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ABSTRACT 

We presenr rhe case of a 30-year-old female suffering from a rype five maturiry onset diabetes 
of the young deficiency, resulting in type 1 diabetes and terminal renal insufficiency. She also 
had chronic and refracto1y pruritis due to primary sclerosing cholangitis-like fibrosis. She 
underwent combined en bloc liver and pancreas cransplantacion and kidney transplantation. 
The postoperarive course was complicated by a gastric outlet obstruction due to compression 
of the native gastroduodenal junction by che donor aortic tube. This was treated by 
construction of a roux-en-Y gastrojejunostomy at posttransplant day 24. To our knowledge, 
compression of the gastroduodenal junction by a donor aortic tube a.fier combined liver and 
pancreas (or multivisceral) transplantation has not been reported previously. 

AFfER THE PIONEER WORK on "cluster" splanch­
nic and multivisceral transplantation by Starzl e t al 1 in 

the early 1960s, the technique was initially used in the late 
1980s and early 1990s for the treatment of otherwise nonre­
sectable upper abdominal malignancies.2- 5 This implicated 
first performing an oncologie debulking before en bloc trans­
plantation of liver and pancreas (with or without the small 
intestine). Because of ù1e poor result~ mostly due to tumor 
relapse:?-5 and the chronic organ shortage, the indication for 
cluster liver and pancreas transplantation shifted from malig­
nant conditions toward benign diseases of the liver in patients 
with insulin-dependent diabetes mellitus. Here, surgery is less 
invasive because only a hepatectomy (instead of an upper 
abdominal exenteration) is perfonned. Another dilference is 
that the native pancreas and upper gastrointestinal tract are 
preserved, resulting in less blood loss during surgery, and 
faster recovery of oral intake after surgery.6

-
9 Also ù1e omcn­

tum (useful in case of leak/fistula) and the spleen (important 
for defense against infection) are preserved. Arterial supply to 
these "cluster" Liver and pancreas grafts is usually provided via 
an interposition donor aortic tube anastomosed to the recip­
ient aorta. We report one case in whom this donor aortic tube 
caused a gastric outlet obstruction. 

CASE REPORT 

A 30-year-old female (A+, cytomegalovirus-positive, 53 kg, 158 
cm), diagnosed with a type live maturicy onset diabetes of the 
young, was referred to our transplant center. She was diagnosed 
with type 1 diabetes at the age of 10 and became insulin-dependent 
at the age of 13. Shc later developed diabe tic nephropathy (Biopsy­
proven) and retinopathy. At the time of referral, her creatinine 

0041-1345/12/$-see front matter 
http://dx.doi.org/10.1 016/j.transproceed.2012.09.108 

2888 

clearance had dropped to 29 mUmin and radiological investigation 
showed the presence of sevcral cortical renal cysts and a normal 
kidney volume. She had also primary sclerosing cholangitis-likc 
fibrosis cha t by the time of referral had evolvcd in deteriorating 
liver function and refractory pruritus. Given the combined failure 
of livcr, pancrcas, and kidncy, shc was listcd for combincd liver and 
pancreas trnnsplantation and kidney transplantation. 

Suitable organs became availablc from a 2J-year-old female 
donor (A +, cytomcgalovirus-negative. 55 kg, 160 cm). Our group 
described the technique of combined liver and pancreas procure­
ment and transplantation in details earlier.7 Briefly, in the donor, 
the liver-duodeno-pancreatic graft was procurcd en bloc with an 
aortic patch including the celiac trunk and the superior mesenteric 
artery. This was followed by the procurement of the left kidney. Tn 
the recipient, the operative procedure started with a bilateral 
subcostal incision with median extension to the xiphoid. After 
mobilization of the liver, a donor aortic tube was implanted on the 
infrarenal receptor aorta in a retrocolic and anteduodcnal fashion. 
Aftcr installation of a total extrainfrarenal bypass ( outflow cannu­
las in fcmoral and infcrior mcscntcric vcins; inftow cannula in 
axillary vein), the hepatectomy was performed with preseivation of 
the native infe rior vena cava. The liver-duodeno-pancreatic graft 
was transplanted en bloc in a piggyback fashion with an end-to-side 
anastomosis of the donor suprahcpatic vcna cava to a large ostium 
created on the native inferior vena cava at the junction of the threc 
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