LETTER TO THE EDITOR

Meso-systemic shunt for middle hepatic vein reconstruction
in right lobe living donor liver transplantation
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There are many situations where it is necessary to use
vascular grafts during organ transplantations, especially in
liver transplantations. In cadaveric liver transplantation,
vascular grafts are usually obtained from the iliac vessels
[1]. In living donor liver transplantation (LDLT), it is not
ethically appropriate to procure such a graft from living
donors, thus resulting in various difficulties in obtaining
appropriate vascular grafts [2]. However, the need for
vascular grafts has tremendously increased with the wider
applications of adult-to-adult right lobe LDLTSs, in which
the drainage veins from the anterior segment may need
to be reconstructed.

The patient was a 57-year-old male with end-stage liver
disease secondary to hepatitis C with hepatocellular carci-
noma. The donor was his 30-year-old healthy son. The
graft had a large drainage vein from Segment-5 account-
ing for 204 ml (28% of the graft volume) of the drainage
area (Fig. la). The CT scan of the recipient showed severe
portal vein stenosis with a large-caliber meso-systemic
shunt draining into the peri-cystic venous plexus as a col-
lateral shunt (Fig. 1b). A segment of the meso-systemic

shunt, 10 cm in length and 18 mm in diameter, was
obtained before the total hepatectomy. The V5 of the
graft, 8 mm in caliber, was anastomosed in an end-to-end
fashion to the procured meso-systemic shunt graft using
7-0 Prolene™ (Ethicone Inc, Somerville, NJ, USA) con-
tinuous sutures on the back-table. After total hepatec-
tomy, the jugular vein graft was anastomosed to the
recipient’s meso-splenic venous junction. The right hepa-
tic vein of the graft was anastomosed to the recipient’s
right hepatic vein with caudal caval spatulation, followed
by the anastomosis between the right inferior hepatic vein
and the vena cava. The portal vein anastomosis between
the graft portal vein and the interposition graft obtained
from the left jugular vein was completed using 6-0
PDS-II"™  (Ethicone Inc) continuous sutures. After
smooth reperfusion, the end of the interposed meso-sys-
temic shunt graft from the V5 was anastomosed to the
recipient’s middle hepatic vein (MHV) with 6-0 Prolene
™ continuous sutures, followed by perfusion (Fig. 2).
The interposition graft filled promptly and provided a
good outflow from Segment 5. The intra- and postopera-
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Figure 1 The graft had significant V5
including V5a andV5b (b). The pre-trans-
plant CT scan showed a prominent
meso-systemic shunt, draining into the
peri-cystic venous plexus (a). SMV
(superior mesenteric vein), V5 (drainage

vein from segment 5).
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Figure 2 The venous graft using a
segment of the meso-systemic shunt
was interposed between the V5 and the
middle hepatic vein (a), followed by
reperfusion (b). V5 (drainage vein from
segment 5).

tive Doppler ultrasound confirmed excellent flow in all of
the reconstructed vessels. The graft successfully functioned
immediately and the patient was thereafter discharged
from the hospital 20 days after the LDLT.

The significance of the appropriate drainage from the
anterior segment of a right lobe graft was first reported
by Lee et al. [3]. Since then, a number of transplant cen-
ters have applied reconstruction of the MHV tributaries
using vascular grafts obtained from the greater saphenous
vein, femoral vein, prosthetic grafts and cryopreserved
cadaveric vein grafts [3-8]. However, they might not be
appropriate or available because of their small calibers,
excessive surgical insults, risk of infection and limited
availability. The use of meso-systemic shunts might be
another possible option for the reconstruction of the
MHYV tributaries, in case other appropriate vascular grafts
are unavailable.
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