30 BREBEOEEEFICETHIERD
e R

BHE: E229€108258(H)
10:00~12:00
B EEFBHE LAESSER

1.0 £

2. % =
(1) LYETVMEIREE(ICOINT
¥ 2 L—Ua v RIZONT YUK XERERIZDOULNT
(2) ZDith
3. &

(Eem&EH)
AH1—-1 BREBEFSLZE(LIEIUMNRIREEIIONT
BH1—2 FRBEAFZE(LVEIVRN)BIREESIAL—2 3 DKR
w2 BRMBHEFLE (LVETUR)RIRESE (BEXR)

SEEH1 BREBEFZEE(LIEIUNRIREEDERKRIZOVNT
(HEEABFEFBHER YLD —VZHEH)
SEEH2 BRBEFLZE (LIUEIURN)RIREE R
ZEFEMI FBEFRHSE (FF—) B EE (RT)
SEEH4  HLA ICEDHLBIREEICETS1RE
(BXBHEZ2  BFAEBES 2R AREERRIRY)
SEZEFS5 Flow cytometry crossmatch |Zf§d 43Tk
SEEAN6  HeV ikIEER F—ICBId 53k



%

1 =1

BB EFEE (LUET R BIRE#E(ZDOINT

1. #F8

FR7TEICHESN-BRBERLE (LIETURBIREEICOLTIEL, Al
BRI DERDT=0, FEMRAESZHRDETHIE, RWNEBE L VIR
FHREBEOBEEZ LITHSLLLEEER/L. TAl 14 E1 BISRIREEDRES

T-o1=,

ZTOR. FR21F7ADEFZOBIEICET 2 EBO—HERETHEZIDOK
MEBFEA. FR2F1 B BIREEICETORBEANOELRBICET 2HEE

EDHT=,

(BIE D)

TRL 13 5

FRK 14 5

TR 21 5
TRk 22 F

2. BEORA-

2 B
5H
12 A
1 B

1A
1A

F1ERFBEZE S (BRBEORKIZ OV THER)
BB HEICET AIEEMICH LN THR (FE1~5M)
ESMNFBEZEE R (RERITODVNTTR)
BIREEDZERE

~H-GREETER
F1EFRMBEOEEFICAHTLHEEMRICHNTER
BIREEDERE

~HT- G REETER

5 2 EFRVE (AL 22 5 8 A 26 BRAME) THEW=ELR/RTLUTOLEY,

1) #HHEROER

THFHA R IBRETIE 2467 B, IITEAETIL 5,208 H

2) 16BULDEFE~ADELINDLENIE
BITREZEOEARABURRESINI- 1327 HIOBBRIEON. 16 BERFIEH
8% (88 fAll) . 16 M5 20 mKimIEE 0, 20 1L 0.9% (12 1)




"B OB 1-2

BB EARLEE (L ET M) BIRE#ERET

[CRAVIaAL—a DR

1 2alb—2avORiEEM
* R —&H RITREETTOA-NIE T TOREESH) 30 4
* FHBEERME TR 22410 8 13 BREOFHEE 11,708 4

2 VRal—iarvOhiik
TROFHIEITLVEIUMEMETRIRLE | IR UE 2 fIIcDE, BEtLT-,

A CIRITREE
B IRITEEENS, HLA O SEE 1.15 &5 &L 1=,
C-1:FHRBMDERZHMRERL*. NEOEHMEE 0&9 5,
C-2: FHBHMOE I EBL IR, FEHMSE.

16 mERiH:8 M. 16 M~20 MKiH:4 A, 20 A2 H1&7 5,
C-3: FH B MDE RZ LR EWMNEE.

M6 R 12 /R, 16 H~20 K6 A, 20 B3 81ET B,

1 RITREETITOIURIE T TOBIREBEH) 80 HlITDLT. LUEIUMRIRY AR E
ERL. TDYARDE 1 fIOL U ET b 80 R MFZEHRD. HLA, (58 B 4D TRy
RBOLEIEZHA 1.15:1:1.15 TH 5,

2 OISR 10 FETIZ 05 A E. 11 F£~20 FFETIL 025 S, 20 FLIEIT
0.125 |/ FE LD EIINAPUEE log KT 5, (BIHK15ER)

3 MITEEDHHT (B#K2)
LYEIVMBIRBICEBTABRERADERRZLENEELXRET L5, B
2 80 | (RMFEIR B 20~102 BIB ET: BREMNTHONEN -T2 DEKR) D
REBEHHBNT, BRIV RNT v TSN =B E DD EIT 1=,

REER 80 HIDRBDE—HIEE 80 B
T = FRTEHB: 114 58 HLA:998 & fFHEHARSY 1149 &
FHF#AR: 54121 8
16 MERMME—1HL: 16 8B (20%)



4 LZaL—a DiEREE (BIE3)
A B c-1 C-2 c-3 BfEx || 3OS
FHFHBEE(R) 5579.1 5610.4 5091 47181 3529.1 5207.9 5212.1
5616l E(B)| 63573 6309 5091 4883.2 4767 5521 6389.7
16FKiE A (%) 9 (15) 8 (13) 0 3 (5) 20 (33) 88 (8) 16 (20)
168% D5 2078 & 35 0 0 0 0 1(2) 0 0
205% A 0 0 0 8(13) 8 (13) 12 (0.9) 1(1.3)
AR 104 k5. 165% LL
FOBEBES (%) 0 3(5) 7(12) 5 (8) 14 (15) 3(3.7)

* RFITSEEH 1258
AB,C:n=60 3D 7#Hr:n=80 ZFfF:n=1327




" OB 2

BEBEAEE (L) BIREE (BER)
RENEE GBIN) #6555

1. AR

(2) U/ pREHEAR SR () U /REKET ) R ER) fadk
B, VU NERAZAXRABR L Flow cytometry %8 o @R JE h ik %

AWTHTSZ EBREELY,

3. FLURIY 3P 1k

(3) 2. & (1) ~ (4) OFFREHAHVINET D, 271710,
OB NRE (Lyex s b)) A

b (SN E SO/ N
1% "7 1 A& AR L2 G

(£ U725 s ik I i 6 1 5 2 g ]
1%
E7o, PRAMRABIZVRECHNIEIT D 2L &35, 28, PRAR
B X Flow cytometry O BIRE HEZHWTITHY  Z L8 F

L\,



Al w1

BITEEDOFRBMERI

14
12
10
N 8
< 6

4 A% (N) >40148 :

2 R ERA 2 F=10+10gl. 74 (N/365—9) /&
0
0 5 10 15 20 25 30
FRER
BLIEIVMISARE

25

Step by step
——— 10y:0.5p/y ~20y:0.25p/y 20~:0.125p/y

———— point =alog,C=log, C?
(a=0.3 b=1.3 C= ##BE%/ 365 —9)

1 2 3 4 5 6 7 8 9 10111213 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41



Bl #E 2

fbd SEER L 80MIL S E T MR E 167 D FE 85 5 % (N=80)

35

30

25 e - — -

za — —— _ —_——

(A

% . P - . . mFRHN
|

10 + S —— R —— e — - - —

N _ S

ol N . -

>16 >20 208 08 w08 508 GOE 708

(F4£)

R FER Mt 80MIL S E T MR 11 D 4 AR 9 77 (N=80)

30
!
25 1 — - i - - - - — - S - -
|
TFHBE 541218
20 — — —— - ——e — — - e —
|
!
B = . — | - —l e
(A) = £
|
10 - - -
|
5 { S— — - -— e =
J H B BB AR I ey
<1 <5 >5 >10 >15 >20 >25 >30

RN ()



Bl #& 3

1TEHE (A) EHLADFHIE (B) O LL85 (859 77) N=60

20 —

18 - m— =
16—
!
N — = e
| A(BT)
12 [ = T B g(BFTXHLA)
10 - - ——
(A)
8 - e —————— —
4 .
: l I

10-15 16-19

(-4}

L]

(%)

IRITHEAE (A) EHLADFHIE (B) D EL B (£ 8AR 9 %) N=60

25 -

20 +—m— - - —

| AT
B g (H{T xHLA)

(A)

5.
0! - .

<14 <SEE >S5 >104F >154F >204F
R ()



RITHEAE (A) LR E S4B M (C) 2L DBEHE (FEB5) N=60

20

18

16 -

14 +

12

(A) |
-
IRITEE (A) EREFHBI(C) ITXKDBF LR (1R HARS 2 77) N=60
5 ! e =m g(lﬁﬁ) o - o
| e .
(A)

>S54 . >1 >154 |
FEHRAR (4F)



5 = &K 1

BlEBiEALE (LVETUR BIREEDERKRICONT
(1% A B AR Ry D — R &R

LYEIY MBIREEZFRFIEOYvE LY

[SEAH (1995.4.1 ~ 2002.1.9 N=1,063)
A (2002.1.10~2009.12.31 N=1,327)

B—®H + 71:;%3[& Jovson INR
[ 200% | 589 | 1214 2.7%
ML B15% | 183 | oz J 6.6%

LIETY MEIRIAET B LD
HLAZR 8 & H 5 3 - IF - — 4 i - BEL of B s

|2E %S (199541 ~ 2002.1.9 N=1.063)
L/ EARI (2002.1.10~2009.12.31  N=1,327)

HLAT 8 & 4 [ 44 i B 1fn K& RE 1
(A K4— Iy il B fil
4 i
DR AB () (%)
0.11 1.28 45.44 7.94 861.09
[Sp%: o =+ + & -
0.34 0.98 17.11 10.85 402.95
0.51 2.17 48.94 7.19 731.01
FhEAE + + + + e
_ 0.54 0.97 15.65 8.97 359.00
(P 001 (P<001) (PLo01) (PL001)

Japan Organ Transplant Network



-

LYEIVMERBEREFED
LI ETV MR- AR - E AR

[2F 208 (1995.4.1 ~ 2002.1.9 N=1,063)
R (2002.1.10~2009.12.31  N=1,327)
LiETUR LiETUR FFHEHARS AT AR
Fip FHh
(£&) (16AELL L) (4F) (%)
44,60 45.56 6.76 10.12
[Sp- % 3 # + + u
11.22 9.80 4.86 6.21
47.44 50.05 14.27 17.24
FrE + + + +
1288 8.58 5.37 6.70
(P<001) (PLD0Y) (P<not) (PL001)
LYEIUMBIRBETERHED
LYEIUMFRBE-SHTAEH
|=F %18 (1995.4.1 ~ 2002.1.9 N=1,063)
e (2002.1.10~2009.12.31  N=1,327)
HFHBERY BB
[zF %1 2467.04+1772.57 3694.26+2265.90
} (P< 001)
21K 5207.99+1958.52 6292.61+2446.02
i 1685 LLE 5521.06=+1610.10 6631.28+2141.61
] (P<.001)
166K 800.19+724.71 1489.00+1042.23

Japan Organ Transplant Network

2



BREEXFAROFRERBIUBHEY
(B EIRBEDH)

[2F % (1995.4.1 ~ 2002.1.9 N=1,063)
e (2002.1.10~2009.12.31  N=1,327)

s HEw " B EH

s00 =00
mA L 1[E]

S 428
00 O & ]
428
100

200 166 137
138
() L -
51
0 - L
SEREN  SWELE 0WEE SEHE 208HE SEEM SRl Rk 5fERLE 208 LLE

LYETY MRREETERIGOEFE - 4R E

|=F/ %18 (1995.4.1 ~ 2002.1.9 N=1,063)
R (2002.1.10~2009.12.31  N=1,327)

£7FE(%)

1588 14 34 5% (Logrank)
g% | 982 95.3 91.5 89.3

EAE | 980 96.1 93.7 91.7

p=0.135

EHE (%)

1hA 145 3% 54 (Logrank)
B | 917 84.9 775 70.5

PTEE [ 931 875 81.2 75.6

p=0.014

Japan Organ Transplant Network
3



EFE GEIREER

(1995.4.1 ~2002.1.9
(2002.1.10~2009.12.31

[2F 23
L3

N=1,063)
N=1.327)

100% ‘
|
|

80% |
| 0=0014

60%
|

40% |

20%

0'6 i L i i i L L L i i i i i i i J
0 12 24 36 48 60 72 B4 96 108 120 132 144 156 168 180 192
WA
EFE EIREER
2P/ %9 (1995.4.1 ~2002.1.9 N=1,063)
AL (2002.1.10~2009.12.31 N=1327)
100% 4
wlu
BON | p=0.135
[:F %
60% |
404
20%
m 1 i i L 1 i L I L I i ' L L i - |

0 12 24 36 48 60 72 B4 96 108

MmA)

120 132 144 156 168 180 192

Japan Organ Transplant Network
4



AEE 1I6RKRE- UL
(1995.4.1~2009.12.31)

100%
|
80% [
IGRER/ n=117 |
60%
16RLLE n=2273
40% | p=0.630
|
20% |
|
u‘. Al 1 ' 1 1 i ' i L 'l A1 1 L 1 1 ]
0 12 24 36 48 60 72 84 96 108 120 132 144 156 168 180 192
wmma)
LYEIUMBREELZBRIZOBERIETH
[2F %1 (1995.4.1 ~ 2002.1.9 N=1,063)
ki (2002.1.10~2009.12.31  N=1,327)
BIE&SFELIAETH BlEE1ELAECH
()
60 20
™ =g mB8
50 | 48 O 16 o#
40
I 1]
30 10
8
20 -
10 8 9 10
§
0
1 2 3 4 5 0
1 23 456 7 8 9101112
(4E M) (A %)

Japan Organ Transplant Network

5



LYELY MBIREEZTBRTHROBAER
MIEEER - WREFT R -EC-£FE

[2F %3 (1995.4.1 ~ 2002.1.9 N=1,063)
e (2002.1.10~2009.12.31  N=1,327)
BHR%EC®)
BT HE e i e o Hr AR
™ FRB (8) 3hA 6hA 1208
' (%)
[=F %28 8.1 40 1507+63.81 2.7 3.2 4.7
g 8.2 39 12.92+19.71 26 34 38
BT R REGIE T DREA
1B M ke
86/1063 (8.1%) F A7 R A hi 4 109/1327(8.2%)
42/1063 (4.0%) S 3] 52/1327 (3.9%)
10 BHW iz 14
1 EHimmE I
T8

Japan Organ Transplant Network

6



o0 HE A e

1=F % 3 (1995.4.1 ~ 2002.1.9 N=1.063)
i 2 (2002,1.10~2009,12.31 N=1327)
|5E-22 4 R
B
22l | wemss []5
2l .-
11- HleBss .4
20  wawes  [J6
g EEETE

g ]

LYETUMERERTER#OBIE®ER

1| suwmesns 3
£0M

T4

7

S

HLAFRE & R smnmorn £EF

100% |
BO%N |
60% |
40%

20%

0%

—— A
—t— DR OMM (n=1620)

s— DR IMM (n=737)
DR 2MM (n=33)

|

0

12 24 36 48 60 72 B4 96 108 120 132 144 156 168 180 192

(A)

Japan Organ Transplant Network
7



HLARE S R B sexnma-s) £FHR

100%

T T e

AB OMM (n-304) '
AB 1-2MM (n=1503) [ F°"7
80% " AB 34MM (n=583)
60%
40%
20%
|
0% ) o N ) L ! ) ) " L " " ’ |

0 12 24 36 48 60 72 84 96 108 120 132 144 156 168 180 192 (A)

HLAT B SR exma-8-0p £EFER

100% =

80%

60% =

40% HLAZATF 0~8
0N 2
1{N=506)
2(N-730)
IN-514)
;{: ::;ﬂ N=2.390
G;N iy Logrank p=0 0543
Wilcoxon p=0 1435

20% 7

[ 111

0%

0 24 48 72 96 120 144 168 192 (R)

Japan Organ Transplant Network
8



HLATE & IR sazza-s-0r EFE
~
E";’ﬂ' e | 2% | 3% | 4% | sw | e | 1% | e | 9% | 108

1] BB 4% B7.0% B4 4% BO 2% T79% 75.5% 7208 FAR LY 69.4% 66.3%

1 B61% B2 3% 78.5% 1464 T15% 6B.3% 66.3% 61.6% 58.4% 56.3%

2 B6.0% 8184 78 6% 7554 70 8% 68.9% 653% 62.0% 60 5% 56 4%

| B6 9% B2 4% BO 2% 7745 T40% 7144 GO TS 67.3% 65 2% 6274

4 B5 3% B16% 77.8% T4 6% 130N 71.8% 66 8% 50 6% 55 9% 55 9%

5 B2 8% T8.0N 7255 6778 64 8% 60 3% 60 3% 60.3% 60.3% 60.3%

1] 1000% | 1000% 100.0% 1000% | 1000% 1000% | 1000% 1000% | 1000% 100 0%

HLAT & /R # dasmma-s-0r EFE

B8O%

60%

40%

20% 7

0% 4

HLAZAIoF 0~8

OiN=2TT)
V(N=506}
2(N=731)
HN=514)
4(N-287)
5(N=70}
BN=5)

N=2,380
Logrank p=06586
Wilcoxon p=0 8105

(R)

Japan Organ Transplant Network
9



HLATE S IR # ewma-s-0r) EFER

SARIT % | 2% | am | 4% |55 | o | 1% | o | o | 10%
0 96.0% 94.9% 94.2% 92.3% 91.5% 89.9% | 89.1% | B8B.7% | 88.3% | B7.8%
1 95.2% 94.2% | 901.7% | 90.5% | 89.8% | 88.4% | B87.6% | 86.4% 85.5% | B84.8%
2 95.7% 93.9% | 91.9% 90.4% 89.0% | 88.3% | B6:7% | 85.8% B84.8% | B83.7%
3 95:3\ 94.5% 93.7% 92.8% 92.4% 90.7% 90.7% | 90.0% B9.1% B8.IN
4 96.2% 94.5% 92.3% 91.7% 917N 89.7% | 86.2% | B6.2% | 82.8% | B2.8N
5 92.8% 92.8% 92.8% | 88.0% | B5.5% 85.5% | 855% | B85.5% B85.5% | B5.5%
6 100.0% | 100.0% | 100,0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%

INRIZEEE (168 KE) Mo 0 (DL & B iR 4)
BB HE L7 458

100%

BON |

60N |

0% |

20% |

0%

n

i L

(1995,4-2009.12 N=69)

I I

|
J

0 12 24 36 48 60 72 84 96 108 120 132 144 156 168 180 192

\HA §:3 345 54 104
47 | 1009 | 986% | 971% | 94.0% | 879%
HME | B55% | 826% | 8119 | 74.1% | 604%

EfFE

2B

WA CA)

Japan Organ Transplant Network

10



INRERBEE (168K E) DV/NR (163 KE) ~ 0 (D IR % BHIZ 4
BiE £7-4£%

(1995.4-2009.12 N=28)

100% 'L_l ]

* HF
i |—I_'—I_LL‘_~ |
60% [ |

tte—b
B

a0% .
20% |
0%

0 12 24 36 48 60 72 B4 96 108 120 132 144 156 168 180 192 M CA)

1hA 15 ki3 :1: 4 104
SHE | 100% | 929% | 920% | 029% | 928%

EME | 857% | B21% | B21% | 747% | B68%

INRIRBE (16K H) M5 1658 LA D (DRI Bz i)
BhtisiE &7 5%

(1995.4-2009.12 N=41)

100% .——LL—.-E_‘
aos F - $FE
60% |
ERE
408
20% |
0% e,
0 12 24 36 48 60 72 B4 96 108 120 132 144 156 168 180 192
MM (B)

1hA 14 a5 S5 104
S7FE | 100% | 100% | 94.79% | 94.7% | B20%

EME | 820% | 829% | B03% | 73.7% | 51.7%

Japan Organ Transplant Network
"



HEZICLOBMBHE 4£8FE < BHTHIR
(EHFBABFHOT—4ER

100%

80% EHF104FLLE n=741
EHT 10K n=149

60% | . )

ao%

20% |

o‘ 1 A 1 1 1 L A 1

0 12 24 3 48 60 72 84 9 108

Mma)

1hA E:3 ji: 4 54
105ERM | 953% | 005% | 845% | 760%

10%ELE | 941% | Bases | B49% | B129% ey P00
20%KELL | o04% | 830%e | 742% | 6599

MEEICLLIBRBIE 45 < B
(FEHBABFHOT—EEKR

B3 TOT R4 KINNG)
— — L 1THETEM
100% |
| p0oI
]
BON [
‘ EH17EKH n=682
60% | | BT 174 LLE n=634
0% | i
205
|
o " ; i ; ; i . i J

0 12 24 36 48 60 72 84 9 o JUMI(A)

1TSEHM | D41% | 901% | B4.1%9 | 795%
175ELE | 918% | BAB% | 7849 | 714%

Japan Organ Transplant Network

12



HMEEICLOBMBHE £58E < FENHR
GEHTHABFHDOT—ER

100% P=0.02

sos | | EHTIMERA =340
gox | EHT 135 LLE n=076
40%

20% [

” ; ,

0 12 24 36 48 60 72 84 96 108

134 | 953% | 911% | 855% | 798%
138ELLE | 922% | B61% | 795% | 741%

CAH)
600

o & FRABEEYK

[:E % (1995.4.1 ~ 2002.1.9 N=1,063)
W (2002.1.10~2009.12.31  N=1,327)

500 r

400

300

200

100

mig
o

<5 5< 10< 16< 20 30 40 50 60 70 (4 4%)

Japan Organ Transplant Network

13



BRBHEFLERE [Fi)

(2010.5.313R7F N=11,795)
(%)
8000

6000 [
4000 3318

2000 |

455
0 4 N : :
~15 16~30  31~45  46~60 61~ (&)

BRBEFLERE (FREHR]

(2010.5.313R4#E N=11,795)
(A8)

6,000

4,000

3,080

2,502
2,000
876

l] 438

54k S5%ELLE 104ELLE 155 E 20 (F#D

Japan Organ Transplant Network

14



BEBEFLERE [(BTE#)
(2010.5.313R7F N=11,795)
(%)
6,000 r
4,000 r 3.198
2,760 2777
2.000 - 1531
; 1,331
0 i L L ! i L . S
SEEXRM SELLE 105FELLE 15FLE 20ELE  FOM (SF80
NEERBIEGR - BRBEFEEROMED
(16588 19954E4 5 ~20094E128)
(AR (A%
14 9()
T ERE LR i
i \ L 6
- BRBMEIEN 164 2 70
0.1 (12AFBE) ”u.j_—ujf 60
8r Al
3y n3
6 & h 40
IL[I #C Py 30
4t I8
| | 6 20
2 r 4 |3I 4 10
o i UL LPLELRLELLEU LY
\“qh ﬁqh @q \“& -«."'qq '\?@ '\.@\ '\.@w '\-@Q, '\.@h '\.@% w@b %@'\ '\.@% '\?@
« 20041 AR LYRRBELLE I FNREBHBESH, PE~OBRLBREINAD SIS0

Japan Organ Transplant Network
15



BERBEAS BRBEFLEEROER
(1688 LLE 19955448 ~20094128)

(AR (AR
250 12300
o RRBESN e VLIS 11972 970
| | 8560
3 R \/o—--o——o 12000
(12AKB#E)
150 11500
100 ! 9 11000
7 sf L4 158 1] 1. : sh 1 78 161 73
50 1 10500
0 : i : " 1 1 1 ! : - S R 10000

o 0 AN F DN NN DI EEN DD
S ) O S P H . $

Btz ftE [(FR]

(1995/4~2009/12 RHFETFN=76 21k TFN=1246)

(AR
250

200

W OMELET
M fxX%ETF

150

100

50

0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 B0 ()

Japan Organ Transplant Network
16



2 E R H 2

BhmEE (Lovo s b) BRI

1. RRSEMH
(1) ABOzfuiEH!

ABOXfiZl>—% (identical) KRONES (compatible) DOFEFEEE AEHE &+

B

o

(2) U2/ BREHEAGAER (£Y 7 BRULT U v 7sek) etk

2. MEEFENENL
(1) ki (PHOnBR)
Hby o ek PR
[Rl—&RE TR () 124
Rl—7 v 7N 6 M

*  BREATSEHE OBBHII ISR R OFTER” EREFR) &35,

(2) HL ADOEEE

D REEDOEA K
(2 A< vFE)

AVER OB IHEOEEE
(A v FH)

RO

0

144

1 35

1'24%

114

104

9K

8 M

7R

6 K

5 R

4 5

3R

2 R

1R

NN |INM NN~ |H]-==O|O|OC|OC|OC

B lWw o= | O |lWw = Ol |Wwib| =~

0 A




(3) R
B (N) =4014 B : 8B EORA > F=N/365 &
B (N) >4014 B : FHEBE0RA > F=10+10g1.74 (N/365—9) A

(4) /NErRE
NRFFHERE (1 6 HER) 12OV TiE 1 4 SANE+5,

3. BARRRsRE
WEFRCEET ABAEE (v b)) BEECEETHEAIE. EIER .
VL FONBIZ#E L THRIET 5,

(1) RiggRORARIZRET HIEHESS 6 5200 2 OMUEIZIE D& | BRI o UNat 4 ey cf it
THEBNRRIN TG, Yl 5T 5,

(2) ABORUMEHMA—F (identical) TH5EAMMEE (compatible) 45 L v 5+
"A/.;)U

(3) 2. @ (1) ~ (4) OFFHEBOEVINEL TS, 12720, ZHEDORMENAFR—OB
fAEE (Lexy b)) DEMIEE LI a1, IR B S ), 4
HZEE S5,

F7-. PRAMENTEELRAILIP R ARMREEMEA M- L &35,

(FE 1) Mk, JFHIE LT, #OERFR. 7oy 2 NhERERFR & 3%, 1-17 L. Huko
E B E 2, () BABESH TR v b7 — 2 2B T OERETFRA S L
e 77ay ) kBT 5Z bl +5,

(HE2) 1VELUNICBAEE (Lo b)) ORBIRAET S TWD 2 & & Y3k
&35,

(7E3) CHBUFRIUAGE N — 6 OBHE, CRIFRIUKRBEL & B hddrd ot
EFT DM, Y AZIZOWTEHICE LAGE 2 S O aIc o B &
Do

(HE4) F/L— O TFTORRUIZONWT, FElith 1 F£OT— 4 PER S - E CHiL—
ZRRETT A03, LERHIUGEMT R EFIE IOV TREH 5,



2 E &K 3

<Bl> igastettE (FJ—) @ik

L UTORBITKEEZEDRNI L LT3,
(1) &E DO TEIMERYSE
(Q)H I VHE, HTLV—1Hi& HB s Hi2 E0pH
@) 7Y T /b« ¥ AaTHERREDEN
(4) BAENESS; (R FEMERMES R NS L7 B2 6n5 b akR<,)

2. LT OB SUTKENFEET 25810, MEIC#EICARET 5,
(1) Mg AL, FRAT RS X A 2 BE RO T
(2) HC V HifkptE

3.4EM : 7T OLAT A E LUy,

ffic EFEoRELEEREIRS = &,



2 E &' E 4

BABiEFS - BFEESHYS HEFESS
HLA [ZRAH 5B IREE (1R E)

(NRE. BB EOEEFICHT AEEMICTIEBEFESE (LUETURER
HEEDVWTIRED-OEFEPTHY., BBRHEES IL—ILORELEENTHA
T3, FEMEEICEDLOIAABERZS, BAEGEAUFSOLRELES
BIZCTHLA [CEADLLEREEDIREETROLSIZITITEELT =,

1. AHREM (2))/NBREER XHER (2 /N\BRXIE T2/ ) B
(BIERE)

=EED) 2 NBR A XGRS

(fFE%) BAX. BREOVUNBKRRXXABAZNHEHESA TS, ELIT Flow
cytometry IR EX LD A EMNZE T H, EERREE. LELETXEARBRAEICH
(FRVNERIZZRINAEE R ALLZWAETHY. AHG, Flow cytometry (&, R
BEnFESND,

3. BEARMRIRNE (3) —F 7. PRABREMNTEELIS AICIX. PRABREIEME
=9 2&ET 5

(BER)BHEFLED PRA RE (HLA iIARD)—=U ) &, BREEAEEAL
TEBETHIENZELLY,

(fZ3R)PRA 5. VO Ty FIEHIX. BN TEBHED LWEREL->TLS, HF
Tl N—=FNWIORTYFOHEALZRATNDECHEDH D, BEED HLA Hik
RET—2E. BHELEIUMRIRICE ALIEIREIRMT S,

(BIEZ: TaZam)
(GE5) HLA REMBRARMILIEAMTREASTICOVTIE, BEEE (AAM
BBEEMPREIVBABIEER) EERICIVERLIZAIRSAUICERNT 5,

(2) FF—RAEFITEH TS Flow cytometry VARTYFDRAXIEA AT HEAHEERIC
DWTEELAE STz, AR, FH. BRIFEHEFFEREEZMRLETNIEESE0A, ]
HDECH, RIS TIE, BERIEKRDH Flow cytometry NEBBEEIN TLVS,
HRETIE D EL 3 BRIV BETHDHEEZLNS,

(B)HLA BAELT X BRE. 2 i G TH AN, 4 iIEIFETHS,



52 E &P 5

CLINICAL AND TRANSLATIONAL RESEARCH

Improved Graft Survival in Highly Sensitized Patients
Undergoing Renal Transplantation After the
Introduction of a Clinically Validated Flow

Cytometry Crossmatch -

Sandhya Limaye,' Patrick O’Kelly,” Grainne Harmon,' Derek O’Neill," Anthony M. Dorman,’
Joseph Walshe,” John Donohoe,” Dilly Little,” Peter |. Conlon,” and Mary T. Keogan"’

Background. Flow cytometric techniques are increasingly used in pretransplant crossmatching, although there remains
debate regarding the clinical significance and predictive value of donor-specific antibodies detected by flow cytometry.
At least some of the discrepancies between published studies may arise from differences in cutoffs used and lack of
standardization of the test.

Methods. We selected cut-off values for pretransplant flow cytometric crossmatching (FCXM) based on the correlation of
retrospective results with the occurrence of antibody-mediated rejection. The impact on long-term renal graft survival of
prospective FCXM was determined by comparing graft survival between patients crossmatched with complement-
dependent cytotoxicity (CDC) only with those prospectively crossmatched with both CDC and FCXM,

Results. Chosen cut-off values gave a positive predictive value of FCXM for antibody-mediated rejection of 3%, and
a negative predictive value of 90%. After the introduction of prospective B- and T-cell crossmatching by flow cytometry
inaddition to CDCin our center, there was a significant improvement in renal graft survival in highly sensitized patients
(P=0.017). Four-year graft survival in highly sensitized patients after the introduction of FCXM was 89%, which did
not differ significantly from that seen in nonsensitized patients (93%; P=0.638).

Conclusions. Our data demonstrate that prospective FCXM improves renal transplant outcome in highly sensitized
patients, provided that cut-off values are carefully validated and results interpreted in the context of sensitization

history and antibody screening results,

Keywords: Flow cytometry, Crossmatching, Validation, Renal transplant.

(Transplantation 2009;87: 1052-1056)

omplement-dependent cytotoxicity (CDC) techniques

with or without enhancement are now used in pre-
transplant crossmatching after Patel and Terasaki’s publi-
cation in 1969 describing antidonor reactivity in recipient
sera (1). CDC crossmatching detects preformed, donor-
specific, complement-fixing antibodies and was initially in-
troduced to prevent the devastation of hyperacute transplant
rejection. However, acute humoral or antibody-mediated
rejection (AMR) in the presence of donor-specific alloanti-
bodies is now increasingly recognized as a cause of early renal
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graft dysfunction with a reported incidence of up to 8% (2, 3).
As CDC assays do not detect noncomplement-fixing anti-
bodies, nor all complement-fixing antibodies, newer tech-
niques with greater sensitivity are gaining favor and often
used in conjunction with CDC.

Flow cytometric crossmatching (FCXM), as first de-
scribed by Garovoy et al. in 1983 (4), has considerably greater
sensitivity than the basic or enhanced CDC assays (4-6, 7),
allows identification of antibody isotype, and detects low-
level cytotoxic as well as noncytotoxic antibodies. FXCM tech-
niques are routinely designed to detect IgG donor-specific
antibody (DSA). The clinical significance of IgM DSA remains
controversial, and IgA DSA is not known to be of clinical signif-
icance. Renal transplants performed across a positive flow
cytometric crossmatch have been shown to have higher rates
of acute rejection, early graft loss, and lower 1-year graft sur-
vival (8). However, there are conflicting reports in the litera-
ture regarding the clinical significance of DSA detected by
flow cytometry and not by CDC.

In 2000, 50% of tissue typing laboratories in the United
States performed the final pretransplant crossmatch by flow
cytometry (7), yet the definition of a positive result is not

Transplantation *+ Volume 87, Number 7, April 15, 2009
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standardized and may account for discrepancies between
studies. Positive cut-off definitions from published research
studies include more than 25D shift above mean channel shift
from the negative control (9, 10}, variable mean channel dis-
placement for T and B cells (11, 12), or more than 35D in-
crease in sample median fluorescence intensity from negative
control values with SD derived from previous crossmatches
between nonsensitized sera and donor lymphocytes (13).
Furthermore, flow cut-offvalues used to determine a positive
or negative crossmatch are not reported as having been vali-
dated by retrospective correlation with clinical outcome, with
the exception of Kotb et al. (14). To date there have been no
studies reporting the clinical impact of the introduction of
FXCM on gralt survival.

We sought to determine optimal flow cytometric cut-
off values for B- and T-cell crossmatches by correlating results
obtained from crossmatches performed retrospectively with
the occurrence of AMR in renal transplant recipients in our
center. We also assessed the impact of the introduction of
pretransplant crossmatching by flow cytometry using these
cutoffs on graft survival.

MATERIALS AND METHODS

All laboratory investigations were performed in the
Histocompatibility and Immunogenetics (H&I) laboratory
ol Beaumont Hospital, which is the national H&I service for
solid organ transplantation in Ireland. '

All patients diagnosed with AMR between 1998 and
2000 for whom sufficient frozen donor lymphocytes were
available for crossmatch studies were included. The clinical
outcome of these patients has been previously published (3).
Control sera from 50 patients receiving renal transplants in
the same time period who had not experienced AMR were
also included.

The panel-reactive antibodies (PRA) of transplant re-
cipients was assessed on peripheral blood lymphocytes using
the National Institute of Health basic CDC technique (15) on
a selected panel to encompass donor antigens commonly en-
countered in the [rish population. Potential transplant recip-
ients all received regular screening for anti-human leukocyte
antigen (HLA) antibodies by CDC and ELISA (LAT-M/LAT,
One Lambda Inc,, Canoga Park, CA) every 3 monthsin line with
the European Federation for Immunogenetics standards.

AMR was suspected if there was a clinical evidence of
acute graft dysfunction within 6 weeks ol transplantation, and
confirmed by typical histologic findings of capillary or peritubu-
lar polymorphonuclear leukocytes, together with visualization
of immunoglobulin or C4 deposits by direct immunofluores-
cence, or the presence of DSA in patient serum by ELISA or flow
cytometry, as per amended BanfT criteria (16).

Retrospective crossmatches were performed using pre-
transplant sera of the above renal transplant recipients, all of
whom had a negative CDC before transplantation. Flow cy-
tometric crossmatch analysis was performed by modification
of a previously described dual-color technique (17). In brief,
donor cells were incubated with patient or control serum for
30 min at 22°C. Cells were then washed and stained with
anti-human IgG conjugated to fluorescein isothiocyanate as
well as either anti-CD3 conjugated to phycoerythrin (T-cell
stain) or anti-CD19 conjugated to phycoerythrin (B-cell

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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stain) for 30 min at 4°C in the dark. Cells were then washed
with FACSFlow, pelleted by microcentrifugation, and
finally resuspended in 250 pL FACSFlow. Fluorochrome-
conjugated antibodies bound to the cell surface were de-
tected by two-color analysis on a FACScan flow cytometer
(BD Biosciences, Franklin Lakes, NJ) and data analyzed with
Cellquest software. Results for T- and B-cell crossmatches
were expressed as a ratio compared with the corresponding
result obtained from male AB serum.

Graft survival was followed up for renal transplants
performed at Beaumont Hospital from 1998 to 2005 with
information obtained from the National Renal Transplant
Registry of [reland and stratified according to semiquantita-
tive PRA values. To determine the impact of the introduction
of prospective FCXM on graft survival, data were divided into
two distinct 4-year periods of 1998-2001 and 2002-2005. Re-
nal transplant recipients in the first group all had a negative
CDC. Prospective crossmatching by low cytometry in addi-
tion to CDC was introduced into the laboratory in late 2001.
Thus, any patients in the second group who had ever had
detectable anti-HLA antibodies on screening or who had a
sensilizing event within 6 months of transplant received a
pretransplant crossmatch by both CDC and flow cytometry.

Immunosuppression regimens given to low-risk pa-
tients evolved over the study period from combined cyclo-
sporine and azathioprine, to tacrolimus and azathioprine,
and finally, tacrolimus and mycophenolate together with cor-
ticosteroids. There was no change in the immunosuppressive
regimen given to a subgroup of highly sensitized (PRA =50)
patients or in surgical or postoperative management between
the two time periods. However, from 2002, all positive or
equivocal crossmatches were discussed with a consultant
immunologist before proceeding to transplantation. Cross-
match results were interpreted in the context of sensitization
history and antibody screening results. Transplantation was
permitted to proceed with a positive FCXM if the presence of
donor-specific anti-HLA antibodies could be excluded.

For statistical analysis, log-rank tests were used to de-
termine differences in graft survival of high PRA patients be-
tween the two time periods 19982001 and 2002-2005. Cox
proportional hazards methods were used in multifactorial
models to determine independence of effect of confounding
variables on graft outcome. Fisher Exact and Wilcoxon Rank-
Sum tests were used to determine differences in demographic
and clinical variables. A P value less than 0.05 was considered
asignificant result. The statistical software used for all analy-
ses was Stata (version 8, College Station, TX).

RESULTS

Twenty patients met criteria for the diagnosis of AMR
between 1998 and 2000, of which five were excluded from
analysis due to lack of availability of frozen donor cells. Five
patients were primary graft recipients and 10 were recipients
of second or subsequent renal transplants. Of the 50 selected
control sera, one was excluded from analysis due to insuffi-
cient cells for accurate analysis, thus a total of 64 retrospective
flow cytometric crossmatches for both T and B cells were
performed.

Results for T- and B-cell crossmatches were plotted on
each axis of a scatter chart with additional identification of the
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FIGURE 1.
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Scatter plot of B- and T-cell FCXM results. Patients diagnosed with antibody-mediated rejection are identified

with ¢ and controls identified with O. Cut-off values for a positive crossmatch (T cell >1.5, B cell >2) are delineated and

were selected by visual analysis of data distribution.

presence or absence of AMR (Fig. 1). Positive cutoffs were
determined by visual analysis of the data and set as a T-cell
ratio more than 1.5 and B-cell ratio more than 2. Using these
cutoffs, 10 of 15 patients with AMR had a positive cross-
match, giving a sensitivity of 67%. Forty seven of 52 patients
with a negative result did not demonstrate features of AMR,
giving a negative predictive value of 90%. Of 12 patients with
a positive T- or B-cell crossmatch, 10 were diagnosed with
AMR, giving a positive predictive value of 83%. Patient 11
was a nontransfused male, whose ELISA screening results
were repeatedly negative for anti-HLA antibodies, but had an
antilymphocyte antibody detectable by CDC. Hence, appro-
priate clinical interpretation of results further enhances pos-
itive predictive value. Of the 64 patients in this study, only one
would have inappropriately denied a transplant because of an
FCXM that seemed to be clinically significant.

Gralt survival data were obtained from a total of 523
renal graft recipients from 1998 to 2001 and 554 recipients
from 2002 to 2005, representing all renal transplants per-
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formed within each time period. An increase in graft survival
was detected for patients in the latter time period, with a
4-year graft survival of 77% in 19982001 compared with
92% in 2002-2005 (P<<0.001).

When graft recipients in the first time period were strat-
ified into groups of low (=10%), medium (11%-49%), and
high (=50%) PRA, there were significant differences in graft
survival for the different patient groups, with 4-year graft
survival of 80%, 75%, and 65%, respectively (P=0.015). In
contrast, patients who received renal transplants between
2002 and 2005, after the introduction of prospective flow cy-
tometric crossmatching, did not show an inverse correlation
between PRA and long-term graft survival, with 4-year sur-
vival rates of 93%, 92%, and 89% for low, medium, and high
PRA groups, respectively (P=0.638) (Fig. 2A). Thus, the in-
troduction of FCXM led to the greatest improvement in 4-year
graft survival in patients with high PRA, which increased from
65% to 8§9%. In addition, there was a significant decrease in
biopsy-proven cellular rejection in high PRA patients, from
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Time &am)
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(A) Four-year graft survival of renal transplants performed between 2002 and 2005, after the introduction of

prospective FCXM. There is no significant difference in graft survival at 4 years in patient groups stratified by PRA. (B)
Four-year graft survival of renal transplants in highly sensitized recipients performed in the two time periods before
(1998-2001) and after (2002-2008) the introduction of FCXM. All patients received immunosuppression with tacrolimus,
mycophenolate, and corticosteroids. Graft survival is significantly higher for patients receiving transplants between 2002
and 2008, after the introduction of prospective FCXM (P=0.017).
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40.8% in patients receiving transplants in 1998-2001 to
14.9% in those receiving transplants from 2002 to 2005
(P=0.042). The two patient groups with high PRA showed no
significant difference in mean donor and recipient age, sex,
match grade, length of cold ischemic time nor in the dis-
tribution of primary versus regrafts between the two time
periods.

A Cox multifactorial regression model was constructed
for a number of possible confounders including the above
variables as well as posttransplant complications of delayed
graft function and biopsy-proven rejection. The change in
graft survival between the two time periods remained signif-
icant in the presence of these possible confounders (P=0.009).
Thus, a reduced risk of graft failure was predicted for the latter
time period.

To exclude any change in immunosuppression as a
confounder affecting outcome, gralt survival between the
two time periods was compared between patients with
high PRA for whom there was clear documentation of on-
going immunosuppression with tacrolimus, mycopheno-
late, and corticosteroids.

Figure 2(B) shows that within this group, there was a
significant increase in 4-year graft survival from 62.5% be-
tween 1998 and 2001 (24 patients) o 88.6% between 2002
and 2005 (64 patients) (P=0.017).

DISCUSSION

Despite a number of studies showing inferior graft out-
comes in patients with a positive FCXM, the clinical significance
of DSA detected by flow cytometry and not CDC remains con-
troversial. At least one study has shown no difference in the
number of rejection episodes or 1-year graft survival among
transplant recipients with positive or negative FCXM (12, 18).
More recently, Vasilescu et al. (11) demonstrated that a pos-
itive flow crossmatch performed retrospectively was not in-
variably associated with increased rejection or graft loss. Even
studies that have reported increased graft loss in recipients
with a positive flow cytometric crossmatch did not demon-
strate an increased risk in all patients, raising the possibility of
oversensitivity, lack of specificity of a positive result, and the
inappropriate exclusion of patients for transplantation. Thus,
it is vital that the cutoff values that determine a positive reac-
tion are carefully validated to ensure clinical relevance.

Our data support the well-known increased sensitivity
of FCXM compared with CDC crossmatching. Of 64 patients
with a negative CDC, 12 patients, or 19% demonstrated a
positive T- or B-cell flow cytometric crossmatch. This is con-
sistent with previous reports demonstrating the considerably
greater sensitivity of FXCM compared with CDC (4, 5). In
renal transplant recipients with a negative anti-human
globulin (augmented)-CDC, a median of 15% primary
grafts and 34% regrafts demonstrate a positive crossmatch
by flow cytometry (8).

We have shown that the use of cut-off values selected by
retrospective correlation of FCXM values with the occurrence
of AMR, results in higher positive and negative predictive
values than previously reported (11). The implementation of
these cut-off values in prospective flow cytometric cross-
matches in our center resulted in an improvement in long-
term graft survival in highly sensitized patients. In agreement
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with this, it has been reported that graft survival among re-
graft recipients, a population that usually includes a signifi-
cant percentage of highly sensitized patients, is significantly
increased by prospective crossmatching by flow cytometry
(9). Because of the evolution in immunosuppression regi-
mens over the study period, the contribution of FCXM to the
improvement in graft survival seen in less-sensitized patients
cannot be determined.

A prospective study evaluating FCXM showed that
transplant candidates with low or negative PRA and a positive
flow cytometric crossmatch had significantly greater rates of
early rejection and steroid-resistant rejection when compared
with FCXM negative controls. Despite this, there was no dif-
ference in [ -year graft survival between the two groups. Thus,
a prospective positive FCXM in unsensitized patients identi-
fied those at increased risk of rejection, although the authors
concluded that patients with a positive FCXM should not be
excluded from transplantation without consideration of
other risk factors such as donor age and degree of sensitiza-
tion ol the recipient (19). However, the crucial difference be-
tween our study and previous data is the clinical validation of
the cutoffs used to determine a positive, equivocal, and neg-
ative result.

[n our center, the combined intervention of the intro-
duction of prospective, clinically validated FCXM and on-call
consultant input has improved graft survival in highly sensi-
tized renal transplant recipients. Since 2001, we routinely
performed prospective B- and T-cell flow cytometric cross-
matches in patients with any level of detectable anti-HLA
antibodies, Unsensitized patients (no anti-HLA antibodies
detected by CDC and ELISA or Luminex) do not receive a
prospective FCXM; therefore, our findings cannot be ex-
tended to this group. Cross-match results are interpreted to-
gether with the results of antibody screening, sensitization
history, and donor-recipient matching. A positive FCXM at-
tributable to anti-HLA antibodies is a contraindication to
transplantation in the absence of augmented immunosuppres-
sion. Our data demonstrate that prospective crossmatching by
flow cytometry is a useful technique to identify sensitized renal
transplant recipients undetected by CDC crossmatching and
that the predictive value of the test can be maximized by clin-
ical validation of cutoff values. The decision to proceed with
transplantation can be further optimized by interpreting pre-
transplant cross-match results in the context of the patient’s
sensitization history and antibody screening results.

ACKNOWLEDGMENT
The authors thank Mr. David P. Hickey, Director of the
Transplant Unit for permission to include his patients in the
stidy and for helpful discussions.

REFERENCES

1. Patel R, Terasaki PI. Signiflicance of the positive crossmatch test in
kidney transplantation. N Engl | Med 1969; 280: 735.

2. Crespo M, Pascual M, Tolkoff-Rublin N, et al. Acute humoral rejection
in renal allograft recipients. 1. Incidence, serology and clinical charac-
teristics. Transplantation 2001; 71: 652.

3. Abraham KA, Brown C, Conlon PJ, etal. Plasmapheresis as rescue therapy
in accelerated acute humoral rejection. | Clin Apher 2003; 18: 103,

4. Garovoy MR, Rheinschmidt MA, Bigos M, et al. Flow cytometry anal-
ysis: A high technology crossmatch technique facilitating transplanta-
tion. Transplont Proc 1983; 15: 1939,



1056

Chapman IR, Deierhoi MH, Carter NI', et al. Analysis of Now cytom-
etry and cytotoxicity crossmatches in renal transplantation. Transplant
Proc 1985; 17: 2480,

Leenaerts PL, De Ruysscher D, Vandeputte M, et al. Measurement of

alloantibody by flow cytometry. J Imnunol Methods 1990; 130: 73,
Gebel [TM, Bray RA, Nickerson P. Pre-transplant assessment of donor-
reactive, HLA-specitic antibodies in renal transplantation: Contraindi-
cation vs. risk. Am | Transplant 2003; 3: 1488,

Christiaans MHL, Overhol R, ten Haft A, et al. No advantage of Now
cytomelry crossmaltch over complement-dependent cytotoxicity in im-
munologically well-documented renal allograflt recipients. Transplan-
tation 1996; 62: 1341,

Vasilescu ER, Ho EK, Colovai Al etal. Alloantibodies and the outcome
of cadaver kidney allografts, Humt Iniminnol 2006; 67: 597,

Gebel HM, Bray RA. Sensitisation and sensitivity: Defining the unsen-
sitized patient. Transplitation 2000; 69: 1370,

Bryan CF, Baier KA, Nelson PW, et al. Long-term gralt survival is
improved in cadaveric renal retransplantation by flow eytometric
crossmatching. Transplantation 1998; 66: 1827.

Nelson PW, Eschliman P, Shield CF, et al. Improved gralt survival in
cadaveric renal retransplantation by flow crossmatching. Arch Siurg
1996; 131: 599,

L3,

19,

Transplantation * Volume 87, Number 7, April 15, 2009

Michelon T, Schroeder R, Fagundes 1, et al. Clinical relevance of low levels
of preformed alloantibodies detected by flow cytometry in the first year
post-Kidney transplantation. Transplant Proc 2005; 37: 2750,

Karpinski M, Rush D, Jeffery J, et al. Flow cytometric crossmatching in
primary renal transplant recipients with a negative anti-human globu-
lin enhanced cytotoxicity crossmatch. J Am Soc Nephrol 20015 12: 2807,
Kotb M, Russell WC, Hathaway DK, et al. The use of positive B cell flow
cytometry crossmatch in predicting rejection among renal transplant
recipients. Clin Transplant 1999; 13(1 Pt 2): 83,

Scornik JC, Clapp W, Patoon PR, et al. Outcome of kidney transplants
in patients known to be flow cytometry crossmatch positive. Trans-
plantation 2001; 71; 1098,

Racusen LC, Colvin RB, Solez K, et al. Antibody-mediated rejection
criteria—an addition to the Bantl '97 classification of renal allograft
rejection, Am | Transplantation 2003: 3: 708,

Bray RA, Lebeck LK, Gebel TIM, The How cytometric cross-match:
Dual coloranalysis of Tand B cell reactivities, Transplantation 1989; 48:
834,

Hopkins KA. The basic lymphocyte microcytotoxicity tests: Standard
and AHG enhancement. [n: Hahn AB, Land GA, eds. Laboratory Man-
ual. American Society for Histocompatibility and Immunogenetics
2000, pp IC 1.1.

Advertising in Transplantation

Please direct all inquiries regarding advertising in Transplantation to:

Sherry Reed
National Sales Manager

Lippincott Williams & Wilkins

351 W. Camden Street
Baltimore, MD 21201
Tel: 410-528-8553

Email: sherry.reed@wolterskluwer.com

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



ELSEVIER

% E K F 6

Use of Kidneys From Anti-HCV Positive Donors

J.M. Morales, J.M. Campistol, A. Andres, B. Dominguez-Gil, N. Esforzado, F. Oppenheimer,

and J.L. Rodicio

EREIRA et al' demonstrated that transmission of
HCV infection occurred in 100% of the patients
receiving a kidney from an HCV RNA positive donor and
S0% ol infected patients developed chronie liver discase.
This observation in the carly 1990 has led several procure-
ment centers o advocate that all HCV-infeeted kidneys
should be discarded. This policy has remained controversial
because there are other studies showing that transmission
of HCV infection and the subsequent development of
chronic liver discase were uncommon.® The heterogenicity
ol data on the rate of transmission has not been well
explained, but undoubtedly renal transplant patients who
receive kidneys [rom HCOV-positive donors have a high risk
on liver disease.' Therelore, according Lo current informa-
tion the widely held opinion is that HCV-positive kidneys
should not be transplanted into HCV-negative recipients,

The problem is that a complete restrictive policy of
discarding kidneys from HCV-positive donors will aggra-
vate organ shortage. Some authors have therelore sug-
gested that Kidneys Trom HCV-positive donors should be
transplanted into HCV-positive recipients.” There are sev-
eral arguments against this approach and solid arguments
lor the wse ol these kidneys, mainly that organ shortage is
very important and many patients on the waiting list for
transplantation will die before receiving a kidney trans-
plant.

In 1990, our two hospitals in Spain introduced the policy
of accepting kidneys [rom HCV-positive donors Tor HOV-
positive recipients alter full information and informed
consent.” The Spanish Transplant Organization supporicd
this policy. The results of our prospective study showed no
dilferences in terms of the prevalence ol liver disease (32%
vs 56%, respectively), praft survival (96% vs 93%) and
paticnt survival (1009% vs 98%) in 24 anti-HCV positive
paticnts who received kidneys from anti-HCV  positive
donors compared with 40 anti-HCV positive recipients who
reeeived kidneys from HCV negative donors,” These results
arc in agree with retrospective studies from Los Angeles®
and Washington” and indicate that transplantation of kid-
neys from anti-HCV positive donors into. HCV-positive
recipients is relatively safe at least Tor a period of 5 years.

However, in our study, when HCV RNA was determined
in all available serum, we showed that 80% of HCV-positive
but RNA-negative patients who reccived a kidney [rom an
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HCV RNA-positive donor turned to have a positive HCV
RNA  after transplantation, 50% of them developing
chronic liver disease.” Therefore, these results suggest that
HCV-positive kidneys should be offered (0 HCV RNA-
positive recipients only. So, this policy was adopted in our
Hospitals in 1993, In HCV-positive paticnts in our waiting
list, HCV RNA is determined every 6 months, Widell et al®
pointed out that superinfection is possible with a new
genotype™ although in a short-term follow up there were no
important clinical consequences. Matching donors and re-
cipients for HCV genotype would be desirable to minimise
the risk ol superinfeetion. HCV-positive patients on the
waiting list lor transplantation should be therelore tested
for HCV RNA and genotype.

In Spain, Kidneys from HCV-positive donors are trans-
plnted in some hospitals into HCV-positive recipicnts
only. Long-term experience (100 years) with this policy
shows that liver discase (30% vs 449 ), grall (74% vs 799%),
and patient survivall (89% vs 879) are not dilferent in 98
paticnts compared o 158 HCV-positive recipients whao
received organs from HCV negative donors,”

In summary. because ol shortage ol organs, we propose
that HCV-positive donors may be oflered 1o HCV RNA-
positive recipients. Full information and informed consent
are. mandatory. Matching donors and recipients for HCV
genotype would be desirable and measures to minimize the
elleet of HCV infection in renal transplant patients should
be recommended.
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