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Looking at the bigger picture-
Important factors

Donor Age/BMI

Donor anatomy

Recipient anatomy
Recipient 

Age/BMI/sick/access 
to transplant

Graft 
quality/size/GRWR



Successful outcome depends on

• Intraop Issues with LD grafts

• Venous outflow and optimization

• Portal inflow and modulation

• Hepatic arterial anastomosis

• Duct management





Radiological assessment

• Clear delineation of the anatomy of donor liver

• A precise prediction of the functional reserve 
volumes of both graft and remnant livers

• The decision whether to use the right or left 
hemiliver as a graft

• Use of MEVIS and now in house Volumetry



HV Analysis labeled

MHV critical

Left lobe (33% 

without MHV)



PV Analysis labeled



HA Analysis labeled



Key developments

• Altruistic left lateral 2013
• Two arteries, left lobe, microvascular techniques 2014
• Monosegmental 2014
• Type 4 PVT 2014
• Altruistic right lobe 2014
• Three ducts 2021
• In house volumetry 2021/22
• 4 hepatic veins right lobe - 2021
• Two portal veins 2022
• Two arteries, right lobe 2022
• Retransplantation 2022

2021-22
?Effect of Covid

?Revisit LD 
options



2 HV- RHV, IHRV



3 HV- V5 and V8



4 HV- RHV, 
IHRV, V5, V8



Hepatic Venous Variants

Venous Variants Implications for Surgery 

Variants relevant in donors

Accessory inferior RHV  >5 mm Increases surgical complexity and will 
need reconstruction

Anomalous drainage of segments V and 
VIII into the MHV

Increases surgical complexity and will 
need reconstruction (PTFE/cadaveric 
arterial conduit)

Segment 3 vein into MHV Separate anastomosis or reconstruction 
on backbench



V5 V8 reconstruction- PTFE or  
cadaveric donor iliac artery



V5 and V8 reconstruction



Left Lobe graft

Seg 3 vein into MHV
LHV and MHV opening seperately







2 RPV- options for reconstruction

• On bench- using marker pen for orientation

• In situ

• Preserve RPV-LPV in recipient



HA- replaced right



2 arteries right lobe



2 hepatic ducts



RIGHT OR LEFT?

Donor: 26yr/M/Blood group O pos

HT 175 cm WT 79 KG BMI 25.7

Recipient: 56yr/F/PSC+Hepatic sarcoid

HT 160cm WT 69kg BMI 26.9

Right lobe 689 g GWBR 1.00 Remnant 50.4% - 3 ducts

Left Lobe  639 g GRWR 0.93 Remnant 54%- 2 arteries



Results – Donor Outcomes
Total No. of 
Donors (N=118)

Adult-to-Adult 
(n=47; 39.8%)

Adult-to-
Paediatric 
(n=71; 60.2%)

Maximum post-op bilirubin 
(mg/dL)

24 (8-131) 41 (18-111) 19 (8-131)

Maximum post-op ALT (IU/L) 244 (73-1204) 206 (95-420) 322 (73-1204)

Blood transfusion 1 (0.8%) 1 (2.1%) 0 (0.0%)

No complications 
Grade 1
Grade 2
Grade 3a
Grade 3b

100 (84.7%)
10 (8.5%)
2 (1.7%)
2 (1.7%)
4 (3.4%)

37 (78.7%)
4 (8.5%)
1 (2.1%)
2 (4.2%; USS guided drainage of 
collection)
3 [6.4%; reexploration for bleeding 
(3)]

62 (87.3%)
6 (9.2%)
2 (1.5%)
0 (0.0%)
1 (1.4%)

Length of hospital stay (days) 6 (2-17) 7 (4-17) 5 (2-12)

Readmissions within first 3 
months 

12 (10.1%) 7 (14.9%) 5 (7.0%)

Survival status (alive) 100% 100% 100%

Follow-up (months) 85 (1-172) 86 (1-172) 82 (1-170)



Results – Recipient Outcomes
Adult LDLT Paediatric LDLT

Recipient age 50 (18-71) years 1 (0-17) years

Female gender 53.5% 52.3%

Common aetiology Cholestatic liver disease (34.9%) Biliary atresia (52.3%)

MELD/PELD 13 (6-32) 17 (6-36)

90-days biliary complications 10 (21.2%) 7 (9.8%)

90-days graft loss 2 (4.2%) – immune mediated graft 
injury and intravascular 
microangiopathy

6 (8.4%) – HAT (5) and no cause 
on explant (1)

90-days patient death 1 (2.3%) - sepsis 4 (5.6%) – sepsis (3) and 
haemorrhage (1)

1- and 5-year patient survival 96% and 96% 93% and 93%

1- and 5-year graft survival 90% and 85% 91% and 90%



Future 
direction?

Need?

Appetite?

Complexity

Ethical?



Future
direction?

RAPID- Resection and Partial liver transplantation with  delayed total hepatectomy

Simplify?

Shifting risk  
to recipient

Donor right 
lobe to 
LLateral
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