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Kidney Transplantation in Recipient with T-cell Flow Cytometry
Crossmatch(+)/T-cell Cytotoxicity(-)
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HLA crossmatch is essential for preventing hyperacute rejection and deciding appropriate donors and recipients
in kidney transplantation. T—cell complement dependent cytotoxicity crossmatch (T—CDC) has been used gener-
ally, but recently, T—cell flow cytometry crossmatch (T—FCXM) test is used frequently because of its convenience.
The sensitivity of T=FCXM is superior in detecting anti—HLA antibodies. Therefore, T-=FCXM (+), even when T—
CDC is negative, may be a risk factor for antibody mediated rejection(AMR) which may result to early graft loss.
The initial T-FCXM was evaluated before transplantation and a final re—evaluation was done at the time of trans-
plantation. Twenty—eight (5.1%) of 553 recipients exhibited historical T-FCXM (+) and T—CDC (—) concomitantly
at Seoul National University Hospital between 1998 and 2008. Fifty—six T-FCXM (=) and T—CDC (-) recipients
were selected as control, who were 1:2 matched for age, sex, living or cadaver donor, and date of transplantation.
AMR was not observed in either group. There were no significant difference in graft survival between the two
groups. In addition, the incidence of acute cellular rejection showed no difference. The historical FCXM (+), T—
CDC (=) group had 9 events of acute rejection in total. Six events occurred within 1 month post—transplantation
and the remaining events occurred after 1 year. When we further divided the historical T-=FCXM (+) group into
groups with negative—conversion [final (=)] and non—conversion [final (+)] at the time of transplantation, final
(+) group had significantly more episodes of acute rejection (8 events), even though there was no differences
in the graft survival. Five of the FCXM (+) recipients (4 living and 1 cadaver transplants) received induction
therapy. One patient received only plasmapheresis. Two patients were treated with Baciliximab, plasmapheresis,
and IVIG and another two patients received Rituximab in addition. One of these cases had negative conversion
and others except the cadaver transplant case showed a weaker reaction after intervention. Intraoperative graft
biopsy was done in 3 of the 5 and hyperacute rejection was not found. During the follow—up of a median of 8
months (5—29), there were no significant rejection episodes. Conclusively, T-=FCXM is useful, but is sensitive in
detecting sensitized pretransplant recipients and confirminga negative conversion before transplantation may be
useful for reducing acute rejection episodes in T—FCXM positive patients.
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