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Organ Transplantation With Undetected Donor Neoplasm

B. Detroz, O. Detry, M. D'Silva, J. Pirenne, J.0. Defraigne, M. Meurisse, P. Honore, and N. Jacquet

RGAN transplantation is a frequently performed pro-
cedure which will occupy an increasingly prominent
position in the future. Nowadays, the surgical manage-
ment, indications, and complications are better under-
stood; however, one serious problem that remains is the
transferral of malignant tumor foci through organ grafting.
Unquestionably, there are donor cases where the diagno-
sis was not entertained. Up until 1987, the Cincinnati
Transplant Tumor Registry (CTTR) registered 113 patients
who were transplanted with organs from cancerous do-
nors.! Transplanted malignancy developed in 52 recipients
(46%). Most of these occurred in the early years of
transplantation, when the risk of cancer transfer during
transplantation was not yet fully appreciated. Despite
rigorous medical donor selection, sporadic cases of organ
transplants bearing cancer are still encountered.

We describe three such cases encountered in our depart-
ment: one renal and two orthotopic liver transplantations.
The renal and one liver graft were explanted from the same
donor, a 30-year-old female who died from atraumatic
cerebral hemorrhage. Necropsy, performed on the day
following explantation, demonstrated widespread chorio-
carcinoma. The kidney recipient was immediately ne-
phrectomized, immunosuppression was discontinued, and
immunity was stimulated with Interferon. The kidney
showed multiple metastatic foci of choriocarcinoma, and
the recipient’s serum level of B-HCG rose rapidly. Acti-
nomycin D and VP16 chemotherapy was initiated, with
excellent results. After 2 years, the B-HCG level was
normal, and the patient currently awaits transplantation.
The liver recipient was not explanted because of the
patient’s poor general status and coexistent cardiopulmo-
nary failure. As B-HCG levels increased, he received two
doses of Ledertrexate. He died on day 39 from cardiopul-
monary complications. Necropsy revealed a hemorrhagic
choriocarcinoma metastasis in the right lobe of the liver.

The third patient, a liver recipient, was transplanted
with a liver harvested outside our institution. Periaortic
adenopathy was noted during explantation, and autopsy
revealed a hitherto undiagnosed cervix carcinoma with
lymphatic and pulmonary metastases. The recipient was
retransplanted soon after, and histological search for met-
astatic foci from the primary proved negative. No postop-
erative chemotherapy was instituted and, at 1 year post-
transplantation, the patient remains free of metastatic
disease.

The transplanted organ harboring occult metastasis/
primary foci provides a conducive environment for growth
and dissemination in the face of adjuvant immunosuppres-
sion, which is indispensable in this setting. This ‘‘fertile
field,” as described by Harvey and Fox,? is of great

Transplantation Proceedings, Vol 23, No 5 (October), 1991: p 2657

importance in the field of immunomodulation and in the
poor general status of the patient.

Prevention still remains the optimal management of
transferred malignancy. Rigorous selection of donors is the
best way to accomplish this: donors with a history of
cancer, except for a primary localized intracerebral tumor,
must be ruled out; full laparotomy with meticulous abdom-
inal examination and lung examination during heart har-
vesting must be achieved; immediate histologic analysis of
any suspicious lesion must be available; compulsory nec-
ropsy must be available within 24 hours after the harvest-
ing procedure; and intraoperative ultrasound examination
should be used to detect unsuspected parenchymal le-
sions, as haemorrhage is frequent in cerebral metastases of
systemic malignancy, especially for choriocarcinoma.'?
Careful exploration must be performed in the child-bearing
age group of female donors dying from cerebral hemor-
rhage.

However, all those precautions cannot prevent all trans-
fers of infraclinical cancer lesions. Suspected ‘‘tumor-
bearing’’ kidney grafts must be removed, immunosuppres-
sive treatment stopped, and specific chemotherapy
initiated. Specific tumor marker levels could be monitored
frequently in follow-up. Liver recipients must be retrans-
planted as soon as another liver graft is available. During
the waiting period for retransplantation, in an effort to
reduce the tumor cell load, immunosuppression must be
tapered and antineoplastic chemotherapy begun. How-
ever, the balance between graft tolerance and tumor cell
lysis remains undetermined, and long-term survival data of
individuals transplanted with cancer-bearing grafts are not
yet available.**
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