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The detrimental effect of donor-
specific antibodies is
irrespective of its level in highly-
Immunized living donor kidney
transplant recipients: A case-
control series

T. Tramper?, D. L. Roelen?, S. H. Brand-Schaaf?,

J. A. Kal-van Gestel*, M. M. L. Kho', M. E. J. Reinders",
J. I. Roodnat?, J. van de Wetering®, M. G. H. Betjes®
and A. E. de Weerd™

*Erasmus Medical Center Transplant Institute, Department of Internal Medicine, University Medical
Center Rotterdam, Rotterdam, Netherlands, 2HLA Laboratory, Department of Immunology, Leiden
University Medical Center, Leiden, Netherlands

Background: The impact of donor-specific antibodies (DSA) in (highly-)
immunized living donor kidney transplant recipients is reported differentially
in various patient cohorts.

Methods: We have performed a retrospective analysis of all consecutive HLA-
incompatible living donor kidney transplant recipients in our center between
2010-2019. Recipients who underwent plasmafiltration for a positive CDC-
crossmatch were excluded. For each DSA+ recipient (DSA+), one immunized
recipient without DSA (pPRA+) and two non-immunized recipients (pPRA-)
were included. Patient and graft survival were analyzed and a subgroup analysis
of DSA+ recipients was performed.

Results: For 63 DSA+ recipients, 63 PRA+ and 126 PRA- recipients were
included. 26 (41%) had class |, 24 (38%) class Il and 13 (21%) combined HLA
class | and Il DSA. Death-censored graft survival was inferior in DSA+ recipients
compared to pPRA+ (HR 2.38 [95% CI 1.00-5.70]) as well as to pPRA- (HR 3.91
[1.86-8.22]). In multivariate analysis, DSA remained of negative influence on
death-censored graft survival. Flowcytometric crossmatch, MFI value, HLA
class and origin of DSA were not of significant impact.

Conclusion: In our cohort of (highly-) immunized recipients, pretransplant DSA
led to inferior death-censored graft survival. There were no “safe” DSA
characteristics since only DSA per se impacted death-censored graft survival.

KEYWORDS

kidney transplantation, donor-specific antibodies, antibody-mediated (ABMR), panel-
reactive antibodies, graft survival
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Introduction

Kidney transplantation is the preferred treatment for end-
stage renal disease, but shortage of available kidney donors and a
limited survival of kidney allografts increase the demand of an
already limited donor pool (1-5). Donor-specific antibodies
(DSA) against HLA may arise after a previous transplantation,
pregnancy or blood transfusion. As the presence of DSA
pretransplantation can lead to antibody-mediated rejection
(ABMR) and subsequently graft-loss, it is generally avoided
in transplantation.

The pre-transplantation workup consists of different assays
to detect DSA including a cytotoxicity-dependent (CDC)
crossmatch, flowcytometric (flow) B- and T-cell crossmatches
and the Luminex single antigen bead (SAB) assay. There is an
increasing sensitivity to detect anti-HLA antibodies in these
assays (6), corresponding to different risk profiles for ABMR
post-transplantation.

Although DSA are considered harmful, the impact of DSA on
rejection and graft survival is differentially reported (7-11). The
Dutch PROCARE consortium reported a negative effect of DSA in
deceased donor transplantation only, not in living donor
transplantation (7, 8). Higgins et al. did not find a negative
impact of DSA on graft outcomes provided that the CDC-
crossmatch was negative (12). In our center, where the majority
of kidney transplants are from living donors, pretransplant DSA
have not been considered an absolute contra-indication in the
absence of a compatible living donor and when there is a negative
CDC-crossmatch. In addition, (highly-) immunized recipients
and frequent repeat transplantations are common in our living
donor program. Since outcomes in literature vary, we
hypothesized that the impact of pretransplant DSA in living
donor kidney transplantation differs according to immunization
level. The aim of this study is to determine the effect of DSA on
rejection, death-censored graft survival (DCGS) and patient
survival in our (highly-) immunized cohort of living donor
kidney transplant recipients. Therefore, we included DSA-
positive transplantations and used both immunized and non-
immunized recipients as control groups. Furthermore, we aim to
identify factors that might explain the varying effect of DSA on
allograft outcomes, such as level and origin of DSA.

Patients and methods
Recipients

We analyzed all consecutive living donor kidney transplant
recipients with pre-transplant DSA in the Erasmus Medical Center
between 1-1-2010 and 31-12-2019. Adult recipients of 18 years and
older were included. ABO-incompatible kidney transplant
recipients were also included in our analysis. Recipients who had
a positive CDC-crossmatch, for which they were treated with
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desensitization by plasmafiltration, were excluded. We performed
a retrospective case-control study by matching each DSA+ recipient
to one immunized recipient with comparable level of peak panel-
reactive antibodies (pPRA+) and to two non-immunized kidney
transplant recipients, with PRA <6% (pPRA-), with a ratio of 1:1:2
respectively. Matching criteria were year of transplantation (+1 or
-1 year), pPRA% (for highly-immunized controls), age of donor
and recipient and the relationship between donor and recipient
(child or spouse to mother, other family, non-related). Written
informed consent was obtained from all recipients.

This trial was approved by the institutional review board of
the Erasmus Medical Center (MEC-2021-0357). The clinical and
research activities being reported are consistent with the Principles
of the Declaration of Istanbul as outlined in the ‘Declaration of
Istanbul on Organ Trafficking and Transplant Tourism” and the
Declaration of Helsinki as outlined in the ‘Ethical Principles for
Medical Research Involving Human Subjects’.

Treatment

Standard induction therapy consisted of basiliximab in all three
groups. Formerly, the clinical protocol did not provide for a differential
approach in DSA+ transplantation, and administration of depleting
induction therapy, such as alemtuzumab or recombinant anti-
thymocyte globulin (rATG), was left at the discretion of the treating
physician. Maintenance immunosuppression was similar in the groups
and consisted of tacrolimus in combination with mycophenolic acid
and prednisolone. In case of an ABO-incompatible donor,
desensitization consisted of immunoadsorption combined with
rituximab until 2015 and alemtuzumab thereafter (13). CDC-
crossmatch positive transplantations were desensitized by
plasmafiltration and excluded in the current analysis.

Allograft biopsies were performed in case of deteriorating
kidney function or proteinuria. No surveillance biopsies were
performed in this cohort. Rejection was diagnosed using Banff
revised ‘17 histology criteria (14). In case of ABMR, treatment
consisted of pulse methylprednisolone and high-dose IVIG with
or without plasmapheresis and lymphocyte depleting therapy.
Cases of T-cell mediated rejection (TCMR) were treated with
high dose pulse methylprednisolone. Banft ITA and Banff IIB
vascular TCMR were treated with methylprednisolone and in
case of refractory vascular rejection with methylprednisolone in
combination with either rATG or alemtuzumab (15).

Identification of DSA

A, B, C, DRB1, DRB3, DRB4, DRB5, DQA, DQB, DPA and
DPB were considered for DSA testing. During the study period,
the methods to detect HLA antibodies have changed from ELISA
screening, to Luminex screening and subsequently Luminex
Single Antigen Bead (SAB) testing. LifeCodesIn case of a
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positive screening this was followed by antibody identification by
SAB assay of either Lifecodes or OneLambda. For the Lifecodes
SAB test, data were analyzed using MATCHIT! Antibody software
version 1.3.1 (Immucor) and results were shown as mean
fluorescence intensity (MFI) values, background corrected. Cut-
offs were bead-specific in combination with a raw MFI of more
than 750. For OneLambda, data were analyzed using HLA
FUSION antibody software version 3.4.18 (One Lambda).
Results were shown as normalized MFI. For the SAB assay, in
56% of recipients a OneLambda kit was used and in 44% an
LifeCodes kit. Furthermore, in case of a positive SAB result, a T-
lymphocyte as well as a B-lymphocyte flow-crossmatch was
performed. For each patient, a CDC-crossmatch was performed,
with and without DTT, in order to analyze only IgG antibodies.
The origin of DSA was divided in four categories; DSA against a
repeated HLA-mismatch (RMM), based on HLA type of prior
donors as listed in the Eurotransplant registry; DSA originating
from pregnancy (female recipients with a pregnancy, where the
HLA-typing of child or partner matched the DSA); DSA in males
with no RMM; and DSA in females with no RMM and no HLA
typing of partner or child matching the DSA.

Definition of immunization

The definition of immunization (PRA+) was defined as peak
PRA >6% resulting from current and historical HLA antibody
screening. DSA+ was defined as the presence of DSA in pre-
transplant samples of which the results were already known pre-
transplant. For the purpose of this study, in all PRA+ patients,
the pre-transplant samples were retested with Luminex SAB to
rule out DSA despite negative Luminex screening.

Outcomes

The primary outcome is DCGS. Secondary outcomes are
patient survival and biopsy-proven acute rejections (BPAR)
according to Banff classification (14). In this study ABMR also
included ABMR histology in the absence of DSA (16).
Data collection

Data were retrieved from both the Dutch Transplant
Registry (“Nederlandse Orgaan Transplantatie Registratie,
NOTR)” and the hospital electronic patient files.

Statistical analysis

For descriptive statistics categorical data were compared with
z-tests for proportions. Median values were used when data did

Frontiers in Immunology

03

10.3389/fimmu.2022.1093359

not follow a normal distribution, determined with the Shapiro-
Wilk test. Comparison of numerical data between groups was
performed with an independent samples t-test for two groups and
one way ANOVA for three groups in case of equal variances. In
the case of non-equal variances comparisons were made with a
Mann-Whitney-U test for two groups and a Kruskal-Wallis test
for three groups. Equal variances were investigated by use of the
Levene’s test. Kaplan-Meier analysis was performed for survival
and rejection data. A Cox proportional hazard model was used to
compare survival and rejection differences. Univariate analyses
were performed using the following pre-defined variables: pPRA,
HLA-mismatches on A/B/DR, year of transplantation, recipient-
donor relation (child or spouse to mother, other family, non-
related), pre-emptive transplantation, number of transplantations
(one, two or more), dialysis vintage, age, sex and blood group of
donor and recipient, ABO-compatibility, primary kidney disease,
body mass index (BMI), induction therapy and (initial)
immunosuppression. For main outcomes, associations with a p-
value of p <0.1 were included in multivariate analysis, as well as
age and sex of recipient. The lowest value of either the square root
of the number of events or one tenth of the number of events was
used as the maximal amount of variables in multivariate analysis.
Pearson’s correlation and stratified Kaplan-Meier analyses were
performed in order to examine interactions between variables.
Collinearity between variables was excluded. In the case of a
correlation with r >0.5 and presumption of a synergistic effect, an
interaction term was used in the multivariate analysis with
backwards conditional method. A predefined subgroup analysis
of all DSA+ patients was performed to decipher the impact of
DSA characteristics on outcomes after HLA-incompatible living
donor kidney transplantation. A sensitivity analysis was
performed either excluding recipients whose DSA were tested
with OneLambda or excluding those whose DSA were tested with
Lifecodes. Analyses were performed with SPSS statistics version
28.0.1.0 (142).

Results

Comparison of DSA positive recipients
with matched immunized (pPRA+) and
non-immunized (pPRA-) controls

Baseline characteristics

Between 2010 and 2019, 75 living donor DSA+ kidney
transplantations were performed in our center. Twelve were
CDC+ combinations for which desensitization was performed
and these were excluded. The 63 included recipients were
matched to 63 evenly immunized (pPRA+) and 126 non-
immunized (pPRA-) recipients (DSA+ n=63; pPRA+ n=63;
PPRA- n=126). Median recipient age was 51, 53 and 53 years
respectively (p=0.48 and p=0.31, Table 1). Median donor age
was 50, 48 and 52 years respectively (p=0.69 and p=0.48).
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Immunized recipients were more often female (respectively 64%,
57% and 22%, p<0.001 for the two immunized groups, DSA+
and pPRA+ versus pPRA-). ABO-incompatibility did not differ
significantly between the three groups (5 vs 11 vs 9%). 32% of
DSA+ were highly immunized (pPRA>85%) versus 24% of
pPRA+ (p=0.32). Mismatches on HLA-A did not differ
between the groups, however mismatches on HLA-B and
HLA-DR were more common in DSA+ (respectively p=0.02
and p=0.002 vs. pPRA+). Retransplantation was more common
in DSA+, with 38 (60%) versus 26 (41%) in pPRA+ (p=0.03). A
recipient donor relationship where pregnancy might have
induced DSA formation was more frequent in DSA+ (p=0.03
vs. pPRA+ and p=0.001 vs. pPRA-). There were more child to
mother and more partner to female combinations in the DSA+
population. In pPRA+, transplantations were more often non-
related than in DSA+ and pPRA-. Depleting induction therapy,
alemtuzumab or rATG, was administered in a small portion of
recipients, and more often in immunized recipients: 12% vs 9%
vs 3% in DSA+, PRA+ and PRA- respectively (p=0.01 for
immunized versus non-immunized).

Death-censored graft survival

There were 37 graft failures in the period observed, of which
19 in DSA+, 7 in pPRA+ and 11 in pPRA-. In Kaplan Meier
survival analysis there was a significant difference in DCGS
between DSA+, pPRA+ and pPRA- (Figure 1). In Cox regression
analysis, DCGS was inferior in DSA+ compared to both pPRA+
and pPRA- recipients, with hazard ratio (HR) 2.38 [95% CI 1.00-
5.70] for DSA+ versus pPRA+, and HR 3.91 [1.86-8.22] for DSA
+ versus pPRA-. This corresponded to a 5-year DCGS of 82% for
DSA+, 87% for pPRA+ and 94% for pPRA- (p=0.51 for DSA+
vs. pPRA+ and p=0.02 for DSA+ vs. pPRA-). After 10 years,
DCGS was 31% for DSA+, 56% for pPRA+ and 69% for pPRA-
(p=0.10 for DSA+ vs. pPRA+ and p=0.003 for DSA+ vs. pPRA-).
In univariate analysis, DSA, peak PRA, mismatches on DR,
retransplantation, recipient age, recipient BMI and induction
therapy were associated with DCGS (Table 2). DSA remained to
impact DCGS in multivariate analysis, with HR 4.54 [2.13-9.68].
The two sensitivity analyses either excluding recipients tested
with OneLambda or excluding recipients tested with Lifecodes,
did reveal the same negative impact of DSA on graft survival
(Supplemental Figure S2).

Patient survival

Patient survival did not differ between DSA+, pPRA+ and
PPRA- recipients in Cox regression analysis, with HR 0.93 [0.36-
2.33] for DSA+ vs pPRA+ and 0.67 [0.30-1.49] for DSA+ vs
pPRA- respectively. The corresponding 5-year patient survival
was 85% for DSA+, 83% for pPRA+ and 94% for pPRA-
respectively (p=0.75 vs pPRA+ and p=0.08 vs pPRA-).
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Antibody-mediated rejection

There were 35 recipients who developed aABMR, of whom
18 in DSA+, 9 in pPRA+ and 8 in pPRA-. DSA+ recipients
developed more acute ABMR (aABMR) in comparison to
pPRA- recipients and at similar rates compared to pPRA+
recipients in Kaplan Meier survival analysis (Figure 2A).
Univariate Cox regression analysis showed a HR of 1.92 [0.86-
4.27] for DSA+ versus pPRA+ and HR 5.05 [2.20-11.62] for DSA
+ versus pPRA-. Time to aABMR was not different across the
three groups (p=0.19): the median days to aABMR was 61 [IQR
6-177] for DSA+, 28 [6-152] for pPRA+ and 9 [4-1162] for
pPRA-. In all three groups, recipients that developed aABMR
experienced more allograft loss (HR 3.84 [1.92-7.67] in Cox
regression analysis. There were 36 recipients who developed
caABMR, of whom 21 in DSA+, 8 in pPRA+ and 7 in pPRA-.
Chronic active ABMR (caABMR) was also more common in
DSA+ compared to pPRA+ and compared to pPRA- (Kaplan
Meier survival analysis, Figure 2B). Univariate Cox regression
analysis showed respectively HR 2.70 [1.20-6.13] and HR 8.44
[3.58-19.92]. Time to caABMR did not differ between DSA+ and
pPRA+ (p=0.25), but was significantly shorter in DSA+
compared to pPRA- (p=0.04). Days to caABMR was 1134 for
DSA+ [597-1826], 1238 for pPRA+ [650-2563] and 2501 for
pPRA- [948-2940]. Also caABMR was associated with graft
failure censored for death (HR 2.86 [1.46-5.63]) in Cox
regression analysis.

T-cell mediated rejection

TCMR, at least Banft IA and IB cellular rejection, did not
differ between the three groups. Banff type II vascular rejection
occurred more frequently in both immunized groups, DSA+ and
pPRA+ (Kaplan Meier survival analysis, Figure 3). HR was 1.99
[1.01-3.90] in Cox regression analysis. There was no additional
effect of DSA on top of immunization with HR 0.93 [0.42-2.07]
for DSA+ in comparison to pPRA+.

Comparison within the
DSA-positive group

DSA characteristics

Within DSA+ recipients, 41% had DSA against HLA class
I, 38% against HLA class IT and 21% against both HLA class I
and II. 42 recipients (67%) had only one pretransplant DSA, 6
recipients (10%) had two DSA, four (6%) had three DSA and
11 (17%) had four or more DSA (Table 3). The median total
MFI value was 6282 and the median MFI value of the
immunodominant DSA was 4621. 56% of recipients had

class I immunodominant DSA and 44% class II
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TABLE 1 Baseline characteristics of donor-specific antibody (DSA) positive living donor kidney transplant recipients (DSA+) and matched
immunized (PRA+) and non-immunized (PRA-) control recipients.

Immunized Non-immunized
-value -value
DSAE FRAT FRAS DSAFvs. PRA+  DSAS vs, PRA-
N 63 63 126
Age recipient [median years, IQR] 51 [34-61] 53 [39-59] 53 (38-62] 0.48 0.31
Sex recipient [females, %] 40 [64%)] 36 [57%)] 40 [22%)] 0.47 <0.001
?xﬂfﬁfﬂzﬁl 245 [22.3-27.7] 26.0 [22.4-30.5] 26.3 [23.4-29.4] 035 001
Preemptive transplantation [n, %] 19 [30%] 18 [29%] 50 [40%] 0.85 0.2
'[rl::;:: ‘Ilgll:']“s (days) 309 [0-708] 209 [0-470] 178 [0-533] 035 027
Transplantations [%]
1 25 [40%] 37 [59%] 116 [92%] 0.03 <0.001
ond 25 [40%] 19 [30%] 9 [7%] 0.26 <0.001
3 10 [16%] 6 [10%] 1 [1%] 0.29 <0.001
4™ or more 3 [5%)] 1 [2%] 0 [0%)] 0.31 -
Recipient blood group [%]
A 28 [44%] 27 [43%] 55 [44%] 0.86 0.92
B 10 [16%] 9 [14%] 16 [13%] 0.8 0.55
AB 2 [3%] 3 [5%] 8 [6%] 0.65 0.36
0 23 [37%] 24 [38%] 47 [37%] 0.85 0.92
Blood group incompatible transplantation [%] 3 [5%] 7 [11%] 11 [9%] 0.19 0.33
Primary kidney disease [%)]
Diabetic Nephropathy 6 [10%)] 4 [6%)] 21 [17%)] 0.51 0.19
Glomerulonephritis 18 [29%)] 20 [32%)] 29 [23%)] 0.7 041
Urological 8 [13%] 5 [8%] 5 [4%] 0.38 0.03
Cystic kidney disease 7 [11%] 6 [10%] 15 [12%)] 0.77 0.87
Vascular 13 [21%] 14 [22%) 30 [24%] 0.82 0.62
Hereditary 0 [0%] 1 [2%] 4 [3%] - -
Other/Unknown 11 [18%] 13 [21%] 22 [18%] 0.65 1
Age donor (years) [median, IQR] 50 [37-59] 48 [41-57] 52 [40-59] 0.69 0.48
Sex donor [females, %] 37 [59%] 42 [67%] 73 [58%] 0.36 0.92
Recipient-Donor Relation [%]
Possible anti-HLA by pregnancy 14 [22%] 5 [8%] 7 [6%] 0.03 0.001
- Child to Mother 7 [11%] 4 [6%] 2 [2%] 0.34 0.004
- Partner to female 7 [11%] 1 [2%] 5 [4%] 0.03 0.06
Family in Law 4 [6%] 1 [2%] 10 [8%] 0.17 0.69
Other Related 17 [27%] 15 [24%] 44 [35%] 0.68 0.27
(Continued)
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TABLE 1 Continued

10.3389/fimmu.2022.1093359

Immunized Non-immunized
-value -value
DSAT FRAE FRAS DSAvs. PRA+  DSA- vs, PRA-
Other Non-related 28 [44%)] 42 [67%)] 65 [52%)] 0.01 0.35
Mismatches A [%]
0 13 [21%)] 18 [29%)] 24 [20%] 0.3 0.82
1 29 [47%) 26 [42%) 71 [58%) 0.59 0.16
2 20 [32%] 18 [29%)] 28 [23%) 0.7 0.16
Mismatches B [%]
0 5 [8%] 15 [24%] 18 [15%] 0.02 0.21
1 27 [44%] 28 [45%] 54 [44%] 0.86 0.96
2 30 [48%) 19 [31%)] 51 [42%) 0.04 0.37
Mismatches DR [%]
0 8 [13%] 23 [37%] 23 [19%] 0.002 0.32
1 29 [47%] 25 [40%] 64 [52%] 0.47 0.5
2 25 [40%] 14 [23%)] 36 [29%] 0.03 0.13
Peak PRA [%)]
Median [IQR] 75 [35-90] 73 [40-84] 4[0-4] 1 <0.001
1-5% 4 [6%] 5 [8%] 126 [100%)] 0.71 -
6-84% 39 [62%] 43 [68%] 0[0%] 0.49 -
85-100% 20 [32%] 15 [24%] 0 [0%] 0.35 -
Tmfplantaﬁon Year 2013 (2011-2014) 2015 (2012-2017) 2013 (2012-2015) 0.03 0.41
[median, IQR]
Induction therapy [%]
No induction 1 [2%] 6 [10%)] 9 [7%] 0.05 0.11
Basiliximab 53 [84%) 47 [75%) 103 [82%)] 0.19 0.69
Rituximab 1 [2%)] 4 [6%) 10 [8%)] 0.17 0.11
ATG 4 [6%] 2 [3%] 3 [2%] 0.4 0.17
Alemtuzumab 4 [6%] 4 [6%] 1 [1%] 1 0.03
Baseline Immunosuppression [%]
Corticosteroids, Tacrolimus & Mycophenolic acid 59 [94%] 59 [94%] 120 [95%)] 0.65 0.65
Other 4 [6%] 4 [6%) 6 [5%) 0.65 0.65
IQR, inter-quartile range; DSA, donor specific antibodies; PRA, panel reactive antibodies; ATG, anti-thymocyte globulin.

immunodominant DSA. In 53 out of the 63 recipients, flow-
crossmatch results were available. Two subgroups were made:
recipients with a positive flow-crossmatch (flow+) and
recipients with a negative flow-crossmatch (flow-). Of all
DSA+ recipients, 30% had DSA due to an RMM and 25%
due to pregnancy. 18% were men with no RMM and 24% were
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females with no RMM and whose DSA could not be related to
pregnancy (no partner or child HLA typing performed). One
patient had both DSA from an RMM as well as from
pregnancy. In one patient with DSA directed against HLA-
DP, DSA origin could be not established as the previous
donor was not typed for HLA-DP.
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FIGURE 1

Kaplan Meier survival analysis of death-censored graft survival in living donor kidney transplantation according to the presence and type of pre-
transplant anti-HLA antibodies. Patients with donor-specific antibodies (DSA+) were matched to equally immunized controls without DSA (PRA
+) and non-immunized controls (PRA-). Additional matching variables were transplantation year, age of donor and recipient and donor-recipient
relation. DSA+ (n=63) is depicted in green, PRA+ (n=63) in blue and PRA- (n=126) in red. The y-axis represents the proportion of individuals
without graft failure, censored for death. The x-axis represents the time from transplantation in days.

Allograft outcomes according to
DSA characteristics

The risk of antibody mediated rejection (either acute or
chronic-active) was not associated with DSA class, MFI values, flow-
crossmatch results or origin of DSA (Table 3). Recipients with class I
only DSA trended towards less ABMR (p=0.08). Another trend could
be observed in the occurrence of early aABMR in recipients with
DSA originating from pregnancy or a prior transplant (Figure 4). Of
note is that four out of sixteen recipients with DSA from a
pregnancy developed aABMR within 10 days after transplantation.
There was no statistical difference in DCGS according to the origin
of DSA in univariate Cox regression analysis (Supplemental Table S1).

Furthermore, a predefined sensitivity analysis was
performed on DCGS in the DSA+ cohort. Firstly, when
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comparing flow+ and flow- recipients in Kaplan Meier
survival analysis, DCGS was similar (p=0.83, Supplemental
Figure 1). Also, when comparing DSA+flow- recipients with
the immunized and non-immunized controls, DSA+flow- still
had a negative impact on DCGS (Supplemental Figure 1). This
was respectively with HR 2.76 [1.09-7.03] and HR 4.66 [2.05-
10.56] in Cox regression analysis. Number of DSA, DSA class,
the sum of the MFI values of DSA and the class of the
immunodominant DSA (idDSA) did not impact DCGS
(Supplemental Table S1).

There were 28 patients with MFI>5000. Paradoxically, MFI
>5000 of the idDSA was associated with a significantly better
DCGS than MFI <5000. However, as this is a retrospective
analysis, two different Luminex assays were used: 56% of DSA+
recipients were tested in LifeCodes and 44% of DSA+ recipients
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TABLE 2 Univariate and multivariate Cox regression analysis for death censored graft survival in living donor kidney transplantation.

HR p-value
Univariate
DSA 3.32 [1.74-6.33] <0.001
Peak PRA (0-5%) 0.003
Peak PRA 6-84% 2.56 [1.20-5.48] 0.02
Peak PRA 85-100% 3.99 [1.72-9.25] 0.001
DR mismatch (0) 2.37 [0.84-6.69] 0.1
Retransplantation (none) 2.63 [1.38-5.02] 0.003
Recipient age 0.97 [0.94-0.99] 0.002
Recipient sex (female) 0.63 [0.33-1.91] 0.15
Recipient BMI 0.93 [0.85-1.01] 0.08
Multivariate
DSA 4.54 [2.13-9.68] <0.001
Age recipient 0.98 [0.96-1.00] 0.1

*Variables that were associated with DCGS with a p-value of p < 0.1 in univariate Cox regression were included for multivariate analysis, as were age and sex of recipient. Backwards

conditional method was the applied multivariate regression analysis method, as depicted in the lower part of the table.

HR: Hazard ratio; DSA: donor specific antibodies; PRA: panel reactive antibodies.

were tested in OneLambda. In clinical practice, in our center we
use the rule of thumb that MFI levels below 8000 in OneLambda
generally correspond to MFI levels below 3000 in Lifecodes.
Therefore we categorized the immunodominant DSA as either
low (<8000 in OneLambda or <3000 in Lifecodes) or high
(=8000 in OneLambda or >3000 in Lifecodes). Results of this
analysis still showed no association with death-censored graft
survival according to MFI of the immunodominant DSA (Log
rank p=0.58. Supplemental Figure S3).

Discussion

In our cohort of (highly-) immunized living donor kidney
transplant recipients, the presence of pretransplant DSA led to
inferior death-censored graft survival, as compared to both
matched immunized as well as non-immunized control
recipients. More previous transplantations, higher peak PRA
and more DR mismatches all correlated with this inferior graft
survival and these characteristics were observed more frequently
in DSA+ recipients. DSA remained of significant impact on
DCGS in multivariate Cox regression analysis. DSA also led to
more acute and chronic ABMR. Recipients with aABMR and
caABMR had a worse DCGS. Banftf ACR type II vascular
rejection occurred more often in immunized individuals, but
there was no additional effect of DSA on top of immunization
status. There were no discriminating factors within DSA+
recipients indicating more safety of DSA.

Frontiers in Immunology

08

The detrimental effect of DSA on graft survival as seen in our
cohort, has also been described in several single- and multicenter
studies (7-12). Our findings are in line with the observed inferior
graft survival in a living donor transplantation cohort from
Germany (9). Kamburova et al. (7) however did not find inferior
graft survival in DSA+ living donor transplantations in the
Dutch PROCARE consortium. This difference might be
explained by different patient characteristics in our study. In
the study by Kamburova et al., recipients with DSA had a mean
peak PRA level of 44%, while for our study this was median 75%.
Also, retransplantations were less common (48% versus 64% in
our study).

Flow-crossmatch positivity on top of Luminex DSA
positivity did not impact graft survival in our cohort, which is
in contrast to other studies. In Orandi et al., the negative eftect of
DSA+ in comparison to DSA- controls was limited to flow+ and
CDC+ recipients (11). In the same cohort, Motter et al. (17) did
show more acute rejection in Luminex-only DSA+ recipients as
compared to DSA- controls, but this had less impact on DCGS in
comparison to acute rejection in HLA compatible
transplantations. Of note is that in these studies all DSA+
recipients underwent desensitization. Desensitization practices
vary, as the survival benefit in desensitized patients as compared
to waitlisted patients seen in the United States was not
substantiated in a large English registry (18, 19). Noble et al.
describe in another European (French) desensitization cohort
that graft survival was similar to evenly immunized patients who
were transplanted with an HLA-compatible transplant, and a
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aABMR: acute antibody mediated rejection; caABMR: chronic-active antibody mediated rejection

FIGURE 2

Kaplan Meier survival analysis of acute antibody mediated rejection (A) and chronic active antibody mediated rejection (B) in living donor kidney
transplantation according to the presence and type of pretransplant anti-HLA antibodies. A comparison is made between donor-specific antibody
(DSA) positive individuals (DSA+, n=63), highly immunized individuals (PRA+, n=63) and non-immunized individuals (PRA-, n=126). The y-axis
represents the proportion of patients alive with a functioning graft without aABMR/caABMR. The x-axis represents the days post-transplantation.

trend towards better patient survival (20). In our DSA+ cohort,
16% were CDC+ with desensitization and were excluded from
the analysis.

Of note is that only 12% of DSA+ recipients received
lymphocyte depleting induction. This differs from practices in
for example the United States, where over 60% of recipients
receive T-cell depleting induction therapy (21). Approaches to
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induction therapy vary substantially, and in many European
countries basiliximab is first line therapy in the vast majority of
recipients. Although KDIGO guidelines suggest using a
lymphocyte depleting agent for kidney transplant recipients at
high immunologic risk (22), this strategy was not adopted in the
past in many (European) centers, as the evidence level of this
recommendation was modest and most data were from deceased
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FIGURE 3

Kaplan Meier survival analysis of acute cellular Banff type Il vascular rejection in living donor kidney transplantation according to the presence
and type of pretransplant anti-HLA antibodies. A comparison made is across donor-specific antibody (DSA)-positive individuals (DSA+, n=63),
highly immunized individuals (PRA+, n=63) and non-immunized individuals (PRA-, n=126). The y-axis shows the proportion of patients alive with
a functioning graft without vascular rejection. The x-axis represents the days post-transplantation.

donor transplantation. The counter-intuitive finding that
recipients with lower MFI values of the immunodominant
DSA had worse DCGS might be explained by less DR
mismatches compared to recipients with higher MFI levels.
When trying to correct for the two different Luminex assays,
this counter-intuitive finding was no longer present. Betjes et al.
and Ziemann et al. also found no clear effect of MFI levels of
DSA on DCGS and overall graft survival respectively (8, 9).
However, Lefaucheur et al. found that in recipients with ABMR
progressing to graft failure, higher MFI levels of DSA were
present pretransplantation (10). MFI values in Lefaucheur et al.
were however generally lower than in our study. Luminex based
SAB methods were developed as qualitative analysis and can still
only be considered semi-quantitative (6). There is no consensus
on clinical relevance of MFI levels and viable cutoft values (23),
and therefore SAB testing is accompanied by crossmatch testing.
Class II DSA trended towards more ABMR in comparison to
class I or combined class I and II DSA. This is an uncommon
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finding in literature, but results vary between studies.
Kamburova et al. found worst outcomes for combined class I
and IT DSA, while Ziemann et al. and Lefaucheur et al. found no
effect of DSA class (7, 9, 10). A Spanish study demonstrated a
negative impact of class I DSA versus class II and versus
combined class I and II (24). DSA from an RMM or
pregnancy trended towards more and earlier aABMR.
Literature has shown the deleterious effect of repeated
mismatches on allograft outcomes in sensitized or DSA+
recipients, where DSA+ recipients with an RMM also had
significantly more ABMR than DSA+ recipients without an
RMM (25, 26). Lopes et al. demonstrated that previous
transplantation and pregnancy gave stronger antibody
formation in comparison to blood transfusions, expressed in
MFI levels (27). In our study, however, MFI levels were not of
influence. Apart from the limited number of DSA+ patients,
only the pre-transplant DSA level was taken into account, not
historical samples. MFI levels could well have been decreased
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TABLE 3 Immunological characteristics of DSA+ patients.

Number of patients 35 28

Number of DSA

1 22 [63%] 20 [71%] 0.47
2 3 [9%] 3 [11%] 0.77
3 2 [6%] 2 [7%] 0.82
4 or more 8 [23%] 3 [11%] 0.21
HLA Class

Class I 11 [31%] 15 [54%] 0.08
Class II 15 [43%] 9 [32%] 0.38
Class I and 1T 9 [26%] 4 [14%)] 0.27

Class immunodominant DSA

Class I 18 [51%] 17 [61%] 0.46
Class 11 17 [49%] 11 [39%] 0.46

MFI immunodominant DSA

Median [IQR] 4016 [2504-9031] 5705 [3031-11069] 0.44
<5000 21 [60%) 12 [46%) 0.28
>5000 14 [40%) 14 [54%) 0.28
OL MFI >8000 or LC MFI >3000 12 [43%) 12 [34%) 0.49
Sum of MFI

Median 6141 [2974-11456] 6469 [3481-12418] 0.58
<10.000 23 [68%) 17 [65%) 0.85
>10.000 11 [32%) 9 [35%] 0.85

SAB testing kit

LifeCodes 15 [56%] 13 [56%] 0.94

OneLambda 12 [44%] 10 [44%] 0.94

Flow-crossmatch

Flow + 11 [31%] 9 [32%) 0.54
Flow - 19 [54%] 13 [46%] 0.95
No flow result 5 [14%)] 6 [21%)] 0.46
Origin of DSA

RMM 12 [34%] 7 [25%] 0.43
Pregnancy 10 [29%] 6 [21%] 0.52
Male, no RMM 5 [14%] 6 [21%) 0.46
RMM and pregnancy 0 [0%)] 1 [4%] -
Female, no RMM or HLA-typed pregnancy 7 [20%)] 8 [29%)] 0.43

DSA, donor-specific antibody; MFI, mean fluorescent intensity; flow, flowcytometric crossmatch; SAB, single antigen bead; RMM, repeated mismatch; OL, OneLambda; LC, LifeCodes.
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FIGURE 4

Kaplan Meier survival analysis of acute antibody mediated rejection according to origin of donor-specific antibodies. Comparison of DSA from a
previous transplant (n=19), DSA from a pregnancy (n=16), DSA from both (n=1), men with DSA not from a previous transplant (n=11) and females

with DSA not from a previous transplant or a pregnancy (n=15).

over time since the immunizing event. Therefore pretransplant
MFI levels might not reflect the capacity to mount a robust
immune response to the allograft.

In DSA+ recipients, acute and chronic-active antibody
mediated rejection in indication biopsies were more common
than in immunized DSA- and non-immunized recipients.
Vascular TCMR was more common in immunized recipients
but there was no additional effect of DSA. Of further note is the
low frequency of Banff I cellular rejection, comparable to non-
immunized recipients. aABMR and caABMR were predictors of
DCGS. This suggests that different pathological processes
underlie these forms of rejection. This is in line with results
from other studies (8, 10). The present data confirm pre-
transplantation DSA and not height of PRA to be a risk factor
for ABMR. Circulating antibodies do not seem to affect vascular
rejection on top of immunization to HLA.

The strength of our study is the design with an immunized
and a non-immunized control group. The chosen study design
better enables unraveling of DSA impact on top of
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immunization status. The subgroup analysis in DSA+ allowed
for an in depth analysis of DSA characteristics. The inclusion of
only living donor kidney transplant recipients allowed for a valid
comparison as prior research suggested differential effects of
DSA in deceased versus living donor setting (7). A limitation is
that assays to detect HLA antibodies have changed during the
study period. Although the presence of DSA in the PRA+ group
was ruled out by retesting Luminex SAB in this immunized
group, the non-immunized control patients were not retested.
The relatively small sample size and retrospective nature is a
limitation of our study. This is especially true for the subgroup
analysis of the DSA+ recipients. Transplantation in the presence
of pre-transplant DSA is, fortunately, a relatively rare scenario,
only opted for in the absence of a compatible donor. A future
study could therefore try to include a third control group of
matched immunized candidates waitlisted for a deceased donor.
Secondly, due to the retrospective design, bias by indication is a
confounder. In addition, our study included ABO-incompatible
transplantations, which may on itself have a negative effect on
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graft outcomes (28). This ABO-incompatibility, on the other
hand, was equally distributed among the three groups. Lastly,
DSA detection was performed with two different kits. Especially
in the lower regions of MFI values, these might differ according
to the kit used (29). To try to account for this limitation we
performed two sensitivity analyses and an analysis with different
cut-offs for both assays.

In conclusion, DSA led to inferior graft survival censored for
death in our cohort of (highly-) immunized living donor kidney
transplant recipients, compared to control recipients. No safe
characteristics of DSA such as level of MFI could be deciphered.
The presence of DSA per se reflects the capacity of the recipient
to mount immunological damage to the allograft.

Data availability statement

The raw data supporting the conclusions of this article will
be made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed and
approved by Medical Ethical Committee Erasmus Medical
Center Rotterdam. The patients/participants provided their
written informed consent to participate in this study.

Author contributions

AW, MR, MB and JW conceived the idea to perform this
study. AW wrote the protocol for the study. TT, JG, JR, MK, JW,
SB-S, DR and AW performed data collection for this study. TT,
JG, JR, MB and AW performed statistical analysis of the
acquired data. TT and AW wrote the manuscript. TT, DR, SB-

References

1. Sellarés J, de Freitas DG, Mengel M, Reeve J, Einecke G, Sis B, et al.
Understanding the causes of kidney transplant failure: the dominant role of
antibody-mediated rejection and nonadherence. Am ] Transplant. (2012) 12
(2):388-99. doi: 10.1111/j.1600-6143.2011.03840.x

2. Van Loon E, Bernards J, Van Craenenbroeck AH, Naesens M. The causes of
kidney allograft failure: More than alloimmunity. A Viewpoint Article.
Transplantation. (2020) 104(2):e46-56.doi: 10.1097/TP.0000000000003012

3. Pauly RP, Gill JS, Rose CL, Asad RA, Chery A, Pierratos A, et al. Survival
among nocturnal home haemodialysis patients compared to kidney transplant
recipients. Nephrol Dial Transplant. (2009) 24(9):2915-9. doi: 10.1093/ndt/gfp295

4. Tonelli M, Wiebe N, Knoll G, Bello A, Browne S, Jadhav D, et al. Systematic
review: kidney transplantation compared with dialysis in clinically relevant
outcomes. Am ] Transplant. (2011) 11(10):2093-109. doi: 10.1111/j.1600-
6143.2011.03686.x

5. Wang Y, Hemmelder MH, Bos WJW, Snoep JD, de Vries APJ, Dekker FW,
et al. Mapping health-related quality of life after kidney transplantation by group

Frontiers in Immunology

13

10.3389/fimmu.2022.1093359

S, JK, MK, MR, JR, JW, MB and AW revised and corrected the
manuscript for the final version.

Funding

Unrestricted or unconditional grant by HANSA Biopharma
AB. Statement to contract number 001825. The funder was not
involved in the study design, collection, analysis, interpretation
of data, the writing of this article or the decision to submit it
for publication.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/
fimmu.2022.1093359/full#supplementary-material

comparisons: a systematic review. Nephrol Dial Transplant. (2021) 36(12):2327-39.
doi: 10.1093/ndt/gfab232

6. Schinstock CA, Gandhi M]J, Stegall MD. Interpreting anti-HLA antibody
testing data: A practical guide for physicians. Transplantation. (2016) 100(8):1619—
28. doi: 10.1097/TP.0000000000001203

7. Kamburova EG, Wisse BW, Joosten I, Allebes WA, van der Meer A, Hilbrands LB,
et al. Differential effects of donor-specific HLA antibodies in living versus deceased donor
transplant. Am ] Transplant. (2018) 18(9):2274-84. doi: 10.1111/ajt.14709

8. Betjes MGH, Sablik KS, Otten HG, Roelen DL, Claas FH, de Weerd A.
Pretransplant donor-specific anti-HLA antibodies and the risk for rejection-related
graft failure of kidney allografts. J Transplant. (2020) 2020:5694670. doi: 10.1155/
2020/5694670

9. Ziemann M, Altermann W, Angert K, Arns W, Bachmann A, Bakchoul T,
et al. Preformed donor-specific HLA antibodies in living and deceased donor
transplantation: A multicenter study. Clin ] Am Soc Nephrol. (2019) 14(7):1056-66.
doi: 10.2215/CJN.13401118

frontiersin.org


https://www.frontiersin.org/articles/10.3389/fimmu.2022.1093359/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fimmu.2022.1093359/full#supplementary-material
https://doi.org/10.1111/j.1600-6143.2011.03840.x
https://doi.org/10.1097/TP.0000000000003012
https://doi.org/10.1093/ndt/gfp295
https://doi.org/10.1111/j.1600-6143.2011.03686.x
https://doi.org/10.1111/j.1600-6143.2011.03686.x
https://doi.org/10.1093/ndt/gfab232
https://doi.org/10.1097/TP.0000000000001203
https://doi.org/10.1111/ajt.14709
https://doi.org/10.1155/2020/5694670
https://doi.org/10.1155/2020/5694670
https://doi.org/10.2215/CJN.13401118
https://doi.org/10.3389/fimmu.2022.1093359
https://www.frontiersin.org/journals/immunology
https://www.frontiersin.org

Tramper et al.

10. Lefaucheur C, Loupy A, Hill GS, Andrade J, Nochy D, Antoine C, et al.
Preexisting donor-specific HLA antibodies predict outcome in kidney transplantation.
J Am Soc Nephrol. (2010) 21(8):1398-406. doi: 10.1681/ASN.2009101065

11. Orandi BJ, Garonzik-Wang JM, Massie AB, Zachary AA, Montgomery JR,
Van Arendonk KJ, et al. Quantifying the risk of incompatible kidney
transplantation: a multicenter study. Am ] Transplant. (2014) 14(7):1573-80.
doi: 10.1111/ajt.12786

12. Higgins R, Lowe D, Hathaway M, Williams C, Lam FT, Kashi H, et al.
Human leukocyte antigen antibody-incompatible renal transplantation: excellent
medium-term outcomes with negative cytotoxic crossmatch. Transplantation.
(2011) 92(8):900-6. doi: 10.1097/TP.0b013e31822dc38d

13. de Weerd AE, van den Brand ], Bouwsma H, de Vries APJ], Dooper I,
Sanders JF, et al. ABO-incompatible kidney transplantation in perspective of
deceased donor transplantation and induction strategies: a propensity-matched
analysis. Transpl Int (2021) 34(12):2706-19. doi: 10.1111/tri.14145

14. Haas M, Loupy A, Lefaucheur C, Roufosse C, Glotz D, Seron D, et al. The
banff 2017 kidney meeting report: Revised diagnostic criteria for chronic active T
cell-mediated rejection, antibody-mediated rejection, and prospects for integrative
endpoints for next-generation clinical trials. Am J Transplant. (2018) 18(2):293—
307. doi: 10.1111/ajt.14625

15. van der Zwan M, Clahsen-Van Groningen MC, van den Hoogen MWF, Kho
MML, Roodnat JI, Mauff KAL, et al. Comparison of alemtuzumab and anti-
thymocyte globulin treatment for acute kidney allograft rejection. Front Immunol
(2020) 11:1332. doi: 10.3389/fimmu.2020.01332

16. Betjes MGH, Kho MML, Litjens NHR, de Weerd AE, Roodnat JI.
Alemtuzumab as second-line treatment for late antibody-mediated rejection of
transplanted kidneys. Transplant Proc (2021) 53(7):2206-11. doi: 10.1016/
j.transproceed.2021.07.005

17. Motter JD, Jackson KR, Long JJ, Waldram MM, Orandi BJ, Montgomery RA, et al.
Delayed graft function and acute rejection following HLA-incompatible living donor kidney
transplantation. Am ] Transplant. (2021) 21(4):1612-21. doi: 10.1111/ajt.16471

18. Orandi BJ, Luo X, Massie AB, Garonzik-Wang JM, Lonze BE, Ahmed R,
et al. Survival benefit with kidney transplants from HLA-incompatible live donors.
N Engl ] Med (2016) 374(10):940-50. doi: 10.1056/NEJMoal1508380

19. Manook M, Koeser L, Ahmed Z, Robb M, Johnson R, Shaw O, et al. Post-
listing survival for highly sensitised patients on the UK kidney transplant waiting
list: a matched cohort analysis. Lancet. (2017) 389(10070):727-34. doi: 10.1016/
S0140-6736(16)31595-1

Frontiers in Immunology

14

10.3389/fimmu.2022.1093359

20. Noble J, Metzger A, Daligault M, Chevallier E, Bugnazet M, Bardy B, et al.
Immortal time-Bias-Corrected survival of highly sensitized patients and HLA-
desensitized kidney transplant recipients. Kidney Int Rep (2021) 6(10):2629-38.
doi: 10.1016/j.ekir.2021.07.024

21. Matas AJ, Smith JM, Skeans MA, Thompson B, Gustafson SK, Stewart DE,
et al. OPTN/SRTR 2013 annual data report: kidney. Am J Transplant. (2015) 15
Suppl 2:1-34.doi: 10.1111/ajt.13195

22. Kasiske BL, Zeier MG, Craig JC, Ekberg H, Garvey CA, Green MD,
et alKidney disease: Improving global outcomes transplant work g. KDIGO
clinical practice guideline for the care of kidney transplant recipients. Am J
Transplant. (2009) 9 Suppl 3:S1-155.doi: 110.1111/j.1600-6143.2009.02834.x

23. Tait BD, Siisal C, Gebel HM, Nickerson PW, Zachary AA, Claas FH, et al.
Consensus guidelines on the testing and clinical management issues associated with
HLA and non-HLA antibodies in transplantation. Transplantation. (2013) 95
(1):19-47. doi: 10.1097/TP.0b013e31827a19cc

24. Caro-Oleas JL, Gonzalez-Escribano MF, Gonzalez-Roncero FM, Acevedo-
Calado MJ, Cabello-Chaves V, Gentil-Govantes M, et al. Clinical relevance of HLA
donor-specific antibodies detected by single antigen assay in kidney
transplantation. Nephrol Dial Transplant. (2012) 27(3):1231-8. doi: 10.1093/ndt/
gfr429

25. Lucisano G, Thiruvengadam S, Hassan S, Gueret-Wardle A, Brookes P,
Santos-Nunez E, et al. Donor-specific antibodies detected by single antigen beads
alone can help risk stratify patients undergoing retransplantation across a repeat
HLA mismatch. Am J Transplant. (2020) 20(2):441-50. doi: 10.1111/ajt.15595

26. Tinckam KJ, Rose C, Hariharan S, Gill J. Re-examining risk of repeated HLA
mismatch in kidney transplantation. ] Am Soc Nephrol. (2016) 27(9):2833-41. doi:
10.1681/ASN.2015060626

27. 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(4):894-7. doi: 10.1016/
j.transproceed.2015.03.014

28. de Weerd AE, Betjes MGH. ABO-incompatible kidney transplant outcomes:
A meta-analysis. Clin ] Am Soc Nephrol. (2018) 13(8):1234-43. doi: 10.2215/
CJN.00540118

29. Clerkin KJ, See SB, Farr MA, Restaino SW, Serban G, Latif F, et al.
Comparative assessment of anti-HLA antibodies using two commercially
available luminex-based assays. Transplant Direct. (2017) 3(11):e218. doi:
10.1097/TXD.0000000000000734

frontiersin.org


https://doi.org/10.1681/ASN.2009101065
https://doi.org/10.1111/ajt.12786
https://doi.org/10.1097/TP.0b013e31822dc38d
https://doi.org/10.1111/tri.14145
https://doi.org/10.1111/ajt.14625
https://doi.org/10.3389/fimmu.2020.01332
https://doi.org/10.1016/j.transproceed.2021.07.005
https://doi.org/10.1016/j.transproceed.2021.07.005
https://doi.org/10.1111/ajt.16471
https://doi.org/10.1056/NEJMoa1508380
https://doi.org/10.1016/S0140-6736(16)31595-1
https://doi.org/10.1016/S0140-6736(16)31595-1
https://doi.org/10.1016/j.ekir.2021.07.024
https://doi.org/10.1111/ajt.13195
https://doi.org/110.1111/j.1600-6143.2009.02834.x 
https://doi.org/10.1097/TP.0b013e31827a19cc
https://doi.org/10.1093/ndt/gfr429
https://doi.org/10.1093/ndt/gfr429
https://doi.org/10.1111/ajt.15595
https://doi.org/10.1681/ASN.2015060626
https://doi.org/10.1016/j.transproceed.2015.03.014
https://doi.org/10.1016/j.transproceed.2015.03.014
https://doi.org/10.2215/CJN.00540118
https://doi.org/10.2215/CJN.00540118
https://doi.org/10.1097/TXD.0000000000000734
https://doi.org/10.3389/fimmu.2022.1093359
https://www.frontiersin.org/journals/immunology
https://www.frontiersin.org

	The detrimental effect of donor-specific antibodies is irrespective of its level in highly-immunized living donor kidney transplant recipients: A case-control series
	Introduction
	Patients and methods
	Recipients
	Treatment
	Identification of DSA
	Definition of immunization
	Outcomes
	Data collection
	Statistical analysis

	Results
	Comparison of DSA positive recipients with matched immunized (pPRA+) and non-immunized (pPRA-) controls
	Baseline characteristics
	Death-censored graft survival

	Patient survival
	Antibody-mediated rejection
	T-cell mediated rejection
	Comparison within the DSA-positive group
	DSA characteristics

	Allograft outcomes according to DSA characteristics

	Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Supplementary material
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


