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PRIZE.01_Table Postoperative outcomes

NMP (n
[34)

NRP (n
[157)

P

30-day graft loss 3 (8.8) 8 (5.1) 0.416

30-day patient death 2 (5.9) 4 (2.5) 0.290

Early allograft dysfunction 3 (8.8) 32 (20.4) 0.114

AST peak 7 days (IU/L) 344 (216-
701)

847 (532-
1422)

<0.001

INR level day 7 1.1 (1.0-
1.2)

1.1 (1.0-1.2) 0.779

Total bilirubin day 7 (mmol/l) 29 (16-57) 21 (12-40) 0.122

Non-anastomotic biliary
strictures

1 (2.9) 2 (1.3) 0.447

Anastomotic stricture 6 (17.6) 14 (8.9) 0.134

Hepatic artery thrombosis 1 (2.9) 4 (2.6) 1.000

Values are expressed in numbers (percentages) or median
(interquartile range)
PRIZE.01
NORMOTHERMIC REGIONAL
PERFUSION OR NORMOTHERMIC
MACHINE PERFUSION IN LIVER
TRANSPLANTATION FROM DONATION
AFTER CIRCULATORY DEATH: A
FIRST COMPARATIVE STUDY
K. Mohkam1, D. Nasralla2, H. Mergental3, X. Muller1,
T. Perera3, R. Laing3, J. -Y. Mabrut1, R. Ploeg4,
P. Friend4, D. Mirza3, M. Lesurtel1 and On Behalf of the
Consortium for Organ Preservation in Europe (COPE) and
the French Liver Surgery and Transplant Study Group
(ACHBT)
1Hospices Civils de Lyon - Croix-Rousse University Hos-
pital, Liver Surgery and Transplantation, France, 2Royal
Free London Hospital, 3University Hospital Birmingham,
Liver Unit, and 4University of Oxford, Nuffield Depart-
ment of Surgical Sciences, United Kingdom

Purpose: In-situ normothermic regional perfusion (NRP)
and ex-situ normothermic machine perfusion (NMP) aim to
improve outcomes of liver transplantation (LT) using
donors after circulatory death (DCD). However, these two
dynamic preservation strategies have not been compared
yet. The aim of this study was to compare outcomes of
DCD grafts exposed to NRP with subsequent static cold
storage (SCS) versus continuous NMP commenced at the
donor centre after a short period of SCS.
Method: This international multicentre retrospective study
included DCD donor livers that had been subjected to either
NRP or NMP. The NRP cohort was transplanted in six
French centres participating in the national NRP organ
retrieval programme. The NMP cohort was enrolled by four
UK and one Belgian centres as part of a multinational
randomised controlled trial (COPE). Study endpoints were
liver utilisation rate, 2-year patient and graft survival, 30-
day graft loss, incidence of clinically manifest biliary
strictures, early allograft dysfunction and peak aspartate
aminotransferase (AST) levels.
Results: Overall, 157 NRP and 34 NMP livers were
transplanted, resulting in organ utilisation rates of 70% vs
85% (p = 0.056). The donor and recipient characteristics
were similar, including the donor functional warm ischemic
time (22 vs 20 min; p = 0.170), UK-DCD risk score (6 vs 5
points; p = 0.15) and lab-MELD scores (12 vs 12 points;
p=0.99). NRP livers were more frequently allocated to re-
cipients suffering from hepatocellular carcinoma (62 vs
21%; p < 0.001). HCC-censored 2-year graft and patient
survival were 89% vs 88% (p = 0.78) and 93% vs 94% (p =
0.865) after NRP and NMP, respectively, with similar 30-
day graft loss (5% vs 9%; p=0.416). The incidence of non-
anastomotic biliary strictures (1% vs 3%; p = 0.357) and
early allograft dysfunction (20% vs 9%; p = 0.139) were
also similar, although peak post-transplant AST levels were
lower in the NMP cohort (865 vs 344 IU/l; p < 0.001).
Conclusion: Outcomes for both in-situ NRP and contin-
uous ex-situ NMP of DCD grafts appear to match bench-
marks expected for DBD livers. This study may inform the
appropriate design of a prospective randomised trial
HPB xxxx, xxx (xxx), xxx
comparing the efficacy of both preservation strategies in
DCD liver transplantation.
PRIZE.01_Figure Study flowchart depicting graft utilisation

rates in both cohorts
PRIZE.02
NEOADJUVANT VERSUS
PERIOPERATIVE CHEMOTHERAPY
FOR RESECTABLE COLORECTAL
LIVER METASTASES: AN
INTERNATIONAL MULTICENTRE
PROPENSITY-SCORE MATCHED
ANALYSIS
M. Di Martino1, F. Primavesi2,3, Á. De la Hoz Rodríguez1,
D. Dorcaratto4, N. Syn5, A. Dupré2,6, T. Piardi7,8,
R. Rami7, G. Blanco Fernández9, N. De-Armas-Conde9,
J. C. Rodríguez Sanjuán10, R. Fernández Santiago10,
M. Fernández-Moreno4, G. Ferret11, S. López Ben11,
M. Á. Suárez Muñoz12, A. J. Perez-Alonso13, Y. -X. Koh3,
R. Jones2 and E. Martín-Pérez1
1Hospital Universitario de La Princesa, Spain, 2Aintree
University Hospital, Liverpool University Hospitals NHS
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Foundation Trust, United Kingdom, 3Salzkammergutkli-
nikum Vöcklabruck, Austria, 4Hospital Clínico University
of Valencia, Department of Surgery, Liver, Biliary, and
Pancreatic Unit, Biomedical Research Institute INCLIVA,
Spain, 5Singapore General Hospital, Department of
Hepatopancreatobiliary and Transplant Surgery,
Singapore, 6Centre Léon Bérard, Department of Surgical
Oncology, 7Robert Debré University Hospital, Department
of HBP and Digestive Oncological Surgery, 8Simone Veil
Hospital, Department of Surgery, HPB Unit, France,
9University Hospital of Badajoz, Department of HBP and
Liver Transplantation Surgery, INUBE (Instituto Univer-
sitario de Investigación Biosanitaria de Extremadura),
10Hospital Universitario Marqués De Valdecilla, 11Hos-
pital Universitari de Girona Dr Josep Trueta, 12Hospital
Universitario Virgen de la Victoria, and 13Hospital
Universitario Virgen de las Nieves, Unidad de Cirugia
HBP y Trasplante Hepático, Spain

Background: There is still uncertainty regarding the role of
perioperative chemotherapy (CTx) in the context of resect-
able colorectal liver metastases (CRLM). The aim of this
study was to assess the differences in long-term oncologic
outcomes in patients with CRLMwho had neoadjuvant CTx
only versus those who received neoadjuvant combined with
adjuvant therapy (perioperative CTx).
Methods: International multicentre retrospective analysis
of patients with CRLM undergoing liver resection between
2010 and 2015. Patients were divided into two groups ac-
cording to whether they received neoadjuvant CTx only
(maximum 6 cycles) versus perioperative CTx. Then they
were compared before and after using a propensity-score
matching (PSM) analysis. The main outcomes were post-
operative complications, recurrence-free survival (RFS)
and overall survival (OS).
Results: Out of 967 patients treated, 252 were included in
the analysis, with a median follow-up of 45 months. The
unmatched comparison revealed a bias towards patients
with neoadjuvant CTx presenting with lower Clinical Risk
Score (p = 0.010) and GAME score (p = 0.030), as well as
increased postoperative complications � Clavien-Dindo III
(20.9% vs 8%, p = 0.002). After the PSM (n = 184 patients)
the two groups were comparable in regards to baseline
characteristics, with a model exhibiting good discrimina-
tion and calibration. The matched comparison showed that
perioperative CTx group presented a significantly
prolonged RFS (HR 0.53, 95%CI 0.37-0.76, p = 0.007) and
OS (HR 0.58, 95%CI 0.38-0.87, p = 0.010) (Fig. 1).
Conclusion: When patients after resection of CRLM are
able to tolerate additional postoperative CTx, a periopera-
tive strategy demonstrates increased RFS and OS in com-
parison with neoadjuvant CTx only.
PRIZE.03
NOT ALL KRAS IS THE SAME:
SHIFTING FROM THE OVERALL KRAS
STATUS TO EXON, CODON, AND POINT
KRAS MUTATIONS
S. Buettner1, P. B. Olthof1, M. J. Weiss2, C. L. Wolfgang3,
G. A. Margonis4 and International Genetic Consortium for
Liver Metastases
1Erasmus MC University Medical Center, Surgery, the
Netherlands, 2Northwell Health Cancer Institute, 3New
York University School of Medicine, and 4Memorial Sloan
Kettering Cancer Center, United States

Purpose: To examine the prognostic impact of various
exon, codon, and point mutations of the KRAS gene in
patients with resected colorectal liver metastases.
Method: Patients who underwent resection for colorectal
liver metastases with a known KRAS mutation were
included from 9 centers from the International Genetic
Consortium for Liver Metastases.
Results: 1567 patients met the inclusion criteria. KRAS
mutations were found in 562 patients (36%). Out of these
mutations, 415 (74%) were situated in codon 12, 111 (20%)
in codon 13, and median overall survival (OS) was similar
(p = 0.282). Less common mutations in Exon 3 (n = 14) and
Exon 4 (n = 20) also had similar OS (p = 0.603). Median
OS ranged from 16.8 to 80.3 months across specific point
mutations. Median OS for 244 patients with high-risk
mutations (G12A, G12V, G12R, G13R, and G13D) was
34.2 (28.7-39.8) months compared to 53.1 (41.8-64.3)
months for 288 patients with low-risk mutations (G12C,
G12D, G12S, G13C, Exon 3, and Exon 4) and 60.8 (55.1-
66.6) months in the 996 patients with KRAS wild-type
(Figure). On multivariable analysis, the KRAS risk groups
were identified as independent prognostic factors.
Conclusion: Several KRAS point mutations are associated
with inferior prognosis. Stratifying patients based on
KRAS point mutations not only refines prognostication but
may also help assess whether different treatments are more
appropriate for specific subgroups.

PRIZE.04
RESECTABILITY IS IN THE EYE OF
THE OBSERVER. A MULTICENTER,
BLINDED, PROSPECTIVE ASSESSMENT
OF NCCN RESECTABILITY STATUS
CLASSIFICATION FOR PANCREATIC
CANCER
F. Giannone1, G. Capretti2, M. Abu Hilal3, U. Boggi4,
R. Casadei5, M. Falconi1, R. Girelli6, G. Malleo7,
R. Salvia7, A. Zerbi2, G. Balzano1 and SICO Pancreas
Oncoteam
1IRCCS San Raffaele Scientific Institute, Division of
Pancreatic Surgery, Pancreas Translational and Clinical
Research Center, 2Humanitas Clinical and Research
Center-IRCCS, 3Fondazione Poliambulanza, 4Azienda
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Ospedaliero Universitaria Pisana, 5Policlinico ’S. Orsola
Malpighi’, 6P. Pederzoli Hospital, and 7University of
Verona Hospital Trust, Italy

Purpose: The National Comprehensive Cancer Network
(NCCN) classification for pancreatic cancer defines three
resectability classes (resectable, borderline resectable,
locally advanced), according to vascular invasion. It is used
to select treatment and stratify patients during clinical trials.
However, its reproducibility has never been investigated
prospectively. The aim is to determine the reproducibility
of NCCN resectability status classification for pancreatic
cancer. Possible rating differences between surgeons or
radiologists and between hospitals with different volumes
(�60 or <60 resections/year) were assessed.
Method: This is a prospective, multicenter, observational
study. Sixty-nine patients with pathologically confirmed,
non-metastatic pancreatic adenocarcinoma, randomly
selected from a larger pool, and naïve from priori treatment
were included in the analysis. CT scans, following the
NCCN pancreatic adenocarcinoma protocol, were inde-
pendently reviewed in a blinded fashion by 22 observers
from 11 hospitals (11 surgeons and 11 radiologists) with
variable pancreatic surgery volume (range: 20-458 re-
sections/year). Sample size was calculated on a difference
between Fleiss’ k overall agreement and chance-agreement
probability of 0.6 (relative error=20%). Interobserver
agreement to apply NCCN resectability status classifica-
tion, both by defining resectability class and quantifying
vessels invasion degrees. Agreement was measured by
Fleiss’ k (k=1 perfect agreement; k=0 agreement by
chance).
Results: Complete agreement among 22 observers was
recorded in five cases (7.2%), whereas 25 cases (36.2%)
were variously assigned to all three resectability classes.
Interobserver agreement on resectability status varied from
fair to moderate (Fleiss’ k range: 0.282-0.555), with the
lowest agreement for the borderline resectable category.
Regarding the quantification of tumor-vessel contact,
concordance was always lower (fair agreement) when
assessing a tumor-vessel contact �180�, for all vessels and
all subgroups. K values for this category ranged from 0.196
to 0.362. On the other side, higher agreement was recorded
in the quantification of venous invasion >180�, for both
SMV and MPV: in this class, the agreement was substantial,
Vascular invasion

SMV
contact

MPV
contact

SMA
contact

C
c

Complete agreement, n
(%)

10/69 (14.5) 21/69 (30.4) 24/69 (34.8) 2

Absent 8 20 24 2

�180 0 0 0 0

>180 2 1 0 0

Major disagreement, n
(%)

23/69 (33.3) 17/69 (24.6) 16/69 (23.2) 1

Complete agreement: assignment of a CT scan to the same resectab
Major disagreement: CT scan assignment to all three resectability cla
MPV: Main Portal Vein; SMA: Superior Mesenteric Artery; CA: Celia
Borderline Resectable; LA: Locally Advanced
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with k values ranging from 0.619 to 0.756. In assessing ar-
teries, the agreement was generally moderate; only the
definition of no contact between tumor and CA reached a
substantial agreement for almost all reviewers groups, with k
values ranging from 0.594 to 0.699. Neither reviewers’
specialty nor hospital volume influenced the agreement.
Conclusions: There is a high variability in the assignment
of pancreatic cancer patients to NCCN resectability cate-
gories. Subjectivity may compromise the reliability of
treatments recommendations based on resectability status
and the evidence of trials based on patients’ allocation in
resectability classes. Criteria should be revised to allow a
reproducible assignment, especially for the definition of
borderline resectable cancer.
Resectability status

A
ontact

CHA
contact

All
observers

9/69 (42) 15/69 (21.7) Complete agreement, n
(%)

5/69 (7.2)

9 15 RES 3

0 BR 0

0 LA 2

3/69
(18.8)

23/69 (33.3) Major disagreement, n
(%)

25/69 (36.2)

ility class or the same vessel invasion grade by all 22 observers.
sses or vessel contact grades. SMV: Superior Mesenteric Vein;
c Axis; CHA: Common Hepatic Artery; RES: Resectable; BR:
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PRIZE.05
EARLY DETECTION AND MINIMALLY
INVASIVE MANAGEMENT OF
COMPLICATIONS REDUCES
MORTALITY AFTER PANCREATIC
RESECTION: THE NATIONWIDE
PORSCH TRIAL
J. Smits, A. C. Henry, Q. Molenaar, H. van Santvoort and
Dutch Pancreatic Cancer Group
Regional Academic Cancer Center Utrecht, St. Antonius
Hospital and University Medical Center Utrecht, Surgery,
the Netherlands

Purpose: To evaluate if the nationwide implementation of
a multilevel algorithm for early detection and minimally
invasive management of complications decreases major
complications and death after pancreatic resection.
Method:We conducted a nationwide stepped-wedge cluster
randomized trial including all patients undergoing pancreatic
resection over a 22-month period in The Netherlands. The
algorithm included daily evaluation of clinical and
biochemical inflammatory parameters. The advice to perform
abdominal computed tomography (CT) scanwas given when
predefined cut-off points were exceeded. If CT showed sus-
picion of (inadequately drained) pancreatic fistula, minimally
invasive percutaneous drainage was advised. Analysis was
performed using mixed-effects logistic regression adjusting
for confounders. The primary outcome was a composite of
bleeding requiring invasive intervention, organ failure and
death within 90 days after resection.
Results: 1748 patients were included. The primary
endpoint occurred in 124 of 885 patients assigned to usual
care (14.0%) and in 73 of 863 patients (8.5%) assigned to
the algorithm (adjusted Odds Ratio [aOR] 0.44 (95%-CI
0.28-0.70); P<0.001). New onset organ failure occurred in
10.3% versus 4.5% of patients (aOR 0.35 (95%-CI 0.20-
0.59); P<0.001). Bleeding occurred in 5.8% versus 5.4% of
patients (aOR 0.65 (95%-CI 0.36-1.13); P=0.17). 90-day
mortality was 5.0% in the usual care phase (44 patients)
versus 2.7% in the post-implementation phase (23 patients;
aOR 0.43 (95%-CI 0.20-0.90); P=0.03).
Conclusion: Implementation of a multilevel algorithm for
early detection and minimally invasive management of
complications after pancreatic resection, reduced the com-
posite endpoint of major complications and death. This
included a decrease in mortality approximating 50% on a
nationwide level.
PRIZE.06
RFA OPEN AS UPFRONT TREATMENT
FOR LOCALLY ADVANCED
PANCREATIC CANCER: REQUIEM
FROM A RANDOMIZED CONTROLLED
TRIAL
C. Bassi1, G. Butturini2, I. Frigerio2, A. Giardino2,
R. Girelli2, G. Lionetto1, G. Malleo1, M. Milella3,
S. Paiella1, P. Regi2, R. Salvia1, F. Scopelliti2,
E. Viviani1 and on behalf of The Pancreas Ablation Team
Verona
1Policlinico GB Rossi, General and Pancreatic Surgery,
The Pancreas Institute, 2Pederzoli Hospital, Pancreatic
Surgical Unit, and 3Policlinico GB Rossi, Division of
Medical Oncology, Italy

Purpose: Pancreatic adenocarcinoma has a dismal prog-
nosis. Many efforts were directed towards new strategies to
treat patients not eligible for radical surgery: local ablation
may represent an option for LAPC management but no
evidence supports its application.
Aim of the study was to compare OS and PFS in patients

receiving RFA plus conventional therapy (CHT-RT) with
patients receiving only conventional treatment.
Methods: This is a multicentric prospective randomized
trial.Patients with a new diagnosis of LAPC observed by
the Pancreas-Ablation-Team-Verona were randomly
assigned to open RFA(A) or standard CHT-RT(B).Morbi-
dity,CHT-RT details,recurrence,PFS and OS were record-
ed.Survival analyses used the Kaplan-Meier method.Data
were statistically significant for p< 0.05.
Results: One hundred patients were enrolled from January
2014 to August 2016 with a more frequent combined
infiltration of both the artero-venous peripancreatic axis
(47%); 33% of patients in Group A didn’t received the
designated procedure because of i.o. finding of
liver(18.7%),peritoneal metastases(43.8%)or technical
contraindications(37.5%). In 23 cases (47.9%), an associ-
ated surgical procedure was performed. Mortality was zero
and RFA-related morbidity was 15.6%.Among Group B,
74.3% received Gem-NabPaclitaxel and 25.7%other Gem
based therapy. In 13 cases(13%), conversion to surgery
occurred(2 RFA and 11 CHTRT).The mean OS was 21.1
months(17.7-24.6).No survival benefit from RFA was
observed if compared to CHTRT (19.4 months and 22.1
months respectively,p=0.639).Mean overall PFS was 10.3
months with no advantage in the RFA arm with PFS of 11.1
months vs. 9.6 months after CHRT,p=0.570.
Conclusion: This is the first RCT evaluating the impact of
upfront RFA in the multimodal treatment of LAPC: despite
RFA alone does not give any advantage in terms of OS or
PFS compared to CHTRT, it could be considered an option
only within a multidisciplinary context and after neoadju-
vant therapies, with a mininvasive approach. We believe
that pursuing new therapeutic paths to provide more than
14-16 months of overall survival to advanced non-meta-
static patients was our commitment at the time we
conceived this study, and still is.
PRIZE.07
IMPROVED OVERALL SURVIVAL IN
PANCREATIC CANCER WITH
PREOPERATIVE
CHEMORADIOTHERAPY: LONG-TERM
RESULTS OF THE PREOPANC TRIAL
E. Versteijne1, J. L. van Dam2, M. Suker2, Q. P. Janssen2,
K. B. C. Groothuis3, M. G. H. Besselink4,
O. R. C. Busch4, B. A. Bonsing5, B. Groot Koerkamp2,
I. H. J. T. de Hingh6, S. Festen7, G. A. Patijn8,
J. de Vos-Geelen9, A. H. Zwinderman10, C. J. A. Punt11,
C. H. J. van Eijck2 and G. van Tienhoven1
1Amsterdam UMC, Radiation Oncology, 2Erasmus MC
Cancer Institute, Surgery, 3Comprehensive Cancer Orga-
nisation the Netherlands, Clinical Research Department,
4Amsterdam UMC, Surgery, 5Leiden University Medical
Center, Surgery, 6Catharina Hospital, Surgery, 7OLVG,
HPB xxxx, xxx (xxx), xxx
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Surgery, 8Isala, Surgery, 9Division of Medical Oncology,
GROW - School for Oncology and Developmental Biology,
Maastricht UMC+, Internal Medicine, 10Amsterdam
UMC, Clinical Epidemiologic Biostatics, and 11Julius
Centre for Health Sciences and Primary Care, Epidemi-
ology, the Netherlands

Purpose: The PREOPANC trial suggested a benefit of
preoperative chemoradiotherapy in patients with resectable
(RPC) and borderline resectable pancreatic cancer (BRPC).
Long-term results are presented.
Methods: In this Dutch multicenter phase III trial, patients
with RPC or BRPC were included. Patients were random-
ized to either preoperative chemoradiotherapy (three cycles
of full dose gemcitabine 1000 mg/m2 weekly, the second
combined with 15 times 2.4 Gy radiotherapy), followed by
surgery and four cycles of adjuvant gemcitabine, or im-
mediate surgery followed by six cycles of adjuvant
gemcitabine. Primary endpoint was overall survival by
intention-to-treat (ITT).
Results: Between April 2013 and July 2017, 246 eligible
patients were randomized in 16 Dutch centers; 119 to
preoperative chemoradiotherapy and 127 to immediate
surgery. At the time of the present analysis (median follow
up 59 months), 93 patients (78%) in the preoperative
chemoradiotherapy arm and 117 patients (92%) in the im-
mediate surgery arm had died. Overall survival by ITT was
significantly longer after preoperative chemoradiotherapy,
with a five-year survival of 20.5% after preoperative
treatment versus 6.5% after immediate surgery (HR 0.73;
95% CI 0.56 to 0.96; p = 0.025). Secondary outcomes such
as disease-free survival, locoregional failure-free interval
and pathological outcomes were also significant better after
preoperative chemoradiotherapy.
Conclusion: This nationwide, multicenter study is the first
completed phase III trial demonstrating that preoperative
gemcitabine-based chemoradiotherapy improves long term
overall survival compared with immediate surgery in pa-
tients with RPC or BRPC.
SYM04.01
A RANDOMIZED CONTROLLED TRIAL
OF DUAL HYPOTHERMIC
OXYGENATED MACHINE PERFUSION
IN DONATION AFTER CIRCULATORY
DEATH LIVER TRANSPLANTATION
R. van Rijn1, I. J. Schurink2, Y. de Vries1,
A. P. van den Berg1, M. Cortes Cerisuelo3,
S. Darwish Murad2, J. I. Erdman4, N. Gilbo5,
R. J. de Haas1, N. Heaton3, B. van Hoek4,
V. A. Huurman4, I. Jochmans5, O. B. van Leeuwen1,
V. E. de Meijer1, D. Monbaliu5, W. G. Polak2,
J. J. Slangen1, R. I. Troisi6, A. Vanlander6,
J. de Jonge2 and R. J. Porte1
1University Medical Center Groningen, 2Erasmus Medical
Center Groningen, 3Kings College Hospital NHS Foun-
dation Trust, United Kingdom, 4Leiden University Medical
Center, the Netherlands, 5University Hospitals Leuven,
and 6University Hospitals Ghent, Belgium
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Purpose: Transplantation of livers from donation after
circulatory death (DCD) donors is associated with an
increased risk of non-anastomotic biliary strictures
(NAS). Hypothermic oxygenated machine perfusion of
livers may reduce the incidence of biliary complica-
tions, but data from prospective controlled studies are
lacking.
Method: In this multicenter, controlled trial we randomly
assigned patients undergoing transplantation of a DCD
liver to receive that liver after dual hypothermic oxygenated
machine perfusion or conventional static cold storage alone
(control group). The primary end point was the occurrence
of NAS within 6 months after transplantation. Secondary
end points included other graft-related and general
complications.
Results: A total of 156 patients were enrolled; 78 partici-
pants received a machine perfused liver and 78 received a
liver after static cold storage only. NAS occurred in 6% of
the patients in the machine perfusion group and 18% of the
controls (risk ratio, 0.36; 95%CI, 0.14-0.94; P= 0.03). Post-
reperfusion syndrome occurred in 13% of the recipients of a
machine perfused liver and in 27% of the controls (risk
ratio, 0.43; 95%CI, 0.20-0.91; P = 0.03). Early allograft
dysfunction occurred in 26% of machine perfused livers vs.
40% of controls (risk ratio 0.61; 95%CI, 0.39-0.96; P =
0.03). Cumulative number of treatments for NAS was
almost 4-fold lower after machine perfusion, compared to
controls. There were no significant differences in adverse
events.
Conclusion: In this randomized trial, hypothermic
oxygenated machine perfusion led to a lower risk of NAS,
post-reperfusion syndrome and early allograft dysfunction
after DCD liver transplantation than conventional static
cold storage.
Cumulative Incidence of Symptomatic Non-anastomotic Biliary

Strictures. Shown are the time-to-event Kaplan–Meier curves.

Hazard ratio was adjusted for stratification factors (transplant

center and primary sclerosing cholangitis) and prespecified,

established donor risk factors (donor warm ischemia time and

donor risk index)
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