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Reconstruction of the middle hepatic vein (MHV) tributaries, in modified right lobe grafts,
appears to be effective for solving the congestion problem of the right paramedian sector
(segment V, VIII). Various methods have been proposed to maintain efficient graft outflow for
right lobe grafts without the middle MHV by centers with a high volume of procedures. .

Since December 2005, we adopted the bench procedure for reconstruction of a modified right
lobe graft into the shape of an extended right lobe graft with a venous pouch to form a common
trunk between the MHV (or newly reconstructed MVH) and right hepatic vein (RHV) using a
cryoperserved aortic patch or bovine pericardium. Before December 2005, the graft RHV and
MVH were anastomosed to the recipients’ RHV and MHV/left hepatic vein. In this study, we
compared the results of these two different methods (23 recipients of the direct and separate
anastomosis, group A; 40 recipients of formation of a common outflow trunk, group B).

The two groups were comparable in terms of preoperative parameters. Compared with group
A, the middle hepatic vein patency length in group B was much better (p = 0.000). The
necessity of metallic stenting due to early occlusion of the hepatic vein was significantly
decreased in Group B (Group A; 5/21 vs. Group B; 2/40, p = 0.042). However, 1-year patient
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and graft survival was not different between the two groups (p = 1.000).

Our procedure for constructing a modified right lobe graft into an anatomical figure with the
extension of the right lobe graft and reconstruction of a wider outflow tract might provide an
effective functioning liver mass and help to improve the outcomes in these patients.

Key Words: Right lobe living donor liver transplantation, Middle hepatic vein, Hepatic

venoplasty, Outflow reconstruction
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Figure 1. V5s and V8s (arrows) are arranged along the groove
formed by MHYV after tailoring donor hepatectomy with exposing
the Right side of the MHV.

L 84 olFdstmrg eI 13 8% Ads
D) 3ei4 2 24
o A F %

2 ol g5to]

|

ofN
ot
A=
EN
o
it
o
>
o
_O‘ll‘
2
K

SRRy
E{ooﬁom

o 2 o
LU

2 KU Pl

X g
o1 ot Mo mt dlo

ﬁd
347
O,
(e
>
i
e

o ofy
)
ox,
=)
il
[
M
B
I

offl % o

SRR

b %

£

i
1=}
=)
=
ox,
12
o
fu
-
o
o, of
e
ﬂ
Ne%Q

)
:OuL_l,
i)
i
_o‘g

o Mo
=3
=k
o
Jo
B
~

Hu

8
3
1o,
>,
AL
1
=
= 12
[
o o J
b2 1
O o B
2 oo B o o
o o > 2
R SN
N,
j@ Dl
i=h o
st =)
T& =
io o
o >
S )
X rr

o
Jin s
o
o 5
_I% rot,
i
o
ol
~
"% 1
= (o
ol
R
L
qu ek
E=
£y
o,
RU-h)
2
4 U
RS >
o £
o1
>
g x
(NP

Figure 2. After parenchymal dissection with exposing the Left
side of the MVH, Type III V4b (long arrow) that drained into the
Middle hepatic vein was identified.
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Figure 3. Outflow reconstruction of Right hepatic vein (RHV)
and Middle hepatic vein (MHV) trunk with cryopreserved aortic
patch and formation of the common trunk.
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Figure 4. In Right lobe graft without Middle hepatic vein (MHV),
composition MHV reconstruction and formation of MHV and
Right hepatic vein (RHV) common trunk with using
cryopreserved vessels.
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Figure 5. Reconstruction of the middle hepatic vein using bovine
pericardium at the back table and anastomosis of graft outflow to
recipient’ s vena cava. Tributaries of the MHV and the anterior
wall of the RHV were connected to the bovine pericardium which
will make up the floor of the reconstructed MHV. This floor was
roofed over with a patch of larger bovine pericardium.



Figure 6. schematic figures of the difference between direct
separate anastomosis method and modified piggyback
anastomosis method.
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Figure 7. Modified piggyback anastomosis of graft outflow.
Posterior wall of graft outflow is first anastomosed to the
posterior wall of recipient’s Right hepatic vein. The roof of the
graft outflow cloaca connected to the recipient’ s caval opening.
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Table 1. Data for recipients with separate Right and Middle hepatic
vein anastomosis (Group A) and hepatic venoplasty and wide common
trunk (Group B)

Group A (n=21) Group B (n=40) P
Gender (M:F) 21:0 34:6 0.085
Age 48.4 + 6.4 491 £ 7.8 0.739
CTP score 8.0=* 25 8.8 28 0.320
MELD score 152 £ 6.7 18.1 £9.2 0.188
Donor gender (M:F) 14:7 21:19 0.292
Donor age 285 £ 76 320 £11.0 0.146
Graft weight (g) 706.4 £ 1225 705.7 £127.9 0.982
GRWR (%) 1.06 = 0.24 1.05 £ 0.27 0.871
GV/SLV (%) 55,5 £ 9.3 55.8 £ 12.0 0.927
Graft steatosis (%) 3.2=*59 35 %61 0.855
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Figure 8. Middle hepatic vein outflow patency rate in Right lobe
graft before/after December 2005
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