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2ième Symposium Annuel des Infirmie(è)r(e)s
Belges en Transplantation
PROGRAMME

JEUDI 16 Mars 2017
8.30

Accueil et inscription

9.00

Introduction et discours d’ouverture
Ch. de Wergifosse, Vice-Président de la BTNS (Louvain-en-Woluwe)
Matinée.

Modérateurs: L. De Pauw (Louvain-en-Woluwe)
			
M. Beaupain (Liège)
9.15

Greffe rénale incompatible
M. De Meyer (Louvain-en-Woluwe)

10.00	Le nouveau modèle de différentation de fonctions
D. Haulotte, Vice-Présidente ACN (Bruxelles)
10.30	L’éducation au patient en transplantation
S. Princen (Liège)

11.00

PAUSE-CAFÉ

11.30	La décompensation cardiaque en transplantation
V. D’Orio (Liège)
12.15	La transplantation hépatique pédiatrique
R. Reding (Louvain-en-Woluwe)
12.45

Questions

13.00

lunch
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Après-midi.
Modérateurs: C. Bonvoisin (Liège)
			
R. Surin (Bruxelles)
14.00	La transplantation de trachée
L. Backaert (Leuven) & C. Vanboven (Liège)
14.30	L’addiction en transplantation
P. de Timary (Louvain-en-Woluwe)
15.15	L’islam et le don d’organe
P. Astarci (Louvain-en-Woluwe)

16.00

PAUSE-CAFÉ

16.30

Attribution de l’Award par la BTS

16.45

Clôture et évaluation de la journée
G. Vanesse (Bruxelles)

19.00

Walking dinner at magritte museum
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2de Jaarlijkse Symposium van de Belgische
Transplantatieverpleegkundigen
PROGRAMME
DONDERDAG 16 Maart 2017
8.30

Onthaal en inschrijving

9.00

Inleiding en verwelkoming
C. Breunig, voorzitster BTNS (Leuven)
Voormiddag.

Moderatoren: K. M. Wissing (Brussel)
			
V. Dhoe (Brussel)
9.15

Middelenverslaving bij transplantatie
K. Van Tricht & H. Peuskens (Leuven)

10.00

Functiedifferentatie binnen het zorgberoep
E. Decoene (FOD & Gent)

10.30

ABO incompatibele levende donatie
L. Pipeleers (Brussel)

11.00

koffiepauze

11.30

Cardiale decompensatie bij transplantatie
S. Verstreken (Aalst)

12.15

Isolatie bij transplantatie
L. Blommaerts (Brussel)

12.45

Vragen

13.00

LUNCH
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	Namiddag.
Moderatoren: T. Helleputte (Gent)
			
H. Van Vlierberghe (Gent)
14.00

Pediatric liver transplantation
R. Reding (Louvain-en-Woluwe)

14.30

Tracheatransplantatie
A. Schoonis (Leuven)

15.15

Orgaantransplantatie en islam
B. Vanderhaegen (Gent)

16.00

koffiepauze

16.30

Uitreiking Award door de BTS

16.45

Afsluiting en evaluatie van de dag
L. Lenaerts (Antwerpen)

19.00

Walking dinner at magritte museum
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24th Annual Meeting of the
Belgian Transplantation Society
PROGRAMME
THURSDAY 16th March 2017
8.30

Registration and Coffee

9.00

Solid organ transplantation and cancer
Chairs: A. Geerts, N. Meurisse

•
		

Cancer in the organ donor
O. Detry (Liège)

•
		

Cancer in the transplant candidate
V. Kruse (Gent)

•
		

De novo solid malignancies after transplantation
P. Piselli (Rome, It)

•
		

PTLD after solid organ transplantation
O. Dierickx (Leuven)

•
		

Immonosuppression and cancer
J.W. De Fijter (Leiden, Nl)

11.00

Coffee break / Poster viewing / Visiting booths

11.30

PhD Session
Chairs: C. Randon, J. Van Cleemput

• Mechanical versus humoral determinants of brain death-induced lung injury
			
A. Belhaj (Namur, Belgium)
•
		

The pathophysiology of chronic rejection after lung transplantation
E. Vandermeulen (Leuven, Belgium)

•
		

Organ shortage : What is the role of law?
A-C. Squifflet (Bruxelles, Belgium)
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•
		
•
		
•

A study on major obstacles in lung transplantation
J. Somers (Leuven, Belgium)
Impact of hypothermic machine perfusion on inschemia/reperfusion injury during heart transplantation
O. Van Caenegem (Louvain-en-Woluwe, Belgium)
Theses of N. Roche «Face Transplantation» and P. Delaere «Tracheal Transplantation» are
presented on Friday 17th March 2017 during the Vascularized Composite Allografting (VCA)
session.

12.30

Walking lunch / Poster viewing / Visiting booths

14.00

Best Abstract Session
Chairs: O. Van Caenegem, D. Jacobs-Tuleneers-Thevissen

14.00

Should we discontinue CSA or steroids in renal transplantation? Five-year outcome results of the
cistcert trial
J.-L. Bosmans, N. Broeders1, A. Lemoine1, P. Peeters2, S. Van Laecke2, L. Weekers3, J. Sennesael4,
K. Wissing4, D. Abramowicz. (Antwerpen, Bruxelles1, Gent², Liège³, Brussel4, Belgium)

14.12

Development of key interventions and quality indicators for the management of an adult potential
donor after brain death: a rand modified Delphi approach
P. Hoste, E. Hoste, P. Ferdinande1, D. Vogelaers, A. Van Hecke, X. Rogiers, K. Eeckloo, K. Vanhaecht1,
K. Vandewoude. (Gent, Leuven1, Belgium)

14.24	Heart transplantation following cancer
O. Van Caenegem, M. De Pauw1, A. Voriat ², A. Roussoulières³, A. Ancion4, S. Verstreken5, J. Van Cleemput6.
(Louvain-en-Woluwe, Gent1, Antwerpen², Bruxelles3, Liège4, Aalst5, Leuven6, Belgium)
14.36

Villin-1 is a novel serological marker for intestinal ischemia and reperfusion injury in rats and
humans
L. Ceulemans, G. De Hertogh, R. Farré, J-P. Decuypere, L. Verbeke, I. Jochmans, D. Monbaliu, K. Lenaerts1, J. Pirenne. (Leuven, Belgium, Maastricht1, The Netherlands)

14.48

Administration of third-party mesenchymal stromal cells at the time of kidney transplantation: interim
safety analysis at one-year follow-up
L. Weekers, P. Erpicum, O. Detry, C. Bonvoisin, M.-H. Delbouille, Ch. Lechanteur, A. Briquet, E. Baudoux,
F. Jouret, Y. Beguin. (Liège, Belgium)

15.00

Pretransplant glycomic analysis of perfusate is predictive of primary non function after liver
transplantation: a proof of concept
X.Verhelst, A. Geerts, X. Rogiers, A. Vanlander, F. Berrevoet, N. Callewaert, R. Troisi, H. Van Vlierberghe.
(Gent, Belgium)

15.12

The effect of in vitro tacrolimus exposure and pharmacogenetic variation on multilevel CYP3A5,
ABCB1 expression and CTGF production in human proximal tubule cells
N. Knops, Y. Ramazani, E. Levtchenko, B. Van den Heuvel, D. Kuypers. (Leuven, Belgium)

15.24

Donor age is associated with epigenetic changes in genes involved in fibrosis in the kidney
L. Heylen, B. Sprangers, B. Thienpont, M. Moisse, D.Kuypers, D. Lambrechts, M. Naesens. (Leuven, Belgium)
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15.36

Intravenous administration of mesenchymal stromal cells modulates renal lipid metabolism in rats
P. Erpicum, P. Rowart, L. Poma, J-M. Krzesinski., O. Detry, F. Jouret. (Liège, Belgium)

15.48

A glycomic serum marker analysed one week after liver transplantation is an independent
predictor of graft loss during the first year after liver transplantation
X. Verhelst, A. Geerts, X. Rogiers, A. Vanlander, F. Berrevoet, N. Callewaert, R. Troisi, H. Van Vlierberghe.
(Gent, Belgium)

16.00

The 2017 annual BTS donation award

16.15

Coffee break / Poster viewing / Visiting booths

16.45

BTS General Assembly (BTS members only)
Chairs: O. Detry, O. Van Caenegem
•

Report of the BTS Secretary on the activities of the association

•

Report of the BTS-Advisory Committees and the Section of the Belgian Transplant Coordinators

•
		

Be-LIAC
J. Pirenne

•
		

Be-KPAC
M. Mourad

•
		

Be-ThAC
J. Van Cleemput

•
		

Be-OPC
D. Monbaliu

•
		

Section of the Transplant Coordinators
I. Haentjens

•
		

Section of the Transplant Nurses
M. Dehairs

•

Report of the Treasurer

•

Election of new members

•

Miscellaneous

19.00 - 22.30    Walking dinner AT MAGRITTE MUSEUM
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FRIDAY 17th March 2017
8.30

Registration and Coffee
Short Abstracts
Chairs: K. Wissing, G. Roeyen

9.00

Added value of monoclonal antibodies in treatment of acute graft versus host disease after liver
transplantation: a single center experience in an international perspective
R. C. Minnee, I. Jochmans, F. Nevens, J. Maertens, P. Vandenberge, Y. Debaveye, S. Fieuws, J. Pirenne,
D. Monbaliu. (Leuven, Belgium)

9.06

Extraction time during retrieval impairs liver transplant survival
I. Jochmans, S. Fieuws, I. Tieken, U. Samuel, J. Pirenne. (Leuven, Belgium)

9.12

Outcomes of Kidney Transplantation in Children Wieghing ≤15 Kg
B. D. Chiodini, J. Herman1, K. Lolin, B. Adams, E. Hennaut, P. Lingier, M. Hall, F. Janssens, R. Van DammeLombaerts, N. Knops1, K.M. Wissing2, K. Ismaili. (Bruxelles,Leuven1, Brussel2, Belgium)

9.18

Presence and significance of amyloid in capsules retrieved from type 1 diabetic recipient of alginateencapsulated implant in peritoneal cavity
F. Van Hulle, G. Stangé, K. Suenens, S. Devos, I. De Mesmaeker, Th. Robert, Z. Ling, D. Jacobs-TulleneersThevissen, G.T. Westermark1, D. Pipeleers. (Brussel, Belgium, Uppsala1, Sweden)

9.24

Maternal risks and pregnancy outcomes after kidney transplantation: a single center experience
A. Devresse, C. Jassogne, C. Hubinont, M. De Meyer, M. Mourad, E. Goffin, N. Kanaan. (Louvain-en-Woluwe,
Belgium)

9.30

KDRI implementation: could this lead to the transplantation of more and higher-quality donor
kidneys?
E. Philipse, A. Lee, B. Bracke, V. Hartman, K. De Greef, Th. Chapelle, G. Roeyen, D. Ysebaert, R. Hellemans,
J.-L. Bosmans, D. Abramowicz. (Antwerpen, Belgium)

9.36

Adult-to-adult living-donor liver transplantation, an innovative approach in the treatment of nonresectable secondary liver tumours: a retrospective, single-centre study comparing post-mortem
and living-donor liver transplantation
S. Iesari, T. Fabbrizio, O. Ciccarelli, L. Coubeau, E. Bonaccorsi Riani, G. Dewe, Ch. De Reyck, J. Lerut.
(Louvain-en-Woluwe, Belgium)

9.42

Kidney transplantation from HIV-positive donor to HIV-positive recipient.
J. Malaise, G. Ambaraghassi, H. Cardinal, M. R. Pâquet, M.-Ch. Fortin, D. Corsilli, C. Fortin, V. Martel
Laferrière, D. Rouleau. (Montréal, Canada)

9.48

The choice between deceased - versus living - donor kidney transplantation in children: analysis of
data from a Belgian tertiary centre.
K. Van Cauwenberghe. (Gent, Belgium)

9.54

De novo use of everolimus reduces late-onset cytomegalovirus primary disease occurring after
antiviral prophylaxis discontinuation in kidney transplantat recipients.
A. Devresse, V. Avettand-Fenoel1, A. Scemla1, L. Morin, X. Lebreton, C. Tinel1, L. Lamhaut1, M.-O. Timsit1,
J. Zuber1, C. Legendre1, D. Anglicheau1. (Louvain-en-Woluwe, Belgium, Paris1, France)

10.00

Coffee break / Poster viewing / Visiting booths
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10.30

Vascularized Composite Allografting (VCA)
Chairs: J. Pirenne, A. Lemoine

•
		

Uterus transplantation
M. Brännström (Gothenburg, S)

•
		

Face transplantation
N. Roche (Gent)

•	Hand transplantation
		 L. Badet (Lyon, Fr)
•
		

Abdominal wall transplantation
T. Tempelman (Groningen, Nl)

•
		

Tracheal transplantation
P. Delaere (Leuven)

•
		

Regulatory aspect of VCA in Eurotransplant
U. Samuel (Eurotransplant, Nl)

12.30

Presentation of the Dutch Transplantation Society and Joint 2018 BTS-DTS Congress
M. Reinders (Leiden, Nl), M. Hoogduijn (Rotterdam, Nl)

12.50

MEETING ADJOURNED

13.00

WALKING LUNCH
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ABSTRACTS
THURSDAY 16th March 2017
Solid organ transplantation and cancer
ORGAN DONATION AND CANCER.
Detry O.
Liège, Belgium
The risk of transmission of cancer with the transplanted organ has been known since the pioneering years of solid
organ transplantation, and is enhanced by immunosuppression and particularly the calcineurin inhibitors. Therefore,
classically, potential organ donors with past history of cancer are excluded from donation, with the exception of lowgrade malignant tumours of the central nervous system, the skin and the cervix uteri. Despite that policy, every year,
some cases of cancer transmission with organ transplantation were regularly reported in transplant medical journals.
At the other hand, there is a clear graft shortage, with long organ transplant waiting lists and inacceptable mortality
while waiting for a lifesaving graft. One mean to increase the number of available grafts could be to accept donation
from donors with past history of cancer. Several uncertainties remain: what is the risk of cancer transmission with
organ transplantation? This risk depends of course of many donor factors, as the staging and the nature of the donor
malignant tumour, the oncological management, the delay between the remission and the organ procurement. This
risk may also vary according to the type of organ transplanted, as livers and lungs are more prone to bear occult
metastases, compared to the hearts for example. In fact, this risk is unknown, and was clearly overestimated by the
old registries as the IPTR, and by the various case reports. All modern prospective registries, as from UNOS or from
UK transplant, now report a very low rate of cancer transmission when the donor cancer was known and evaluated
before organ donation.
Undiagnosed or occult cancer transmission with transplantation is clearly another issue that should not be mistaken
with the donors with past history of cancer. In most of the recent reported cases of cancer transmission with transplantation, the donor cancer was not diagnosed before and during organ donation. And this risk increases in modern organ
transplantation, as we are now accepting older and older donors, particularly in transplantation of the liver, an organ
particularly at risk of metastases. Therefore surgical donor exploration is an important step of organ procurement.
Body CT could be a tool to diagnose some, but not all, of these tumours.
To my view, the risk of cancer transmission with transplantation has to be balanced with the risk of dying on the waiting
lists. Donors with active or recent aggressive cancers have to be excluded from donation. Some types of aggressive cancers, as lymphoma or melanoma, are at high risk. In donors with past history of cancer with some years of
remission, organ donation should be considered for recipients at high risk of death without a rapid transplantation.
Particularly, heart transplantation, an organ with a low risk of cancer transmission but with a severe organ shortage,
could benefit from such a policy.
CANCER IN THE TRANSPLANT CANDIDATE.
Kruse V.
Gent, Belgium
For patients with a history of cancer the risk of recurrence or metastases varies considerably. This diversity has to be
acknowledged, whenever solid organ transplantation is being considered. For some patients the risk is minimal and
transplantation is appropriate. In contrast, patient with active metastatic disease would generally not be considered
candidates for organ transplantation. Between these extremes, there are patients with a history of cancer with a variable metastatic potential, due to occult residual disease. In these patients residual cancer cells could proliferate more
easily in the context of post-transplantation immunosuppression, resulting in the occurrence of metastatic disease.
On the other hand, many of these patients could benefit from an organ transplantation in terms of improved quality
of life, despite a history of cancer. Due to remarkable developments in the field of cancer treatment, the survival of
cancer patients has improved significantly, even in case of advanced stages of the disease. During my presentation
Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
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I will discuss the improved cancer treatments, such as targeted agents and immunotherapy, in the context of organ
transplantation. Can these new agents be safely administered to patients post-transplantation? Can these treatments
reduce the impact of cancer in transplant recipients? Should these advances be taken into consideration whenever a
patient with a history of cancer is presented for consideration of solid organ transplantation?
DE NOVO SOLID MALIGNANCIES AFTER TRANSPLANTATION.
Piselli P.
Rome, Italy
Organ transplantation is an increasingly used medical procedure for treating otherwise fatal end- stage organ diseases. The use of anti-rejection drugs resulted in a prolonged long-term survival of both the individual and the transplanted organ with a 5-year patient survival rates reaching 90% after kidney transplant and 70% after liver transplant.
However, the prolonged use of immunosuppressive drugs increases the risks of opportunistic diseases, particularly
infections and virus-related malignancies. Transplant recipients experience a nearly 2 to 3-fold elevated risk for all
types of de-novo cancers, especially for those like skin cancers, post-transplant lymphoproliferative disorders, Kaposi
sarcoma, cervical and other ano-genital cancers related to oncogenic viruses – such as Kaposi sarcoma herpes virus,
high-risk human papillomaviruses, and Epstein-Barr virus – that are observed in these patients with up to 100-fold
increased risks – for their implicit capacity to immortalise infected cells in a setting of induced lowered immune surveillance, increasing when augmenting the cumulative exposure to immunosuppressive drugs.
Other specific malignancies observed with a higher incidence after transplantation are link to specific intrinsic risk factors highly prevalent in the transplanted population such as urogenital cancers (mainly renal) after kidney transplant,
head and neck malignancies after liver transplant or lung cancers after thoracic transplant.
Specific immunosuppressive treatments can also have themselves some direct effects on tumour development and
progression, while other immunosuppressive drugs have shown to have putative anti-cancer properties.
Prognosis of post-transplant cancers is generally worse than in the general population, with an aggressive course and
low survival probabilities. With the progressive ageing of transplant population, malignancies are likely to become the
most significant cause of morbidity and mortality for those patients highlighting the need of a proper management of
solid organ transplant recipients, an accurate pre-transplant screening and post-transplant monitoring of viral activity,
as well as guiding the choice of tailored immunosuppressive protocols, particularly for high risk patients who need to
be intensively screened and followed-up after transplantation.
PTLD AFTER SOLID ORGAN TRANSPLANTATION.
Dierickx D.
Leuven, Belgium.
Post transplant lymphoproliferative disorder (PTLD) is serious complication of solid organ transplantation. From a
pathological point of view PTLD can vary from an infection-like appearance to a frank lymphoma. In about 70% of
the cases Epstein Barr virus (EBV) is involved, whereas pathogenesis in the remaining cases is less clear. The most
important risk factors for PTLD are EBV status at time of transplantation, type of transplanted organ and duration and
type of immunosuppressive regimen. Reconstitution of the immune system, by reduction or withdrawal of immunosuppressive therapy, is considered the mainstay of therapy, although additional treatment, in particular immunotherapy
with or without chemotherapy, is mandatory in a large proportion of patients.
Despite clear improvement of our knowledge on pathogenesis and despite introduction of better tolerated treatment, many questions and challenges remain, making further research and clinical studies mandatory in this rapidly
changing field of increasing transplant activities worldwide and the use of new and very potent immunosuppressive
therapies.
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PhD Session
MECHANICAL VERSUS HUMORAL DETERMINANTS OF BRAIN DEATH-INDUCED LUNG INJURY.
Belhaj A.
Namur, Belgium
The mechanisms of brain death (BD)-induced lung injury remain incompletely understood, as uncertainties persist
about time-course and relative importance of mechanical and humoral perturbations.
Brain death was induced by slow intracranial blood infusion in anesthetized pigs after randomisation to placebo (n=11)
or to methylprednisolone (n=8) to inhibit the expression of pro-inflammatory mediators. Pulmonary artery pressure
(PAP), wedged PAP (PAWP), pulmonary vascular resistance (PVR) and effective pulmonary capillary pressure (PCP)
were measured 1 and 5 hours after Cushing reflex. Lung tissue was sampled to determine gene expressions of proand anti-inflammatory cytokines and pathological lung injury score.
Intracranial hypertension caused a transient increase in blood pressure followed, after brain death was diagnosed,
by persistent increases in PAP, PCP and the venous component of PVR, while PAWP did not change. Arterial PO2/
fraction of inspired O2 (PaO2/FiO2) decreased. Brain death was associated with an accumulation of neutrophils in lung
tissue together with increased blood expressions of interleukin (IL)-6 and IL-1β. Lung tissue pro-inflammatory IL-6/
IL-10 ratio decreased and lung apoptotic rate increased. Methylprednisolone pre-treatment was associated with a
blunting of increased PCP and venous PVR, which returned to baseline at the 5th hour, and partially corrected lung
tissue biological perturbations. PaO2/FiO2 was inversely correlated to PCP and lung injury score.
BD-induced lung injury may be best explained by an initial excessive increase in pulmonary capillary pressure with
increased pulmonary venous resistance and associated inflammatory reaction which is partially prevented by hemodynamic effects of methylprednisolone.
THE PATHOPHYSIOLOGY OF CHRONIC REJECTION AFTER LUNG TRANSPLANTATION.
Vandermeulen E.
Leuven, Belgium
In the past decade, considerable progress has been made in improving the outcome after lung transplantation.
Chronic rejection, clinically referred as chronic lung allograft dysfunction (CLAD), is known to be the most important
risk contributor to late mortality defined as a persistent and irreversible decline in forced expiratory flow in 1 second
(FEV1) with at least 20% compared to the best post transplant values, in absence of other identifiable factors. Within
CLAD, two major phenotypes were identified, being bronchiolitis obliterans syndrome (BOS) and a newly identified
restrictive allograft syndrome (RAS) (1).
BOS is characterized by an obstructive lung function and obliterative bronchiolitis (OB) lesions on histopathology.
Conversely, RAS is histologically characterized by pleural/septal thickening and pleuroparenchymal fibrosis in combination with a restrictive lung function defect (2). Compared to BOS (3-5 years), RAS has a worse prognosis limited
to about 1.5 years after transplantation and therapeutic strategies are lacking (3). Multiple alloimmune and non-alloimmune risk factors for both CLAD and death have been identified (4). Within this doctoral project we have identified
two new risk factors for CLAD and mortality, being a genetic variance in caveolin-1 (CAV-1) and increased airway
neutrophilia in patients under azithromycin therapy. Also, we elucidated immunological differences between the two
phenotypes of CLAD, being BOS and RAS.
We focused on the genetic variant of CAV-1, a structural membrane protein of the caveolae known for its anti-inflammatory, anti-oxidative, anti-proliferative, proapoptotic and pro-microbial clearance effects. Caveolae are flask-shaped
invaginations of the plasma membrane residing in almost every cell type of the lung (5). We found that a genetic
variant of CAV-1 is associated with mortality in lung transplant patients. We demonstrated that the GG genotype of
CAV-1 was associated with a decreased mortality rate, decreased systemic CRP and decreased airway neutrophilia
demonstrating protective effects of the GG genotype (6).
Azithromycin decreases airway neutrophilia by inhibiting the IL-17 induced IL-8 release, a known neutrophil chemo-attractant (7). Patients responding to azithromycin restore (at least partially) their lung function and can prevent or delay
the onset of CLAD (8). However, some patients while receiving azithromycin, (re)develop increased airway neutrophilia, which we hypothesize to result in worse outcome and to be regulated by an IL-17-independent mechanism.
We described patients with elevated airway neutrophilia despite azithromycin therapy to have a worse CLAD-free
and overall survival representing 26% of the total lung transplant cohort. In these patients, IL-1 might be an important
Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
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mediator, attracting neutrophils but also eosinophils, macrophages and lymphocytes, to the airway epithelium, in contrast to IL-17 which is considered a key mediator in azithromycin responders. Therapies targeting IL-1 could benefit
patients with azithromycin resistant neutrophilia (9).
Further, we investigated whether the clinical dichotomy between BOS and RAS is paralleled by an immunological
difference. End-stage lungs of patients with BOS and RAS were histologically assessed for the presence of lymphoid
(B- and T-lymphocytes) and myeloid cells (dendritic cells, eosinophils, mast cells, neutrophils and macrophages). All
myeloid cells, with exception of dendritic cells, were increased in RAS whereas the lymphoid cells were increased in
BOS and even more in RAS. Interestingly, the structural organization of lymphoid follicles was restricted to RAS (10).
Similarly, analysis of lung lavage fluid at diagnosis of BOS and RAS revealed an up-regulation of immunoglobulins,
donor specific antibodies and complement factors specifically in RAS (11). This may indicate the structural involvement of a B-cell response in RAS and may have major implications regarding therapy in lung transplant patients as
current therapies generally target T-lymphocytes (12). Specifically, for the RAS phenotypes, characterized by a worse
survival, new anti-fibrotic and anti-humoral agents should be tested. These findings could help us to unravel the
pathophysiology of CLAD and to achieve a survival comparable to other solid organ transplantations.
ORGAN SHORTAGE: WHAT IS THE ROLE OF LAW?
(ORIGINAL TITLE : LA PÉNURIE D’ORGANES : QUEL RÔLE POUR LE DROIT ?)
Squifflet A-C.
Bruxelles, Belgium
Nowadays, organ procurement and transplantation have become a reality that belongs to the healthcare offer in many
countries around the world. In spite of that, certain problems and difficulties remain. One of those is the organ shortage: the amount of available organs is not enough to cope with the increasing demand of patients on waiting lists.
This situation, which has been expressly recognized in the 90’s and is currently considered as a pressing healthcare
issue, has led to many efforts in different fields in order to fight the lack of organs.
The present thesis intended to answer the following question: has law any role to play in the search for solutions to
the organ shortage; if yes, what is and should be this role?
To elucidate this interrogation, the phenomenon of the shortage as a whole – its existence, causes and consequences
– was analysed. This analysis confirmed the existence of a gap between demand and supply of organs, and the fact
that it could be considered as a problem that national authorities should tackle. A detailed study of the current state of
the law that applies to organ donation and transplantation and of its impact on the organ deficiency was then carried
out. The international and European instruments enacted by the World Health Organization, the Council of Europe
and the European Union, as well as national rules were examined. On national level, the focus was put on the law
implemented in Belgium, but it was compared to that of a pioneer country – the United States –, of highly performing
states as far as deceased donation is concerned – Spain and Croatia – and of a peculiar model which organizes
compensated living donation – Iran. No aspects of the field likely to be handled by the legal framework (deceased/
living donation, structures and organization of the system, quality and safety standards, etc.) were left out and the
most appropriate options to face the
lack of organs were highlighted.
In the end, the research led to the conclusion that, indeed, law, along with other fields of expertise and in close collaboration with them, has a role to play in the current situation of organ shortage. In short, this role can be described as
a search for a balanced compromise between all interests at stake (those of the donor, those of the recipient, those of
science and those of society in general), that is suitable in a given context, at a given time, that entails that every person involved can exercise his/her prerogatives, while every potential breaches or risks of abuses are prevented, and
that pursues the global aim of making a maximum of organs available, while trying to limit the need. In the thesis, this
abstract description was also accompanied by concrete and practical proposals that could inspire legislators and policymakers around the world to make their legal framework evolve towards more efficient legal solutions to cope with
their specific situation of organ shortage. Aside from the countries whose law was studied in the thesis, I already had
the opportunity to discuss these proposals for certain aspects of the German or the Luxembourgish legal framework.
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A STUDY ON MAJOR OBSTACLES IN LUNG TRANSPLANTATION.
Somers J.
Leuven, Belgium
Lung transplantation (LTX) is still hampered by three major problems namely donor organ shortage, primary graft
dysfunction (PGD) and chronic rejection (CR). In our research, we focused on all three of these problems (1). Despite
the increase in candidates awaiting LTX the availability of suitable donor lungs remains fixed, giving rise to longer
waiting times and a substantial risk of death prior to LTx (2). To expand the donor pool, various alternatives to standard donation are still under investigation, including the use of lungs from donors after circulatory death (DCDs), extended-criteria donors (ECDs), living-lobar donors, lung regeneration, xenotransplantation and ex-vivo lung perfusion
(EVLP)(3-4). In this doctoral project we demonstrated that enlarging the available lung donor pool can be obtained
by liberalizing current lung donor acceptance criteria. In our experience, using lungs from ECDs was associated with
worse short-term clinical outcomes, but both medium- and long-term outcome were not impaired compared to recipients receiving standard criteria donor lungs (5).
Primary graft dysfunction (PGD), mostly caused by ischemia-reperfusion injury (IRI), remains the leading cause of
early morbidity and mortality after LTX (6). We reasoned that conducting both mechanistic as therapeutic studies by
using an animal model of IRI would be of interest (7). We tested different ischemia and reperfusion intervals in different mouse strains but could not obtain a stable and reproducible model as previously described. The “in situ” model
of just clamping the hilum is perhaps not such an easy and good model to use and needs more critical investigation
before making it an accepted model. The onset of PGD has many potential triggers including aspiration, prolonged
ischemic time, reperfusion injury, microbial involvement, immune mismatch. One risk factor, being genetic predisposition, was never fully investigated. Our research together with the genetic studies by Diamond and colleagues show
that the genetic background is to be considered for PGD and indicates that some patients may be more vulnerable
than others. Two genetic variants of IL-17R (rs882643 and rs2241049) were associated with PGD (8-9). Our results
confirm a genetic predisposition toward PGD and suggest a role of IL-17 in driving neutrophilia in PGD. This study
provides new insights for therapeutic strategies against IL-17 driven BAL neutrophilia.
Chronic rejection threatens more than 50% of allograft recipients within 5 years after LTx. Since the pathogenesis of
CR is still not fully understood and the prognosis remains poor, good animal models are indispensable to unravel the
pathogenesis and to improve treatment options (10). In this doctoral project, we succeeded to validate two mouse
models that both developed a lesion resembling chronic rejection, namely the heterotopic trachea transplant model
and the orthotopic lung transplant model (11-12). Cell mediated mechanisms were explored by carrying out these
models in IL-17 and IL-23 KO mice. After performing the heterotopic trachea transplant model, no significant differences in pathologic scores were observed in KO mice compared to control mice. After performing the orthotopic lung
transplant model, less bronchovascular inflammation and fibrosis, less pleural/septal inflammation and fibrosis, and
less parenchymal inflammation and fibrosis was observed in IL-17 KO compared to IL-17 WT mice, although not
significant. Humoral immune mechanisms were explored by investigating the influence of B cells and secondary lymphoid tissue (draining lymph nodes). After performing the heterotopic trachea transplant model in B cell KO mice, no
in pathologic scores were found. Although not significant, for most of the allogeneic grafts in B cell KO mice luminal
obliteration was negligible and only mucus was present comparable to that found in the lumen of syngeneic grafts.
Therefore, it is clear that the humoral immune system plays a prominent role in the development of immunological
chronic rejection. When performing heterotopic trachea transplantation after removal of the inguinal lymph nodes,
allogeneic grafts show no significant differences in pathologic scores compared to control mice. Administration of
azithromycin could not inhibit development of immunological chronic rejection. Both murine models still hold potential
in further unravelling the underlying mechanisms of CR and exploring personalized treatment options.
IMPACT OF HYPOTHERMIC MACHINE PERFUSION ON ISCHEMIA/REPERFUSION INJURY DURING HEART
TRANSPLANTATION.
Van Caenegem O.
Louvain-en-Woluwe, Belgium
Organ transplantation is limited by ischemia/reperfusion injury inherent in the preservation period. This damage is
greater in donors following circulatory death. The hearts of these donors are not used, for fear of primary graft dysfunction after transplantation. In this work, we studied the impact of hypothermic machine perfusion preservation on
ischemia/reperfusion injury during cardiac transplantation.
Pig hearts were harvested and randomized into two different preservation methods, being static cold storage and hypothermic machine perfusion. Following four hours of preservation, hearts were reperfused ex vivo on a Langendorff
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apparatus. In a second phase, we repeated the same experience but induced an anoxic cardiac arrest before harvesting in order to mimic donation following circulatory death. Finally, we performed heart transplantation in recipients
pigs with hearts procured after circulatory arrest.
We have first characterized the typical energy changes during ischemia, resulting in a reduction of high energy phosphates (namely ATP and phosphocreatine) associated with an intracellular acidosis due to proton and lactate accumulation, During reperfusion, further increase in lactate and loss of TAP were observed due to mitochondrial dysfunction.
In our ex vivo model of standard criteria donor, we demonstrated that hypothermic machine perfusion reduces both
ischemia during preservation and reperfusion injury and improves myocardial contractility during reperfusion.
In the ex vivo model of donation following circulatory death, the introduction of a warm ischemic period before graft
retrieval was associated with a larger increase in lactate and a greater loss of high energy phosphates at the end
of cold storage preservation. However, the ex vivo reperfusion was marked by a decrease in lactate and a reduced
loss of HEP compared with standard criteria donor model. This might be explained by the ischemic preconditioning
phenomenon, known to decrease ischemia/reperfusion injury in many ex vivo models. Here also, the use of machine
perfusion during preservation reduced both ischemia and reperfusion injury compared to cold storage with subsequent improved functional recovery during ex vivo reperfusion.
Finally, we observed similar changes in lactate and high energy phosphates profiles in our in vivo model of heart
transplantation following donation after circulatory death. Machine perfusion again decreased the extent of lactate
production and loss of HEP compared to cold storage during preservation. We could more frequently discontinue
cardiopulmonary bypass in DCD hearts using machine perfusion compared to cold storage, although this trend was
not statistically significant.
More studies are warranted to determine if hypothermic machine perfusion allows using DCD heart grafts. It is possible that we should combine machine perfusion preservation to other interventions to reduce ischemia/reperfusion
injury, as post-conditioning or normothermic regional perfusion in the donor’s body.
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SHOULD WE DISCONTINUE CSA OR STEROIDS IN RENAL TRANSPLANTATION? FIVE-YEAR OUTCOME
RESULTS OF THE CISTCERT TRIAL.
Bosmans J-L, Broeders N1, Lemoine A1, Peeters P², Van Laecke S², Weekers L³, Sennesael J4, Wissing K4, Abramowicz D.
Antwerpen, 1Bruxelles, ²Gent, ³Liège, 4Brussel, Belgium
In this prospective, randomized trial we investigated the five-year patient and graft outcome in de novo renal transplant recipients after either stopping steroids or converting cyclosporine (CsA) to everolimus (EVL) at 3 months post
transplantation. 145 kidney graft recipients were randomized at 3 months either to CsA plus mycophenolic acid (MPA)
without steroids (n= 74) or to convert CsA to EVL with maintenance of steroids (n= 71). Five year patient (81 vs 80%)
and graft survival (77 vs 77.5%) were comparable in the CsA and EVL group respectively. At 5 years there were still
25/74 (33.8%) patients on CsA/MPA and 23/71 (32.4%) on EVL/MPA/ steroids. CrEDTA clearance (47 ± 17 vs 52 ± 21
ml/min), MDRD eGFR (49 ± 17 vs 53 ± 21 ml/min) and protein/creatinine ratio were comparable in both groups (0.40 ±
0.85 vs 0.26 ± 0.96). Although not significant, the incidence of acute rejection (AR) was higher in the EVL group (17/74
vs 21/71, p = 0.4). The incidence of AR after year 1 was comparable in both groups (n =3 per group). The incidence of
infections, de novo MACES and de novo malignancies did not differ significantly between both groups. The intima-media thickness and left ventricular mass index were comparable in both groups. In summary, both immunosuppressive
strategies lead to good patient and graft outcomes. We were unable to detect significant differences in any outcome
at 5 years after either early withdrawal of steroids or conversion of CsA to EVLh in 145 kidney transplant recipients.
DEVELOPMENT OF KEY INTERVENTIONS AND QUALITY INDICATORS FOR THE MANAGEMENT OF AN
ADULT POTENTIAL DONOR AFTER BRAIN DEATH: A RAND MODIFIED DELPHI APPROACH.
Hoste P, Hoste E, Ferdinande P1, Vogelaers D, Van Hecke A, Rogiers X, Eeckloo K, Vanhaecht K1, Vandewoude K.
Gent, 1Leuven, Belgium
Care pathways standardize care based on the latest evidence. The aim of the study was to identify and select a set
of relevant key interventions and quality indicators in order to develop a specific care pathway for donation after brain
death and to rigorously evaluate its impact. A RAND modified three-round Delphi approach was used to build consensus about potential key interventions and quality indicators identified in existing guidelines, review articles, process
flow diagrams and the results of the Organ Donation European Quality System (ODEQUS) project. Comments and
additional key interventions and quality indicators, identified in the first round, were evaluated in the following rounds
and a subsequent physical meeting. This was conducted over a 4 month time period in 2016. A multidisciplinary
panel consisting of 18 Belgian experts completed the three Delphi rounds. Out of a total of 80 key interventions assessed throughout the Delphi process, 65 were considered to contribute to the quality of care for the management of
a potential donor after brain death (DBD); 11 out of 12 quality indicators were validated for relevance and feasibility.
Detection of all potential DBD in the intensive care unit and documentation of cause of no donation were rated as the
most important quality indicators. Using a Delphi approach, consensus was reached for a set of 65 key interventions
and 11 quality indicators in the management of a potential DBD. This set is considered to be universally applicable in
quality improvement programs for the care of potential DBD.
Heart transplantation following cancer.
Van Caenegem O, De Pauw M1, Voriat A², Roussoulières A³, Ancion A4, Verstreken S5, Van Cleemput J.6
Louvain-en-Woluwe, 1Gent, ²Antwerpen, 3Bruxelles, 4Liège, 5Aalst, 6Leuven, Belgium
We aimed to describe baseline characteristics and outcome of heart transplant recipients with a history of cancer prior
to heart transplantation (HTX) in a multicentric retrospective study including all HTX recipients with prior malignancy
transplanted in Belgium over the last 30 years.
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We identified 70 recipients (51% male; 49% female). Median age at HTX was 46±15 years. Median time from cancer
to HTX was 12±10 years. The types of cancer were haematologic (26%), breast (14%), genitourinary (18%) and soft
tissues (10%). The types of cardiomyopathy leading to HTX were toxic (53%), ischemic (17%) and idiopathic (11%).
Survival at 5, 10, 15 and 20 years of study population compared to overall Belgian HTX population was respectively
80% vs 72%, 76% vs 56%, 60% vs, 39% and 54% vs 22% (p<0.05). Twenty-seven% developed post-transplant malignancy during follow-up (78±87 months). Patients transplanted <5years following cancer were more likely to have
recurrence (4 />16; 25%), while patients transplanted >5 years following cancer had more new cancers (11/56; 20%)
(p<0.05). Cancer recurrence and new cancers were the cause of respectively 2% 3% mortality.
In our series, baseline characteristics study population vary from general htx recipients (more female, more toxic cardiomyopathies). A history prior to is not associated with an increased incidence or increase post-transplant (cfr. lund
et al. j heart lung transplant. 2016).
Villin-1 is a novel serological marker for intestinal ischemia and reperfusion injury in
rats and humans.
Ceulemans L, De Hertogh G, Farré R, Decuypere J-P, Verbeke L, Jochmans I, Monbaliu D, Lenaerts K1, Pirenne J.
Leuven, Belgium, 1Maastricht, The Netherlands
The aim was to analyse villin-1 -a protein anchoring the actin filaments of the enterocytes at the epithelial brush border- as a serological marker in a rodent and human model of intestinal ischemia reperfusion injury (IRI).
In a rat model of intestinal IRI (temporary mesenteric artery clamping), 4 conditions were included: (i) laparotomy
only (sham); (ii) 30min ischemia + 5 reperfusion periods (0min/30min/60min/120min/24hours); (iii) 45min ischemia +
5 reperfusion periods; (iv) 60min ischemia + 5 reperfusion periods; (n=6/group). For survival analysis, 7-day reperfusion was included in each condition (n=10/group). Other end-points that were analysed: histology (Park-Chiu/villus
length); intestinal permeability (Ussing chamber); villin-1 (Western-Blot). In a human model of intestinal IRI (6cm
jejunal-clamping during pancreaticoduodenectomy; 45min ischemia + 0min/30min/120min reperfusion) villin-1 was
analysed by immunoprecipitation (n=6).
In rat, increasing ischemia resulted in decreased survival (30min: 90%; 45min: 50%; 60min: 10%) and loss of intestinal integrity (histology/permeability). From 45min ischemia, villin-1 appeared in the plasma at 0min reperfusion
and remained detectable until 120min reperfusion. At 0min reperfusion, villin-1 could differentiate between 45min or
60min ischemia corresponding to the different survival. Overall, villin-1 had a strong correlation with Park-Chiu score
(r=0.7954;p<0.0001); villus length (r=-0.6127;p=0.0019). and permeability in human, villin-1 was released with ischemia remained detectable until 120min reperfusion.
For the first time, we showed that is a serological marker of intestinal iri rat human. These findings open perspectives
further clinical investigations.
Administration of third-party mesenchymal stromal cells at the time of kidney
transplantation: interim safety analysis at one year follow-up.
Weekers L, Erpicum P, Detry O, Bonvoisin C, Delbouille M-H, Lechanteur Ch, Briquet A, Baudoux E, Jouret F,
Beguin Y.
Liège, Belgium
Mesenchymal stromal cells (MSC)-based therapy has been proposed in kidney transplantation (KTx). We report on
the 1-year follow-up of an open-label phase I trial using MSC in KTx.
On postoperative day 3, third-party MSC (~2.0x106/kg) were administered to 7 non-immunized first-transplant recipients from deceased donors, under standard immunosuppression (Basiliximab, Tacrolimus, MMF and steroids). No
HLA matching was required for MSC donors. Seven comparable KTx recipients were included as controls. Informed
consent was obtained.
No side-effect was noted at the time of MSC injection. Still, 1 patient with a history of ischemic heart disease had a
NSTEMI ~3h after MSC infusion. Ten months after KTx, 1 MSC patient had type B aortic dissection and STEMI. Four
MSC patients had at least 1 opportunistic infection, whereas 3 controls had polyoma-BK viremia. At day 14, eGFR in
MSC and control groups was 47.1 ± 6.8 and 39.7 ± 5.9 ml/min, respectively (p, 0.05). At 1 year, eGFR in MSC and
control groups was 46.5 ± 18.6 and 54.2 ± 16.3 ml/min, respectively (p, 0.42). Per-cause biopsies evidenced 1 borderline and 1 acute rejections in MSC group, whereas no AR was biopsy-proven in controls. Three patients developed
anti-HLA antibodies against MSC (n=1) or shared kidney/MSC (n=2) mismatches.
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MSC infusion was safe in all patients except one. Incidence of opportunist infections was similar in both groups. No
difference in eGFR was found at 1-year post KTx. Putative immunization against MSC was observed in 3 patients.
Pretransplant glycomic analysis of perfusate is predictive of primary non function
after liver transplantation: a proof of concept.
Verhelst X, Geerts A, Rogiers X, Vanlander A, Berrevoet F, Callewaert N, Troisi R, Van Vlierberghe H.
Gent, Belgium
Primary non function (PNF) is a rare but major complication after liver transplantation requiring urgent retransplantation. It is associated with the use of extended-criteria donors. The donor risk index is a clinical score that can guide
the estimation of graft quality but lacks the power to predict PNF risk in individual patients. Perfusate analysis is an
attractive tool for assessment of donor liver function before implantation. Glycomic assessment of serum has proven
useful in the diagnosis of liver disease. Here, we performed a comprehensive glycomic analysis of perfusate in relation to the appearance of PNF.
In this prospective monocentric study 66 consecutive liver transplantations between October 2011 and July 2013
were included. Perfusate samples were collected after flushing of the hepatic veins before implantation of the liver
graft. All donor grafts were transported using cold static storage. Based on an optimized DNA sequencer technology
we performed glycomic analysis of these perfusate samples and searched for glycomic alterations in PNF patients.
One single glycan, an agalacto core-alpha-1,6-fucosylated biantennary glycan (NGA2F) was significantly increased
in the perfusate of the 3 patients that developed PNF after liver transplantation. It could identify PNF patients with
100% accuracy. This glycomarker was the only predictor of PNF in a multivariate analysis including donor risk index
and perfusate AST/ALT levels (p<0.0001).
In this proof-of-concept study, patients who developed pnf after liver transplantation showed a specific glycomic signature perfusate (before transplantation) that could distinguish them from non-pnf with 100% accuracy. Approach guides
the removal of donor grafts at risk for pool, especially when use high-risk organs are considered.
The effect of in vitro tacrolimus exposure and pharmacogenetic variation on multilevel
CYP3A5, ABCB1 expression and CTGF production in human proximal tubule cells.
Knops N, Ramazani Y, Levtchenko E, Van den Heuvel B, Kuypers D.
Leuven, Belgium
Our aim was to study the functional implications of Tacrolimus exposure in a human proximal tubule cells (PTC) with
variation in CYP3A5 and ABCB1(Pgp) on the expression of these genes and CTGF. Methods: We selected conditional immortalized PTC (ciPTC) with different combinations of CYP3A5(rs776746) and ABCB1(rs1045642) genotypes.
Cells were incubated with medium supplemented with vehicle or Tac for 24 and 72hrs. Quantitative RT-PCR, WB
and was performed for CYP3A5, ABCB1 and CTGF. Functional CYP3A5 expression was assessed by midazolam
(MDZ) hydroxylation and P-gp by calcein efflux. Results: Baseline mRNA, protein and functional CYP3A5 expression
was higher in ciPTC with the *1 versus *3/*3 allele. Increasing Tac conc. resulted in decreasing 1’OH MDZ (p=0.01).
Increasing Tac resulted in a progressive decrease in calcein efflux (50ng/ml: 79.1%; 300ng/ml: 68.8%; p<0.001). prolonged incubation resulted in decreased abcb1 mrna and protein expression (p=0.01) cc />CT’s. In accordance, efflux
decreased, but remained higher in TT’s (29.90% vs. 41.26%; p=0.016). CTGF protein expression increased with Tac
conc. (vehicle: 0.57; 50ng/ml: 0.71; 300 ng/ml 0.79; p=0.04). CTGF expression was similar for all, but decrease more
after 72hrs. In *1 carriers (0.32 vs 0.52; p=0.001) and CC/CT’s (0.79 vs. 0.41; p<0.001).
TAC exposure in ciPTC results a concentration-dependent increase CTGF expression. The initial is independent from
genetic variation CYP3A5 or ABCD1, but concurs with concentration dependent decrease functional expression and
pgp. After 72 hours observed, especially *1 carriers, abcb1 3435 cc />CT’s.
Donor age is associated with epigenetic changes in genes involved in fibrosis in the
kidney.
Heylen L, Sprangers B, Thienpont B, Moisse M, Kuypers D, Lambrechts D, Naesens M.
Leuven, Belgium
Advanced donor age is one of the key factors associated with allograft fibrosis and impaired outcome after kidney
transplantation. Recently, it has become clear that DNA methylation changes hallmark aging. In this study, we investigated aging-associated changes in DNA methylation in kidney transplants.
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Whole-genome array-based methylation analysis was performed on two cohorts of kidney allograft biopsies: 95 obtained at implantation (82 brain-dead donors and 13 living donors), using EPIC BeadChips and 67 obtained after
reperfusion (58 brain-dead donors and 9 living donors), using Infinium 450K Beadchips. Donor age ranged from 16 to
73 years, and from 16 to 79 years, respectively. Comb-p was used to identify differentially methylated regions (DMRs).
The genes mapped to DMRs with a FDR q-value <.0001 were selected for inguinity pathway analysis.
Donor age associated significantly with methylation levels at 89,293 cpgs (10% of all probes) in the implantation
cohort and 87,393 (20% postreperfusion (q-value < 0.05), adjusted gender cold ischemia time. q-value <0.0001
corresponded to 17,077, respectively 15,225 differentially methylated regions. both cohorts, top enriched was wnt
signalling pathway, which is involved kidney injury, repair fibrosis, as well renal senescence.
There a strikingly pervasive association between DNA changes kidney. These occur preferentially genes suggesting
link advanced chronic allograft dysfunction.
Intravenous administration of mesenchymal stromal cells modulates renal lipid metabolism in rats.
Erpicum P, Rowart P, Poma L, Krzesinski J-M, Detry O, Jouret F.
Liège, Belgium
Mesenchymal stromal cells (MSC) have been shown to attenuate renal ischemia/reperfusion (I/R) injury in rodents.
Still, the mechanisms of such a nephroprotection remain unclear. Here, rats were intravenously infused with MSC
(1.5x10^6 cells in 1 ml saline; MSCD-7 group, n=6) or equivalent volume of saline (SD-7 group, n=6) 7 days before
kidney sampling. High-throughput RNA sequencing technology was used to compare transcriptomic renal profiles,
using TopHat and Cufflinks open-source software tools. A total of 494 and 256 genes were found to be significantly
(q-value <.05) down- and up-regulated in mscd-7 versus sd-7 groups, respectively. Hierarchical cluster analysis by
“david” “webgestalt” softwares highlighted that the metabolic pathways mostly affected msc included adipogenesis,
insulin signalling, fatty acid (fa) biosynthesis, il-6 b-cell receptor il-3 pathway nuclear receptors involved lipid metabolism. Real-time qpcr immunoblotting analyses confirmed pivotal enzymes of fa biosynthesis were significantly
downregulated group, whereas expression ppar alpha, a transcription factor oxidation, was induced msc. Additionally, fat />CD36 – a key regulator of membrane uptake of FA – was increased in MSCD-7 kidneys, with a preferential
localization in proximal tubules (PT). As a whole, our data suggest that MSC infusion causes critical modifications
of lipid metabolism, including (i) down-regulation of FA biosynthesis; (ii) activation of PPAR alpha pathway, and (iii)
prioritization of FA as sources of energy in PT cells, which may eventually prevent lipid peroxidation and attenuate
renal I/R damage.
A glycomic serum marker analysed one week after liver transplantation is an
independent predictor of graft loss during the first year after liver transplantation.
Verhelst X, Geerts A, Rogiers X, Vanlander A, Berrevoet F, Callewaert N, Troisi R, Van Vlierberghe H.
Gent, Belgium
Poor graft function after liver transplantation (LT) remains a challenge for transplant professionals and sometimes
requires retransplantation. Pretransplant estimation of graft function using scores like donor risk index has limited use
in individual patients. Graft loss is increased in patients showing early allograft dysfunction after liver transplantation.
However, biomarkers that reliably identify patients at risk for graft failure after LT are lacking. Analysis of N-glycans
in serum (glycomics) has shown to reflect the underlying liver function in liver disease but has never been assessed
after liver transplantation. The aim of this study was to assess the potential of serum glycomics as predictive markers
for graft and patient survival after liver transplantation.
In this monocentric prospective cohort 127 liver transplant patients were included between 1 December 2012 and
31 December 2014. Serum samples were collected just before and on daily bases during the first 2 weeks after liver
transplantation. Glycomic profiles were analysed using an optimized glycomic technology on a DNA sequencer. The
major outcome parameters (graft and patient survival during 1 year) were related to the observed glycomic alterations
and the best predictive association was searched for using cox regression analysis.
The assessment of 2 serum glycans NG1A2F (an agalacto, core-alpha-1,6-fucosylated biantennary glycan structure)
and NA3 (a triantennary glycan), combined as log(NG1A2F/NA3) on day 7 after liver transplantation was strongly
associated with graft loss (hazard ratio = 7.222; p<0.001; 95% CI 2.352-22.182) and patient death (hazard ratio =
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3.885; p=0.30; 95% CI 1.127-13.276) during the first year after liver transplantation (cox regression analysis). The
strongest association was observed with graft loss within 3 months (AUC 0.816, p<0.0001;95%CI 0.712-0.920). In a
multivariable cox regression model including early allograft dysfunction (according to Olthoff) and Donor Risk Index,
this glycomic marker, called GlycoTransplantTest, was the only independent predictor of graft survival (p=0.003).
Assessment of GlycoTransplantTest, a glycomic serum marker, on day 7 post liver transplantation is a strong and
independent predictor of graft survival during the first year after liver transplantation. These findings add to the increasing evidence that serum glycomics are sensible markers of liver dysfunction.
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Added value of monoclonal antibodies in treatment of acute graft versus host disease
after liver transplantation: a single centre experience in an international perspective.
Minnee R C, Jochmans I, Nevens F, Maertens J, Vandenberge P, Debaveye Y, Fieuws S, Pirenne J, Monbaliu D.
Leuven, Belgium
Graft versus host disease is a rare complication after liver transplantation, with high mortality rates between 70-90%.
Last several years usage of monoclonal antibodies has been increased to reduce its mortality. However to date no
clearly established treatment protocol has been successful. The aim of this article is to describe 5 cases of graft versus host disease after liver transplantation in our institution. Furthermore we performed a literature review to evaluate
the added value of monoclonal antibodies with special interest in TNF inhibitors and interleukin-2 receptor inhibitors
and their effect in treatment of acute graft versus host disease after liver transplantation.
Between Dec 1989 and Dec 2015 1208 liver transplantations in our department were performed and 5 cases of histologically documented graft versus host disease were identified. Donor, surgical-technical and recipient factors were
assessed. Systematic literature search revealed 138 cases of graft versus host disease in liver transplant patients.
Three comparisons were performed; I) monoclonal antibodies vs. control group, II) TNF inhibitors vs. control group
and III) interleukin-2 receptor inhibitors vs. control group. All other regimes were considered as the control group (corticosteroids, cyclosporine, mycophenolate mofetil, tacrolimus, OKT3 or ATG).
Our mortality rate was 80% and our mortality rate in monoclonal antibody group was 66%. Based on aggregated data
in literature, the use of monoclonal antibodies and interleukin-2 receptor inhibitors had a positive effect on patient
survival, but not significantly (P = 0.057 and P = 0.070, respectively). The use of TNF inhibitors showed a significant
beneficial effect on patient survival (P = 0.005).
Treatment of GVHD with monoclonal antibodies and interleukin-2 receptor inhibitors shows a trend to a better patient
survival compared other treatment regimes. TNF inhibitors usage shows a significant better patient survival. First line
treatment with TNF inhibitors could be considered.
Extraction time during retrieval impairs liver transplant survival.
Jochmans I, Fieuws S, Tieken I, Samuel U, Pirenne J.
Leuven, Belgium
During donor hepatectomy, despite topic cooling to 10-20°C, the liver still sustains warm ischemia that might be harmful. We investigated the relationship between extraction time (ET) and transplant survival in 12974 recipients of deceased-donor livers transplanted in Eurotransplant (2004-2013). Cox regression analyses were corrected for donor,
preservation, recipient variables. Transplant centre was included as random effect (stronger impact on outcome than
donor centre). ET was the time from start of cold flush and end of hepatectomy. Transplant survival was defined as allcause graft failure. Median follow-up was 4.04y (IQR 2.4-6.2). Median ET was 41 min (32-52). ET was longer in livers
donated after circulatory death (DCD) compared to brain-dead donors [50min (35-68) vs 40min (32-51), p<0.001]. ET
independently associated with transplant loss (adjusted hazard ratio 1.03 for every 10min increase, 95%ci 1.02-1.05;
p<0.0001). Other independent risk factor were donor />recipient age, donor last sodium/peak AST, DCD, split liver,
cold ischemia time, lab MELD, acute liver failure, retransplant, cholestatic disease, viral hepatitis, recipient BMI. The
magnitude of ET-effect was comparable to the effect of each hour of additional cold ischemia time (adjusted hazard
ratio 1.04, 95%CI 1.02-1.05; p<0.0001). Increased risk for transplant loss in dcds could be attributed to donor warm
ischemia. There was no evidence that dcd livers are more susceptible et (no interaction between and status), but were
only 461 dcds. Impairs liver outcome, likely due insufficient cooling />or rewarming of the graft in the donor. Reducing
ET or cooling further during hepatectomy might improve outcome.
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Outcomes of kidney transplantation in children weighing ≤15 KG.
Chiodini B D1, Herman J², Lolin K, Adams B, Hennaut E, Lingier P1, Hall M, Janssens F, Van Damme-Lombaerts R,
Knops N, Wissing K M3, Ismaili K.
1
Bruxelles,²Leuven, 3Brussel, Belgium
Kidney transplantation (KT) in small children is challenging. Aim: to describe data on early surgical complications,
acute rejections (AR), patient/graft survival, in patients transplanted at ≤15 Kg in Belgium. Two periods, before (period1) and since 2000 (period2) were compared, reflecting the introduction of basiliximab and MMF in 2000.
Retrospective analysis on 71 KTs (67 children) grafted between 1978 and 2015: 38 in period 1 and 33 in period 2.
Median age at KT 3.2 yrs, mean weight 12 ±1.9 Kg. KTs with living donors were performed in 34% of cases. 32% of
surgical complications were observed, with 27% of cases needing re-intervention. AR occurred in 34% of KTs and decreased over time: 53% in period1 and 12% in period2 (p<0.001). No difference in ar incidence existed between living
and cadaveric donor kts. transplantation survival free-of-ar increased period2 compared to period1: 97% versus 50%
at 1 yr; 87% 10 yrs post-kt (p=”0.003).” overall graft was 83% yr 74% 5 post-kt. tended increase over time (period1:
63% yrs; period2: 94% 86% p=0.2). patient 92% yr, 91% 84% kidney transplantations children ≤15 kg show excellent
results, similar adult recipients under current immunosuppressive regimens.
Presence and significance of amyloid in capsules retrieved from type 1 diabetic recipient of alignate-encapsulated implant in peritoneal cavity.
Van Hulle F, Stangé G, Suenens K, Devos S, De Mesmaeker I, Robert Th, Ling Z, Jacobs-Tulleneers-Thevissen D,
Westermark G-T1, Pipeleers D.
Brussel, Belgium, 1Uppsala, Sweden
Intraportal donor islet cell implants can restore insulin production in type 1 diabetic patients with a beta cell-depleted
pancreas, providing metabolic benefit even when insulin therapy cannot be stopped. Their function decreases however with time, possibly the result of their inadequate size or microenvironment, (auto)immune reactivity, beta cell toxicity
of immune-suppressive compounds. Their encapsulation is considered, since decades, as a way to protect against
immune processes and to avoid these drugs. Studies in rodents have shown correction of diabetes by alginate-encapsulated allogeneic and xenogeneic islet cell implants in the peritoneal cavity. We reported such outcome for human
islet cell implants in immune-deficient mice but found failure in a patient (1). At posttransplant-month 3 most capsules
had clustered against her peritoneal wall, without viable cells inside; however, the small fraction of floating capsules
showed living beta cell aggregates with secretory responses to glucose (1). Variants in capsule formation have since
been developed to avoid fibrotic reactions around alginate spheres (2) raising interests for their clinical outcome and
needs for their further biologic evaluation (3). In this context we present data from further investigation of capsules
retrieved from our pilot clinical case. They are interpreted in light of parallel and subsequent laboratory studies on
alginate-encapsulated human beta cells. This study indicates influences of non-immune components on the outcome
of alginate-encapsulated islet cells, such as initial beta cell dose and its decline post transplantation. It also evaluates
the presence and significance of amyloid in the capsules. (1) Diabetologia 56: 1605, 2013 (2) Nat Med. 22: 306, 2016
(3) Trends Endocrinol Metab. 27: 247, 2016
Maternal risks and pregnancy outcomes after kidney transplantation: a single centre
experience.
Devresse A, Jassogne C, Hubinont C, De Meyer M, Mourad M, Goffin E, Kanaan N.
Louvain-en-Woluwe, Belgium
Pregnancies in kidney-transplanted women are at high-risk. The aim of this study was to assess the obstetric complications, delivery outcomes, and impact on graft function. We performed a retrospective study on kidney transplant
recipients followed for pregnancy in our centre between 1994 and 2010. Thirty-two kidney transplant recipients underwent a total of 57 pregnancies. Median age at first transplantation was 24 (7-35) years. Induction therapy was given
to 69% of patients, and maintenance immunosuppression consisted of triple therapy including calcineurin inhibitors
(cyclosporine (78%)), azathioprine (81%) and corticosteroids (100%). Age at first pregnancy was 32 (22-39) years. At
the time of contraception withdrawal, all patients were shifted from mycophenolate mofetil to azathioprine. Fourteen
pregnancies (24 %) did not survive caused by miscarriages (9), stillborn (1), ectopic pregnancies (2), and therapeutic
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abortion (2). Live birth occurred in 76% of pregnancies. Delivery was by cesarean in 66%. The mean gestational age
was 30.45 ± 11.3 weeks and 65% of new-born were premature. A low birth weight < 2500g was noted in 46%. Obstetric complications were: de novo hypertension in 4%, pre-eclampsia in 10% and gestational diabetes in 2%. Within
10 days of delivery, one woman suffered from acute rejection treated by corticosteroids. The median follow-up after
delivery was 14 (4-21) years. Creatinine remained stable 5 years after delivery. In conclusion, pregnancies in kidney
transplant recipients are successful in 2/3 of cases but are at increased risk of prematurity, delivery by cesarean and
low birth weight. Kidney function is not altered.
KDRI implementation: could this lead to the transplantation of more and higher quality
donor kidneys?
Philipse E, Lee A, Bracke B, Hartman V, De Greef K, Chapelle Th, Roeyen G, Ysebaert D, Hellemans R, Bosmans
J-L, Abramowicz D.
Antwerpen, Belgium
The Kidney Donor Risk Index (KDRI) is a continuous risk score, which provides an estimate of the quality of an offered
deceased donor kidney. This study investigates whether the implementation of the KDRI in our decision making process, improves the acceptance rate and the quality of deceased donor kidneys in our centre.
From April 1st 2015 until December 31st 2016, we prospectively calculated the KDRI for every deceased donor kidney
offer allocated by Eurotransplant to one of our patients on the transplant waiting list. We compared the number of
accepted kidney offers during the study period with the acceptance rate during a previous period (January 2010 until
December 2013).
By implementing the KDRI, 26.0% of all offered donor kidneys (N=288) were transplanted, compared to 20.7% in the
previous period (N=657) (p = 0.002). In addition, 50,5% of all offered high quality donor kidneys (i.e. KDRI < 1) in our
study were transplanted, compared with 38,7% previously (p = 0.020). The main reasons to decline a high quality
donor kidney were either not included in the KDRI, such as insufficient HLA matching or proteinuria.
By implementing the KDRI we transplanted more offered deceased donor kidneys. We also transplanted a significantly higher percentage of high quality donor kidneys. Our suggestion is to carefully consider before declining an
offered deceased donor kidney with a KDRI < 1.00. Long term follow-up will show if implementation of the KDRI has
an impact on graft and patient survival.
Adult-to-adult living-donor liver transplantation, an innovative approach in the
treatment of non-resectable secondary liver tumours: a retrospective, single-centre
study comparing post mortem and living-donor liver transplantation.
Iesari S, Fabbrizio T, Ciccarelli O, Coubeau L, Bonaccorsi Riani E, Dewe G, De Reyck Ch, Lerut J.
Louvain-en-Woluwe, Belgium
Patients presenting with non-resectable secondary tumours may benefit from liver transplantation (LT). However, this
indication fuelled ethical debates about the justification to allocate scarce organs to patients presenting a wide variation in outcome. We aimed at showing that living-donor LT (LDLT) is a safe and effective solution for these patients.
We retrospectively analysed 24 patients [5 (21%) women and 19 (79%) men] transplanted during the period 19842016 because of non-resectable neuroendocrine (20-83%) and colorectal liver metastases (4-17%). Thirteen (54%)
patients underwent post-mortem LT (PMLT) and 11 (46%) LDLT. PMLT consisted of 12 (92%) full-size and 1 (8%) split
LT; LDLT of 4 (36%) right (segments V-VIII) and 7 (63%) left (segments I-IV) liver grafts. Median graft-to-body-weight
ratios in the two groups were 1,03 (range 0,86-1,3) and 0,59 (range 0,51-0,91) respectively. Median follow-up for the
PMLT and LDLT was 46 (IQR 51) and 11 (IQR 62) months.
One- and 5-year overall patient survival rates were 77 and 44% for PMLT and 100% for LDLT (log rank’s p=0,01).
One- and 5-year graft survival rates were 69 and 31% for PMLT and 88 for LDLT (log rank’s p=0,01). Considering only
death-censored graft survival, no statistically significant difference was observed between groups. One living donor
presented a Clavien-Dindo IVA complication but no deaths were registered.
LDLT compared favourably to PMLT in the treatment of non-resectable liver secondaries. LDLT is an answer for
well-selected patients harbouring non-resectable secondary liver malignancies and it does not interfere with the limited PM allograft pool.
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Kidney transplantation from HIV-positive recipient.
Malaise J, Ambaraghassi G, Cardinal H, Pâquet M R, Fortin M-Ch, Corsilli D, Fortin C, Martel Laferrière V, Rouleau D.
Montréal, Canada
The published cases of renal transplantation between HIV-infected patients were performed in South Africa and
showed favourable results. No other cases of kidney transplantation from HIV-positive donor have ever been reported. A 60-year-old man was diagnosed with HIV in 2001and IgA nephropathy in 2007. Hemodialysis was initiated in
2012. The patient also suffered from coronary heart disease necessitating implantable cardioverter defibrillator, atrial
fibrillation necessitating anticoagulation and hypertension. The recipient’s antiretroviral regimen consisted of abacavir,
lamivudine and dolutegravir. The donor was a 58-year-old man who died of cerebral hemorrhage. He was diagnosed
with HIV in 1995. His therapy consisted of abacavir, lamivudine and dolutegravir. His serum creatinine was 0,45 mg/
dL. In January 2016, the surgery took place without complications, with a cold ischemia time of 264 minutes. Immunosuppression consisted of basiliximab, tacrolimus, mycophenolic acid and prednisone. The patient had an uneventful
perioperative course. He was discharged on post-operative day (POD) 5 with a creatinine of 1,53 mg/dL. On POD
18, the patient was admitted for graft pyelonephritis due to Enterococcus faecalis. The patient is now doing well 1
year post-transplantation. Serum creatinine is 1,88 mg/dL. Plasma RNA-HIV viral loads have remained undetectable.
For the first time as reported here, we chose to offer an organ from a HIV-infected donor to a HIV-positive candidate.
This approach however raises concerns about the possibility of transmitting resistant HIV strain to the recipient. In
our case, the donor and the recipient latest antiretroviral therapies were similar and based on an integrase inhibitor
combined with abacavir and lamivudine.
The choice between deceased -versus living- donor kidney transplantation in a Belgian
tertiary centre.
Van Cauwenberghe K.
Gent, Belgium
There is accumulating evidence on the superior outcome of paediatric kidney transplantation with a living donor in
comparison with a deceased donor. In our centre paediatric kidney transplantations are mostly performed with organs
from deceased donors. Aim of this study is to review the choice of donor source to identify factors contributing to the
low incidence of living donation.
This retrospective study included all children aged 2 to 19 years who underwent kidney transplantation between
1996 and 2016. Relevant data were collected in order to identify medical, psychological and socio-economic factors
influencing the choice of the RRT.
48 patients (boys n=33) underwent kidney transplantation during the study period. Of all 48, only 14 were pre-emptive
and 9 with living related donors. There was no increase in the incidence of living donation over the years. The reasons
for non-living donor kidney transplantation included: socio-economic factors (n=15), medical reasons, concerning either a potential donor or recipient (n= 13), refusal of the close relatives/parents to donate despite the recommendation
of the team (n= 7) and acceptance of an organ from a deceased donor while prospective donor was being subjected
to medical screening (n= 4).
Pre-emptive transplantation with a living donor constitutes a minority in our retrospective cohort, mainly explained by
socio-economic factors. In the future, strategies aimed at support and guidance of the families, might contribute to a
higher incidence of living donation in our setting.
de novo use of everolimus reduces late-onset cytomegalovirus primary disease
occurring after antiviral prophylaxis discontinuation in kidney transplantat recipients.
Devresse A, Avettand-Fenoel V1, Scemla A1, Morin L, Lebreton X, Tinel C1, Lamhaut L1, Timsit M-O1, Zuber J1,
Legendre C1, Anglicheau D.1
Louvain-en-Woluwe, Belgium, 1Paris, France
Donor (D)+/recipient (R)- serostatus is critically associated with an higher risk of cytomegalovirus (CMV) infection and
disease. Antiviral prophylaxis is conventionally used in such patients, but late-onset CMV infection/disease still occurs
after prophylaxis discontinuation.
We retrospectively analysed data of 215 low immunological risk patients who received kidney transplantation in our
centre between 2011 and 2016.
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Ninety-seven patients received a combination of everolimus (EVL)/reduced doses of calcineurin inhibitors (CNI) (EVL
group) de novo, and 118 received a combination of mycophenolic acid (MPA)/standard doses of CNI (MPA group)
de novo. All patients received induction by basiliximab, steroids and standardized antiviral prophylaxis depending
on their CMV D/R serostatus. D+/R- recipients comprised 17% (n=16) of the EVL group and 19% (n=22) of the MPA
group (P=0.722). In the D+/R- subgroup, the 1-year incidence of late-onset CMV primary disease after the withdrawal
of prophylaxis was lower than that in the EVL group (6% vs 41%, P=0.025). Kaplan-Meier analysis of 1-year CMV
primary disease-free survival in seronegative patients showed significantly better survival in the EVL group (P=0.029,
log-rank test) .
The de novo use of EVL reduces late-onset CMV primary disease after the withdrawal of antiviral prophylaxis in kidney transplantation patients.
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Vascularized Composite Allografting (VCA)
Uterus transplantation.
Brännström M.
Gothenburg, Sweden
The last frontier to conquer in female infertility has been absolute uterine factor infertility (AUFI), affecting 1:500 women. The cause of AUFI may be uterine aplasia, hysterectomy at young age (cervical/uterine malignancy, emergency
postpartum hysterectomy), Asherman’s syndrome or major uterine malformation. We initiated a translational research
program on uterus transplantation (UTx) in 1999, that initially was conducted in the mouse and later involved experiments on most issues related to uterus transplantation in the rat, pig, sheep and baboon. We launched the first clinical
trial on UTx in 2013. The trial included nine human live donor UTx procedures. Extensive medical and psychological
screening of donors, recipients and partners were done. All recipients and their partners went through 2-3 IVF cycles
prior to UTx in order to cryopreserve embryos for use after UTx. Five of the donors were mothers and in the other
cases they were aunt on mother´s side, sister, mother-in-law and close family friend. Five of the donors were postmenopausal at the time of surgery, and these donors were prescribed cyclic HRT for some months before surgery.
Donor surgery involved hysterectomy with attached long vascular pedicles up to an including the internal iliacs. Donor
surgery lasted for 10.5 to 13 h. Recipient surgery involved end-to-side anastomoses to the external iliac arteries and
veins, end-to-end vaginal anastomosis and fixation of the uterus. The duration of recipient surgery was around 4-5h.
After UTx, seven patients experienced regular menses from 2 months after UTx. Two out of the nine patients lost
the graft during the initial months after UTx, due to intrauterine infection in one case and uterine vessel thrombosis
in the other. Seven patients showed regular menstruations from 1-2 months after UTx. Mild and subclinical rejection
episodes occurred in five of the seven patients. Uterine blood flow remained normal. Embryo transfers were initiated
12-16 months after transplantation. So far six healthy babies have been born from these seven transplanted women and there are three ongoing pregnancies. All babies have been delivered by c-section and have been of normal
weight for gestational age. The clinical pregnancy rate among the seven patients undergoing UTx and repeated embryo transfers is 100%. The cohort of donors, recipients and babies will be followed for many years. New clinical trials
with robotically-assisted laparoscopy at organ procurement and one study with deceased donor UTx are planned in
Sweden in 2017. An international registry of all UTx procedures and outcomes will be formed within the newly formed
International Society of Uterus Transplantation (ISUTx) and a first international meeting is held in Gothenburg, September 2017 (www.isutx.org). Research is on-going in the field of uterus bioengineering.
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 multiBelgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
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disciplinary 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 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.
Abdominal wall transplantation.
Tempelman T.
Groningen, The Netherlands
In patients eligible for an allogenic intestinal transplantation, the abdomen cannot be closed primarily sometimes. Reconstructive options are VAC therapy, skin grafts, tissue expansion, autologous transplantation of de latissimus dorsi
or transplanting the abdominal wall as a composite tissue allograft. In our presentation we will share our experience
with the first abdominal wall transplantation in our clinic.
We prepared the procedure by inviting H. Giele from Oxford who has experience with abdominal wall transplantations.
We performed the procedure several times in our skills lab. When the intestine is harvested from the donor, the abdominal wall is also harvested in the same session. The abdominal wall is a combined tissue transplant, containing
skin, subcutaneous tissue, rectus abdominis muscle, fascia and peritoneum.
After transport the intestine and abdominal wall are transplanted in one session.
The abdominal wall was first anastomosed to ulnar artery and veins in the left arm.
24 Hours after finishing the intestinal transplantation the abdominal wall was anastomosed orthotopically.
This was the first procedure in The Netherlands and in Eurotranplant. The patient is doing well at this moment.
Transplanting the abdominal wall is an interesting option for closing the abdomen in patients with loss of abdominal
domain after intestinal transplantation.
Tracheal transplantation.
Delaere P.
Leuven, Belgium
Obstructive lesions of the tracheal airway cause significant morbidity. Leading causes are trauma [1], intubationand tracheostomy-related complications [2], and malignancies such as squamous cell and salivary gland tumours
[3]. Lesions shorter than 5 cm in length can be repaired using a segmental resection approach. For longer lesions,
tracheal stenting can secure the airway lumen as part of a palliative approach. A curative treatment, however, would
require interposition of a functional tracheal structure. Prosthetic repair of a tracheal defect is impossible because of
the non-sterile environment of the airway [4]. Reportedly, trachea regeneration using biological [5] and synthetic [6]
scaffolds has been attempted, however, the scientific value of this work is being questioned [7]. The principal obstacle
to the use of trachea transplantation is the technical difficulty of restoring the blood supply to an orthotopically grafted
trachea segment [8]. Until recently, the experience with orthotopic tracheal allografting has been anecdotal [9, 10].
In 1998, we made a seminal observation that a tracheal segment can be transplanted after being revascularized by
embedding the segment in vascularized tissue [11]. Using this principle, we obtained clinical experience with tracheal
autograft revascularization for laryngeal reconstruction [12, 13, 14], and subsequently developed a novel successful
procedure of vascularized tracheal allotransplantation. As reported, heterotopic transplantation of a fascia-wrapped
tracheal allograft, followed by orthotopic transplantation of the re-vascularized allograft [15] allowed us to achieve
successful anatomic and functional airway reconstruction [16]. Importantly, surgical refinement of the procedure
with intercartilaginous incisions facilitating recipient neo-angiogenesis into the graft, and a recipient buccal mucosa
graft facilitating regeneration of luminal mucosa, allowed for a full withdrawal of immunosuppression. Morphological
studies in our patients [15, 16, 17] and experimental animal models [18, 19] indicated that the protocol establishes
a controlled process of progressive recipient-derived graft revascularization, rejection of allogeneic vasculature and
mucosa, and progressive regeneration by recipient mucosal and submucosal tissues. Our observations suggest
that this unique vascularized transplantation technique with temporary immunosuppression generates a chimeric
trachea, a process in which the immune-privileged nature of the cartilage takes a central role [15, 20].
28
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The technique holds great promise for patients needing extensive airway reconstruction, specifically because the
chimeric trachea graft does not require ongoing immunosuppression, a highly desired but elusive goal in the field of
allotransplantation.
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Chronic myeloid leukemia: is it still a contra-indication to lung transplantation?
Etienne I, Benghiat F, Sokolow Y, Ruiz Patino M, Knoop Ch.
Bruxelles, Belgium
Unless long-term remission has been achieved, solid-organ and hematologic malignancies are considered absolute
contra-indications to lung transplantation (LTx). However, the prognosis of chronic myeloid leukemia (CML) has dramatically improved since tyrosine kinase inhibitor (TKI) therapy, targeted at the bcr-abl oncoprotein, has been introduced. Therapeutic response and relapses are monitored by reverse transcription quantitative PCR (rt-PCR) of the
bcr-abl oncogene. CML has now become a chronic disease. We, here, report on a 26-year-old CF patient, who developed bcr-abl+ CML in November 2013. After 3 months of imatinib therapy, an optimal response was obtained (rt-PCR
bcr-abl transcripts = 1.8%). At 12 months, a negative rt-PCR indicated a deep molecular response, which persisted at
24 months. In the meantime, the patient progressed to end-stage respiratory insufficiency. Because of her young age
and optimal molecular response, LTx was proposed and performed in January 2016. Immunosuppression consisted
in tacrolimus, MMF and corticosteroids. Imatinib was withheld for the first post-operative month and rt-PCR performed
monthly. As it remained negative, it was felt that there was no imminent need for imatinib re-introduction. The patient
had an uneventful evolution; FEV1 is now 95% of predicted and BMI 22 kg/m2. A growing number of CML cases have
been described after thoracic transplantations. This first report of an LTx patient, having been successfully treated
for CML before LTx, indicates that CML might no longer be an absolute contra-indication in selected candidates and
underlines the fact that a tailored approach to LTx candidacy is needed in patients with previous malignancies.
Simultaneous pancreas-kidney transplantation in diabetic patients with end-stage renal
disease: a 25 years’ experience at the University Hospitals Leuven.
Ferong K, Gilbo N, Coosemans W, Jochmans I, Sainz Barriga M, Gillard P, Mathieu Ch, Bammens B, Claes K,
Evenepoel P, Kuypers D, Meijers B, Naesens M, Sprangers B, Pirenne J, Monbaliu D.
Leuven, Belgium
Simultaneous pancreas and kidney transplantation (SPK) has become an effective treatment for patients with complicated diabetes mellitus type 1 and end-stage renal disease. SPK improves quality of life, increases longevity and
stabilizes diabetic complications. We reviewed the outcome after SPK in our centre. A retrospective analysis was
performed on patients undergoing SPK since the program’s initiation. Between Jan 1992 and Dec 2016, 113 SPK
were performed. Medical records of 108 SPK recipients with >1 year follow-up were reviewed retrospectively. Patient
survival, pancreas graft and kidney graft survival/function at 5 and 10 years and reasons for pancreas loss were analysed.
Patient survival at 5 and 10 years was 89.8 and 77.4 %, respectively. The 5 and 10-year death-censored pancreas
graft survival was 89.2 and 79.9 %, respectively. Mean HbA1c level pre-transplant was 8.04 % and normalized to a
mean of 5.13 % at 6 months post-SPK. Pancreas graft loss occurred in 22 patients: 13/22 due to surgical complications early after SPK and 9/22 for immunological reasons. The 5 and 10-year death-censored kidney graft survival
was 96.9 and 89.6 %, respectively. Mean serum creatinine was 1.43 and 1.71mg/dl at 1 year and 5 years, respectively.
Despite a low number of SPK per year and a decreasing number of suitable SPK donors, favourable middle- and
long-term survival and graft function can be obtained after SPK.
Short-and-long-term graft survival after kidney transplantation in Western Europe.
Coemans M, Verbeke G, Anglicheau D1, Bestard O², Giral M³, Naesens M.
Leuven, Belgium, 1Paris, France, ²Barcelona, Spain, ³Nantes, France
Determine the evolution of kidney survival after transplantation over the past three decades in Western Europe, both
on the short and the long term after transplantation, accounting for the changes in donor and recipient characteristics
over time.
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We performed a cohort study based on four large prospectively collected clinical databases in Western Europe, in
transplants performed between January 1st 1986 and December 31st 2015. Analyses were restricted to adults and
to deceased donors, leading to an inclusion of 10.833 single kidney transplantations. The primary outcome was the
cause-specific (death-censored) hazard rate of kidney failure after transplantation. In the multivariable stratified Cox
model, we included a flexible time-dependent effect for the continuous covariate ‘transplant year’ in order to quantify
improvement on the short and long term.
There was significant improvement (p<0.001) in graft survival from 1986 to 2000, but no progression (p=0.04).” was
made since. Also, improvement more pronounced on the short term than long after transplantation these changes
were independent of changing donor and recipient age (both increased significantly with p<0.001).
Western Europe, similar what noted earlier us, kidney over past decades occurred primarily is unaffected by risk profiles donors recipients. For first time, however, we demonstrated that observed since 2000. Novel initiatives improve
are needed.
Ischemia in kidney transplantation causes DNA hypermethylation and predicts graft
injury.
Heylen L, Thienpont B, Naesens M, Busschaert P, Depreeuw J, Jochmans I, Monbaliu D, Pirenne J, Kuypers D, Lerut
E, Ghesquiere B, Lambrechts D, Sprangers B.
Leuven, Belgium
We investigated whether ischemia during kidney transplantation induces DNA methylation changes of the transplant
and whether these changes are involved in future chronic injury.
Genome-wide array-based DNA methylation levels were measured in 3 cohorts of brain-dead donor kidney transplant
biopsies obtained: 1) before and after ischemia (n=2x13), and at 3 (n=5) and 12 months (n=5) after transplantation,
2) post-ischemia (n=82), and 3) post-reperfusion (n=46).
In the first paired cohort, DNA methylation levels increased after ischemia, both overall (P<0.001 for all transplant
pairs), in individual cpg’s and on cpg island level (binomial test p<0.001 both). DNA hypermethylation remained up
to 1 year after transplantation. the implantation cohort, increased cold ischemia time induced more than hypomethylation, both at islands, adjusted donor gender age pathway-enrichment gene-ontology analysis revealed that preferentially affected processes involved kidney injury fibrosis. From ischemia-hypermethylated islands associated with
future chronic of graft (as defined by cadi score 12 months) gender, while other were less (chi square p<0.001). Based
ischemia-induced baseline, we developed a methylation risk post-ischemia cohort predicts transplantation (auc 0.92),
validation post-reperfusion 0.78).
Our results suggest novel, epigenetic mechanism how is linked
Multivisceral transplantation for portomesenteric thrombosis and unresectable
neuroendocrine tumour.
Duchateau N, Canovai E, Ceulemans L, De Hertogh G, Laleman W, Hiele M, Sainz-Barriga M, Monbaliu D, Jochmans
I, Vanuytsel T, Pirenne J.
Leuven, Belgium
Multivisceral transplantation (MVTx) -defined as the en-bloc transplantation of the abdominal viscera (stomach, duodenum, pancreas, liver and small bowel) is mostly performed for complicated and diffuse portomesenteric thrombosis.
In August 2011, a 20-year-old male was referred to our department with diffuse portomesenteric thrombosis. Imaging
showed extensive hepatosplenomegaly with diffuse perfusion defects. Degenerative changes where noted in the
pancreas with no signs suggesting inflammation or malignancy. Despite medical treatment, the patient’s condition
deteriorated with cholestasis, ascites, variceal bleeding and intestinal failure. In March 2014, MVTx was performed.
First, the celiac trunk and the superior mesenteric artery were embolized to reduce perioperative bleeding, followed
by resection of the native viscera and en-bloc transplantation of the corresponding organs. The patient made a full
recovery and was discharged after 66 days. Unexpectedly, the resection specimen revealed a grade III (Ki67 20.3%)
pancreatic neuroendocrine carcinoma with invasion of the spleen, liver and portal tumour thrombosis. The resection
margins were negative. There was no nodal involvement and further imaging showed no residual tumour activity.
Everolimus –by virtue of its anti-tumoral properties- was associated to classical tacrolimus and steroids-based immunosuppression. No adjuvant therapy was given. 2.5 years post-transplant, MRI scans and chromogranin levels have
remained normal and the patient is leading a normal life.
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MVTx is an effective treatment for portomesenteric thrombosis. Furthermore, MVTx can be considered in selected
cases of otherwise unresectable intra-abdominal tumours. The complete abdominal exenteration and replacement,
allows the greatest chance for complete tumoral clearance.
Post-liver transplant acute rejection and hepatocellular cancer recurrence: an
untold story.
Iesari S, Lai Q, Finkenstedt A1, Hoppe Lotichius M², Graziadei I1, Otto G², Lerut J.
Louvain-en-Woluwe, Belgium, 1Innsbruck, Austria, ²Mainz, Germany
The correlation between acute rejection (AR) and risk of hepatocellular cancer (HCC) recurrence after liver transplantation (LT) is unknown. We aimed at identifying the role of AR treatment in HCC recurrence in a homogeneous
population.
We initially enrolled 781 HCC patients transplanted during the period Feb1985-Jun2016 in 3 LT centres (Brussels,
Innsbruck and Mainz). We excluded patients with early or late (<6 or >60 months) recurrence, with a follow-up < 24
months or with lack of information. We analysed 581 patients for Propensity Score Matching (PSM). Confounders for
PSM were: period of LT, waiting time, gender, age, HCV status, pre-LT locoregional treatments (LRTs), radiological
response, alpha-fetoprotein, pathological major lesion >5 cm, pathological number of lesions >3, pathological Milan
Criteria(MC)-OUT status, multifocality, poor grading, macro- and microvascular invasion. We compared 116 patients
with biopsy-proven AR, treated with any IS modification, to 115 patients without AR (n=70) or with an untreated AR
(n=45).
HCC recurrence incidence was markedly increased in the treated group (19 vs. 1 case; p<0.0001). Five-year recurrence rate was 17.0 vs. 0.9% (p<0.0001). At cox regression analysis, risk factors for were HCV status (HR=2.2;
p=0.006) radiological progression log10-alpha-fetoprotein p<0.0001), pathological mc-status and AR treatment lrts
protective maintained its statistical relevance on the whole population of 581 cases.
Conclusion is associated with post-lt hcc recurrence. Decision to treat AR should be taken considering also tumour
recurrence.
Anastomosis time during liver transplantation impairs transplant survival.
Jochmans I, Fieuws S, Tieken I, Samuel U, Pirenne J.
Leuven, Belgium
Warm ischemia sustained during implantation might harm the liver graft. We investigated the relationship between
anastomosis time (AT) and transplant survival in 5223 recipients of deceased-donor livers transplanted in Eurotransplant between 2004-2013. Cox regression analyses were corrected for donor, preservation, recipient variables. Transplant centre was included as a random effect as it impacted outcome. AT lasted from graft leaving ice until portal
reperfusion. Transplant survival represents all-cause graft failure. Median follow-up was 4.5y (IQR 2.4-6.8). Median
AT was 41min (IQR 43-51). AT independently associated with transplant loss (aHR 1.04 for every 10min increase,
95%CI 1.01-1.07; p=0.007). Other independent risk factors were donor/recipient age, donor terminal sodium, donation after circulatory death (DCD), split liver, cold ischemia time, lab MELD, acute liver failure, retransplant, and year
of transplant. The magnitude of the AT-effect was comparable to the effect of each hour of additional cold ischemia
time (aHR 1.03, 95%CI 1.02-1.05; p<0.0001). the AT-effect was most pronounced early post-transplant when effect
allowed to differ between <3mo, 3-6mo, 6-12mo,>12mo in the multivariable model. The increased risk for transplant
loss in DCDs could be attributed to donor warm ischemia time. There was no evidence that DCD livers are more susceptible to AT (no interaction between AT and DCD status), but there were only 208 DCDs in this cohort. AT associates
with inferior liver transplant outcome. The detrimental effect is most pronounced early post-transplant. Minimizing
warm ischemia during implantation by reducing AT or keeping the graft cold might improve outcome.

32

02-book(program+abstracts)2017.indd 32

Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
info@transplant.be
N° entreprise 450.961.314 Ondernemingsnummer

23/02/17 09:59

BENEFACTORS / SPONSORS OF
THE BELGIAN TRANSPLANTATION SOCIETY
BRONZE SPONSOR

Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
info@transplant.be
N° entreprise 450.961.314 Ondernemingsnummer

02-book(program+abstracts)2017.indd 33

33

23/02/17 09:59

SILVER SPONSOR

34

02-book(program+abstracts)2017.indd 34

Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
info@transplant.be
N° entreprise 450.961.314 Ondernemingsnummer

23/02/17 09:59

PLATINUM SPONSOR

Belgian Transplantation Society npa. Ave. W. Churchill-ln 11/30, Bruxelles 1180 Brussel
info@transplant.be
N° entreprise 450.961.314 Ondernemingsnummer

02-book(program+abstracts)2017.indd 35

35

23/02/17 09:59

Naamloos-1 1

4/11/16 11:32

