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2006

Motility disorder (%)

Re-transplant (%)

Desmoids (%)

Other (%)

1 (100)

2007

Total
1

1 (50)

1 (50)

2008

1 (30)

2 (70)

2009

3 (60)

1 (20)

2010

5 (83)

1 (17)

2011

6 (75)

2012

2 (33)

2013

8 (50)

3 (19)

Introduction Small bowel transplantation (SBT) was first performed in the UK in Cambridge in 1991. Recipients mow undergo
small bowel (SBT), liver and small bowel (LSBT), modified multivisceral (MMVT – small bowel, stomach, pancreas, no liver) and
multivisceral (MVT – intestine, stomach, pancreas and liver) transplantation. Cambridge is the only UK centre offering MVT in adults.
The main indications for referral to a transplant centre are:
1. Irreversible intestinal failure plus life threatening complications of parenteral nutrition (PN).
2. Extensive surgery requiring partial or complete
evisceration.
Methods Prospective data was collected from all patients who
underwent intestinal and multivisceral transplantation at Addenbrooke’s Hospital between 2003 and 2013. All patients are discussed and indications for transplantation agreed prior to listing
at NASIT (National Adult Small Intestinal Transplant forum).
Results 47 transplants were performed on 43 patients; 4 procedures (9%) were re-transplantation for a primary non-functioning graft (2/4) or acute rejection (2/4). The indications for
transplant are presented below:
Sixteen transplants were performed in 2013 - MVT
(57%), SBT (31%), LSB (6%) and MMVT (6%). 50% of
these were due to short bowel - arterial ischaemia (50%),
Crohn’s (26%), venous ischaemia (12%) and other short
bowel (12%). Colon is now routinely included in the graft
to aid fluid balance and does not preclude endoscopic surveillance for rejection.
Conclusion The number of small bowel and multivisceral
transplants performed over the last 10 years has increased,
and more than doubled in 2013. Short bowel remains the
commonest indication for transplantation. Historically this was
mainly due to Crohn’s disease however in 2013, it was mainly
due to ischaemia; this trend was reflected worldwide. In our
cohort, an increase in acute arterial thromboses causing coeliac/mesenteric ischaemia resulted in 3 recipients being listed
urgently for MVT. There has also been an increase in the
number of patients referred with portal vein thromboses
extending into the superior mesenteric vein, precluding liver
transplant alone.
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Abstract PTH-125 Figure 1
Introduction Small intestinal transplantation (SBT) was first
undertaken in the UK in Cambridge in 1991. Since the introduction of new immunosuppressive agents around the millenium,
results have improved and we present our experience over the
last 10 years. Since 2003, 47 tranplants have been performed on
43 patients. Grafts include small bowel or small bowel/colon
(SBT), liver and small bowel (LSBT), modified multivisceral
(MMVT – small bowel, stomach, pancreas, no liver) and multivisceral (MVT – intestine, stomach, pancreas and liver) transplantation. Cambridge is the only UK centre offering MVT in
adults.
Methods A review of all patients who underwent small intestine
and multivsiceral transplantation at Addenbrooke’s Hospital
between 2003 and 2013. Kaplan-Meier survival data are shown
for each group of organs transplanted.
Results Five year survival for all patients transplanted is 77%.
Survival curves for each organ group transplanted is graphed
below:
Conclusion Five year survival in our patients transplanted since
2003 is 100% for SBT and LSBT and 65% for MVT, compared
with international registry survival figures of 59% (SBT and
LSBT combined) and 22% respectively.
In recent years we have also experienced an increase in the
number of urgent transplants performed and these patients are
often critically unwell at the time of surgery. Our centre undertakes a relatively large number of procedures and this, coupled
with a particular focus on multidisciplinary team working, may
account in part for our favourable survival figures.
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Introduction Prognostic factors in patients on home parenteral
nutrition (HPN) are primarily thought to be related to the underlying disease. 1 To the best of our knowledge, there is no data so
far pertaining to long-term cardiovascular disease (CVD) risk in
these patients. We aimed to review our cohort of HPN patients to
assess their 10-year CVD risk using the validated QRisk2 score2and to explore possible associations between HPN and CVD.
Methods We conducted a retrospective observational study of
patients on HPN using the Leeds HPN database. We included all
patients on parenteral nutrition (PN) and parenteral fluids (PF).
Further relevant data such as smoking history, blood pressure,
etc. were collected at outpatient clinics and their respective general practitioners. Data were entered into an online calculator to
obtain QRisk2 scores and analysed using MicroSoftTM Excel. We
also reviewed the indication for HPN and assessed their association with CVD risk.
Results A total of 73 patients were included in this study. Their
mean age was 53.12 years (range 19 to 83 years) with male:
female ratio of 40:60. 78.08% patients were on PN and 21.91%
on PF. Indications for HPN are summarised in the pie chart
below. QRisk2 score of ≥20% (classed as ‘high risk’ for CVD)
was noted in 15.06% patients. Of the patients with high CVD
risk, ischaemic bowel was the underlying indication for HPN in
36.36%, Crohn’s disease in 18.18%, GI malignancy in 9.09%
and miscellaneous indications in 36.36% (including dumping
syndrome, enterocutaneous fistula, refractory coeliac disease and
diverticular perforation).
Conclusion No study has so far assessed the possibility of a link
between HPN and CVD risk. From our pilot retrospective study,
15% patients on HPN were found to have a high 10-year CVD
risk. This could potentially have an impact on the overall outcome of this subgroup of chronically ill patients, which needs to
be evaluated further. More than a third of patients with high
QRisk2 had had ischaemic bowel. Limitations of our study are
its retrospective nature and smaller numbers. It is not clear
whether the type and volume of HPN could have any impact on
their long-term CVD risk. Future research should perhaps focus
on further exploring the possible link between CVD and HPN,
in the form of a large prospective trial of patients on HPN.
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Introduction Small bowel cancer (SBC) is rare and accounts for
5% of all gastrointestional (GI) malignancies despite the small
bowel forming 75% of the GI tract. [1] Typical non-specific
symptoms lead to late diagnosis and poor prognosis. We aim to
establish a better understanding of the natural history and
genetic features of SBC.
Methods A regional UK cancer registry identified local SBC
patients diagnosed from January 1991 to January 2011. We
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Introduction There is limited data on nutritional outcomes post
intestinal transplantation in adults. This cohort of patients will
inevitably be at high nutritional risk and undergoing major surgery is anticipated to have a further deleterious effect.
Methods Pre and post transplant anthropometric data and nutritional status of all patients undergoing intestinal or multivisceral
transplantation from 2007 to 2013 who survived more than 30
days post transplant was collected prospectively. A dynamometer
was used to assess grip strength in the non-dominant hand. Bone
density was measured by dual x-ray absorptiometry (DEXA).
Results 42 patients have undergone transplant during the time
period, full data is reported for 28 patients (Exclusions: 6 transplanted <3 months, 1 graft enterectomy, 4 died within 30 days
of surgery, 3 no data). 15 patients received a Multivisceral transplant, 7 Modified Multivisceral and 6 Intestine only. Patients
have been followed up for a median of 26 months, to December
2013 or death (n = 5).
The mean BMI of patients at the time of assessment was 21.7
(Standard Deviation (SD) 3.5). Post-transplant, parenteral nutrition (PN) was given for a median of 24 days (range 2–134),
enteral nutrition (EN) was given for a median of 57.5 days
(range 0–262). The mean maximum weight loss post transplant
was 16.6% of pre-transplant weight (SD 7.65%). Over one third
of patients lost 20% or more of their pre-transplant weight and
only 5 patients have returned to or exceeded their previous
weight, though all but one patient has gained weight from their
nadir weight. Mean BMI at latest follow-up in survivors is 20.64
(SD 4.6).
The majority of patients (20/23 survivors, 87%) are maintained on an oral diet. 2 patients (8.7%) with an intact graft
require PN and 1 patient (4.3%) requires parenteral fluids. One
patient (4.3%) continues on EN.
Handgrip strength was measured pre and post transplant
(median 17 months post, range 7–34) in 13 patients, 7 demonstrated an improvement, 2 were stable (<5% change) and 4 had
worsened. 4/5 patients who were receiving long term PN pretransplant and had serial DEXA scans showed significant
improvements in bone density post transplant.
Conclusion The majority of patients post intestinal and multivisceral transplant have nutritional autonomy; only a small number require parenteral or enteral nutritional support.
Improvements in bone density and muscle strength can be demonstrated post transplant. However, significant weight loss does
occur in the post-operative period; this should be taken into
consideration when patients are being listed and every attempt
made to optimise pre transplant.
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