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ABSTRACT

Organ transplantation is now considered the best surgical option 
for many disorders associated with organ failure. In contrast, the 
increased risk of cancer in solid-organ transplant recipients is 
remarkable when compared to the general population. In order to 
improve survival rates and quality of life following transplantation, 
the variables that contribute to the development of an increased 
risk of cancer should be investigated, and potential preventative 
treatments should be developed. In this review, we discussed solid 
organ transplantation and its relationship to neoplasm.
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Organ transplantation is now considered the 
best surgical option for many disorders associated 
with organ failure. In contrast, the increased risk 
of cancer in solid-organ transplant recipients 
is remarkable when compared to the general 
population. In order to improve survival rates 
and quality of life following transplantation, the 
variables that contribute to the development of an 
increased risk of cancer should be investigated, 
and potential preventative treatments should 
be developed. In this review, we discussed solid 
organ transplantation and its relationship to 
neoplasm.

 INTRODUCTION
Solid organ transplantation (SOT) is the last 

choice for many patients with end-stage organ 
failure.[1] The twentieth century has been noted as 

a milestone in the transplantation techniques of 
internal organs, with the development of vascular 
anastomosis techniques.[2]

The first successful organ transplantation in 
humans, allowing the recipient to live another 
eight years, was a kidney transplant from a twin 
brother carried out by Joseph Murray in 1954.[3] 
Various methods in SOT were first tried out on 
animals as parts of experimental studies, usually 
around the first half of the 20th century surgery, 
but they have now mostly become approved 
approaches in treatment for human cases in the 
21th century.[4]

So much so that, according to the current 
volume of SOT performed in the United States in 
2017, nearly 20,000 kidney and nearly 7,000 liver 
transplants have been performed.[5] 

In Türkiye, the main framework of 
transplantation with healthcare centers built for 
the procedures was laid in the 1990s, and today, 
the management of all these centers and the 
authority to sign off operations related to organ 
transplantation belong to the organ transplant 
coordination center, which is affiliated with the 
Ministry of Health.[4]

LIVING AND CADAVERIC DONOR 
TRANSPLANTATION

There are two available sources of organ 
donors: living and cadaveric [donation after brain 
death (DBD)]. Cadaveric organ transplantation 
of organs such as the heart, lung, kidney, liver, 
pancreas or of tissues such as skin, cornea, 
tendons, and bones from individuals with brain 
and/or heart death (with different laws enforced 
in different countries) is an established method 

Received: October 28, 2022
Accepted: November 15, 2022
Published online: December 05, 2022

Correspondence: Ece Yontan.
e-mail: eceyontan1@gmail.com

Cite this article as:
Yontan E, Erbaş O. Solid organ transplantation and association with 
neoplasms. D J Tx Sci 2022;7(1-2):40-46.

Solid organ transplantation and association with neoplasms

1Department of Experimental Medicine, Başakşehir Çam and Sakura City Hospital, Istanbul, Türkiye
2Institute of Experimental Medicine, Gebze-Kocaeli, Türkiye

Ece Yontan1, Oytun Erbaş2

https://orcid.org/0000-0003-2395-0271
https://orcid.org/0000-0002-2515-2946


41Organ transplantation and neoplasms

of transplantation utilized worldwide.[6] It was 
first legalized in Türkiye with the acceptance 
of a defined concept of “brain death” in 1968, 
which was significant progress in the field of 
transplantation. Brain death is considered to be 
the irreversible interruption of brain function and 
indicates that the patient has died clinically and 
legally.[7] Donation after brain death indicates 
a lower risk of ischemia compared to donation 
after circulatory deaths,[8] since organs can still 
be physiologically well-perfused at the time of the 
operation.[5]

Despite the superiority of donations after 
brain deaths to donations after circulatory deaths, 
there is an obviously greater success achieved in 
organ transplantations from living donors among 
all. In a study published in 2000, the five-year 
survival rates of patients receiving kidneys from 
living and cadaveric donors were found to be 
94% and 76%, respectively which is indicative of 
this correlation.[9]

SOME DEFINITIONS OF ORGAN 
TRANSPLANTATION

Graft types

Basically, four different graft types can be 
defined when it comes to transplantations: 
Xenografts, allografts, autografts, and isografts.

Autografts are transplants from the 
patient, whereas xenografts are defined as the 
transplantation of tissues and/or organs between 
different species, allografts are established as the 
transplantation of tissues and/or organs between 
two individuals of the same species, and isografts 
are the type of transplants that are exchanged 
between the members of identical genetic 
frameworks who are also of the same species; 
examples of isografts include transplantations 
between identical twins.[10] The stated graft types 
are depicted in Figure 1.

Human leukocyte antigen

The region of genes encoding “tissue 
antigens” necessary for the immune system to 
recognize self and non-self material is known as 
the major histocompatibility complex (MHC). In 
humans, MHC antigens are referred to as human 
leukocyte antigen (HLA) since they were first 
defined in leukocytes.[11] The HLA-A, HLA-B, 
and HLA-DR serotyping is first performed to 

evaluate the compatibility of donor and recipient 
before any transplantation. Although new and 
effective immunosuppressive drugs are put into 
practice, better results are still obtained with the 
tissues of the best compatibility. If the recipient’s 
serum has antibodies against HLA antigens from 
previous blood transfusions, pregnancies, or 
other transplants, and these anti-HLA antibodies 
are specific to the donor's antigens, they are 
called donor-specific antibodies. The presence 
of anti-HLA antibodies against donor HLA 
antigens in the recipient before SOT can be 
demonstrated by in vitro screening tests.[12] 
Anti-HLA antibodies in circulation can cause 
hyperacute and acute types of rejection, and 
consequently, yield unsuccessful results in the 
process.[13]

Although the first choice in donor selection 
would be a completely HLA-compatible and 
genetically unrelated individual, transplantations 
from donors with 'limited' HLA compatibilities are 
also usually associated with acceptable results in 
many cases.[14]

Allograft rejection

There are three major types of allograft 
rejection: Hyperacute, acute, and chronic 
rejection. If graft rejection occurs within minutes 
to hours (hyperacute rejection), previously 
formed anti-donor antibodies can be blamed. 
Reactivation of sensitized T-cells can be blamed 
if it happens within days (accelerated rejection). 
While primary T-cell activation is thought to be 
the cause of rejection that occurs days to weeks 
later (acute rejection), the exact cause of rejection 
that develops over months to years is unknown 
(chronic rejection).[15]

Figure 1. Graft types.
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Graft-versus-host disease

Graft-versus-host disease is a complex clinical 
syndrome with organ dysfunction resulting from 
a severe immune-based reaction mediated by 
healthy T-lymphocytes of the donor that were 
given to the patient.[16] As a result of this 
reaction, systemic lupus erythematosus and 
pathological symptoms similar to those of a 
number of conditions, such as vascular diseases, 
lymphoproliferative disorders, and aplastic 
anemia, may develop.[17]

Domino transplantation

The basis of this method is to carry out the 
transplantation of multiple patients at the same 
time by admitting multiple attendees to the 
operation:

Figure 2 shows liver transplantation being 
carried out from first a healthy donor, to a patient 
with metabolic disease and from the patient with 
the metabolic disease to a patient with end-stage 
liver disease.[18]

Figure 2. Domino liver transplantation.
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Figure 3. Domino heart-lung transplantation.
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Another demonstration of this method is given 
in Figure 3, where a heart taken from an en-bloc 
heart and lung receiver is used for a second 
recipient. This offers patients with end-stage heart 
failure a significant advantage.[19,20]

Another organ that will serve as an example 
of domino transplantation is the kidney. Problems 
such as ABO blood group incompatibility and 
HLA incompatibility are common in kidney 
transplants, and kidney exchange transplantation 
methods such as the domino chain can help to 
eliminate these issues.[21]

SOLID ORGAN TRANSPLANTATION

Liver transplantation

Liver transplantation is the transplantation 
of healthy liver tissue from a living or cadaver 
donor to patients who have lost their liver 
function due to various diseases. Welch has 
scientifically defined ectopic liver transplantation 
in 1955. Francis Moore described the 
technique of orthotopic liver transplantation 
on dogs in 1958. Starzl et al.[22] performed the 
first liver transplantation in 1963. Of the first 
five transplanted cases, survival was set at a 
maximum of only 23 days. Ischemia-reperfusion 
injury and tissue rejection resulted in liver 
failure or sepsis. In 1967, Starzl, advised by 
Calne, began using anti-thymocyte globulin and 
more successful results were achieved.

Liver transplantation may be the only 
treatment option in patients with cirrhosis, 
hepatocellular cancer, and acute liver failure 
within the Milan criteria.[23] Thanks to 
advances in surgical techniques, organ transfer 
methodologies, and immunosuppressive 
therapy, the survival rate after transplantation 
has increased from around 30% in the second 
half of the twentieth century, to 80% today.[22]

Lung transplantation

Lung transplantation is a treatment option 
for some advanced lung diseases. The success 
of the operation depends on the selection of 
a good donor. Dr. Joel Cooper and his team 
performed the first isolated lung transplantation 
in 1983.[24] The International Society of Heart 
and Lung Transplantation (ISHLT) announced 
that by July 2013, 47.647 lung transplants and 

3.772 combined heart-lung transplants had been 
reported worldwide.[25]

Heart transplantation

Dr. Christiaan Barnard performed the first 
heart transplantation in South Africa in 1967. 
The first patient only survived for 18 days.[26] 
Heart transplantation is the most important 
treatment for end-stage heart failure. In the 
following years, heart transplantation, which has 
later become widespread throughout the world, 
was performed 5074 times in 2015.[27] The 
survival rate is high in the absence of concomitant 
diseases such as diabetes and hypertension.[26]

Kidney transplantation

The first successful kidney transplantation 
was performed between twin siblings in 1954.
[28] Kidney transplantation is the most desired 
and cost-effective modality of renal replacement 
therapy for patients with irreversible chronic kidney 
failure (end-stage renal disease, Stage 5 chronic 
kidney disease). Despite emerging evidence that 
patients who receive a transplant early in the 
course of their disease have the best outcomes, 
renal replacement therapy is used as the first line 
of treatment for very few patients with end-stage 
renal disease.[29]

CANCER DEVELOPMENT AFTER 
SOLID ORGAN TRANSPLANTATION

A promising increase in survival rates 
after transplantation has been observed with 
the developments in organ transplantation 
methodologies in the past few decades but an 
increased risk of developing cancer, still awaits 
transplant recipients, despite this prolonged 
survival. Solid organ transplant patient has a 5-fold 
increased risk of developing cancer compared to 
the general population.[30]

The increase in lymphoma and skin 
malignancy prevalence was noted in the earlier 
days of organ transplantations by Starzl and 
Penn.[31,32] There is a high risk of developing 
various types of solid organ tumors, non-
Hodgkin's lymphomas, and vulvar, vaginal, anal, 
oral, and renal cancers in organ transplant 
recipients; but the risk of developing esophageal, 
gastric, colon, bladder, lung and thyroid gland 
cancers are in comparison, stands smaller.[33,34]
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ETIOLOGY
The etiology of increased cancer risk after 

SOT is multifactorial. Decreased immune function 
after suppressors, activation of oncogenic viruses, 
chronic stimulation of the immune system, the 
carcinogenic effect of immunosuppressants, pre-
existing cancer risk factors, factors associated 
with end-stage organ failure, and dialysis-induced 
factors for kidney recipients are some of the 
most prominent factors associated with increased 
cancer risk after transplantation.[32]

Immunosuppressive drugs and 
carcinogenesis

Some immunosuppressive drugs such as 
calcineurin inhibitors and azathioprine have 
been demonstrated to have mechanisms that 
increase carcinogenesis independent of their 
immunosuppressive properties.[35] In contrast, 
more novel agents such as mycophenolate mofetil 
and mammalian target of rapamycin may have 
antitumor properties.[36]

Immunosuppressive and oncogenic 
organisms

Immunosuppression may cause malignancies 
by increasing oncogenic viral or bacterial 
factors. Immunosuppressive drugs inhibit anti-
viral T-cell responses, too which can lead 
to opportunistic and persistent infections as 
side effects in patients.[37] Oncogenic viruses 
can cause many post-transplant cancers. 
Human papilloma virus can cause cancers 
in the cervix, vulva, vagina, penis, anus, 
and oral cavity.[38] The Epstein-Barr virus 
can cause Hodgkin’s lymphoma and non-
Hodgkin’s lymphoma.[39] Other infection-
related cancers are Kaposi’s sarcoma (human 
herpesvirus 8),[40] hepatocellular carcinoma 
(Hepatitis C and hepatitis B virus),[41] and 
gastric cancer (Helicobacter pylori).[42]

In conclusion, considering all the data, 
organ transplantation is sometimes the gold 
standard for many diseases. However, there 
is a significantly increased risk of neoplasms 
brought about by this treatment as patients 
move on with their lives. The reasons that 
cause this risk are the suppression of immune 
functions and the ability of some oncogenic 
organisms to cause opportunistic infections. To 
avoid this, immunosuppressive drugs without 

oncogenic properties and that are more specific 
for the tissue in which the organ/tissue rejection 
might be taking place can be developed. Also, 
the risk of cancer development in patients after 
transplantation can be reduced by developing 
some agents that will eliminate the mechanisms 
that cause cancer formation. Since organ 
transplantation cannot be abandoned as a 
treatment method, the agents associated with 
the procedure that can induce increased cancer 
risks in the patients should be tackled instead.

Data Sharing Statement: The data that support 
the findings of this study are available from the 
corresponding author upon reasonable request.

Author Contributions: All authors contributed 
equally to the article.

Conflict of Interest: The authors declared no 
conflicts of interest with respect to the authorship and/or 
publication of this article.

Funding: The authors received no financial support 
for the research and/or authorship of this article.

REFERENCES
1.  Arslan H. Solid Organ Transplantasyonu ve 

enfeksiyonlar, katı organ nakli ve enfeksiyonları. 
Türkiye Klinikleri J Int Med Sci 2007;3:87-96.

2. Erçin BS, Kılıç KD, Tiftikçio¤lu YÖ, Biçer A, Uyanıkgil 
Y, Thione A, et al. Solid organ nakli ve vaskülarize 
kompozit allotransplantasyon: Dünü ve bugünü. FNG 
& Bilim Tıp Transplantasyon Dergisi 2017;2:7-13. doi: 
10.5606/fng.transplantasyon.2017.002.

3. Murray J. Interview with Dr Joseph Murray (by 
Francis L Delmonico). Am J Transplant 2002;2:803-
6. doi: 10.1034/j.1600-6143.2002.20901.x. 

4. Diniz G, Tugmen C, Sert ‹. Türkiye ve dünyada organ 
transplantasyonu. Tepecik E¤it ve Arat Hast Dergisi 
2019;29:1-10. doi:10.5222/terh.2019.40412.

5. Black CK, Termanini KM, Aguirre O, Hawksworth 
JS, Sosin M. Solid organ transplantation in the 21st 
century. Ann Transl Med 2018;6:409. doi: 10.21037/
atm.2018.09.68. 

6. van Diest PJ, Lopes Cardoso NW, Niesing J. Cadaveric 
tissue donation: A pathologist's perspective. J Med 
Ethics 2003;29:135-6. doi: 10.1136/jme.29.3.135. 

7. Goila AK, Pawar M. The diagnosis of brain 
death. Indian J Crit Care Med 2009;13:7-11. doi: 
10.4103/0972-5229.53108. 

8. Cao Y, Shahrestani S, Chew HC, Crawford M, 
Macdonald PS, Laurence J, et al. Donation after 
circulatory death for liver transplantation: A meta-
analysis on the location of life support withdrawal 
affecting outcomes. Transplantation 2016;100:1513-
24. doi: 10.1097/TP.0000000000001175. 



45Organ transplantation and neoplasms

9. Medin C, Elinder CG, Hylander B, Blom B, Wilczek 
H. Survival of patients who have been on a waiting 
list for renal transplantation. Nephrol Dial Transplant 
2000;15:701-4. doi: 10.1093/ndt/15.5.701. 

10.  Simmons M, Daultrey C. Grafts in septorhinoplasty. 
J ENT Masterclass 2015;8:86-91.

11. Bunsuz A, Serçino¤lu O, Özbek P. HLA moleküllerinde 
peptit ligandlarının kompleks stabilitesine olan 
etkisinin aratırılması. MFBD 2018;30:403-14. doi: 
10.7240/marufbd.368789.

12.  Suvak B. Renal Transplant Alıcılarında Donör Spesifik 
ve Non Donör Spesifik Antikorların De¤erlendirilmesi. 
[Uzmanlık Tezi], Ankara: Ankara Üniversitesi Tıp 
Fakültesi ‹ç Hastalıkları Anabilim Dalı; 2010. 

13. Lopes D, Barra T, Malheiro J, Tafulo S, Martins L, 
Almeida M, et al. Effect of different sensitization events 
on HLA alloimmunization in kidney transplantation 
candidates. Transplant Proc 2015;47:894-7. doi: 
10.1016/j.transproceed.2015.03.014. 

14. Petersdorf EW. In celebration of Ruggero Ceppellini: 
HLA in transplantation. HLA 2017;89:71-6. doi: 
10.1111/tan.12955.

15. Kloc M, Ghobrial RM. Chronic allograft rejection: A 
significant hurdle to transplant success. Burns Trauma 
2014;2:3-10. doi: 10.4103/2321-3868.121646. 

16. Koca E, Akpek G. Graft-versus-host hastalı¤ı ve 
tedavi yöntemleri. Turkiye Klinikleri J Int Med Sci 
2006;2:23-32.

17. Gleichmann E, Gleichmann H. Pathogenesis of graft-
versus-host reactions (GVHR) and GVH-like diseases. 
J Invest Dermatol 1985;85(1 Suppl):115s-120s. doi: 
10.1111/1523-1747.ep12275619. 

18. Usuku H, Yamamoto E, Nishi M, Komorita T, 
Takae M, Nishihara T, et al. Temporal change in 
longitudinal strain after domino liver transplantation 
with liver grafts explanted from patients with 
hereditary amyloidogenic transthyretin amyloidosis. 
Circ Rep 2020;2:730-8. doi: 10.1253/circrep.
CR-20-0106. 

19. Shudo Y, Ma M, Boyd JH, Woo YJ. Current status 
of domino heart transplantation. J Card Surg 
2017;32:229-32. doi: 10.1111/jocs.13104. 

20. Fabian J, Goncalvesova E, Hajkova M, Lesny P. 
First patient from Slovakia after a heart and lung 
transplantation. Cardiol 2006;15:219-22. Slovak.

21. Kute VB, Prasad N, Shah PR, Modi PR. Kidney 
exchange transplantation current status, an update and 
future perspectives. World J Transplant 2018;8:52-
60. doi: 10.5500/wjt.v8.i3.52. 

22. Starzl TE, Groth CG, Brettschneider L, Penn I, Fulginiti 
VA, Moon JB, et al. Orthotopic homotransplantation 
of the human liver. Ann Surg 1968;168:392-415. doi: 
10.1097/00000658-196809000-00009.

23. Meirelles Júnior RF, Salvalaggio P, Rezende MB, 
Evangelista AS, Guardia BD, Matielo CE, et al. Liver 
transplantation: History, outcomes and perspectives. 
Einstein (Sao Paulo) 2015;13:149-52. doi: 10.1590/
S1679-45082015RW3164. 

24. Afonso Júnior JE, Werebe Ede C, Carraro RM, 
Teixeira RH, Fernandes LM, Abdalla LG, et al. Lung 
transplantation. Einstein (Sao Paulo) 2015;13:297-
304. doi: 10.1590/S1679-45082015RW3156. 

25. Yusen RD, Edwards LB, Kucheryavaya AY, 
Benden C, Dipchand AI, Dobbels F, et al. The 
registry of the International Society for Heart 
and Lung Transplantation: Thirty-first adult 
lung and heart-lung transplant report--2014; 
focus theme: Retransplantation. J Heart Lung 
Transplant 2014;33:1009-24. doi: 10.1016/j.
healun.2014.08.004. 

26. Stehlik J, Kobashigawa J, Hunt SA, Reichenspurner 
H, Kirklin JK. Honoring 50 years of clinical heart 
transplantation in circulation: In-depth state-of-the-art 
review. Circulation 2018;137:71-87. doi: 10.1161/
CIRCULATIONAHA.117.029753. 

27. Lund LH, Khush KK, Cherikh WS, Goldfarb S, 
Kucheryavaya AY, Levvey BJ, et al. The registry 
of the International Society for Heart and Lung 
Transplantation: Thirty-fourth adult heart 
transplantation report-2017; focus theme: Allograft 
ischemic time. J Heart Lung Transplant 2017;36:1037-
46. doi: 10.1016/j.healun.2017.07.019. 

28. Haberal M, Boyvat F, Akdur A, Kırnap M, Özçelik 
Ü, Yarbu¤ Karakayalı F. Surgical complications 
after kidney transplantation. Exp Clin Transplant 
2016;14:587-95. 

29. Abecassis M, Bartlett ST, Collins AJ, Davis CL, 
Delmonico FL, Friedewald JJ, et al. Kidney 
transplantation as primary therapy for end-stage 
renal disease: a National Kidney Foundation/Kidney 
Disease Outcomes Quality Initiative (NKF/KDOQITM) 
conference. Clin J Am Soc Nephrol 2008;3:471-80. 
doi: 10.2215/CJN.05021107. 

30. Acuna SA. Etiology of increased cancer incidence after 
solid organ transplantation. Transplant Rev (Orlando) 
2018;32:218-24. doi: 10.1016/j.trre.2018.07.001. 

31. Penn I, Starzl TE. Malignant tumors arising de 
novo in immunosuppressed organ transplant 
recipients. Transplantation 1972;14:407-17. doi: 
10.1097/00007890-197210000-00001. 

32. Penn I, Hammond W, Brettschneider L, Starzl TE. 
Malignant lymphomas in transplantation patients. 
Transplant Proc 1969;1:106-12. 

33. Hoover R, Fraumeni JF Jr. Risk of cancer in renal-
transplant recipients. Lancet 1973;2:55-7. doi: 
10.1016/s0140-6736(73)93256-x. 

34. Webster AC, Craig JC, Simpson JM, Jones MP, 
Chapman JR. Identifying high risk groups and 
quantifying absolute risk of cancer after kidney 
transplantation: A cohort study of 15,183 
recipients. Am J Transplant 2007;7:2140-51. doi: 
10.1111/j.1600-6143.2007.01908.x. 

35. Hojo M, Morimoto T, Maluccio M, Asano T, Morimoto 
K, Lagman M, et al. Cyclosporine induces cancer 
progression by a cell-autonomous mechanism. Nature 
1999;397:530-4. doi: 10.1038/17401. 



D J Tx Sci46

36. Guba M, Graeb C, Jauch KW, Geissler EK. Pro-
and anti-cancer effects of immunosuppressive 
agents used in organ transplantation. 
Transplantation 2004;77:1777-82. doi: 10.1097/01.
tp.0000120181.89206.54. 

37. Schreiber RD, Old LJ, Smyth MJ. Cancer 
immunoediting: Integrating immunity's roles in cancer 
suppression and promotion. Science 2011;331:1565-
70. doi: 10.1126/science.1203486. 

38. Madeleine MM, Finch JL, Lynch CF, Goodman MT, 
Engels EA. HPV-related cancers after solid organ 
transplantation in the United States. Am J Transplant 
2013;13:3202-9. doi: 10.1111/ajt.12472. 

39. Paya CV, Fung JJ, Nalesnik MA, Kieff E, Green 
M, Gores G, et al. Epstein-Barr virus-induced 
posttransplant lymphoproliferative disorders. ASTS/
ASTP EBV-PTLD Task Force and The Mayo Clinic 
Organized International Consensus Development 

Meeting. Transplantation 1999;68:1517-25. doi: 
10.1097/00007890-199911270-00015. 

40. Francès C, Marcelin AG, Legendre Ch, Chevret 
S, Dussaix E, Lejeune J, et al. The impact of 
preexisting or acquired Kaposi sarcoma herpesvirus 
infection in kidney transplant recipients on morbidity 
and survival. Am J Transplant 2009;9:2580-6. doi: 
10.1111/j.1600-6143.2009.02816.x. 

41. Vivarelli M, Bellusci R, Cucchetti A, Cavrini G, 
De Ruvo N, Aden AA, et al. Low recurrence 
rate of hepatocellular carcinoma after liver 
transplantation: Better patient selection or 
lower immunosuppression? Transplantation 
2002;74:1746-51. doi: 10.1097/00007890-
200212270-00017. 

42. Ponticelli C, Passerini P. Gastrointestinal complications 
in renal transplant recipients. Transpl Int 2005;18:643-
50. doi: 10.1111/j.1432-2277.2005.00134.x.


