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TRANSPLANTATION

Background 
Since the first successful liver transplantation (LT) was 
performed by Starzl and colleagues in 1967, LT has become 
the gold standard therapeutic modality for acute liver failure, 
chronic end stage liver disease and liver tumors.1 Living 
donor liver transplantation (LDLT) constitutes the majority 
of LT in many Asian and Middle East countries including 
Turkey where organ donation is insufficient mostly due to 
religious reasons, while deceased donor liver transplantation 
(DDLT) constitutes the majority of LT in western countries 
where cadaveric organ donation is the dominant.2,3 According 
to the a recent study, deceased and living donation rates for 
per million people in Spain, South Korea and Turkey were 
43.6/8.0, 11.4/42.4 7.0/45.1, respectively.3 According to 
2013 data of the Turkish Ministry of Health, 468 patients 
died on the waiting list and 77.8% of the patients who had 
brain death could not be used as cadaver donors because 
their relatives did not approve.3 Therefore, LDLT is the 
main solution in countries such as Turkey where cadaveric 
organ donation does not meet the needs of the patients on 
the waiting list.

Safety of living liver donor (LLD) in LDLT is the most 
important issue and preoperative detailed analysis of the 
donor and recipient candidates is mandatory to reduce the 
postoperative donor and recipient morbidity and mortality.4 
Despite detailed preoperative evaluation, the living donor 
hepatectomy (LDH) can be terminated due to various 
reasons at any stage of the surgical procedure. LDH can 

be aborted because of unpredictable or inevitable reasons 
related to donors or recipients and this is called aborted donor 
hepatectomy (ADH) or “no-go” donor hepatectomy.5-9 This 
condition can be avoided by the experience of the LDLT 
centre and use of advanced imaging techniques. However, 
unpredictable intraoperative findings related to donor or 
recipient can result in ADH even if all preoperative work-up 
is normal. Transplant centres at the beginning of the learning 
curve for performing LDLT have higher rates of ADH, a 
condition we refer to as the "beginner syndrome". ADH or 
no-go donor hepatectomy was highlighted for the first time 
by Pomfret and colleagues.10-11 After then, a limited number 
of studies have been published about ADH.5-11 In the present 
study we aimed to evaluate the results and implications of 
ADHs at our institute.

Material and methods

Study cohort 
From September 2005 to January 2019, 2 031 LLD 
candidates were taken to the operating theatre for LDH. 
LDH was successfully completed in 1 954 LLD candidates. 
The surgical procedures of the remaining 77 LLD were 
terminated at various stages of the surgery due to donor 
or recipient related reasons (Figure 1). LLD candidates 
whose LDH procedure was terminated after abdominal 
incision were included in this study, while LLD candidates 
who refused the surgery in the operating theatre due to 
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psychosocial reasons were excluded. The surgeons and the 
anaesthesiologists together took the decision to terminate the 
surgical procedure in case of respiratory or haemodynamic 
instability during recipient and donor surgery. On the other 
hand, the surgical team decided to terminate the surgery for 
LLD candidates who had abnormalities in the bilio-vascular 
structures or adverse histopathological findings of the 
donor’s liver. Similarly, it was a surgical team decision to 
terminate a recipient procedure due to technical issues such 
as advanced tumours or dense abdominal adhesions. 

Patients’ medical records were retrospectively reviewed 
and the following data was extracted and analysed: donor 
age (years), donor gender (male, female), donor BMI  
(kg/m2), reason for termination, the stage of termination of 
the operation and clinical course of recipients. ADHs were 
divided into two main categories: donor and recipient related 
reasons and results are presented based on these categories.

Donor selection criteria
Our country allows first to fourth degree relatives to become 
LLD candidates in accordance with the regulations of the 
ministry of health. Any LLD candidate that is not a relative 
of the recipient must be approved by the local ethics 

committee. The local ethics committee is composed of 
the governor of the state, the chief of police and the local 
administrator of the ministry of health. The ethics committee 
rule out any conflict of interest between the donor and the 
recipient before surgery. In our institution, all LDLTs 
performed from non-next of kin donors are approved by the 
local ethics committee.

The LLDs evaluation algorithm used in Inonu University 
Liver Transplant Institute has been previously described.12 The 
LLD candidates between 18 and 60 years with normal renal 
and liver function tests, negative viral serology panel except 
total hepatitis B core antibody positivity, and with a matched 
or compatible blood group type were further considered 
for radiologic evaluation. Magnetic resonance imaging 
(MRI) and magnetic resonance cholangiopancreatography 
(MRCP), initially used selectively, have now for the last two 
years become standard at our institute. Contrast enhanced 
multidetector computerised tomography (MDCT) was used 
to evaluate the vascular anatomy, graft volume, remnant 
liver volume and hepatosteatosis. Biliary tract anatomy was 
evaluated with both preoperative MRCP and conventional 
intraoperative cholangiography obtained before hilar dis-
section. 

For the first ten years of our experience, LLD candidates 
were directly eliminated when ≥ 10% hepatosteatosis 
was detected in the MDCT. However, when there was no 
other available LLD candidate and there was a 5–10% 
hepatosteatosis in the MDCT or MRI, liver biopsy was 
performed mostly by using mini upper midline laparotomy 
or laparoscopy. The optimal LLDs candidates and recipients 
characteristics required for the LDLT procedure are as 
follows: graft to recipient weight ratio (GRWR) ≥ 0.8%, graft 
weight/standard liver volume ratio ≥ 40% and the remnant 
liver volume ≥ 30%.13-15 However, if the recipient does not 
have any other LLD candidate or if portal venous pressure 
can be modulated, GRWR can be reduced to 0.7%.15 If the 
LLDs are younger than 35 years and hepatosteatosis was 
not detected in histopathological examination, remnant liver 
volume can be reduced to 28%.15 For the last three years 
of our experience, we have started to consider the donor 
selection criteria that are proposed by Lee and colleagues 
from Asian Medical Centre in addition to the standard donor 
evaluation criteria. These criteria consist of the age, fatty 
change (macrosteatosis) and remnant liver volume.16

Literature review
The second objective of this study was to review articles 
published in the literature on ADH. A literature search was 
conducted on PubMed, Medline, Google Scholar, and Google 
databases using the following terms: LT, LDLT, LLD, LDH, 
no-go LDH, and ADH. Data is presented in tabular form to 
give general and specific context to the current report.

Results

General assessment 
The relationship of the donors to the recipients are as 
follows: unrelated (n = 6) and related (n = 71). Seventy-
seven of 2 031 (3.79%) LDH procedure was terminated 
due to either recipient (n = 24) or donor (n = 53) related 
reasons in patients whose age ranged between 18 and 57 
(median: 36, mean ± SD: 37.3 ± 9.9) years. The BMI of 
the LLD candidates ranged between 18 and 35.4 kg/m2 

Between 2005 and 2019  
(n = 2 031 LLDs candidates)

Successful LDH  
(n = 1 954)

Aborted LDH 
(n = 77))

Donor related reasons (n = 53) Recipient related reasons  
(n = 24)

Hepatosteatosis (15-20%) (n = 8) Hemodynamic instability  
(n = 11)

Hepatosteatosis (20-40%) (n = 7) Shunt surgery (n = 3)
Hepatosteatosis (5-10%)+ 

Cholestosis (n = 2) Severe adhesions (n = 3)

Hepatosteatosis (5-10%)+ Fibrosis 
(n = 2)

Peritoneal carcinomatosis  
(n = 4)

Gross granular paranchyma (n = 5) Hepatic resection (n = 2)
Latrogenic RHA dissection (n = 2) Type IV PVT (n = 1)
Latrogenic RHA harvesting (n = 1)

Insufficient RHA flow (n = 2) 
(MALS*1)

PV variation+ Insufficient RLV 
(n = 1)

Biliary tract variation+ Insufficient 
RLV (n = 1)

Biliary tract variation (n = 3)
Insufficient RLV (n = 4)
Fibrosis (3-5/6)(n = 2)

Severe bronchospasm (n = 1)
Miscellaneous (n = 4)

Latrigenic segment IV HA 
Dissection+ Insufficient RLV  

(n = 1)
Hepatosteatosis (15-20%)+ Biliary 

tract variation (n = 1)
Hepatosteatosis (10%)+ Hepatitis/
Cholestasis/Inflammation (n = 5)

Figure 1: Classification of aborted donor hepatectomies 
according to underlying causes
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(median: 25.9, mean ± SD: 26.2 ± 3.4). Forty-one patients 
were male (53.2%) whereas 36 (46.8%) were female. 
The LDH was terminated due to various reasons at the 
following stages: cholecystectomy + cholangiography 
(n = 25), laparotomy + biopsy (n = 17), cholecystectomy + 
cholangiography + biopsy (n = 12), parenchymal transection 
(n = 8), laparoscopic biopsy (n = 6), laparotomy (n = 4), hilar 
dissection (n = 4) and parenchymal transection + division 
of left bile duct (n = 1). The distribution of ADH by years 
in relation to the total number of transplants per three-year 
period is shown in Figure 2.

Donor reasons
Fifty-three (68.8%) LDH procedures were terminated due to 
donor related reasons.

Unexpected liver parenchyma quality
Thirty-two (41.5%) LDH procedures were aborted due to 
histopathologically proven poor liver parenchyma quality. 
These included hepatosteatosis, fibrosis, chronic active 
hepatitis, gross granular parenchyma, cholestasis, and 
periportal inflammation. The most frequent histopathological 
problem in ADH was hepatosteatosis, whose degree varied 
from 5–40% (n = 25) (Figure 3). In one patient in which 
the procedure was aborted due to donor hepatosteatosis, 
re-evaluation after six months of diet and medical therapy 
showed resolution enabling the LDLT to be carried out as 
originally planned. 

Insufficient remnant liver volume not predictable by 
MDCT evaluation
Four (5.2%) LDH procedures were terminated only due 
to the insufficient remnant liver volume. All four LLD 
candidates had borderline remnant liver volume (28–30%) 
and after clamping the right hepatic artery and right branch 
of portal vein, the Cantlie’s line formed near the falciform 
ligament which was more medial (to the left) than expected. 

The procedures were aborted in order to avoid insufficient 
remnant volume. 

Unexpected biliary tree variations
Five (6.5%) LDH procedures were terminated due to 
variations in the biliary tract. In addition, one of these 5 
patients had concomitant insufficient liver volume and 

NT = Number of transplants in this period

2017 to 2018
NT = 457

2014 to 2017
NT = 535

2011 to 2014
NT = 560

2008 to 2011
NT = 355

2005 to 2008
NT = 47

ADH recipient

ADH donor

ADH number

0      5      10      15      20      25      30

Number

Figure 2: Distribution of ADH by years

Figure 3: Predicted transection lines for right or left donor 
hepatectomy A) Intraoperative cholangiography of a left 
lobe donor hepatectomy; transection shows that after 
transection there are multiple transected bile ducts on 
both sides. B) Intraoperative cholangiogram of right lobe 
donor, transection line shows that there is a suspicion for 
injury to the segment 4 bile duct; this procedure could have 
proceeded with 3 bile duct stump. C1 and C2) Intraoperative 
cholangiography of the same patient from two different 
angles showing segment 2 bile duct draining into the right 
hepatic duct.

3A

3C1

3B

3C2
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another had hepatosteatosis. In one LLD in whom a 
left lateral segmentectomy was planned, intraoperative 
cholangiography revealed a connection between right and 
left hepatic bile ducts that precluded the intended partial 
hepatectomy (Figure 3A). Another LDH operation was 
aborted after intraoperative cholangiography showed that 
the segment 4 bile duct was at risk of injury. Normally LDH 
could have been performed that would include 3 bile duct 
stumps in the graft (Figure 3B). Another donor operation 
was aborted due to segment 2 biliary tract draining into right 
anterior sectoral bile duct (Figure 3C1-C2). 

Unexpected abnormal vascular structure
Three (3.9%) LDH procedures were terminated due to 
vascular reasons. In one of these procedures hepatic arterial 
pulsation was weak during palpation of the hepatic hilum. 
Intraoperative Doppler ultrasonography 
showed weak flow in the arterial system 
that lacked systolic pulsation and the 
operation was aborted. Postoperatively 
meticulous re-evaluation of the MDCT 
revealed median arcuate ligament syn-
drome (MALS) (Figure 4). The other 
two operations were emergency LDLT 
procedures for acute liver failure when 
the senior surgeon was not present. In 
these procedures, after clamping the right 
hepatic artery and the portal vein, the 
Cantlie’s line formed more medially at 
the left side than anticipated. The surgeon 
in charge of the operation terminated the 
operation due to insufficient graft volume. 
Re-evaluation of the donor dynamic liver 

MDCT showed that the portal vein had a type 3 portal vein 
anatomical anomaly (Figure 5). These were the two cases in 
the beginning of the LDLT programme of our institute. 

Unexpected iatrogenic vascular injury 
Four (5.2%) LDH procedures were terminated due to 
iatrogenic surgical injury. In two LLDs, right hepatic 
arteries were dissected, and the intraoperative Doppler 
ultrasonography showed lack of blood flow in the right 
hepatic arteries so the procedures were aborted. In another 
procedure in which left lobectomy was planned, the 
segment 4 artery was accidently transected and therefore 
the operation was terminated. In the fourth case during the 
parenchyma transection it was seen that the middle hepatic 
vein was retained in the graft side in a case with a borderline 
remnant volume of 29% and the case was aborted due the 
insufficient remnant liver volume. 

Recipient reasons
Twenty-four (48.3%) LDH procedures were terminated 
due to recipient related reasons. Eleven procedures were 

Figure 4: Sagittal section MDCT images showing median 
arcuate ligament syndrome (white arrow showing the 
compression of celiac axis)

Figure 5: Coronal section MDCT images showing type 3 
portal vein anatomy according to Varotti-Emre classification 
(White circle)

Figure 6: Intraoperative and preoperative MDCT images of the giant hepatic 
tumour (thin white arrows)
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terminated because the recipient became haemodynamically 
unstable during the explant hepatectomy. Three LDH 
procedures were terminated because of excessive bleeding 
during dissection of the diffuse adhesions due to previous 
peritonitis. In four recipients, advanced stage tumour was 
detected, and the procedure was aborted. Another three 
recipients with refractory oesophagus variceal bleeding 
were scheduled for LT but they were found to have non-
cirrhotic portal hypertension confirmed on operative liver 
biopsy. They went on to have portocaval shunts and the 
LDH procedure was terminated. In another recipient with 
portal vein thrombosis, sufficient portal venous flow could 
not be obtained after thromboendovenectomy and the 
surgeon in charge of operation concluded that portal vein 
reconstruction was not possible. Therefore, both recipient 
and donor operations were terminated. Two patients with 
giant hepatic tumours were operated with the intent of LT. 
Intraoperatively, the remnant liver volumes were evaluated 
to be sufficient and extended right hepatectomies were 
performed and the LDH aborted (Figure 6). 

Clinical course of recipients 
In twenty-three of the 77 aborted procedures, the recipients 
underwent LDLT (n = 21) or DDLT (n = 2) in a median of 6 
(range 0–129 days) days following the index procedure. In two 
patients whose procedure was aborted due to haemodynamic 
instability and another patient with hepatosteatosis, LDLT 
was performed at a later stage using the graft obtained from 
the index aborted donor candidate. Thirty-six cases did not 
have LT and died in a median of 17.5 (range 0-1 154 days) 
days following the aborted procedure. Eighteen patients are 
still under surveillance on the waiting list. 

Results of literature review
The literature review analysis of the 25 published articles 
retrieved and the current series are summarised in Table 1 
and Table 2.5-8,10,11,17-35 Detailed information was obtained on 
99 patients, 73 (73.3%) ADHs were due to donor reasons 
while 26 (26.7%) were due to reasons related to the recipient. 

The most common donor related reasons were biliary tract 
variations (27.4%), poor quality of parenchyma (20.5%) and 
hepatosteatosis (19.2%), while the most common recipient 
related reasons were haemodynamic problems (52.2%). 

Discussion
In this study, we aimed to describe our ADH experience 
as well as to review the studies published in the literature. 
According to our literature review, prevalence of ADH 
ranged from 0.4–18.2%.5-7,9,17-20,26 The prevalence of ADH 
in our institute was 3.79%, which is consistent with the 
literature. Furthermore, 68.8% of the ADHs in our institute 
were due to donor related reasons and 31.2% of the ADHs 
were due to recipient related reasons. Our results showed that 
donor related ADH rates were lower than in the literature but 
recipient related ADH rates were higher. Although the overall 
ADH rates in our institute appear higher than many studies 
in the literature, our ADH rates have dramatically decreased 
since we started using preoperative MRI and MRCP. Today, 
unexpected quality of the donor liver parenchyma and the 
haemodynamic problems of the recipients are among the 
most common reasons for termination of LDH procedure in 
our transplant institute. 

Hepatosteatosis was the main factor for graft parenchyma 
quality leading to ADHs. Debate regarding the efficacy of 
the radiologic instruments in determining the hepatosteatosis 
is still not resolved. The efficacy of MDCT in determining 
the hepatosteatosis increases with higher grades of 
hepatosteatosis. Sensitivity of MDCT in determining 
hepatosteatosis ≤ 30% ranges between 50–70%. Sensitivity 
increases to 80% if hepatosteatosis is > 30%.36 In a study 
conducted in our institute, Sagir and colleagues37 stated 
that the sensitivity and specificity of MDCT in determining 
hepatosteatosis was reported to be 77% and 75% 
respectively. MRI has been reported to have more sensitivity 
in determining hepatosteatosis when compared to MDCT. 
However, MRI sensitivity also differs with different grades of 
hepatosteatosis and it ranges between 82–97.4%.38 Although 
it is not yet included in the preoperative donor evaluation 

Table 2: Reasons for aborted donor hepatectomy in the reported series 
Reasons for aborted donor hepatectomy Patients References
Donor related 73
     Hepatosteatosis/Steatohepatitis 14 5,7,8,11,18,22-24,34
     Poor quality of parenchyma/Fibrosis 15 5-8,18,22,27
     Hepatic artery variations 4 5,34,35
     Portal venous variations 3 18,26,31
     Biliary tract variations 20 5-7,11,18,25-28,32,35
     Insufficient remnant liver volume 5 5,7,25,26,34
     Hemodynamic instability/Bradicardia 6 5,8,10,11,20,30
     Surgical conditions/Bleeding 2 5,11
     Miscellaneous 4 11,25,29,30
Recipients related 26
     Dense adhesions 1 22
     Advanced stage tumor 6 22,23
     Hemodynamic instability/Mortality 12 6,22,25,27,33
     Miscellaneous 7 19,22,25,27
No-available information 20 17
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criteria, transient elastography, which is frequently used 
to measure fibrosis and hepatosteatosis in chronic liver 
disease, can be used to evaluate donor parenchyma 
quality.39,40 In our early experience regarding the evaluation 
of LLD candidates, combined MRI and MDCT use was 
not frequently performed. For the last two years, we have 
started to routinely perform MRI combined with MDCT 
and termination due to hepatosteatosis was significantly 
decreased. Unfortunately, MRI cannot be performed for 
LLD evaluation in cases that require emergency LT which 
requires rapid evaluation and decision for operation, and 
therefore we cannot use MRI for evaluation of parenchymal 
quality of LLDs under extreme emergency conditions. In 
recipients that require emergency LT, LLD candidates with 
low BMI and no hepatosteatosis on MDCT are chosen. In 
these cases, laparoscopic or open biopsy is obtained when 
necessary and, if the procedure is aborted due to unexpected 
parenchymal problem, no significant morbidity is observed. 
In these cases, if the perioperative cholangiography shows 
multiple biliary ducts, this creates a potential postoperative 
complication risk for the recipient but not for the LLDs.  
A detailed informed consent is obtained regarding the 
possible outcomes. Abnormal bile duct anatomy is very 
rarely a reason for ADH due to potential risks for the LLDs. 

Another important issue is the relationship between 
BMI and hepatosteatosis in LLD candidates. Jehangir and 
colleagues41 claimed that there was no significant correlation 
between BMI and hepatosteatosis (r = 0.13), however, Rinella 
and colleagues42 showed a significant correlation (r = 0.49) 
between BMI and hepatosteatosis in their study. When we 
evaluated the correlation analysis of both studies, it was 
understood that there was no moderate or high relationship 
between BMI and hepatosteatosis. Twenty-one of the LLDs 
presented in this study were aborted due to hepatosteatosis 
(≥ 10%) and their mean ± SD BMI was 28.1 ± 4.0 kg/m2. 
Even if the hepatosteatosis is below 5% in CT and MRI, we 
routinely perform liver biopsy at the beginning of surgery in 
LLDs with BMI ≥ 28 kg/m2. 

Perkins and colleagues43 reported that some LLD candi-
dates who are not considered eligible for donation due to 
hepatosteatosis can be re-evaluated after an appropriate diet 
and medical treatment and can become suitable donors. In 
our study, one LLD candidate whose operation had been 
terminated due to 40% hepatosteatosis on frozen biopsy was 
re-evaluated after a six-months of diet and medical therapy 
and underwent an uneventful LDH with an uneventful 
postoperative recovery. It should be kept in mind that if the 
recipient has no other LLD candidate, any candidate with 
hepatosteatosis can become eligible for LDLT after a period 
of diet and medical therapy.

The bile duct variations can be preoperatively evaluated 
by MRCP, which is effective in showing the normal biliary 
duct anatomy, but its success in demonstrating the variations 
of the bile ducts is low. Lee and collegues44 showed that 
intraoperative cholangiography and MRCP coincided in 
94% of the cases and MRCP predictions were erroneous 
in 6% of the cases. They also showed that sensitivity of 
MRCP was 70%. The choice of evaluation of the donor 
bile ducts with MRCP changes according to transplantation 
centers.45 Despite the normal appearance of the bile ducts 
in preoperative MRCP, we routinely perform intraoperative 
cholangiography.

Insufficiency of remnant liver volume is characterised 
by postoperative prolonged cholestasis, coagulopathy 
and ascites.46 In order to avoid this problem in LLDs, we 
think that ≥ 35% remnant volume in donor candidates over  
35 years and ≥ 30% remnant volume in donor candidates 
under 35 years old should be anticipated. The ultimate 
decision to continue resection of the right lobe should be 
given after transient clamping the right portal vein and 
hepatic artery branches and observing the Cantlie’s line. 

Preoperative MDCT is effective in revealing the vascular 
anatomy of the liver. In the present study, the detection of a 
weak hepatic artery pulsation in the hepatoduodenal ligament 
exploration was the cause of the termination in a patient. 
Retrospective evaluation of the patient’s MDCT revealed a 
MALS. MALS prevalence is reported to be 2–24% and it is 
not a contraindication for LDH.47 In asymptomatic MALS 
cases in which arterial pulsation cannot be obtained with 
palpation or Doppler ultrasonography, it can be thought 
that an adequate arterial flow can be provided with various 
surgical techniques. However, the necessity for treatment 
of asymptomatic MALS in LLD candidates who have no 
adequate arterial flow in the hepatic artery should be assessed 
thoroughly. The main reason of termination of the LDH is 
due to the fact that both our experience and the information 
in literature were inconclusive regarding the impact of weak 
pulsation in the left branch of the hepatic artery in supplying 
the remnant liver of the donor. 

Only “dragon tail-type” portal vein anatomy is an 
absolute contraindication for LDH.48 In our study, type 
3 portal vein anatomy was the cause of terminating the 
two ADH procedures. Type 3 portal vein anatomy is not a 
contraindication for LDLT. However, these cases were in 
the beginning of our transplant programme. Many technical 
modifications in reconstruction of dual portal vein are 
defined.49 Currently, we use the technique that we have 
developed and defined as “Malatya Approach” to reconstruct 
portal vein anastomosis in right lobe LDLT.50 Four cases 
that were terminated due to surgical reasons happened in 
the beginning of the learning curve of the donor surgeons. 
Together with the completion of the learning curve, which 
is calculated as 200 LDHs for transplant centres, ADH due 
to iatrogenic biliovascular injury was reduced below the 
acceptable limits.4,50 

In order to reduce ADHs, recipients should also be 
evaluated thoroughly. Cheah and colleagues9 reported that 
25.9% of ADHs were related to recipient and the most 
common recipient related reasons was due to haemodynamic 
instability and encountering advanced malignancy during 
laparotomy. We consider that initiating the recipient 
procedure to assess the resectability of the tumour com-
prehensively before the donor operation will reduce the 
unnecessary ADHs in cases of giant liver tumours without 
cirrhosis. Similarly, in cases suspected to have an advanced 
malignancy, recipient procedure should precede the donor 
procedure in order to provide detailed examination of the 
peritoneal spread of the tumour. We believe this approach 
will substantially decrease the unnecessary ADHs. It should 
be kept in mind that dense and fibrotic intraoperative 
adhesions would cause difficulty in dissection and massive 
bleeding that would preclude the recipient and donor 
operation. In such cases, it would be suitable to start the 
recipient procedure before the donor procedure. In case of 
portal vein thrombosis, LDH should proceed after assessing 
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the availability of obtaining sufficient portal venous flow for 
the recipient. 

Retrospective evaluation of our ADH results showed 
that some of the donor and recipient related terminations 
could have been reduced with performing appropriate 
intraoperative measures. In summary, ADHs due to MALS 
and anomalous portal venous branching could have been 
avoided by a meticulous radiological evaluation prior to 
surgery. If liver parenchyma quality of about 40% of our 
aborted donors had been evaluated by preoperative US-
guided biopsy, most of the donors would either have been 
eliminated directly or re-evaluated after the intensive diet 
program. In fact, although this seems as the most ideal 
strategy, the majority of our patients do not accept this 
approach. However, sometimes the intraoperative macro-
scopic appearance can give valuable information as much as 
the biopsy; even though the pathology result is normal, we 
have aborted a few procedures according to the macroscopic 
appearance. Recipient related reasons such as adhesions 
(n = 3), advanced tumours (n = 4), PVT (n = 1) and resectable 
tumours (n = 2) could have been prevented by proceeding 
with the recipient procedure before the donor surgery. 

Conclusions
Despite all public awareness campaigns in organ donation, 
LDLT still remains the only option for patients with chronic 
liver disease in Asia and the Middle East countries. In order 
to reduce the rate of ADH, donor candidates should be 
evaluated according to the preoperative donor evaluation 
algorithm. These algorithms are based on the experiences of 
LDLT high-volume centres. At our institute, donor age, BMI 
and remnant liver volume > 30% are essential in our decision 
to proceed with donor operation in order to prevent ADH. 
We routinely perform MRCP to delineate donor biliary tree 
anatomy in the preoperative period. In prospective donors 
with hepatosteatosis, we perform either a preoperative 
percutaneous, a mini-laparotomy or laparoscopic liver biopsy 
before proceeding to the donor operation. If the recipient’s 
condition is critical, we start the recipient operation before 
the donor operation, to ensure liver explantation is feasible 
before committing to a partial hepatectomy on the donor. 
In LDLT, the safety of the LLD has paramount importance; 
if donor safety is in doubt, surgeons should not hesitate to 
terminate the operation in order to prevent mortality and 
morbidity. 
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