
Anatomical Variations and Reconstruction Techniques 
of the Left Hepatic Vein in Pediatric Living Donor Liver 
Transplantation

Dear Editor, 

We read with interest the article by Shankar et al.[1] that was 
recently published in American Journal of Transplantation. 
This study was conducted on prospectively collected data-
base of 296 left lateral segment (LLS) pediatric living donor 
liver transplantation. Aim of it was to identify different ve-
nous drainage patterns of segment 2 (V2) and segment 3 
(V3) and to describe their proper reconstruction. We would 
like to make a few contributions by emphasizing that we 
appreciate great importance to this study. 

The left hepatic vein (LHV) anatomy defined by the au-
thors, which we encounter in a previous study of Mohamed 
Rela,[2] can be more comprehensive classification with addi-
tion of two different types, although the frequency is low. 
V2 and V3 may drain conjoin or separately into the middle 
hepatic vein (Fig. 1a, b).

In “modified triangular technique” frequently used in anas-
tomosis to the vena cava inferior (VCI) of the recipient of 
the LHV, we do not recommend making a longitudinal slit 
in the anterior aspect of the inferior vena cava, as suggest-
ed in the article by Fukuda et al.[3] Because this incision will 
cause an excessive width on the inferior vena cava side of 
the anastomosis, adapting sutures will be used excessively 

to adapt the anastomosis, and inferior vena cava stenosis 
will occur as a result.

Regarding reconstruction techniques in grafts with mul-
tiple orifices:

• Unification venoplasty should be performed in type 1b 
and type 2. However, while doing this procedure, V2 and 
V3 orificies should be held together like an equilateral 
triangles (Fig. 2a). The closest edge of triangles should 
be joined with interrupted 7/0 absorbable monofla-
ment sutures (Fig. 2b). The objective here is to apply a 
joining suture without narrowing or stretching both lu-
mens. If the unifying includes half of the orificies of V2 
and V3, that is half of the circles, it can be seen that both 
of the lumens narrow. Then an autologous saphenous 
vein that cut longitudinally or cryopreserved iliac vein 
graft is sutured around the joined vessel like a circum-
ferential fence or venous conduit (Fig. 2c). This may also 
be called a funnel shaped extension.[4]

• In this article,[1] we see that a partial circumferential 
fence is made the named as “extension venoplasty” in 
Figure 4c. Such reconstructions will complicate anasto-
mosis. A circumferential fence with saphenous vein or a 
venous conduit should always be made as 360 degree.

Please cite this article as ”Usta S, Yilmaz S, Akbulut S. Anatomical Variations and Reconstruction Techniques of the Left Hepatic Vein in 
Pediatric Living Donor Liver Transplantation. J Inonu Liver Transpl Inst 2023;1(2):77–78”.

 Sertac Usta,  Sezai Yilmaz,  Sami Akbulut

Department of Surgery and Liver Transplant Institute, Inonu University Faculty of Medicine, Malatya, Türkiye

Letter to the Editor

Address for correspondence: Sami Akbulut, MD. Department of Surgery and Liver Transplant Institute, Inonu University 
Faculty of Medicine, Malatya, Türkiye
Phone: +90 532 325 12 12 E-mail: akbulutsami@gmail.com

Submitted Date: 29.05.2023 Revised Date: 29.05.2023 Accepted Date: 31.05.2023 Available Online Date: 25.09.2023
©Copyright 2023 by Journal of Inonu Liver Transplantation Institute - Available online at www.jilti.org
OPEN ACCESS  This is an open access article under the CC BY-NC license (http://creativecommons.org/licenses/by-nc/4.0/).

DOI: 10.14744/jilti.2023.43534
J Inonu Liver Transpl Inst 2023;1(2):77–78

JOURNAL OF INONU LIVER 
TRANSPLANTATION INSTITUTEJILTI

https://orcid.org/0000-0003-0446-7073
https://orcid.org/0000-0002-8044-0297
https://orcid.org/0000-0002-6864-7711


78 Journal of Inonu Liver Transplantation Institute

• We would like to state that we cannot make sense of 
the fact that the diameter of V3 below or above 7 mm 
in type 3 determines the type of reconstruction. In any 
case, the V3 orifice should be extended to V2 with a 
cryopreserved vein and unification should be done as 
described above. In the pediatric patients, especially 
under 10 kg, lengthening and anastomosis of the V3 
into the inferior vena cava with an already very narrow 
diameter will invite inferior vena cava complications. 
Also, since the extension of V3 into the inferior vena 
cava will partially change the flow direction, thrombosis 
will be inevitable in a low-flow venous system.
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Figure 1. V2 and V3 may drain conjoin into the middle hepatic vein (a); V2 and V3 may drain separately into the middle hepatic vein (b).
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Figure 2. V2 and V3 orificies are held together like an equilateral triangles (a); the closest edge of triangles are joined with interrupted sutures 
(b); a cryopreserved ilia cvein graft is sutured around the joined vessel like a venous conduit (c).
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