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Acute fibrinous organizing pneumonia (AFOP) may
histologically be diagnosed on transbronchial biopsies
after lung transplantation and is associated with a rapid
decline in respiratory function and death. However, the
relation between AFOP and chronic lung allograft
dysfunction (CLAD) remains unclear. We investigated
the association between intra-alveolar fibrin deposition
and organizing pneumonia (OP) in transbronchial
biopsies from lung transplant patients with clinically
important endpoints.
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⇒ Significant correlation between late fibrin/OP and RAS
• OR: 19.02; CI [5.81 – 56.52], p<0.0001
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⇒ Significant correlation between late fibrin/OP and DSAs
• OR: 4.75, CI [2.17-10.60], p=0.0004

CONCLUSIONS
Late new onset fibrin/OP is associated with a worse prognosis and a high risk of CLAD development, specifically RAS. Our
findings indicate that late new-onset fibrin/OP might play a role in the early pathogenesis of RAS.
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BACKGROUND

Clinical course of a KTR with orbital neuropathy secondary to aspergillus sinusitis

Orbital aspergillosis is an uncommon orbital

A 64-year-old man was transplanted with a kidney in 1999 for autosomal dominant polycystic kidney disease. He was admitted from March to June 2018
for hepatic cyst infection, treated with antibiotics for 3 months. At the end of the hospitalization, he complained of left hemicranial headache and orbital
pain. Computerized tomography scan showed left sphenoidal sinusitis with mucosal thickening and hyperdense masses, suggesting aspergillosis
sphenoiditis (Fig. 1). A surgical left sphenoidotomy was performed. Orbital pain did not improve and he presented a gradual vision loss of his left eye. RMI
showed a left optic neuritis (Fig. 2) secondary to contamination from the left sphenoid sinus (Fig 3). Pathological examination of the sinus material showed
fungal hyphae morphologically consistent with Aspergillus (Fig. 4). Treatment with voriconazole and short therapy of steroids allowed only partial
improvement of vision. Currently, five months later, the patient is still under voriconazole with severe left visual defect. His last RMI showed a partial
improvement of the optic neuritis.

infection, usually seen in immunocompromised
individuals. Diagnosis may be challenging. Initial
site of involvement is usually the paranasal
sinus.
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CONCLUSION
Orbital aspergillosis is a rare, severe, and potentially fatal infection if not diagnosed rapidly. Antifungal therapy with voriconazole is currently the standard treatment. Prolonged therapy is
recommended; the duration is dependent upon the response to therapy. In addition, surgical debridement of the necrotic tissue may be needed in some cases.
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Introduction
Evaluating donor-specific antibodies (DSA) against the human leukocyte antigens (HLA) has
become key in organ allocation policies. The definition of HLA antibody specificity by single-antigen
beads (SAB) assays, when complement-dependent lymphocytoxicity (CDC) test is negative, added
a new dimension of complexity to transplant risk stratification, by revealing extensive heterogeneity
in the pathogenic potential of HLA-DSA.
In the study, we aimed to elucidate which pretransplant DSA (preDSA) characteristics, positive
in the SAB assays but negative in CDC crossmatch, confer low versus high risk for posttransplant ABMR. We also investigated the preDSA evolution, and association of the preDSA
evolution with graft histology of ABMR and graft failure.

Results:
Evolution of pretransplant DSA after transplantation
Median follow-up time of this cohort was 7.1 years (IQR: 4.5 years). PreDSA were detected in
107/924 patients (12%). We found that in 52% of the patients with preDSA, the DSA
spontaneously resolved within the first 3 months after transplantation, without receiving
specific therapy for removal of the DSA.
PreDSA that persisted after
transplantation had higher
pretransplant MFI values
(6143 ±4565 vs. 2874 ±2391,
p<.0001) and more specificity
against HLA class II (79%),
especially against locus DQ
(49%).
The patients with preDSA that
persisted after transplantation
had worse 10-year graft
survival compared to resolved
preDSA and DSA-negative
patients (Figure 1).

Figure 1. Kaplan-Meier analysis of 10-year death-censored
graft survival in patients grouped according to DSA status at 3
months post-transplant.

Patients and Methods
All consecutive adult single-kidney transplant recipients at the University Hospitals Leuven
between March 2004 and February 2013 with post-transplant follow-up data were included (N=924)
in this study. All transplantations were performed with negative (CDC-XM) on T and B lymphocytes.
No patient received preconditioning HLA antibody desensitization.
The pre- and post-transplant follow-up of anti-HLA antibodies was done on Luminex technology
using LIFECODES LMX and LSA kits (Immucor). To determine true donor specificity of the
circulating anti-HLA antibodies, we retrospectively performed high-resolution genotyping of the
transplant pairs and we evaluated HLA-A,-B,-C,-DRB1,-DRB3,-DRB4,-DRB5,-DQA1,-DQB1,-DPA1
and -DPB1 loci using the MIA FORA NGS FLEX 11 HLA Typing Kit (Immucor) on the MiSeq
sequencing instrument (Illumina). All post-transplant renal allograft biopsies performed for this
cohort within the first 3 months were included in this study.

Impact on allograft histology
The incidence of histological picture of antibody-mediated rejection (ABMRh) rates within the
first 3 months was similar between the patients with resolved preDSA (54%) vs. persistent
preDSA (59%, p=0.58), as well as the histological appearance of the first biopsies with ABMRh.
Patients with preDSA that
persisted after transplantation,
in the presence but also in the
absence of ABMRh, had worse
10-year allograft survival
compared to all DSA-negative
patients (Figure 2). In contrast,
the survival rates of the
patients with resolved preDSA,
independent of the presence or
absence of ABMRh, was similar
as in all DSA-negative patients.

Figure 2. Kaplan-Meier analysis of 10-year death-censored graft
survival in patients grouped according to DSA status and ABMRh.

Conclusion
We conclude that persistence of preDSA after transplantation has a negative impact on graft survival, beyond ABMRh. Even in the absence of antibody-targeting therapy, low-MFI DSA and non-DQ DSA
often disappear early after transplantation and are not deleterious for graft outcome.
More information: aleksenev@yahoo.com

FATAL TOXOPLASMA GONDII INFECTION FOLLOWING CARDIAC TRANSPLANTATION
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Postmortem
- Pulmonary tissue: diffuse necrosis with
multiple histiocytes and multinucleated cells,
with presence of Toxoplasma gondii.
- BAL positive for T. gondii.
- Seronegative recipient, donor seropositive
for T. gondii.

•
•
•
•

•

•
•

Seroprevalence of T. gondii lies around 48.7% in Belgium.
After acute infection, T. gondii often stays present in its host during
its dormant phase, frequently residing in muscle tissue (such as the
heart).
In immunocompromised patients, the dormant cysts can rupture,
leading to toxoplasmosis causing encephalitis, retinochoroiditis,
pneumonitis, myocarditis and disseminated disease.
In cancer patients and transplant recipients, this can be due to
immunosupressive therapy, and is mostly seen in seronegative
patients receiving a seropositive organ (R-D+)
Reactivation typically presents during the first three months
following transplantation.
Mortality due to Toxoplasma infection is high in transplant patients,
yet improved compared to the preprophylaxis era (pre-1996).

Fig. 1 Chest X-ray on day 15 (A), day 19 (B) and day 21 (C)

Male patient, 32 years old
•

•

•
•

Past Medical history
- Familial Hypertrophic Cardiomyopathy
- Cardiac transplantation in 2005
- Signs of progressive allograft failure in 2016 due
to chronic rejection requiring redo transplantation
Pretransplant
- NYHA III, orthopnea
- Presence of donor-specific antibodies (vPRA 78%)
- R/ rituximab + plasmapheresis; no effect on DSA
Redo-heart transplantation in 2017
- Male donor, 56 years old
Postoperative evolution
- day 0-8: ICU stay, slow weaning, hyperactive delirium
- day 8: transfer to normal ward
- day 9-11: abdominal complaints, impaired kidney
function; prophylaxis with cotrimoxazol delayed
- day 12: Fever, asthenia
- day 13-18: Multiple cultures drawn (blood, urine,
stools), remained negative. Imaging (abdominal
ultrasound/chest X-ray) remained without significant
abnormalities, CRP stayed below 29.2 mg/L.
- day 19: respiratory insufficiency, T 40.2°C, CRP 65.1
mg/L, PCR respiratory infections negative. Chest X-ray:
small infiltration in the right lower lobe.
- day 20: Sepsis, ARDS, transfer to coronary care unit.
- day 21: Intubation, chest X-ray showed bilateral
pulmonary infiltrates. Bronchoalveolar lavage (BAL)
preintubation, start R/ Vancomycin-Meronem.
- day 22: Further deterioration with failure of
conventional ventilation, start vvECMO, transfer ICU
start cotrimoxazol, voriconazol. Start CVVH for acute
kidney failure
- day 23: Multi-organ failure, including
cardiac allograft failure. Rapidly progressive clinical
deterioration. Exitus.

Fig. 3, 4 Post mortem microscopic examination of pulmonary
tissue shows T. gondii (red circles)
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Fig. 2 CT Thorax on day 20 showing diffuse infiltration of both
lungs, ground glass appearance and pleural effusion.

•

The rapidly progressive course of the T. gondii infection
might have been due to his severe
immunocompromised state following plasmapheresis
and rituximab treatment
The heart transplantation protocol at UZ Leuven
includes a Pneumocystis jirovecii prophylaxis regimen
with high dose cotrimoxazole, thus also covering T.
gondii, Nocardia and Listeria. Due to his abdominal
complaints and renal impariment, initiation was
postponed.
The incidence of dissiminated T.gondii infection in
heart transplant recipients decreased dramatically
since the introduction of systematic prohylaxis. At UZ
Leuven none was previously reported.

•

•

•

In an unexplained infection with absent prophylaxis
covering T. gondii, the physician should consider T.
gondii infection, especially in the case of donorrecipient seromismatch.
Patients with R-D+ seromismatch should receive
adequate prophylaxis during the first 3-6 months
post-HTx, as well in situations that jeopardize
immunity (i.e. change of immunosuppressants).
Serological assays for Toxoplasma can remain false
negative during acute infection, PCR is a more
sensitive method.
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Renal allograft histology of antibody-mediated rejection with or without donor-specific
antibodies:
donor-specific antibodies and C4d deposition do not influence intragraft leukocyte infiltration
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• Donor-specific antibodies (DSA) are often
not detected
in patients
with histology
of antibody-mediated
rejection (ABMRh).
• It is unclear whether DSA negative ABMRh represents a distinct clinicopathological entity.

Banff 2017
criteria
Light
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4 European centers
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Histologic diagnosis

Rejection vs. no rejection
• All leukocyte types increased
ABMRh vs. TCMR
• Natural killer cells are the only
upregulated leukocyte subtype
in ABMRh
• Significant difference compared
to both DSA positive and DSA
negative ABMRh

CIBERSORT

DSA pos vs. DSA neg ABMRh
Microarray
analysis

Leukocyte infiltration

• No significant differences

Conclusion
• ABMR histology represents a distinct intragraft leukocyte population, regardless of DSA and C4d deposition.
• Natural killer cells discriminate DSA negative and DSA positive ABMR from TCMR and borderline rejection.
• Studies are needed to address DSA-independent causes of natural killer cell activation.
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Acquired von Willebrand syndrome (aVWS) in
patients on left ventricular assist device (LVAD)
support is characterized by the loss of high
molecular weight (HMW) von Willebrand factor
(VWF) multimers, often coinciding with a
decreased binding of VWF to collagen (VWF:CB)
or to GPIb (VWF:GPIbR).
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Short term follow-up of aVWS in LVAD patients
(pts) has been well described, while little
information on long-term follow-up is available.

HD

B e fo re

1 -3

4 -6

7 -9

1 0 -1 2

> 12

M o n t h s a f te r L V A D im p la n ta tio n

0 -5

ADAMTS13:Ag and Activity

50

200

A D A M T S 1 3 a n t ig e n ( % )

1 Laboratory

40
30
20
10
0
HD

6 -2 6

B e fo re

1 -3

4 -6

7 -9

1 0 -1 2

> 12

0 -5

M o n t h s a f te r L V A D im p la n ta tio n

D a y s a fte r H T

6 -2 6

150

100

50

0
HD

D a y s a fte r H T

B e fo re

1 -3

4 -6

7 -9

1 0 -1 2

> 12

M o n t h s a f te r L V A D im p la n ta tio n

•
•

VWF:Ag levels were higher before implantation compared to healthy donors, and these VWF levels remained high during
LVAD support.
All LVAD patients demonstrated a loss of HMW VWF multimers during the long-term course of LVAD support.
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ADAMTS13:Ag remained within normal levels in all pts.

Objectives
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Plasma samples of 16 LVAD pts (long-term followup ranged from 1 month up to 2 years after device
implantation) of which four pts underwent heart
transplantation, were collected.
LVAD and healthy donor (n=20) samples were
analyzed for VWF antigen (VWF:Ag), VWF:CB,
VWF:GPIbR and ADAMTS13 antigen
(ADAMTS13:Ag) levels and activity(Act).
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Methods
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To monitor VWF and ADAMTS13 parameters
during a long-term follow up of LVAD patients
before and after heart transplantation (HTx).
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This loss also resulted in decreased VWF:CB/VWF:Ag in 78% and decreased VWF:GPIbR/VWF:Ag ratios (<0.7) in
71% of the pts.
HTx resulted in aVWS reversal in 2 out of 4 patients after LVAD removal.
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ADAMTS13:Act was decreased in 83% pts.

Conclusions
Long-term follow-up of LVAD patients confirms the persistence of aVWS during the entire period of LVAD implantation. Hence, bleeding
complications in patients on long-term LVAD support should be treated accordingly .

Orthotopic kidney transplantation: a “recent” experience of an “old” procedure in patients with
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In two cases we countered technical difficulties to double J stent
placement leading to a urinary leakage spontaneously solved.
One urinary infection was observed

Background
The increasing age of recipients admitted to waiting list as well as
the presence of comorbidities has also increased the complexity of
the transplant, both medical and surgical. Thus, a percentage of
patients evaluated in the workup prior to transplant have severe
problems with iliac regions (atheromatosis, occupation by
previous transplants, iliac or vena cava thrombosis...) or for severe
cardiovascular reasons are not susceptible to sustain a previous
vascular graft replacement.
When these circumstances occur in our patients, orthotopic
kidney transplant (OKT) could be an alternative.

Discussion

Methods
Between 2018 and 2019 five orthotopic kidney transplantations
were performed.
Patient’s characteristics, complications, graft survival, and
patient survival are analyzed.

Results

We previously described our single center
experience of kidney implantation on prostetic
vascular grafts in selected patients with severe
aorto-iliac atheromatosis.
Here we report retrospectively our results of a
consecutive series of five orthotopic kidney
transplantations (OKT) in patients with poor
accessibility to iliac vessels for the graft
implantation.

In all cases patients presented a massive aorto-iliac atheromatosis
(n:3) associated with a complete occlusion of the left iliac vein and
the inferior vena cava under the renal veins level in one case and a
previous SPK in one case (4M/1F, Mean age was 55,2yo ).
Surgery was conducted throw a left sub-costal incision and an
intraperitoneal approach.
After a left nephrectomy the transplant vein was implanted to the
native left vein and the transplant artery was implanted to the distal
part of the splenic artery. A double-J stent in all cases was used.
Mean creatinine was 1,83 ± 0.36 mg/dl up to 6 months after
grafting. Mean operative time was 4 ±0.09 hours and mean hospital
stay was 15±5,5 days. No vascular complications occurred.

The described procedure is challenging from a technical point of
view.
Indeed, a comprehensive strategy should be defined when these
patients are placed on the waiting list in relation to both potential
donor and recipient characteristics.
The selection of a right kidney with a single artery is advocated
allowing a longer artery in comparison to a left graft.
With regard to the recipient, vascular anatomy should be
investigated in every case to ensure the permeability of the native
left renal vein and a splenic artery free from atherosclerosis.
Left nephrectomy by the time of transplantation is necessary
keeping in place a long well vascularized native ureter to ensure a
save termino-terminal anastomosis with the grafted ureter. A
double J stent is recommended to protect the anastomosis.
No cases of arterial and venous thrombosis have been found but
this complication, noted in literature, as well as pancreatic leak or
urinary stenosis, are theoretically possible.
Functional results are quite similar to conventional transplant the
short term.

Conclusion
OKT is feasible yielding good results I. patients with poor
accessibility to iliac vascular axis. It remains technically
challenging but remains the only way to perform a renal
transplantation in selected cases. transplant team should
define the strategy to adopt and the technique to follow to
each patients.

Prevention of diabetic nephropathy after kidney transplantation requires more than
pursuing low levels of glycated hemoglobin
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OBJECTIVE
The kinetics and risk factors of diabetic
nephropathy after kidney transplantation
remain unclear. This study investigated the
post-transplant occurrence of diabetic
nephropathy and the contribution of posttransplant glycemic control.

DATA
A single center, prospective cohort study
953 renal allograft recipients
3458 biopsies up to 5 years post-transplant
8750 HbA1c measurements post-transplant

METHODS
Analyse impact of pre-transplant diabetes on cumulative incidence of chronic
lesions with interval-censored survival analysis.
Lesions considered were: mesangial matrix expansion (mm), tubular atrophy,
vascular intimal thickening, interstitial fibrosis, arteriolar hyalinosis, transplant
glomerulopathy and glomerulosclerosis.
Analyse cumulative effect of HbA1c via joint longitudinal-survival model.

RESULTS

Only mesangial matrix expansion occurs more
frequently in the pre-transplant diabetes group.

Clearly, the occurrence of mm is also more frequent
in pre-transplant insulin-dependent patients.

On average, pre-transplant diabetes patients have
higher post-transplant HbA1c values. However, there is
no cumulative effect of HbA1c on the occurrence of mm.

CONCLUSION
Mesangial matrix expansion, an early indicator of diabetic nephropathy, can occur rapidly in patients with diabetes before transplantation, despite intensive glycemic control. Therefore,
the prevention of diabetic nephropathy requires more than pursuing low levels of glycated hemoglobin.

Intragraft IgG levels and donor-specific anti-HLA antibodies
in different phenotypes of chronic lung allograft dysfunction
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CONCLUSION
•

DSA were more prevalent in RAS compared to BOS

•

sDSA negativity ≠ gDSA negativity or vice versa à 7 sDSA-/gDSA+ patients and 1 sDSA+/gDSA- patient

DSA positivity thresholds:
•
sDSA positive: MFI > 500

•

IgG levels were higher in RAS and in gDSA+ samples

•

è we believe the applications of gDSA need further investigation as this could provide complementary information to sDSA findings
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Brief O2 uploading at the onset of continuous HMP results in comparable early graft function compared to
continuous active oxygenated HMP and is significantly better than non-active oxygenated HMP or end
ischemic O2 supply in a porcine ischemia-reperfusion autotransplant model
Tom Darius1, Martial Vergauwen2, Selda Aydin3, Antoine Buemi1, Martine De Meyer1, Pierre Gianello2, Michel Mourad1.
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Background
With oxygenation proposed as a resuscitative measure during
hypothermic models of preservations, the aim of this study was to
evaluate the influence of different perfusate partial oxygen pressures
(pO2) and the start time of oxygenation during continuous HMP on
functional and flow dynamic effects of different oxygenated HMP
strategies in a pig kidney ischemia-reperfusion autotransplant model.
Methods

Results
High pO2 resulted in a 3 and 10 fold increase in perfusate pO2
compared with HMPO2low and standard HMP, respectively. The
22h HMPO2high, 22h HMPO2low and the 2h HMPO2high+20h
HMP were associated with superior graft recovery, measured by
serum creatinine levels compared all other study groups (Figure 3).
Oxygenation was associated with a more rapid and sustained
decrease in renal resistance (Figure 4).

The left kidney of a ±40kg Landrace
pig was exposed to 30 minutes of
warm ischemia by vascular clamping
and randomized to one of 7
preservation strategies (Figure 1).
The LifePort Kidney Transporter®
was used for all machine perfusion
strategies (Figure 2).

Figure 3. Initial graft function.

Figure 1. Study design.

Figure 2. Perfusion set up.

Figure 4. Renal flow during HMP.

Conclusion
Early graft function was superior for continuous oxygenated HMP
and brief initial O2 uploading during HMP compared to standard
HMP/SCS and end ischemic strategies.
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Background
More than 30 years after the first world series of ABOincompatible living donor renal transplantation (ABOi-LKT)
described by Alexandre G.P. in our Institution, this
transplantation procedure has achieved worldwide the same
success rate as ABO-compatible LKT especially due to the
introduction of a special strategy of recipient management.

A conventional postoperative immunosuppressive triterapy
regimen was used (tacrolimus, MMF, steroids) associated to
two administrations of anti-CD25ab at day 1 and day 4 and,
according to the anti-A/B Ab titer, 0-4 plasma exchange
sessions post-transplantation.

ABOi-LKT
ABO-LKT

Objectives
The aim of this study is to highlight the evolution of the
therapeutic strategy during the last three decades for ABOiLKT and to report our results in three recent consecutive
procedures.
Comparison between current and historical approach and
outcomes will be presented in detail.

Methods
ABO-LKT program started in 1982 to 1989 (n=39) and resumed
from January 2018 (n=3). Patient’s characteristics,
complications, graft survival, and patient survival are analyzed.
ABO-LKT immunosuppression protocol
To remove the anti-A/B antibodies, the patients
underwent several sessions of plasmapheresis prior to
kidney transplantation until the anti-A/B titers were less 1:16.
For the depletion of B cells and inhibition of antibody
production, splenectomy associated to the
administration of a blood group specific (A or B)
substance extracted from porcine stomach was
performed at the time of kidney transplantation from
1982 to 1989. Since 2018 this treatment was replaced by

Results
From the initial ABOi-LKT cohort graft survival reaches 41%at
20 years and long term results are comparable both for
adults and children in terms of graft survival.
In the recent series (n:3) the blood group constellation was
AB to B, A to B and A to O, respectively.
The maximum initial anti-A/B Ab titer was 1:256. One patient
was HLA sensitized (PRA 38%). To obtain an acceptable antiA/B Ab titer, 3-11 plasma exchange sessions were performed.
All pairs underwent simultaneous uneventful kidney removal
and transplantation surgeries and achieved immediate graft
function recovery.No acute rejections occurred at follow up.
Mean serum creatinine level at 116 days (median duration of
follow-up) was 1.59 ± 0,16 mg/dl. No infection episodes were
observed or other surgical complications

Discussion
Over the last few years, ABOi-LKT transplants have become an
increasingly used resource worldwide.
There has been a gradual improvement in immunosuppressive
treatments, making there side effects and efficacy comparable to ABOLKT treatments.
The ABOi-LKT program recently restarted in our institution is based on
the core principles of the past but is enriched with modern knowledge
allowing to deal with the most extreme circumstances such as the
application of this procedure in high HLA immunological risk patients.

Conclusion
ABOi-LKT is a reasonable modality to increase the donor
pool and currently achieve worldwide excellent results.
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Results and Conclusion
Histology Omentum PT-month 3

Background
Intraportal islet cell transplantation has
provided proof of principle for beta cell
implants as potential cure for T1D-patients.
Its limitations have led to assessing extraportal
sites that offer ways to overcome them.
We have examined the omentum first in
immune-compromised rodents(1) and then in 7
immune-suppressed patients, which is the
subject of the present communication.
Two other cases have been reported so far.(2,3)

n

ATG

Basiliximab
Tacrolimus + MMF

Tx
7

Tx
Intraportal 1
+ Omental biopt

Omentum
3 months

60

40

20

0

Intraportal 1

BETA-2 score

40

0 .8
0 .6
0 .4

The current protocol for human islet
cell implants in the omentum only
induces a marginal metabolic effect.
These implants do not interfere with
the metabolic outcome of subsequent
intraportal transplants.

0 .2
0 .0

HbA1c

8

20

10

6
4
2

0

Intraportal 2

Insulin dose
1 .0

10

30

G ro u p

10

Response to glucose clamp

in s u lin d o s e (IU /k g b o d y w e ig h t)

Transplant Protocol

80

median (IQR)

H b A 1 c (% )

Methods

c la m p ( % n o n d ia b e t ic c o n t r o l)

Diabetologia 2010; 53(8): 1690-1699.
N Engl J Med 2017; 376(19): 1887-1889.
Nat Biotechnol 2017;35(1): 8.

Tx1-omentum implants resulted in a
lower metabolic outcome than Tx1intraportal implants. Subsequent
intraportal implants induced at least
the same metabolic effect than in
patients receiving only intraportal
implants.
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Omentum exhibits endocrine cell
aggregates containing insulin- and
glucagon-positive cells with
adjacent endothelial cells and
peripheral lymphocyte clusters.
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The present protocol can be used to
examine how modifications in the
omentum implant can improve their
outcome.
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Calcineurin inhibitors do not deregulate subcellular reactive oxygen species content at physiological concentrations
DMSO
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Conclusion: at physiological concentrations, CNIs do not deregulate the cellular ROS
balance, therefore, ROS, does not seem to be the primary effector in activating
(pro)fibrotic signals.
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Mucormycosis after kidney transplantation: a rare deadly infection
Blaise Anthonissen1,

Ludovic Gérard2, Martine De Meyer3, Arnaud Devresse1, Tom Darius3, Julien Sandron4, Nada Kanaan1
Division of Nephrology1, Intensive Care2, Abdominal Transplantation Surgery3, Radiology4
Cliniques Universitaires Saint-Luc, Université Catholique de Louvain, Brussels, Belgium

Introduction Mucormycosis is a rare, opportunistic fungal infection caused by filamentous ubiquitous fungi belonging to the Mucorales family. It causes aggressive infections in
immunocompromised and diabetic patients, most commonly rhino-orbital-cerebral disease and pulmonary syndromes.
Case report A 42-year old woman was transplanted with a deceased-donor kidney in July 2018. Her past history was relevant for previous kidney transplantation in 2008 for ESRD secondary
to abdominal metastatic neuroblastoma she had presented at age 10, successfully treated with unilateral nephrectomy, autologous hematopoietic transplantation and chemotherapy. She lost her
first graft at 2015. She received plasma exchanges for hyperimmunization and tacrolimus, mycophenolate mofetil and corticosteroids. Her immediate post-transplant evolution was marked by
an infection of the scar, complicated by abscess formation and sepsis treated with cefuroxime. One week after the septic episode, she complained of headaches and loss of vision of the right
eye. Clinical examination revealed ophtalmoplegia of the right eye. Cerebral RMI (figure 1a et 1b) showed sphenoid, ethmoid and maxillary sinusitis. Nasopharynx endoscopy displayed white
filaments, evocative of mycotic infection. Intravenous liposomal amphotericin B was started and surgical debridement of sinuses was undergone. Mucor sp. grew on sinuses cultures. Her
condition deteriorated rapidly. Control MRI (figure 2) showed an explosive pan-sinusitis, optic nerves edema and compression, and frontal and temporal cerebral damage. Despite surgical
sinus debridement and transplantectomy, the outcome was fatal.
Figure 1b

Figure 1a

*

*

T2

FLAIR

Figure 2

Conclusion Early recognition of mucormycosis is crucial to improve chances of survival by instituting antifungals combined with surgical debridement. Mortality remains however very
high in transplanted patients.

HEPATIC ARTERY THROMBOSIS AFTER PEDIATRIC LIVER TRANSPLANTATION
Aniss Channaoui¹, Roberto Tambucci¹, Aurore Pire¹, Catherine de Magnée¹ and Raymond Reding¹.
¹ Pediatric Surgery and Transplant Unit, Cliniques Universitaires Saint-Luc, Université catholique de Louvain, Brussels, Belgium.
Results

Background
Among surgical complications of liver
transplantation (LT) in children, hepatic
artery thrombosis (HAT) still constitutes a
particular challenge in terms of prevention
and management.

Objectives
The incidence/outcome of HAT were
reviewed in a high volum center along 31
years with a particular focus on chronology
and results of surgical redos regarding
survival and biliary complications.

à HAT was observed in 36 cases of primary grafts (4.1%), fully documented in 35 cases (HAT group).

Patient survival
(NS - p=0.3212)

3 months

1 year

5 years

CTL group (n=35)

94%

91%

84%

HAT group (n=35)

83%

80%

77%

Graft survival
(S - p<0.0001)

3 months

1 year

5 years

CTL group (n=35)

91%

87%

81%

HAT group (n=35)

26%

26%

20%

HAT (n=35)

Patients and Methods
Between March 1984 and March 2015, a total of 1000
pediatric LT (median age: 1.9 years; range: 0.1-19.9) were
performed in 882 recipients. Main pre-LT diagnoses were
biliary atresia (n=542, 61%), cholestastic diseases (n=113,
13%), metabolic diseases (n=94,11%), liver malignancies
(n=51, 6%), and other diagnoses. The characteristics of
post-LT HAT cases were recorded. Each HAT case was
paired with an equivalent pediatric LT recipient according
to diagnosis, age at LT, type of graft (whole, reduced, split,
living donor), and transplant era. Both groups - HAT and
control (CTL) group - were compared assessing patient/
graft survival, retransplantation rate, and biliary
complications.

Early-HAT (<14 days post-LT)
80% (n=28)

Late-HAT(>14 days post-LT)
20% (n=7)
HAT reoperated for
revascularization

HAT reoperated for
revascularization
57% (n=16/28)
< Day 7
Flow in 43% (n=6/14)
Day 8 to 14
Flow in 0% (n=0/2)

à 5-year retransplantation rate were 78% vs 11% (p<0.0001) and 5-year
biliary complication-free survivals were 12% vs 80% (p<0.0001) in HAT and
CTL group respectively.

0% (n=0/7)

à

Only 6/16 cases (38%) could be successfully
revascularized. Among these 6 latter children, 1
year patient/graft survivals were 100%/33%, with
a 67% retransplantation rate. In the 10 cases with
failed revascularization, the corresponding rates
were 60%, 0%, and 90%.

Conclusions
These data confirmed the pejorative
prognosis of developing HAT in terms of
graft survival. Patient survival in HAT
cases could be partly preserved
through retransplantation. This analysis
suggested that HAT cases should be
reoperated if occurring within 7 days
post-LT, with an improvement of patient
and graft survivals, as well as of the
retransplantation rate.

Continued improved outcome after simultaneous pancreas kidney transplantation despite low case load.
A single center cohort.
D. Monbaliu, K. Ferong, S. Fieuws, W. Coosemans, I. Jochmans, M. Sainz, B. Bammens, K. Claes, K. De Vusser, P. Evenepoel, B. Meijers, M. Naesens, B. Sprangers, C.
Mathieu, P. Gillard, D. Kuypers, J. Pirenne
University Hospitals Leuven

BACKGROUND
Simultaneous Pancreas Kidney Transplantation (SPK) is the treatment of choice in kidney
transplant candidates with end stage renal failure and type 1 diabetes mellitus. With improvement
of diabetes care, the number of pancreas transplantations has declined worldwide. This is
worrying because reduced case load correlates with inferior outcome (Kopp et al. Transplantation 2017)
and this might lead referring nephrologists/endocrinologists and patients to favor kidney
transplantation alone instead of SPK.

PATIENT SURVIVAL

AIM

Patient and graft survival after SPK in our center were reviewed.

METHODS
Retrospective analysis on patients undergoing SPK between 01/1992-12/1996 (n=31);
01/1997-12/2006 (n=48); and 01/2007-11/2018 (n=44). 3-Year patient, death censored pancreas
graft and kidney graft survival were analyzed, as well as pancreatectomy. Year of transplantation is
entered (linearly) as a continuous predictor into Cox regression models (for events during the first
three post-transplant years). The reported hazard ratios refer to the effect of one year (on the
hazard).
RESULTS
Patient and graft survival steadily improved over time within our center: e.g. 3-year patient survival
was 90%, 92%, and 100%; 3-y pancreas graft survival was 74%; 87%, and 93%; and kidney graft
survival was 90%, 92%, and 100% between 1992-‘96, 1997-’06, and 2007-’18, respectively.
The hazard ratio (HR) for the effect of year of transplantation equaled 0.86 (CI: 0.74-0.99, p=0.049),
0.92 (CI:0.86-0.99, p=0.029) and 0.86 (CI:0.74-0.99, p=0.047), respectively.
Pancreatectomy was performed in 6/31 (19%), 7/48 (15%), and 1/44 (2%) of patients between
1992-‘96, 1997-’06, and 2007-’18, respectively, with the HR for year of transplantation equal to
0.88 (CI:0.79-0.99, p=0.039).

CONCLUSIONS
Despite a low case load (~5 SPK/year), excellent patient and graft survival continue to be achieved
after SPK at our center and compare favorably with international standards. Results have even
improved in more recent years with minimization of early surgical graft loss.
Patients and referring physicians should be aware that SPK remains the best treatment of end
stage renal failure and type 1 diabetes. Access to SPK should be guaranteed for these patients.

PANCREAS GRAFT
SURVIVAL
(pancreatomy or
return to insulin)

KIDNEY GRAFT
SURVIVAL

Chronic Hepatitis E in the solid organ transplant
setting of a Belgian tertiary care center
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•
•
•

•
•
•

•

Introductio
n Hepatitis E infections are mostly self-limiting

Chronic infections may develop in immunocompromised
patients
Limited data are available on chronic Hepatitis E in Belgium

We describe a case series of 4 patients diagnosed with chronic hepatitis E
in the solid organ transplant setting of the Antwerp University Hospital

Case series

A total of 4 patients were diagnosed with chronic hepatitis E between January 2014 and October 2018:
one heart transplant, one combined heart-kidney transplant and two kidney transplant patients
All were asymptomatic and referred to the outpatient Hepatology clinic upon incidental finding of
impaired liver function tests
At diagnosis:
•
HEV IgM was positive in ¾ patients
•
Serum HEV RNA was positive in all. Mean viral load was 6.95±0.61 log IU/mL
•
ALT was elevated in all patients. Mean ALT was 135±25 IU/mL
•
All were genotype 3
•
Liver biopsy showed minimal liver fibrosis
Treatment:
•
Ribavirin treatment was started in all patients
•
Immediately after the diagnosis of chronicity (persistent viremia for >3 months) in 2
heart transplant patients (fear for rejection)
•
After unsuccessful immunosuppressant dose adjustment in the other patients
•
Outcome
•
3/4 patients achieved HEV seroclearance, treatment ongoing in patient 4
•
At cessation, HEV remained positive in stool in 2/3 patients
•
One showed viral rebound 3 months later
•
Due to intolerance for ribavirin, close follow-up was performed for
>1 year
•
HEV remains positive
•
Patient now shows signs of progressive liver disease

Conclusion
•
•

All transplant physicians must be aware of the occurance of Chronic Hepatitis E.
Long-term viral replication may result in significant liver damage

Figure 1: clinical course of two chronic hepatitis E patients at the Antwerp University Hospital. Both patients achieved HEV
seroclearance under Ribavirin treatment. Patient 1 (KTx) remained HEV negative and was discharged from hepatological followup. HEV remained however positive in stool in patient 2 (HTx KTx), which resulted in viral rebound 3 months after treatment
cessation. RBV: Ribavirin. Hgb: Hemoglobin. KTx: Kidney Transplant. HTx: Heart Transplant
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1. Nimgaonkar I et al.. Hepatitis E virus: advances and challenges. Nature reviews. Gastroenterology & hepatology 201
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SIMULTANEOUS AND SEQUENTIAL LIVER-HEART TRANSPLANTATION: SINGLE-CENTER EXPERIENCE AND REVIEW OF THE LITERATURE
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INTRODUCTION

RECIPIENT & DONOR DEMOGRAPHICS/FOLLOW-UP

Combined liver-heart transplantation (cLiHTx):
Complex procedure for well-selected patients.
Mostly critically-ill.
⇒ Aggressive policy toward transplantation.
⇒ CAVE: Allocation of two or more organs to one patient raises ethical concerns.
To avoid futile use of multiple scarce life-saving organs in single recipients and to gain a
better understanding of the outcome and indications of cLiHTx results should be
analyzed in detail.

AIM
§
§

Analyze demographics, indications, surgical characteristics, management and
outcome of the patients who have undergone a simultaneous or sequential
cLiHTx.
Compare results with isolated LiTx and HTx during the same time-period.

RESULTS

Simultaneous LiHTx: n = 4, age 46 years (41-53)
•
Indications: familial amyloidosis (n=2), cardiac myopathy and cirrhosis (n=1) and HCV
cirrhosis with portopulmonary hypertension and ventricular failure (n=1). 1 patient was
assessed for cLiHLuTx, but only received cHLuTx
•
1 patient (cLiHTx) died 4 months post-Tx. Follow-up: 3016 days (131-6405 days).
Sequential LiHTx: n = 5, age 47 years (46-65)
•
Indications: cardiomyopathy in combination with hepatorenal polycystosis (n=2),
cardiac cirrhosis (n=1), ethyl cirrhosis (n=1) and hepatocellular carcinoma (n=1).
•
No patient died. Follow-up: 2587 days (289-9964 days) after the first procedure. Time
between two procedures : 4934 days (28-7709 days).
Both groups did not differ in baseline variables: recipient’s age gender, BMI, diabetes,
smoking and kidney or cardiac function.
All donors were brain dead (DBD) with an age of 40 years (22-61 years).

SURVIVAL

PATIENTS & METHODS
10 patients assessed for combined Liver-Heart
transplantation
(1990-2017)

5 assessed for
Simultaneous
transplantation

5 assessed for
Sequential
transplantation

1 intent-to-treat: HLuTx

1 LiHLuTx

§
§
§

3 LiHTx

3 LiK after HTx

5 LiHKTx

1 Li after HKTx

Kaplan-Meier estimates of survival for
simultaneous, sequential and overall combined
liver-heart transplantation.

1 HK after LiTx

Retrospective qualitative single-center analysis between 07/1990-11/2017.
Over the same time interval, 1194 isolated LiTx and 638 isolated HTx.
11,5 % of the total number of simultaneous cLiHTx within Eurotransplant (ET)
during the same period.

Disclosures: none

Poster Session

Kaplan-Meier estimates of survival for isolated
heart an isolated liver transplantation.

1-, 5- and 10-year patient survival after simultaneous LiHTx were 75%.
1-, 5- and 10-year patient survival after sequential LiHTx were 100%.
Survival rates comparable with survival rates for isolated HTx (92,1%, 88,1% and 78,9%)
and isolated LiTx (89,0%, 78,0% and 66,7) during the same time period.

BTS Annual Meeting, the 14th March 2019, Antwerp, Belgium

CONCLUSIONS
Simultaneous liver-heart transplantation is a rare but life-saving procedure with
good outcome that should be offered in specialized centers to selected patients.
We achieved excellent short and long-term results in comparison with single
liver or heart transplantation.
Louis.haentjens@student.kuleuven.be

Kidney progenitor cells derived from urine of preterm neonates have
immunomodulatory properties
Fanny Oliveira Arcolino1, Jean Herman2, Ahmed Reda1, Bert van den Heuvel1, Elena Levtchenko1
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Background
Mesenchymal stromal cells (MSC) have immunomodulatory potential
along with self-renewal and ability to differentiate towards cells of
mesodermal origin. They inhibit proinflammatory cytokines and regulate
immune cells. We recently described human kidney stem/progenitor
cells (nKSPC) isolated from urine of preterm neonates, born before
completing nephrogenesis. nKSPCs have regenerative paracrine effects
and differentiate into functional kidney epithelial cells. This study aimed
to investigate whether nKSPCs can also convey impactful
immunomodulatory effects.

Results

suppressed
but

nKSPCs were as efficient as
MSCs in suppressing T-cells
proliferation. MSCs
the release of IFN-γ,
nKSPCs did not.

Consequently, IDO was only
released by nKSPCs, as its
activity is INF-γdriven.

Materials and methods
Mixed lymphocyte reaction (MLR) was performed to investigate the
potential of nKSPCs to supress T-cells proliferation. nKSPCs or bone
marrow MSCs were added to the MLR at different ratios. Only PBMCs
were allowed to proliferate, while the other cells were treated with
mitomycin-C to hinder proliferation. 3H-thymidine incorporation was
used to assess proliferation. The release of immunomodulatory cytokines
was measured during the 5 days of co-culture using a MSD U-plex.
Expression of genes related to immunomodulatory effects were analysed
by qPCR after priming nKSPCs with 200 IU/mL IFN-γ or 100 μg/mL poly
I:C, a TLR3 stimulator, for 24h.

Results

Incubation of nKSPCs with IFNγ drastically increased
expression of IDO, while poly
I:C had higher impact COX2PGE2 pathway and it was only
upregulated in MSC. These
results suggest that although
nKSPCs and MSC have similar
immunosuppressive potential,
the mechanism of action is
different.

Conclusions: Besides their potential to differentiate into functional kidney cells and show regenerative paracrine effects, nKSPCs present immunosuppressive properties, which
shape them as ideal source of cells for kidney-targeted regenerative medicine.

Extended spectrum betalactamases and carbapenemases producing enterobacteriacae (ESBL-E and CPE)
perioperative acquisition in renal transplant recipients
A-S. Sauvage1, L. Dubois2, C. Orban1 , J.B. Giot1, L. Weekers3, C. Meex 4, C. Meuris1

1

Infectious Diseases and General Internal Medicine, 2 Intern in General Medicine, 3 Nephrology/Transplantation, 4 Microbiology laboratory

Abstract (modified)
Urinary tract infections (UTI) due to ESBL-E or CPE in renal graft recipients are associated with higher hospitalizations and recurrences rates. We aimed to determine the timing of acquisition and risk factors
associated to ESBL-E and CPE gut and urine colonization as a preliminary effort to reduce carriage and infections.
Between 1st May 2015 and 30th April 2017, we prospectively screened for ESBL-E and CPE (rectum and urine) all new kidney transplant recipients in a tertiary hospital at different perioperative times. 105
patients were screened. 13 patients were positive: 5 ESBL-E at the admission and 8 subsequent acquisitions corresponding to a prevalence of 18,42% in 2015, 11,6% in 2016 and 0% in 2017 (until April).
Neither previous antibiotherapy, recent hospitalization, urologic surgery, immunosuppression, corticosteroid, diabetes or extrarenal epuration was identified as a risk factor for ESBL-E or CPE colonization.

Background

Kidney transplantation, due to surgical,
imunological and anatomic factors are more
vulnerable to UTI. ESBL-E and CPE UTI, due to
inadequate empiric antibiotherapy, is associated
with higher hospitalizations and recurrences
rates2.

Methods

Between 1st May 2015 and 30th April 2017, we
prospectively screened for ESBL-E and CPE (rectum
and urine) all new kidney transplant recipients in a
tertiary hospital at different perioperative times
(admission, post-anesthetic unit and surgical
ward).

Results
•
•
•

•

105 patients screened
406 samples
13 positives: 2 CPE and 11 ESBL-E
•
4 rectal and urine colonization
•
5 Urine alone
•
4 rectal alone
Prevalence:
•
18,42% in 2015
•
11,6% in 2016
•
0% in 2017 (until april)

CARACTERISTICS AND RISK FACTORS OF
ACQUISITION OF ESBL-E OR CPE OR NOT
NonESBL or
CPE
carrier
N (%)

ESBL –E
or CPE
carrier
N (%)

Pvalue

Number of patient

92

7

Age (median)

64,27

57,07

0,065

Gender (F/M)

26/59

3/4

0,674

ATB before
transplant

14
(18,2)

1 (14,3)

1

Corticoid

10
(88,2)

0 (100)

1

Immunosuppressor

7 (8,2)

2 (28,6)

0,138

Urologic surgery

34
(40,5)

2 (28,6)

0,699

Diabetes

21
(24,7)

3 (42,9)

0,372

Dialysis

76
(89,4)

5 (71,4)

0,196

Recent
hospitalisation

25
(31,6)

2 (28,6)

1

RATE OF RECTAL AND URINE
SCREENING
100
Urine

Discussion and conclusion
-

50
0

Rectal swab

-

-

TIMING OF ACQUISITION

The prevalence of gut ESBL-E/CPE carriage in
kidney transplant recipients in our study seems
similar or even lower to other previous published
studies and does not seem to be higher than
general population1,2.
New acquisition of ESBL-E/CPE during
hospitalization occurred but carriage was already
present at the admission in nearly half of our ESBLE and CPE patients.
Neither previous antibiotherapy, recent
hospitalization, urologic surgery,
immunosuppression, corticosteroid, diabetes or
type of extrarenal epuration was identified as a risk
factor for ESBL-E and CPE acquisition

References
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2.

Early acquisition: <72h after admission
Late acquisition: >72h after admission
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REPORT OF TWO CASES
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Introduction
Listeria monocytogenes is a rare cause of infection in
immuno-compromised individuals, including transplant
patients. L monocytogenes may induce peritonitis, but also
brain abscesses and sepsis. Several cases have been
reported after bone marrow or kidney transplantation, but
only a few following liver transplantation (LT). Transplant
physicians are often unfamiliar with the clinical
presentation of this aggressive infection, which accounts
for 20%-30% mortality in affected individuals.
Most of the reported cases described L monocytogenes
infections occurring late after LT. In this paper, the authors
report on two cases of severe L monocytogenes infection
that occurred within 3 months of LT, while the patients
were still recovering on the ward.

Case 1
A 62-year-old male patient suffered from decompensated post-alcoholic liver cirrhosis
complicated by amyotrophy, refractory ascites and recurrent encephalopathy. A Streptococcus
oralis ascites infection required intravenous (IV) cefotaxime 1g four times a day for 5 days and
the patient remained under norfloxacine 400mg once a day as a secondary prevention. He was
registered on a transplant list with a calculated Model for End-stage Liver Disease (MELD)
score of 17 and a compatible liver was available 5 weeks later. Surgery was complicated by
high volume blood loss. Liver graft function was immediate. The patient was transferred to the
intensive care unit (ICU) for one week. Intra operative ascites cultures were negative.
Immunosuppression included tacrolimus, mycophenolate mofetil (MMF) and low- dose steroids.
The early post-operative period was complicated by transient acute kidney function injury
requiring hemofiltration for 3 weeks. Post-operative anti-infectious management included IV
meropenem 1g three times a day for 5 days due to contamination of the graft preservation
solution with Enterobacter cloacae, and echinocandins 70 mg once a day for 5 days due to the
identification of peritoneal candidiasis (Candida glabrata) in the organ donor, who had been
operated on for a perforated duodenal ulcer one week before developing brain death. In
addition, antibiotic therapy with IV metronidazole 1.5 g once a day for 1 week was also started
due to a positive toxigenic Clostridium difficile in the recipient’s stool culture.

On post-operative day (POD) 38, the patient developed acute abdomen and sepsis. Computed
tomography showed dilatation of intestinal loops in the right flank and ascites. Antibiotic therapy
with IV cefotaxime 1g three times a day was initiated 38and the patient was operated on. A dose of
gentamycin was administered in the operating room. Peritonitis and infected ascites with an ileus
reaction was confirmed, with no sign of complicated diverticulitis. Several abdominal collections
were drained. Intra operative ascites cultures were positive for L monocytogenes. Antibiotic therapy
with IV ampicillin 2g three times a day for 10 days was administered, with a normalization of the
clinical status. At the follow-up a year later the patient had not develop any recurrence of infection
or abdominal symptoms.

Case 2
A 57-year-old female patient suffered from decompensated post-alcoholic liver cirrhosis
complicated by ascites and encephalopathy. She was registered on the LT waiting list with a
calculated MELD score of 38. She was admitted to the ICU because of respiratory distress and
acute renal failure requiring hemofiltration, probably caused by a Citrobacter urinary infection
treated with IV ceftazidime 2g once a day for 2 weeks. The patient was stabilized and a compatible
liver graft was available 5 weeks later. Immunosuppression consisted of tacrolimus, MMF and lowdose steroids. The patient needed early surgical revision due to bleeding from the inferior vena
cava anastomosis and on POD-13, a tracheostomy following difficulties with respiratory support
withdrawal. On POD-15, she was diagnosed with an aspergillosis pulmonary infection, treated with
IV voriconazole 600mg once a day for 12 weeks.
On POD-96, as she was still recovering on the ward, she developed fever, abdominal discomfort
and an increase in the blood inflammation tests. Abdominal computed tomography showed
moderate ascites. Blood cultures highlighted L monocytogenes bacteremia that was treated with IV
amoxicillin 2g two times a day for 1 week in view of renal function and increased to every 4 hours
for 3 weeks. A lumbar puncture and brain magnetic resonance imaging were reassuring and
showed no signs of cerebral abscesses. She was finally allowed to leave the ward on POD-144 to
go to a revalidation center under tacrolimus monotherapy. One year later, she did not develop any
Listeria recurrence.

Discussion
Listeriosis is a rare infection caused by L monocytogenes, an intracellular bacterium that can be
found in a variety of dairy products. It is extremely difficult to recognize contaminated food because
of a normal appearance, smell and taste. L monocytogenes can resist cold and dry environments
and can also grow at temperatures as low as 3°C in salt-rich environments, allowing for
multiplication in refrigerated food. After ingesting food contaminated with Listeria most individuals
will present gastroenteritis, and there are asymptomatic L monocytogenes carrier. In children,
elderly individuals, pregnant women, immunocompromised individuals or patients with hepatic
dysfunction with ascites, even low levels of food contamination can lead to bacterial sepsis,
subsequent bacterial meningitis or encephalitis, multi-organ dysfunction, infection of the fetus
resulting in abortion or complications to the pregnancy. In immunocompromised patients, invasive
listeriosis might present a fatality rate ranging from 20% to 30%.

Immunosuppression following SOT has been described as a risk factor for listeriosis
In 2010, Ehehalt et al. reviewed 16 published cases of listeriosis after LT. Most
patients suffered either from graft hepatitis, peritonitis or from brain involvement.
Since then, 5 other listeriosis cases, including our 2 patients, have been reported in
LT recipients. Overall, 18 of theses 21 (85%) patients survived, mostly under
ampicillin therapy. In addition to these case reports, Fernandez-Sabe et al. reported
in 2009 30 cases of listeriosis in a series of nearly 26,000 SOT recipients from
Spain, including 14 cases in 7,901 LT recipients (0.18%). In this series, listeriosis
risk was not lower in LT recipients compared to other SOT patients, and overall
mortality amongst the 30 listeriosis cases was 26%.
Because current epidemiological surveys show persistent contamination of food by
L monocytogenes, Sartor et al. suggested that food safety advice should be
provided to help prevent listeriosis in patients on the waiting list for LT and for the
first 6 months after transplantation. In addition, transplant clinicians need to be
aware that prompt diagnosis and treatment should be instituted before serious brain
damage can occur.
In view of the usual antibiotic resistance to third-generation cephalosporins, the
standard empiric treatment for spontaneous bacterial peritonitis, the first-line
treatment of systemic listeriosis in immunocompromised patients is the intravenous
administration of ampicillin for 4 to 8 weeks.

This report should remind transplant physicians that severe
listeriosis may develop in SOT recipients and is probably
underestimated in LT recipients. Food safety advice should be
provided to transplant candidates and recipients. Four to 8
weeks intravenous ampicillin 2g every four hours might be an
effective treatment for systemic listeriosis in LT recipients.
- Gellin BG, Listeriosis. JAMA 1989; 261(9): 1313-1320.
- Ehehalt U, Orthotopic liver transplantation: is there a risk for Listeria monocytogenes infection?
Case Rep Med 2010;901894.
- Choudhury N, Cerebellar abscess caused by Listeria monocytogenes in a liver transplant patient.
Transpl Infect Dis 2013;15(6):E224-228.
- Tseng J, An unusual presentation of altered mental status after orthotopic liver transplantation:
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Pancreatic Islet Isolation from Donors after Euthanasia
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Rationale & Aim
Human donor pancreases can be processed to islet cell grafts but less than 50% of isolates reach quality control criteria
for clinical transplantation. Donor, procurement and processing conditions are considered to influence this utility rate.
The present study evaluates the subgroup of donors after circulatory death involving euthanasia (DCD-V). This subgroup
has been associated with excellent outcome of solid organ transplants.
Isolation
yield
Number of organs

DBD1

DCD-III2

DCD-V

614

142

13

Beta cells after
isolation (x106)

103 ± 3

Beta cells after
culture (x106)

64 ± 2

Insulin content
(µg/106Beta cells)

16 ± 0,4

Transplanted (%)

42

77 ± 6
41 ± 3
15 ± 0,9
34

127 ± 25
68 ± 12
22 ± 4,4
92

P-value*

Donor
Characteristics

DCD-V

P-value*

Sodium (mmol/l)

142 ± 2

<0,001

Glucose (mg/dl)

89 ± 3

<0,001

HbA1c (%)

5,4 ± 0,1

<0,001

Lipase (U/l)

89 ± 11

<0,001

<0,02

ALAT (U/l)

31 ± 4

<0,001

0,5 ± 0,3

<0,001

<0,001

Time in hospital
(days)

<0,001
<0,001

Procurement
Characteristics

DCD-V

P-value*

Agonal WIT3
(min)

6 ±1

<0,001

Acirculatory WIT
(min)

8 ±1

<0,001

Total WIT
(min)

14 ± 1

<0,001

Procurement time
(min)

38 ± 6

<0,001

4 ±1

<0,001

1

CIT4 (hours)

2

3

Donor after brain death
Donor after controlled circulatory death
* Kruskal Wallis test comparing DBD, DCDIII and DCDV

Results

Warm Ischemia Time
4 Cold Ischemia Time

This study demonstrates that more optimal donor and procurement characteristics, such as following
donation after euthanasia, allow to increase the clinical transplant utility rate of pancreatic islet cell
isolates from less than 50% to 92%.
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EVALUATION OF COMPLIANCE IN YOUNG TRANSPLANT PATIENTS

Robin Weyts, Anja Geerts, Ruth De Bruyne, Xavier Rogiers, Aude Vanlander and Carine Poppe – UZGENT

INTRODUCTION

Compliance problems in transplant patients is a significant factor, especially
within TX-patients in transition. Compliance problems cause a higher risk for
late acute rejection and graft losses. Next to personal costs, social costs of
health are increasing due to the inefficient use of sources and the shorcare
tage of donors.

Defining difficulties

Adherence

METHOD

Incidences
(n = 15)

Medication intake

14

•

Sports

6

•

Sun protection

4

•

Food

2

•
1.
2.
3.

Substance use
Alcohol
Softdrugs (cannabis)
Harddrugs
(amphetamines)

5
5
1

•

Good sleep quality

2

•

Drinking water

3

Suggestions for
improvement
• They show need for more knowledge and
notion about the transplantation,
medication and side effects in the form of
information sessions by doctors and
testimonials of patients.
• Use of alarms, medication boxes and
phone applications to reduce the practical
influence.
• Concrete goal setting and consciously
reflecting with them on the long-term
consequences in order to facilitate the
adaptations to the lifestyle.
• Provide psychological help if needed and to
stimulate them to talk openly about
adherence with friends or other patients to
improve the self-image.

Adjustments in lifestyle

RESULTS

Fifteen respondents from
the University Hospital
Ghent were interviewed in
qualitative in-depth
interviews.

Incompliances

AIM

We studied the compliance after transplantation in young people in
transition between the ages of 12 and 25. We aimed to identify the
difficulties in the achievement of good compliance and define suggestions
for improvement of compliance behaviour.

CONCLUSION

First, compliance problems in transplant patients is a significant factor. Second, we conclude that based on qualitative in-depth interviews, adherence to therapy among
young patients in transition, can be improved by investing in the personal relationship between patient and caregivers. Hence, the knowledge about the transplantation
and the reason for the lifestyle changes can be discussed and be better understood. Furthermore, talking about the transplant condition and difficulties with
compliance with caregivers, family and friends can improve self-image and compliance behaviour.

MYELOID-DERIVED SUPPRESSOR CELLS IN PERIPHERAL BLOOD OF LUNG TRANSPLANT PATIENTS
Tobias Heigl1, Janne Kaes1, Anurag Singh2, Hanne Beeckman1, Stijn Verleden1, Annelore Sacreas1, Anke Van Herck1,
Dirk Van Raemdonck1, Geert Verleden1, Dominik Hartl2, Bart Vanaudenaerde1, Robin Vos1

Leuven Lung
Transplant Team

INTRODUCTION & AIM

RESULTS

•

Chronic lung allograft rejection (CLAD) is the single most
important factor limiting long-term survival after lung
transplantation

•

Myeloid-derived suppressor cells (MDSC)
Ø

expand in pathological situations such as chronic
infections, autoimmunity and transplant rejection

Ø

granulocytic subset (G-MDSC) related to neutrophils

Ø

suppress T cell proliferation and the production of
IFNγ

A

B

è assess technical feasibility of quantifying granulocytic MDSCs
in peripheral blood from lung transplant recipients
è investigate involvement of G-MDSC in post-lung transplant
complications

METHODS
Stable n=6
Lung transplant
samples
n=21

Infection n=6
CLAD
n=9

BOS n=5
RAS n=4

Healthy control samples n=4

•

MDSCs were isolated from PBMCs by Ficoll density gradient
centrifugation followed by FACS analysis

•

Markers used for flow cytometry: CD11b, CD33 and CD66b

CONCLUSION
•

Circulating G-MDSCs are measurable in blood of lung transplant recipients

•

G-MDSC were increased in stable LTx recipients versus healthy control and LTx recipients with post-transplant complications

•

Within CLAD, G-MDSC ratios were comparable between BOS and RAS

è These pilot data warrant more in-depth research on the role of G-MDSCs in lung transplantation

1
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EFFECT OF TEMPERATURE ON CARDIAC METABOLISM DURING EX-VIVO REPERFUSION OF THE ALLOGRAFT
IN AN ANIMAL MODEL OF DONATION AFTER CIRCULATORY DEATH
S Mastrobuoni MD MPH, O Van Caenegem MD PhD, M Vergauwen BS, G Beaurin BS, A Poncelt MD PhD

RESULTS

TIME
(min)
From WLST to
Cardiac Arrest

Group 2
18℃

Group 3
25℃

Group 4
34℃

pvalue

8+4

7+3

6+3

7+5

0.9

39+4

41+4

46+5

40+4

0.07

6

From Cardiac
Arrest to ex-vivo
Reperfusion

Group 1
4℃

mean Lactate concentration mmol/L
2
4

MATERIAL AND METHODS
Animal model of donation after circulatory death with
20 adult Landrace pigs
Withdrawal of life support (WLS) followed by cardiocirculatory arrest defined as Systolic Blood Pressure
<50mmHg
20 minutes of no-touch period (Functional Warm
Ischemic Time)
Cold Custodiol® cristalloid cardioplegia infusion and
heart retrieval in standard fashion
Ex-vivo reperfusion of the allograft on the modified
LifePort Kidney Transporter (Organ Recovery System)
device during 3 hours with KPS-1 (U. Wisconsin)
preservation solution

Animals divided into 4 groups:
1. Deep hypothermia perfusion at 4℃
2. Moderate Hypothermic perfusion at 18℃
3. Hypothermic perfusion at 25℃
4. Normothermic perfusion at 34℃
Coronary perfusion pressure of 50mmHg and
PaO2>150
Serial dosage of Lactate concentration in the
perfusion solution coming from the coronary sinus
during ex-vivo perfusion
Mixed-effect Linear Model to assess the evolution of
Lactate over time in the 4 groups

0

BACKGROUND
Hearts from donation following circulatory death (DCD)
have been recently introduced into clinical practice
Ex-vivo reperfusion following DCD and retrieval is
deemed necessary in order to evaluate the recovery of
cardiac function and viability after the period of warm
ischemia before proceed to transplantation
Lactate concentration in the perfusate is used as a
marker of cardiac viability during ex-vivo perfusion
Aim of this study is to test the effect of 4 different
temperatures on cardiac metabolism during ex-vivo
reperfusion in a porcine model of DCD heart

0

1

2

3

Time (Hours)
Deep H
Hypothermia

Moderate H
Normothermia

CONCLUSIONS
Following donation after circulatory death, there is an increase of Lactate concentrations particularly during the 1st
hour of reperfusion
However Temperature of reperfusion does not seem to have an effect on lactate concentration

Pancreatic Islet Isolation from Donors after Controlled Circulatory Death
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Rationale & Aim
Organs from donors with controlled circulatory death (DCD-III) are exposed to a longer period of warm ischemia time (WIT)
and therefore considered to be at higher risk for posttransplant dysfunction and complications than organs from donors with
brain death (DBD).
The present retrospective analysis (2007-2018) compares DCD-III and DBD pancreases as sources for beta cell isolates that
can be used in clinical transplant protocols.

Isolation yield

DBD

DCD-III

N

614

142

P-value

Priority*
DCD-III

P-value

41

Beta cells after
isolation (x106)

103 ± 3

77 ± 6

<0,001

91 ± 10

NS

Beta cells after
culture (x106)

64 ± 2

41 ± 3

<0,001

55 ± 6

NS

<0,05

51

NS

Transplanted (%)

42

34

DCD-III has a significant lower yield and transplantation
rate than DBD but not when procured and preserved
under priority conditions*

Spearman correlation
coefficient with Beta
cells after isolation

Results

DBD

DCD-III

Acirculatory WIT

NA

-0,189 p<0,05

Total WIT

NA

-0,158 p<0,05

Procurement time

-0,027 p=NS

-0,155 p<0,05

Cold Ischemia Time

-0,109 p<0,01

-0,191 p<0,05

All types of warm and cold ischemia times have
a negative correlation with Beta cell yield, and
this effect is stronger in DCD-III

DCD-III are vulnerable to warm and cold ischemia times but when procured and preserved under priority conditions*
(acirculatory WIT <15min, total WIT <30min, procurement time <60min and CIT <8h) remain a valuable source of donor
organs for islet transplantation.
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Pentraxin-3 Polymorphisms are Associated with Invasive Pulmonary Aspergillosis
after Lung Transplantation
Anke Van Herck1, Annelore Sacreas1, Tobias Heigl1, Janne Kaes1, Arno Vanstapel1, Bart M Vanaudenaerde1, Stijn E Verleden1, Dieter Lambrechts2, Geert M Verleden1, Robin Vos1

INTRODUCTION & AIM

RESULTS

Pentraxin-3 (PTX3) polymorphisms influence the risk of
invasive pulmonary aspergillosis (IPA) in chronic
obstructive pulmonary disease patients, hematopoietic
stem cell recipients and solid organs recipients.
è Investigate the association between PTX3

SNP in 5’ promotor region PTX3
p = 0 .0 2 4

Explanted tissue

Qiamp DNA Blood Midi Kit

TaqMan® OpenArray®

Qiamp DNA FFPE Tissue Kit

genotyping plates

p = 0 .0 3 2

30
20

30
20

0

1

2

3

4

5

20

0
0

6

AC + CC

30

10

0

0

Qiamp Dneasy Blood & Tissue Kit

AA

40

AG + AA

10

10

1

2

3

4

5

6

0

T im e a ft e r T r a n s p la n ta t io n ( Y e a r s )

T im e a ft e r T r a n s p la n ta t io n ( Y e a r s )
CC:

p = 0 .0 0 2 8

GG

40

AC + AA

IP A ( % )

IP A ( % )

Sequencing

50

CC

40

DNA extraction

rs 3 8 1 6 5 2 7

50

50

METHODS

SNP in second exon PTX3

rs 2 3 0 5 6 1 9

IP A ( % )

polymorphisms and IPA in a large lung transplant cohort.

Blood

SNP in first intron PTX3

rs 2 1 2 0 2 4 3

1

2

3

5

6

67

66

49

41

31

11

1

GG:

66

60

44

35

26

13

2

AA:

88

81

59

47

35

17

2

A C+AA: 162

155

123

104

67

30

4

A G +A A : 178

147

115

95

58

22

1

A C +C C : 167

136

105

83

48

19

1

More IPA in AC and AA genotype
More
IPA in AC and AA genotype
genotype

More IPA in AG and AA genotype
More IPA in AG and AA genotype

More IPA in AC and CC
More IPA in AC and CC genotype

CONCLUSION
IPA was diagnosed according to ISHLT guidelines

4

T im e a ft e r T r a n s p la n ta t io n ( Y e a r s )

Pentraxin-3 polymorphisms are associated with an increased risk of invasive pulmonary aspergillosis after lung transplantation.
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