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[ *Gbstract)** -

Living-donor liver transplantation (LDLT) is a successful therapeutic option for patients ‘
with liver failure, and improvements in imaging diagnosis have contributed to advances in ‘|

LDLT. Preoperative multidetector-CT is useful in determining clinically relevant information

[ regarding biliary cirrhosis such as patency of the venous system and presence of spleno-renal ‘
| shunt. Abdominal and brain CT for fulminant hepatic failure is helpful to determine the indi- |
| cation for LDLT. In the early postoperative period, a daily routine of doppler ultrasonography J
| can provide early diagnosis of vascular and biliary complications. Evaluation of routine imaging |
} by CT following LDLT is also useful for detecting late vascular and biliary problems and latent |
| infection. Imaging diagnosis is important at every period in LDLT, but we should choose the \
| necessary and suitable tools for early diagnosis and avoid excessive examinations. ‘

Kevwords . Living-donor liver transplantation, Multidetector-CT, |

| Doppler ultrasonography
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F|g1 Preoperatwe MDCT in LDLT recipient
with biliary atresia.
Portal venous phase image demonstrates
compression of stenolic portal vein trunk by
enlarged caudate lobe (arrows), and a
marked spleno-renal shunt (arrow heads).

Fig.2 Preoperative brain CT in an infant case
of fulminant hepatic failure.
CT scan showed diffuse brain edema with
rapid deterioration ol hepatic encephalopathy.
This patient needed emergency LDLT on that
day.
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Fig.3 Doppler ultrasonography after LDLT.
a . Normal hepatic venous flow : Triphasic waveforms reflected on cardiac oscillation and more than

20cm /s velocity.

b : Hepatic vein stenosis : Absence of triphasic waveforms, weakness of velocity, and dilatation of
intrahepatic hepatic vein.

¢ © Normal portal venous flow : Portal flow velocity with more than 10cm/s and portal flow volume
with more than 100m¢/min,

d . Portal vein thrombosis : Remarkable decrease of portal flow velocity with respiratory waveform.

¢ . Normal hepatic arterial flow : Pulsatile waveform, peak systolic velocity with more than 30cm/s,
and resistive index (RI) with 0.7-0.9.

f© Hepatic artery thrombosis : Weakness of peak systolic velocity with low RI.
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Fig.4

US imaging of stenosis at the site of

bnllary anastomosis (3 days after LDLT).

a  US show dilatation of bile duct at
segment 2 (B2 : 3.5mm) in spite of
normal size of hile duct at segment 3
(B3 : 1.0nm).

b @ Dilatation of B2 extends for peripheral
(2.4nm) and lumen of peripheral B2 is
irregular. This patient received re-
operation diagnosed of stenosis at the
site of B2 anastomosis.
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Fig.5

Postoperative MDCT in LDLT recipient with late
portal vein stenosis.

Portal venous phase image demonstrates slenosis
of portal vein al the anastomosis (arrow), and a
cavernous transformation of the branch of inferior
mesenteric vein (arrow heads).

Table 1. Protocol of imaging examination after LDLT

Examinations Schedule

Evaluation

Doppler US Every 3 months

» Hepatic blood Mow
- Intrahepatic biliary dilatation
- Existence of splenomegaly or enlargement

of abdominal lymph nodes

Chest CT

At 6, 12, 24, 36, 48 and

60 months after LDLT
Abdominal CT

- Abnormal shadows of lung field
- Enlargement of mediastinal lymph nodes

« Assessment of anastomolic stenosis

+ Volumetry of liver and spleen
« Enlargement of abdominal lymph nodes

(portal vein and biliary anastomosis)
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