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INTRODUCTION

The rising cost of health care has prompted the need for health 
professionals to understand and apply economic evaluations. 
Improving resource allocation decisions while balancing costs 
against benefits allows more efficient management(1). Health care 
costs depend on the use of new technologies, the increase in the life 
expectancy of the population, the growth in the demand for health 
services, and the universalization of health care(1). In the decision-
making process, cost evaluation is important as health organiza-
tions deal with competition, quality customer service, incorporation 
of state-of-the-art technology, and government funding(1).

The first economic evaluations of liver transplantation (LTx) 
were conducted in the early 1990s(2-9) and consisted of retrospec-
tive studies (TABLE 1). Brown et al.(5) performed the first cost 
evaluation of  combined liver-kidney transplant. The reported 
high costs(2-9) were probably due to a comprehensive analysis that 
included data from pretransplant to 1 year posttransplant.

Later economic evaluations have focused on the relationship 
between Model for End-stage Liver Disease (MELD) scores – which 
were included as a criterion for graft allocation, with priority based 
on the severity of liver disease – and procedure-related costs(10-12). 
However, these studies do not describe the cost of LTx in relation 
to the hospital units that participate in the process. Therefore, the 
aim of the present study was to evaluate the cost of LTx catego-
rized by unit specialty within a referral center in southern Brazil.
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METHODS

The study was approved by the Research Ethics Committee of 
the institution (protocol no. 1.070.146). Consent to use retrospec-
tive data was obtained from the institution. Adult patients who 
underwent deceased-donor LTx between April 2013 and December 
2014 were eligible for inclusion. Patients undergoing a combined 
liver-kidney transplant or with incomplete medical records were 
excluded.

The following variables were analyzed: demographic char-
acteristics, etiology of liver disease, and severity of  liver disease 
according to the Child-Turcotte-Pugh (CTP) score(13) and MELD 
score(14) at the time of LTx. Data on complications occurred dur-
ing hospitalization, discharge, death, and retransplantation were 
also collected.

Identification of costs
The hospital bill was transformed into cost by the controllers of 

the hospital accounting department. In order to include all incurred 
costs, the controllers used the full absorption costing method(15,16). 
Based on this method, each hospital unit was considered a cost 
center to which funds are allocated to pay for services provided 
by the hospital’s own staff  or third parties (labor cost), materials 
and overheads, whether directly or indirectly. Indirect costs are 
attributed to individual cost centers by means of  well-defined 
distribution criteria (apportionment)(15,16).
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The sum of all costs generated within a cost center, divided by 
predetermined services provided by that hospital unit, results in unit 
costs, which in practice correspond to the costs of daily hospital 
stay, of using the operating room, of an appointment, and of an 
examination, among others. The cost of  in-hospital procedures, 
such as transplantation, is related to a series of calculations, which 
comprise unit costs generated by the cost centers in combination 
with the intensity of the unit-related costs(16,17).

Regarding materials, it is important to highlight that, in a health 
facility, the materials used often include medication, medical-
surgical materials, medical gases, food, and consumables, among 
others(16). In our institution, the weighted moving average is used for 
inventory valuation, which includes the calculation of the weighted 
average cost after each new material purchase(15).

The hospital bill, from the immediate pretransplant period to 
hospital discharge, was obtained using the hospital management 
software (Phillips Tasy®; Phillips Clinical Informatics, Blumenau, 
SC, Brazil). The costs were then grouped into five categories:

-  Immediate Pretransplant Kit: laboratory and imaging tests 
performed to assess the patient’s clinical status or to suspend 
transplantation.

-  Specialized Units: routine tests performed during hospi-
talization for LTx, specific procedures (laboratory tests, blood 
products, hemodialysis), specialized tests (digestive endoscopy, 
computed tomography, ultrasonography), physical therapy, 
immunosuppression, and transplant team fees according to 
the fee schedule of the Brazilian Unified Health System (SUS).

-  Surgical Unit, Intensive Care Unit, and Inpatient Unit: all costs 
resulting from LTx plus personnel costs in that specific unit.

All costs were converted to U.S. dollars at an exchange rate of 
US$1.00 = R$3.38 (as of June 9, 2016), according to the Central 
Bank of Brazil(18).

Statistical analysis
Quantitative variables were expressed as means and standard 

deviations, with the inclusion of median values in cases of skewed 
distribution. The Mann-Whitney and Kruskal-Wallis tests were 
used to compare the median values of total transplant cost. Spear-
man’s correlation coefficient was used to assess the relationship 
between variables. Multivariate linear regression analysis was 
used to control for confounding factors. Total cost values were 
log-transformed before analysis. The level of significance was set at 
5% (P<0.05), and all analyses were performed using the Statistical 
Package for the Social Sciences, version 21.0.

RESULTS

Of 122 eligible liver transplant recipients, 109 were included 
in the analysis while 13 were excluded – 9 (69.2%) due to incom-
plete data and 4 (30.8%) due to combined liver-kidney transplant. 
Regarding the characteristics of the sample (TABLE 1), mean age 
was 57.5±9.0 years; most patients were men (62.4%); the most com-
mon cause of liver disease was hepatitis C virus (HCV) infection 
alone (15.6%) or associated with alcohol and/or hepatocellular 
carcinoma (HCC) (67.0%); 42.0% of  patients were categorized 
as CTP class A; 15 patients (13.8%) died; and 3 patients (2.8%) 
underwent retransplantation.

The mean length of  hospital stay was 25.0±19.0 days, and 
patients spent a mean of 17.0±13.0 days in the Inpatient Unit (TA-
BLE 2). Fifty patients had complications, the most common one 
being acute renal failure associated with renal replacement therapy 
(dialysis) (TABLE 3). The mean cost of LTx was US$ 17,367±9,935. 
When categorized by unit specialty, Surgical Unit and Specialized 
Units accounted for 31.9% (US$ 4,609) and 26.4% (US$ 4,296) of 
the total LTx cost, respectively (TABLE 4; FIGURE 1).

TABLE 1. Demographic and clinical characteristics of 109 deceased-donor 
liver transplant recipients.

Variables Total sample (n=109)
Age (years), mean ± SD 57.5±9.1

Sex, n (%)
   Male 68 (62.4)
   Female 41 (37.6)

Etiology, n (%)
   HCV + HCC 38 (34.9)
   Other 20 (18.3)
   HCV 17 (15.6)
   HCV + alcohol + HCC 12 (11.0)
   Alcohol 6 (5.5)
   HCV + alcohol 6 (5.5)
   HBV + HCC 4 (3.7)
   HBV 3 (2.8)
   Fulminant hepatitis 3 (2.8)

CTP (n=106), n (%)
   A 44 (41.5)
   B 42 (39.6)
   C 20 (18.9)

MELD (n=108), mean ± SD 24.3±6.5
MELD score (n=108), n (%)
   <20 13 (12.0)
   20–25 67 (62.0)
   26–30 14 (13.0)
   >30 14 (13.0)

Retransplantation, n (%) 3 (2.8)

Outcome, n (%)
   Discharge 94 (86.2)
   Death 15 (13.8)

HBV: hepatitis B virus; HCV: hepatitis C virus; HCC: hepatocellular carcinoma; CTP: Child-
-Turcotte-Pugh; MELD: Model for End-stage Liver Disease.

TABLE 2. Length of stay in different hospital units and physical therapy 
sessions.

Variables Total sample (n=109)

Length of SU stay, hours 6.0±1.0

Length of ICU stay, days 8.1±10.1 [5.0]

Length of IU stay, days 17.0±12.6 [15.0]

No. of physical therapy sessions 85.6±59.2 [73.0]

Total length of hospital stay, days 25.1±19.4 [22.0]

SU: Surgical Unit; ICU: Intensive Care Unit; IU: Inpatient Unit. Values are presented as 
mean ±SD [median]. 
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TABLE 4. Costs in the different hospital units that participate in the liver transplantation process.

Unit specialty
Costs

In R$ mean ± SD [median] In US$# mean ± SD [median]

Pretransplant kit 680.0±0.0 [680.0] 201.0 ± 0.0 [201.0]

Specialized Units

   Laboratory tests 2,299.0±1,131.0 [2,044.0] 680.0±335.0 [605.0]

   Imaging studies 842.0±715.0 [616.0] 249.0±211.0 [182.0]

   Blood products 927.0±1,222.0 [497.0] 274.0±361.0 [147.0]

   Hemodialysis 2,925.0±3,160.0 [1,643.0] 865.0±935.0 [486.0]

   Specialized tests 1,142.0±1,744.0 [994.0] 338.0±516.0 [294.0]

   Physical therapy 1,159.0±802.0 [988.0] 343.0±237.0 [292.0]

   Immunosuppression 1,188.0±1,906.0 [615.0] 351.0±564.0 [182.0]

   Transplant team fees 7,182.0±0.0 [7,182.0] 2,125.0±0.0 [2,125.0]

   Total 14,523.0±4,693.0 [12,728.0] 4,296.0±1,388.0 [3,765.0]

Surgical Unit (SU)

   Medical and hospital supplies 2,005.0±584.0 [1,924.0] 593.0±173.0 [569.0]

   Total length of SU stay (hours) 10,906.0±1,994.0 [10,884.0] 3,227.0±590.0 [3,220.0]

   Medication 1,438.0±1,930.0 [620.0] 425.0±571.0 [183.0]

   Orthoses and prostheses 1,319.0±369.0 [1,223.0] 390.0±109.0 [362.0]

   Total 15,578.0±3,482.0 [15,355.0] 4,609.0±1,030.0 [4,543.0]

Intensive Care Unit (ICU)

   Total length of ICU stay (days) 15,112.0±18,101.0 [9,500.0] 4,471.0±5,455.0 [2,811.0]

   Medication 4,116.0±8,596.0 [1,139.0] 1,218.0±2,543.0 [337.0]

   Materials 512.0±737.0 [258.0] 151.0±218.0 [76.0]

   Total 19,740.0±26,086.0 [12,185.0] 5,840.0±7,718.0 [3,605.0]

Inpatient Unit (IU)

   Total length of IU stay (days) 6,824.0±4,384.0 [6,080.0] 2,019.0±1,297.0 [1,799.0]

   Medication 2,352.0±3,787.0 [805.0] 696.0±1,120.0 [238.0]

   Materials 149.0±236.0 [104.0] 44.0±70.0 [31.0]

   Total 9,385.0±6,850.0 [7,209.0] 2,777.0±2,027.0 [2,133.0]

Total liver transplant cost 58,699.0 ± 33,581.0 [50,885.0] 17,367.0 ± 9,935.0 [15,055.0]
# exchange rate – US$1,00 = R$3,38 (as of June 9, 2016).

TABLE 3. Type and frequency of complications during hospitalization 
(n=85).

Complications n (%)
ARF + renal replacement therapy (dialysis) 26 (30.6)
Nosocomial infections 17 (20.0)
Massive blood transfusion 10 (11.8)
Laparotomy (hemoperitoneum) 7 (8.2)
Refractory shock 7 (8.2)
Primary graft dysfunction 4 (4.7)
Septic shock 4 (4.7)
Hemorrhagic shock 2 (2.4)
Acute coronary syndrome 2 (2.4)
Cholestatic disorders 2 (2.4)
Other 4 (4.7)

ARF, acute renal failure.
FIGURE 1. Categorization of liver transplant costs by unit specialty. 
ICU: intensive care unit. IU: inpatient unit.
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There was no significant association between LTx cost and 
etiology of liver disease (P=0.24) (TABLE 5). Patients with MELD 
scores of 26-30 generated the same costs as those of retransplanta-
tion. Fulminant hepatitis had a mean cost per patient of US$ 21,242. 
Patients with chronic diseases had costs of US$ 12,393 for hepatitis 
B virus (HBV) infection and US$ 23,736 for HCV infection. Patients 
with HCV infection and patients with CTP class C had higher costs. 

There was no significant cost difference between patients with HCC 
(US$ 16,542) and without HCC (US$ 18,177) (P=0.48).

Significant cost differences were found between CTP classes 
(TABLE 5), as follows: on average, US$ 14,330 for patients with 
CTP class A, US$ 18,400 for CTP class B, and US$ 22,823 for 
CTP class C (P=0.002). The following complications contributed 
to significantly increase the total LTx cost: septic shock (P=0.006); 

TABLE 5. Relationship between costs and clinical variables.

Variables n
Total liver transplant cost

P
In R$ mean ± SD [median] In US$### mean ± SD [median]

Etiology 0.24*

   HBV 3 41,890.0±18,067.0 [32,245.0] 12,393.0±5,345.0 [9,539.0]

   HBV + HCC 4 74,648.0±36,947.0 [62,358.0] 22,085.0±10,798.0 [18,449.0]

   HCV 17 80,227.0±65,220.0 [53,657.0] 23,736.0±19,296.0 [15,875.0]

   HCV + HCC 38 54,887.0±26,218.0 [45,489.0] 16,239.0±7,757.0 [13,458.0]

   HCV + alcohol 6 49,432.0±9,721.0 [46,910.0] 14,625.0±2,876.0 [13,879.0]

   HCV + alcohol + HCC 12 52,906.0±20,910.0 [45,587.0] 15,653.0±6,186.0 [13,487.0]

   Alcohol 6 58,801.0±24,010.0 [47,673.0] 17,397.0±7,103.0 [14,104.0]

   Fulminant hepatitis 3 71,797.0±10,371.0 [72,643.0] 21,242.0±3,068.0 [21,492.0]

   Other 20 51,238.0±11,074.0 [53,557.0] 15,159.0±3,276.0 [15,845.0]

HCC 0.48**

   Yes 54 55,911.0±26,023.0 [45,916.0] 16,542.0±7,765.0 [13,585.0]

   No 55 61,438.0±39,690.0 [53,401.0] 18,177.0±11,636.0 [15,799.0]

CTP# 0.002*

   A 44 48,434.0±13,524.0 [45,092.0]a 14,330.0±4,001.0 [13,341.0] a

   B 42 62,193.0±29,095.0 [53,478.0]b 18,400.0±8,608.0 [15,822.0]b

   C 20 77,142.0±58,847.0 [60,923.0]b 22,823.0±17,410.0 [18,025.0]b

MELD score## 0.38*

   <20 13 47,419.0±10,091.0 [43,094.0] 14,029.0±2,985.0 [12,750.0]

   20–25 67 56,816.0±24,506.0 [47,880.0] 16,809.0±7,250.0 [14,166.0]

   26–30 14 61,100.0±28,141.0 [55,375.0] 18,077.0±8,326.0 [16,383.0]

   >30 14 75,619.0±70,521.0 [58,943.0] 22,372.0±20,864.0 [17,439.0]

Retransplantation 0.12**

   Yes 3 62,051.0±4,552.0 [64,382.0] 18,358.0±1,347.0 [19,048.0]

   No 106 58,605.0±34,047.0 [48,540.0] 17,339.0±10,073.0 [14,361.0]

Outcome 1.00**

   Discharge 94 56,863.0±31,135.0 [51,549.0] 16,823.0±9,211.0 [15,251.0]

   Death 15 70,211.0±45,776.0 [44,218.0] 20,772.0±13,543.0 [13,082.0]

Complications 0.002**

   Yes 50 69,662.0±45,286.0 [56,500.0] 20,610.0±13,398.0 [16,716.0]

   No 59 49,404.0±13,260.0 [45,572.0] 14,617.0±3,923.0 [13,483.0]
HBV: hepatitis B virus; HCV: hepatitis C virus; HCC: hepatocellular carcinoma; CTP: Child-Turcotte-Pugh; MELD: Model for End-stage Liver Disease. a,b Means with the same superscript 
letters are not significantly different at the 5% significance level determined by the Mann-Whitney test; * Kruskal-Wallis test; ** Mann-Whitney test; # available for 106 patients; ## available 
for 108 patients; ### exchange rate – US$1.00 = R$3.38 (as of June 9, 2016).
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acute coronary syndrome (P=0.019); prolonged hospitalization, 
renal injury, mechanical ventilation, and tracheostomy (P=0.012); 
massive blood transfusion (P=0.007); posttransplant laparotomy 
(P=0.001); and acute renal failure associated with renal replacement 
therapy (dialysis) (P=0.005) (FIGURE 2).

FIGURE 2. Relationship between complications and liver transplant costs.
ACS: acute coronary syndrome; ARF: acute renal failure. # Prolonged hospi-
talization, tracheostomy, non-dialysis renal injury, and prolonged mechani-
cal ventilation. * Significantly higher costs than other complications as a 
whole at the 5% significance level determined by the Mann-Whitney test.

In the multivariate analysis, CTP and complications remained 
associated with total LTx cost. According to the standardized 
regression coefficient (β), the factor that most contributed to the 
increase in total LTx cost was CTP class C (TABLE 6).

TABLE 6. Results of multivariate linear regression analysis for factors 
independently associated with total cost*.

Variables 95% CI Beta (β)* P**

CTP

   A 0.0

   B 0.18 (6.2 to 0.32) 0.227 0.02

   C 0.33 (6.2 to 0.51) 0.340 0.001

Retransplantation (n=3)

   Yes 0.25 (-0.15 to 0.64) 0.107 0.22

   No 0.0

Complications

   Yes 0.21 (0.08 to 0.34) 0.275 0.002

   No 0.0
CTP: Child-Turcotte-Pugh; B: regression coefficient; β: standardized regression coefficient; 
CI: confidence interval; *log-transformed.

DISCUSSION

This is the first study in Latin America to comprehensively 
evaluate the cost of LTx categorized by hospital unit and its cor-
relation with clinical variables in a referral center in southern Brazil. 
The cost generated in the different stages of LTx reflects the true 
value that is invested by the center in the process regardless of 
the source of payment. Our findings are consistent with those of 
Portela et al.(19) e Boerr et al.(20) in terms of mean patient age at the 
time of transplantation, sex, and etiology of liver disease. In our 

sample, the most common etiology was HCV infection associated 
with HCC (34.9%), similar to Ferraz et al.(21) and Boerr et al.(20), 
while Akarsu et al.(22) reported HBV infection.

In the present study, most patients were CTP class A, while 
Akarsu et al.(22) found that CTP class B was the most prevalent. 
Most patients had a MELD score of 20-25 (62%), consistent with 
the findings of Boerr et al.(20) (25±5; P=0.01). The mean operative 
time was 6.0±1 hours, shorter than that observed by Portela et 
al.(19). The length of hospital stay (25.0±19.0 days) was also shorter 
than that reported by Portela et al.(19) and Ferraz et al.(21), but 
longer than that observed by Boerr et al.(20). Our patients received 
a mean of 85.6 physical therapy sessions, but no previous study has 
evaluated this variable. The most common complication was acute 
renal failure associated with renal replacement therapy (dialysis), 
which is consistent with the findings of Portela et al.(21). The mean 
cost of LTx was US$ 17,367, which is lower than that reported in 
Argentina (US$ 33,461)(20) and in Turkey (US$ 27,582)(22). The dif-
ference is probably due to Brazilian Real devaluation against U.S. 
Dollar and to procedure-related costs(20-22).

Government and hospital economic policies, available technolo-
gies, donor availability, and severity of liver disease may affect the 
cost of LTx categorized by hospital unit(20-23). In our study, the most 
costly units were the Surgical Unit, Specialized Units, and Intensive 
Care Unit. Comparison of our findings with those reported in the 
literature, however, is a difficult task because of the use of different 
methods. Akarsu et al.(22) concluded that medication, surgical unit, 
and laboratory tests were the most expensive items of  LTx. For 
Boerr et al.(20), physician fees and therapeutic interventions were the 
most expensive items of LTx. However, those studies did not pro-
vide detailed information for each unit involved in the LTx process. 
Portela et al.(19) performed the analysis only at the hospital level.

LTx in patients with severe liver disease, according to the CTP 
classification, has a higher cost, but when the MELD score is con-
sidered, the results are conflicting(20-22). Akarsu et al.(22) found no 
association between LTx cost and MELD score, while Boerr et al.(20) 
and Buchanan et al.(23) showed a direct association between them.

The etiology of  liver disease has been associated with LTx 
cost in the literature. Higher LTx cost was associated with chronic 
HCV infection according to Axelrod et al.(24) and with chronic 
HBV infection complicated by HCC according to Akarsu et al.(22). 
The present results, nonetheless, suggest that the etiology of liver 
disease is not significantly associated with LTx cost, but cases of 
HCV infection and CTP class C have higher costs. This non-causal 
association is interesting because most cases of CTP class C were 
patients with HCV infection and without HCC, thus with higher 
MELD score and more complications. However, LTx for acute 
diseases had a high cost probably due to the clinical course, sever-
ity, and complications of the disease.

In the United States, health insurance companies are responsi-
ble for paying for the procedure. In 2012, the U.S. Supreme Court 
passed a law that allows people without health insurance to benefit 
from LTx with costs covered by the State according to Medicare 
coverage(25). In Spain, transplants are covered by the National 
Transplant Organization (ONT) linked to the Ministry of Health(26).

In Brazil, the LTx procedure is 100% funded by the SUS with 
financial incentives for institutions to promote organ donation and 
transplantation. In addition to paying for all procedure-related 
expenses, the SUS also provides medication(27). Approximately 
95% of  transplant procedures are performed through the SUS, 
qualifying it as the largest public transplantation program in the 
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world. The Institute for Applied Economic Research(28) and, later, 
the Federal Court of Accounts(29) have shown that public invest-
ment in transplantation, including procedures and associated 
pharmacotherapy, increased from R$ 404.4 million in 2004 to R$ 
521.8 million in 2005(29). To increase the number of transplants and 
reduce the number of  patients on the waiting list, the Brazilian 
Ministry of  Health issued Ordinance No. 845, dated of  May 2, 
2012(30), which defines new rules for providing financial incentives 
for institutions that perform these procedures(30). As a result, in 
2013, SUS invested R$ 1.4 billion in surgeries, organ donation, and 
organ procurement(30). Currently, the SUS transfers R$ 68,839 to 
the transplantation institutions for LTx. The amount of R$ 61,656 
is intended to cover hospital services and R$ 7,182 to cover physi-
cian professional fees, according to existing SUS fee schedules(31).

Portela et al.(19) conducted a study in the state of  Ceará, 
northeastern Brazil, involving 62 patients and reported a mean 
cost of  US$ 20,605 for LTx. They used a method similar to the 
one described in the present study, but the sample size and the 
non-inclusion of complications and professional fees of physical 
therapists in the total cost may have not reflected the true value. In 
our study, physical therapy fees accounted for 1.9% of the total cost.

Coelho et al.(32) conducted a study in the state of  Paraná, 
southern Brazil, involving 24 patients undergoing 25 LTx proce-
dures and found an average cost for LTx of US$ 21,505, including 
organ procurement expenses, but excluding professional fees of 
the multidisciplinary team participating in the procedure. Ferraz et 
al.(21) estimated the cost of LTx in four patients in the state of Per-
nambuco, northeastern Brazil, and found a total cost of US$ 8,874, 
excluding professional team fees and the impact of complications.

The major limitations of this study are its retrospective nature 
and the fact that it was conducted in a single transplant center.

CONCLUSION

Our results demonstrated that the total cost of LTx is closely 
related to liver disease severity scores and the development of 
complications. The lack of a standard method for and items to be 
evaluated and included in total cost estimation is a determining 
factor in the final value. The different hospital purchasing policies 
may influence the final value, but they may also provide a basis 
for establishing public policies or implementing programs involv-
ing economic evaluations and cost-benefit, cost-effectiveness, and 
cost-utility analyses of high-cost procedures performed in public 
institutions, which unfortunately often work on a limited budget.
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RESUMO – Contexto – O transplante hepático (TxH) é o principal e definitivo tratamento de casos agudos ou crônicos de doenças hepáticas avançadas ou 

terminais. Poucos estudos têm avaliado o custo real do TxH categorizado por setores hospitalares. Objetivo – Avaliar o custo do TxH categorizado por 
especialidade da unidade em um centro de referência na região sul do Brasil. Métodos – Analisamos retrospectivamente os prontuários de 109 pacientes 
submetidos a TxH entre abril de 2013 e dezembro de 2014. Foram coletados dados sobre características demográficas, etiologia da doença hepática 
e gravidade da doença hepática de acordo com os escores Child-Turcotte-Pugh (CTP) e Model for End-stage Liver Disease (MELD) no momento do 
TxH. A conta hospitalar foi transformada em custo pelo método de custeio por absorção integral, e os custos foram agrupados em cinco categorias: 
Kit Pré-Transplante Imediato; Unidades Especializadas; Centro Cirúrgico; Unidade de Terapia Intensiva; e Unidade de Internação. Resultados – O 
custo médio total do TxH foi de US$ 17.367. O Centro Cirúrgico, as Unidades Especializadas e a Unidade de Terapia Intensiva responderam por 
31,9%, 26,4% e 25,3% dos custos, respectivamente. A análise multivariada demonstrou que o custo total do TxH se associou significativamente ao 
escore CTP classe C (P=0,001) e ao desenvolvimento de intercorrências (P=0,002). As seguintes intercorrências contribuíram para aumentar signif-
icativamente o custo do TxH: choque séptico (P=0,006), politransfusão sanguínea (P=0,007) e insuficiência renal aguda associada à terapia renal 
substitutiva (diálise) (P=0,005). Conclusão – Nossos resultados demonstraram que o custo total do TxH guarda uma estreita relação com os escores 
de gravidade da doença hepática e com o desenvolvimento de intercorrências.

DESCRITORES – Transplante de fígado. Custos e análise de custo. Custos hospitalares. Economia médica. Assistência à saúde.
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