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x7 £EFF—-OKEH ‘ *9 SERABHECBIBLIETPERF—D
eI A
Age of Recipient ABO MABIEE K
<18 =18 v.o, Touad Age of Recipient

v.0. 18 v Total
Mother 1.251 228 1479 _<I8yo. =18y
Father 1000 211 1211 ldentical 1.568 2,823 4391
Son { 1,256 1.256 Compatible 482 922 1,404
Daughter 0 522 522 Incompatible 316 391 07
Brother 9 431 440 2,366 4,136 6,502
Sister 4 318 322
MNephew 0 56 56
Grandmother 44 2 46
Aunt 19 10 29 THEEMT 304 Fsi) 2 a—1us39F— (FAP)
Cousin 2 (Male 2) 2l 73, Female 3] 28 - & =17,
g“““;f . i z ‘?; BRI B AL P b E K —0 ABO

randiather , . .

Niece 0 10 o MEELE GRS (20T, [dual graft) @95 % 1 4
Father's cousin 20Male | Female 11 0 2 &, ABO —#® FF— & ABO#HED F+H—o 2 A
Grandson 0 | 1 HRENLTWEOT, EGP SRV, Jahw,
Cousin’s son 0 ! ‘ KOO GAMIERT B OB 6503 LY 1 kv
Wite 0 528 528 6,502 125 - Twvib, &3, [dual graft /OB | 71,
Husband 0 432 432 ABOHGDH 2 AN FH+—h e B S Tn07T,
Brother-in-law 4] 20 20 (4] o &bhi. ABO A S DM, A 9%,
Sen-in-law 0 16 O N 13% Th ot B, AROFRIEE 316D 5,
Sister-in-luw 0 8 8 et Lo i«‘ B i nn ’
Fatherin-law 9 3 s ORI BB EC, BUF 1EESS, 26823, %;& 19
Nephew-in-law 0 4 4 HTdh ol IO, KA - NEHIO ABO AN E &
Mother-in-law 0 3 3 BHBOWERER TR,

Daughter-in-law 0 2 2 BiinoBRd s, A%E (&1 L, &
e \ T L S
nele-in-law » X )

y ¢Mﬁ{%@bwﬁ& BB TLEE L, (|
(ieammm:—bu huslihfnd 0 { 1 1), BT, s ) PO HEARR T — # 12T,
Common-law wile v 1 1 ) ) N e

, SN 10 %5%1,&1:@%:;%%&, (B KowTRedFEEL, £
Friend 0 1 {Femule} 1 o e e .
o ! (el S e 30 MY FOBEGILEIS L TRRTAI L LT 5,
mino Male) [Male 19, Fenle 19/ , ot b e o s e e
e e P JERFFR O T, LFoih Th - 7-(F 12%
= - — 1) HEBAE, BB TRSAEELED, -
£8 F3I/FFEEHOHEE (1989~2011 F)
Year  |[1U989 1990 (991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 Tol
Zl8years|] 0 O 0 0 O 0 O 0 0O O 3 4 1 7 4 2 | I 4 4 2 0 38

< 18 years

Total

3
g 0 0 0o 0o 4 4 0 0 0 0o 0o 0 0 1 0 0 0 0 0 ¢ 0 0 I
00 0 0 0 0 0O 0 0 0 3 5 4 1 8 4 2 2

142

Presented by Medical*Online



422 % Hil Vol. 47, No.6

£10 SEFFBHEICHT 2 ABO RESBHEMOEE (1989~2011 &)

Year 1989 1990 1991 1992 1993 1994 1993 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 Towl
Zl8years) 0 0 L 0 0 1 1 0 5 3 5 3 |7 13 22 33 47 31 47 42 39 35 44 39
<18 years 0 4 4 11129 1 1409 138 13 021 13 20 24 18 21 I8 27 3 I3 3o

Total 0 5 4 11 13 10 1r 19 12 I8 3 30 34 35 535 71 49 68 60 66 38 67 07
F11 BREBORHEEELRNESE

Patient Survival (%) Graft Survival (%)
i ! 3 5 10 15 20 1 I 3 5 10 15 20
vear  year  year  year  vear  year year  year  year  year  year  year
Cadaveric Donor 139 | 818 7RT 7T 706 139 81 784 765 699

Heart-beating 136 836 804  TRE 721 136 829 797 IR2 715

Non-heart-beating 3000 3 og
Living Donor 6,503 834 793 769 71y 682 675 16503 829 784 760 702 659 645
F#12 BREABHEICETZLIEIC FORBERESE

i Cumadative Survival (%)
! 3 5 e
year year veur year

Privoary or Primary 13 883 858 839 9.4

Retransplant fe-rransplantation 18 35.6 48.6 48.6 324

Re-re-transplantation i 800 BLO EUHRY LAY

Revipient Age <18 9 7RG 784 784 788 .
185 17 844 BiL6 78.6 674
Cholestatic Disease 3z 938 938 938 844
Hepatocellular Discase 39 842 8o B0

Tidication Vascular Disease 0
Neoplastic Disease 16 0.0 0
Acute Liver Failure 22 89.8 839 3349 834
Metabolic Disease Y REANY] 80.0 80.0 800

7z (p=0.0003, B2, #oiz,

2} AR EKRATHE, PRICAEREI G, ERITFBEOT®RE, UToly Ttho 7 (F13-

{x 3. 1, §13=-233
3) W BHOEERNOTHER 4R 1 ) PR, WIBBREC I L TR EILES
9 - WEREG S b, HEMSEE1E 3% -5 f;‘ (p<C0.0001, B 5).

F10FEE D 824% CTh oo, IERIEIE DL Vi, 2 TR LD FRSAFTEICRDP s 2 (p=
LS5 REBE G ME O AT (n=g) 1 E 3 ME 54 0.0074, E6).

100%, 10 4 50%, BUETERLEEE % (=T7) 21 3 ARERATE, BRETHEIIFPERIESL - 12
B3 SE 0L L RT% ‘f“a%f:v 7:o E7z, HF (p<<0.0001, BTA). 10T L ZEW - EImEECLL
HMasEo s 5, HBY i1 4 zﬁ» 5 4E 77.1%, LG IS EE A S (p<oo00l, B
HCV (£ 14 81.2%, 3 7F %’}373 e Th iz, Fiz, 7B).

s B o &, R szF 3 70.0% T
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p={16280
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100
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Re~ and Re—ra-transplantation{n=23)
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p=0.0003
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¥ K k] T T T
1] 5 10 15 20 25 {Year

B 1 RIS RIETBECE T 52 REEREE

2 BISEFFBHEIC S 2HEBE S BBRORTE

%)
100
40 - %\-z <18 years(n=19)
0 B earstaet 7]
40 -
p=0.8463
20 :
o -
T 1 1 ¥ ¥ T
] 5 10 15 20 23 (Year)

FE
Houts Liver Fallurs (re2)
- ; [ Cholestatic (n=32)
e St (a9 Matsbalie {(netQ)
™ Heoplastic (n=1)
40
p=03444
20 -
o -
T T T T T T
0 5 1o i 20 25 {¥ear}

R e —————

BELZ DLW THBT 5 &, %gxﬁﬁﬂmmﬂtqm

0.0001, HBA). 4 o@EEOEFTIL, BT
HEEROP THEEBONTTFRICEELATRY ?ép
<0.0001, B 8B), WFHfafEm B Clt, HREICER

HOFELEYRO Lo/ (B8C), —EHCVY &
HBV #H O M LT L TAhD E, BEOTEIF
iz ﬁﬁﬁtw;’: (p=0.0057) . BEHIEHRETIE, EBEH
WTTFHRICAESETEG 7 (p=0.0071, E8D).
WYEHREO S 5, JFFIEE (h=9) OFHE1E -3
1 88.9%, 54F 10 9E 76.2%, NEHINLE (n=8) @
’i‘ B 1314 75.0%, 3954 - ;oﬂ' 62.5% T & -
SHEREop TR, EEMIOETFROFE LS
&ﬁmwt. (H 8E) . ﬂ.;%ﬂ’if%\ﬁf‘“‘“i B M
%% PRl s (p<ooo0l, RBF, A, TO
oA R A (n=9) & 146 - 34 100%, 54 - 10
HE833% Th-oiz. [Fo] oEBibh T, B
PSR AE AL LA - 3 - 54E - 109 - 15 8- 20 4
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l 4 M%ﬁ%ﬁk B BREHNORHEEFE

&4 83.3%, ZAEVERFPENAE (21 78.6%, 3 -5
F62.9%, 109 43.1% Th -/, é??iﬂwt iﬁ‘ wfr‘
BEZEPEPIIRIETCHESE (n=8) (2145 - 3% - 54 -
£ 37.53%, GVHD (n=4) {214 75.0% - 354:: 50.0%,
SAE25.0% TH -7z,

5) 8HIO eralt I TTHAEA 2 &, HLEd
o7z (p<0.0001, K9,

6) L Exy o ABO LA
5.z G- (data not shown) .

70 FH—ofi, Loy boFRIzBEEY
82 fdnes 7o (data not shown) o

8) FH—?ERL, 10T L S - 22 4E Wi T
Wi 2 b, HiEEE o7 (p<0.0001, E10A).,
HOV OHEF 2R - THE L 2286 6 Biio# 5T
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£181 £EFEABEICBIZLOEIL FORFEEE

n Cumulative Survival (%!
1 3 3 10 i3 20
year year year year year year
Primary or Primary 6,338 84.1 80.0 37.5 72.5 68.8 68.0
Retransplant | Re-transplamation 160 55.6 53.5 51.8 48.1 48.1
Re-re-transplantation 5 60.0 60.0 60.0 6.0
Recipient Gender | Male 3116 835 782 754 69.6 668 662
Female 3.387 83.3 #0.4 78.3 74.0 69.8 68.9
Recipient Age <18 2.360 8.5 869 83.7 83.2 817 80.2

8= 4,137 80.5 75,0 TLE 64.6 36.3

4 1,950 ®9s 8§7.4 87.1 4.7 83.1 §52.8

1019 512 84.3 83,1 R0.0 771 69.2 674

20029 331 80.3 76.1 739 681 61.7

339 429 783 16 69.2 633 575

4049 7 79.8 739 746 66,0 632

St~ 59 1700 80.9 745 7.5 63.2 6.4

669 789 80.6 7.6 70.9 604

TO~-79 15 0.0 71 56.9 56.9

Cholestatic Disease 2623 | 81T 86.1 4.9 81.2 777 76.9
Biliary Atresia 1,723 9{1.9 B 85,8 86.2 84.3 24.0
Primary Biliary Cirrhosis 567 #1.1 784 6.9 7.0 508
Primary Sclerosing Cholangitis 171 201 5.6 717 60.6 501
Alagille Syndrome 75 933 91y 91.9 874 B7.0 87.0
Byler's Diseuse 35 Gi4 H8.6 886 849 573 57.3
Caroli Disease 12 75.0 75.0 730 754 5.0
Congenital Bile Duct Difatton 12 38.3 38.3 58.3 383

Hepatocellular Disease 61 7.4 752 726 63.4 593 5.3
HOY 300 779 724 685 58.7
HBV 244 836 79.3 78.4 715
Alcohohc t47 R T4 76.0 48.6
Autolmmune Hepatitis 73 6.7 752 75.2 75.2
NASH 40 T9.6 9.6 EEN) 49.0
Cryprogenic Cirrhosis 136 8.5 744 715 631 HLE 60.8

Vascular Disease 66 96.9 871 87.1 87,1 87.1 87.1
Budd-Chiarn 15 g4 B35 2.2 82.2 §2.2 82.2
Congenital Absence of Portal Vein 25 96,0 Gl4 914 914 gi4

Indication Neoplastic Disease 1404 84.3 748 69.6 615 315 515
HCC F2949 84.5 FERS] 69.6 6.4 4749 479
Hepatoblastoma 61 85.1 81.3 731 730 731
Liver Metasiasis 14 72.2 72.2 6012

Acute Liver Failure G4l 74.2 Ti4 69.6 67.3 HERY 649
HBV 144 718 74.9 4.0 73.0 730
Drug-induced a5 76.9 6.9 737 73.7 737
Autoimmune Hepatitis 26 aE.E 688 OE.8 68.8
Viral (#HBV] 24 62.5 62.3 62.5 62.5
Unknown 404 7i4 69.9 677 043 ]

Metabolic Disease 395 89,1 859 838 82.2 5.6 723
Wilson Discase bl 90.0 89.1 87.2 86.2 734 734
Familial Amyloid Polyneuropathy 73 95.9 589 834 774 4.1
OTC Deficiency 48 958 958 938 95.8 938
Cirrullinemia 47 95.7 937 95.7 957 91.2
Glycogen Storage Diseases 25 833 64.3 64.5 64.5 430
Methylmalonic Acidemia 22 §1.8 81.8 81.8 81.8
Primary Hyperoxaluria 13 533 333 533 533 533
Tyrosinemia 3 92.3 76.9 76.9 0.9 76.9
CPS Deficiency 12 91.7 a1.7 91.7
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#13-2 £FABHEICHIZILIEIY FORRERE
: n Cumulative Survival (%)
I 3 5 10 5 20
year year year year vear year
Graft Monosegment 103 79.6 77.1 75.1 75.1
Lateral Segment 1,633 898 88.3 87.7 85.3 §3.5 83.1
Posterior Segment 96 74.9 67.9 63.0 6012
Left Lobe 1,271 79.1 754 722 68.5 61.7 60,1
Left Lobe+Caudate 1.obe 1027 80.6 770 73.8 67.7
Right Lobe 2,346 83.0 769 738 65.7 634 634
Whole Liver 23 826 73.4 734 524
Dual Graft 2 1000 100.0 100.0
Donor Age [0~ 14 64 84.4 811 77.3 702 70.2
2029 1,670 853 §2.3 8.1 76.3 729 718
3039 2,248 86.3 83.0 808 738 73.1 726
40 ~49 1.326 824 78.3 76.5 70.9 66.0 64.8
50~59 a1y 78.0 71.7 68.3 62.0 552
6l~—69 276 67.0 6.8 55.6 49.7 46.9
- 70~79 2 50.0 50,0 50.0
ABO Iddentical 4,391 £4.4 80.3 778 72.8 69.2 68.2
Compatibility Compatible 1,404 84,1 80.1 77.4 72.5 697 69.7
Incompatible 707 75.8 719 70.2 65.2 59.6 59.6
% %}
100 - 100
S Primary Transplantation 0 Female (n=3387)
1‘% . . (re6,338) R MRS s s
0 S Re~re-transplantation{n=8) 850 Male (n=3118)
40 S Re~tranaplartation (rn=160) 40 -
pe0 0074
i B D000 20
0 0 -
¢ ¥ ' ¥ N ! T T T T 1 ¥
o 5 R s 2 B (Year) 0 5 10 5 20 25 (Year)
BE5 £@#ABECHI3YEREBEEOREE E6 4B 3HN0OBREEEE
tk
%) &3]
. k\‘N 7
%0 - ‘\\\M <18 yedrs{n=2368) 60 -
60 - 80 1 D~ed (121, 850
S e 1018 (re32)
i i : e 2020 (331
40 - ‘ 40 i a et B30 (28}
18 years(n=4,137) ‘ o e 4Ol (T
20 | p<0.0001 0 p<0.0001 I ; e S0 (=T
i e BO~B0 (=788}
o - o - b —— T8 1)
T T T T T 7 t 1 ! ' L '
o 5 i 15 20 25 (Year) 0 5 10 18 20 25 {(Year)
E7A EEFBECHT2ERNORTEFE 7B 4E&FBHEICHT2ERBINNORFEREE (10
” T & DERBIR)
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€M %)
100 100 -
| Hlagiie (5=75)
a0 a0 - BA (n=1,723}
- 60 - Byler (=35
P
- 40 - f z PEC {71
- == PBL (n=567}
20 p<00001 2 - »<0.0001 i
!
0 G - Lean te1m
13 E ¥ ¥ P L] T H T E 1 3
o 5 10 15 20 25 {¥sar} 0 5 i 15 0 25 {(Year}
H8A 4HFBHEICET 2ERHFOBREESE E 8B 4@FBHEICET 2T - BUEBORE
EFFE
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H0 \E‘E,ﬁ_‘_‘« Al (=725 an - ‘
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iy § i -
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&0 : %m; OV (00 Cryptogesic [n=134} )
oo - HOD (=t 200
40 7 wagH - Aokl (n=147) 407
(reedls) P v Burastunin {rcif)
2 90
p={1.1228 p=00071
o o 4
¥ 1] H T H T T T ¥ T
a g Hil 15 20 25 {Year ] 5 e 5 24 25 {Year}
Bl 8C S4EFBHICE 2 EREYERBORTLES HeD 4£UBHBHICEIZESHEROREREES
{*) ﬁi} L Defusensy etl]
160 00 Y B s OV Oufibenny (reig)
| L L R S N B S W St
w0 - e 0 - ST s e
Ep—— AEH P Drug-indused (a5} AL
o 4 T S T e Urknown (=404} 6o o -
Yirsl [RHEYVE (224} \
40 40 '
Blathdamionis Asidwns
p=05188 a2t
20 20 -
o< 00001 ‘
o - 5 - i’é‘mw{m Storage (LS}
T H T T H ] 4 T ¥ ¥ T 7
G & e 15 20 25 {Yeuar) 1] 5 0 15 @0 25 {fear}

E8E 4£EFFBHICET2AMFT20ORBETE

9) L ¥r x|k F4—0 ABO I 3 & 15
7y ?g’:{ff B4k, mEsAsEa L, 08, Ea
z{gjéj:i; TEEr - (p<o0001, E11A)L
$@ FloBWTL Y s POERNICTFEREEZRE
S, 00 838%, 34 - 54 83.0%, 10 F 80.5%,

147

E8F 4AFBHEICHTIRBHERORREES

20 76.9%) 1R (14 -

15 4 §
A R29%, 28 (1 -

15 FAE -S4 - 10
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(%)
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To overcome severe donor shortage, Japanese doctors
over the years have developed innovative strategies to
maximize organs transplanted per brain death donor
and expanded the donor pool using living donors.
They also used living and marginal organs and dras-
tically improved living donor lung, liver, pancreas and
kidney transplantations. Moreover, they initiated ABO
blood type incompatible liver transplantation advance-
ments and succeeded in overcoming the blood type
barrier in kidney and liver transplantations. Similar ef-
forts are underway for pancreas transplantation. Fur-
thermore, Japanese doctors have developed a nonag-
gressive step to achieve immunosuppression following
organ transplantation by carefully monitoring donor-
specific hyporesponsiveness and infectious immunos-
tatus. However, the institution of amendments to al-
location systems and the intensification of efforts to
decrease living donor morbidity and to increase the
number of brain death donors have remained im-
portant issues needing attention. Overall, the strate-
gies Japan has adopted to overcome donor shortage
can provide useful insights on how to increase organ
transplantations.

Key words: Brain death, blood type, incompatible
transplantation, living donor liver transplantation.

Abbreviations: ABO-l, ABO-incompatible; Cl, cal-
cineurin inhibitor; DDLT, deceased donor liver trans-
plantation; DDLuT, deceased donor lung transplanta-
tion; LDLLuT, living donor lobar lung transplantation;
LDLT, living donor liver transplantation; LFS, large-for-
size; LRKT, living related kidney transplantation, MMF,
mycophenolate mofetil; OTPD, organs transplanted per
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donor; SFS, small-for-size; SPK, simultaneous pancreas
kidney transplantation.
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Introduction

The Japanese organ transplantation experience over re-
cent years has been beset by a severe donor shortage be-
cause of the restrictions imposed by the organ transplan-
tation law of 1997. In this law, family consent was required
for organ recovery even in executing a documented will of
a donor and the donor age must be 15 years or older. This
shortage of deceased organ donors has reshaped the cur-
rent practice and nature of organ transplantation in Japan
and catalyzed the development of unique innovations in
living donor transplantation.

The revision of the transplantation law in June, 2010 in-
volved a change from the “opt-in” system to the “opt-out”
system, leading to the progressive increase in the number
of brain death donors and all donors except two concurred
by family consent without executing a documented will.
Although the restriction of donor age was removed, there
has been only one pediatric donor and the allocation sys-
tem has remained unchanged. Despite these efforts, organ
recovery was performed in only 115 brain death donors
since the first case in February 1999,

As an overview of the current status of organ transplan-
tation in Japan, first, we present Japanese strategies for
maximizing organs transplanted per brain death donor and
outcomes, the approaches taken to expand the donor pool
using living doners and the innovations introduced to in-
crease the number of transplantation, focusing on efforts
to use living and marginal organs to improve transplanta-
tion outcomes. Second, we describe and provide insights
into the unique features of Japanese living donor lung,
liver, pancreas and kidney transplantations (KTs) and ABO
blood type incompatible liver transplantation. Finally, we
lay out the current challenges and perspectives of organ
transplantation in Japan.

This minireview aims to provide important information and
useful insights regarding the strategies and innovations
Japan has adopted over the years to increase organ trans-
plantation under scarcity of deceased donors.
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Japanese strategies for maximizing organs
transplanted per brain death donor and outcomes

To maximize organs transplanted per donor (OTPD), the
Japan Organ Transplant Network introduced a new system
in November 2002. This system involved the partnership
of well-trained transplant consultant doctors and local doc-
tors in assessing donor hemodynamics and providing in-
tensive care to donors. Their primary goal is to substantially
improve cardiac and lung functions (1). These consultant
doctors tirelessly performed bronchial toileting for donors
and assisted local anesthesiologists in maintaining optimal
circulatory and respiratory conditions during recovery.

With the implementation of this new system, the OTPD
in Japan substantially increased to 6.8 in 2008, compared
with the United States OTPD of 3.04. As of December
2010, 89 heart, 1 heart-lung, 87 lung, 95 liver and 84 pan-
creas transplantations were performed from 115 consec-
utive brain death donors.

For heart transplantations, 90 heart donors included only
21 standard criteria donors for the heart. The remaining
69 heart donors were marginal donors, with high-dose
inotrope requirement in 33, with histories of cardiopul-
monary resuscitation in 33 and who were older than
55 years without coronary angiogram in 8. None of the
89 heart and 1 heart-lung recipients died of primary graft
function. In the 89 heart transplantation patients, 80 were
supported with a left ventricle assisting system and the
average waiting time was 960 days (range, 29-2772 days).
The 10-year posttransplantation survival rate was 95%
(Figure 1A). Deaths were caused by infection in two pa-
tients at 4 months and 4 vears and gastric cancer in one
patient at 11 years.

For lung transplantations, 187 procedures have been suc-
cessfully performed as of December 2010. These trans-
plantations involved deceased donor lung transplantation
(DDLUT) in 87 patients, achieving a 10-year patient survival
rate of 51% (Figure 1B) and living donor lobar lung trans-
plantation {LDLLUT) in 100 patients {2}). Sustained efforts,
such as aggressive treatment of donor atelectasis by bron-
choscopy or single lung transplantation, have been made
to effectively utilize marginal donors. Moreover, lungs were
used for transplantation in more than 60% of brain death
donors. Presently, more than 130 patients are waitlisted
for DDLUT with an average waiting time of 1037 days. The
distribution of diagnoses as indication for lung transplan-
tation is unigue in Japan (3), with idiopathic pulmonary
arterial hypertension {n = 42, 23%) as the most frequent
indication, followed by lymphangioleiomyomatosis (n =36,
19%), idiopathic interstitial pneumonia {n = 30, 16%) and
bronchiolitis obliterans (n = 25, 13%). Emphysema (n = 8,
4%} and cystic fibrosis (n = 3, 2%) are rare indications.

The long-term liver {Figure 1D) and kidney (Figure 1E) trans-

plantation outcomes were comparable to those in Western
countries.
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For pancreas transplantation, 84 procedures from brain
death donors and two from donors after cardiac death have
been successfully performed. Of the deceased donors,
63% were over 40 years, 59% died of cerebrovascu-
lar attack and over 50% required multiple catecholamine
treatments at the agonal phase. The recipients were also
“marginal” with an average age of 41.5 vyears, a diabetic
period of 28.4 years, a dialysis duration of 7.4 years and
an average waiting time of 1482 days. Between 2000 and
2007, the pancreas procurement rate reached 75%.

For simultaneous pancreas and kidney (SPK) transplanta-
tion, Japan has achieved a 5-year patient survival rate of
98%, a pancreas graft survival rate of 74% (Figure 1C) and
a kidney graft survival rate of 71%.

Expansion of donor pool using living donors

Because of the limited number of donor organs, organ
transplantation over the years has transformed into the
expansion of the donor pool as part of the innovation
in living donor transplantation. Pioneering attempts have
been made to use donor after cardiac death in KT, living
donor in lung, liver, kidney and pancreas transplantations
and marginal donors such as ABO blood type incompati-
ble (ABO-) kidney, liver and pancreas transplantations to
expand the donor pool.

Living donor lung transplantation

LDLLUT has become a realistic option for properly selected
candidates to expand the donor pool and has been suc-
cessful in patients on a ventilator or on extracorporeal
membrane oxygenation (4). However, because of possi-
ble serious complications in donor lobectomy, LDLLUT has
been indicated only for critically ill patients. Moreover, it
requires two healthy donors with a compatible blood type.
For pediatric lung transplantations, all 21 cases encoun-
tered underwent LDLLuTs, because organ recovery was
not allowed from brain death donors younger than 15 years
until the transplantation law revision. The Japanese expe-
rience has revealed higher 5- and 10-year survival rates
of 81% and 76% with LDLLUT {n = 100} than the 71%
and 51% with DDLuT (n = 87; p = 0.122), respectively
{Figure 1B). Long-term improvement in survival has also
been achieved using LDLLUT by transplanting two lobes
from two donors, taking advantage of the contralateral un-
affected lung as a reservoir in case of unilateral chronic
rejection (5). To date, there has been no perioperative mor
tality among living donors.

Living donor liver transplantation

Organ transplantation in Japan saw an initial increase in
the number of living donor liver transplantation (LDLT) of
up to 570in 2005, followed by a decrease and status quo of
about 450 LDLTs. There were two major LDLT innovations
in the last decade: Resolution of graft size mismatch and
resolution of blood type mismatch.

American Journal of Transplantation 2012; 12: 523-530
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Figure 1. Patient survival rates {%) following organ transplantation in Japan. (A} Patient survival rates (%) in heart transpiantation
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survival rate was 76% in living donor lobar lung transplantation (LDLLT, n = 100) and 51% in deceased donor lung transplantation (DDLT,
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4730) was 91%.

The resolution of graft size mismatch involved small-for-size
(SFS) and large-forsize (LFS) grafts. Japan has also devel-
oped a strategy for a successful LDLT in infants involv-
ing the application of hyperreduced left lateral segments
(6). Moreover, considerable efforts have been made to im-
prove LDLT using the left lobe following an experience of
donor death with LDLT involving a right lobe graft with the
middle hepatic vein obtained from a donor with nonalco-
holic steatohepatitis (7). In line with all these efforts, the
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152

Tokyo group has innovatively included the left caudate lobe
to the left lobe graft and developed a patch technique to
obtain outflow without congestion (8,9). The Kyoto group
achieved further success by portal modulation {10,11).

To assess LDl T-associated complications, the Japanese
Liver Transplant Society reviewed the complications in
299 donors among 3565 living liver donors (8.9%; Ref.
12) and reported a case of operation-related mortality
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(0.03%). Sustained efforts are underway to reduce donor
complications.

Living donor pancreas transplantation

To date, five centers in Japan have performed living related
pancreas transplantations in 25 patients {i.e. 21 SPK, 1 pan-
creas after kidney and 3 pancreas alone transplantations).

The first living donor SPK (LDSPK) transplantation was
performed in 16 cases and ABO-| transplantations were
performed in six cases (13). In the LDSPK transplanta-
tion, donor operation involved right nephrectomy followed
by distal pancreatectomy with open laparotomy in eight
donors and a laparoscopic procedure in eight donors.
Among the 16 cases of LDSPK transplantation, 14 showed
no complications, diabetes or renal dysfunction. Only one
donor developed a Clavien grade | pancreatic fistula and
one donor formed a grade l{l-a pancreatic cyst. Moreover,
14 patients achieved insulin independency immediately af-
ter LDSPK and have maintained insulin independency and
shown normal endocrine function. LDSPK transplantation
has, thus, far achieved a 3-year patient survival rate of
100%, a 3-year pancreas graft survival rate of 88% and
a 3-year kidney graft survival rate of 94%. As of December
2010, the number of LDSPK became 25 (Figure 1C).

Living donor kidney transplantation (LDKT) and donor
after cardiac death (DCD) transplantation

As of December 31, 2007, 21 110 KTs were performed
(14). Among 12 4565 KT recipients whose follow-up data
were obtained from transplant centers, 9796 were living
donors and 2651 were diseased donors.

Over the last 10 years, the number of KTs has signifi-
cantly increased, with 1312 KTs performed in 2009 alone,
of which 189 cases {14.4%) were deceased donor KTs and
only 14 cases (8%) were brain death donor KTs. Until 1997,
all deceased donor KTs were DCD KTs.

In the 5649 KTs performed between 2001 and 2007, the
B-year graft survival rates were 77% in DCD KT (n = 839),
85% in brain death KT {n = 80) and 91% in LDKT {n =
4730) (Figure 1E).

KT outcomes have also dramatically improved over the
last decade (14). The 5-year graft survival rate in deceased
donor KT improved from 66.7% between 1983 and 2000
{n = 2801} to 78% between 2001 and 2007 (n =919). The
5-year graft survival rate in living donor KT improved from
82% (n = 7089) t0 91% (n = 4730). One possible reason
for this improvement is the introduction of tacrolimus and
mycophenolate mofetil (MMF} in 2001. Interestingly, the
outcome of DCD KT in Japan was better than that in Eu-
rope or the United States, possibly because the kidney of
Japanese could be genetically more tolerant to ischemic
injury.
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For initial immunosuppression in KT, calcineurin inhibitors
(Cls) had been administered because of the unavailability
of antithymogilobulin in Japan. Although the incidence of
rejection has been low, delayed graft function has been
observed in 70-80% of cases. There have been remarkable
improvements in KT outcomes from cardiac death donors,
but acute rejection and donor age have been identified
as independently associated with graft outcome (15}. To
overcome this problem, KT patients receive intense follow-
up even at an additional cost of the medical institution.

Cardiac death organ transplantation

In DCD donation, physicians are allowed to turn off the
respirator only after confirming cardiac death. Statements
regarding kidney and pancreas recovery from DCD are in-
cluded in the transplantation law but there are none for
liver and lung recovery. However, the law does not prohibit
liver and lung recovery from DCD. Three DCD liver trans-
plantations were performed separately in 1964, 1968 and
1993 and two DCD pancreas transplantations were carried
out in 1997.

ABO blood type incompatible liver transplantation
Liver: In LDLT in Japan, the chance of transplantation
across the ABO blood type barrier is only 10% and 623
ABO-I LDLTs were registered as of the end of 2010. To
address this issue, two innovative strategies have been
formulated: Hepatic infusion therapy and rituximab pro-
phylaxis (16). The effects of rituximab prophylaxis on ABO-
[ adult LDLT have been maximized by administering rit-
uximab earlier than 1 week before transplantation (17).
The Kyushu group successfully eliminated local infusion
treatment by B-cell desensitization with rituximab (18). Al-
though the outcome of ABO-I LDLT was inferior to those
of ABO-compatible and identical LDLTs (Figure 2A), out-
come in adult ABO-| LDLT has been dramatically improved
by rituximab prophylaxis (Figure 2B).

Recently, the Hiroshima group spearheaded the develop-
ment of a novel concept in preventing antibody-mediated
rejection (AMR) in ABO-! transplantation, which involved
the elimination of B cells responding to blood group A car
bohydrates through blockade of B-1 cell differentiation by
Cls (19).

Japanese doctors have also exerted considerable efforts
to identify AMR markers to enable early diagnosis and im-
mediate treatment. These markers included edema in the
portal tracts with portal hemorrhage and mild neutrophil in-
filtration as early diagnostic histological features of humoral
rejection in ABO-| liver transplantation (Figure 3A; Ref. 20).
Diffuse C4d staining in portal capillaries and periportal ar
eas observed in severe AMR has also been identified as a
good surrogate marker (Figure 3B).

Kidney: To overcome deceased donor shortage, Japanese
doctors have also pioneered in ABO-I LDKT. The first case
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Figure 2: Outcomes of ABO incompatible living donor liver
and kidney transplantations. (A} Comparison of patient survival
rates (%) among ABQ identical, compatible and incompatible fiving
liver transplantations. (B) Adult patient survival rates (%) following
ABO-incompatible liver transplantation in three regimens: The sur
vival rate was improved with the introduction of hepatic infusion
therapy and further with rituximab. The base regimen consisted
of triple immunosuppression with plasma exchange with or with-
out splenectomy. The infusion regimen was composed of base
regimens with hepatic infusion. The rituximab regimen consisted
of a base regimen with rituximab prophylaxis with or without hep-
atic infusion. The S-year patient survival rates were significantly
different at 70%, 54% and 31% for the rituximab, hepatic infusion
and base regimens, respectively {p < 0.001). (C) Patient and graft
survival rates (%) after kidney transplantation between blood type
incompatible LDKTs.

of ABO-I living related KT (ABO-l LRKT) was performed
in 1989 and more than 20% of LRKTs in 2009 were
ABO-I (14). Two major innovations for immunosuppres-
sion in ABO-I LRKT have been initiated: The introduction of
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tacrolimus and MMF in 2001 and that of rituximab in 2005.
ABO-l LRKTs performed in 876 cases between 2001 and
2007 has achieved relatively high graft survival rate of 86%
at B years after transplantation (Figure 2C; Refs. 14,21).
Recently, Tokyo Women's Medical University has reported
a b-year graft survival rate of 97% for ABO-l LRKT with
rituximab. The recent pioneering efforts made for ABO-|
LDKT have produced higher graft survival rates and lower
incidence rates of AMR than those for ABO-compatible
LRKT (22).

Pancreas: For the six ABO-I LDSPK transplantations per
formed in Japan, pretransplantation rituximab desensiti-
zation has achieved insulin independency and withdrawal
from hemodialysis without any AMR episode in all patients
{13).

Current Challenges and Perspectives

Anti-HLA antibody-related rejection

The recent recognition of the importance of qualitative
and quantitative evaluations of anti-HLA antibodies in KTs
has led to the development of successful strategies using
rituximab and IVIG to prevent organ rejection (23). Con-
troversies, however, remain regarding the significance of
conventional cytotoxic lymphocyte crossmatch in liver
transplantation (24,25). The single beads method has also
been used to identify quantitative changes of doncr spe-
cific antibody (DSA} in a case of fatal AMR (26). Compre-
hensive strategies for identifying DSA guantitative changes
have nearly been established in KT, but remain a challenge
in liver transplantation. Determined attempts are underway
to introduce innovative B-cell depleting regimens for ABO-
| transplantation when DSA-positive combination cannot
be avoided in LDLT. Efforts are also currently focused on
clarifying the importance of DSA in long-term graft injuries
in kidney and liver transplantations. Further developments
in immunosuppressants, which have led to the approval
of evelorimus only for heart transplantation, are also being
initiated to prevent organ rejection.

Tolerance

Innovations to reduce immunosuppresant use have
been spearheaded by the Kyoto group, which has at-
tempted tacrolimus withdrawal in pediatric LDLT (27). The
tacrolimus withdrawal based on hepatic chemistry values
caused severe graft fibrosis, but liver functions remained
normal. The Hiroshima group has, in turn, identified an im-
munoregulatory role of sinusoidal endothelial cells in mice
and has developed a novel mixed lymphocyte reaction as-
say capable of indicating donor specific hyporesponsive-
ness in humans {28,29). The group’s strategy has been to
gradually reduce immunosuppression by confirming donor
specific hyporesponsiveness, successfully improving toler
ance in adult LDLT cases.
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Tailor-made immunosuppression based on infectious
immune status

Infectious complications have remained the primary cause
of posttransplantation mortality. This has prompted the
clarification of CD8 immunity features in LDLT (30). This
has also led to the detailed elucidation of host immune
regulation from the viewpoints of the CD8+*CD45 iso-
forms and the demonstration of the coupled regulation of
interleukin-12 receptor beta-1 of CD8* central memory and
CCR7-negative memory T cells in an early alloimmunity in
liver transplant recipients (30). From this recent elucidation
of immune molecular mechanisms, tailormade immuno-
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Figure 3: Early histopathological
findings in antibody-mediated re-
jection after ABO-incompatible liver
transplantation. The liver specimens
were fixed in 10% buffered forma-
lin, processed routinely, cut into 3-um-
thick paraffin scctions and stained. (A)
Edema in the portal tracts with portal
hemorrhage and mild neutrophil infiltra-
tion (hematoxylin and eosin stain). Al-
though periportal hepatocyte necrosis
is occasionally observed, perivenular
necroinflammation is usually minimal
orabsent in the early phase of antibody-
mediated rejection. These histopatho-
logical findings can only be observed
within several days after the onset
of antibody-mediated rejection. (B) Dif-
fuse Cdd staining in portal capillaries
and periportal areas in severe antibody-
mediated rejection. A polyclonal an-
tibody against C4d complement (BI-
RC4D; Biomedia, Vienna, Austria) in the
ratio 1:50 was used with an automated
immunostainer (BENCHMARK XT, Ven-
tana Medical Systems, Tucson, AZ,
USA). For antigen recovery, deparaf-
finized and rehydrated sections were
treated with protease | (Ventana Med-
ical Systems, 0.5 U/mL) at 37°C for
20 min.

suppression seems promising and should receive greater
attention.

Summary, Implications and Future Goals

The success of Japan in overcoming diseased donor short-
age over the years lies in its strategy of maximizing organs
transplanted per brain death donor, expanding the donor
pool using living donors, using living and marginal organs
to improve outcomes, steady improvements in living donor
lung, liver, pancreas and KTs and advancing ABO blood
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type incompatible liver transplantation. Moreover, the ex-
cellent outcomes of donor after cardiac death KT have in-
spired Western countries to follow Japan's example. Japan
has also overcome the ABO blood type barrier in kidney
and liver transplantations and is exerting sustained efforts
in achieving this in pancreas transplantation. Immunosup-
pression reduction, leading to improved outcomes after or
gan transplantation, has been achieved by carefully mon-
itoring donorspecific hyporesponsiveness and infectious
immunostatus. This nonaggressive step has achieved tol-
erance, unlike aggressive strategies such as complete lym-
phocyte depletion or bone marrow transplantation.

Japan has currently achieved the maximum OTPD in brain
death donors through the efforts of dedicated and expe-
rienced surgeons. The application of the Japanese strate-
gies has enormous potential to increase the number of
transplantations under the scarcity of diseased donors and
the additional costs for intensive donor treatment may
prove to be cost-effective.

Despite these innovations, the mortality rate of patients
on the waiting list has remained at 30-40% for all organs.
Therefore, the next issue that must be carefully addressed
by Japan is how to institute amendments to the allocation
systems. Moreover, Japan must intensify and orchestrate
its efforts to decrease morbidity of living donors and to
increase the number of brain death donors.
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