly, many patients with a his-
tory of AUD who are undergoing evaluation for LT deny that they experience crav-
ings. The lack of cravings is one reason why some of these patients express a low 
interest in treatment or counseling for AUD [16].

Use, slips, relapse. As a disease often marked by remissions and relapses, the 
presence of an alcohol or substance use disorder in a patient undergoing LT natu-
rally raises the question of a possible return to use after transplantation. Alcohol use 
after transplantation is not uncommon, with the prevalence reported to vary between 
10 and 50% in the literature [17–21]. There are few studies available that examine 
relapse rates for substance use disorders other than alcohol after LT. However, a 
large meta-analysis including four studies reporting on illicit drug relapse found 
lower rates of relapse compared to alcohol (1.9% of patients/year compared to 5.6% 
of patients/year) [22].

A critical point in determining the burden of alcohol use after transplant lies in 
the concept of defining the severity of resumed consumption of alcohol. The large 
variation in rates for return to drinking after LT reported is in part due to inconsis-
tency in defining ‘use’, ‘slips’, and ‘relapse’ [23]. Although there are currently no 
standardized criteria defining a relapse after transplant, it is now generally accepted 
that all use of alcohol after liver transplantation is not created equal. Studies have 
shown that all drinking behavior does not necessarily lead to uncontrolled use and 
negative consequences, and frequently used nomenclature now distinguishes a 
return to harmful and excessive drinking (relapse) from a transient lapse in sobriety 
which is followed by a return of abstinence (a “slip”). As long as they do not prog-
ress to a relapse, slips have not been implicated in causing significant harm and have 
even been hypothesized to be a healthy component of long-term sobriety [23, 24].

Box 2 Features Common to Substance Use Disorders (SUDs) (Eccleston et al. 
2017) [15]

 1. All SUDs are chronic conditions of remission and relapse.
 2. All SUDs are associated with an internal drive to consume the substance 

in question, often referred to as “craving”.
 3. SUDs often have triggers, which are situations or materials that initiate 

cravings.
 4. Discontinuation of the addictive substance is often accompanied by 

unpleasant physical effects called withdrawal.
 5. The use of substances is often a source of shame to the user and can lead 

to hiding use, reluctance to seek addiction treatment, and stigma.

31 Psychosocial Evaluation of Liver Transplant Candidates with Alcohol-Related…
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For those patients who do relapse following liver transplantation, specific pat-
terns of ongoing alcohol use can vary widely. For instance, DiMartini and col-
leagues identified four distinct alcohol use trajectories based on the timing of onset, 
quantity consumed, and duration of alcohol use after transplant for alcoholic liver 
disease and suggested that these patterns may be predictive of outcome [25]. With a 
clearer focus on the distinction between “slips” and relapse, the implications of 
alcohol relapse become more striking in the literature. Recent data suggest that 
continuous, heavy drinking after transplant leads to allograft fibrosis and loss, which 
is likely accelerated compared to a native liver [20, 26]. Another proposed compli-
cation of alcohol relapse is non-adherence with vital immunosuppressive medica-
tions following LT, which can result in graft injury. However, current data regarding 
the presence and impact of this issue in alcohol relapsers are inconsistent [27, 28]. 
When patterns of alcohol use are taken into account, it is estimated that approxi-
mately 10–20% of patients relapse with sustained, harmful drinking and are there-
fore at risk for these graft-associated complications [21, 25, 29, 30].

31.3  History

The emergence of ALD as a major source of patients considered suitable for LT has 
occurred pari passu with the recognition that assessment of addictive disorders in 
general, and AUD in particular, is fundamental in the clinical care of patients under 
consideration for LT. It was not always thus. A turning point in the USA occurred in 
1996 when the NIH held a workshop entitled ‘Liver Transplantation for Alcoholic 
Liver Disease’ that sought to bring together experts from the fields of addiction 
medicine and ALD [31]. The workshop emphasized that future advances would 
require a focus on AUD as much as ALD. Thus, the major needs in clinical research 
on LT for ALD are better documentation of the relapse rate after transplantation and 
the factors that predict relapse especially over an extended period (5–10  years) 
using reliable and objective means of documenting alcohol use. Study of relapse 
after transplantation may be helpful in developing better selection criteria but may 
also provide insights into treatment of alcoholism in patients that do not receive 
transplants.

The ‘6-month rule’. The requirement that the AUD patient demonstrate 6 months 
of abstinence prior to LT (commonly referred to as the “6-month rule”) has become 
entrenched in the practice of transplant evaluation in the USA. While the 6-month 
interval has been justified on the grounds that it would allow patients to recover from 
the acute effects of alcoholic toxicity to the liver [32], in practice it has become a 
surrogate to predict future drinking by ALD candidates for LT. From the start of liver 
transplantation for ALD, experts in addiction medicine were not supportive of the 
6-month rule, not least since longitudinal studies in men with ALD suggested that 
abstinence was secure only after 5 years [33]. Beresford offered, as an alternative, a 
more nuanced approach based on a careful psychosocial assessment [34]. He pro-
posed that ALD patients undergoing evaluation for LT should be assessed by an 
addiction specialist, and that risk should be gauged according to the presence of 
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factors that characterize risk of relapse in patients with AUD beyond the LT setting. 
As shown in Fig. 31.1, he identified four domains in the candidate’s psychosocial 
profile: social isolation/social integration; acceptance or not of their drinking prob-
lem; prior history of treatment of AUD and finally, presence of other psychological 
disorders. He attempted to classify these elements into a predictive score, but found 
that the predictive ability was limited to identifying high- and low- risk candidates. 
Since then, several additional protocols and prognostic tools to assess risk of alcohol 
relapse have been proposed. (Table 31.2). In all cases, these need to be used within a 
comprehensive evaluation involving experts in addiction medicine. Since then, 
Addolorato has advocated for the integration of an addiction specialist into the liver 
transplant unit to, as far as possible, remove the barriers of communication and 
understanding that exist between transplant and addiction medicine.

The change in attitude regarding the “6-month rule” originated in Europe, most 
significantly in France, where a consensus conference in 2005 came to the conclu-
sion that a therapeutic trial of early LT in patients with alcoholic hepatitis not 
responsive to corticosteroid therapy was recommended “despite the brevity of the 
required abstinence” [35]. This important determination prepared the way for the 
landmark French–Belgian pilot study of rescue LT in patients with non-responsive 
severe alcoholic hepatitis. Similarly, consensus statements in favor of LT of selected 
ALD patients with shorter intervals of abstinence were produced in the UK and 
Italy [36–38]. A recent survey from the USA suggests that there is a change in prac-
tice in USA transplant centers also [9].

A collateral outcome of the Franco-Belgian study was the development of a 
model of psychosocial evaluation that sought consensus among all members of the 
transplant team, and empowered the professionals who were not physicians such as 
the nurses and social workers to express their opinions. By this means, the authors 
sought to ameliorate the problems posed by inconsistent evaluations and recalibrate 
the weight of influence of the team members to be more inclusive. Most recently, 
Lee et al. have shown, albeit in retrospective data, that selected patients with severe 
alcoholic hepatitis and a median interval of abstinence of 55 days who underwent 
LT in the USA had excellent short-term survival [39].

Lack of insight
into addiction

Social isolation
(lack of employment, no fixed abode,
living alone, no spouse or companion)

Prognostic Factors
for Increased
Risk of Relapse

Psychiatric co-morbid conditions
(including uncontrolled polysubstance
abuse or unstable character disorder)

History of many failed
rehabilitation attempts

Fig. 31.1 Factors that 
indicate a greater risk of 
relapse by AUD patients 
undergoing evaluation for 
LT (Beresford et al. 
1994) [34]
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Table 31.2 Prognostic tools to assess risk of alcohol relapse and/or psychological risk profile

Authors Instrument Key factors Comments Reference
Beresford 
et al.

University of 
Michigan 
alcoholism 
prognosis score

Four domains; see 
Fig. 31.1

Based on review of 
the non-transplant 
literature regarding 
AUD
Stratifies high and 
low risk.

[34]

Rodrigue 
et al.

Alcohol relapse 
risk assessment

Nine predictive factors: 
tobacco dependence, 
continued alcohol use 
after liver disease 
diagnosis, low motivation 
for alcohol treatment, 
poor stress management 
skills, no rehabilitation 
relationship, limited 
social support, lack of 
nonmedical behavioral 
consequences, and 
continued engagement in 
social activities with 
alcohol present

Retrospective, single 
center
Stratifies high and 
low risk

[59]

De Gottardi 
et al.

The high-risk 
alcoholism relapse 
(HBAR)

Three predictive factors: 
duration of heavy 
drinking, usual number of 
daily drinks, number of 
prior inpatient alcohol- 
related treatment 
experiences.

Designed to predict 
“heavy drinking.” 
Not specific to 
transplant

[30]

Maldonado 
et al.

The Stanford 
Integrated 
Psychosocial 
Assessment for 
Transplantation 
(SIPAT)

Comprehensive interview 
instrument to identify 
subjects who might be at 
risk for negative 
psychosocial outcomes 
post-transplant

Designed for all 
solid organ 
transplants. Requires 
skill and is 
time-consuming
Provides a risk score

[60]

Twillman 
et al.

The Transplant 
Evaluation Rating 
Scale (TERS)

Classifies patients on a 
3-point semi-structured 
scale in ten aspects of 
psychosocial functioning 
thought to be important in 
adjusting to 
transplantation

Designed for solid 
organ transplant
Provides a summary 
score to indicate 
current level of 
functioning and a 
weighted score for 
each variable

[61]

Olbrisch 
et al.

The Psychosocial 
Assessment of 
Candidates for 
Transplantation 
(PACT)

Classifies patients on a 
5-point semi-structured 
scale of eight items that 
assess various aspects of 
psychosocial health

Designed for solid 
organ transplant
Provides a summary 
score and the rater’s 
overall impression—
offers more 
flexibility in using 
clinical judgment

[62]
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31.4  Current State

Current guidelines from professional societies recommend that patients with ALD 
and/or substance use disorders undergo psychosocial evaluation prior to liver trans-
plantation. For instance, practice guidelines from the American Association for the 
Study of Liver Disease (AASLD) and American Society of Transplantation (AST) 
specify that patients should be evaluated for and meet reasonable expectations for 
adherence to medical directives, mental health, and adequate social support [1]. In 
addition, the International Liver Transplant Society more explicitly recommends 
that patients with ALD be at a minimum assessed by mental health specialists and 
an alcohol specialist prior to listing for transplantation [40].

Common practices at transplant centers, in reality, vary from one another while 
adhering to these fundamental recommendations [41]. The psychosocial evaluation 
of the LT candidate is multifaceted and complex, requiring a multidisciplinary team 
with members of the transplant team tasked with this evaluation including social 
workers, nurse or physician specialists, psychologists, psychiatrists, and/or addic-
tion specialists, depending on the center. In our transplant center at the University of 
Wisconsin, each patient presented to the LT selection committee who has ALD or 
concerns for a substance use disorder is assessed not only by our transplant social 
workers, who evaluate all LT candidates, but also by an addiction medicine special-
ist. Information is acquired not only through direct interview with the patient, but 
often through other sources such as family, friends, medical records, and previous 
providers with the patient’s consent. This is often crucial in LT candidates as associ-
ated factors such as substance use, encephalopathy, or critical illness may result in 
the patient themselves being an unreliable historian [12].

Transplant social workers and addiction specialists are vital components of the 
transplant evaluation committee, especially with respect to patients with ALD  and/
or substance use issues. Social workers not only assess aspects of the pre-transplant 
evaluation common to all candidates such as insurance coverage, patient expecta-
tions, and advanced directives, but conduct a full psychosocial assessment that often 
addresses complex social situations and mental or emotional health deficiencies that 
are frequently a result of or related to the patient’s underlying substance use disor-
der. In doing so, social workers explore the impact of psychosocial factors on trans-
plant readiness and identify potential barriers to the transplant as well as areas for 
intervention before and after the transplant. For instance, social workers are often 
key in assessing the quality and quantity of a candidate’s social support system, 
which has been identified time and time again as a crucial factor in determining 
post-LT alcohol relapse as well as medical and psychiatric outcomes [42]. Our cen-
ter, as do many others, requires the availability of both a primary and secondary 
support person to be closely involved in the patient’s medical care. In candidates 
with a substance use history, addiction specialists provide an assessment from the 
standpoint of identification of the nature and extent of the substance use as well as 
providing a quantification of the risk for potential relapse after LT.  This often 
requires an extensive review of prior medical records, family interviews, and legal 
records to obtain collateral information in order to fully define the candidate’s 
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substance use history. In addition, the addiction specialist makes recommendations 
to the transplant team regarding appropriate substance use interventions (counsel-
ing, rehab, etc.) that may be beneficial prior to LT.

Multiple instruments have been developed for the purpose of evaluating the psy-
chosocial factors relevant to transplantation and are widely used in pre-transplant 
evaluations, such as The Psychological Assessment of Candidates for Transplantation 
(PACT) and The Transplantation Evaluation Rating Scale (TERS) [43] (see 
Table  31.2). Beresford made one of the first efforts at codifying the prognostic 
assessment for long-term sobriety in LT candidates. The four elements he identified 
are shown in Fig. 31.1. All the subsequent instruments have tended to use similar 
indices of good or poor prognosis for AUD. In our center, we utilize “The Stanford 
Integrated Psychosocial Assessment for Transplant” or “SIPAT”, as it has been 
designed for all forms of SUD in the setting of transplantation. This validated, com-
prehensive screening tool evaluates 18 psychosocial risk factors and assigns patients 
an objective score, thereby allowing standardization of the psychosocial assess-
ment. Prospective studies have shown that high SIPAT scores are significantly cor-
related with poor medical and psychosocial outcomes post-transplantation [44]. 
One limitation of SIPAT is that it is long and involved, and tends to be cumbersome 
to administer. We use the SIPAT score to provide a relative quantitative scale. 
However, we do not have an absolute threshold for acceptance. Rather, it helps our 
social worker and addiction specialist to stratify the candidate as high or low risk for 
resumption of the addiction in question.

Concurrent psychiatric disorders are common in patients with end-stage liver 
disease, with studies reporting significant depressive symptoms in up to 57–63% of 
patients and anxiety symptoms in up to 50% of patients awaiting LT [45, 46]. The 
prevalence of comorbid psychiatric illness in those with ALD may be even higher 
when compared to those with liver disease from other etiologies [47]. Identification 
of these disorders in the pre-LT period is one of the aims of the psychosocial evalu-
ation and is important for many reasons. Patients with chronic illnesses and comor-
bid depression/anxiety are more likely to be medically non-compliant [48]. In 
addition, untreated mood disorders have been associated with poor quality of life, 
poor recovery, and overall mortality following LT [48, 49]. Personality disorders are 
also important to recognize in the candidate with alcohol or substance use given 
their high prevalence rate in this population; antisocial personality disorder is the 
most common in those with ALD and may predict relapse after LT [45]. Maladaptive 
personality characteristics and coping abilities are also important aspects to con-
sider during evaluation [46]. Psychiatric assessment varies among transplant centers 
but may include screening questionnaires, coping inventories, personality assess-
ments, and/or neuropsychological batteries depending on specific concerns for a 
particular candidate [46]. More in-depth psychiatric evaluation may also be required 
based on issues brought to light during the initial psychosocial assessment, and to 
that effect a licensed mental health practitioner is attached to the LT evaluation team 
in many institutions. Whether any of these psychiatric comorbidities should be con-
sidered a contraindication to LT has been the subject of some debate; currently there 
are no psychiatric disorders that are considered absolute contraindications [1]. 
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However, their presence should provoke careful consideration regarding stability of 
the psychiatric disease and available social support as well as the potential effect on 
nonadherence and ability to cooperate with the transplant team.

31.5  Limitations of the Psychosocial Evaluation

There are limitations of the psychosocial evaluation of the candidate for LT, some 
of which are confined to the patient with ALD or substance use while others apply 
to the LT candidate in general. In the population with AUD, as stated earlier, deter-
mining a patient’s potential risk for relapse after LT remains a primary goal of the 
psychosocial evaluation, which is dependent on the history from the subject and the 
subject’s family. However, patients with AUD or other forms of SUD not infre-
quently perceive that candor comes at the risk of jeopardizing their chances of get-
ting a transplant [50]. Therefore, rationalization or concealment of alcohol use is 
common in patients with AUD undergoing liver transplant evaluation [34]. Failure 
by the patient to fully disclose during the psychosocial evaluation the extent of alco-
hol use, or inform the transplant team of a return to alcohol use in the interval before 
transplantation, are therefore concerning problems, but not uncommon. One retro-
spective study of disclosure in this population found that 21% of the patients in their 
cohort who had been cleared from a psychosocial standpoint were ultimately found 
to have non-disclosed driving-under-the-influence (DUI) convictions in their his-
tory, with 61% of those DUIs occurring during periods of claimed sobriety [51]. 
Similarly, a prospective study of psychotherapy for patients with AUD under con-
sideration for LT, in which candor concerning alcohol use was encouraged by keep-
ing drinking questionnaires in confidence, except in medical emergencies, found 
that 23 of 99 subjects (25% of sample) drank after randomization but before trans-
plant [52]. The best protection against the failure to recognize the severity of a 
patient’s AUD is to establish a close trusting clinical bond between the patient and 
the transplant team. The use of biomarkers of alcohol use may help or hinder this 
effort [53]. When biomarkers are used to improve communication, they are likely to 
help, whereas when they are seen by the patient as a form of entrapment, they are 
likely to be counterproductive.

Our ability to critically assess the pre-transplant psychosocial evaluation is also 
limited, in part due to variation in practices between different transplant institutions 
and even within the same institution [41]. There have been many efforts to improve 
and standardize the process with screening tools such as those shown in Table 31.2, 
but these instruments are not used universally. Efforts to study the decision-making 
process of the LT selection committee itself have been undertaken in order to iden-
tify opportunities for improvement. A multicenter study of four US transplant cen-
ters involved observation of selection committee meetings followed by analysis 
based on qualitative sociologic methods. The authors found that although commit-
tee function was overall similar, structure varied considerably by center. Notably, 
they also found that although recent or active substance abuse was routinely agreed 
upon as sufficient for declining to list a patient for LT, discussions of other 
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psychosocial barriers to LT such as psychiatric disease, lack of social support, non- 
compliance, or inadequate insurance often resulted in protracted and sometimes 
even contentious committee discussion. As expected, committee members con-
firmed that these psychosocial issues were among the most difficult topics to navi-
gate [41]. Therefore, although we do not question the necessity of the psychosocial 
evaluation prior to LT, it is our opinion that we should in humility recognize the 
limitations of the process and maintain a skeptical eye on the overall reliability and 
validity of the psychosocial evaluation itself within the framework of the LT selec-
tion process.

Understanding the process of the psychosocial evaluation, and indeed LT candi-
date selection in general, is important not only for the sake of technical improve-
ment but also for the purposes of transparency for patients, their families, and the 
public. Unfortunately, from a patient’s perspective, this process often remains 
shrouded in mystery, particularly for the less tangible components of the evaluation, 
such as psychosocial eligibility. There are little data available regarding the trans-
parency of the psychosocial evaluation prior to LT. However, one study assessing 
the content of LT centers’ posted internet content regarding eligibility found that 
only a third discussed substance use while even fewer discussed their policy regard-
ing alcohol use in patients with ALD. Overall, detailed accounts of psychosocial 
eligibility requirements were rare [54].

31.6  Future Directions

Perhaps the most critical point in gauging the psychosocial evaluation is to consider 
whether the outcome ultimately matches the purpose, which is to predict a success-
ful LT. It is difficult to quantify this objective, as there are no available data regard-
ing how often a thorough psychosocial assessment reveals barriers that either 
preclude a candidate from receiving LT or allow pre-LT interventions to occur 
which thereby improve LT candidacy. Pre-transplant psychosocial scores as deter-
mined by evaluation committees have been found to predict mortality and post- 
transplant complications [55], and social support specifically has been identified as 
an important predictor of post-LT survival [56]. Studies of the ability of the psycho-
social assessment to predict post-LT outcomes also frequently focus on secondary 
outcomes such as quality of life (QOL), adherence, mental health, rejection, and 
other variables. A large systematic review evaluating the prognostic value of pre-LT 
variables other than substance abuse on clinical outcomes suggested that they do in 
fact inform post-operative care for individual patients. For instance, they found that 
low conscientiousness was associated with greater non-adherence, and although 
pre-LT cognitive performance did not predict survival, it may predict poorer QOL 
after LT [57]. In addition, Goetzmann and colleagues found that pre-LT variables 
explain up to 40% of variance in post-LT psychosocial outcome variables [58].

Although we have much to learn regarding the interplay of psychosocial vari-
ables in the setting of liver transplantation, it is clear that the psychosocial evalua-
tion is paramount in the LT selection process for patients with ALD and/or 
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substance use disorders. Continued efforts are especially needed to further eluci-
date risk factors for alcohol and substance use relapse, standardize the decision-
making process across transplant centers, and improve the transparency of 
psychosocial eligibility criteria.
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