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Domino transplantation (DT) with livers from recipients
with metabolic diseases is a well recognized tool for
expanding organ availability. The best technique for
caval anastomosis in DT recipients is not well defined.
We devised a new technique for outflow reconstruction
that was adopted in 3 cases of DT, in which all donors
had familial amyloidotic polyneuropathy.

DT DONOR HEPATECTOMY

All DT donors received a whole liver graft from a de-
ceased donor. DT donor hepatectomy was performed
with preservation of the inferior vena cava. Short veins
draining the caudate lobe were sutured. In two cases,
the classic piggyback technique1 was used with an end-
to-end anastomosis between the stump of the three
major hepatic veins (right, middle, and left) and the
donor suprahepatic inferior vena cava. In order to keep
the hepatic vein cuff long enough to perform a piggy-
back reconstruction, no attempt was made to obtain a
long caval stump in the native liver. In 1 case, the 3
major hepatic veins lying on different transversal
planes were sutured and an end-to-side cavo-caval
anastomosis was performed.

In all cases, the orifices of major hepatic veins of the
amyloidotic livers did not have sufficient tissue to per-
form a direct anastomosis with the caval cuff of the DT
recipients, in whom a piggyback reconstruction had
been planned (Fig. 1).

BACK-TABLE PREPARATION OF THE GRAFTS

At the back table, a vascular graft including the lower
portion of the inferior vena cava in continuity with the

left or right common iliac vein harvested from the de-
ceased donor was used. The conduit was opened longi-
tudinally and placed upon the above-mentioned venous
stumps with its inferior wall, which was opened circu-
larly in correspondence with each venous orifice and
anastomosed with an everting 6/0 polypropylene su-
ture. A venoplasty between the stumps of the amyloid-
otic graft was performed whenever possible. In the first
case, a venoplasty was performed between 1 vein drain-
ing segment IV and the middle hepatic vein, and be-
tween a right superficial vein and the main trunk of the
right hepatic vein, whereas 1 vein draining the caudate
lobe was anastomosed separately. In the second case, 1
vein from the caudate lobe was anastomosed separately
and a venoplasty was performed between the middle
and left hepatic veins. In the third case, a venoplasty
was performed between a common stump including the
left hepatic vein and 1 vein from the caudate lobe, and
the middle hepatic vein, while a common cuff including
the main and the superficial right hepatic veins was
anastomosed directly (Fig. 2).

The external edge of the vascular graft was trimmed
in order to obtain a circular stump, which was anasto-
mosed end-to-end with the recipient cuff formed by the
right, middle, and left hepatic veins using an everting
5/0 polypropylene suture. Back-table preparation re-
quired less than 45 minutes in all cases.

LIVER TRANSPLANT PROCEDURES AND
OUTCOME

DT recipient procedures were carried out with standard
techniques, without caval clamping. Ischemia time was
525, 290, and 212 minutes, respectively. Operation
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time was 345, 405, and 255 minutes, respectively.
Packed red blood cell transfusion was 650, 1,000, and
0 mL, respectively.

Postoperatively, Doppler ultrasound showed normal
triphasic flow into all major hepatic veins of the amy-
loidotic liver in all cases. All DT recipients showed nor-
mal liver function and excellent clinical conditions
within 2 weeks of transplantation.

The technique described above allowed liver trans-
plantation procedures to be safely performed with pres-
ervation of the inferior vena cava and without veno-
venous bypass. The use of venous grafts, including
inferior vena cava and iliac bifurcation, and portal vein
bifurcation have been described in other studies.2,3

However, a conduit with 2 terminal stumps may not be
anastomosed to multiple venous cuffs and could have
limited possibilities of orientation, determining outflow
problems because of torsion.4 In our technique, 2 ad-
vantages can be recognized: the possibility of anasto-
mosing several venous orifices to a single patch and of
preventing outflow obstruction by creating a wide and
adaptable cuff.5
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Figure 1. Amyloidotic liver graft with the orifices of the cau-
date lobe hepatic vein (CLHV), left hepatic vein (LHV), middle
hepatic vein (MHV), right hepatic vein (RHV), and superficial
right hepatic vein (SRHV).

Figure 2. Venous patch anastomosed to the orifices formed
by the caudate lobe hepatic vein (CLHV), left hepatic vein
(LHV), and middle hepatic vein (MHV), and by the right hepatic
vein (RHV) and superficial right hepatic vein (SRHV).
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