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ng Transplantation (LT) continues to be the best
therapy for end-stage lung disease for which
other medical or surgical therapy is not available.
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Median survival (years):

1990-1998: 4.2; Conditional=7.1
1999-2008: 6.0; Conditional=8.3
2009-6/2013: NA; Conditional=NA

= 1990-1998 (N=9,783)

1999-2008 (N=21,593)

2009-6/2013 (N=16,006)

N at risk = 252
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Incidence of DSA — HALT Study

43/119 (36%) DSA+

Freedom from DSA
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Time after transplantation, days

N atrisk =119 89 70 52 19 0
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es in understanding outcomes:

Until 2016, there was that
centers could use to compare their experience
with AMR.

have been identified
enters treating AMR
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diated Rejection Criteria — an Addition to
Classification of Renal Allograft Rejection

Table2: Banff 97 diagnostic categories for renal allograft biopsies - update
1.

Normal, see Definitions

Antibody-mediated rejection

Rejection due, at least in part, to documented anti-donor antibody (‘suspicious for" if antibody not demonstrated); may coincide with

categories 3, 4 and 5

Type (Grade)

. ATN-like - C4d +, minimal inflammation
[ll. Arterial - v3, C4d +

3. Borderline changes: ‘Suspicious’ for acute cellular rejection
This category is used when no intimal arteritis is present, but there are foci of mild tubulitis (1-4 mononuclear cells/tubular cross-

section) and at least i1; may coincide with categories 2 and 5

Acute/active cellular rejection
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Stage of humoral
rejection

I: Latent
II: Silent
III: Subclinical

IV: Clinical

severe ischemizc

once to AsSE

Circulating
antibody®

Yes
Yes
Yes

Yes

Lung biopsy
specimen

Normal

Cad

C4d + tissue
pathology

C4d + tissue
pathology

Graft
dysfunction

No
No
No

Yes

Am J Transplant 2004;4:1033-41.
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Pulmonary AMR Working
Consensus




d a working group to develop a ¢
definition for pulmonary AMR.

ISHLT CONSENSUS REPORT

Antibody-mediated rejection of the lung: M-
A consensus report of the International Society for
Heart and Lung Transplantation

Juq rnud jrsuzbrsufafion
C10MS




Practice guidelines later...

Characteristics Clinical Consensus Clinical Practice
Statement Guidelines

Expert opinion Systematic reviews
Recommendations Best available and controlled trials
based on: evidence (ie: single

center studies)
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Clinical

Associated with measurable graft
dysfunction

Can be asymptomatic

Subclinical

Normal graft function
Can be an isolated DSA

Can be isolated characteristic
histology
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[ Probable ] [ Definite ] [Possible] [Probable]

Levine D, Glanville A, et al JHLT 2016: 35:397
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C4D staining
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VIR such as histolc
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“It looks like we have a consensus.”







