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All pancreas retrievals if performed by one team should be performed as 
an en-bloc procedure where possible. 
Perfusion and preservation should be with UW solution via the aorta only if 
the liver is not being split.  This prevents the pancreas from being over 
perfused. (No more than 4 litres UWS).  
If the liver is suitable for splitting then additional perfusion via the portal 
vein must be performed.  There are two ways that this can be done: 

Once aortic perfusion has commenced – and 1 litre of UWS has 
been infused - the portal vein should be transected and a separate 
cannula placed for additional portal vein perfusion using a litre of 
UW solution.  

If there is a replaced right hepatic artery at the time of retrieval, and it is 
felt by the retrieving surgeon that it is not possible to safely preserve the 
RHA in its entirety either because it travels through the pancreas or gives 
a major branch to the pancreas - the agreement with members of LAG is 
that the retrieving surgeon makes contact with the liver implanting 
consultant and discusses whether or not he or she is happy to accept the 
liver with a short right hepatic artery – transected at the level of the upper 
border of the duodenum with the need for reconstruction. If this is 
unacceptable, then the pancreas will be offered for islet purification.    
If this is acceptable to the implanting surgeon the right hepatic artery is 
transected at the level of the upper border of the duodenum.  

 
 

Back table 

The liver, spleen and pancreas are placed in ice-cold saline slush and 
separated on the back table.  This is facilitated by placing the liver and 
pancreas within the anatomical position and dividing the aortic patch 
between the superior mesenteric artery and celiac axis. By dissecting up 
the celiac trunk the splenic artery is reached.  The splenic artery is divided 
close but not at the origin so that there is a cuff of tissue on the coeliac 
side to be oversewn with 5/0 prolene sutures.  The splenic artery is then 
marked with a loosely tied 5/0 prolene suture such that it can be easily 
identified within the pancreas.  Dissection continues up the coeliac trunk 
and with ligation and division of the gastroduodenal artery the arterial tree 
between the liver and the pancreas should now be separated.  Turning the 
dissection to the right side the portal vein is exposed.  Even at this late 
stage an aberrant right hepatic artery may still be as yet unidentified and 
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care must still be taken even on the back table.  However it should be 
possible to divide all the lymphatics carefully such that the only structure 
remaining linking liver and pancreas is the portal vein. A decision is then 
made at the level of portal vein transection and this is then divided again 
marking the portal vein on the pancreas side with a loosely tied 5/0 
prolene marker suture. 

 

The organs are now separated and perfusion can be checked again using 
UW via both the splenic artery and also the superior mesenteric artery of 
the pancreas gland, to confirm cross-circulation between the two vessels. 
This check can be carried out within a plastic bag ready for transportation 
such that the UW that is used is also the UW used for transport.  As long 
as the gland has perfused satisfactorily then no further UW is required and 
the gland is simply bagged, submerged in UW, double bagged as standard 
and then placed in the transport container.  The liver is perfused on the 
back table in the standard way, via the portal vein, hepatic artery and also 
the bile duct.   
 
Portal vein length – it is ideal not to place PV grafts so there should be 
care taken to provide enough portal vein length for the implantation – at 
least a 1cm above the superior border of the gland.   
The iliac artery graft – a ‘Y’ graft must be provided. If the iliac arteries are 
inadequate – (atheroma or damaged ) the implanting team should be 
informed of this and another source of artery should be sought – such as 
the carotid bifurcation.    
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