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PROGRAMME

THURSDAY 3th March 2016

8.30 ACCUEil ET inSCRiPTiOn

9.00 introduction et discours d’ouverture

 Chairs: Ch. de Wergifosse, Vice-Président de la BTNS (Louvain-en-Woluwe)

 Matinée. 

 Chairs: D. Van Deynse (Louvain-en-Woluwe) 
    Ph. Hanson (Louvain-en-Woluwe)

9.15	 Nouveau	profil	de	compétences
 C. Vanboven, D. Diffels (Liège)

9.30 Eurotransplant 
 M.-H. Delbouille (Liège)

10.00 PAUSE-CAFÉ

10.30 le don d’organes après euthanasie
 O. Detry (Liège)

11.00	 Immunosuppression	et	Transplantation	
 C. Bonvoisin (Liège)

	 L’utilisation	d’une	boîte	personnelle	pour	les	médicaments:	protocole	de	l’UZ	Leuven
 M. Dehairs (Leuven)

12.00 PAUSE DE MIDI

	 Après-midi.

 Chairs: M.-H. Delbouille (Liège)
    O. Detry (Liège)  

13.30	 Alimentation	en	greffe	rénale
 M. Vignoble (Louvain-en-Woluwe)  
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14.00 Education du patient et coordination clinique
 Ch. De Rijck (Louvain-en-Woluwe)

15.00 PAUSE-CAFÉ

15.30	 Cas	vécu...	patient	transplanté	rein	et	foie
 Ch. Gohy, Président de Hepatotransplant 

16.15 Evaluation de la journée
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FRiDAY 4th March 2016

8.00 REGiSTRATiOn AnD COFFEE / POSTER MOUnTinG / ViSiTinG BOOTHS 

9.00	 Preformed	and	de	novo	antibodies:	Detection,	relevance	and	therapeutic	strategies	in	solid	organ	
transplantation 

 Chairs: Daniel Abramowicz (Antwerpen) & Martin Wissing (Brussel) 

	 •	 PRA,	DSA,	B/T	cell	CM,	virtual	CM,	Luminex,	sensitization,	immunization,	accommodation:	The	
alphabet-terminology	soup	of	antibodies	and	their	role	in	kidney	transplant	outcome	

  Frans Claas (Leiden, NL) 

	 •	 Role	of	antibodies	in	heart	transplant 
  Johan Van Cleemput (Leuven) 

	 •	 Role	of	antibodies	in	lung	transplant 
  Christiane Knoop (Bruxelles) 

	 •	 Is	the	liver	graft	always	immune	to	antibody-mediated	immune	injury? 
  Frederik Nevens (Leuven) 

10.20 Cutting edge new donor (re)conditioning strategies 

 Chairs: Patrick Evrard (Mont Godinne) & Daniel Jacobs-Tulleneers-Thevissen (Brussel) 

	 •	 Transforming	Non-Heart-Beating	in	Heart-Beating	donors	
  Simon Messer & Stephen Large (Papworth, UK)

	 •	 Therapeutic	hypothermia	in	organ	donors:	a	new	standard	of	care?	
  Claus Niemann (San Francisco, USA)

11.00 COFFEE bREAk / POStER vIEwInG / vISItInG bOOthS

11.30	 Transplantation	between	friends;	altruistic	donation;	public	solicitation;	Facebook	donors;	regulated	
paid donation ...	How	far	is	too	far? 

 Chair: Caren Randon (Gent) 
 Speaker: Frank Dor (London, UK) 

12.00	 Report	of	the	Belgian	Transplant	and	Donation	
 Activity in 2015 
 Ivo Haentjens (Gent) 

12.20 wAlkInG lUnCh / POStER vIEwInG / vISItInG bOOthS
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13.45	 Abdominal	and	thoracic	organ	preservation:	Static	or	dynamic;	cold	or	warm?	

 Chairs: Valerio Lucidi (Bruxelles) & Olivier Van Caenegem (Woluwé) 

	 •	 Heart:	Andre Simon (Royal Brompton and Harefield, UK) 

	 •	 Lung:	Dirk Van Raemdonck (Leuven) 

	 •	 Liver:	Diethard Monbaliu (Leuven) 

	 •	 Kidney:	Ina Jochmans (Leuven) 

15.00	 Debates	on	patient	information	and	shared	decision	making	

 Chairs: Jean-Louis Bosmans (Antwerpen) & Nicolas Jabbour (Woluwé) 

 • SCD versus	ECD	kidneys:	should	patients	give	separate	consent?	
	 	 	 	 Pro: Kathleen Claes (Leuven) 

	 	 	 	 Con: Laurent Weekers (Liège)  

	 •	 Public	reporting	of	transplant	outcome?	
	 	 	 	 Pro: Patrick Peeters (Gent) 

	 	 	 	 Con: Martin Wissing (Brussel) 

15.40 Alloimmune	and	xenoimmune	tolerance:	What	have	we	learned?	What	obstacles	do	remain?	

 Chairs: Alain Le Moine (Bruxelles) & Pierre Gianello (Woluwé)
 Speaker: Marc Waer (Leuven) 

16.10 COFFEE bREAk / POStER vIEwInG / vISItInG bOOthS

16.30 The 10 best oral abstracts 

 Chairs: Johan Van Cleemput (Leuven) & Olivier Detry (Liège) 

18.30 The 2016 annual BTS donation award 

 Chairs: Ivo Haentjens (Transplant Coordination Section) & Jacques Pirenne (BTS) 

18.50	 BTS	General	assembly	(BTS	members	only)	

 Chairs: Jacques Pirenne (BTS) & Olivier Van Caenegem (BTS) 

 • Report	of	the	BTS-Advisory	Committees	and	the	Section	of	the	Belgian	Transplant	Coordinators	
 • Be-liAC Jacques Pirenne 

 • Be-KPAC Michel Mourad 

 • Be-ThAC Johan Van Cleemput 

 • Be-OPC Diethard Monbaliu 

	 •	 Section	of	the	Transplant	Coordinators Ivo Haentjens 

	 •	 Report	of	the	Treasurer	Nicolas Meurisse 

	 •	 Election	new	members	

 • Miscellaneous 
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19.30-22.00    WALKING	DINNER		(REGISTRATIoN	IS	REqUIRED)

19.30	-	20.00	The	BTS	Board	meets	the	BTS	sponsors		 			(BTS	board	members	only)
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SATURDAY 5th March 2016

8.30 REGiSTRATiOn AnD COFFEE 

9.00 PhD thesis and the best short oral presentations 

 Chairs: Nicolas Meurisse (Liège) & Dimitri Mikhalski (Bruxelles) 

 •	 PhD	Should	minors	&	young	adults	qualify	as	potential	living	kidney	donors
  Kristof Thys (Leuven)

 • PhD	Multidisciplinary	approach	to	facial	transplantation
  Nathalie Roche (Gent) 

 •	 PhD	Immunological	consequences	of	liver	transplantation	in	children
  Ruth De Bruyne (Gent)

10.30 COFFEE bREAk / POStER vIEwInG / vISItInG bOOthS

11.00	 Transplantation	beyond	the	frontiers	

 Chairs: Xavier Rogiers (Gent) & Jan Lerut (Woluwé) 

	 •	 Transplantation	 (and	donation)	 in	non-Belgian	ET	and	non-Belgian	non-ET	 residents:	What	 is	
legal	and	what	is	not?	

  Herman Nys (Leuven)

 • Children	and	adolescent	refugees	with	renal	failure:	what	to	do?
  Marie-Sophie Ghuysen & Laure Collard (Liège) 

	 •	 Is	transplantation	exportable	to	countries	without	transplant	facilities?	
  Raymond Reding (Woluwé) 

12.00	 Towards	an	integration	of	scientific	&	juridical	transplant	organizations.	Implementation	of	scientific	
& evidence-based data in the practice 

 Chairs: Christiaan Decoster (FOD/SFP) & Dirk Ysebaert (Antwerpen)

	 •	 French	Society	of	Transplantation	and	Biomedical	agency:	An	integrated	approach	
  Benoit Barrou (President French Transplantation Society) & Olivier Bastien (Agence de la Biomédecine)
 
 • BTS Anno 2016 and beyond 
  Jacques Pirenne, BTS president 

	 •	 National	Council	of	Transplantation	Anno	2016	and	beyond	
  Hans Van Vlierberghe, National Transplant Council president 

	 •	 Theory	to	practice:	Science	to	guidelines	and	allocation	within	Eurotransplant
  Undine Samuel, Eurotransplant 

13.30 MEETinG ADJOURnED – FREE AFTERnOOn
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ABSTRACTS
FRIDAY 4th March 2016

Bullet Poster Presentations

ACUTE CHALLENGE WITH SILDENAFIL IN HEART FAILURE PATIENTS WITH PRESERVED EJECTION 
FRACTION AND PULMONARY HYPERTENSION PREDICTS LONG TERM RESPONSE TO SILDENAFIL. “PILOT 
STUDY”.
Ciarka A, Petit T, Claeys M, Van Cleemput J, Droogne W, Voros G, Vanhaecke J, Voigt J, Guazzi M, Janssens S.
University Hospitals, Leuven, Belgium. 

Sildenafil is a phosphodiesterase inhibitor which proved its efficacy in pre-capillary pulmonary hypertension. We 
postulate that sildenafil can be effective in heart failure patients with mixed pre- and post-capillary pulmonary 
hypertension, under the condition that pre-capillary component is important, evidenced by increased pulmonary 
vascular resistance (PVR). We aimed to demonstrate that acute challenge with sildenafil in these patients can predict 
long term response to treatment. 
Five patients (aged 51 ± 10 yrs, BMI 29 ± 4 kg/m, 3 patients after heart transplantation,) with pulmonary hypertension 
and increased pulmonary capillary wedge pressure were included into study. All patients underwent right heart 
catheterisation at baseline, after 50 mg sildenafil po and after NO inhalation. Patients presenting beneficial 
hemodynamic response were treated 12 months with sildenafil 50 mg tid. 
Hemodynamic measurements at baseline confirmed normal cardiac output, moderate pulmonary hypertension with 
increased PVR, and increased PCWP. Acute challenge with sildenafil resulted in decreased mPAP, PVR and increase 
of cardiac output (Table 1). Inhaled NO did not produce further effect on the top of sildenafil. Sildenafil was well 
tolerated during follow up. Patients maintained hemodynamic benefit after 12 months of treatment, evidenced by 
lower PVR in comparison with baseline (2.2 ± 0.6 WU vs. 3.1 ± 0.3 WU, p = 0.01, respectively). They also presented 
with improved clinical status and functionality : NYHA class improved from 2.6 to 1.9, NT ProBNP decreased of 561, 
SMWT distance increased of 61 meters, VO2max increased of 2 ml/kg/min and VE/VCO2 slope decreased of 5.2. 
Sildenafil yields beneficial results in heart failure patients with pulmonary hypertension and increased PVR. Long term 
effects of treatment can be predicted by acute challenge with 50 mg sildenafil.

Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel 9
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Table 1. Effects of acute challenge with sildenafil and inhaled NO. *p < 0.005 vs. baseline
Baseline 30’ post sildenafil Baseline before NO After NO P (ANOVA)

Systolic BP, mmHg 141 127 134 128 0.48
Diastolic BP, mmHg 79 72 79 77 0.70
HR, bpm 73 74 73 72 0.62
CO, L/min 5.47 5.87 5.81 6.3 0.21
SvO2, % 67 69 67 69 0.11
mPAP, mmHg 39 34* 34* 34 0.001
PCWP, mmHg 22 22 21 21 0.64
PVR, WU 3.1 2.0* 2.1* 2.0* < 0.0001
RA, mmHg 14 13 13 13 0.09
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HIGH-SENSITIVITY TROPONIN T CORRELATES WITH CARDIAC DYSFUNCTION FIVE TO TEN YEARS AFTER 
HEART TRANSPLANTATION : A CROSS-SECTIONAL STUDY.
Lambrecht A, Islam R, Ciarka A, Droogné W, Voros G, Vanhaecke J, Van Cleemput J. 
Department of Cardiology, University Hospitals, Leuven, Belgium.

The aim of the study was to identify clinical variables that could predict a rise in high-sensitivity troponins several years 
after heart transplantation.
High sensitivity troponin T (hsTnT) was measured in heart transplant recipients (recipients.) admitted for their annual 
check-up 5 to 10 years after transplantation. Correlations with transplant vasculopathy (TV) and hemodynamics were 
examined. HsTnT was log transformed to obtain normal distribution. Univariate analysis were performed using T-tests 
and a single factor ANOVA test. Finally a multivariate analysis of all variables was performed.
One hundred and three recipients (83 men, mean age 58 + /-14) were examined 8  + /-2 (range : 5-10) years after 
transplantation. HsTnT was normal (= < 0,013 mcg/L) in 62 and elevated (mean : 0,032 + /-0,027 ; range 0,013-
0,162 mcg/L) in 41 recipients. In one recipient we found abnormally high hsTnT levels. Since he was known with 
elevated CKs and an undefined myopathy, we omitted the patient. Recipients with elevated hsTnT were older, more 
often male with ischemic heart disease and diabetes and had worse renal function (p < 0.05). Increased levels of 
hsTnT were indicative of cardiac dysfunction demonstrated by higher left and right atrial filling pressures (p < 0.001) 
and lower mixed venous saturations (p < 0.05). The prevalence of TV did not differ significantly between recipients. 
with and without increased hsTnT (24% and 19% respectively). In a multivariate analysis age, renal function, left atrial 
filling pressure and mixed venous saturation remained independent predictors of hsTnT.
After medium-term follow-up 40% of heart transplant recipients. have abnormally increased levels of hsTnT. This 
increase can be used as a marker of subclinical cardiac dysfunction. Further follow-up studies are needed to examine 
if hsTnT is predictive of the development of graft failure and the need of re-transplantation.

PRE-EXISTING HLA ANTIBODIES PREDICT REJECTION BUT NOT CARDIAC FUNCTION 1 YEAR AFTER 
HEART TRANSPLANTATION.
Islam R, Lambrecht A, Ciarka A, Droogné W, Voros G, Vanhaecke J, Van Cleemput J. 
Department of cardiology, University Hospitals, Leuven, Belgium. 

Aim of the study was to compare the short-term outcome of heart recipients with and without pre-existing HLA 
antibodies.
Recipients that were transplanted between August 2012 and December 2014 and survived the first postoperative 
year were included. Antibodies against HLA type I and/or type II were measured by a solid phase micro bead (Luminex) 
on at least 2 occasions pre-operatively. All recipients with at least one positive test were considered positive. 
Postoperatively endomyocardial biopsies were performed as scheduled and graded for cellular rejection according to 
the ISHLT-2004 criteria. A mean biopsy score (MBS) was calculated for every recipient. C4d positivity was detected 
by Immunohistochemical staining. One year after transplantation mean right atrial and pulmonary capillary wedge 
pressure, cardiac output and mixed venous saturation were measured and a coronary angiogram was performed. The 
average of all high-sensitivity Troponine T (hsTnT) measurements performed between 3 and 12 months postoperatively 
was calculated. Univariate analyses between groups were performed using student’s t- test or Fisher’s Exact tests as 
appropriate.
Of the 62 recipients (47 men, mean age 52 + /-15 years), 15 (24%) had pre-existing HLA-antibodies. Compared to 
those without pre-existing antibodies they had a higher MBS (0.55 + /-0.40 versus 0.36 + /-0.22 (P = 0.03)) and a 
higher percentage developed C4d positivity at least in one occasion (33% versus 11% (p = 0.04). Despite this 
increased prevalence of markers of cellular and humoral rejection, we did not find significant differences between both 
groups in hemodynamics or markers of myocardial necrosis (levels of hsTnT). The incidence of transplant vasculopathy 
after 1 year was very low and did not differ between both groups either.
Recipients with pre-existing HLA-antibodies are at increased risk of cellular and humoral allograft rejection. This 
higher risk is not translated into decreased cardiac function or angiographically defined graft vasculopathy, at least 
not during short-term follow-up.
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ACUTE TYPE A AORTIC DISSECTION FOLLOWING HEART TRANSPLANTATION : A RARE BUT OFTEN 
LETHAL COMPLICATION.
Verstreken S, Stockman B, Vanderheyden M, De Decker K, Dierckx R, Goethals M.
Heart Transplantation Unit, Cardiovascular Center, OLV Ziekenhuis, Aalst, Belgium.

Acute aortic dissection is a rare aortic complication that occurs after orthotopic heart transplantation. We report two 
cases of successful surgical treatment of aortic dissection confined to the donor aorta following orthotopic heart 
transplantation.
The first one occurred in a 68-year-old patient, admitted with chest pain and shortness of breath 7 years after orthotopic 
heart transplantation. He previously had undergone twice coronary artery bypass grafting. Echocardiography revealed 
acute dissection of the donor aorta. The patient underwent urgent Bentall procedure with a prosthetic conduit. The 
post-operative course was uneventful. The heart donor was a 40-year-old man with known arterial hypertension who 
received long-term ergotamine tartrate therapy for migraine. 
The second patient was a 47-year old male who presented with dyspnea and non-productive cough 11 years after 
orthotopic heart transplantation. Clinical exam revealed a diastolic murmur, suggestive for aortic valve insufficiency 
as well as signs of acute left heart failure. On echo exam a bicuspid aortic valve was diagnosed with severe aortic 
regurgitation due to an intimal tear of the ascending aorta, protruding through the aortic valve in the LVOT. CT 
confirmed the diagnosis of dissection of the donor aorta and the patient underwent urgent uncomplicated Bentall 
procedure with aortic bioprosthetic valve replacement and bypass grafting of the right coronary artery. Interestingly, 
the heart donor of this recipient had a bicuspid aortic valve, making the patient prone to develop aortic aneurysm and 
dissection.
Previous open heart surgery of the recipient with damage of the aortic wall, differences in wall stress due to discrepancy 
in tissue quality and size between donor and recipient’s aorta, undiagnosed connective tissue disease of the donor 
aorta and diseases of the aortic valve itself, all have been related to this rare but potentially lethal complication
Both cases demonstrate that heart-transplant recipients with arterial hypertension and donor-related risk factors are 
prone to aortic complications and require careful follow-up.

ABNORMAL RESPONSE TO ORAL AND INTRAVENOUS GLUCOSE STIMULATION IN NON-DIABETIC 
RECIPIENTS OF COMBINED LIVER AND SMALL INTESTINALE TRANSPLANT WITH OR WITHOUT 
PANCREATIC ALLOGRAFT.
DaHae L1,2, Ceulemans L3, Jacobs-Tulleneers-Thevissen D2, Keymeulen B2, Weets I2, Monbaliu D3, Pirenne J3, 
Mathieu Ch1, Gillard P.1,2

1Department of Clinical and Experimental Medicine, University of Leuven-KUL and University Hospitals, 2Diabetes 
Research Centre, Brussels Free University-VUB, 3Department of Abdominal Transplant Surgery, University of Leuven-
KUL and University Hospitals, Leuven, Belgium.

The technique of combined liver and small intestinal transplantation often includes donor pancreatic tissue to preserve 
the bile duct continuity. The response to glucose stimulation in recipients of small intestinal transplants with or without 
extra donor pancreatic tissue has never been described. The aim of this study was to measure the responses to oral 
and intravenous glucose stimulation in this patient population in comparison to responses in non-diabetic healthy 
controls.
Three combined liver and small intestinal transplant recipients with extra donor pancreas, 3 isolated small intestinal 
transplant recipients without extra donor pancreas and 10 healthy controls were included. Immunosuppressive therapy 
consisted of azathioprine, tacrolimus and low-dose corticosteroids for 1.3 to 11.7 years. Plasma glucose, C-peptide 
and insulin were measured during a 180-minute oral glucose tolerance test (OGTT) and 160-minute hyperglycemic 
clamp (HG clamp). C-peptide release during the glucagon-potentiated phase of the HG clamp was used as an index 
of functional beta cell mass. Insulin sensitivity under basal conditions was calculated using the homeostasis model 
assessment of insulin resistance (HOMA).
All but one transplant recipients showed abnormal plasma glucose profiles after OGTT and HG clamp in absence of 
diabetes (fasting glycemia between 67 to 88 mg/dl and HbA1c between 4.9 and 5.5%) and despite significantly higher 
basal C-peptide values (3.26, 2.36 to 3.59 vs 1.07, 0.92 to 1.48 in healthy controls, p = 0.013). Compared to healthy 
controls, 2/3 recipients of intestinal transplants without extra pancreatic tissue showed higher glucose peak values 
during OGTT (187 and 214 mg/dl at 30 minutes compared to 92 to 170 at 30 minutes) and around 45% lower 
functional beta cell mass. In one liver-intestinal recipient with partial donor pancreas, OGTT resulted in a delayed but 
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higher plasma glucose peak in parallel with very high 
C-peptide and insulin levels, leading to a rapid decrease in 
plasma glucose at later time points and severe hypoglycemia 
at 180 minutes. Both recipients of partial donor pancreas 
had a functional beta cell mass above percentile 85 of 
healthy controls. One recipient of an entire donor pancreas 
showed exceptionally high baseline c-peptide secretion 
(6.28 ng/ml), due to systemic venous drainage of the 
recipient pancreas and HOMA-IR of 3.60. Glucose peak 
during OGTT was higher and delayed, without decrease or 
hypoglycmia at later time points. During HG clamp, 
C-peptide and insulin values were always higher than 
controls, while also functional beta cell mass was calculated 
at 149% of healthy controls.
Recipients of intestinal transplants show abnormal 
responses to both oral and intravenous glucose stimulation. 
Several factors might explain these observations : intestinal 
denervation, loss of functional beta-cell mass, loss of normal anatomy and insulin resistance. Analysis of these 
complex cases can help in understanding regulation of glucose metabolism in normal and post-transplant conditions.

NEW PREPERITONEAL SURGICAL APPROACH TO TREAT VESICOURETERAL ANASTOMOTIC STENOSIS 
OR REFLUX AFTER KIDNEY TRANSPLANTATION. 
Darius T, Buemi A, Coubeau L, De Pauw L, de Meyer M, Mourad M.
Department of Surgery, Surgery and Abdominal Transplantation Division, Université Catholique de Louvain, University 
Hospitals Saint Luc, Brussels, Belgium.

The management of vesicoureteral anastomotic stenosis or reflux after kidney transplantation still remains challenging. 
If endourologic approach is not eligible, the surgical gold standard in many transplant centres is a pyeloureterostomy 
or ureteroureterostomy with the native ureter. We report an original preperitoneal approach to vesicoureteral 
reanastomosis in kidney transplant recipients not eligible for endourologic treatment. 
Between March 2011 and November 2015, 18 kidney transplant recipients benefited from this new surgical approach. 
Out of them, 14 have reached at least one year of follow-up and were included in the analysis. The indications were 
vesicoureteral reflux, anastomotic stenosis and leakage in 7, 5 and 2 patients, respectively. Briefly, a JJ stent was 
preoperatively inserted into the grafted ureter. The surgical approach was performed by a Pfannenstiel incision. The 
extraperitoneal space surrounding the bladder was dissected and the distal part of the grafted ureter was easily 
identified and cautiously mobilized. The anastomotic area was resected and a new vesicoureteral anastomosis was 
created, keeping the JJ stent in place for three weeks [Figure]. 
This surgical reintervention was performed 183 days (range, 17-2608) after kidney transplantation. The median 
surgical time was 180 minutes (range, 112-314). Postoperative course was uncomplicated in all the patients. During 
a median follow-up of 996 days (range, 332-1629), two patients developed symptomatic recurrence of vesicoureteral 
reflux needed a classic ureteroureterostomy respectively 1 year and 3 months after the first surgical reintervention. 
This new surgical approach has the following advantages : 1) easy technique with low morbidity, 2) avoids 
transperitoneal dissection, 3) potential of a more esthetic access, and 4) avoids native nephrectomy.

book(abstracts)2016.indd   12 15/02/16   14:01



Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel 13
info@transplant.be

N° entreprise 450.961.314 Ondernemingsnummer

ABSTRACTS
Oral Communications

TRANSPLANTATION OF LUNGS RECOVERED FROM EUTHANASIA DONORS RESULTS IN EXCELLENT 
OUTCOME.
Van Raemdonck D1, Neyrinck A2, Monbaliu D3, Pirenne J3, Van Cromphaut S4, Verleden S5, Vanaudenaerde B5, Claes 
D3, Degezelle K3, Desschans B3, Grossen N3, Van Helleputte G3, Vos R5, Dupont L5, Coosemans W1, Decaluwé H1, 
Depypere L1, Nafteux Ph1, Van Veer H1, De Leyn P1, Verleden GM.5

Departments of 1Thoracic Surgery, 2Anaesthesiology, 3Abdominal Transplant Surgery and Transplant Coordination, 
4Intensive Care Medicine, and 5Pneumology ; University Hospitals, Leuven, Belgium.

Lung transplantation (LTx) from donors after circulatory death following euthanasia (DCD-V) was first reported in 
2011. We updated our total experience with such donors focusing on primary graft dysfunction (PGD), early and long-
term survival and freedom from chronic lung allograft dysfunction (CLAD).
Between 01/2007-10/2015, 85/511 (16.6%) isolated LTx were performed from controlled DCDs (III : 73 ; IV : 2 ; V : 
10). Ten DCD-V (6M/4F ; median age ± SD 47 ± 8 y) suffered from an unbearable, non-malignant neuromuscular (6) 
or mental (3) disorder or untreatable pain problem (1). An explicit wish to donate organs was expressed after their 
request for euthanasia was granted. Euthanasia was carried out by the treating physician in-hospital (local : 4 ; 
remote : 6) in the absence of the retrieval team. The deceased was transferred to the operating room and organs were 
recovered after a 5-min hands-off period.
Ten patients (5M/5F ; age 51 ± 11 years) underwent bilateral LTx for emphysema (5), pulmonary fibrosis (3), cystic 
fibrosis (1), and bronchiolitis obliterans post-LTx (1). Median wait-list time was 332 ± 148 days. Agonal phase was 
absent. Warm ischemic interval between circulatory arrest and cold flush of pulmonary grafts was 14 ± 4 min. Total 
ischemic time until graft reperfusion was 366 ± 100 min for the first lung and 515 ± 119 min for the second lung. No 
PGD grade 3 was observed beyond T24hrs. One recipient died in the ICU after 3 months from a cardiac problem 
unrelated to the graft. ICU and hospital stay in 9 survivors was 7 ± 2 and 28 ± 8 days, respectively. Another recipient 
died after 3 months from a haematological disorder. Actuarial 3-year and 5-year survival is 80% (Figure A). With a 
median follow-up of 4 years, CLAD in 3-month survivors occurred in 2/8 recipients (Figure B).
Euthanasia donors accounted for 12% of all DCDs and 2% of all lung donors resulting in excellent post-transplant 
graft function, early recipient outcome, and long-term survival. The explicit donation wish by euthanasia patients at the 
end of life cannot be denied in countries with an existing legal framework.

A B
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REPLICATIVE SENESCENCE AND ARTERIOCSCLEROSIS AFTER KIDNEY TRANSPLANTATION.
De Vusser K, Martens D, Lerut E, Kuypers D, Nawrot T, Naesens M.
University Hospitals, Leuven, Belgium.

Replicative senescence is associated with telomere shortening. In native kidneys, obtained prior to transplantation, 
we recently described and validated a significant association between shorter intrarenal telomere length and renal 
arteriosclerosis. After renal transplantation, animal experiments suggested that ischemia-reperfusion injury, acute 
rejection episodes, and cytomegalovirus disease associate with accelerated renal allograft senescence. The 
association between post-transplant events and replicative senescence has not yet been evaluated in a human 
setting. 
In a cohort of 134 kidney allograft recipients, we performed protocol-specified renal allograft biopsies at three months, 
one year, two years and five years after transplantation (N = 579 biopsies). We used quantitative real-time PCR to 
measure intrarenal relative average telomere length (T/S ratio). The association between donor and recipient 
demographic factors, post-transplant clinical/histological events, renal allograft histological evolution by five years 
post-transplant, and intrarenal telomere length at five years after transplantation was studied using multiple regression 
models.
At 5 years after transplantation, shorter intrarenal telomere length was associated with male donor gender, and older 
donor age, donor history of hypertension, and donor cardiovascular risk, which confirms the associations observed in 
native kidneys. Recipient characteristics and post-transplant events like delayed graft function, acute rejection 
episodes, presence of donor-specific antibodies, cytomegalovirus disease and immunosuppressive regimen did not 
associate with alterations of intrarenal telomere length at 5 years. Independent of donor age and donor cardiovascular 
risk, intrarenal arteriosclerosis in protocol biopsies obtained at five years after transplantation, and progressive 
arteriosclerosis over time after transplantation, associated with shorter telomere length, while this was not the case 
for other histological lesions. Moreover, telomere attrition augments the association between older donor age and the 
presence of severe arteriosclerosis. In the group with the oldest donor age and shortest telomere length, there was 
significantly more severe arteriosclerosis (43%) in protocol biopsies at five year after transplantation, compared to 
other combinations (13-28%)(p = 0.001). Intrarenal arteriosclerosis at 5 years after transplantation did not associate 
with post-transplant clinical events.
We demonstrate that intrarenal telomere length at 5 years after transplantation, as marker for replicative senescence, 
associates with renal arteriosclerosis, and reflects kidney donor characteristics, but not post-transplant events. 

ACUTE KIDNEY INJURY AFTER LIVER TRANSPLANTATION IS SET IN MOTION EARLY AFTER REPERFUSION 
OF THE LIVER GRAFT : A PROSPECTIVE COHORT STUDY.
Jochmans I1, Meurisse N1,2, Monbaliu D1, Pirenne J.1

1Abdominal Transplant Surgery, University Hospitals, Leuven, Belgium; 2Abdominal Transplant Surgery, University 
Hospitals, Liège, Belgium (current affiliation)

The objective is to determine creatinine (Cr) changes during liver transplantation (LT) and risk factors for acute kidney 
injury (AKI) in a prospective cohort study (NCT01333319).
AKI, a major risk factor for poorer outcome after LT, is usually attributed to post-LT events and drug toxicity. In 
rodents, liver ischaemia-reperfusion injury (IRI) has been shown to cause AKI. There are no prospective studies 
investigating LT and IRI as cause of AKI.
In 80 adult liver-only recipients (no hepatorenal syndrome or dialysis) AKI was assessed by RIFLE-criteria based on 
Cr changes from baseline to hepatectomy, reperfusion, postreperfusion [0.5 h, 1 h, 6 h, 12 h, postoperative day 
(POD) 1-5]. Kidney injury markers [urinary kidney-injury-molecule-1 (KIM-1), plasma heart-type-fatty-acid-binding-
protein (H-FABP)] at baseline, 6 h, 12 h postreperfusion were compared between Injury/Failure and matched cohort 
without AKI. Multivariate logistic regression determined AKI risk factors. Data : median (IQR).
Twenty one patients (26%) developed AKI at 12h (6h-POD1) postreperfusion ; 10 progressed from Risk to Injury ; 5 
to Failure. Cold ischemia time was longer in AKI-patients [7.9 h (6.9-9.0) vs 5.7 h (4.8-7.8), p = 0.004). AKI-patients 
had higher peak AST [2430U/L (718-4645) vs 944U/L (675-1347), p < 0.001], more early allograft dysfunction (62% 
vs 17%, p < 0.001), and longer ICU/hospital stay vs to those without AKI. Cr changes during LT and follow-up were 
larger in AKI-patients vs those without AKI, despite similar tacrolimus trough levels. In AKI-patients Cr increased 
during LT and was higher vs baseline at 6h-POD4 ; perop Cr remained stable in those without AKI. H-FABP at 12 h 
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was higher in Injury/Failure. Peak AST (6 h) was the only risk factor for AKI [adjusted odds ratio 2.42 (1.24-4.91), 
p < 0.001]. Patient survival at 1y was 90% for AKI-patients vs 98% for those without AKI (p = 0.17).
AKI is initiated during LT and its association with peak AST suggests liver IRI as determinant. Identifying operating 
mechanisms and early intervention might avoid AKI associated morbidity.

TRANSPLANTATION OF GRAFT FROM OLDER DONORS : DOES AGE STILL MATTER ?
Gilbo N, Jochmans I, Sainz M, Pirenne J, Monbaliu D.
Abdominal Transplantation Surgery, University Hospitals, Leuven, Belgium.

Improved outcome after Liver Transplantation (LT) has led to an imbalance between patients waiting and availability 
of suitable grafts. As an attempt to reduce this gap, selection criteria have become less restrictive including elderly 
donors (> 70 y). However, registry data have previously raised concerns that advanced donor age is associated with 
impaired graft and recipient survival. 
We retrospectively compared donor and recipient demographics, transplant and outcome data between recipients of 
liver grafts procured from donors > 70 y (D > 70) and < 70 y (D < 70) in a cohort of 643 consecutive LT in (01/2003-
12/2014). The influence of LT of elderly grafts on recipient and graft survival was investigated by means of multivariable 
regression. Data presented as median and IQR.
Ninety eight out of 643 (15%) LT were performed with grafts procured from D > 70. D > 70 [71-88y] were all brain 
dead and when compared to D < 70, peak AST/ALT was lower, most were locally procured (71.4% vs 45.3%, 
p < 0.0001), had shorter graft extraction time [30 min (24-36) vs 38 min (28.5-50), p < 0.0001] and higher DRI [2.6 
(2.4-2.8) vs 2.1 (1.7-2.4), p < 0.0001]. Recipients of D > 70 were older [62y (56-68) vs 57y (48-64), p < 0.0001] with 
similar MELD but higher BAR score [4 (2-4) vs 2 (1-4), p < 0.0001] and more frequently transplanted for HCC (44.9% 
vs 28.3%, p = 0.002). Cold ischemia [7.24 h (6-9.5) vs 7.98h (6.2-9.5), p : 0.1] and anastomotic time [80 min (67-91) 
vs 78 min (67-90), p = 0.3] was similar. Peak AST post-LT was lower in D > 70 [527IU/L (298-1071) vs 721 IU/L (383-
1386), p = 0.025]. No difference in early allograft dysfunction (D > 70 26.3% vs D < 70 28.9%, p = 0.71) or acute 
kidney injury (D > 70 22.7% vs D < 70 22.7%, p = 1) was observed. The incidence of non-anastomotic biliary strictures 
within 1y post-LT was lower in D > 70 (6.2% vs 13.4%, p = 0.045). One and five year graft survival were similar 
between D > 70 and D < 70 (89.7% vs 87.7%, 73.5% vs 70.6% respectively, p = ns) ; likewise 1 and 5 y patient 
survival did not differ (92.8% vs 91.1%, 76.1% vs 75.9% respectively, p = ns). Multivariable Cox regression did not 
reveal an impact of donor age on patient and graft survival (D > 70 HR : 0.95, 95%CI : 0.55-1.63 and HR : 0.78, 
95%CI : 0.46-1.33) in contrast to CIT which was an independent risk factor of impaired recipient survival (HR : 1.11, 
95%CI : 1.04-1.2, p : 0.004).
In our experience, transplantation of grafts > 70y did not increase post-LT morbidity and achieved survival comparable 
to that one reached by younger grafts in the long-term. Careful selection of graft from D > 70 to be procured by 
experienced team and stable recipients seems essential to safely use these elderly grafts.

ORGAN DONATION FOLLOWING DONATION AFTER CIRCULATORY DEATH OR AFTER BRAIN DEATH, 
ALSO A MATTER OF STRATEGY ? A SINGLE CENTRE REPORT.
Lormans P, Froyman J, Stockman W. 
Department of Intensive Care, AZ Delta, Roeselare, Belgium.

In patients suffering irreversible brain damage without meeting criteria of, or evolution towards Brain Death (BD), 
controlled Donation after Circulatory Death (cDCD) has become a valuable option of organ donation.
In a selected group of patients, initially identified as potential cDCD donors (e.g. following decision to stop further 
treatment), postponing immediate Withdrawal of Life Supporting Therapy (WLST) and continuation of elective 
intensive care, evolution to brain death (BD) may still occur and eventually further increase the donor organ pool.
Retrospective analysis of all effective organ procurements (OP) between December 17th,2014 and November 
30th,2015 in a single high volume donor hospital. Donor demographics, underlying cause of brain injury, organ yield, 
time between ICU admission and declaration of BD and duration of organ care (e.g. time interval between the time 
point where further curative therapeutic attempts have become futile and the time point of BD declaration in case of 
DBD and decision to stop therapy and WLST in case of cDCD) were compared. Data are presented as means + SD.
During the study period 19 OPs took place : 15 DBD [age : 54.9 ± 27.7 y (mean and SD) ; female (F) : 9 ; intracranial 
hemorrhage (ICH) : 9, traumatic brain injury (TBI) : 4, post-anoxemic brain injury : 1, meningitis : 1 ; 2.8 organs/donor] 
and 4 cDCD[age : 44 ± 24,42 y ; F : 3 ; TBI : 1, ICH : 1, brain tumour : 1, meningitis :1 ; 2.5 organs/donor). Among 
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DBD donors, 4/15 were initially regarded as potential cDCD but-in full transparency with the relatives-immediate 
WLST was postponed (age 67 ± 19.7 y ; F : 3 ; ICH : 3, postanoxemic : 1 ; 2.75 organs/donor). In this selected group 
of 4 DBD donors with eventual evolution towards BD, the interval between ICU admission and BD declaration was 
108 ± 13.8 h compared to 26 ± 11.3 h in the 11 “standard” DBDs. The duration of organ care was 76 ± 16.6 h in this 
selected vs 16.8 ± 7.3 h in the standard DBD group. The organ yield per donor in the selected group was 2.75 
(including 2 extra cardiac grafts) vs 2.5 organs/donor in the cDCD group.
Postponing WLST and continuation of elective intensive care management in patients initially identified as potential 
cDCD-but with evolutive intracranial hypertension-may allow evolution towards otherwise unidentified BD. In our 
hands, this strategy resulted in two additional effective organ donors (otherwise too old for cDCD) and a higher organ 
yield/donor including two extra cardiac grafts. However, this strategy substantially prolongs the duration of intensive 
care stay of these donors with an extra strain on resources and costs.

HOW BIG IS THE POOL OF REJECTED DONOR LUNGS THAT POTENTIALLY COULD BECOME TRANSPLANT-
ABLE WITH EVLP ? A SINGLE CENTER ANALYSIS OF REGISTERED DONOR DATA. 
Martens A1, Degezelle K, Desschans B3, Van Raemdonck DE2, Vanaudenaerde BM2, Verleden GM2, Vos R2, 
Verleden SE2, Neyrinck AP1.
1Dpt Cardiovascular Sciences, 2Dpt Clinical and Experimental Medicine, 3Transplant Coordination, University 
Hospitals, Leuven, Belgium. 

Ex vivo lung perfusion (EVLP) has been put forward as a valuable tool to increase the number of transplantable 
organs through functional assessment of questionable grafts and reconditioning of marginal lungs. The purpose of 
this study was to estimate the actual potential of EVLP to recover lung grafts by analysing our donor database. 
We reviewed all multi-organ donor (MOD) offers from our local donor network (January 2010-June 2015). All not-
transplanted lung grafts were categorized using the registered donor data and evaluated by two independent 
investigators to identify grafts that could potentially have been salvaged by EVLP. 
Five hundred and eighty four MODs 
(“Potential lung donors”) were offered to 
our transplant centre. (Figure 1). 268 
(45.9%) were declined as lung donor at 
the moment of this offer (“Declined as 
lung donor”) and 316 (54.1%) were 
considered for transplantation 
(“Considered as lung donor”). In the 
latter, 220 (37.7%) lung grafts were 
transplanted and 96 (16.4%) lungs were 
not transplanted. All non-transplanted 
organs were categorized as : no 
consent ; patient-related factors ; donor 
related (organ) injury ; logistical reason ; 
intrinsic lung disease ; unknown. We 
identified 78 lungs that could potentially 
increase our current acceptance rate if 
EVLP was used (potential causes listed 
in Figure 1). 
With this analysis we confirm that EVLP could enlarge our transplant program. If 50% of the identified lungs (n = 78) 
could be salvaged after EVLP, our acceptance rate would increase from 37.7 to 44.3%. The potential for EVLP should 
be considered in both the “declined” and “considered” donor group. Our findings should inspire further improvement 
in EVLP technology and resuscitation strategies.
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POLICY CHANGE OF THE EUROTRANSPLANT ACCEPTABLE MISMATCH PROGRAM FOR HIGHLY 
SENSITIZED PATIENTS.
Daniëls L1, Mussen I1, Hidajat M1, Witvliet M2, Claas F2, Emonds MP1.
1HILA Red Cross Flanders, 2Eurotransplant Reference Laboratory, Belgium. 

A vPRA% > 85 was used to label a patient as highly sensitized (HS) and was so far used as inclusion criterion for the 
AM program. In 2016 the inclusion will be based on a match probability of < 2 % within the Eurotransplant region and 
based on HLA acceptable antigens (ACAG) in combination with blood group data. We evaluated this new inclusion 
criterion in the Flemish AM population (transplant centres Antwerp, Gent and Leuven).
Currently, patients in the AM program may receive an offer by 2 allocation systems : ETKAS (Eurotransplant Kidney 
Allocation System) and ETRL (Eurotransplant Reference Laboratory Acceptable Mismatch program). For 33 out of 
49 patients sufficient details were available to define match probability.

33 AM patients
13 allocations by ETKAS 20 allocations by ETRL
9 patients transplanted with 
mismatch (no DSA)

4 patients transplanted with 
weak reactive DSA

2 patients transplanted with 
6/6 HLA match

18 patients transplanted 
with ACAG1

1Antigens without detectable cytotoxic antibodies and antigens with Luminex antibodies except for those explainable 
by a specific immunizing event. The general consensus is that DSA detectable in CDC are a contra-indication for 
transplantation while antibodies detectable in Luminex only should be considered as a risk factor.

The match probability of 17 of the 33 patients was > 2% (calculation based on Unacceptable Antigens (UN-ACAG)), 
of which 10 patients were transplanted through ETKAS. ACAG are often difficult to define in patients with a high CDC-
PRA. The newer methods can help to identify more ACAG. This increases the chance to find a donor via the AM 
program. The allocations with good matches in our patients via ETKAS can be explained as ETKAS is based on  UN-
ACAG only. Most of these patients had a match probability > 2% (calculation based on the UN-ACAG). Of the 
49 patients 37 have a functioning graft. 3 patients with highly reactive pre-existing HLA-DP DSA, without other DSA 
presented with humoral rejection. We also looked at the reasons for offer refusal. Of 56 offer refusals only 21% were 
due to a negative immunological advice. Other reasons were : bad quality organ (32%), combination of organs (13%), 
medical reasons patient (11%), NHB donor (7%), capacity problem (4%), logistic problem (2%) and unknown reason 
(11%). We confirm that HS patients have good graft survival. Those with a match probability > 2% are highly likely to 
receive an organ via ETKAS, leaving AM program to those patients with a match probability < 2%. 

A NOVEL PROGNOSTIC INDEX IN PATIENTS WITH HEPATOCELLULAR CANCER WAITING FOR LIVER TRANS-
PLANTATION(LT) : TIME–RADIOLOGICAL-RESPONSE–ALPHA-FETOPROTEIN INFLAMMATION(TRAIN) SCORE.

Iesari S1,2, Lai Q1,2, Inostroza Nunez M1, Nicolini D3, Goffett P1, Agostini A4, Giovagnoni A4, Vivarelli M3, Lerut J1. 
1Starzl Unit of Abdominal Transplantation, University Hospitals Saint Luc, Brussels, Belgium ; 2Department of General 
Surgery and Organ Transplantation, L’Aquila University, L’Aquila, 3Unit of Hepatobiliary surgery and Transplantation, 
Azienda Ospedaliero-Universitaria “Ospedali Riuniti”, Torrette Ancona, Italy ; 4Department of Radiology, Azienda 
Ospedaliero-Universitaria “Ospedali Riuniti”, Torrette Ancona, Italy.

The role of radiological response to loco-regional therapies, alpha-fetoprotein modification, inflammatory markers and 
length of waiting time (WT) have been recently shown as important selection criteria for the risk of intention-to-treat 
(ITT)-death and recurrence in patients with hepatocellular cancer (HCC) waiting for LT. A novel and easy prognostic 
score based on these, pre-operatively available, variables has been obtained from a long-WT training set and then 
validated in a short-WT set. 
The training set was composed by 179 HCC patients listed for LT during the period Jan2000-Dec2012 from UCL 
Brussels ; the validation set by 110 patients listed during the period Jan2005-Dec2014 from Ancona. 
The training set had a longer median WT compared to the validation set (5.1 vs. 2.7 months). The training set had 
more drop-outs from the wait list (19.0vs.13.6%), whilst the validation set had more recurrences (12.6 vs. 8.3%). The 
proposed Time–Radiological-response–Alpha-fetoprotein–INflammation (TRAIN) score was the best predictor of 
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microvascular invasion, a well-known risk factor for recurrence. A TRAIN score ≥ 1.0 excellently stratified both the 
investigated populations in terms of ITT- and recurrence survivals. 
The proposed TRAIN score is an easy selection tool based only on pre-LT obtainable variables. This score enables 
to refine the selection process in two different scenarios of long as well as short WT. In case of a longer WT, the score 
better predicts the risk of death during the waiting time ; in case of a short WT constellation, the score better identifies 
high-risk patients for post-LT

PRE- AND RECONDITIONING OF DCD DONOR LUNGS ON EX-VIVO LUNG PERFUSION BY METHYL-
PREDNISOLONE.
Martens A1, Van Raemdonck DE2, Vanaudenaerde BM2, Verleden SE2, Verleden GM2, Vos R2, Neyrinck AP1.
1Dpt Cardiovascular Sciences, 2Dpt Clinical and Experimental Medicine, University Hospitals, Leuven, Belgium.

Lung donation after circulatory death (DCD) is an 
accepted possibility to increase the number of 
transplantable organs. However, the role and timing 
of steroid administration in the DCD donor and during 
EVLP has not been thoroughly investigated. In 
addition, the importance of steroids during ex vivo 
lung perfusion (EVLP) is not clarified. We 
hypothesized that warm-ischemic related lung injury 
can be critically modulated by administration of 
methylprednisolone (MP) prior to cardiac arrest and 
during EVLP. 
Domestic pigs were divided in 2 groups (n = 6/group). 
Following cardiac arrest in the donor, grafts were left 
untouched in the cadaver for 90 min. Graft function 
was then assessed during normothermic EVLP for 6 
h. In group 1 (MP) 500 mg methylprednisolone was 
given prior to the warm ischemia in the donor and 
during EVLP. In group 2 (CONT) no steroids were 
added. Physiological variables were monitored and W/D was calculated.
Physiological data at end of EVLP are presented in figure 1 (boxplot, Mann-Whitney U test). In the MP group, 
compliance at the end of EVLP was significantly better compared to the CONT group (p = 0.0260). Also W/D ratio was 
significantly better in de MP group compared to the CONT group (p = 0.0152). There was no statistical difference in 
PaO2/FiO2 and PVR. 
We have demonstrated that warm-ischemic related lung injury in DCD donation can be attenuated by steroid 
administration when given prior to switch-off and during EVLP. Future research should focus on the administration of 
MP in the donor or during EVLP alone. The ethical debate concerning pre-arrest donor treatment should be conducted 
and critical evaluation of current EVLP protocols may not be neglected.

COMPARISON OF THE MILAN CRITERIA, THE ALFA-FETOPROTEIN MODEL AND THE ASAN CRITERIA TO 
SELECT HEPATOCELLULAR CARCINOMA PATIENTS FOR LIVER TRANSPLANTATION : A MULTICENTRIC 
RETROSPECTIVE STUDY. 
Dekervel J, Degroote H, Poels H, Callebout E, Schreiber J. on behalf of The Belgium Liver and Intestinal Advisory 
Committee (Be-LIAC).

Selecting the right hepatocellular carcinoma (HCC) patients for this potentially curative treatment is of utmost 
importance as postLTx HCC recurrence dramatically reduces survival. Applying the Milan criteria results in a 5-year 
post-transplant survival of  > 70%. More recently, extension of these criteria resulting in similar outcomes has been 
proposed using, among others, the alfa-foetoprotein (aFP) model or the Asan criteria. 
The aims consist in comparing the performance of the well-established Milan criteria with the aFP model and the Asan 
criteria in predicting HCC recurrence after LTx.
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We retrospectively reviewed clinical data and radiology reports of 275 patients transplanted for HCC in 4 different 
Belgian LTx centers. Patients who died in the first three months postTx were excluded unless they had HCC recurrence. 
Patients were mostly male (80%) with underlying alcoholic liver disease (38%) or chronic hepatitis C infection (32%). 
Median number of lesions at listing was 1 (range 0-10) with the median size of the largest lesion being 29.4 mm (0-
120). Median aFP level at time of listing was 189 µg/l (1-18125). During a follow-up of 50.8 months (range 3-157) 
40 patients (14.5%) had HCC recurrence and 79 patients (29%) died.
At time of listing 25%, 15% and 11% of the 275 patients were outside the Milan criteria, the aFP model and the Asan 
criteria, respectively. All three models could significantly predict postTx recurrence (log rank, p < 0.001). 5 year 
recurrence rate were similar for patients inside each model : 10 (+ -2.5) %, 12 (+ - 2.5) % and 12 (+ -2.5) % for 
patients inside the Milan criteria, the aFP model and the Asan criteria, respectively. However, increasing recurrence 
rates for patients outside each model were noted comparing Milan criteria (33 + -7%), aFP model (39  + - 9%) and 
Asan criteria (44  + - 11%). Patients outside Milan but still inside aFP model, had an acceptable 5 year recurrence rate 
of 17 (+ -6) % which was significantly better than patients outside both models (log rank, p  = 0.001). Patients outside 
Milan but still inside Asan criteria had 24 (+ -8)% recurrence risk, which did not differ from patients outside both criteria 
(p = 0.09). Of note, 7% of this multicentric cohort had complete remission of HCC at listing and in 11.5% of cases, no 
malignancy was detected in the explant specimen.
The Asan criteria are less restrictive compared to the aFP model which is on its turn less restrictive than the Milan 
criteria. Extension of the Milan criteria is feasible without compromising recurrence rates. In our analysis, patients 
outside Milan criteria but inside the aFP model still have an acceptable rate of HCC recurrence. 
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COMBINED KIDNEY AND LIVER TRANSPLANTATION USING DONATION AFTER CIRCULATORY DEATH 
DONORS : A SINGLE CENTRE EXPERIENCE.
Gilbo N, Peerboom D, Ceulemans L, Jochmans I, Sainz M, Pirenne J, Monbaliu D.
Abdominal Transplantation Surgery, University Hospitals, Leuven, Belgium.

Simultaneous liver kidney transplantation (SLK) has increased exponentially the past decade. Donation after 
Circulatory Death (DCD) contributes to liver and kidneys programs but results of DCD SLK are unclear.
Single centre retrospective review of 97 consecutive, primary adult SLK (1/7/1997-1/11/2015 ; median follow-up 
4.8 years). Donor and recipient demographics, liver and kidney graft dysfunction (Olthoff’s criteria, need for dialysis 
1st week post-SLK, respectively), non-anastomotic biliary strictures, biopsy proven rejection, kidney/liver graft and 
patient survival after SLK from DCD and Donation after Brain Death (DBD) donors were compared by Mann-Whitney 
U test. Data are presented as median (interquartile range).
Donor and recipient age/gender, pre-SLK dialysis need and labMELD were similar in both groups. Median DCD donor 
warm ischemia time was short. Cold ischemia time (CIT) was shorter after DCD-SLK than DBD SLK for both organs. 
Organ dysfunction, incidence of non-anastomotic biliary strictures, acute rejection was similar in both groups. Organ 
and patient survival was similar in both groups.
In this initial experience DCD SLK had similar outcomes compared to DBD SLK.

Donor and 
recipient

DCD DBD p Outcome DCD DBD p

Number 92 5 Early allograft dysfunction liver 40 13.8 0.2
Donor age (y) 38 (25-38) 40.5 (22-53) 0.4 Delayed graft function kidney 20 12 0.5
Donor WIT (min) 20 (12-25) 0 0.0001 acute rejection liver 0 8.6 1
Recipient age (y) 59 (41-69) 58 (53-62) 0.8 acute rejection kidney 20 11.8 0.5
LabMELD 21 (20-23) 21 (20-23) 0.6 LT survival 90d (%) - n obs 100-5 91-92 0.5
Waiting time (d) 596 (199-743) 239 (128-433) 0.1 LT survival 1y (%) - n obs 100-2 91-88 0.6
PreSLK dialysis (%) 80 58 0.3 KT survival 90d (%) - n obs 100-5 90-92 0.5
CIT liver (h) 4.4 (3.5-6) 7.4 (6-9) 0.004 KT survival 1y (%) - n obs 100-2 90-88 0.6
CIT kidney (h) 10 (7.6-13) 13 (11-15) 0.06 Patient survival 90d (%) - n obs 100-5 93-92 0.6

Patient survival 1y (%) - n obs 100-2 92-88 0.6
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REDUCING NON-ANASTOMOTIC BILIARY STRICTURES AFTER DONATION AFTER CIRCULATORY DEATH 
LIVER TRANSPLANTATION, A MATTER OF TIME ?
Gilbo N, Jochmans I, Sainz M, Pirenne J, Monbaliu D.
Abdominal Transplantation Surgery, University Hospitals, Leuven, Belgium.

Liver Transplantation (LT) from donation after circulatory death (DCD) is associated with increased non-anastomotic 
biliary strictures (NAS) and graft loss. Donor and recipient demographics, transplant and outcome data were compared 
between recipients with NAS (NAS+) and those without (NAS-) in a cohort of 61 consecutive DCD-LT (01/2003-
12/2013). Risk factors for NAS occurring  < 1 y after DCD-LT were identified in multivariate regression. Median (IQR) 
is given. 
Thirteen out of 61 developed NAS. Incidence of NAS decreased over time (30% in 2003-2010, 15% in 2011-2013) in 
parallel with a decrease in cold ischemia time (CIT) [6.8 h (5.5-8) in 2003-2010, 5.4h (4.75-6.4) in 2011-2013, 
p = 0.002]. Donor and recipient age and gender, warm ischemia time [NAS+ 20 min (15-29) vs NAS- 22 min (16-28), 
p = ns], donor peak AST/ALT did not differ. NAS+ had a higher DRI [3.01 (2.86-3.49) vs 2.67 (2.37-3.05), p = 0.031], 
longer CIT [7.3h (5.95-8.52) vs 5.6 h (4.97-6.75), p = 0.004] and anastomotic time [55min (46.5-60.5) vs 46 min (42-
52.5), p = 0.038]. NAS occurred more frequently in grafts exposed to CIT > 5 h vs CIT < 5 h (26.5% vs 0%, p = 0.054). 
Peak ALT post-LT was higher in NAS+ vs NAS- [1114 IU/L (745-1566) vs 645 IU/L (318-1087), p = 0.019]. No 
difference in early allograft dysfunction (NAS+ 23.1% vs NAS- 20.8%, p = ns) or acute kidney injury was observed. 
The need for re-LT and endoscopic biliary intervention was higher in NAS+ vs NAS- (7.7% vs 0% and 84.6% vs 10.4% 
respectively, p < 0.0001). One year censored graft and patient survival were similar between NAS+ and NAS- (84.6% 
vs 89.6%, 92.3% vs 91.7% respectively, p = ns). NAS did not influence the risk of death (HR : 1, 95%CI : 0.28-3.6) or 
graft loss (HR : 1.62, 95%CI : 0.57-4.6). CIT was the only independent risk factor of NAS (HR : 1.42, 95%CI : 1.06-
1.92). Even with overall short CIT (5.78 h, 5.13-7.13), the risk for NAS development in the 1st year post-transplant 
increases 1,42 times by every additional hour of CIT. In the absence of interventions that might directly prevent NAS, 
active efforts to maximally reduce CIT in DCD-LT are essential.

ASSOCIATION BETWEEN TRACOLIMUS PRE-DOSE CONCENTRATION, HYPERTENSION AND LEFT 
VENTRICULAR HYPERTROPHY IN PEDIATRIC LIVER TRANSPLANT RECIPIENTS.
Prytula A*1, Vandekerckhove K*2, Raes A1, De Wolf D1, Dehoorne J1, Vande Walle J1, De Bruyne R.3

*PA and KVK contributed equally to the study.
1Pediatric Nephrology and Rheumatology Department, 2Pediatric Cardiology Department, 3Pediatric Gastroenterology, 
Hepatology and Nutrition, University Hospitals, Ghent, Belgium.

The aim of the study was to analyse the incidence of hypertension in pediatric liver transplant (LT) recipients using 
ambulatory blood pressure measurements (ABPM) and to identify factors associated with hypertension. We also 
investigated if hypertension or tacrolimus pre-dose concentration (TAC C0) were associated with increased left 
ventricular (LV) wall thickness. 
On a retrospective longitudinal base, we included 39 pediatric LT recipients. Median time since transplantation was 
65 months (range : 11-183). Two consecutive ABPM were analysed with a median time interval of 13 months. Data 
from echocardiographic evaluation parallel to the baseline ABPM were analysed. All patients except one were 
receiving tacrolimus. The median TAC C0 was 4 ng/ml (range 0.9-11.2). Univariate and multivariate logistic and linear 
regression models were fitted to identify factors associated with systolic and diastolic hypertension and LV wall 
thickness.
Twenty two out of 39 children were hypertensive at baseline and 19 out 32 were hypertensive at follow-up. At baseline 
10 (26%) children had masked systolic hypertension. TAC C0 was associated with systolic (P = 0.007, Exp(B) 2.02, 
95% CI 1.2-3.3) and diastolic (P = 0.044, Exp(B) 1.48, 95% CI 1.0-2.2) hypertension. LV wall thickness was increased 
in children after LT compared with healthy population, but it was not associated with hypertension or TAC C0.
Given the high prevalence of masked hypertension, ABPM should be performed in all pediatric LT recipients. Systolic 
and diastolic hypertension is associated with TAC C0, therefore children with a higher target TAC C0 require a more 
intensive blood pressure surveillance. 
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EFFECT OF LOW- AND HIGH-GRADE PORTAL VEIN THROMBOSIS ON OUTCOME AFTER LIVER TRANSPLAN-
TATION.
Van Praet K, Ceulemans L, Jochmans I, Meurisse N, Gilbo N, Aerts R, Monbaliu D, Pirenne J.
University Hospitals, Leuven, Belgium.

Portal vein thrombosis (PVT) – a common complication of chronic liver disease- may still be challenging during liver 
transplantation (LTx) and has been previously shown to negatively influence outcome (Yerdel Transplantation 2000). 
Several techniques have been developed : thrombo-endovenectomy in Yerdel low grades 1-2 PVT ; and jump graft, 
use of collaterals, or cavo-portal hemitransposition in Yerdel high grades 3-4 PVT. We aimed to reassess -in a more 
modern era- the surgical techniques used and the impact of PVT on LTx outcome.
From 1/2000-12/2014, 736 adult patients underwent isolated LTx 
at a single-centre. 3 groups were selected : 1) LTx without PVT 
(672 ; 92%) ; 2) LTx with low grade PVT (50 ; 68%) ; 3) LTX with 
high grade PVT (12 ; 16%). PVT grade was retrospectively 
analysed via preoperative imaging and perioperative findings. 
Analysed data were : age, gender, BMI, lab-MELD, surgical 
technique, follow-up, reintervention (bleeding), postTx thrombosis, 
rejection, reTx and survival. Kaplan-Meier analysis and univariate 
and multivariate survival analysis were done. 
The results are summarized in the table. Thrombo-endovenectomy 
was mostly performed in low-grade PVT whereas high grade PVT 
were treated with jump graft or cavo-portal hemitransposition. 
High-grade PVT required more reinterventions for bleeding and 
had worse survival. High grade PVT is an independent risk factor for outcome after LTx.
Incidence of PVT in adult isolated LTx recipients in this cohort is 8.4%. In the modern LTx era, high grade PVT 
remains an independent risk factor for poorer outcome and requires additional surgical/medical scrutiny. Multivisceral 
Tx (not included in this series) represents a curative surgical option in complete & diffuse PVT. 

Hazard ratio (95%CI) P-value
Portal Vein Thrombosis 0.0345

High grade PVT 2.684 (1.261;5.714) 0.0104
Low grade PVT 1.148 (0.705;1.871) 0.5789

EARLY HEPATIC ARTERY THROMBOSIS AFTER ADULT LIVER TRANSPLANTATION : INCIDENCE, RISK 
FACTORS AND IMPACT ON OUTCOME.
Van Praet L, Jochmans I, Sainz M, Monbaliu D, Pirenne J, Gilbo N.
Abdominal Transplantation Surgery, University Hospitals, Leuven, Belgium.

Early (within 3 months) hepatic artery thrombosis (HAT) after adult liver transplantation (LT) is associated with 
increased graft loss and re-transplantation (Re-LT). Risk factors are unclear. There is a suspicion that pre-LT trans 
arterial chemo embolization (TACE) increases the risk of HAT but this has been poorly analysed. 
Donor and recipient demographics, transplant and outcome data were compared between recipients with HAT (HAT+ , 
n = 25 LT) and matched controls without HAT (HAT-, n = 50 LT) in 1035 consecutive adult LT (01/1997-12/2014). 
Risk factors of HAT were identified in regression analysis. Data are expressed as median (IQR).
Overall incidence of HAT was 2.42% (25 LT). Cold ischemia time, donor and recipient age, gender and donor peak 
AST/ALT were similar in both groups. The incidence of abnormal anatomy of donor hepatic artery (HAT+ 16% vs 
HAT- 27.1% p = ns) or need for additional arterial anastomosis (HAT+ 24% vs HAT- 25% p = ns) did not differ. Pre-LT 
TACE had been performed more frequently in HAT+ (20%) vs HAT- (4.2%) p = 0.042. HAT+ had longer surgery 
[6.25 h (5.2-7.5) vs 5.13 h (4.31-6.5) p = 0.001] and longer anastomotic time (from liver out of icebox to arterial 
reperfusion) [85 min (79-101) vs 76.5 min (66-93) p = 0.027]. Early allograft dysfunction (HAT+ 60% vs HAT- 25% ; 
p = 0.005) and sepsis (HAT+ 16% vs HAT- none ; p = 0.012) were more frequent and the intensive care stay was 
longer in HAT+ [5.5 day (3-26) vs 2.5 day (2-7) p = 0.006]. 18 of 25 (72%) of recipients that developed HAT needed 
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Re-LT (vs none in HAT- p < 0.0001). 1 and 5 year graft survival after LT was lower in HAT+ (40% vs 81.3% and 12.0% 
vs 64.4%, respectively p < 0.0001). 1 and 5 year patient survival did not differ (84.4% vs 83.3% and 79.8% vs 77.1%, 
respectively p = ns). In multivariate analysis, pre-LT TACE was the only independent risk factor for HAT (HR : 3.55 
95%CI : 1.33-9.49). 
HAT has a very low incidence (2.42%) in this series, but it severely jeopardizes outcome after LT and increases the 
risk of graft loss by almost 4 times (HR :3.88 95%CI :1.93-7.8). However, patient survival is unaffected when the 
diagnosis is done promptly and re-LT performed in due time. Special attention is recommended (peri- and post-
operatively) in recipients previously treated with TACE. 

SURGICAL PROBLEMS AND PROPOSED SOLUTIONS IN INTESTINAL TRANSPLANTATION (ITx).
Willemse G, Ceulemans L, Canovai E, Heye S, Maleux G, Jochmans I, Monbaliu D, Pirenne J.
Abdominal Transplant Surgery Dpt, Intestinal Transplant Program, University Hospitals, Leuven, Belgium.

Intestinal (ITx), Combined Liver-Intestine (CLITx) and Multivisceral transplantation (MVTx) are live-saving procedures 
for patients with irreversible intestinal failure. 
These procedures are associated with specific surgical difficulties : 1) Abdominal closure in multioperated patients 
with reduced abdominal domain ; 2) Increased donor and recipient surgical complexity in CLITx if the pancreas is to 
be removed from the liver-bowel bloc ; 3) Drainage of the native portal vein in CLITx recipients ; 4) Bleeding during 
abdominal exenteration in MVTx recipients. In addition, certain patients (non-ET residents) cannot be listed according 
to Belgian law. 
The aim is to propose innovative surgical and/or radiological solutions to these surgical difficulties. 
The methods used were analysis of ITx database, demographics, type of surgery and postTx mortality. 
From 1999 to 2015, 16 patients (3 children/13 adults) received an intestinal graft (7 ITx, 6 CLITx, 3 MVTx). All suffered 
from irreversible intestinal failure or diffuse splanchnic thrombosis. The follow-up period was 12-to-161 months. 1ary 
abdominal closure was possible in all but one recipient by using either smaller donors (13/16) or implanting self-
inflatable tissue expanders preoperatively (2/16 ; technique not described before). A pediatric recipient, who could not 
be closed 1arily, experienced major morbidity, requiring repeated surgeries, VAC therapy, and skin grafting. In 3/6 
CLITx, the pancreatic head was left with the liver-bowel bloc to avoid lengthy donor pancreatectomy and the risk of 
vascular torsion (Omaha technique). However, this led to pancreatitis at the transection line in 1. To avoid this problem, 
the full pancreas was Tx en bloc with the liver-bowel in the next 3 CLITx recipients without complications. In CLITx 
recipients, the native portal vein was anastomosed to the donor portal vein in 2/6 and to the donor inferior vena cava 
in 4/6. 2 of the latter patients (both children) developed stenosis of this anastomosis with native portal hypertension. 
They were treated successfully by dilatation and stenting. Major bleeding reported in MVTx was prevented in all 3 
cases by preoperative complete embolization of the celiac trunk and superior mesenteric artery (not described before). 
There were 4 deaths : 2 due to invasive aspergillosis (3m & 8m) ; 1 to combined intestinal/liver failure with no access 
to reTx (11 m) and 1 to NSAID induced loss (12 y). 11/12 survivors (92%) are TPN-free, 1 bowel graft was lost after 
an intestinal biopsy. Finally, one case of living related intestinal donation of a third of the small bowel from a mother 
into her daughter was done in a non-ET resident patient. 
ITx faces specific surgical issues/complications, but they can be prevented or solved by appropriate strategies : 
1) Use of smaller donors and self-inflatable prosthesis ; 2) in CLITx, the inclusion of the full pancreas ; and 3) stenting 
of the portocaval anastomosis in case of stenosis ; 4) in MVTx, embolization of visceral arteries prior to surgery. 
These strategies eliminated technically related mortality in this series. Living donation ITx is an option for patients with 
no access to the deceased donor pool.
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ABSTRACTS
Short Oral Communications

LONGITUDINAL TACROLIMUS EXPOSURE IN CHILDREN AFTER RENAL TRANSPLANTATION : THE CASE 
FOR DRUG METABOLISM COMING OF AGE. 
Knops N1,2, Herman J1, Van Dyck M1, van Damme-Lombaerts R1, Levtchenko E1,2, Van den Heuvel L1, Fieuws S3, 
Kuypers D4. 
1Pediatric Nephrology and Solid Organ Transplantation, University Hospitals Leuven, 2Laboratory for Pediatrics, Dept. 
of Development & Regeneration, KU Leuven, 3Interuniversity Institute for Biostatistics and statistical Bioinformatics, 
University of Leuven and University of Hasselt, Belgium and 4Nephrology and Renal Transplantation, University 
Hospitals, Leuven, Belgium. 

Tacrolimus constitutes the basis of immunosuppressive therapy in organ transplantation, but is characterized by a 
narrow therapeutic index and important inter- and intraindividual variation in pharmacokinetics (PK). The role of age 
in the course of the relation between dose and exposure for an individual during childhood is largely unknown. Our 
aim was to describe longitudinal, relative tacrolimus dose-requirements in a cohort of renal recipients in relation to 
clinical and non-clinical (genetic) co-variables during childhood. 
Retrospective study in a centre with a standardized follow-up for tacrolimus PK(AUC0-12hr) and pharmacogenetic 
analysis in children after renal transplantation. The evolution of relative exposure was evaluated using linear mixed 
models. Dose-corrected tacrolimus exposure was determined by age and demonstrated a biphasic course, 
characterized by an annual increment of 4·4% in AUC0-12hr corrected for dose per kg (CI : 0·3-8·7%) in children 
< 14 years, but was relatively stable for dose per m2 (0·8% ; CI : -3·0 to  + 4·8%). This is followed by a steep annual 
increase of 13·4% and 11·0% respectively, in older children (p < 0·01). Analysis according to bone maturation (TW2 
score) demonstrated a similar pattern with a cut-off value at 800 (p = 0·01). Genetic variation in CYP3A4, CYP3A5, 
and CYP3A7 was associated with altered dose-requirements, independent from age.
Children exhibit an age-dependent biphasic course in dose-corrected tacrolimus exposure, which is relatively stable 
before 14 years, followed by a steep increase thereafter. Analysis according to TW2 score suggests a pivotal role of 
physiological mechanisms associated with the onset of puberty. Genetic variation in CYP3A4, CYP3A5, and CYP3A7 
demonstrated an age-independent effect. The course in exposure corrected for dose per kg (BW) is only partially 
reflected by exposure corrected for m2 (BSA). Dosing algorithms for tacrolimus based upon BSA, bone maturation and 
genotype might improve efficacy in reaching target levels and better reflect intrinsic metabolic capacity than current 
practice based on BW. 

PREEMPTIVE REDUCTION OF IMMUNOSUPPRESSION UPON HIGH URINARY POLYOMAVIRUS LOADS 
IMPROVES PATIENT SURVIVAL WITHOUT AFFECTING KIDNEY GRAFT FUNCTION.
Broeders N1, Hamade A1, Mountahi F1, Racapé J2, Hougardy J-M1, Le Moine A1, Vereerstraeten P1.
1Department of Nephrology, Dialysis and Transplantation, University Hospitals Bruxelles, 2Research Centre of 
Biostatistics, Epidemiology and Clinical Research, School of Public Health, Université Libre de Bruxelles, Brussels, 
Belgium.

Polyomavirus (PV) is a major cause of kidney graft disease and the current recommendation of its management 
involves monitoring by PCR on blood. In order to avoid irreversible lesions, we investigated the clinical impact of the 
pre-emptive reduction of immunosuppression in kidney transplant recipients upon detection of high urinary PV (Upv) 
load, including BKV and JCV.
From January 2000 to December 2011, in our single-centre, 789 consecutive kidney transplanted recipients were 
distributed in three groups, according to the maximal Upv levels (by PCR) during the first year. A : Upv < 104 cp/mL 
(n = 573), B : ≥ 104 Upv < 107 cp/mL (n = 100) and C : Upv ≥ 107 cp/mL (n = 116). The immunosuppressive drug 
doses were systematically reduced in group C only. Patient and graft survival, incidence acute rejection and impact 
on renal function were analysed after this management. 
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The pre-emptive reduction of immunosuppression increased patient survival (P < 0.005) but did not modify graft 
survival, graft function and the incidence of acute rejection. BKV-associated nephropathy occurred only in the group 
C (2% of total grafts) and had no effect on patient and graft outcome.
The reduction of immunosuppression in patients with high urinary polyomavirus loads is beneficial for patient survival 
and does not affect graft survival and graft function.

IMPACT OF HLA-A, B AND DR ALLELE MISMATCHES ON CLINICAL OUTCOME IN THE FIRST YEAR AFTER 
HEART TRANSPLANTATION : A CROSS SECTIONAL STUDY.
Islam R, Lambrecht A, Ciarka A, Droogné W, Voros G, Vanhaecke J, Van Cleemput J.
Department of cardiology, University Hospitals, Leuven, Belgium.

The aim of the study is to investigate the clinical impact of different numbers of HLA-A, B and DR mismatches in heart 
recipients.
Sixty two heart transplant recipients, transplanted between August 2012 and December 2014 that survived for at least 
for 1 year after transplantation, were studied. HLA-typing of recipients and donors was performed using molecular 
typing with Polymerase Chain Reaction and Sequence Specific Oligonucleotide Probes (PCR-SSOP). Considering 
the number of split mismatches of HLA-A, B and DR alleles, recipients were categorized into 3 groups : 0-3, 4-5 and 
6 mismatches. Endomyocardial biopsies were performed as scheduled and a mean biopsy score (MBS) was calculated 
for each recipient. Hemodynamics were measured and a coronary angiogram was performed 1 year postoperatively. 
High-sensitivity Troponine T (hsTnT) was measured on several occasions and the average of all measurements 
performed between 3 and 12 months postoperatively was calculated. Differences between groups with different 
mismatches were calculated as appropriate.
Sixty two heart recipients (47 men, mean age 52 + /- 15 years) were included. 13 (20%), 31(50%) and 18(29%) had 
0-3, 4-5 and 6 HLA split mismatches respectively. The group with 0-3 HLA mismatches had a MBS of 0.27 + /- 0.19 
compared with 0.42 + /-0.28 in the group with 4-5 mismatches (P = 0.05) and 0.51 + /-0.33 in the group with 
6 mismatches (P = 0.03). 
No significant differences were found between the 3 groups concerning the average hsTnT level, cardiac function or 
the incidence in transplant vasculopathy. 
A higher number of HLA split mismatches increases the amount of episodes of cellular rejection. This does not reflect 
on cardiac function or graft vasculopathy 1 year after transplantation. 
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LUNG TRANSPLANTATION FOR CYSTIC FIBROSIS : A SINGLE-CENTER 24-YEAR EXPERIENCE.
Pironet Z, Ceulemans L, Dupont L, Vos R, Proesmans M, De Boeck K, Neyrinck A, Schetz M, Coosemans W, 
Decaluwé H, De Leyn P, Depypere L, Nafteux Ph, Van Veer H, Desschans B, Claes D, Van Helleputte G, Grossen N, 
Degezelle K, Monbaliu D, Pirenne J, Verleden GM, Van Raemdonck D. 
University Hospitals Leuven, Belgium.

Lung transplantation (LTx) is an established procedure for cystic fibrosis (CF) patients with end-stage lung disease. 
We analysed our single-centre experience focusing on long-term graft and patient survival.
Between 1991-2014, 818 LTx were performed. Recipient and donor demographics, comorbidities, surgical type, 
ischemic and operative times, patient and graft survival, pulmonary functional outcome, and chronic lung allograft 
dysfunction (CLAD) were reviewed. Data are presented as mean ± SD. Mean follow-up was 6.9y ± 4.5.
One hundred and three (13%) CF recipients were identified. 
M/F ratio was 49/54 and 51/52 and mean age was 27y ±  9 and 
36 y ± 13 for recipients and donors, respectively. HBD/NHBD 
ratio was 96/7. Waiting list time was 221d ± 222. Pretransplant 
comorbidities in CF patients were exocrine pancreas 
insufficiency (88%), chronic sinusitis and nasal polyposis 
(75%), diabetes mellitus (44%), pulmonary hypertension 
(31%), CF liver disease (26%) and osteoporosis (18%). Majority 
(101) underwent bilateral LTx while two patients had single LTx 
after previous pneumonectomy. Three patients (3%) underwent 
combined liver-lung Tx. Ischemia was 273 min ± 61 and 
425 min ± 77 for first and second lung, respectively. Operative 
time was 416 min ± 79. One-, three-, five-, and ten-year patient 
survival was 96%, 88%, 85%, and 80%, whereas graft survival 
non-censored for death was 94%, 87%, 81%, and 68%, respectively. Patient survival for other LTx indications was 
87%, 76%, 69% and 49%, respectively (p < 0.0001). Pretransplant forced expiratory volume in 1s (24% ± 7 pred) 
improved after LTx to 82% ± 24% and 72% ± 31% at 5 and 10 years, respectively. CLAD was diagnosed in 24% of 
CF recipients. Fourteen patients underwent re-LTx for CLAD (13) or primary graft dysfunction (1).
Tx is a valuable treatment option for selected patients with end-stage CF, resulting in excellent long-term functional 
improvement and survival compared to other diseases when combined with re-LTx when indicated.

NEPHRON SPARING SURGERY FOR RENAL CELL CARCINOMA IN KIDNEY ALLOGRAFTS : A RETRO-
SPECTIVE ANALYSIS.
Jacobs-Tulleneers-Thevissen D1,2, Jochmans I2, Joniau S2, Naesens M2, Claes K2, Bammens B2, Meijers B2, 
Evenepoel P2, Sprangers B2, Kuypers D2, Coosemans W2, Van Poppel H2, Pirenne J2, Monbaliu D2.
1Oncologische, Thorax- en Transplantatieheelkunde, University Hospitals Brussel, 2University Hospitals, Leuven, 
Belgium.

When a renal cell carcinoma (RCC) is diagnosed in a transplanted kidney, a nephrectomy is routinely performed, 
returning the patient into renal replacement therapy. Based on the oncological safety of nephron sparing techniques 
for renal tumours up to four centimetres in the general population, interest in using similar procedures as an alternative 
treatment for RCC in renal allografts is increasing. A number of case series and a more recent multicentre study 
showed the feasibility of this approach. We retrospectively reviewed the results of partial nephrectomy for RCC in 
renal allografts in our centre. 
Allograft sparing surgery was performed in 10 patients for a total number of 12 tumours (0.5% of recipients between 
January 1970 and December 2014). Tumours were incidentally found 1-351 months (median 166 months) post 
transplantation during routine ultrasonography (US). Lesions were further investigated by computed tomography or 
magnetic resonance imaging (MRI) before surgery was planned. Histologically, lesions were classified as clear cell 
type (4/12), papillary type (7/12) and chromophobe type (1/12) with a tumour size that varied between 5 and 40 
(median 19) mm diameter. Five tumours were grade 2 and seven tumours were grade 3 according to the Fuhrman 
classification. All resection margins were tumour free. Postoperative course was uneventful in 6/10 patients. 
Postoperative complications included urinary tract infection (2/10) and postoperative ileus (1/10). There was one 
allograft loss due to irreversible ischemia secondary to an arterial dissection of the iliac artery. In the 9 patients 
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successfully treated with a partial nephrectomy there was no need for dialysis (median follow-up of 34 months (24-230 
months). Pre- and postoperative serum creatinine levels were similar in all recipients (mean 1.84 versus 1.78 mg/dl, 
p = 0.97). Renal function two years postoperatively did not differ (mean serum creatinine 1.86 mg/dl). One patient 
presented 34 months later with a suspicion of a localized recurrent RCC on US and MRI within the renal allograft, but 
at distance from the prior lesion. This tumour was treated by radio frequency ablation.
Our series confirms the feasibility of nephron sparing surgery for RCC in renal allografts resulting in preserved renal 
function whilst offering good medium-term oncological control. Partial nephrectomy should be considered as the first 
choice in treatment of renal cell carcinoma in a kidney allograft in selected recipients. In addition, regular screening of 
the renal allograft by US as part of the routine follow up is mandatory to allow early detection and treatment of allograft 
RCC.

QUANTIFICATION OF PLASMA DONOR-DERIVED CELL-FREE DNA TO MONITOR KIDNEY TRANSPLANT 
HEALTH : PRELIMINARY RESULTS OF A SINGLE TUBE MULTIPLEX PCR ASSAY. 
Gielis EM1,2, Ledeganck KJ1, Del Favero J3, Wils H3, Bosmans JL1,4, Van Biesen W5, Dendooven A6,7, De Winter B1, 
Abramowicz D.1,4

1Laboratory of Experimental Medicine and Pediatrics, and 7CORE, University of Antwerp, Belgium ; 2Dept. Immuno-
hematology and Blood Transfusion, Leiden University Medical Centre, The Netherlands ; 3Multiplicom NV, Niel, 
Belgium ; 4Dept. Nephrology and Hypertension, Antwerp University Hospital, 5Renal Division, University Hospital 
Ghent, 6Dept. of Pathology, Antwerp University Hospitals, Belgium. 

After organ transplantation, donor-derived cell-free DNA (ddcfDNA) can be detected in the recipient’s circulation. 
Here, we introduce a new universal targeted approach for the quantification of ddcfDNA in plasma of kidney transplant 
recipients based on informative SNP (single nucleotide polymorphism) analysis using the non-invasive organ 
transplant test (NIOTT). We aimed to evaluate the kinetics of ddcfDNA in kidney recipients with stable graft function 
and investigated alterations during acute graft rejection using the NIOTT. 
Plasma samples from kidney transplant recipients were collected in an ongoing multicentric study at 10 different time 
points within the first 3 months after transplantation. The NIOTT, a multiplex PCR based assay containing approximately 
1000 amplicons each covering a highly polymorphic SNP, was performed on isolated plasma cfDNA. Subsequent 
massive parallel sequencing and analysis of informative SNPs enabled quantification of the ddcfDNA fraction. 
Eleven kidney recipients with an uncomplicated post transplantation course were selected from a current study cohort. 
Analysis with the NIOTT revealed that 15.0% (3.4-22.1) of total plasma cfDNA is donor-derived 1 day after 
transplantation. This fraction drops quickly to 2.6% (1.1-12.7) at day 3 while stable ddcfDNA levels (around 1%) are 
reached within one week after transplantation. Abnormal ddcfDNA kinetics were observed in two cases of acute 
rejection. In a 35-year old kidney recipient, a high plasma ddcfDNA fraction (50%) was measured 14 days after 
transplantation. At day 24, a biopsy demonstrated a Banff IIB rejection. In another case, a 50-year old kidney recipient 
was diagnosed with a biopsy proven borderline rejection 3 weeks after transplantation, although histological evaluation 
was possibly imperfect due to biopsy specimen inadequacy. In this recipient, the plasma ddcfDNA fraction dropped 
immediately after transplantation but started to increase already from day 7 onwards, while serum creatinine was still 
stable. 
The kinetics of the ddcfDNA fraction in the recipient’s plasma was investigated using the NIOTT, a universal targeted 
ddcfDNA quantification approach. Early alterations in ddcfDNA levels in recipients with acute rejection point to a 
possible role for ddcfDNA as a rejection biomarker.

MANAGEMENT OF HIGHLY SENSITIZED PATIENTS IN KIDNEY TRANSPLANTATION : PROSPECTIVE SINGLE 
CENTRE STRATEGY.
De Meyer M, Latinne D, Lambert C, De Pauw L, Buemi A, Darius T, Kanaan N, Goffin E, Mourad M.
Surgery and Abdominal Transplantation Division, Cliniques Universitaires Saint-Luc, Brussels, Belgium.

Many candidates for kidney transplantation are highly sensitized (HS) with HLA antibodies in their serum. They are at 
a high risk for immunological complications including alloantibody mediated rejection and early graft loss. The aim of 
the study is to evaluate the safety and the efficacy of a prospective therapeutic strategy combining plasma exchanges 
(PE) and intravenous immunoglobulin administration (IVIG).

book(abstracts)2016.indd   27 15/02/16   14:01



28 Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
info@transplant.be

N° entreprise 450.961.314 Ondernemingsnummer

Between November 2007 and July 2015, 60 HS patients were enrolled in a prospective strategy including PE and 
IVIG (Group1). PE started just before surgery and was repeated postoperatively from day 5 during one month. IVIGs 
(2g/Kg body weight) were given during the first 48 hours after surgery. They were compared to 120 other not sensitized 
patients (PRA : 0%) (Group 2). Thirteen other HS patients were not included in the prospective strategy for medical 
reasons and were also evaluated (Group 3). All the patients were transplanted during the same period and received 
a standard immunosuppression combining tacrolimus, Mycophenolate Mofetil and steroids.
No difference was observed between the three groups in relation to donor and recipient ages, HLA mismatches and 
total ischemia time. At the end of the follow-up period (median 34,4 months, range 3-98), patient survival was similar 
in the three groups. Graft survival was comparable between group 1 and 2 but significantly lower in group 3 (Log-Rank 
test, P = 0,002). A similar free rejection graft survival is observed in group1 and group 2. However, a significant lower 
free acute rejection survival was observed in group 3 (Log-Rank test ; P = 0,02).
The therapeutic strategy based on PE and IVIG administration as described above has been shown effective in highly 
sensitized patients leading to reduced graft rejection and graft loss. Further studies comparing several strategies are 
still needed to assess the benefit in terms of morbidity, cost and efficacy.

INFLUENCE OF INCLUSION OF THE LIVER ON THE OUTCOME AFTER INTESTINAL TRANSPLANTATION.
Canovai E, Monbaliu D, Jochmans I, Ceulemans L, De Hertogh G, Pirenne J.
Abdominal Transplant Surgery, University Hospitals, Leuven, Belgium.

Intestinal transplantation (ITx) is a procedure that is indicated when life-threatening complications occur following 
chronic total parenteral nutrition in intestinal failure patients. Several complications (TPN related irreversible liver 
disease or diffuse splanchnic thrombosis) require simultaneous transplantation of the liver (and sometimes additional 
viscera). ITx has long been considered one of the most difficult solid organs to transplant due to a high risk of rejection 
and sepsis. On one hand, the liver may facilitate engraftment and protect against rejection (via regulatory and 
deletional mechanisms). But on the other hand, addition of the liver complicates the surgical procedure and exposes 
recipients to more risks. Inclusion of the liver in ITx candidates with milder forms of liver disease (to protect the 
intestinal graft) is controversial. 
The aim is to investigate the effect of the inclusion of a liver graft on outcome after ITx. 
We performed a retrospective analysis on our database of ITx recipients, containing recipients of either liver free 
grafts (LFG) or liver containing grafts (LCG). The data were analysed on the basis of clinical outcomes, rejection, and 
survival. We only included patients who received a cadaveric graft. 
From 2000 onwards, 15 patients with irreversible intestinal failure received an ITx at our centre. Of these, 9 received 
a LCG and 6 a LFG. 3 were pediatric patients and 12 adults. All received their grafts from brain dead donors that had 
a negative cross-match. HLA matching was at random. 12 patients (80%) are alive and 11 of these are TPN-
independent at home. 1 patient lost her intestinal graft after a biopsy. There were 3 patient deaths : 2 in LCG recipients 
(1 to invasive aspergillosis and 1 to NSAID related ulcerations) and 1 in LFG recipient (invasive aspergillosis). The 
5 year patient survival for LCG and LFG was 88.8% and 83.3% respectively. 5 year graft survival was 88.8% in LCG 
and 62.3% in LFG. 33% of LCG patients experienced acute rejection versus 50% of LFG patients. Of the latter, 
2 patients experienced repeated acute rejections episodes. No chronic rejection was observed. All rejections could be 
treated by additional immunosuppression. No grafts were lost due to rejection or infection. No donor specific antibodies 
were detected in any patients.
Addition of the liver to an intestinal graft did not lead to poorer results. On the contrary, there was a trend for less 
frequent and less severe rejection and better graft survival when the liver was co-transplanted. In case of TPN-
induced liver disease, we recommend a low threshold to replace the liver too. 

book(abstracts)2016.indd   28 15/02/16   14:01



Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel 29
info@transplant.be

N° entreprise 450.961.314 Ondernemingsnummer

ABSTRACTS
Best Short Oral Presentations

SHOULD MINORS AND YOUNG ADULTS QUALIFY AS POTENTIAL LIVING KIDNEY DONORS ? AN ETHICAL 
ANALYSIS OF THE ARGUMENTS IN FAVOUR AND AGAINST.
Thys K.
Leuven, Belgium.

Although living kidney donation is an increasingly established procedure to treat patients in need of kidney replacement 
therapy, transplant centres disagree about the appropriate minimum age to qualify as a potential living kidney donor : 
whereas most centres require a minimum age of eighteen years, a minority also accept minors and still others do not 
accept young adults (18-25 years), unless in exceptional circumstances. 
This research project aimed to analyse and critically appraise the ethical arguments in favour and against living kidney 
donation by minors and young adults. 
We identified and analysed the relevant ethical arguments by (i) analysing guidance documents of professional 
experts committees, (ii) comparing the relevant legislation in the Member States of the European Union ; (iii) conducting 
in-depth interviews with international transplant professionals ; and (iv) reviewing empirical studies on the psychosocial 
impact of paediatric living-donor organ transplantation. 
Minors and young adults have important vulnerabilities as compared to older donor candidate, relating to their potential 
incapacity to provide consent, their increased susceptibility to family pressure, as well as the uncertainty about the 
long-term medical and psychosocial consequences of living with a solitary kidney. Consequently, they were deemed 
to require special protection, either by categorically excluding them as donor candidates or by imposing strict 
procedural and substantive safeguards, such as a more scrutinized evaluation of their maturity, a close emotional 
bond with the recipient, the likelihood of a significant psychological benefit for the donor, a lack of therapeutic 
alternatives, as well as a strong involvement of their parents in the decision-making and the approval by an independent 
body. 
We conclude that the interests of young individuals would be best protected by allowing them to donate kidneys in 
exceptional circumstances and subjected to appropriate safeguards to ensure that the procedure is consistent with 
the interests of the donor, the recipient and the family as a unit. More research is warranted on the long-term medical 
and psychosocial consequences for young donors as well as their recipients. 

MULTIDISCIPLINARY APPROACH TO FACIAL TRANSPLANTATION. 
Roche N.
Gent, Belgium.

Transplantation of body structures composed of tissues derived from different embryologic origin is known as 
composite tissue allotransplantation (CTA). It is a relatively new technique that has gradually evolved from the 
experience of solid organ transplantation and is the ultimate fusion of this technique with modern plastic reconstructive 
surgical techniques. Highly specialized structures that are otherwise impossible to reconstruct are repaired with 
anatomically identical structures to restore function, appearance and overall well-being in a single operation. Of all 
CTA procedures, facial transplantation has captured the exceptional interest and imagination of the medical community 
and the broad public since the first transplant in 2005. Until now 35 of these procedures have been performed 
worldwide.
After a preparatory phase of 3 years, we performed the first Belgian face transplantation (#19 worldwide) in December 
2011 in Ghent University Hospital, Belgium. This doctoral thesis addresses ethical, surgical, immunological, 
rehabilitation and psychological aspects involved in facial transplantation based on our experience and underscores 
the importance of a long-term multidisciplinary approach. Success in facial transplantation depends on a well-led 
multidisciplinary team and appropriate screening and selection of the candidate by this team. As with any other 
complex medical problem, the only way to build experience and collect objective evidence to justify a procedure that 
is life changing and potentially associated with many medical complications is the establishment of centralized and 
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specialized centres concentrating all necessary expertise. In this setting, facial transplantation will become an 
accepted procedure that gives hope and a new future to severely facial disfigured patients. The findings and results 
in the current thesis are in accordance with reports of other facial CTA centres and hopefully will not only contribute to 
support and optimize facial transplantation and outcomes in the future but also will outline the exact indication for this 
procedure.

IMMUNOLOGICAL CONSEQUENCES OF LIVER TRANSPLANTATION IN CHILDREN : MAKING OR BREAKING 
TOLERANCE.
De Bruyne R.
Gent, Belgium.

De novo food allergy (LTFA) is a significant problem after pediatric liver transplantation, affecting more than a quarter 
of our pediatric liver transplant patients. Most patients were diagnosed with LTFA within the first year after liver 
transplantation and multiple food allergies were frequently encountered. Food allergy was not observed in our pediatric 
renal transplant population despite these patients receiving similar immunosuppression. The use of tacrolimus, young 
age at transplantation and young donor age were associated with the development of LTFA. 
In a multicentre study, we investigated humoral and cellular immunity in pediatric liver transplant patients in search for 
factors associated with LTFA and compared this group with healthy controls and non-transplant food allergic children. 
Besides the expected rise in serum (food allergen-specific) IgE, LTFA patients presented a striking increase in serum 
IgA and food allergen-specific IgA levels compared to all other groups. We further detected a significant increase in 
serum markers of mucosal IgA in the LTFA group. Also unique in LTFA patients, was the decrease in non-follicular 
Th17 cells compared to healthy controls. Both liver transplant patients with and without food allergy exhibited a rise in 
IgA +  memory B cells and plasma blasts, circulating T follicular helper (cTfh) and non-follicular helper cells and a 
decrease in the regulatory T cell compartment compared to healthy controls and food allergic (non-transplant) patients. 
Interestingly, LTFA patients had the highest percentage of catch cells and this percentage correlated positively with 
the level of serum IgA. 
Since the direct effect of calcineurin inhibitors (CNI) on humoral immunity was largely unknown and in view of the 
likely association of tacrolimus with LTFA, we examined the in vitro effect of immunosuppressive drugs on total and 
naive B cells and Tfh cells from healthy adult donors. These B cells were cultured in IgA- or IgG / IgE-promoting 
conditions and increasing doses of cyclosporin, tacrolimus, rapamycin or methylprednisolone added to the culture 
conditions. Total B cell function was not affected by CNI. However, naive B cell proliferation was inhibited by cyclosporin 
and both CNI decreased plasma blast differentiation. Both CNI suppressed IgA, whereas only cyclosporin inhibited 
IgE-class switching. Rapamycin had a strong inhibitory effect on B cell function. Differentiation of Tfh cells decreased 
with increasing doses of immunosuppression. 
In conclusion, LTFA affects the liver of a significant proportion of our pediatric liver transplant population. Based on 
immunological characterisation of a multicentre cohort of patients, we found evidence of alterations in humoral 
immunity in liver transplant patients, remarkably in those patients developing LTFA. The increase in serum markers 
of mucosal IgA, food-allergen specific IgA and cTfh cells observed in LTFA point towards a disturbance in intestinal 
immune homeostasis in this patient group. Based on our in vitro data, the observed changes in humoral immunity in 
LTFA cannot be explained by a direct effect of CNI on B or Tfh cell function.
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