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Retrieval of the abdominal wall for transplantation: 
 
Introduction: 
 
Abdominal wall transplantation is a type of vascularised composite allograft (VCA) 
that involves the procurement and transplantation of the skin, subcutaneous tissue, 
fascia, muscle and the peritoneal lining of the anterior abdominal wall. This VCA is 
based on the inferior epigastric (IE) arteries and veins. The Miami group first 
described this technique in 2003 in the Lancet1.  
 
Purpose: 
 
The primary purpose of an abdominal wall transplant is usually to enable wound 
closure after an intestinal transplant. Many patients coming for an intestinal 
transplant have lost much of their abdominal domain due to contraction of the 
abdominal space after multiple intestinal resections, sepsis and, often, laparostomy 
leading to healing of abdominal wounds by secondary intention (fibrosis). Such 
patients, therefore, have fibrotic, contracted abdomens. 
  
Another important factor in considering the need for an abdominal wall transplant is 
the quality of the patient’s existing abdominal skin. Not only may this be densely 
scarred due to previous healing by secondary intention, but also, the presence of 
(often multiple) enterocutaneous fistulae (ECF) may render the area chronically 
infected and unsuitable for the purposes of closure over biologic mesh, or other 
methods of reconstruction of the abdominal wall. 
 
An abdominal wall transplant addresses all these problems by providing a 
vascularised composite tissue cover for the transplanted intestine. In addition there 
is growing evidence that the skin on the abdominal wall may be a valuable 
immunological monitor to predict rejection in the underlying bowel before the 
bowel itself shows signs of rejection. 
 
The retrieval process: 
 
Appropriate consent must be requested from the donor family. An inverted ‘U’ 
shape incision or an elliptical incision is made in the donor abdominal wall. The 
inverted ‘U” takes the incision from a point lateral to the pubic tubercle, upwards 
along the lateral margin of the rectus muscle to the tip of the 9th rib, across to the 
midline, with a mirror image on the other side. This incision is extended through the 
full thickness of the abdominal wall, which is then reflected downwards, so that it 
remains vascularised by the inferior epigastric vessels. 
 
After all the abdominal organs are retrieved, the abdominal wall is detached from 
the body with sharp dissection along the line of the pubic symphysis to connect the 
two incisions. The IEs on both sides are then flushed with cold UW solution and the 
flap is transported in cold slush of UW taking care not to freeze the graft. 
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By mobilising the skin on both sides to the level of the posterior axillary line, it is 
possible to close the abdominal cavity. 
 
The elliptical incision is a variant of the inverted ‘U’ incision. Here the incision is 
started in the midline below the xiphisternum and an ellipse is formed around the 
umbilicus to include an island of skin and then brought back to the midline at the 
lower part of the incision. 
 
The skin flaps are raised lateral to the incision to enable a muscle/fascial incision that 
is more extensive, taking this lateral to the lateral margin of the rectus fascia. This 
incision facilitates closure of the donor after the organs have been retrieved. This 
incision is reserved for situations in which the requirement of the muscle/fascial 
component exceeds the need for skin and subcutaneous tissue.  
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