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Abstract. – OBJECTIVE: Ursodeoxycholic 
acid (UDCA) has multiple hepatoprotective ac-
tivities: it modifies the bile acid pool, decreas-
es levels of endogenous, hydrophobic bile ac-
ids while increasing the proportion of nontoxic 
hydrophilic bile acids. It also has cytoprotective, 
antiapoptotic, and immunomodulatory proper-
ties. The aim of this study was to analyze the ef-
fect of postoperative administration of UDCA on 
liver regeneration capacity.

PATIENTS AND METHODS: This is a sin-
gle-center, prospective, randomized, dou-
ble-blind study that was carried out in our Liv-
er transplant Institute. Sixty living liver donors 
(LLDs) who underwent right lobe living donor 
hepatectomy were divided into two groups us-
ing computer-generated random numbers: one 
group received oral UDCA 500 mg 12 hourly for 7 
days (UDCA group; n=30) from the first postop-
erative day (POD) and the other did not receive 
UDCA (non-UDCA group; n=30). Both groups 
were compared in terms of the following param-
eters: clinical and demographic parameters, liv-
er enzymes (ALT, AST, ALP, GGT, total bilirubin, 
direct Bilirubin), and INR.  

RESULTS: The median ages in the UDCA and 
non-UDCA were 31 years (95% CI for median: 
26-38) and 24 years (95% CI for median: 23-29), 
respectively. Liver function tests showed signif-
icant differences at various times within the first 
seven PODs. The INR was lower in UDCA group 
patients on POD3 and POD4. However, GGT was 
significantly lower on POD6 and POD7 for the 
UDCA group. Total bilirubin was also significant-
ly lower on POD3 for the UDCA group patients, 

but ALP was lower all from POD1 to POD7. A sig-
nificant difference was also observed in AST on 
POD3, POD5 and POD6.  

CONCLUSIONS: Postoperative administra-
tion of oral UDCA significantly improves liver 
function tests and INR among LLDs.
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Living donor liver transplantation, Living liver do-

nors, Right lobe living donor hepatectomy, Ursode-
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UDCA: Ursodeoxycholic acid; LLD: Living liver donors; 
POD: Postoperative day; AST: Aspartate aminotransfer-
ase; ALT: Alanine aminotransferase; ALP: Alkaline 
phosphatase; GGT: Gamma glutamyl transferase; INR: 
International normalized ratio; LT: Liver transplantation; 
LDLT: Living donor liver transplantation; LDH: Living 
donor hepatectomy.

Introduction

Liver transplantation (LT) represents the only 
curative treatment for patients with end-stage 
liver disease and selected patients with hepa-
tocellular carcinoma1-5. With improvements in 
surgical techniques and advances in immuno-
suppression, LT has become a routine proce-
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dure. Indications for LT have been expanded 
with a resultant increase in the need for trans-
plantable organs6. The increasing demand meant 
that deceased donation is not enough for the 
ever-expanding pool of patients in need of organ 
donation. Therefore, expanding the donor pool 
and reducing the waiting list mortality is one of 
the major concerns of the liver transplant com-
munity. Some of the efforts to expand the donor 
pool included the use of non-heart-beating do-
nors, split liver donation, and living donor liver 
transplantation (LDLT)6-9. 

LDLT was performed by Raia et al10 in 1988 
in Brazil and in the same year, the first success-
ful LDLT was performed by Strong et al11 from 
Australia. Since then, there has been tremen-
dous improvement in LDLT and it is currently 
the main type of liver transplant in Asia and 
some parts of Europe2,7,8,12,13. LDLT is made pos-
sible by the ability of the liver to regenerate: up 
to 70% of the liver volume can be resected for 
donation and the remaining 30% is expected to 
regenerate14-18. Living liver donors (LLDs) are 
typically healthy adults who do not derive any 
personal medical benefit from the procedure. 
Therefore, in order to justify exposing LLDs 
to such an operation, it is imperative to have a 
broad and clear understanding of the potential 
effects of LDLT on the LLDs. With increasing 
numbers of LDLTs being performed, there is an 
increasing concern about the safety of LLDs; 
however, no systematic and sufficiently large 
reports7,13,17,19,20 on this subject are available. One 
of the ever-present concerns about LDLT is the 
danger of post-donation hepatic insufficiency, 
especially in right donor hepatectomy19. To avert 
this, adequate preoperative donor evaluation 
is important in LLDs21-23. However, even with 
adequate preoperative radiological assessment, 
some patients show varied mostly self-limiting 
liver function and enzyme derangements after 
donor hepatectomy24. This is more pronounced 
in right donor hepatectomy patients, probably 
because of the relatively larger volume of the 
liver resected5,24. Therefore, there may be a need 
for hepatoprotective medications to counter in-
flammatory processes brought about by regener-
ation mechanisms and enhance recovery.

Ursodeoxycholic acid (UDCA) has multiple 
hepatoprotective activities: it modifies the bile 
acid pool, decreases levels of endogenous, hy-
drophobic toxic bile acids while increasing the 
proportion of nontoxic hydrophilic bile acids. 
It also has cytoprotective, antiapoptotic, and 

immunomodulatory properties25-30. In the light 
of this information, the study aimed at assess-
ing the effect of UDCA on liver function tests 
during the early regeneration and postoperative 
inflammatory period after living donor hepatec-
tomy (LDH).

Patients and Methods

Study Design
This is a single-center, prospective, random-

ized double-blind study that was carried out at 
the Liver Transplant Institute, Inonu University, 
Malatya, Turkey from the 1st of September to the 
15th of December 2021.

The Outcomes, Sample Size, 
and Statement

The primary outcomes measured were the 
liver enzymes and INR levels in the two groups. 
These outcomes were compared between the 
groups to see if the administration of UDCA has 
any protective effects on the remnant liver in the 
UDCA group. A priori power analysis revealed 
a minimum of 26 patients per group (52 in total) 
considering an alpha of 0.05, a beta of 0.20, an 
effect size of 0.80, an allocation ratio of 1, and a 
two-tailed hypothesis test31. In the current study, 
60 patients (30 in each group) were enrolled to 
perform the assumed analyses. CONSORT (Con-
solidated Standards of Reporting Trials) checklist 
was evaluated to address potential issues that 
arise as a result of insufficient reporting of ran-
domized controlled trials32.

Study Population
60 LLDs were recruited into the study, and 

they were grouped into two. One group received 
oral UDCA 500 mg 12 hourly for 7 days (UDCA 
group) from the first postoperative day (POD) 
and the other group did not receive any additional 
treatment (non-UDCA group).

Inclusion and Exclusion Criteria
All adult LLDs that consented to participate 

and underwent right living donor liver hepatec-
tomy were included in the study, while the left 
living donor liver hepatectomy or left lateral 
hepatectomy patients and patients with steatosis 
greater than 20% were excluded from the study. 
LLDs who underwent reoperation due to bleeding 
or ileus in the first 7 days postoperatively were 
also excluded from the study.
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Randomization Protocol
Randomization was done using computer gen-

erated random number. If the number generated 
is an odd number, then the patient is placed in the 
UDCA group. If the number generated is even, 
then the patient is in the non-UDCA group.

Outcome
The primary outcome was the difference in the 

level of ALP, AST, GGT, TB and ALT measured 
from day 1 to day 7 after living donor hepatec-
tomy between the two groups. The secondary 
outcome measured is the difference in the level 
of INR measured in the two groups from day 1 to 
day 7 after surgery.

Ethical Considerations
Informed consent was obtained from all the 

patients included in the study. Verbal and written 
consent was voluntary and those that chose not 
to participate were not treated any differently. 
Ethical approval was obtained from the Malatya 
Clinical Research Ethics Committee (2021/217).

Intervention
All the participants underwent right lobe LDH 

which was carried out as described by our liver 
transplantation team33,34. The intervention was 
commenced for patients in the UDCA group on 
the first postoperative day (POD1). They received 
oral UDCA 500 mg 12 hours from POD1 to 
POD7. Samples for liver enzyme and INR were 
taken from POD1 to POD7 post-operatively with 
the first sample taken at least 12 hours after re-
ceiving the first dose of UDCA.

Statistical Analysis
The related data were collected from the pa-

tients and laboratory reports and entered into 
Microsoft Excel 2010. The data collected includes 
patient age, gender, body mass index (BMI), rem-
nant liver volume, preoperative liver enzymes, 
and INR, type of donation, and post-operative 

liver enzyme and INR from POD1 to POD7. 
Quantitative variables were summarized using 
median and 95% confidence interval (CI) for 
median, while qualitative variables were sum-
marized using percentages and numbers. The 
Kolmogorov-Smirnov test was used to assess 
the normality of the data. Non-normally distrib-
uted continuous variables were compared using 
Mann-Whitney U test, while categorical variables 
were compared using Chi-square or Fischer’s 
exact test. A p-value <0.05 was considered a sta-
tistically significant value. IBM SPSS Statistics 
v.25 (IBM Corp., Armonk, NY, USA) was used 
for statistical analysis.

Results

Sociodemographic, Anthropometric, 
and Remnant Liver Volume 

A total of 60 patients were involved in the study 
with 30 patients per group. The median age of pa-
tients in the UDCA group was 31 years and it was 
not statistically different from the median age of the 
non-UDCA group which was 24 years. The male 
to female ratio was also similar in the two groups. 
The body mass index of the two groups was also 
similar. The median remnant liver volume of LLDs 
in the UDCA group was 34.3% of the total liver 
volume, while the median remnant volume in the 
non-UDCA group was 33.7%. Descriptive statistics 
of the sociodemographic and remnant liver volume 
characteristics are given in Table I.

Changes in INR in the Two Groups
The INR changes observed from POD1 to 

POD7 showed some differences in the two 
groups. We observed that patients in the UDCA 
group had statistically significant differences in 
INR from those in the non-UDCA group at POD3 
and POD4 after right lobe LDH. The INR in the 
UDCA group was significantly lower than that in 
the non-UDCA group on the mentioned days with 
a p=0.007 and p=0.018, respectively. 

Table I. Descriptive statistics of the sociodemographic and remnant liver volume characteristics.

	 Variable	 UDCA group	 non-UDCA group	 p

Age (median [95% CI])	 31 [26-38]	 24 [23-29]	 0.100
Gender (male/female)	 17/13	 24/6	 0.052
Remnant liver volume (median [95% CI])	 34 [33.7-35.1]	 33.7 [33.3-34.7]	 0.574
BMI (median [95% CI])	 25.3 [22.9-25.9]	 23.4 [21.7-26.6]	 0.745

BMI: Body mass index.
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Changes in Liver Enzymes in 
the Two Groups

Five of the liver enzymes showed significant 
variation between the two groups for the dura-
tion of observation. At the POD1, only ALP of 
LLDs in the UDCA group showed a significant 
difference as we observed that it was lower than 
those in the non-UDCA group with a p=0.013. 
The difference in the ALP value was maintained 
up to the POD7. On the second postoperative 
day, we observed that in addition to ALP, ALT 
values were significantly lower in the UDCA 
group compared to the non-UDCA group with 
a p=0.022 and p=0.024, respectively. On the 
third postoperative day, the difference in ALP 
and ALT was sustained, we noticed that AST 
also showed significant variations between the 
two groups on POD3 with the AST in UDCA 
group lower than that of non-UDCA group 
with a p=0.010. Additionally, on the same day, 
the serum total bilirubin of patients in UDCA 
group was observed to be lower than that of the 
non-UDCA group. The difference was statisti-
cally significant with a p=0.013. On the POD4, 
the difference in the values of ALP and ALT 
was sustained, but there was no statistically 
significant difference in the values of AST and 
total bilirubin between the two groups. On the 
POD5, we observed that the AST of the LLDs 
in the non-UDCA group had risen compared to 
LLDs in the UDCA group and the difference 
was statistically significant. However, there was 
no statistically significant difference in the ALT 
values between the groups on POD5. On the 
POD6 and POD7, the GGT, AST, ALT, and ALP 
were all significantly lower in patients in UDCA 
group compared to patients in the non-UD-
CA group with p=0.014, p=0.002, p<0.001, and 
p=0.021, respectively. These results are present-
ed in Table II.

Discussion

LT as a treatment for patients with end-stage 
liver disease and selected patients with hepa-
tocellular carcinoma has undergone significant 
improvements in surgical techniques and immu-
nosuppressive therapy35. It is now considered a 
routine procedure. Expanding the donor pool and 
reducing waiting list mortality is one of the ma-
jor concerns of the liver transplant community6. 
Efforts to expand the donor pool included the use 
of non-heart-beating donors, split liver donation, 

and LDLT6-9,13. LDLT is based on the main princi-
ples of minimizing LLDs morbidity and mortali-
ty, and maximal graft survival2,6-9,13,20,36. 

The overall age range of our study population 
was 18-50 years. This is narrower than the range 
among LLDs in a study conducted by Wang 
et al37 in Taiwan where an age range of 18- 62 
years was observed among LLDs. The range was 
however wider than the age range reported by 
El-Mehteni et al38 in Egypt and Shimada et al18 in 
Japan, both of which reported age ranges of 18-
45 years and 46-49, respectively. The difference 
between our age ranges is due to the expansion 
of our donor criteria to include the elderly (up 
to 65 years) which in turn expanded our donor 
pool. The mean BMI in our patients is 25.3 kg/
m2 in UDCA and 23.4 kg/m2 in the non-UDCA 
group. This is similar to the BMI reported among 
LLDs by Urrunaga et al39, from the John Hopkins 
University, Maryland, USA, and Donmez et al15 
in Istanbul, Turkey. They reported a BMI of 26.0 
kg/m2 and 25.1 kg/m2 respectively. Pagano et 
al20 reported a BMI of 23.8 kg/m2 among LLDs 
in Italy and this is also no different from our 
findings. The similarities in the BMI may be as 
a result of similarities in the patient studied as 
all the studies we mentioned were conducted in 
Europe/ America where the predominant popu-
lation is Caucasians. The remnant liver volume 
in our study was 34.3% and 33.7% in UDCA and 
non-UDCA groups respectively. This is slightly 
lower than the findings of Donmez and Andaçoğ-
lu15 in Turkey, where they found a remnant vol-
ume of 36.2% among LLDs. It is also lower than 
what was reported by Pagano and Gruttadauria20, 
where a remnant volume of 37.16% was reported 
among LLDs. This slight difference may be due 
to patients’ selection in the respective studies. We 
only included LLDs that donated the right lobe of 
the liver, while the two mentioned studies includ-
ed all LLDs, including left lobe LLDs and those 
that donated segments 2 and 3 or less.  

There have been numerous reports about alter-
ations in laboratory tests among LLDs after LDH. 
Trotter et al9 reported changes in hematological 
parameters and liver enzymes after donation but 
most of these changes resolved spontaneously 
within weeks and revert back to normal. These 
changes were attributed to the surgical injury to 
the liver during resection and the enzymes revert 
to normal once the liver regenerates enough. 

One of the dreaded complications of LDH 
of the liver is the risk of post-donation hepatic 
insufficiency, especially in right lobe LDH16,18. 
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Table II. Comparison of both groups in terms of liver function tests using median [95 % CI for median] values.

	 LFT	 Groups	 PreOP	 POD1	 POD2	 POD3	 POD4	 POD5	 POD6	 POD7

INR	 UDCA	 1.0 [1-1.1]	 1.1 [1.1-1.2]	 1.30 [1.2-1.4]	 1.2 [1.2-1.4]	 1.1 [1.1-1.2]	 1.1 [1.1-1.2]	 1.1 [1-1.13]	 1.0 [1-1.1]
	 Non-UDCA	 1.0 [1-1.2]	 1.2 [1.2-1.4]	 1.37 [1.3-1.5]	 1.4 [1.3-1.5]	 1.2 [1.2-1.4]	 1.2 [1.2-1.4]	 1.1 [1.1-1.2]	 1.1 [1-1.1]
	 p	 0.854	 0.155	 0.128	 0.007	 0.018	 0.236	 0.876	 0.075

AST	 UDCA	 31 [28-37]	 201 [156-167]	 167 [133-231]	 131 [88-171]	 87 [63-119]	 56 [48-70]	 45 [39-60]	 36 [30-45]
	 Non-UDCA	 22 [18-29]	 203 [147-264]	 225 [162-335]	 186 [149-211]	 106 [95-135]	 78 [67-93]	 64 [49-91]	 51 [46-63]
	 p	 0.001	 0.641	 0.074	 0.010	 0.088	 0.021	 0.033	 0.002

ALT	 UDCA	 38 [35-42]	 171 [131-217]	 213 [163-262]	 185 [125-244]	 146 [115-190]	 111 [89-145]	 72 [64-98]	 52 [37-70]
	 Non-UDCA	 35 [29-38]	 202 [177-256]	 283 [219-441]	 298 [228-344]	 199 [146-270]	 141 [120-168]	 113 [97-139]	 95 [77-122]
	 p	 0.058	 0.308	 0.024	 0.001	 0.030	 0.095	 0.007	 < 0.001

ALP	 UDCA	 53 [45-60]	 55 [44-58]	 59 [52-61]	 58 [54-69]	 63 [52-68]	 67 [60-77]	 70 [63-79]	 74 [70-82]
	 Non-UDCA	 52 [45-66]	 61 [56-68]	 64 [57-84]	 66 [57-77]	 71 [58-92]	 72 [63-102]	 95 [74-107]	 99 [78-109]
	 p	 0.947	 0.013	 0.010	 0.022	 0.019	 0.029	 0.001	 0.021

GGT	 UDCA	 32 [25-39]	 22 [15-29]	 25 [23-33]	 30 [24-39]	 37 [19-56]	 50 [35-67]	 48 [38-69]	 59 [45-89]
	 Non-UDCA	 30 [21-35]	 20 [16-24]	 24 [20-32]	 26 [19-38]	 40 [25-82]	 58 [46-133]	 88 [57-149]	 98 [66-149]
	 p	 0.459	 0.912	 0.923	 0.525	 0.367	 0.110	 0.003	 0.014

TBil	 UDCA	 0.90 [0.7-1]	 1.20 [1.1-2.0]	 1.70 [1.5-2.8]	 1.35 [1.0-1.6]	 1.10 [1.0-1.6]	 1.0 [0.8-1.3]	 0.8 [0.7-1.4]	 0.6 [0.5-0.8]
	 Non-UDCA	 0.75 [0.6-1]	 1.55 [1.3-1.9]	 2.25 [1.9-2.6]	 2.25 [1.9-3.0]	 1.80 [1.4-2.2]	 1.0 [0.8-1.6]	 0.9 [0.8- 1.7]	 0.8 [0.6-1.0]
	 p	 0.121	 0.115	 0.322	 0.013	 0.052	 0.982	 0.369	 0.174
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This can be prevented by adequate preoperative 
donor evaluation to calculate the standard liver 
volume and the proposed remnant liver volume21. 
The remnant liver volume regenerates rapidly 
after the LDH; however, in patients that devel-
oped post-donation hepatic insufficiency, there is 
a deficiency in this regeneration2,19,20,40. The risk 
of post-donation hepatic insufficiency is low, but 
to further reduce the risk, efforts at encouraging 
hepatic regeneration are considered. 

Findings that UDCA improves liver func-
tion tests in patients with chronic hepatitis were 
demonstrated by Ichida41 in 1961, and these find-
ings were supported by other researchers42. Since 
then, it has been used for the treatment of many 
hepatobiliary diseases including cholesterol gall-
stones, primary biliary cirrhosis and primary 
sclerosing cholangitis43. It has also been used by 
Friman et al1 to prevent acute rejection in recip-
ients of liver transplants with good results. It is 
believed to act through numerous mechanisms. 
UDCA improves biliary secretion of bile acids, 
may improve bile flow, and it has immunomod-
ulatory properties that may reduce immune-me-
diated liver damage44,45. UDCA also reduces the 
expression of class I antigens on hepatocytes 
in several cholestatic liver diseases27,44. It is al-
so possible that UDCA reduces the antigenic 
stimulus for T cells that target hepatocytes with 
altered MHC class I antigen expression44. At the 
molecular level, it directly scavenges reactive 
oxygen species (ROS), increases the transcription 
of antioxidant defense genes and stabilization of 
the plasma membrane against cytolysis which re-
duces apoptosis25,46,47. In vivo and in vitro studies 
have shown that UDCA significantly stimulates 
hepatic regeneration48,49. Therefore, post-donation 
insufficiency in LLDs may be reduced by admin-
istration of UDCA to encourage hepatic regen-
eration. Among the indicators, for post-donation 
hepatic insufficiency include the persistent abnor-
malities of hepatic enzymes weeks after LDH.

Our study revealed that LLDs that received 
post-operative UDCA after living donor hepatec-
tomy has better laboratory values of ALP, ALT, 
AST, INR, total bilirubin, and GGT at various 
times within the first 7 postoperative days of sur-
gery compared to those that did not receive UD-
CA. This is consistent with the findings of Wang 
et al30, who found the reduction of the laboratory 
values of ALT, AST, and GGT reduces among 
112 recipients of OLT within 4 weeks of adminis-
tration of UDCA. Kim et al29 in South Korea also 
noticed a reduction of the ALT, AST, and GGT 

by 40.3%, 33.9%, and 23.0%, respectively, in pa-
tients with liver dysfunction after administration 
of UDCA. Parés et al50 noticed similar reductions 
in serum ALP, GGT, and ALT in patients with 
primary biliary cirrhosis and primary sclerosing 
cholangitis after treatment with UDCA for 3 
months. This was also supported by the findings 
of Van de Meeberg et al51.

Conclusions

In this study, we observed that post-operative 
administration of UDCA to LLDs remarkably 
improved liver function and enzymes levels af-
ter LDH. However, this study was low powered 
due to limited number of participants and larger, 
multi-centric studies will be needed to investigate 
and validate the role of UDCA in post-hepatecto-
my patients. 

Conflict of Interest
The Authors declare that they have no conflict of interests.

Acknowledgements
We would like to commend all healthcare professionals who 
were always in the frontline. They took the courage and re-
sponsibility of treating all patients during these hard times 
and despite risking their own lives. They are the real heroes.

Authors’ Contribution
Aloun A, Akbulut S, Gonultas F and Baskiran A collect-
ed data; Akbulut S and Colak C analyzed statistical; Akbu-
lut S, Aloun A, Garzai IU and Hargura AS wrote the man-
uscript; Akbulut S and Yilmaz S projected the development 
and reviewed the final version.

Funding
No financial support was received for this retrospective 
study.

Informed Consent Statement
Informed consent was obtained from all the patients.

Data Availability Statement
The datasets analyzed during the current study are avail-
able from the corresponding author on reasonable request.

Ethics Approval
Ethics committee approval was obtained from the Malatya 
Clinical Research Ethics Committee.



Ursodeoxycholic acid and improvement of liver function test

1005

ORCID ID
Ali Aloun: 0000-0002-3548-6536; Sami Akbulut: 0000-
0002-6864-7711; Ibrahim Umar Garzali: 0000-0002-9797-
851X; Fatih Gonultas: 0000-0001-7771-3891; Adil Ba-
skiran: 0000-0002-7536-1631; Abdirahman Sakulen Hargu-
ra: 0000-0003-4266-2881; Cemil Colak: 0000-0001-5406-
098X; Sezai Yilmaz: 0000-0002-8044-0297.

References

  1)	 Friman S, Persson H, Scherstén T, Svanvik J, 
Karlberg I. Adjuvant treatment with ursodeoxy-
cholic acid reduces acute rejection after liver 
transplantation. Transplant Proc 1992; 24: 389-
390.

  2)	 Nadalin S, Bockhorn M, Malagó M, Valentin-Gam-
azo C, Frilling A, Broelsch CE. Living donor liver 
transplantation. HPB (Oxford) 2006; 8: 10-21.

  3)	 Parikh ND, Ladner D, Abecassis M, Butt Z. Qual-
ity of life for donors after living donor liver trans-
plantation: a review of the literature. Liver Transpl 
2010; 16: 1352-1358.

  4)	 Perkins JD. Techniques to ensure adequate por-
tal flow in the presence of splenorenal shunts. 
Liver Transpl 2007; 13 :767-768.

  5)	 Sabour S. Liver regeneration in recipients after 
living-donor liver transplantation in using preop-
erative CT texture analysis and clinical features; 
methodological issues on prediction. Abdom Ra-
diol (NY) 2020; 45 :3775-3776.

  6)	 Leishman RA, Varga C. Maximizing liver trans-
plantation from non-heart-beating donors. Prog 
Transplant 2000; 10: 77-80.

  7)	 Lee SG. A complete treatment of adult living do-
nor liver transplantation: a review of surgical tech-
nique and current challenges to expand indication 
of patients. Am J Transplant 2015; 15: 17-38.

  8)	 Lei J, Yan L, Wang W. Donor safety in living do-
nor liver transplantation: a single-center analysis 
of 300 cases. PLoS One 2013; 8: e61769.

  9)	 Trotter JF, Wachs M, Everson GT, Kam I. Adult-to-
adult transplantation of the right hepatic lobe from 
a living donor. N Engl J Med 2002; 346: 1074-
1082.

10)	 Raia S, Nery JR, Mies S. Liver transplantation 
from live donors. Lancet 1989; 2: 497.

11)	 Strong RW, Lynch SV, Ong TH, Matsunami H, 
Koido Y, Balderson GA. Successful liver trans-
plantation from a living donor to her son. N Engl J 
Med 1990; 322: 1505-1507.

12)	 Quintini C, Aucejo F, Hashimoto K, Zein N, Mill-
er C. State of the art and future developments for 
surgical planning in LDLT. Current Transplanta-
tion Reports 2014; 1: 35-42.

13)	 Sun Z, Yu Z, Yu S, Chen J, Wang J, Yang C, Jin 
M, Yan S, Zhang M, Zhang M, Zheng S. Post-Op-
erative Complications in Living Liver Donors: A 
Single-Center Experience in China. PLoS One 
2015; 10: e0135557.

14)	 Castro RE, Ferreira DM, Zhang X, Borralho PM, 
Sarver AL, Zeng Y, Steer CJ, Kren BT, Rodrigues 
CM. Identification of microRNAs during rat liver 
regeneration after partial hepatectomy and modu-
lation by ursodeoxycholic acid. Am J Physiol Gas-
trointest Liver Physiol 2010; 299: 887-897.

15)	 Dönmez R, Andaçoğlu O. Retrospective donor 
hepatectomy results in living donor liver trans-
plant–A single-center experience. Arch Clin Exp 
Med 2021; 6: 61-65.

16)	 Kawasaki S, Makuuchi M, Ishizone S, Matsunami 
H, Terada M, Kawarazaki H. Liver regeneration in 
recipients and donors after transplantation. Lan-
cet 1992; 339: 580-581.

17)	 Kobayashi T, Miura K, Kubota M, Kinoshita Y, 
Sakata J, Takizawa K, Katada T, Hirose Y, Yuza 
K, Ando T, Yohei Miura Y, Nagahashi M, Kamey-
ama H, Wakai T. Living donor liver transplantation 
for more than 30-year survived patients with na-
tive liver after Kasai operation for biliary atresia. 
Transplantation Reports 2020; 5: 100052.

18)	 Shimada M, Shiotani S, Ninomiya M, Terashi T, 
Hiroshige S, Minagawa R, Soejima Y, Suehiro 
T, Sugimachi K. Characteristics of liver grafts in 
living-donor adult liver transplantation: compari-
son between right- and left-lobe grafts. Arch Surg 
2002; 137: 1174-1179.

19)	 Azzam A. Risk factors of hepatic graft failure, mor-
bidity and mortality after living donor liver trans-
plantation (LDLT). Clin Res Trials 2018; 4: 1-11.

20)	 Pagano D, Gruttadauria S. Impact of future rem-
nant liver volume on post-hepatectomy regenera-
tion in non-cirrhotic livers. Front Surg 2014; 1: 10.

21)	 Baskiran A, Kahraman AS, Cicek IB, Sahin T, Isik 
B, Yilmaz S. Preoperative evaluation of liver vol-
ume in living donor liver transplantation. North 
Clin Istanb 2018; 5: 1-5.

22)	 Sauer P, Schemmer P, Uhl W, Encke J. Living-do-
nor liver transplantation: evaluation of donor and re-
cipient. Nephrol Dial Transplant 2004; 19: iv11-iv15.

23)	 Sharma A, Ashworth A, Behnke M, Cotterell A, 
Posner M, Fisher RA. Donor selection for adult-to-
adult living donor liver transplantation: well begun 
is half done. Transplantation 2013; 95: 501-506.

24)	 Fan ST, Lo CM, Liu CL, Yong BH, Chan JK, Ng 
IO. Safety of donors in live donor liver transplan-
tation using right lobe grafts. Arch Surg 2000; 
135: 336-340.

25)	 Buryova H, Chalupsky K, Zbodakova O, Kanchev 
I, Jirouskova M, Gregor M, Sedlacek R. Liver pro-
tective effect of ursodeoxycholic acid includes 
regulation of ADAM17 activity. BMC Gastroenter-
ol 2013; 13: 155.

26)	 El-Sherbiny GA, Taye A, Abdel-Raheem IT. Role 
of ursodeoxycholic acid in prevention of hepato-
toxicity caused by amoxicillin-clavulanic acid in 
rats. Ann Hepatol 2009; 8: 134-140.

27)	 Herzer K, Fingas CD, Canbay A. Does ursode-
oxycholic acid exert a protective effect on liver 
grafts in orthotopic liver transplantation? Diges-
tion 2012; 86: 206-207.



A. Aloun, S. Akbulut, I.U. Garzali, F. Gonultas, et al

1006

28)	 Iwaki T, Ishizaki K, Kinoshita S, Tanaka H, 
Fukunari A, Tsurufuji M, Imada T. Protective ef-
fects of ursodeoxycholic acid on chenodeoxycho-
lic acid-induced liver injury in hamsters. World J 
Gastroenterol 2007; 13: 5003-5008.

29)	 Kim DJ, Yoon S, Ji SC, Yang J, Kim YK, Lee S, Yu 
KS, Jang IJ, Chung JY, Cho JY. Ursodeoxycho-
lic acid improves liver function via phenylalanine/
tyrosine pathway and microbiome remodelling in 
patients with liver dysfunction. Sci Rep 2018; 8: 
11874.

30)	 Wang SY, Tang HM, Chen GQ, Xu JM, Zhong L, 
Wang ZW, Deng GL, Xing TH, Lu LG, Peng ZH. 
Effect of ursodeoxycholic acid administration af-
ter liver transplantation on serum liver tests and 
biliary complications: a randomized clinical trial. 
Digestion 2012; 86: 208-217.

31)	 Arslan AK, Yaşar Ş, Çolak C, Yoloğlu S. WS-
SPAS: an interactive web application for sample 
size and power analysis with R using shiny. Turki-
ye Klinikleri J Biostat 2018; 10: 224-246.

32)	 Schulz KF, Altman DG, Moher D. CONSORT 2010 
statement: updated guidelines for reporting paral-
lel group randomised trials. Trials 2010; 11: 1-8.

33)	 Dirican A, Ara C, Kutluturk K, Ozsoy M, Ates M, 
Baskiran A, Isik B, Yilmaz S. Donor Postopera-
tive Biliary Complications After Living-Donor Liver 
Transplant. Exp Clin Transplant 2015; 13: 516-523.

34)	 Ozgor D, Dirican A, Ates M, Gönültas F, Ara C, 
Yilmaz S. Donor complications among 500 liv-
ing donor liver transplantations at a single center. 
Transplant Proc 2012; 44: 1604-1607.

35)	 Meirelles Júnior RF, Salvalaggio P, Rezende MB, 
Evangelista AS, Guardia BD, Matielo CE, Neves 
DB, Pandullo FL, Felga GE, Alves JA, Curvelo 
LA, Diaz LG, Rusi MB, Viveiros Mde M, Almeida 
MD, Pedroso PT, Rocco RA, Meira Filho SP. Liver 
transplantation: history, outcomes and perspec-
tives. Einstein (Sao Paulo) 2015; 13: 149-152.

36)	 Shin M, Song S, Kim JM, Kwon CH, Kim SJ, Lee 
SK, Joh JW. D Donor morbidity including biliary 
complications in living-donor liver transplantation: 
single-center analysis of 827 cases. Transplanta-
tion 2012; 93: 942-948.

37)	 Wang SH, Lin PY, Wang JY, Huang MF, Lin HC, 
Hsieh CE, Hsu YL, Chen YL. Mental health sta-
tus after living donor hepatectomy. Medicine (Bal-
timore) 2017; 96: e6910.

38)	 El-Meteini M, Shorub E, Mahmoud DAM, Elkho-
ly H, El-Missiry A, Hashim R. Psychosocial pro-
file and psychiatric morbidity among Egyptian pa-
tients after living donor liver transplantation. Mid-
dle East Current Psychiatry 2019; 26: 1-8.

39)	 Urrunaga NH WJ, Ottmann SE, Cameron AM, 
Gurakar A, Philosophe B. Outcomes after live 
donor liver transplantation based on donor BMI. 
Turk J Gastroenterol 2019; 30: 2.

40)	 Benner KG. Pretransplant ursodeoxycholic ac-
id therapy and liver transplantation in patients 
with primary biliary cirrhosis: win, win, win? Liver 
Transpl Surg 1999; 5: 334-337.

41)	 Ichida F. Clinical experience with ursodeoxycho-
lic acid (S-Urso) for chronic hepatitis. Diagn Treat 
1961; 36: 388.

42)	 Poupon R, Serfaty L. Ursodeoxycholic acid in 
chronic hepatitis C. Gut 2007; 56: 1652-1653.

43)	 Xiang Z, Chen YP, Ma KF, Ye YF, Zheng L, Yang 
YD, Li YM, Jin X. The role of ursodeoxycholic ac-
id in non-alcoholic steatohepatitis: a systematic 
review. BMC Gastroenterol 2013; 13: 140.

44)	 Kowdley KV. Ursodeoxycholic acid therapy in 
hepatobiliary disease. Am J Med 2000; 108: 481-
486.

45)	 Pedersen MR, Greenan G, Arora S, Murali AR, 
Mayo MJ. Ursodeoxycholic Acid Decreases In-
cidence of Primary Biliary Cholangitis and Bil-
iary Complications After Liver Transplantation: 
A Meta-Analysis. Liver Transpl 2021; 27: 866-
875.

46)	 Papakonstantinou D, Paspala A, Pikoulis E, Per-
rea DN, Machairas A, Agrogiannis G, Machairas 
N, Patapis P, Zavras NJ. The Modulating Effect of 
Ursodeoxycholic Acid on Liver Tissue Cyclooxy-
genase-2 Expression Following Extended Hepa-
tectomy. Cureus 2021; 13: e15500.

47)	 Paumgartner G, Beuers U. Mechanisms of action 
and therapeutic efficacy of ursodeoxycholic acid 
in cholestatic liver disease. Clin Liver Dis 2004; 8: 
67-81.

48)	 Barone M, Francavilla A, Polimeno L, Ierardi E, 
Romanelli D, Berloco P, Di Leo A, Panella C. 
Modulation of rat hepatocyte proliferation by bile 
salts: in vitro and in vivo studies. Hepatology 
1996; 23: 1159-1166.

49)	 Uzun MA, Koksal N, Aktas S, Gunerhan Y, Kadio-
glu H, Dursun N, Sehirli AO. The effect of ursode-
oxycholic acid on liver regeneration after partial 
hepatectomy in rats with non-alcoholic fatty liver 
disease. Hepatol Res 2009; 39: 814-821.

50)	 Parés A, Caballería L, Rodés J, Bruguera M, Ro-
drigo L, García-Plaza A, Berenguer J, Rodrí-
guez-Martínez D, Mercader J, Velicia R. Long-
term effects of ursodeoxycholic acid in primary bil-
iary cirrhosis: results of a double-blind controlled 
multicentric trial. UDCA-Cooperative Group from 
the Spanish Association for the Study of the Liv-
er. J Hepatol 2000; 32: 561-566.

51)	 van de Meeberg PC, Wolfhagen FH, Van 
Berge-Henegouwen GP, Salemans JM, Tanger-
man A, van Buuren HR, van Hattum J, van Er-
pecum KJ. Single or multiple dose ursodeoxycho-
lic acid for cholestatic liver disease: biliary enrich-
ment and biochemical response. J Hepatol 1996; 
25: 887-894.


