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Disclosures

I have never done a LDLT

OPEN OR WITH MIN INV TECHNIQUES



History-LDLT

1984 Bismuth reduced grafts

1989 Bismuth, Pichymayr split graft

1990-First LDLT Strong Brisbane

1993-First Paediatric in UK

1994-left lobe LDLT Hashikura

1994-Right lobe graft Yamaoka

1997-Right lobe adult to adult

1998-First Rt lobe in USA

2002-Laparoscopic left lateral

2008-Adult to adult Leeds NHS
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Dual left lobe living donor grafts

Asan medical centre, Seoul, Korea
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LRLT-Disadvantages
• High risk

• Technically difficult

• Patient or surgical stress-media

• Cost/Personnel/Infrastructure

• Higher rates of donor death than kidney

• Risk to donor and recipient 200% mortality

• Potential to effect organ donation rates in 
adversity

• A sub-optimal graft

• Higher PNF



Donor Death 

“Donor death halts liver surgery”

Jan 2002

Mount Sinai New York

The use of live donors has stirred ethical debate

Performing major surgery on someone who doesn’t 

need it violates the dictum “doctors do no harm”



LRLT

Brown RS Gastroenterology 08 
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LRLT
Factors influencing survival



Centre Volume

Berg et al. Gastroenterology 08









50 patients

5 yr patient survival 96%

5 yr graft survival  93%

No donor mortality

14% biliary complications

BJS July 2008



THE EVIDENCE















Is it better ?



Conclusions

Innovation should be applauded

We have the capability to develop this in the UK

It has not persuaded other teams to follow

Poor evidence base

Why should experienced teams with good results change

Numbers make it hard to justify

Guidelines do not support change


