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abandon that technique and go to your technique of  
putting the gallbladder into the duodenum. I have 
learned this lesson many times personally; I don't 
know whether it is the answer eventually, but I've 
found that when I change something that Dr. Moore 
has done, I usually come back to regret it in the end. 

DR. STARZL: I agree with you about confronting 
Dr. Moore's opinion, and I try assiduously to  avoid 
that. As to the Boston case, the blood type direction 
was B to A, a detail I know because you and Dr. 
Moore made the facts available to me. 1 have had the 
occasion recently to go back and look at what you 
gave me when it was fresh in your mind. That liver 
developed multiple intrahepatic abscesses as the most 
important postmortem finding, something that 1 think 
would not necessarily be related to  the confrontation 
of the blood type. For a long time I thought it would 
be unlikely that we should do such red-blood-type 
breaches anymore, but I obviously changed my mind 
to some extent. The time of death of one of those 
ABO failures was about 40 days. That was the pa- 

' tient who had a hepato-renal syndrome that reversed, 
- but the brain lesion didn't go away. We were left with 

a vegetable whose systemic support was eventually 
discontinued. The second case was a child with biliary 
atresia who had a perfect result and who died some 7 
months later from the kind of complication that ap- 
parently killed Roy Calne's long-surviving patient 
last week, and which killed one of our longest sur- 
vivors, namely septicemia. The third combination was 
an AB to A death that occurred about 2 months or so 
postoperatively, and followed an attempt to conect a 
biliary duct obstruction. I think these cases had no 
evidence of antibody damage. As to the 3 with cyto- 
toxins, only case 3 might have had antibody damage. 
In that liver there are findings that could be explained 

by immunologic or ischemic damage. I am fascinated 
by Calne's case with the high-titer cytotoxins, and 
although one might become incontinent at the moment 
of revascularization I think I might try confronting a 
cytotoxic cross-match again if I really had to do it. 

DR. WOLF: Just two more general questions. One. 
what is your current feeling on transplanting for 
malignant disease? And secondly, how about your 
current immunosuppression for these patients? 

DR. STARZL: I think the patient with malignant 
disease is a bad risk, but it's obviously a matter of 
judgment as a clinician when you are confronted with 
a case; in spite of all kinds of resolutions about not 
wanting to d o  more tumor cases you end up treating 
the patient. Not  long ago I had such a patient with a 
duct-cell carcinoma. I was skiing in Aspen at  about 
the time the patient arrived, and when a donor be- 
came available I did him because there was a donor 
and because it obviously was his only chance. As a 
matter of fact, I have thought for a long time that this 
kind of neoplasm might be a good indication because 
the tumor itself is so small. At the time of the liver 
replacement in the case I just mentioned, I never had 
a positive tissue diagnosis until the case was all 
finished. Even then the pathologist had to go on a de- 
tective hunt to  find the tumor. It  was very small and 
partly necrotic. The cases that we have had difficulty 
with have been the hepatomas that were already big. 
Even then we know that it is possible to effect a cun .  
Roy's case has demonstrated this. We have a child at 
4 years, 4 months who obviously represents a cure of a 
hepatoma, and there are some o t h e r s . a r w  A few. 
So I think that under properly defined circumstances it 
would be reasonable to  d o  a few of these, and so I 
don't have a closed mind about it. 


