
Combined Heart-Liver Transplantation 
(CHLT) is a major undertaking with significant 
challenges due to the magnitude of the 
surgical complexity and the logistics (1). Our 
institution has performed to date two CHLT 
each one with a different surgical strategy. In 
the first one, both transplants were 
performed simultaneously and in the second 
one, sequentially.

Organ transplantation has traditionally been a “race against the clock” given the CIT, 
especially when combining two organs with two very complex procedures. Implementing 
organ preservation with HOPE offers the possibility to redefine the strategy when 
planning a CHLT and it might translate into better clinical outcomes. Larger experience is 
needed to confirm our findings. 
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After being on the waiting list for 9 months, the procedure took place under 
cardiopulmonary bypass (CPB) being able to implant and reperfuse successfully the 
heart, with an excellent graft function. 
CPB was converted to a closed extracorporeal circuit (CEC), reverting the heparinization 
and achieving significant control of the hemostasis (4th sternotomy). 
Unlike former experience in our center, the liver was kept with HOPE  and only once the 
cardiac team was fully satisfied and the patient’s condition was satisfactory, the liver 
hepatectomy (IVC piggyback plus temporary portocaval shunt) and further implant 
(whole graft) were carried out. 
At the end of the intervention, we were able to stop the closed CEC and transfer the 
patient to ICU with no extracorporeal support. 
Patient had a relaparotomy to successfully treat a hepatic artery stenosis and was 
discharged on day 40 post-surgery. 

We present our second procedure where HOPE (5) gave us the opportunity to reduce the 
liver CIT (although multiplying by two the preservation time) and to effectively plan each 
transplant as a separate intervention. 
We had time to complete the heart implant as a standard procedure, come off CPB and 
therefore perform de LT with near to normal coagulation (ACT or activated clotting time 
of 120 seconds) while in CEC. 
The overall need for extracorporeal support, blood products transfusion and ICU stay 
was less than in our first CDLT (hepatectomy before the heart reperfusion with veno-
venous bypass) (Table1). 

We present our experience of a CHLT in which 
both transplants were performed 
sequentially: heart first and later on liver 
(treated with HOPE, Vitasmart©).

We present a CHLT in a 16-year-old patient born with a double outlet right ventricle, 
transposition of the great vessels and remote ventricular septal defect. He underwent 
pulmonary artery banding (2009), a bidirectional Glenn (2010) followed by an extracardíac 
Fontan (2012). His condition deteriorated by 2021 with significant congestion, mainly 
presenting with Protein Losing Enteropathy (2). The preoperative liver assessment had 
shown fibrosis staging 3/4 according to Hepatic Fibrosis scoring system (3) and passed 
Hepatitis C infection (treated with no viral load). Following extensive multidisciplinary 
evaluation, we concluded that his outcome would be better with a combined heart and 
liver transplantation (4). 

RESULTS (1)

We present a 16-year-old patient born with a 
double outlet right ventricle, transposition of 
the great vessels and remote ventricular 
septal defect. He underwent pulmonary 
artery banding, a bidirectional Glenn 
followed by an extracardiac Fontan 
procedures. His condition deteriorated with 
significant congestion, mainly presenting 
with Protein Losing Enteropathy (2). The 
preoperative liver assessment showed ¾ 
hepatic fibrosis (3) and Hepatitis C infection 
(treated with sustained viral response). 

CHLT (4) was then indicated.

Table1. CHLT in our center
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