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Over four decades, pediatric liver transplantation represents a major medical 
achievement. Graft function and biochemical stability alone no longer define 
success. Recent data show that only a minority of long-term survivors meet 
composite criteria for “meaningful” survival, which includes psychological 
wellbeing, social integration, and treatment adherence. Growing up with a 
transplant shapes identity, autonomy, and life trajectory. Although many 
recipients achieve education, employment, and parenthood, patient-reported 
outcomes reveal persistent psychological distress, reduced health-related quality 
of life, and ongoing vulnerability. Mental health symptoms, limited health literacy, 
and gaps in disease understanding may compromise adherence and long-term 
outcomes. Substance use, while not necessarily more prevalent than in the 
general population, carries disproportionate risks in this fragile group and 
underscores the need for early, structured prevention. Transition from 
pediatric to adult care represents a critical pivotal and formative period, 
marked by increased risk of nonadherence and graft complications or graft 
loss, but also a unique opportunity to strengthen autonomy, psychoeducation, 
and self-management skills. We argue for a paradigm shift toward lifelong, 
multidisciplinary follow-up integrating psychological screening, structured 
transition pathways, and sustained health education. Pediatric transplantation 
has created long-term survivors. The next challenge is to ensure they become 
informed, autonomous, and psychologically supported adults.
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Introduction – a shift in paradigm

Pediatric liver transplantation (LT) has been performed for over four decades and 
remains a complex and demanding procedure. It represents a major medical achievement, 
whose success cannot be assessed solely by postoperative outcomes, graft function, 
biochemical parameters, or patient survival. Increasingly, attention has shifted toward 
broader measures of outcome, including the patient’s ability to lead a meaningful and 
“normal” life [1]. Several studies evaluating long-term outcomes after pediatric liver 
transplantation have attempted to define an “ideal outcome profile.” This profile 
includes survival with the first graft, stable immunosuppression on monotherapy, 
normal growth and development, and the absence of significant immunosuppression- 
related complications [2, 3]. Strikingly, a 10-year follow-up study revealed that only 32% of 
these patients achieved an “ideal profile” [4, 5]. In line with this broader perspective, a recent 
long-term analysis conducted at a median follow-up of 20 years introduced the notion of 
“meaningful survival” as a more comprehensive benchmark. Beyond preserved liver 
function, renal function, and body mass index, this definition incorporated the absence 
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of diagnosed mental health disorders, active engagement in 
education or employment, and treatment adherence exceeding 
80%. Strikingly, only 26% of pediatric liver transplant recipients 
fulfilled these combined criteria. Considering these results, the focus 
must evolve from graft survival alone to a larger concept of survival 
[3]. Indeed, psychological evolution and social integration have 
received increasing attention in research, reflecting a shift toward 
more comprehensive models of post-transplant evaluation. The 
traditional assessment of LT success through medical and 
biological parameters often fail to capture the full complexity of 
the post-transplant experience [3].

The central argument of this viewpoint paper is to propose the 
concept of “meaningful survival” as a clinical standard. We want to 
move beyond isolated markers of graft function toward a structured, 
multidimensional framework, integrating psychological wellbeing, 
autonomy, health literacy and social integration. This should inform 
the organization of the follow-up care, help designing multi and 
interdisciplinary transition programs, and allocate adequate 
resources in pediatric liver transplantation.

We have recently published a study in Pediatric Transplantation, 
aiming to illustrate this turning point and to highlight what remains 
insufficiently explored. To this aim, we evaluated psychosocial, 
behavioral, and lifestyle outcomes of fifty adults who received a 
liver transplant during childhood, using validated tools and a fully 
anonymous design. Our findings revealed persistent psychological 
distress and limited disease understanding well into adulthood, even 
among medically stable individuals [6].

In this viewpoint article we will discuss the long-term 
psychosocial consequences of being transplanted in childhood 
and highlight the data that are missing to improve patient care 
beyond disease specific issues. We will also propose a practical 
framework for integrating these dimensions into routine practice.

Growing up with a transplant: a unique 
life trajectory

Liver transplantation during childhood represents a formative 
life event that shapes personal identity. The acute urgency of surgery 
and survival gradually gives way to lifelong medical surveillance 
extending far beyond graft function, including monitoring for 
immunosuppression-related complications [7]. Childhood is 
marked by medicalization, dependence on care, and a distinct 
relationship to the body and illness.

In qualitative interviews with 27 long-term survivors of pediatric 
LT, Lawton et al. described how adult recipients navigate between 
narratives of normality and difference, as their embodied transplant 
experience continues to shape identity construction [8]. These 
tensions vary according to context: within the family or hospital 
environment, where transplantation is framed as a miracle restoring 
normality, and within broader society, namely at school, where 
social identity is renegotiated and sometimes questioned.

Even with excellent medical outcomes, transplantation remains 
a lifelong vulnerability. These grown-up children are considered as 
“survivors”. They live with a chronic latent stress with uncertainties 
regarding their future, struggling with the fear of potential graft loss 
or retransplantation in the future and adapting their choice and 
lifestyle to their condition.

A “normal” adult life. . . but not entirely

Many individuals transplanted during childhood reach key 
milestones of “normal” adult life and social integration, namely 
education, employment, stable relationships, and parenthood. In a 
British cohort of 143 survivors with more than 15 years of follow-up 
(median 19.5 years), 92% had completed or were pursuing 
education, 46.3% of those transferred to adult care were 
employed, and 67.5% were in a relationship [9]. Overall, these 
data suggest that most pediatric liver transplant recipients 
integrate successfully into adult social and professional life, often 
at levels comparable to the general population.

Parenthood is feasible and appears to be associated with 
predominantly favorable maternal and neonatal outcomes, 
although available series remain small and underscore the need 
for more systematic, long-term data. At approximately 20 years of 
follow-up, 17.5% of patients in the study by Cussa et al. and 10.6% in 
the study by Ruth et al. had at least one child [9, 10].

Yet, this encouraging picture must be balanced against more 
nuanced patient-reported outcomes. Pediatric liver transplant 
recipients consistently report lower health-related quality of life 
(HRQOL) compared with healthy peers, with overall scores 
comparable to those observed in other chronic pediatric 
conditions. In adulthood, some studies describe HRQOL similar 
to that of healthy controls, but also highlight that more than half of 
patients report anxiety, negative thoughts, perceived limitations in 
autonomy, and feelings of loneliness [11]. Two decades after 
transplantation, lower physical HRQOL and reduced health 
utility scores have been documented [12]. Importantly, higher 
HRQOL and health utility scores are associated with employment 
and higher educational attainment, whereas a more complex 
medical history and repeated hospitalizations during childhood 
negatively impact long-term wellbeing. Patients who achieve 
operational tolerance and discontinue immunosuppressive 
therapy tend to report better HRQOL outcomes [12].

These findings must be interpreted cautiously. Most available 
data derive from survey-based studies. Lost to follow-up may bias 
estimates of long-term outcomes and risk factors for poor outcomes 
[13]. Non-responders frequently represent more vulnerable 
individuals. In one study, the 65 nonparticipants had greater 
psychological difficulties and lower educational levels than 
participants [11]. Thus, the long-term psychosocial burden may 
be underestimated.

In addition, social functioning does not preclude deep 
psychological vulnerability.

Mental health: the blind spot of 
pediatric transplantation

Psychological symptoms such as anxiety, depression, and post- 
traumatic stress are well known to influence post-transplant 
outcomes. Pediatric liver transplant recipients exhibit substantial 
rates of anxiety and depressive symptoms, and our recently 
published study, based on validated anonymous surveys, which 
included 50 adult patients transplanted before 18 years of age, 
highlighted this often hidden burden [6]. Using validated 
questionnaires for the screening of anxiety and depression, as 
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well as screening of alcohol use disorders, we found that clinically 
relevant anxiety and depressive symptoms were reported by 49% 
and 33% of respondents, respectively. Despite these challenges, 76% 
of participants were professionally active, underscoring the limited 
predictive value of social integration as a proxy for psychological 
wellbeing. A well-functioning graft cannot be assimilated with a 
patient who is well. A more holistic view is needed.

Data from adult transplant populations consistently 
demonstrate associations between post-traumatic symptoms, 
anxiety, depression, and poorer graft-related outcomes, 
particularly through impaired adherence and altered illness 
perception [14, 15]. However, some of these considerations may 
not fully apply to individuals transplanted in early childhood, many 
of whom have no autobiographical memory of the transplant itself. 
Their psychological trajectory differs fundamentally from that of 
patients transplanted in adolescence or adulthood.

This heterogeneity is rarely accounted for in current studies. Age 
at transplantation likely plays a critical role: children transplanted 
before the age of two, those transplanted between early childhood 
and preadolescence, and those transplanted during adolescence may 
experience and internalize the transplant differently. Children 
transplanted at a younger age (especially before age two) are 
more likely to have neurocognitive and developmental challenges, 
including deficits in motor skills, receptive language, and cognitive 
functioning, which can persist into adolescence and adulthood [16]. 
Adolescents are particularly vulnerable to psychological distress due 
to the intersection of transplant-related stressors and normal 
developmental tasks, including peer integration and self- 
management of health [17]. The psychological impact of acute 
liver failure leading to urgent transplantation may also differ 
from that of chronic disease. Furthermore, parental 
socioeconomic status, educational background, and family 
dynamics may significantly shape long-term psychological 
adjustment [18, 19].

However, there is insufficient granularity in the literature 
regarding the impact of demographic, socioeconomic, and 
transplant-related variables (e.g., age at transplant, indication, 
immunosuppressive regimen, graft complications) on psychological 
distress in this population. Existing studies often fail to stratify 
outcomes according to these factors or lack sufficient power to 
detect meaningful subgroup differences. In addition, standardized 
and validated tools for assessing psychological distress are 
inconsistently applied, and outcome measures remain 
heterogeneous, limiting comparability across studies.

What remains certain is that a comprehensive, individualized 
approach to care, integrating psychological considerations alongside 
surgical and immunological management, is essential for the overall 
success of transplantation. In this context, we should consider 
psychological wellbeing as a multidimensional construct 
encompassing psychological distress (anxiety, depression, post- 
traumatic symptoms); illness perception and healthcare literacy; 
coping strategies and resilience; social function and finally 
autonomous self-management of health. Psychological wellbeing 
strongly influences medication adherence, illness understanding, 
risk perception, social integration, and ultimately overall quality of 
life. Some young adults demonstrate a limited understanding of 
their disease or, conversely, a trivialization of medical risks, both of 
which may compromise long-term outcomes.

Systematic monitoring of emerging psychiatric symptoms 
would allow earlier identification of vulnerable individuals and 
facilitate timely intervention, thereby mitigating the long-term 
impact of psychological distress on quality of life and graft 
outcomes. In routine practice, we should use systematic, 
validated, brief screening tools alongside structured assessment of 
adherence and health literacy.

The importance of prevention: 
addictions and risk behaviors

Adolescents and young adults who underwent liver 
transplantation during childhood are at risk for substance use 
and other high-risk behaviors, including alcohol, nicotine, 
cannabis use, and medication nonadherence [11, 20, 21]. 
Although data specific to transplant recipients remain limited, 
available studies suggest that overall rates of substance use are 
similar or slightly lower than those observed in the general 
population [20]. However, the consequences may be considerably 
more severe in this medically vulnerable group.

Substance use not only increases the risk of nonadherence, a 
well-established determinant of graft failure, but may also directly 
damage the graft through direct organ toxicity and interactions with 
immunosuppressive regimens. Alcohol use among individuals 
transplanted during childhood is reported in 28%–43% of 
recipients [22]. Identified risk factor for harmful drinking in liver 
transplant recipients are male gender, the patients transplanted 
before 18 years of age, and increasing time since transplantation. 
Thus, childhood transplantation itself may represent a risk factor for 
later problematic alcohol use. In our cohort, 8% of participants 
showed problematic alcohol use as assessed by the (Alcohol Use 
DIsorders Test) AUDIT and, importantly 24% reported never 
having received medical counseling about alcohol risks after 
transplantation. Interestingly, substance use was not related to 
anxiety and depressive symptoms in our cohort, suggesting that 
risk behaviors may be driven less by psychiatric distress per se than 
by gaps in continuous education and risk awareness [6, 17].

We should emphasize the need for screening through validated 
tools such as the AUDIT In addition, we need to improve education 
of the patients and caregivers regarding substance-use-related risks 
after transplantation.

Substance use in this population should therefore not be trivialized, 
even when prevalence appears modest. Early initiation and regular 
consumption may have disproportionate consequences for graft health 
and long-term survival. Prevention must begin early (between 9 and 
12 years old) and should evolve progressively [20]. Discussions should 
occur both in the presence of parents and during confidential 
consultations without them, as confidentiality is essential to 
facilitate honest disclosure. Anticipatory guidance can help 
normalize screening and reduce anxiety for both patients and families.

Management should be multidisciplinary, involving transplant 
physicians, psychologists, and social workers. Identification of 
substance use should prompt supportive, nonjudgmental 
intervention focused on education, motivational interviewing, 
and reinforcement of positive behaviors rather than moralization 
[23]. The goal is not only to prevent toxic injury to the graft but also 
to strengthen adherence, autonomy, and long-term health literacy.
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Prevention strategies must extend beyond adolescence and 
continue into adulthood. If transplantation success is to be 
redefined beyond graft survival, then the monitoring and 
prevention of risk behaviors must become an integral component 
of long-term transplant care.

Transition: a critical and 
formative moment

If meaningful survival is to extend beyond graft function alone, 
transition represents a pivotal developmental window during which 
the foundations of adult life are consolidated. Transition is not 
merely the administrative transfer from pediatric to adult services. It 
is a structured, multidisciplinary process that begins in adolescence 
and extends into early adulthood, aiming to progressively shift from 
a child- and family-centered model of care to a patient-centered 
model grounded in autonomy, self-management, and shared 
responsibility [24, 25].

Nevertheless, this period is frequently experienced as 
destabilizing. The loss of long-standing pediatric relationships, 
increased expectations of autonomy, and concurrent 
developmental challenges make transition a vulnerable phase. It 
is precisely during this time that nonadherence peaks and the risk of 
graft-related complications increase.

Drug nonadherence during transition has been reported in 
24.8% of young adult recipients and is associated with 
significantly higher rates of donor-specific antibodies, elevated 
transaminases, and chronic rejection [2]. These data highlight 
that adherence is not merely a behavioral issue but a determinant 
of long-term graft survival. In parallel, psychological vulnerability 
remains prevalent. In one study of 187 young people, 17.7% 
screened positive for anxiety or depression [26]. In our recent 
study, a substantial proportion of participants reported moderate 
to severe depressive and anxiety symptoms, highlighting the close 
interconnection between psychological distress and self- 
management [6].

A well-structured transition process therefore represents a 
unique opportunity, not only to transfer care, but to reassess 
psychological wellbeing, reinforce disease knowledge, address risk 
behaviors, and discuss genetics, sexuality, parenthood, and life 
planning. Most importantly, it is a space to build autonomy in a 
progressive and supported manner [24, 27].

Health literacy is central to this process [27]. Although sufficient 
data are lacking regarding its impact on transition outcomes in 
pediatric liver transplantation, limited health literacy has been 
identified in 57% of recipients and 47% of caregivers in a recent 
study. In our cohort, only 31% of participants could correctly 
explain the pathophysiology of their liver disease, and 36% were 
unaware of the genetic nature and potential heritability of their 
condition. These figures are ethically concerning. Patients who are 
unaware of the genetic implications of their liver disease may be 
unable to make fully informed reproductive decisions or to alert at- 
risk family members. These data highlight the need to revisit not 
only medication management, but also genetic counseling and 
reproductive guidance as part of structured transition programs [6].

Numerous guidelines describe the components of an 
optimal transition program, and the needs of this period are 

increasingly well defined [28, 29]. However, real-world 
implementation often falls short, constrained by limited 
manpower, time, and institutional resources. Institutional 
and public health support are therefore indispensable to 
ensure that transition programs are adequately structured 
and resourced [25].

Based on these considerations, we propose that long-term 
follow-up and transition care should include a structured set of 
minimum components (Table 1) We should build structured 
interdisciplinary, coordinated programs, adapted to patient’s 
developmental stage and local resources. This framework is 
intended to serve as a practical guide for transplant teams and 
hepatologists in their routine practice.

An effective and well-supported transition should be viewed as a 
long-term investment in public health. By strengthening adherence, 
improving health literacy, and addressing psychological 
vulnerability, such programs may reduce psychiatric morbidity, 
graft loss, medical complications, and risk behaviors, including 
substance misuse. Importantly, transition frameworks developed 
in pediatric liver transplantation may serve as models for other rare 
and complex chronic diseases, with adaptation to disease-specific 
needs and vice-versa.

Perspectives – toward a truly 
successful transplantation

Coming to the end of this viewpoint, it becomes clear that 
meaningful survival in pediatric liver transplantation cannot be 
reduced to long-term graft function or biochemical stability. The 
population we are now caring for is no longer defined by early 
postoperative survival, but by decades of life lived with a transplant. 
This reality calls for a shift in responsibility.

A better understanding and systematic identification of long- 
term needs and vulnerabilities should guide the next phase of 
transplant medicine. Lifelong screening for psychological distress 
and emerging psychiatric symptoms must become part of routine 
follow-up rather than an optional adjunct. These dimensions are not 
secondary outcomes; they are determinants of adherence, 
autonomy, and ultimately graft survival.

Transition represents a critical window. Although transition 
guidelines are well described, implementation remains uneven and 
often limited by resources. Institutional support is essential. 
Investment in structured transition and integrated psychological 
care should be viewed as a long-term public health strategy, capable 
of reducing psychiatric morbidity, nonadherence, graft loss, and 
risk behaviors.

Structured psychoeducation should continue into adult care. 
Disease understanding, genetic implications, reproductive 
counseling, and risk behavior education must be revisited across 
developmental stages.

Importantly, these individuals should be recognized as adults 
living with a transplant, not as “former pediatric patients.” Their 
care must reflect adult life projects while acknowledging the lasting 
imprint of early transplantation.

Pediatric transplantation has created long-term survivors. Our 
responsibility now is not only to ensure graft survival, but to create 
informed, autonomous, and psychologically supported adults.

Transplant International 
Published by Frontiers 

European Society for Organ Transplantation 04

Dahlqvist et al. 10.3389/ti.2026.16481

https://doi.org/10.3389/ti.2026.16481


Data availability statement

The original contributions presented in the study are included in 
the article/supplementary material, further inquiries can be directed 
to the corresponding author.

Author contributions

GD designed and wrote the manuscript, CG and XS helped in 
writing and reviewed the manuscript. All authors contributed to the 
article and approved the submitted version.

Funding

The author(s) declared that financial support was not received 
for this work and/or its publication.

Conflict of interest

The authors(s) declared that this work was conducted in the 
absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.

Generative AI statement

The author(s) declared that generative AI was used in the 
creation of this manuscript. DeepL and chatGPT were used for 
the editing of English language.

Any alternative text (alt text) provided alongside figures 
in this article has been generated by Frontiers with the 
support of artificial intelligence and reasonable efforts have 
been made to ensure accuracy, including review by the 
authors wherever possible. If you identify any issues, 
please contact us.

References

1. Duffy JP, Kao K, Ko CY, Farmer DG, McDiarmid SV, Hong JC, et al. Long-term 
patient outcome and quality of life after liver transplantation: analysis of 20-year 
survivors. Ann Surg (2010) 252(4):652–61. doi:10.1097/SLA.0b013e3181f5f23a

2. Lund LK, Grabhorn EF, Rüther D, Buchholz A, Lang M, Herden U, et al. Long-term 
outcome of pediatric liver transplant recipients who have reached adulthood: a single- 
center experience. Transplantation (2023) 107(8):1756–63. doi:10.1097/TP. 
0000000000004556

3. Vimalesvaran S, Souza LN, Deheragoda M, Samyn M, Day J, Verma A, et al. 
Outcomes of adults who received liver transplant as young children. 
EClinicalMedicine (2021) 38:100987. doi:10.1016/j.eclinm.2021.100987

4. Bellini MI, Lauro A, D’Andrea V, Marino IR. Pediatric liver transplantation: long- 
term Follow-Up issues. Exp Clin Transpl Off J Middle East Soc Organ Transpl (2022) 
20(Suppl. 3):27–35. doi:10.6002/ect.PediatricSymp2022.L16

5. Ng VL, Alonso EM, Bucuvalas JC, Cohen G, Limbers CA, Varni JW, et al. Health 
status of children alive 10 years after pediatric liver transplantation performed in the US 
and Canada: report of the studies of pediatric liver transplantation experience. J Pediatr 
(2012) 160(5):820–6.e3. doi:10.1016/j.jpeds.2011.10.038

6. Gautier C, Gautier M, Sousa JA, Sawadogo K, de Magnée C, Tambucci R, et al. 
Epidemiological and psychosocial outcomes of liver graft recipients transplanted during 
childhood. Pediatr Transpl (2026) 30(5):e70324. doi:10.1111/petr.70324

7. Lai JC, Ufere NN, Bucuvalas JC. Liver transplant survivorship. Liver Transpl (2020) 
26(8):1030–3. doi:10.1002/lt.25792

8. Lowton K, Hiley C, Higgs P. Constructing embodied identity in a ‘new’ ageing 
population: a qualitative study of the pioneer cohort of childhood liver transplant 
recipients in the UK. Soc Sci Med (2017) 172:1–9. doi:10.1016/j.socscimed.2016. 
11.015

TABLE 1 Proposed minimum components of long-term follow-up and transition pathway in pediatric liver transplant recipients.

Minimum 
components

Recommended evaluation Suggested tools/Approach

Adherence assessment Structured review of medication adherence; monitoring of 

immunosuppressant levels variability

Drug trough levels 

Drug levels variability

Health literacy Structured assessment of disease understanding including if needed genetic 

implications, and treatment rationale

Structured disease knowledge checklist

Genetic and reproductive 

counseling

Provide information about genetic nature and heritability of the underlying 

liver disease; discuss pre conceptional councelling

Dedicated consultation with geneticist if needed

Sexuality and reproductive 

health

Discuss contraception, pregnancy planning, risk for drug teratogenicity 

(mycophenolate mofetil)

Dedicated consultation with gynecologist

Risk behavior Education about risk for alcohol, tobacco, cannabis and other substance use 

(begin between 9–12 years) 

Regular confidential screening for several drug abuse

Motivational interviewing 

Confidential consultation 

AUDIT (alcohol)

Social integration Assess educational and professional status, relationships, quality of life, 

referral to social worker when needed

Structured interview; SF-36 [12, 30] or pediatric quality of life 

4.0 generic core scale for quality of life [31] evaluation

Mental health Screening for anxiety, depression STAI-Trait, BDI-SF [6]

Transition readiness Assess autonomy and self-management skills. Structured transition 

program, structured document

Assessment TRAQ [25, 32]

Transplant International 
Published by Frontiers 

European Society for Organ Transplantation 05

Dahlqvist et al. 10.3389/ti.2026.16481

https://doi.org/10.1097/SLA.0b013e3181f5f23a
https://doi.org/10.1097/TP.0000000000004556
https://doi.org/10.1097/TP.0000000000004556
https://doi.org/10.1016/j.eclinm.2021.100987
https://doi.org/10.6002/ect.PediatricSymp2022.L16
https://doi.org/10.1016/j.jpeds.2011.10.038
https://doi.org/10.1111/petr.70324
https://doi.org/10.1002/lt.25792
https://doi.org/10.1016/j.socscimed.2016.11.015
https://doi.org/10.1016/j.socscimed.2016.11.015
https://doi.org/10.3389/ti.2026.16481


9. Ruth N, Sharif K, Legarda M, Smith M, Lewis P, Lloyd C, et al. What is the long-term 
outlook for young people following liver transplant? A single-centre retrospective 
analysis of physical and psychosocial outcomes. Pediatr Transpl (2020) 24(7):e13782. 
doi:10.1111/petr.13782

10. Cussa D, Pino A, Catalano S, Montini C, Assanti F, Peruzzi L, et al. Long-term 
outcomes and health-related quality of life 20 years after pediatric liver transplantation. 
Updates Surg (2023) 75(6):1549–57. doi:10.1007/s13304-023-01608-2

11. Dommergues JP, Letierce A, Gravereau L, Plainguet F, Bernard O, Debray D. 
Current lifestyle of young adults after liver transplantation during childhood. Am 
J Transpl Off J Am Soc Transpl Am Soc Transpl Surg (2010) 10(7):1634–42. doi:10.1111/j. 
1600-6143.2010.03054.x

12. Mohammad S, Hormaza L, Neighbors K, Boone P, Tierney M, Azzam RK, et al. 
Health status in young adults two decades after pediatric liver transplantation. Am 
J Transpl Off J Am Soc Transpl Am Soc Transpl Surg (2012) 12(6):1486–95. doi:10.1111/j. 
1600-6143.2012.04080.x

13. Cheng K, Feng S, Bucuvalas JC, Levitsky J, Perito ER. Not everything that counts can 
be counted: tracking long-term outcomes in pediatric liver transplant recipients. Am 
J Transpl Off J Am Soc Transpl Am Soc Transpl Surg (2022) 22(4):1182–90. doi:10.1111/ 
ajt.16932

14. Lieber SR, Baldelli L, Kim HP, Nash RP, Noriega Ramirez A, Magee G, et al. Active 
coping, resilience, post-traumatic growth, and psychiatric symptoms among early and 
late liver transplant survivors. Liver Transpl Off Publ Am Assoc Study Liver Dis Int Liver 
Transpl Soc (2023) 29(3):290–306. doi:10.1097/LVT.0000000000000009

15. Martín-Rodríguez A, Pérez-San-Gregorio MÁ, Avargues-Navarro ML, Borda-Mas 
M, Pérez-Bernal J, Gómez-Bravo MÁ. How thinking about the donor influences post- 
traumatic growth in liver transplant recipients. Transpl Proc (2018) 50(2):610–2. doi:10. 
1016/j.transproceed.2017.09.072

16. Schwering KL, Febo-Mandl F, Finkenauer C, Rimé B, Hayez JY, Otte JB. 
Psychological and social adjustment after pediatric liver transplantation as a 
function of age at surgery and of time elapsed since transplantation. Pediatr Transpl 
(1997) 1(2):138–45.

17. Braun-Courville D, Holliday S, Desai N. Adolescent and young adult development in 
transplant recipients. Pediatr Transpl (2024) 28(7):e14866. doi:10.1111/petr.14866

18. Mayer K, Junge N, Goldschmidt I, Leiskau C, Becker T, Lehner F, et al. Psychosocial 
outcome and resilience after paediatric liver transplantation in young adults. Clin Res 
Hepatol Gastroenterol (2019) 43(2):155–60. doi:10.1016/j.clinre.2018.08.017

19. Varshney M, Dhingra K, Choudhury A. Psychosocial assessment and management- 
related issues among liver transplant recipients. J Clin Exp Hepatol (2024) 14(1):101261. 
doi:10.1016/j.jceh.2023.07.414

20. Williams BS, Kaye JT. Addressing substance use in the adolescent transplant 
population. Pediatr Transpl (2024) 28(5):e14815. doi:10.1111/petr.14815

21. Campagna BR, Annunziato RA. Substance use and solid organ transplantation in 
adolescents and young adults: current findings and implications. Pediatr Transpl (2023) 
27(4):e14497. doi:10.1111/petr.14497

22. Koljonen V, Åberg F, Rovasalo A, Mäkisalo H. Self-reported alcohol use and 
depressive symptoms after liver transplantation. Transplantation (2015) 99(4):867–72. 
doi:10.1097/TP.0000000000000425

23. Knight JR, Sherritt L, Gibson EB, Levinson JA, Grubb LK, Samuels RC, et al. Effect of 
computer-based substance use screening and brief behavioral counseling vs usual care 
for youths in pediatric primary care: a pilot randomized clinical trial. JAMA Netw Open 
(2019) 2(6):e196258. doi:10.1001/jamanetworkopen.2019.6258

24. Vanden Wyngaert K, Suykens J, Kelly D, Goncalves I, Thomsen EL, Willemse J, et al. 
Pediatric to adult care transfer in rare liver diseases: recommendations based on insights 
from a European omnistakeholder event. JHEP Reports Innov Hepatol (2025) 7(6): 
101403. doi:10.1016/j.jhepr.2025.101403

25. Vittorio J. Health care transition: a time of increased vulnerability for pediatric liver 
transplant recipients. J Pediatr Gastroenterol Nutr (2020) 71(6):704–6. doi:10.1097/ 
MPG.0000000000002938

26. Hames A, Matcham F, Joshi D, Heneghan MA, Dhawan A, Heaton N, et al. 
Liver transplantation and adolescence: the role of mental health. Liver Transpl Off 
Publ Am Assoc Study Liver Dis Int Liver Transpl Soc (2016) 22(11):1544–53. 
doi:10.1002/lt.24629

27. Vittorio J, Kosmach-Park B, Wadhwani S, Jackson W, Kerkar N, Corbo H, et al. 
Adult provider role in transition of care for young adult pediatric recipients of liver 
transplant: an expert position statement. Hepatol Commun (2024) 8(8):e0486. doi:10. 
1097/HC9.0000000000000486

28. Smith RW, Kosmach-Park B, Gupta N, Vittorio J. Transitioning pediatric liver 
transplant recipients to adult transplant hepatology: a practical guide and future 
directions. Pediatr Transpl (2025) 29(7):e70192. doi:10.1111/petr.70192

29. Vajro P, Fischler B, Burra P, Debray D, Dezsofi A, Guercio NS, et al. The health care 
transition of youth with liver disease into the adult health system: position paper from 
ESPGHAN and EASL. J Pediatr Gastroenterol Nutr (2018) 66(6):976–90. doi:10.1097/ 
MPG.0000000000001965

30. Jay CL, Butt Z, Ladner DP, Skaro AI, Abecassis MM. A review of quality of life 
instruments used in liver transplantation. J Hepatol (2009) 51(5):949–59. doi:10.1016/j. 
jhep.2009.07.010

31. Ohnemus D, Neighbors K, Rychlik K, Venick RS, Bucuvalas JC, Sundaram SS, et al. 
Health-related quality of life and cognitive functioning in pediatric liver transplant 
recipients. Liver Transpl (2020) 26(1):45–56. doi:10.1002/lt.25634

32. Wood DL, Sawicki GS, Miller MD, Smotherman C, Lukens-Bull K, Livingood WC, et al. 
The transition readiness assessment questionnaire (TRAQ): its factor structure, reliability, 
and validity. Acad Pediatr (2014) 14(4):415–22. doi:10.1016/j.acap.2014.03.008

Transplant International 
Published by Frontiers 

European Society for Organ Transplantation 06

Dahlqvist et al. 10.3389/ti.2026.16481

https://doi.org/10.1111/petr.13782
https://doi.org/10.1007/s13304-023-01608-2
https://doi.org/10.1111/j.1600-6143.2010.03054.x
https://doi.org/10.1111/j.1600-6143.2010.03054.x
https://doi.org/10.1111/j.1600-6143.2012.04080.x
https://doi.org/10.1111/j.1600-6143.2012.04080.x
https://doi.org/10.1111/ajt.16932
https://doi.org/10.1111/ajt.16932
https://doi.org/10.1097/LVT.0000000000000009
https://doi.org/10.1016/j.transproceed.2017.09.072
https://doi.org/10.1016/j.transproceed.2017.09.072
https://doi.org/10.1111/petr.14866
https://doi.org/10.1016/j.clinre.2018.08.017
https://doi.org/10.1016/j.jceh.2023.07.414
https://doi.org/10.1111/petr.14815
https://doi.org/10.1111/petr.14497
https://doi.org/10.1097/TP.0000000000000425
https://doi.org/10.1001/jamanetworkopen.2019.6258
https://doi.org/10.1016/j.jhepr.2025.101403
https://doi.org/10.1097/MPG.0000000000002938
https://doi.org/10.1097/MPG.0000000000002938
https://doi.org/10.1002/lt.24629
https://doi.org/10.1097/HC9.0000000000000486
https://doi.org/10.1097/HC9.0000000000000486
https://doi.org/10.1111/petr.70192
https://doi.org/10.1097/MPG.0000000000001965
https://doi.org/10.1097/MPG.0000000000001965
https://doi.org/10.1016/j.jhep.2009.07.010
https://doi.org/10.1016/j.jhep.2009.07.010
https://doi.org/10.1002/lt.25634
https://doi.org/10.1016/j.acap.2014.03.008
https://doi.org/10.3389/ti.2026.16481

	From graft survival to life: redefining success after pediatric liver transplantation
	Introduction – a shift in paradigm
	Growing up with a transplant: a unique life trajectory
	A “normal” adult life… but not entirely
	Mental health: the blind spot of pediatric transplantation
	The importance of prevention: addictions and risk behaviors
	Transition: a critical and formative moment
	Perspectives – toward a truly successful transplantation
	Data availability statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	References


