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History of Liver Transplantation

 1963: 1st Liver Transplantation (starzl)

 1967: 1st successful Liver Transplantation (starzl)

 1979: 1st use of cyclsporine in liver transplantation (Calne)

 1983: Liver Transplantation approved as a valid therapy for ESLD (NIH)

 1984: reduced liver transplantation (Bismuth)

 1988: 1st Split Liver Transplantation (Pichlmayr’s team in Hannover)

 1989: 1 and 5 year survival 70 and 64% (starzl)

 1989: First successful living-related liver transplant
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History of living donor liver transplantation

▪ 1989: pediatric LDLT

▪ 1993: Adult LDLT using left lobe

▪ 1996: Adult LDLT using right lobe
o 1997: 1st successful in Asia (Asan – Korea)

o 1998: 1st successful in Japan (Koyoto) and Europe (Essen)

o 1998: 1st successful in US (Colorado university North America)

o 2001: 1st successful in Egypt 

▪ 1999: Adult LDLT using right lobe in urgent case (fulminant failure)

▪ 2000: Adult LDLT using dual graft (2left or left and right)

▪ 2001: 1st successful Adult LDLT using dual graft (2left or left and 
right)

▪ 2008: ABO incompatible adult LDLT
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Agenda (Surgical Challenges and Possible Solutions)

Recipient 

● Pre-operative 

● Intra-operative 

Donor  

● Preoperative 

● Intra-operative 



Recipient

Modification 

● Patient type and selection

● Operative 

– Hepatectomy 

– Implantation 

● Unsolved problem 

Goal 

● Improving result 

– Good patient selection (without 

unnecessary restriction)

– Decrease operative time 

– Decrease blood loss 

– Decrease incidence of vascular 

complication 

● Treatment of more advanced and 

complicated cases



Donor 

Modification 

● Donor selection

● Operative 

 

Goal 

● Increase donor pool 

● Donor safety 



Selection (referral center)

● High MELD 

● HCC beyond Milan

● Budd-chiari 

● PVT (grade I – II)

● Combined liver – kidney 

●  salvage transplantation 

● Retransplantation

● Domino liver transplantation  

● Malignant PVT

● PVT (grade III – IV)
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◇ We did a  domino between 27 y old male patient with familial 

hypercholesteremia Who received a liver from his twin sister 

and donate his own to a 52 y old female with LCF  due to 

HCV
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DDLT 
Best Graft Chance

compare between different 
recipients

LDLT
Best Patient Chance

Compare different treatment 
modailities 





PVTT

Sorafenib + TACE

TACE + RF +sorafenib

TACE + PTPVS + 3DCRT 

Chemoradiotherapy + HAIC -→ LDLT







Operative steps modification 



No more excessive dissection

bulldog  Vs ligation 

better BD blood supply

avoid arterial intimal dissection 

Hepatic artery 



segment I mobilization and piggy back after pedicle clamp
less time       lower incidence of bleeding



• The more experience you 
get, the more you use the 
tools





● Increase blood loss (cavernoma and collateral)

● Inadequate thrombectomy (grade III or IV)

● Week flow post thrombectomy (steel phenomena) 

– Collateral ligation 

– Left renal vein ligation 

– I.O embolization for inacessable collateral 

● Arterial complication 

● Biliary complication 

● Need for early anticoagulation 





Eversion thrombectomy 
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● The pullout technique will be useful 

– if the native PV showed sclerotic small 

caliber 

– PV thrombus ex-tended to the SMV and 

SpV junction in preoperative imaging 

study. 

The hypoplastic PV/PV thrombus could be 

completely removed by pulling out the PV 

from the superior border to the inferior border 

of the pancreas.



● The pullout technique will be useful 

– if the native PV showed sclerotic small 

caliber 

– PV thrombus ex-tended to the SMV and 

SpV junction in preoperative imaging 

study. 

The hypoplastic PV/PV thrombus could be 

completely removed by pulling out the PV 

from the superior border to the inferior border 

of the pancreas.

Portal vein 
Splenic vein 

IMV 
SMV  

Inferior pancreatic border



Attenuated PV 

● Pathological 

● Iatrogenic (after 

thrombectomy)

Vein patch graft 
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Portal Vein ramification 
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Type II portal vein 
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Portal  vein Stenosis 

● Prevention 

– Bevelled recipient PV cutting 

– Two angles stretched sutures 

– Zero tension → to avoid burse string effect 

– Small bite 

– Growth factors (one or two) 

– Interrupted anterior sutures 
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Growth factor 
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Type III portal vein 

● Decision : Left Lobe Graft 40



GRWR (Graft Recipient Weight Ratio)
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● Patient weight 

● 70 --------- 82 kg  (GRWR : 0.67 )

● 82 --------- 66 kg  (GRWR : 0.85 ) 
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Outflow 

Cross clamping is mandatory 43



V5, V8 single anastomsis
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