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Abstract

In solid organ transplantation, the achievement of an immunosuppression (IS)-free state [also 

referred to as clinical operational tolerance (COT)] represents the ultimate goal. Although COT is 

feasible and safe in selected cases after liver transplantation, it is an exceptional finding after other 

types of solid organ transplantation. In the field of renal transplantation (RT), approximately 100 

cases of COT have been reported to date, mainly in patients who were not compliant with their 

immunosuppressive regimens or in individuals who had previously received a bone marrow 

transplant for hematological disorders. On the basis of promising results obtained in animal 

models, several tolerogenic protocols have been attempted in humans, but most have failed to 

achieve robust and stable COT after RT. Molecule-based regimens have been largely ineffective, 

whereas cell-based regimens have provided some encouraging results. In these latter regimens, 

apart from standard IS, patients usually receive perioperative infusion of donor bone marrow–

derived stem cells, which are able to interact with the immune cells of the host and mitigate their 

response to engraftment. Unfortunately, most renal transplant patients who developed acute 

rejection—occurring either during the weaning protocol or after complete withdrawal of IS—

eventually lost their grafts. Currently, the immune monitoring necessary for predicting the 
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presence and persistence of donor-specific unresponsiveness is not available. Overall, the present 

review will provide a conceptual framework for COT and conclude that stable and robust COT 

after RT remains an elusive goal and that the different strategies attempted to date are not yet 

reproducibly safe or effective.

Solid organ transplantation (SOT) is one of the greatest achievements in the history of 

modern medicine. However, transplant recipients still have a significantly lower life 

expectancy and quality of life than the general population.1,2 Maintenance 

immunosuppressive therapy administered to prevent allograft rejection is the main culprit, 

causing known toxicities that can occur in the short, mid, and long term after SOT. 

Immunosuppressive agents are typically administered empirically at doses that result in 

adverse effects, which often lead to overimmunosuppression and require subsequent dosage 

adjustments.1 Of interest, it has been demonstrated that the number of medications per day 

and the occurrence of immunosuppression (IS)-related adverse effects have tremendous 

impact on a patient's quality of life and adherence to treatment.2 Moreover, dosage 

adjustments have been associated with acute rejection. Patient noncompliance has become 

the third leading cause of graft loss in renal transplantation (RT) in some series, after 

chronic allograft nephropathy and death with a functioning graft.2 Both chronic allograft 

nephropathy and death with a functioning graft may also be directly or indirectly related to 

chronic IS. Therefore, the need for newer and more selective immunosuppressive strategies, 

which should at the same time be more efficient and tailored to individual patient 

characteristics, is a pivotal goal in transplantation medicine.

Immunosuppression minimization and withdrawal are 2 possible strategies to adopt.3 The 

aim of minimal IS is to target distinct mechanisms of the immune response with different 

molecules given at lower doses, not only to control allograft rejection and maintain long-

term graft function but also to avoid infections and malignancies and prevent drug-specific 

toxicities. In the field of RT, IS minimization protocols have been implemented in numerous 

clinical trials but results to date have been unconvincing, inconsistent, and inconclusive.3

Theoretically, IS withdrawal is the ultimate treatment to offer a transplant recipient and 

represents the subject of the present review. The immediate practical goal of this approach is 

to improve quality of life and overall outcomes in allograft recipients by minimizing 

exposure to the high costs and side effects of chronic IS such as hypertension, diabetes, 

hyperlipidemia, target organ damage, and increased susceptibility to malignancies and 

infections. Technically, the condition in which an SOT recipient exhibits a well-functioning 

graft and lacks histological signs of rejection after being completely off all IS for at least 1 

year is referred to as clinical operational tolerance (COT).4 Importantly, the patient in 

question is an immuno-competent host capable of responding to other immune challenges, 

including infections.4,5 In the review herein, this is the definition of COT that will be 

adopted. However, it is possible that transplanted organs may exhibit impaired, albeit stable, 

allograft function for a number of reasons, including the rejection activity that has been 

previously controlled. Therefore, biologically speaking, full immuno-logical tolerance—

defined as a state of unresponsiveness to donor antigens—may well exist, even though an 
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organ has survived events, immunological or otherwise, that have left it with slightly, or 

more than slightly, impaired graft function.

More than 5 decades of clinical experience in SOT have demonstrated that COT is 

extremely difficult to achieve and is somewhat organ dependent. Recipients of a liver graft 

are more capable of developing COT because of the immune-privileged status of the liver.5 

This status is exemplified by a number of interesting observations after liver transplantation, 

including (1) the relative lack of an effect of either a positive cross-match or blood type 

incompatibility, the irrelevance of human leukocyte antigen (HLA) matching; (2) the 

reduced incidence of hyperacute rejection and spontaneous recovery after severe rejection; 

(3) the fact that acute rejection does not impact adversely on long-term graft and patient-

survival outcomes; (4) the ability of liver allografts to protect other extrahepatic allografts 

from rejection if the latter are derived from the same donor; and (5) a lower overall 

incidence of chronic rejection that is reversible in up to 30% of cases.6,7 To date, 168 cases 

of COT established after liver transplantation have been reported5,8 out of a sample of 473 

individuals in whom a weaning protocol was attempted. Notably, patients who developed 

acute rejection during the protocols designed to discontinue IS were not exposed to further 

risks of graft loss, once maintenance IS was resumed. The worldwide experience with COT 

after liver transplantation has been recently reviewed, and it is now evident that a permanent 

and stable IS-free state can be safely attempted and sometimes achieved in patients who 

have received a Liver transplantation (LT) for non–immune-mediated liver diseases.5

When other transplantable organs are considered, the scenario changes completely. Clinical 

operational tolerance has never been reported after intestinal, islet, or whole organ pancreas 

transplantation, whereas 2 exceptional cases of COT have been described after lung9 and 

heart transplantation.10 When RT is considered, we must remember that the clinical era of 

transplantation began on December 23, 1954, when the first successful RT between the 

Herrick twins was performed.11 Because of genetic identity between the brothers, the 

recipient was not administered any IS after the operation, thus representing the very first 

case of COT. In the next 55 years, only sporadic cases of COT have been documented after 

RT in the absence of genetic identity between the donor and the recipient.

In this review, we will summarize and comment on all cases of COT after RT reported to 

date. We will demonstrate that the achievement of a permanent and stable IS-free state—

namely, COT—after RT is exceptional and that tolerogenic strategies are not yet available 

for daily clinical practice because they are not effective, practical, or safe. We will also 

describe the main clinical trials in which presumed tolerogenic regimens administered to RT 

patients did not provide the expected results despite their success in animal models. We will 

emphasize the clinical perspective and touch only briefly on possible mechanisms relevant 

to understanding the pathophysiology of the state of tolerance. Eventually, it will become 

clear that despite significant progress achieved in the field of clinical transplant 

immunology, understanding of the immune mechanisms underlying COT remains 

inadequate.
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CLASSIFICATION

Tolerogenic strategies in the field of clinical RT have been classically divided in 

hematopoietic cell transplant– and non– hematopoietic cell transplant–based approaches, 

depending on the utilization or nonutilization of donor bone marrow cells.12 Herein, we will 

categorize all cases of COT into 3 groups described in the literature (Table 1):

1. sporadic cases in which patients discontinued IS for nonadherence to treatment, 

usually without the knowledge or advice of transplant physicians;

2. planned protocols applied to long-surviving organ recipients who were gradually 

weaned from IS under close supervision of their physicians after the onset of severe 

IS toxicity or life-threatening complications;

3. protocols in which COT was the planned objective before the transplant, using both 

the careful selection of a suitable tolerogenic strategy instituted from the outset and 

highly individualized patient selection.

All other cases of COT that have occurred in identical twins,11,13,14 or in whom the causes 

are unknown,15 will not be considered. In addition, cases of COT with follow-up shorter 

than 1 year16,17 will not be reviewed unless reported in the context of large clinical series or 

nonanecdotal reports.18,19

GROUP A: NONADHERENCE TO IMMUNOSUPPRESSIVE THERAPY

Spontaneous Withdrawal of Immunosuppression

Los Angeles—Owens et al18 documented 4 cases of COT after RT due to noncompliance. 

Three patients never developed rejection after 17, 23, and 52 months from IS withdrawal, 

whereas IS was resumed in the remaining patient who experienced acute rejection 18 

months after the withdrawal of IS. It is noteworthy to mention that these patients were 

taking sporadically 25 mg/d of azathioprine, and therefore they do not fulfill the definition 

of clinically tolerant patients. In the same paper, they reported on the basis of a survey that 

they conducted in the United States that of 24 individuals in whom IS was discontinued 

mainly for nonadherence to the immunosuppressive therapy, only 2 remained IS-free for 9 

and 36 months, respectively; all remaining patients resumed IS under the guidance of their 

physicians after the onset of rejection. However, on the basis of their encouraging personal 

experience, the authors recommend that once IS has been stopped, consideration should be 

given to not resuming IS unless signs of acute or chronic rejection appear. Because of 

limitations in immune monitoring (IM) and the relative insensitivity of serum creatinine as 

an indicator of renal function, surveillance renal allograft biopsies and donor-specific 

antibody monitoring are probably warranted in all cases of either planned or unplanned 

withdrawal of IS. Such unique patients remain of enormous interest; however, as they could 

potentially provide important clues regarding the immunobiology behind such rare 

occurrences.

Minneapolis—In the editorial comment to the article by Owens et al,18 Najarian20 

criticized the above-mentioned position by highlighting the need for the reinstitution of IS 

whenever an RT recipient has stopped IS. He reported on 6 patients from the University of 
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Minnesota who discontinued IS for nonadherence. Five of these patients subsequently lost 

their renal grafts after the development of severe acute rejection, whereas no further data 

regarding the remaining patient are provided.

Madison—1—In a letter to the editor written in response to the article by Owens et al,18 

Hussey21 expressed the same concerns as Najarian and concluded that the resumption of IS 

is strongly indicated but should be done at the lowest possible dose compatible with graft 

maintenance and patient survival. He also reported his personal experience on 8 nonadherent 

patients, 7 of whom experienced acute rejection (which was fatal in 2 cases), whereas the 

remaining patient remained IS-free for more than 40 months with stable graft function.

Madison—2—Uehling et al22 described a small series of 5 RT recipients who 

spontaneously stopped all IS for nonadherence to IS. All but 1 individual rejected their 

grafts within a few months of IS withdrawal. The only patient who did not reject was a 45-

year-old woman who had received an HLA-identical graft from her nontwin sister. She 

intentionally stopped IS 5 years after transplant for personal reasons. She remained IS-free 

and without signs of rejection for the next 36 months. It is important to note that all of the 

earlier cases occurred during an era in which maintenance IS consisted solely of prednisone/

prednisolone and azathioprine.

Columbus—Madison—In an attempt to define immunological parameters that identify 

potentially tolerant patients, Burlingham and colleagues23,24 utilized the human-to-mouse 

trans-vivo delayed-type hypersensitivity assay. Two of the 3 IS-free patients analyzed in 

their first study were RT recipients who spontaneously stopped all IS and were IS-free for 3 

years without developing any sign of rejection.

By observing that allograft acceptors failed to exhibit donor-reactive delayed type 

hypersensitivity responses when recipient leukocytes were challenged with donor antigen, 

although they frequently develop donor-reactive alloantibodies, the authors demonstrated 

that this pattern of immune response is not due to an absence of allosensitization, but rather 

to the development of an immune mechanism that actively inhibits anti-donor delayed-type 

(ie, cell-mediated) immune responses. They emphasized the finding that immune tolerance 

is a phenomenon based on regulation, rather than suppression of the immune system, in 

which the different components of the immune system dynamically interact over the time. 

The same concept will be stressed by the Nantes group later on and substantiated by data 

from a larger series (see later).

Pregnancy—Fischer et al25 described 1 case of specific immune tolerance developing 

during pregnancy in a 24-year-old woman who received a deceased donor RT at the age of 

13 for membranoproliferative glomerulonephritis. The patient interrupted the 

immunosuppressive therapy, consisting of prednisolone and azathioprine, because of fear of 

fetal abnormalities that could be related to IS. It is noteworthy that no immunological 

response was observed for 9 years after the withdrawal of IS while the patient was exhibited 

normal renal function.
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It is well known that women may experience considerable amelioration of certain 

autoimmune diseases during pregnancy.26 Yet, despite the systemic effect that pregnancy 

has on the maternal immune system, it seems that pregnancy-induced IS is restricted to 

responses directed against the fetus and autoimmune targets. In the above case, however, the 

mechanisms of maternal–fetal tolerance and fetal immune evasion26 possibly paved the way 

for the development of inertness of the host immune system toward the renal graft. Deletion 

and anergy of clones of immune cells reactive against graft antigens, expansion of the 

number and function of regulatory T cells, maternal–fetal cell exchange, and 

microchimerism, which have been described in both pregnancy and tolerance models, may 

have been responsible for the onset of COT in this specific case.26,27

Surveys

Boston—Almost 30 years ago, Zoller et al19 surveyed all US transplant centers to identify 

any RT patients who were completely off IS. They identified 23 patients who were IS-free 

for at least 244 days. In particular, 6 patients who had received living-related donor grafts 

were IS-free for greater than 3 years, 7 additional patients from 1 to 3 years, and 10 

recipients for less than 1 year. They demonstrated that at no point after transplantation, it is 

prudent to stop all IS barring serious drug toxicity. Also, in patients who stop IS 

surreptitiously and in whom the renal function remains normal, the reinstitution of IS is 

indicated within 1 year and is advisable up to 3 years after cessation. Conversely, those few 

patients who do well without IS for greater than 3 years may not need further IS.

Although this conclusion was dictated by common sense, a quarter of century later, 

researchers at the University of Miami came to the same conclusion that the chances for an 

organ to be tolerant to the host immune system are higher for long-lasting grafts than for the 

grafts that have been in place for shorter periods of time.28 In the context of an international 

forum on clinical and experimental tolerance published in Transplantation, the authors 

addressed the fundamental topic of when the specificity of an operationally tolerant state 

occurs. They reviewed a few seminal experimental and clinical studies and concluded that 

the clinical adage “the longer an organ transplant can stay in place, the harder it is to reject 

it” is possibly substantiated by the evidence that there are afferent and efferent immune 

alterations that eventually become established (accommodation) that facilitate a protective 

state of the graft.28 However, the currently available data are not strong enough to support 

the above concept.

Nantes—Soulillou and coworkers29–37 have extensively studied IS-free RT recipients, for 

the most part in patients with IS cessation due to noncompliance. In a seminal descriptive 

single-cohort study on 10 tolerant RT patients [7 of whom spontaneously stopped IS for 

nonadherence, whereas 2 were withdrawn for posttransplant lymphoproliferative disorder 

(PTLD) and 1 for recurrent infections and skin cancer], they provided striking clinical 

evidence that COT may occur in the presence of antidonor class II antibodies, as well as in 

patients who have experienced previous acute rejection,29 which is consistent with 

previously reported findings from the University of Wisconsin.23,24 In addition, the authors 

showed that tolerant patients are likely to have received a graft from a young donor (<30 

years of age), possibly because the good quality of the graft or its potential reserve may 
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facilitate the establishment of a sustained COT. In contrast, grafts from older donors are 

more susceptible to ischemia-reperfusion injury and delayed graft function, which may 

result in higher antigenicity due to endothelial injury. Of interest, tolerant patients may be 

low responders to blood transfusion as demonstrated by the low levels of panel-reactive 

antibodies present in this group of patients when compared with nontolerant patients. 

However, tolerant patients may develop graft dysfunction at any time, even in the absence of 

lesions specific for acute rejection. Interestingly, the incidence of infectious diseases in 

tolerant patients is comparable to normal individuals, suggesting that COT is heterogeneous, 

with some patients exhibiting a global immunodeficiency and others exhibiting an adapted 

response to vaccination.30

The same patients have been the subject of subsequent studies, in which the same group 

investigated biomarkers of COT and long-term outcomes after RT.31–37

GROUP B: WEANING OF THE IMMUNOSUPPRESSION DRIVEN BY 

TRANSPLANT PHYSICIANS

Aarhus

There is an anecdotal report of a 21-year-old man who had received 2 haploidentical RTs, 

the first at age 11 from his mother and the second at age 15 from his father.38 Three years 

after the second RT, he developed PTLD. Immunosuppression was promptly interrupted and 

the PTLD subsequently resolved. At the time of publication, IS had been withdrawn for 3 

years without any episodes of rejection.

Nantes

Two cases of COT, developing after intentional withdrawal of IS due to the development of 

PTLD, have been described, mainly within a larger series.29 In first, PTLD developed 7 

years after the transplant, while the postoperative course had been uneventful until then. 

Seven years after withdrawal of IS, the onset of proteinuria revealed biopsy-proven chronic 

rejection. Interestingly, the patient was noted to have antidonor antibodies since the time of 

IS withdrawal. The second individual developed acute rejection in the immediate post-RT 

course, was taken off IS 8 years later for PTLD, and has been IS-free for 6 years in absence 

of any antidonor antibodies.

A third patient from the same series was weaned off IS for recurrent bacterial infections and 

skin cancer. After experiencing 2 episodes of acute rejection 1 and 7 months after the 

transplant, graft function progressively deteriorated, and hemodialysis was started. 

Surprisingly, months later her renal function improved, and she became dialysis-

independent again. Overall, she has remained off IS for 11 years and retains acceptable renal 

function. These 3 cases, in addition to several others, have been studied by the same group 

in further investigations.30–37
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GROUP C: IMPLEMENTATION OF PROTOCOLS IN WHICH CLINICAL 

OPERATIONAL TOLERANCE OF TRANSPLANTED ORGANS WAS THE 

PLANNED OBJECTIVE BEFORE THE TRANSPLANT

This group will be divided further into 3 subgroups, namely molecule-based, cell-based, and 

total lymphoid irradiation (TLI) protocols. The molecule-based group will include all cases 

in which the induction of COT was attempted through administration of presumed 

tolerogenic drugs. In the cell-based group, RT patients received heavy conditioning 

regimens in association with the perioperative infusion of immunomodulatory cells, such as 

hematopoietic stem cells (HSC) or transplant-acceptance inducing cells (TAIC); afterward, 

maintenance IS was given for a few months until complete withdrawal, when possible. 

Patients who received RT after bone marrow transplantation (BMT) from the same donor 

will also be included in this group. Finally, we will discuss 3 cases of COT that developed 

after TLI.

Molecule-Based Tolerogenic Protocols

In 2003, the University of Pittsburgh published the results of a seminal trial in which the 

investigators administered ab initio an immunosuppressive regimen deemed to be 

tolerogenic to 82 adult kidney, liver, pancreas, and intestinal transplant recipients.39 Their 

working hypothesis was that the need for continuous high-dose IS can be avoided in most 

cases with the use of a strong lymphocyte-depleting regimen before engraftment, followed 

by the administration of low-dose tacrolimus monotherapy. The goal of the induction 

treatment was the nonspecific removal of clones of immune cells responsible for rejection 

before contact with foreign donor antigens occurs. Once the donor antigens are in place after 

implantation of the new organ, repletion of immune cells occurs, favored by the homeostatic 

expansion triggered by leukocyte depletion. In addition, minimization of maintenance IS 

was implemented to further reduce the antidonor response with just enough treatment to 

prevent irreversible immune damage to the graft, but not with such heavy treatment that the 

donor-specific clonal exhaustion-deletion process is precluded.

After a mean follow-up of 18 months, overall 1-year patient and graft survival rates were 

95% and 82%, respectively, IS-related morbidity was virtually eliminated, and 48 of 72 

surviving patients were receiving spaced doses of tacrolimus monotherapy. These results 

were described as groundbreaking, as 25/39 (64%) renal, 12/17 (70%) liver, 5/12 (42%) 

pancreas, and 6/11 (54%) intestinal transplant recipients were on spaced doses at the time of 

publication. Even if the finding that no patient could be weaned completely off IS represents 

a matter of concern and questions the working hypothesis, the striking reduction in the daily 

doses of IS should be regarded in and of itself as an outstanding achievement for 2 reasons; 

first, it was obtained after transplantation of organs (viz kidney, pancreas, and intestine) 

considered highly immunogenic, and second, it led to a significant reduction in overall IS-

related morbidity.

It is important to note that other protocols based on a similar strategy—that is, leukocyte 

depletion followed by the administration of low-dose single-drug IS—have been 

implemented not only after RT40–50 but also after liver transplantation,51 which is more 
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capable than any other organ to develop COT. However, none of these protocols have 

achieved COT, nor have they shown convincingly any impact on overall outcomes.

One lesson to learn from this singular experience is that the working hypothesis may be 

erroneous or incomplete. In fact, several central and peripheral mechanisms other than 

clonal exhaustion or deletion might be involved in the induction of tolerance, including 

intrathymic clonal deletion of precursor T cells expressing T-cell receptors, dendritic cells, 

peripheral clonal deletion of allogeneic T cells, anergy of allogeneic T cells, cytokine 

deviation, and cellular regulation of T cells and other cell subsets. In most situations, it 

seems that leukocyte depletion is not accompanied by a permanent and complete deletion of 

alloaggressive donor-reactive cells, and the establishment of a regulatory network is 

required to maintain tolerance. Moreover, a number of laboratory studies analyzing samples 

from recipients treated with leukocyte-depleting agents have shown that antigen experienced 

or memory T cells are less susceptible to depletion and may be resistant to suppression by 

some immunosuppressants.52,53 Conse quently, in some patients, residual memory T cells 

may abrogate the potential benefits of induction with a leukocyte depleting agent.

Previous Bone Marrow Transplant for Hematologic Disorders

Bone marrow transplantation, when successful, generally results in the total replacement of 

the recipient's bone marrow with the donor's bone marrow hematopoietic cells, a condition 

referred to as full chimerism.54 Full chimerism can be obtained rapidly through the ablation 

of the recipient's marrow and immune system with high-dose radiation and/or 

chemotherapy; also, it can be induced more slowly by nonablative conditioning regimens, 

followed by the infusion of donor's marrow to colonize the recipient completely. This 

phenomenon paves the way for the onset of tolerance in the case of a subsequent SOT from 

the same donor (Table 2).

Sayegh et al55 described 2 cases of BMT followed by living-related donor RT, in which the 

same individuals donated both the bone marrow and the renal graft. The 2 recipients did not 

require any maintenance IS, apart from low-dose steroids given for BMT-related chronic 

lung disease, and therefore these individuals do not fulfill the strict criteria of tolerance 

adopted in the present article. However, these cases are considered the first report of COT 

after metachronous bone marrow and RT. Subsequently, more cases of combined BMT and 

RT56–61—or solid organ transplants in general62—have been described. It is noteworthy to 

highlight that in all cases, the use of BMT with its potentially fatal complications such as 

graft-versus-host disease was justified on the basis of the need for treatment of 

hematological malignancies. In other words, in these cases, RT was performed only years 

after BMT were done successfully to replace the patients' bone marrow but never when 

BMT was performed simultaneously with RT (Table 2). In such cases, the hematolymphoid 

system of the recipient, by the time he or she receives the RT from the same donor, has 

already been completely replaced by the donor bone marrow cells and thus will not mount 

immune responses against a non-HLA-identical solid organ from the same donor. These 

cases are very different from simultaneous BMT/SOT cases in which a new solid organ is 

being transplanted at the same time that new bone marrow cells are being introduced 

because stable full or partial chimerism has not yet been achieved.
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Perioperative Infusion of Hematopoietic Stem Cells

Background—Based on the groundbreaking discovery by Billingham et al63 that the 

inoculation of fetal mice with lymphoid cells from an allogeneic adult donor mouse of a 

different strain led to later acceptance of skin grafts from the same original donors, Monaco 

and Wood64,65 demonstrated that the addition of donor bone marrow to a strong 

lymphocyte-depleting regimen resulted in the long-lasting survival of skin allografts in 

mice, without the need for maintenance IS. On the basis of these findings, Monaco and 

Wood attempted to translate this strategy into humans in order to eliminate the need for IS 

and to avoid IS-related toxicity. Their rationale was to convert the state of nonspecific 

suppression of the immune system, similar to that induced by standard IS, to a specific 

recipient tailored state of nonreactivity to donor antigens by early exposure to donor 

antigens.66 Therefore, they tried to implement the same strategy in 1 patient who received 

antilymphocyte serum (days 0–14) as a preconditioning regimen, followed by the infusion of 

donor BM cells on post-RT day 25, along with conventional doses of prednisone and 

azathioprine. Immunosuppression was progressively tapered and renal function remained 

stable for 8 months, until the patient died of a perforated sigmoid diverticulitis. At the time 

of death, the patient was receiving only 2.5 mg of prednisone per week.

Subsequently, much experimental data have confirmed that the infusion of donor-derived 

bone marrow cells can prolong allograft survival by still incompletely understood 

mechanisms.67 However, the translation of this model from animals to humans has remained 

a very challenging task. In particular, an IS-free state has been achieved only sporadically 

after living-related donor RT, whereas similar findings have never been documented after 

deceased donor RT.54,68–72 In some studies, the perioperative infusion of donor bone 

marrow seems to reduce the incidence of acute and chronic rejection,54,69,70 and to improve 

graft function when infused not only systemically but also intrathymically.71,72

The Massachusetts General Hospital Experience

The group at Massachusetts General Hospital adopted a similar strategy in 6 patients with 

renal failure due to multiple myeloma, who received simultaneous kidney and BMT from 

HLA-identical sibling donors after a nonmyeloablative conditioning regimen consisting of 

cyclophosphamide, antithymocyte globulin, and thymic irradiation72–75 (Table 3). In this 

context, the myeloma represented not only the cause of their end-stage renal disease but also 

the primary indication for BMT. Maintenance IS consisted of cyclosporine for 2 months. 

Donor lymphocytes were also infused at different times in 4 cases, to enhance the graft-

versus-host myeloma effect and convert chimerism to full-donor hematopoiesis. Patients 

were followed for a mean of 4.2 (range, 2–7.3) years and the last mean serum creatinine 

level was 2.2 (0.9–5.6) mg/dL. One patient had an episode of rejection on day 104 and could 

not be weaned off IS until 18 months after transplant. Two more patients were completely 

weaned off IS on days 73 and 76, but the latter patient was displaying a rising serum 

creatinine level (2.0 mg/dL) at the time of publication. The remaining 3 patients continued 

to receive IS. Interestingly, 3 patients lost detectable chimerism, showing that a combined 

kidney/BMT with nonmyeloablative conditioning regimen can achieve renal allograft 

tolerance and excellent myeloma responses, even in the presence of donor marrow rejection. 

However, only 3 patients could be completely weaned off IS.
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In 2008, the same group reported on a series of 5 renal failure patients, whose grafts and 

bone marrow were harvested from HLA-mismatched (haploidentical) parent or sibling 

donors.76 The 5 individuals received a standard nonmyeloablative conditioning regimen 

consisting of cyclophosphamide, anti-CD2 monoclonal antibody, and thymic irradiation; in 

2 cases, rituximab and prednisone were also given. Cyclosporine was the only 

immunosuppressant for maintenance therapy. The authors were able to withdraw IS in 4 of 5 

patients, who retained their grafts and maintained stable, renal function for 1.2 to 4.6 years 

after the complete withdrawal of IS. Serum creatinine levels ranged from 1.2 to 1.8 mg/dL 

in these 4 patients. The remaining patient experienced graft loss after the onset of severe 

acute rejection (Table 3). Cyclosporine was withdrawn after a mean time of 294 (range, 

240–272) days. However, it should be emphasized that the mean creatinine clearance (67 

mL/min; range, 60–75) and serum creatinine (1.5 mg/dL; range, 1.2–1.8) levels were 

slightly abnormal. The investigators report that no signs of rejection were present on graft 

biopsies performed for cause to date. Long-term monitoring of these 4 patients is clearly 

required to ensure that any level of donor-specific immunological unresponsiveness induced 

is stable and maintained.

Late graft losses have been reported in other settings. For example, Burlingham reported on 

a late graft rejection in a patient who received an RT 9.5 years earlier from his mother after 

donor-specific blood transfusion and who had been IS-free for 7 years; a gradual rise in 

serum creatinine level to 2.0 mg/dL prompted a biopsy that did not show any rejection, but 

10 months later the serum creatinine level rose to 3.4 mg/dL, and a second biopsy revealed 

severe cellular rejection.77

The Stanford Experience

Strober and colleagues78,79 applied a similar tolerogenic protocol in 2 distinct series of 4 and 

6 patients. All patients received a renal graft followed by the perioperative infusion of HSC 

from the same HLA-mismatched and HLA-matched donors, respectively. The conditioning 

regimen consisted of TLI and rabbit antithymocyte globulin, followed by cyclosporine and 

prednisone as maintenance therapy. Steroids were discontinued on day 10 and 

mycophenolate mofetil was administered for 1 month after the intravenous injection of HSC, 

which was performed during the third postoperative week.

In the first trial, only one patient achieved an IS-free state. However, the last documented 

serum creatinine level was slightly elevated at 1.4 mg/dL. In the second trial, one individual 

could be weaned off IS but renal function was not shown, whereas 2 individuals developed 

acute rejection and the remaining 3 were still under the weaning protocol at the time of 

publication. It was claimed that such findings demonstrate that it is possible to achieve 

persistent mixed chimerism and COT without the development of graft-versus-host disease. 

However, these studies need to be verified by others as the risk of development of GVHD, 

which can be potentially fatal, is only warranted in situations in which BMT is used for 

treatment of otherwise fatal malignancies. Furthermore, report on the long-term follow-up of 

these patients, regarding persistence of chimerism and lack of the need for IS, is needed 

before these methods can be adapted to a wider range of patients.
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Perioperative Infusion of Transplant-Acceptance Inducing Cells

Transplant-acceptance inducing cells were originally identified as the principal derivative of 

a rat embryonic stem cell line that is able to induce tolerance to allogeneic heart grafts80,81 

(Table 4). Because TAIC are able to influence recipient antidonor reactivity through 

unknown mechanisms, they have been used in 2 safety trials (labeled as TAIC I and TAIC II 

studies, the latter being a subproject of the Reprogramming the Immune-System for the 

Establishment of Tolerance consortium). The 2 trials differ in several respects including 

methods for TAIC preparation, numbers of cells infused, induction IS, and timing of 

infusions. In the TAIC I trial, the tolerance-inducing cells were given perioperatively to 12 

individuals receiving renal grafts from deceased donors. After a mean follow-up of 36 

months, results were difficult to interpret. No patient achieved a permanent and robust IS-

free state, 2 dropped out of the study for nonimmunological causes, and 8 patients 

experienced rejection despite preservation of graft function after appropriate treatment and 

resumption of IS. The remaining 2 individuals did well and were under tacrolimus 

monotherapy at the end of the study. In the TAIC II study, 5 patients were enrolled. TAICs 

were administered 5 days before a living-related RT. Immunosuppression could be 

completely withdrawn in only 1 individual, who finally rejected the graft 34 weeks later (see 

Table 4).

Overall, although these trials demonstrated that the infusion of TAIC is feasible, major 

concerns remain regarding the efficacy and safety of such an approach. Whether this 

approach confers any benefit in the establishment of minimal IS in RT patients when 

compared with the protocols currently adopted is unclear. Lastly, the optimal dose and 

timing of cell infusions, and the most appropriate concomitant IS regimen, remains to be 

determined.

Mesenchymal Stem Cells in SOT: A Potential Immunomodulatory Tool Under Investigation

Mesenchymal stem cells (MSCs) were originally isolated from bone marrow but now can be 

isolated from almost any tissue in the human body and possess fascinating tissue repair and 

immunoregulatory properties.82–85 Interestingly, despite many unknowns about their precise 

immunobiology, MSCs are currently being evaluated for a wide variety of clinical 

applications including the treatment of disorders characterized by a dysfunction of immune 

regulation, such as graft-versus-host disease after bone marrow transplantation and rejection 

after cell or organ transplantation.86 Organ transplantation represents another potential field 

of application as MSCs seem to be able to promote engraftment of allogeneic cells/tissues/

organs and to prevent and/or treat rejection in preclinical models. Although there are no 

published reports to date on their potential in the setting of clinical SOT, it is expected that 

in the near future we will see numerous reports using MSCs as immune modulators after 

SOT.87

TOTAL LYMPHOID IRRADIATION

Strober et al88–90 documented COT obtained by discontinuance of treatment soon after RT 

in 3 cadaveric donor RT recipients whose IS consisted of TLI, a perioperative course of 

antithymocyte globulin, and maintenance prednisone that was gradually weaned and 
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eventually stopped. Donor-specific nonreactivity of lymphocytes from their drug-free 

patients was demonstrated with mixed leukocyte reaction and cell-mediated lympholysis 

assays. Two patients remained IS-free for 12 years and 69 months, respectively, whereas the 

remaining patient developed severe urinary tract obstruction 47 months after transplant and 

10 months after withdrawal of IS, for which he was eventually retransplanted. It is 

noteworthy to report that 25 other RT recipients were administered the same protocol 

without developing COT, and chimerism was not detected.

Total lymphoid irradiation was originally developed as a nonmyeloablative treatment for 

Hodgkin disease10 In SOT, this treatment modality was first used about 40 years ago to 

induce prolonged renal allograft survival. However, TLI has significant short- and long-term 

effects on lymphocyte subpopulations by suppression of activated T cells and the 

interleukin-2 pathway. Importantly, as the doses of radiation required for TLI to be effective 

are high, its clinical application is limited by the toxicity that occurs with such high doses. 

With the advent of more effective immunosuppressive drugs and cytolytic therapy with 

antithymocyte globulin and monoclonal antibodies, the use of TLI has declined considerably 

and is mainly applied—as shown earlier73–79—as a nonmyeloablative preparative regimen 

of TLI in combination with the infusion of donor-derived cells to induce a state of 

lymphohematopoietic chimerism.

IMMUNE MONITORING

A major concern raised by the implementation of tolerogenic strategies after SOT is the risk 

for graft loss once acute rejection has occurred. Ideally, we should be able to identify those 

recipients who may be good candidates for complete withdrawal of IS, to abrogate the 

subsequent risk for acute rejection and graft loss. Unfortunately, the lack of predictable 

assays to measure the net state of IS beyond pharmacological monitoring and methods for 

effective monitoring of the patient response to the withdrawal of IS represent major 

challenges in the development of tolerogenic strategies. In fact, methods currently used for 

therapeutic drug monitoring of IS do not provide any assessment of the overall status of the 

immune response. Moreover, graft dysfunction is usually detected after significant 

immunological damage has occurred and findings from allograft biopsies may not be 

predictive of clinical events (see the case reported earlier by Burlingham).36,77

To address these issues, the concept of IM has been introduced. Immune monitoring is 

defined as a method of measuring functional and molecular correlates of immune reactivity 

to provide clinically useful information for therapeutic decision making.1 The group in 

Nantes has concentrated much effort in the identification of specific biologic signatures of 

COT aiming to identify new perspectives for targeted rather than empiric weaning of 

IS.35–37 Briefly, they have identified a small biomarker panel, using gene-expression 

profiling of peripheral blood from spontaneously tolerant RT recipients.35 This analysis, 

performed across 91 adults including normal adults and 5 cohorts of renal transplant 

recipients in different clinical contexts (among whom, 17 were IS-free), identified a minimal 

set of 49 genes and differentially expressed gene transcripts in drug-free tolerant patients 

when compared with other patients, with tolerance class prediction scores of more than 90%. 

Quantitative real time–polymerase chain reaction across a subset of 33 of these 49 genes can 
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accurately confirm tolerance in an independent validation group of tolerant patients with a 

specificity of 99%. In other words, they were able to define patients who might be eligible 

for a progressive decrease in their immunosuppressive medications and, more important, 

identify patients who need to stay on their current IS dose. The same group has also used the 

potential of high throughput microarray technology to study peripheral blood-specific gene 

expression profiles and corresponding molecular pathways associated with operational 

tolerance in a cohort of 8 human kidney graft recipients.36,37 In comparison with patients 

with chronic rejection, tolerant patients displayed a set of 343 differentially expressed genes, 

mainly immune and defense genes, in their peripheral blood mononuclear cells, of which 

223 were also different from healthy volunteers. Using the expression pattern of these 343 

genes, they were able to classify correctly more than 80% of patients in a cross-validation 

analysis and classified correctly all of the samples over time. Collectively, this study 

identified a unique peripheral blood mononuclear cell gene signature associated with human 

operational tolerance in kidney transplantation by a classical statistical microarray analysis 

and, in the second part, by a nonstatistical analysis.

Further investigations have been conducted in parallel in Europe and in the United States by 

the European Union Indices of Tolerance Network and the National Institute of Health's 

Immune Tolerance Network, respectively. The European consortium showed that IS-free RT 

patients present a distinctive expansion of peripheral blood B lymphocytes and natural killer 

cells and differential expression of several immune-relevant genes in the absence of donor-

specific antibodies.91,92 Similar population expansion of B immune cells and selective 

expression of B cell–related genes in samples obtained from tolerant individuals were noted 

by the American consortium.93 Overall, the European investigators claimed that the 

combination of identified biomarkers and bioassays are able to identify tolerant patients with 

a specificity of 0.964 and a sensitivity of 0.933.92 It is noteworthy to mention that studies 

from Stanford and Emory Universities have also contributed significantly to progress in this 

field.94–97

Given the critical utility of IM, the next theoretical step should be to validate such findings 

in large clinical trials. However, we believe that this is not yet practical because the present 

review shows that the impact of acute rejection on the outcome of an RT is detrimental and 

typically leads to graft loss. In other words, in the field of RT where the heavier burden on 

investigators is the demonstration of safety rather than efficacy, the presumed accuracy and 

efficacy of IM are not yet counterbalanced by the safety of the weaning procedure itself. 

These considerations render the routine clinical application of tolerogenic protocols 

unacceptable, no matter if driven by any IM or not, and suggest that such protocols should 

be implemented only in experienced centers willing to put forth the exceptional effort 

required to safely perform these extremely complex and high-risk trials.

WHAT IS THE MECHANISM OF COT?

Our efforts to understand the mechanisms underlying the phenomenon of COT and the ways 

to achieve it have been mostly in vain to date. In addition to the frustrating failure of all 

molecule-based strategies, we have learned that stem cells exert a powerful modulatory 

effect on the immune system but we do not yet understand why COT occurs and when the 
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opportunities for COT to develop are greatest. Cases of COT described late after successful 

BMT,55–60 where the immune system of the host has been completely replaced by the 

donor's bone marrow, demonstrate that the depletion of the host immune cell compartment 

followed by repletion of this latter with donor cells is important in the onset of COT. Yet, 

several cases of COT have been documented in the absence of any chimerism or in the 

presence of only transient chimerism detectable in the RT recipient.73–76

WHAT IS THE “GOLD STANDARD” TO INDUCE COT AFTER RT, IF ANY?

This review demonstrates that strategies that have been investigated to date with the 

objective of achieving a permanent IS-free state have been numerous and heterogeneous in 

terms of concept, immunological background and rationale, patient age, endpoints, 

deceased-versus-living donor RT, length of the weaning period and follow-up, presence or 

absence of donor chimerism, full or partial chimerism, and timing. Most cases of COT have 

developed in individuals who spontaneously stopped IS. However, when COT is the planned 

objective from the time of transplantation, it seems that it is essential to combine standard IS 

with lymphocyte-depleting regimens, followed by the infusion of donor-derived immune 

modulating cells.

CONCLUSIONS

The worldwide experience reported in the English literature to date could be summarized as 

follows: (1) After RT, COT is an exceptional finding; (2) patients who do not become 

tolerant and develop rejection are exposed to an unacceptable risk for graft loss; and (3) 

whereas all molecule-based strategies have failed, the cell-based approach seems promising, 

but its efficacy and safety remain a matter of major concern. Most cases of COT are 

attributable mainly to patient nonadherence to IS, whereas some additional cases of COT 

may develop after a previous BMT or—very rarely—through the implementation of cell-

based tolerogenic strategies. It is evident that molecule-based strategies, despite success in 

animal models, fail when they are translated into the clinic.

Overall, the withdrawal of IS after RT as attempted with the currently available technologies 

cannot be encouraged yet, because it is neither effective nor safe and still remains in an 

experimental phase. No reliable in vitro assays or predictors of tolerance are currently 

available. Efforts to identify a peripheral blood transcriptional biomarker panel associated 

with COT after RT are laudable but, as long as the safety of the withdrawal of IS will not be 

guaranteed, any clinical implementation of such an endeavor should proceed with great 

caution because—as correctly formulated by Kirk—“regimens that stray from accepted 

standards require more explicit proof of safety than those carrying accepted practice to a 

subsequent level”98 (p 947); and so far, the lack of efficacy of tolerogenic protocols 

represents their major weakness.

Yet, failures in these experimental settings should not be overblown. Instead, they should be 

clearly noted and incorporated, as the potential benefit deriving to SOT recipients from the 

successful implementation of tolerance-inducing strategies remains extraordinary. In terms 

of risk-to-benefit relationship, as transplant physicians should be aware of their 
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responsibilities to patients through risk minimization, both the risk of failure to induce 

tolerance and the risk of failure to offer tolerance should be considered.99 Many questions 

still need to be answered, but answers will not be provided unless hard work continues in 

this arena. Therefore, clinical research in the field not only remains appropriate but also 

should be strongly encouraged in experienced centers.

FUTURE PERSPECTIVES

The failure of non–cell-based protocols means that such strategies may be suboptimal. The 

pathways of the immune response triggered by the engraftment of an allogeneic organ may 

be too numerous to be controlled by just 1 or a few compounds, so cell-based modulation of 

the immune response after transplantation may be the method of choice to pursue, given our 

current knowledge and technology. This has been shown in anecdotal reports after both 

liver5,100–103 and RT (see earlier). However, there is still no reliable cell-based therapeutic 

protocol allowing for the induction of COT after allogeneic RT in a safe, practical, and 

reproducible manner.

In the stem cell era, the field of SOT has just started to address interest toward new types of 

stem cells, for example, MSCs, which possess impressive immunomodulatory properties. As 

MSCs have already been used to treat conditions characterized by immunologic 

dysregulation such as Crohn disease and graft-versus-host disease after allogeneic HSC 

transplantation, we may speculate that the same immunomodulatory properties might be 

potentially useful for the prevention or treatment of SOT rejection and for the induction of 

COT. Notably, as MSCs are capable of promoting tissue repair, harnessing both the 

immunomodulatory capabilities of such cells and their potential for tissue repair provides an 

exciting opportunity for further research in the field of SOT.82–85,87

Also, other immune cells are currently being explored. Regulatory T cells hold much 

promise as therapeutic agents for SOT.104 This class of immune regulatory cells is known to 

play an unequivocal role in modulating the host immune response to the engraftment. In 

fact, a large body of experimental data has demonstrated that immunoregulatory 

mechanisms dependent on donor-specific regulatory T cells are critical in the induction and 

maintenance of the tolerant state. Consequently, strategies exploiting antigen-specific 

regulatory T cells for the induction of COT are currently under investigation.105 In addition, 

the identification and characterization of regulatory T cells that control immune responses to 

self-antigens and non–self-antigens have become the focus of many studies.106 Finally, 

dendritic cells have been shown to be a major component in the regulation of T-cell 

responsiveness. In particular, immature dendritic cells are able to induce donor-specific 

anergy, to favor the generation of T-cells with regulatory properties in vitro, and, by 

continuously acquiring antigens from the engrafted organ in vivo, promote a state of donor-

specific tolerance.105

Acknowledgments

No funding sources have been employed.

Orlando et al. Page 16

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



REFERENCES

1. Ashton-Chess J, Giral M, Soulillou JP, et al. Can immune monitoring help to minimize 
immunosuppression in kidney transplantation? Transplant Int. 2009; 22:110–119.

2. Karam VH, Gasquet I, Delvart V, et al. Quality of life in adult survivors beyond 10 years after liver, 
kidney, and heart transplantation. Transplantation. 2003; 76:1699–1704. [PubMed: 14688519] 

3. Sayegh MH, Remuzzi G. Clinical update: immunosuppression minimisation. Lancet. 2007; 
369:1676–1678. [PubMed: 17512842] 

4. Ashton-Chess J, Giral M, Brouard S, et al. Spontaneous operational tolerance after 
immunosuppressive drug withdrawal in clinical renal allotransplantation. Transplantation. 2007; 
84:1215–1219. [PubMed: 18049104] 

5. Orlando G, Soker S, Wood K. Clinical operational tolerance after liver transplantation. J Hepatol. 
2009; 50:1247–1257. [PubMed: 19394103] 

6. Lerut J, Bonaccorsi-Riani E, Finet P, et al. Minimization of steroids in liver transplantation. 
Transplant Int. 2009; 22:2–19.

7. Demetris AJ, Lunz JG III, Randhawa P, et al. Monitoring of human liver and kidney allograft 
tolerance: a tissue/histopathology perspective. Transplant Int. 2009; 22:120–141.

8. Pons JA, Revilla-Nuin B, Baroja-Mazo A, et al. FoxP3 in peripheral blood is associated with 
operational tolerance in liver transplant patients during immunosuppression withdrawal. 
Transplantation. 2008; 86:1370–1378. [PubMed: 19034005] 

9. Svendsen UG, Aggestrup S, Heilmann C, et al. Transplantation of a lobe of lung from mother to 
child following previous transplantation with maternal bone marrow. Eur Respir J. 1995; 8:334–
337. [PubMed: 7758573] 

10. Comerci GD, Williams TM, Kellie S. Immune tolerance after total lymphoid irradiation for heart 
transplantation: immunosuppressant-free survival for 8 years. J Heart Lung Transplant. 2009; 
28:743–745. [PubMed: 19560706] 

11. Merrill JP, Murray JE, Harrison JH. Successful homotransplantation of the human kidney between 
identical twins. JAMA. 1956; 160:277–282.

12. Fehr T, Sykes M. Tolerance induction in clinical transplantation. Transplant Immunol. 2004; 
13:117–130.

13. Weil R, Starzl TE, Porter KA, Kershaw M, Scrotter GPJ, Koep LJ. Renal isotransplantation 
without immunosuppression. Ann Surg. 1980; 192:108–110. [PubMed: 6996622] 

14. Zonnebelt SM, Belzer FO. Kidney transplantation in monozygotic twins discordant for Lupus. 
JAMA. 1981; 245:68–69. [PubMed: 7001081] 

15. Burlingham WJ, Grailer AP, Fechner JH Jr, et al. Microchimerism linked to cytotoxic T 
lymphocyte functional unresponsiveness (clonal anergy) in a tolerant renal transplant recipient. 
Transplantation. 1995; 59:1147–1155. [PubMed: 7732562] 

16. Trivedi HL, Mishra VV, Vanikar AV, et al. Embryonic stem cell derived and adult hematopoietic 
stem cell transplantation for tolerance induction in a renal allograft recipient: a case report. 
Transplant Proc. 2006; 38:3103–3108. [PubMed: 17112910] 

17. Burke GW, Ciancio G, Cirocco R, et al. Association of interleukin-10 with rejection-sparing effect 
in septic kidney transplant recipients. Transplantation. 1996; 61:1114–1116. [PubMed: 8623196] 

18. Owens ML, Maxwell G, Goodnight J, et al. Discontinuance of immunosuppression in renal 
transplant patients. Arch Surg. 1975; 110:1450–1451. [PubMed: 1106353] 

19. Zoller KM, Cho SI, Cohen JJ, et al. Cessation of immunosuppressive therapy after successful 
transplantation: a national survey. Kidney Int. 1980; 18:110–114. [PubMed: 7012419] 

20. Najarian JS. Editorial comment. Arch Surg. 1975; 110:1451.

21. Hussey JL. Letter: Discontinuance of immunosuppression. Arch Surg. 1975; 111:614. [PubMed: 
773342] 

22. Uehling DT, Hussey JL, Weinstein AB, et al. Cessation of immunosuppression after renal 
transplantation. Surgery. 1976; 79:278–282. [PubMed: 769214] 

23. Van Buskirk AM, Burlingham WJ, Jankowska-Gan E, et al. Human allograft acceptance is 
associated with immune regulation. J Clin Invest. 2000; 106:145–155. [PubMed: 10880058] 

Orlando et al. Page 17

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



24. Xu Q, Lee J, Jankowska-Gan E, et al. Human CD4+ CD25low adaptive T regulatory cells suppress 
delayed-type hypersensitivity during transplant tolerance. J Immunol. 2007; 178:3983–3995. 
[PubMed: 17339499] 

25. Fischer T, Schobel H, Barenbrock M. Specific immune tolerance during pregnancy after renal 
transplantation. Eur J Obst Gyn. 1996; 70:217–219.

26. Trowsdale J, Betz AG. Mother's little helpers: mechanisms of maternal-fetal tolerance. Nat 
Immunol. 2005; 7:241–246. [PubMed: 16482172] 

27. Dutta P, Burlingham WJ. Tolerance to noninherited maternal antigens in mice and humans. Curr 
Opin Organ Transplant. 2009; 14:439–447. [PubMed: 19512930] 

28. Miller J, Mathew JM, Esquenazi V. Toward tolerance to human organ transplants: a few additional 
corollaries and questions. Transplantation. 2004; 77:940–942. [PubMed: 15077043] 

29. Roussey-Kesler G, Giral M, Moreau A, et al. Clinical operational tolerance after kidney 
transplantation. Am J Transplant. 2006; 6:736–746. [PubMed: 16539630] 

30. Ballet C, Roussey-Kesler G, Aubin JT, et al. Humoral and cellular responses to influenza 
vaccination in human recipients naturally tolerant to a kidney allograft. Am J Transplant. 2006; 
6:2796–2801. [PubMed: 17049065] 

31. Louis S, Braudeau C, Giral M, et al. Contrasting CD25hiCD4+ T cells/FOXP3 patterns in chronic 
rejection and operational drug-free tolerance. Transplantation. 2006; 81:398–407. [PubMed: 
16477227] 

32. Baeten D, Louis S, Braud C, et al. Phenotypically and functionally distinct CD8+ lymphocyte 
populations in long-term drug-free tolerance and chronic rejection in human kidney graft 
recipients. J Am Soc Nephrol. 2006; 17:294–304. [PubMed: 16338967] 

33. Brouard S, Dupont A, Giral M, et al. Operationally tolerant and minimally immunosuppressed 
kidney recipients display strongly altered blood T-cell clonal regulation. Is J Transplant. 2005; 
5:330–340.

34. Braudeau C, Ashton-Chess J, Giral M, et al. Contrasted blood and intragraft toll-like receptor 4 
mRNA profiles in operational tolerance versus chronic rejection in kidney transplant recipients. 
Transplantation. 2008; 86:130–136. [PubMed: 18622290] 

35. Brouard S, Mansfield E, Braud C, et al. Identification of a peripheral blood transcriptional 
biomarker panel associated with operational renal allograft tolerance. Proc Natl Acad Sci U S A. 
2007; 104:15448–15453. [PubMed: 17873064] 

36. Braud C, Baeten D, Giral M, et al. Immunosuppressive drug-free operational immune tolerance in 
human kidney transplant recipients: Part I. Blood gene expression statistical analysis. J Cell 
Biochem. 2008; 103:1681–1692. [PubMed: 17910029] 

37. Sivozhelezov V, Braud C, Giacomelli L, et al. Immunosuppressive drug-free operational immune 
tolerance in human kidney transplants recipients. Part II. Non-statistical gene microarray analysis. 
J Cell Biochem. 2008; 103:1693–1706. [PubMed: 17979137] 

38. Christensen LL, Grunnet N, Rüdiger N, et al. Indications of immunological tolerance in kidney 
transplantation. Tissue Antigens. 1998; 51:637–644. [PubMed: 9694356] 

39. Starzl TE, Murase N, Abu-Elmagd K, et al. Tolerogenic immunosuppression for organ 
transplantation. Lancet. 2003; 361:1502–1510. [PubMed: 12737859] 

40. Trzonkowski P, Zilvetti M, Chapman S, et al. Homeostatic repopulation by CD28-CD8+ T cells in 
alemtuzumab-depleted kidney transplant recipients treated with reduced immunosuppression. Am 
J Transplant. 2008; 8:338–347. [PubMed: 18211507] 

41. Clatworthy MR, Friend PJ, Calne RY, et al. Alemtuzumab (CAMPATH-1H) for the treatment of 
acute rejection in kidney transplant recipients: long-term follow-up. Transplantation. 2009; 
87:1092–1095. [PubMed: 19352132] 

42. Watson CJ, Bradley JA, Friend PJ, et al. Alemtuzumab (CAMPATH 1H) induction therapy in 
cadaveric kidney transplantation—efficacy and safety at five years. Am J Transplant. 2005; 
5:1347–1353. [PubMed: 15888040] 

43. Calne R, Moffatt SD, Friend PJ, et al. Prope tolerance with induction using Campath 1H and low-
dose cyclosporin monotherapy in 31 cadaveric renal allograft recipients. Nippon Geka Gakkai 
Zasshi. 2000; 101:301–306. [PubMed: 10773997] 

Orlando et al. Page 18

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



44. Calne R, Moffatt SD, Friend PJ, et al. Campath IH allows low-dose cyclosporine monotherapy in 
31 cadaveric renal allograft recipients. Transplantation. 1999; 68:1613–1616. [PubMed: 
10589966] 

45. Calne R, Friend P, Moffatt S, et al. Prope tolerance, perioperative Campath 1H, and low-dose 
cyclosporin monotherapy in renal allograft recipients. Lancet. 1998; 351:1701–1702. Erratum in: 
Lancet. 1998;352:408. [PubMed: 9734890] 

46. Agarwal A, Shen LY, Kirk AD. The role of alemtuzumab in facilitating maintenance 
immunosuppression minimization following solid organ transplantation. Transplant Immunol. 
2008; 20:6–11.

47. Kirk AD, Hale DA, Mannon RB, et al. Results from a human renal allograft tolerance trial 
evaluating the humanized CD52-specific monoclonal antibody alemtuzumab (CAMPATH-1H). 
Transplantation. 2003; 76:120–129. [PubMed: 12865797] 

48. Kirk AD, Mannon RB, Kleiner DE, et al. Results from a human renal allograft tolerance trial 
evaluating T-cell depletion with alemtuzumab combined with deoxyspergualin. Transplantation. 
2005; 80:1051–1059. [PubMed: 16278585] 

49. Ciancio G, Burke GW III. Alemtuzumab (Campath-1H) in kidney transplantation. Am J 
Transplant. 2008; 8:15–20. [PubMed: 18093269] 

50. Trzonkowski P, Zilvetti M, Chapman S, et al. Homeostatic Am J Transplant. 2008; 8:338–347. 
[PubMed: 18211507] 

51. Eason JD, Cohen AJ, Nair S, et al. Tolerance: is it worth the risk? Transplantation. 2005; 79:1157–
1159. [PubMed: 15880061] 

52. Pearl JP, Parris J, Hale DA, et al. Immunocompetent T-cells with a memory-like phenotype are the 
dominant cell type following antibody-mediated T-cell depletion. Am J Transplant. 2005; 5:465–
474. [PubMed: 15707400] 

53. Trzonkowski P, Zilvetti M, Friend P, et al. Recipient memory-like lymphocytes remain 
unresponsive to graft antigens after CAMPATH-1H induction with reduced maintenance 
immunosuppression. Transplantation. 2006; 82:1342–1351. [PubMed: 17130784] 

54. Delis S, Ciancio G, Burke GW, et al. Donor bone marrow transplantation, chimerism and 
tolerance. Transplant Immunol. 2004; 13:105–115.

55. Sayegh MH, Fine NA, Smith JL, et al. Immunologic tolerance to renal allografts after bone 
marrow transplants from the same donors. Ann Int Med. 1991; 114:954–955. [PubMed: 2024863] 

56. Helg C, Chapuis B, Bolle JF, et al. Renal transplantation without immuno-suppression in a host 
with tolerance induced by allogeneic bone marrow transplantation. Transplantation. 1994; 
58:1420–1422. [PubMed: 7809937] 

57. Jacobsen N, Taaning E, Ladefoged J, et al. Tolerance to an HLA-B,DR disparate kidney allograft 
after bone-marrow transplantation from same donor. Lancet. 1994; 343:800. [PubMed: 7907762] 

58. Sorof JM, Koerper MA, Portale AA, et al. Renal transplantation without chronic 
immunosuppression after T cell-depleted, HLA-mismatched bone marrow transplantation. 
Transplantation. 1995; 59:1633–1635. [PubMed: 7778182] 

59. Butcher JA, Hariharan S, Adams MB, et al. Renal transplantation for end-stage renal disease 
following bone marrow transplantation: a report of six cases, with and without 
immunosuppression. Clin Transplant. 1999; 13:330–335. [PubMed: 10485375] 

60. Sellers MT, Deierhoi MH, Curtis JJ, et al. Tolerance in renal transplantation after allogeneic bone 
marrow transplantation—6-year follow-up. Transplantation. 2001; 71:1681–1683. [PubMed: 
11435983] 

61. Light J, Salomon DR, Diethelm AG, et al. Bone marrow transfusions in cadaver renal allografts: 
pilot trials with concurrent controls. Clin Transplant. 2002; 16:317–324. [PubMed: 12225426] 

62. Chiang KY, Lazarus HM. Should we be performing more combined hematopoietic stem cell plus 
solid organ transplants? Bone Marrow Transplant. 2003; 31:633–642. [PubMed: 12692602] 

63. Billingham RE, Brent L, Medawar PB. Activity acquired tolerance of foreign cells. Nature. 1953; 
172:603–606. [PubMed: 13099277] 

64. Monaco AP, Clark AW, Wood ML, et al. Possible active enhancement of a human cadaver renal 
allograft with antilymphocyte serum (ALS) and donor bone marrow: case report of an initial 
attempt. Surgery. 1976; 79:384–392. [PubMed: 769219] 

Orlando et al. Page 19

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



65. Monaco AP, Wood ML. Studies on heterologous antilymphocyte serum in mice. VII. Optimal 
cellular antigen for induction of immunologic tolerance with antilymphocyte serum. Transplant 
Proc. 1970; 2:489–496. [PubMed: 4939696] 

66. Monaco AP, Wood ML, Maki T, et al. Attempt to induce unresponsiveness to human renal 
allografts with antilymphocyte globulin and donor-specific bone marrow. Transplant Proc. 1985; 
27:1312–1314.

67. Sykes M. Hematopoietic cell transplantation for tolerance induction: animal models to clinical 
trials. Transplantation. 2009; 87:309–316. [PubMed: 19202432] 

68. Barber WH, Mankin JA, Laskow DA, et al. Long-term results of a controlled prospective study 
with transfusion of donor-specific bone marrow in 57 cadaveric renal allograft recipients. 
Transplantation. 1991; 51:70–75. [PubMed: 1987708] 

69. Mathew JM, Garcia-Morales RO, Carreno M, et al. Immune responses and their regulation by 
donor bone marrow cells in clinical organ transplantation. Transplant Immunol. 2003; 11:307–321.

70. Ciancio G, Burke GW, Moon J, et al. Donor bone marrow infusion in deceased and living donor 
renal transplantation. Yonsei Med J. 2004; 45:998–1003. [PubMed: 15627290] 

71. Trivedi HL, Vanikar AV, Vakil JM, et al. A strategy to achieve donor-specific hyporesponsiveness 
in cadaver renal allograft recipients by donor haematopoietic stem cell transplantation into the 
thymus and periphery. Nephrol Dial Transplant. 2004; 19:2374–2377. [PubMed: 15299099] 

72. Trivedi HL, Shah VR, Vanikar AV, et al. High-dose peripheral blood stem cell infusion: a strategy 
to induce donor-specific hyporesponsiveness to allografts in pediatric renal transplant recipients. 
Pediatr Transplant. 2002; 6:63–68. [PubMed: 11906645] 

73. Fudaba Y, Spitzer TR, Shaffer J, et al. Myeloma responses and tolerance following combined 
kidney and nonmyeloablative marrow transplantation: in vivo and in vitro analyses. Am J 
Transplant. 2006; 6:2121–2133. [PubMed: 16796719] 

74. Bühler LH, Spitzer TR, Sykes M, et al. Induction of kidney allograft tolerance after transient 
lymphohematopoietic chimerism in patients with multiple myeloma and end-stage renal disease. 
Transplantation. 2002; 74:1405–1409. [PubMed: 12451240] 

75. Spitzer TR, Delmonico F, Tolkoff-Rubin N, et al. Combined histocompatibility leukocyte antigen-
matched donor bone marrow and renal transplantation for multiple myeloma with end stage renal 
disease: the induction of allograft tolerance through mixed lymphohematopoietic chimerism. 
Transplantation. 1999; 68:480–484. [PubMed: 10480403] 

76. Kawai T, Cosimi AB, Spitzer TR, et al. HLA-mismatched renal transplantation without 
maintenance immunosuppression. N Engl J Med. 2008; 358:353–361. [PubMed: 18216355] 

77. Burlingham WJ, Jankowska-Gan E, VanBuskirk A, et al. Loss of tolerance to a maternal kidney 
transplant is selective for HLA class II: evidence from transvivo DTH and alloantibody analysis. 
Hum Immunol. 2000; 61:1395–1402. [PubMed: 11163098] 

78. Millan MT, Shizuru JA, Hoffmann P, et al. Mixed chimerism and immunosuppressive drug 
withdrawal after HLA-mismatched kidney and hematopoietic progenitor transplantation. 
Transplantation. 2002; 73:1386–1391. [PubMed: 12023614] 

79. Scandling JD, Busque S, Dejbakhsh-Jones S, et al. Tolerance and chimerism after renal and 
hematopoietic-cell transplantation. N Engl J Med. 2008; 358:362–368. [PubMed: 18216356] 

80. Hutchinson JA, Brem-Exner BG, Riquelme P, et al. A cell-based approach to the minimization of 
immunosuppression in renal transplantation. Transplant Int. 2008; 21:742–754.

81. Hutchinson JA, Riquelme P, Brem-Exner BG, et al. Transplant acceptance-inducing cells as an 
immune-conditioning therapy in renal transplantation. Transplant Int. 2008; 21:728–741.

82. Hematti P. Role of mesenchymal stromal cells in solid organ transplantation. Transplant Rev. 
2008; 22:262–273.

83. Le Blanc K, Frassoni F, Ball L, et al. Developmental Committee of the European Group for Blood 
and Marrow Transplantation. Mesenchymal stem cells for treatment of steroid-resistant, severe, 
acute graft-versus-host disease: a phase II study. Lancet. 2008; 371:1579–1586. [PubMed: 
18468541] 

84. Le Blanc K, Ringdén O. Immunomodulation by mesenchymal stem cells and clinical experience. J 
Intern Med. 2007; 262:509–525. [PubMed: 17949362] 

Orlando et al. Page 20

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



85. Crop M, Baan C, Weimar W, et al. Potential of mesenchymal stem cells as immune therapy in 
solid-organ transplantation. Transplant Int. 2009; 22:365–376.

86. Ding Y, Xu D, Feng G, et al. Mesenchymal stem cells prevent the rejection of fully allogenic islet 
grafts by the immunosuppressive activity of matrix metalloproteinase-2 and -9. Diabetes. 2009; 
58:1797–806. [PubMed: 19509016] 

87. Dahlke MH, Hoogduijn M, Eggenhofer E, et al. MISOT Study Group. Toward MSC in solid organ 
transplantation: 2008 position paper of the MISOT study group. Transplantation. 2009; 88:614–
619. [PubMed: 19741455] 

88. Strober S, Dhillon M, Schubert M, et al. Acquired immune tolerance to cadaveric renal allografts. 
A study of three patients treated with total lymphoid irradiation. N Engl J Med. 1989; 321:28–33. 
[PubMed: 2525231] 

89. Strober S, Benike C, Krishnaswamy S, et al. Clinical transplantation tolerance twelve years after 
prospective withdrawal of immunosuppressive drugs: studies of chimerism and anti-donor 
reactivity. Transplantation. 2000; 69:1549–1554. [PubMed: 10836360] 

90. Strober S, Lowsky RJ, Shizuru JA, et al. Approaches to transplantation tolerance in humans. 
Transplantation. 2004; 77:932–936. [PubMed: 15077041] 

91. Sawitzki B, Reinke P, Volk HD, et al. Autoimmunity and transplantation: a meeting at the 
crossroads in Berlin. Nat Immunol. 2008; 9:447–449. [PubMed: 18425094] 

92. Lechler, RI. Defining the “fingerprint” of clinical transplantation tolerance [abstract]. 8th 
International Conference on New Trends in Immunosuppression and Immunotherapy; Berlin. 
2008. 

93. Seyfert-Margolis, S. New approaches to answer old questions [abstract]. 8th International 
Conference on New Trends in Immunosuppression and Immunotherapy; Berlin. 2008. 

94. Zarkhin V, Sarwal MM. Microarrays: monitoring for transplant tolerance and mechanistic insights. 
Clin Lab Med. 2008; 28:385–410. vi. [PubMed: 19028259] 

95. Weintraub LA, Sarwal MM. Microarrays: a monitoring tool for transplant patients? Transplant Int. 
2006; 19:775–788.

96. Newell KA, Larsen CP. Tolerance assays: measuring the unknown. Transplantation. 2006; 
81:1503–1509. [PubMed: 16770237] 

97. Najafian N, Albin MJ, Newell KA. How can we measure immunologic tolerance in humans? J Am 
Soc Nephrol. 2006; 17:2652–2663. [PubMed: 16928808] 

98. Kirk AD. Ethics in the quest for transplant tolerance. Transplantation. 2004; 77:947–951. 
[PubMed: 15077045] 

99. Kirk AD. Clinical tolerance 2008. Transplantation. 2009; 87:953–955. [PubMed: 19352112] 

100. Matthes-Martin S, Peters C, Königsrainer A, et al. Successful stem cell transplantation following 
orthotopic liver transplantation from the same haploidentical family donor in a girl with 
hemophagocytic lymphohistiocytosis. Blood. 2000; 96:3997–3999. [PubMed: 11090093] 

101. Mellgren K, Fasth A, Saalman R, et al. Liver transplantation after stem cell transplantation with 
the same living donor in a monozygotic twin with acute myeloid leukemia. Ann Hematol. 2005; 
84:755–757. [PubMed: 16001242] 

102. Donckier V, Troisi R, Toungouz M, et al. Donor stem cell infusion after nonmyeloablative 
conditioning for tolerance induction to HLA mismatched adult living-donor liver graft. 
Transplant Immunol. 2004; 13:139–146.

103. Donckier V, Troisi R, Le Moine A, et al. Early immunosuppression withdrawal after living donor 
liver transplantation and donor stem cell infusion. Liver Transplantation. 2006; 12:1523–1528. 
[PubMed: 17004249] 

104. Sagoo P, Lombardi G, Lechler RI. Regulatory T cells as therapeutic cells. Curr Opin Organ 
Transplant. 2008; 13:645–653. [PubMed: 19060557] 

105. Golshayan D, Pascual M. Tolerance-inducing immunosuppressive strategies in clinical 
transplantation: an overview. Drugs. 2008; 68:2113–2130. [PubMed: 18840003] 

106. Dijke IE, Weimar W, Baan CC. Regulatory T cells after organ transplantation: where does their 
action take place? Hum Immunol. 2008; 69:389–398. [PubMed: 18638654] 

Orlando et al. Page 21

Ann Surg. Author manuscript; available in PMC 2015 August 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 22

T
A

B
L

E
 1

Sy
no

pt
ic

 V
ie

w
 o

f 
A

ll 
Su

cc
es

sf
ul

 a
nd

 U
ns

uc
ce

ss
fu

l C
as

es
 o

f 
C

O
T

 A
ft

er
 R

T
*

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

N
on

ad
he

re
nc

e 
to

 I
S

Sp
on

ta
ne

ou
s 

w
ith

dr
aw

al
L

os
 A

ng
el

es
18

C
as

e 
re

po
rt

4,
 b

ut
 e

ve
nt

ua
lly

 1
 

re
je

ct
ed

 a
ft

er
 1

8 
m

o
17

, 2
3,

 5
2 

m
o.

 H
ow

ev
er

, 
th

ey
 w

er
e 

ta
ki

ng
 

az
at

hi
op

ri
ne

 
sp

or
ad

ic
al

ly

In
 2

 c
as

es
, 

hi
st

oc
om

pa
tib

ili
ty

 
w

as
 n

ot
 m

at
ch

ed
. 

Fi
rs

t 2
A

, t
he

 s
ec

on
d 

av
ai

la
bl

e 
4A

M
in

ne
ap

ol
is

20
C

as
e 

re
po

rt
6,

 b
ut

 5
 r

ej
ec

te
d 

af
te

r 
fe

w
 m

on
th

s
N

ot
 a

va
ila

bl
e

N
ot

 a
va

ila
bl

e

M
ad

is
on

21
C

as
e 

re
po

rt
8,

 b
ut

 7
 r

ej
ec

te
d 

af
te

r 
fe

w
 m

on
th

s
40

N
ot

 a
va

ila
bl

e

M
ad

is
on

22
C

as
e 

re
po

rt
5,

 b
ut

 4
 r

ej
ec

te
d 

af
te

r 
fe

w
 m

on
th

s
5 

y
N

ot
 a

va
ila

bl
e 

in
 1

 
ca

se
, u

nc
le

ar
 in

 3
. 

H
L

A
 id

en
tic

al
 in

 th
e 

re
m

ai
ni

ng
 c

as
e

C
ol

um
bu

s-
M

ad
is

on
23

,2
4

C
as

e 
re

po
rt

2
5 

an
d 

27
 y

Pa
tie

nt
 n

o.
 1

: H
L

A
 

A
1,

 2
 B

44
, 6

2 
D

R
4,

 
13

 d
on

or
; A

1,
 2

 B
37

, 
60

 D
R

4,
 1

3 
re

ci
pi

en
t

Pa
tie

nt
 n

o.
 2

: H
L

A
 

id
en

tic
al

Pr
eg

na
nc

y
E

rl
an

ge
n-

M
un

st
er

25
C

as
e 

re
po

rt
, p

re
gn

an
cy

1
9 

y
O

nl
y 

H
L

A
 c

la
ss

 I
 

tis
su

e 
ty

pi
ng

 w
as

 
av

ai
la

bl
e.

 D
on

or
: A

2,
 

A
28

, B
8,

 B
40

. 
R

ec
ip

ie
nt

: A
1,

 A
28

, 
B

8,
 B

40

Su
rv

ey
B

os
to

n19
D

es
cr

ip
tiv

e,
 o

bs
er

va
tio

na
l

13
>

1 
y

U
nc

le
ar

L
os

 A
ng

el
es

18
D

es
cr

ip
tiv

e,
 o

bs
er

va
tio

na
l

24
, b

ut
 2

2 
re

je
ct

ed
 

af
te

r 
fe

w
 m

o
9,

 3
6 

m
o

N
ot

 a
va

ila
bl

e

N
an

te
s29

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
7,

 o
ne

 o
f 

w
ho

m
 

re
je

ct
ed

 a
ft

er
 b

ei
ng

 
IS

-f
re

e 
fo

r 
13

 y

9.
7 

(r
an

ge
, 1

–
20

) 
y

O
ne

 p
at

ie
nt

 w
as

 
H

L
A

-i
de

nt
ic

al
 to

 th
e 

do
no

r.
 O

ne
, 2

, a
nd

 3
 

pa
tie

nt
s 

ha
d 

1,
 3

, o
r 

4 
m

is
m

at
ch

es
 f

or
 H

L
A

, 
re

sp
ec

tiv
el

y.
 F

or
 

H
L

A
 D

R
 (

no
t 

av
ai

la
bl

e 
in

 2
 c

as
es

),
 

3 
pa

tie
nt

s 
pr

es
en

te
d 

1 

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 23

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

mismatch, whereas 1

































presented 2 mismatc


































es
































N
an

te
s30

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
4

10
.3

 (
5–

20
) 

y
N

ot
 a

va
ila

bl
e

N
an

te
s31

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
5

8.
4 

(3
–1

7)
 y

O
ne

 p
at

ie
nt

 w
as

 
H

L
A

-i
de

nt
ic

al
 to

 th
e 

do
no

r.
 T

w
o 

m
or

e 
pa

tie
nt

s 
ha

d 
4 

an
d 

2 
m

is
m

at
ch

es
, 

re
sp

ec
tiv

el
y.

 T
yp

in
g 

w
as

 n
ot

 a
va

ila
bl

e 
in

 2
 

pa
tie

nt
s

N
an

te
s32

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
4

8 
(2

–1
2)

 y
N

ot
 a

va
ila

bl
e

N
an

te
s33

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
2

10
 a

nd
 1

2 
y

N
ot

 a
va

ila
bl

e

N
an

te
s34

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
6

2–
13

 y
, m

ea
n 

va
lu

es
 n

ot
 

be
in

g 
av

ai
la

bl
e

N
ot

 a
va

ila
bl

e

N
an

te
s35

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
17

. T
he

 r
ea

so
ns

 f
or

 
IS

 w
ith

dr
aw

al
 w

as
 

no
t s

pe
ci

fi
ed

 p
er

 
si

ng
le

 p
at

ie
nt

s

>
2 

y
C

O
T

 p
at

ie
nt

s 
ar

e 
di

vi
de

d 
in

 2
 g

ro
up

s.
 

O
ne

 g
ro

up
 o

f 
5 

pa
tie

nt
s 

pr
es

en
ts

 a
 

m
ea

n 
H

L
A

 
in

co
m

pa
tib

ili
ty

 s
co

re
 

of
 3

.2
 (

ra
ng

e,
 3

–4
).

 
T

he
 o

th
er

 g
ro

up
 o

f 
12

 
in

di
vi

du
al

s 
sh

ow
s 

a 
sc

or
e 

of
 3

 (
ra

ng
e,

 2
–

4)

N
an

te
s36

,3
7

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
6

6.
4 

(1
7.

3)
 y

O
ne

 p
at

ie
nt

 w
as

 
H

L
A

-i
de

nt
ic

al
. O

ne
 

pa
tie

nt
 s

ho
w

ed
 3

 
H

L
A

 m
is

m
at

ch
es

. 
Fo

ur
 p

at
ie

nt
s 

pr
es

en
te

d 
ei

th
er

 1
 (

2 
ca

se
s)

 o
r 

4 
(2

 c
as

es
) 

m
is

m
at

ch
es

E
ur

op
ea

n 
C

on
so

rt
iu

m
 f

or
 

to
le

ra
nc

e91
,9

2
D

es
cr

ip
tiv

e,
 in

ve
st

ig
at

iv
e

11
. T

he
 r

ea
so

ns
 f

or
 

IS
 w

ith
dr

aw
al

 w
as

 
no

t s
pe

ci
fi

ed
 p

er
 

si
ng

le
 p

at
ie

nt
s

>
1 

y
N

ot
 a

va
ila

bl
e

A
m

er
ic

an
 n

et
w

or
k 

fo
r 

im
m

un
e 

to
le

ra
nc

e93
D

es
cr

ip
tiv

e,
 in

ve
st

ig
at

iv
e

25
. T

he
 r

ea
so

ns
 f

or
 

IS
 w

ith
dr

aw
al

 w
as

 
>

1 
y

N
ot

 a
va

ila
bl

e

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 24

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

not specified per























single patients























Ph
ys

ic
ia

n-
dr

iv
en

 
w

ea
ni

ng
 o

f 
IS

PT
L

D
A

ar
hu

s38
C

as
e 

re
po

rt
1

>
3 

y
H

L
A

 id
en

tic
al

, l
iv

in
g 

re
la

te
d

Su
rv

ey
N

an
te

s29
D

es
cr

ip
tiv

e,
 in

ve
st

ig
at

iv
e

3,
 o

f 
w

ho
m

 2
 f

or
 

PT
L

D
 a

nd
 1

 f
or

 
re

cu
rr

en
t i

nf
ec

tio
ns

 
an

d 
ba

sa
l c

el
lu

la
r 

ca
rc

in
om

a;
 o

ne
 

re
je

ct
ed

 a
ft

er
 b

ei
ng

 
IS

-f
re

e 
fo

r 
7 

y

8.
6 

y 
(m

ea
n 

tim
e,

 r
an

ge
, 

6–
11

)

Pa
tie

nt
 n

o.
 1

: 
H

L
A

/H
L

A
 D

R
 

in
co

m
pa

tib
ili

ty
 

nu
m

be
r 

3 
an

d 
2,

 
re

sp
ec

tiv
el

y

Pa
tie

nt
 n

o.
 2

: 3
, 1

Pa
tie

nt
 n

o.
 3

: 3
, 0

N
an

te
s30

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
1

6 
y

N
ot

 a
va

ila
bl

e

N
an

te
s31

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
2,

 o
f 

w
ho

m
 1

 f
or

 
PT

L
D

 a
nd

 1
 f

or
 

C
N

I 
to

xi
ci

ty

3 
an

d 
8 

y
B

ot
h 

pr
es

en
te

d 
3 

H
L

A
 A

-B
-D

R
 

m
is

m
at

ch
es

N
an

te
s32

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
2

8 
(2

–1
2)

 y
N

ot
 a

va
ila

bl
e

N
an

te
s33

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
3,

 o
f 

w
ho

m
 2

 f
or

 
PT

L
D

 a
nd

 1
 f

or
 

re
cu

rr
en

t i
nf

ec
tio

ns
 

an
d 

ba
sa

l c
el

lu
la

r 
ca

rc
in

om
a;

 o
ne

 
re

je
ct

ed
 a

ft
er

 b
ei

ng
 

IS
-f

re
e 

fo
r 

7 
ye

ar
s

6.
3 

(3
–8

)
N

ot
 a

va
ila

bl
e

N
an

te
s34

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
2,

 o
f 

w
ho

m
 1

 f
or

 
PT

L
D

 a
nd

 1
 f

or
 

C
N

I 
to

xi
ci

ty

2–
13

 y
, m

ea
n 

va
lu

es
 n

ot
 

be
in

g 
av

ai
la

bl
e

N
ot

 a
va

ila
bl

e

N
an

te
s35

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
17

. T
he

 r
ea

so
ns

 f
or

 
IS

 w
ith

dr
aw

al
 w

er
e 

no
t s

pe
ci

fi
ed

 p
er

 
si

ng
le

 p
at

ie
nt

>
2 

y
C

O
T

 p
at

ie
nt

s 
ar

e 
di

vi
de

d 
in

 2
 g

ro
up

s.
 

O
ne

 g
ro

up
 o

f 
5 

pa
tie

nt
s 

pr
es

en
ts

 a
 

m
ea

n 
H

L
A

 
in

co
m

pa
tib

ili
ty

 s
co

re
 

of
 3

.2
 (

ra
ng

e,
 3

–4
).

 
T

he
 o

th
er

 g
ro

up
 o

f 
12

 
in

di
vi

du
al

s 
sh

ow
s 

a 
sc

or
e 

of
 3

 (
ra

ng
e,

 2
–

4)

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 25

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

N
an

te
s36

,3
7

D
es

cr
ip

tiv
e,

 in
ve

st
ig

at
iv

e
2,

 o
f 

w
ho

m
 1

 f
or

 
PT

L
D

 a
nd

 1
 f

or
 

C
N

I 
to

xi
ci

ty

3 
an

d 
10

 y
B

ot
h 

pa
tie

nt
s 

w
er

e 
pr

es
en

tin
g 

3 
H

L
A

 
D

R
 A

-B
-D

R
 

m
is

m
at

ch
es

E
ur

op
ea

n 
C

on
so

rt
iu

m
 f

or
 

to
le

ra
nc

e91
,9

2
D

es
cr

ip
tiv

e,
 in

ve
st

ig
at

iv
e

11
. T

he
 r

ea
so

ns
 f

or
 

IS
 w

ith
dr

aw
al

 w
er

e 
no

t s
pe

ci
fi

ed
 p

er
 

si
ng

le
 p

at
ie

nt

>
1 

y
N

ot
 a

va
ila

bl
e

A
m

er
ic

an
 n

et
w

or
k 

fo
r 

im
m

un
e 

to
le

ra
nc

e93
D

es
cr

ip
tiv

e,
 in

ve
st

ig
at

iv
e

25
. T

he
 r

ea
so

ns
 f

or
 

IS
 w

ith
dr

aw
al

 w
er

e 
no

t s
pe

ci
fi

ed
 p

er
 

si
ng

le
 p

at
ie

nt

>
1 

y
N

ot
 a

va
ila

bl
e

Im
pl

em
en

ta
tio

n 
of

 
to

le
ro

ge
ni

c 
st

ra
te

gi
es

 a
b 

in
iti

o

M
ol

ec
ul

e 
ba

se
d

Pi
tts

bu
rg

h39
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
0/

39
—

N
ot

 a
va

ila
bl

e

C
am

br
id

ge
41

–4
5

Pr
os

pe
ct

iv
e,

 c
om

pa
ra

tiv
e,

 n
on

ra
nd

om
iz

ed
0/

33
—

N
ot

 a
va

ila
bl

e

O
xf

or
d40

Pr
os

pe
ct

iv
e,

 n
on

co
m

pa
ra

tiv
e

0/
13

—
N

ot
 a

va
ila

bl
e

B
et

he
sd

a47
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
0/

7
—

N
ot

 a
va

ila
bl

e

B
et

he
sd

a48
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
0/

5
—

N
ot

 a
va

ila
bl

e

C
el

l b
as

ed
Pr

ev
io

us
 B

M
T

B
os

to
n 

B
W

H
55

C
as

e 
re

po
rt

2*
7 

an
d 

3 
y

H
L

A
 id

en
tic

al

G
en

ev
a56

C
as

e 
re

po
rt

1
2 

y
H

L
A

 id
en

tic
al

C
op

en
ha

ge
n57

C
as

e 
re

po
rt

1
1 

y
D

on
or

: H
L

A
 A

24
, 

B
7,

 D
R

5/
A

1,
 

B
8,

D
R

2,
 b

lo
od

 g
ro

up
 

0 R
ec

ip
ie

nt
: A

24
, B

8,
 

D
R

3/
A

1,
B

8,
 D

R
2,

 
bl

oo
d 

gr
ou

p 
A

Sa
n 

Fr
an

ci
sc

o58
C

as
e 

re
po

rt
1

2 
y

H
L

A
 m

is
m

at
ch

ed
, 

ha
pl

oi
de

nt
ic

al
 (

th
e 

do
no

r 
be

in
g 

th
e 

pa
tie

nt
's

 f
at

he
r)

M
ilw

au
ke

e59
C

as
e 

re
po

rt
2

15
 a

nd
 3

0 
m

o
A

ll 
H

L
A

 id
en

tic
al

B
ir

m
in

gh
am

, A
L

60
C

as
e 

re
po

rt
1

7
H

L
A

 id
en

tic
al

H
SC

B
os

to
n 

M
G

H
73

–7
5

Pr
os

pe
ct

iv
e,

 n
on

co
m

pa
ra

tiv
e

3/
6

7.
3,

 5
.3

, 2
 y

H
L

A
 id

en
tic

al

B
os

to
n 

M
G

H
76

Pr
os

pe
ct

iv
e,

 n
on

co
m

pa
ra

tiv
e

4/
5

4.
6,

 3
.4

, 2
.2

 
an

d 
1.

2 
y

H
L

A
 m

is
m

at
ch

ed

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 26

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

St
an

fo
rd

78
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
1/

4
14

 y
H

L
A

 m
is

m
at

ch
ed

.

Pa
tie

nt
 n

o.
 1

: A
1,

 3
1,

 
B

44
, 6

0,
 D

R
7,

 9
 

do
no

r;

A
2,

 X
, B

44
, 6

0,
 D

R
1,

 
4 

re
ci

pi
en

t.

Pa
tie

nt
 n

o.
 2

: A
11

, 
34

, B
13

, B
*  

15
35

, 
D

R
4,

 8
 d

on
or

; A
34

, 
X

, B
*  

15
21

, B
* 1

53
5,

 
D

R
4,

15
 r

ec
ip

ie
nt

Pa
tie

nt
 n

o.
 3

: A
1,

 3
 

B
8,

 2
7,

 D
R

1,
 1

7 
do

no
r;

 A
3,

 3
1,

 B
27

, 
35

, D
R

1,
 X

 r
ec

ip
ie

nt

Pa
tie

nt
 n

o.
 4

: A
3,

 1
1,

 
B

60
, X

, D
R

4,
 4

 
do

no
r;

 A
2,

 2
9,

 B
7,

 
44

, D
R

1,
 8

.

St
an

fo
rd

79
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
1/

3
28

 m
H

L
A

 id
en

tic
al

G
uj

ar
at

71
Pr

os
pe

ct
iv

e,
 n

on
ra

nd
om

iz
ed

0/
24

—
N

ot
 a

va
ila

bl
e

G
uj

ar
at

72
Pr

os
pe

ct
iv

e,
 r

an
do

m
iz

ed
0/

12
—

N
ot

 a
va

ila
bl

e

M
ia

m
i70

Pr
os

pe
ct

iv
e,

 n
on

ra
nd

om
iz

ed
, c

om
pa

ra
tiv

e
0/

63
—

N
ot

 a
va

ila
bl

e

E
SC

G
uj

ar
at

16
Pr

os
pe

ct
iv

e,
 r

an
do

m
iz

ed
1/

1
3 

m
o

H
L

A
 id

en
tic

al

T
A

IC
K

ie
l80

Pr
os

pe
ct

iv
e,

 n
on

co
m

pa
ra

tiv
e

0/
12

—
A

ll 
de

gr
ee

s 
of

 
m

at
ch

es
 (

no
t b

et
te

r 
sp

ec
if

ie
d)

K
ie

l81
Pr

os
pe

ct
iv

e,
 n

on
co

m
pa

ra
tiv

e
0/

5
—

O
ne

 H
L

A
 id

en
tic

al
, 

th
e 

ot
he

r 
be

in
g 

m
is

m
at

ch
ed

T
ot

al
 b

od
y 

ir
ra

di
at

io
n

St
an

fo
rd

88
,8

9
Pr

os
pe

ct
iv

e
3/

28
, b

ut
 1

 r
ej

ec
te

d 
af

te
r 

10
 m

o 
fo

r 
no

ni
m

m
un

ol
og

ic
al

 
re

as
on

14
4 

an
d 

69
 

m
o

Pa
tie

nt
 n

o.
 1

: A
28

/3
0,

 
B

14
/1

7,
 D

R
2/

8 
do

no
r;

 A
2/

11
, 

B
w

44
/y

, D
R

4/
5

Pa
tie

nt
 n

o.
 2

: A
2/

x,
 

B
7/

18
, D

R
3/

- 
do

no
r;

 

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 27

C
la

ss
if

ic
at

io
n

Su
bt

yp
e

C
en

te
r

T
yp

e 
of

 S
tu

dy
C

la
im

ed
 C

as
es

 o
f 

C
O

T
L

en
gt

h 
of

 
F

ol
lo

w
-u

p 
F

ro
m

 t
he

 
T

im
e 

of
 t

he
 

W
it

hd
ra

w
al

 
of

 t
he

 I
S

H
is

to
co

m
pa

ti
bi

lit
y

A2/11, Bw44/y,















DR1/7
















Pa
tie

nt
 n

o.
 3

: A
3/

10
, 

B
7/

35
 d

on
or

; A
10

/
w

26
, B

7/
w

40

* O
ve

ra
ll,

 2
40

 R
T

 p
at

ie
nt

s 
ha

ve
 b

ee
n 

re
po

rt
ed

 to
 b

e 
or

 to
 h

av
e 

be
en

 I
S-

fr
ee

 f
or

 a
t l

ea
st

 1
 y

ea
r.

 Y
et

, t
he

 a
ct

ua
l n

um
be

r 
of

 to
le

ra
nt

 p
at

ie
nt

s 
ca

nn
ot

 b
e 

ac
cu

ra
te

ly
 c

al
cu

la
te

d 
be

ca
us

e 
so

m
e 

se
ri

es
 h

av
e 

be
en

 th
e 

ob
je

ct
 o

f 
nu

m
er

ou
s 

in
ve

st
ig

at
io

ns
, w

hi
ch

 le
ad

 to
 m

an
y 

pa
pe

rs
.

Ann Surg. Author manuscript; available in PMC 2015 August 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Orlando et al. Page 28

TABLE 2

Synoptic View of the 6 papers Reporting on the Cases of COT Developed After Sequential BMT and RT*

First Author Center Journal, Year Number of Patients HLA Time 
Elapsed 
Between 

BMT and 
RT, y)

Length of 
Follow-up From 
IS Withdrawal, 

mo

Sayegh55 Brigham and Women 
Hospital, Boston, MA

Ann Int Med, 1991
2
† Identical 7, 3 12, 24

Helg56 Geneva, CH Transplantation, 1994 1 Identical
2
‡ 24

Jacobsen57 Copenhagen, DK Lancet, 1994 1 Nonidentical 1 17

Sorof58 San Francisco, CA Transplantation, 1995 1 Nonidentical 2 15

Butcher59 Milwaukee, WI Clin Transplant 1999 3 Identical 3, 11, 18 15, 30

Sellers60 Birmingham, AL Transplantation 2001 1 Identical 7 72

*
It should be emphasized that all patients received both transplants from the same donor. This is a critical issue as demonstrated by the 

Milwaukee59 series, which actually included 3 additional patients who received bone marrow and kidney graft from 2 different donors; they all 
experienced acute rejection and needed maintenance IS. The interpretation of such finding is that complete donor chimerism produced by the 
previous BMT facilitates acceptance of the renal graft derived from the same donor.

†
Yet, as these 2 patients received prednisone at small doses to treat the idiopathic pneumonia complicating BMT, they cannot be labeled as 

completely tolerant, according to the definition herein adopted.

‡
Both BMT and RT were planned at the baseline and the patient's mother consented to donate both the bone marrow and the kidney. Therefore, 

this strategy somehow anticipates the protocol that will be described by Sachs' group a few years later.
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TABLE 3

Summary of the Experience Reported by the Transplant Biology Research Croup and the Massachusetts 

General Hospital

Patient Follow-up From RT Rejection IS Last Creatinine, mg/dL

Myeloma HLA-matched series73–75

1 7.3 y None Off by day 73 0.9

2 5.3 y None Off by day 76 2

3 4.3 y None Yes 1.5

4 3.5 y None Yes 1.5

5 2.8 y None Yes 5.6

6 2y Day 104 Off by 1.8 y 1.7

HLA-mismatched series76

1 5.3 y None Off by day 240 1.2

2 4.7 y None Off by day 422 1.5

3 0.45 y Yes, with graft loss Yes after second RT —

4 2.9 y None Off by day 244 1.5

5 1.9 y None Off by day 272 1.8
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TABLE 4

Synoptic View of the Results of TAIC II Trial81

Patient No. Steroid Withdrawal Tacrolimus Withdrawal (wk) Acute Rejection

1 Yes, by the eighth wk Yes, by the 43rd wk Yes

2 Yes, by the 10th wk Yes, spontaneously withdrawn by the patient Yes

3 Yes, by the eighth wk No Yes, steroid-resistant

4 No, as the patient was suffering from rheumatoid 
arthritis

No No

5 Yes, by the eighth wk No No
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