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Abstract
Liver tumor and other benign liver diseases such as 
polycystic liver disease can cause massive hepatomega-
ly and may represent an indication for liver transplanta-
tion (LT) in some instances. In this setting, LT can be 
extremely difficult and challenging due to its decreased 
mobility and access to vascular supply. Benefit from 
either a right or a left partial liver resection during the 
transplant procedure has been advocated to safely ac-
complish the hepatectomy of the native liver. Although 
we believe that partial hepatectomy adds some risk to 
intra-operative bleeding, we alternatively advise a differ-
ent approach. We have a successful experience with LT 
in 6 massive hepatomegaly patients due to giant liver 
lesions. All the transplant procedures were performed 
without intermediate partial liver resection, showing that 
selective use of veno-venous bypass can play a signifi-
cant role in the treatment of massive hepatomegaly. 
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TO THE EDITOR
We read with great interest the article of  Jiang et al[1], 
published in last October in World Journal of  gastroenterol-
ogy 2009 October 28; 15 (40): 5112-5113 regarding a case 
of  liver transplantation (LT) for polycystic liver with 
massive hepatomegaly. After an unsuccessful attempt to 
defenestrate the cyst, they performed hepatectomy for 
the native liver during LT accomplishing a left hepatec-
tomy followed by a right hepatectomy because the mas-
sive hepatomegaly resulting from the enlarged liver cysts 
caused a very small surgical space, thus making the clas-
sic dissection of  the hilar structures extremely difficult. 
Although we agree with the authors that the polycystic 
liver is not only large but also rigid, and consequently the 
mobility and access to vascular supply are decreased, we 
think that performing either a right or a left partial liver 
resection during LT adds some risk to intra-operative 
bleeding and we alternatively advise a different approach.

Indeed, we have some successful experience with LT 
in 6 patients with massive hepatomegaly due to giant 
liver lesions.

The primary indications for LT in 3 patients were 
polycystic kidneys and liver disease (Figure 1A), and two 
of  them required a combined liver and kidney transplan-
tation (Figure 1B) after bilateral nephrectomy. 

LT was performed due to multifocal hepatocellular 
carcinoma (HCC) (Figure 1C), giant hepatic hemangioma 
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(Figure 1D), and multiple metastases of  carcinoid tumor 
(Figure 1E) for the 3 patients, respectively.

The recipient with giant multifocal HCC was obvi-
ously an exception to the Milan criteria (2) for LT in 
HCC patients.

After consulting our Internal Review Board, this pa-
tient was listed in a special list of  potential recipients of  
“liver that nobody uses”[3]. All LT procedures were per-
formed using cadaveric grafts except in 1 living case of  
right lobe donation in favor of  the recipient with giant 
hemangioma. 

The weight of  all the explanted livers was more than 
7 kg each (range: 5.440-10.000 g) and all the hepatec-
tomies were extremely difficult because of  the massive 
hepatomegaly.

In the HCC recipient and living donor, venous-
venous bypass was performed during hepatectomy[4] 
and no systemic anti-coagulation occurred as previously 
described[5]. A standard hepatectomy technique instead 
of  venous-venous bypass was used in the other 4 cases. 
Cystic defenestration was performed in the 6 cases using 
a large incision instead of  thoracotomy for the spaces.

All the recipients had an uneventful post opera-
tive course and were alive at the time when they were 
followed up for 12 mo.

After two-disease free years, the HCC recipient de-
veloped a single bone lesion which was treated with se-
lective radiotherapy.

We have never performed intermediate liver resec-
tion of  massive hepatomegaly, because it may increase 
the risk of  intra-operative bleeding.

We advise venous-venous bypass whether its access 
to vascular structures is difficult or impossible due to 
massive hepatomegaly.
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Figure 1  Liver transplantation for hepatomegaly. A: Polycystic kidney and liver disease; B: Combined liver and kidney transplantation after bilateral nephrectomy; C: 
Multifocal hepatocellular carcinoma (HCC); D: Giant hepatic hemangioma; E: Multiple metastases of carcinoid tumor.

CBA

D E


