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Abstract

Antibody mediated rejection is increasingly being recognized as a significant 
player in contributing to long term graft injury and loss in renal transplant recipients. 
Due to the paucity to large and robust trials, much of what we know about this entity 
is based on small case series and reports. Our review discusses the importance of 
antibody mediated rejection in children with renal transplants and provides an 
overview of the diagnostic and therapeutic options available to clinicians caring for 
these children.

AbbreviAtions
ABMR: Antibody-Mediated Rejection; CDC: Complement-

Dependent Lymphocytotoxicity; DSA: Donor Specific anti-HLA 
Antibody; FDA: Food and Drug Administration; HLA: Anti-Human 
Leukocyte Antigen; IVIg: Intravenous Immunoglobulin; PP: 
Plasmapheresis.

introduction
Renal transplantation remains the preferred treatment 

of choice for pediatric patients with advanced chronic kidney 
disease due to better patient survival, growth, and quality of 
life compared to chronic dialysis [1-3]. Despite improvements 
in the prevention and treatment of T-cell mediated rejection, 
long-term graft loss in renal transplant recipients remains high. 
Recent insights and discoveries are changing the paradigm on 
how rejection is viewed, from the previous belief that rejection 
is primarily a T-cell mediated process to the more contemporary 
recognition of a significant humoral component of the immune 
system as a contributor to graft dysfunction and loss [4-6].  

bAckground
The donor graft endothelium of the peritubular and glomerular 

capillaries displays Major Histocompatibility Complex molecules 
which are the targets of antibody mediated injury [7]. Endothelial 
damage leads to an inflammatory response, leukocyte adhesion 
from cytokines, and complement activation. The membrane 
attack complex is assembled as a result of complement activation 
and causes necrosis and endothelial cell detachment from the 
basement membrane, characteristic histological features of 
antibody-mediated rejection (ABMR). Progression of the insult 

may lead to a thrombotic microangiopathy with arterial wall 
necrosis. 

Several significant discoveries have aided in the identification 
of ABMR. First and foremost was the discovery that peritubular 
capillary deposition of C4d, a product of complement activation, 
was associated with graft loss and seen most often in sensitized 
transplant recipients [8,9]. C4d, a cleavage product of complement 
C4, becomes covalently bound to tissue at the site of C4 activation, 
and can be detected using immunohistologic staining by IF or 
immunoperoxidase. Currently C4d staining is scored based on the 
percent of peritubular capillaries that stain positive in the biopsy 
tissue [10]. There are some limitations to the use of C4d staining 
as a marker for ABMR, since inter-institutional reproducibility is 
low and techniques may differ from one center to another [11].  
In the future, gene transcripts may become available and might 
be better markers for ABMR, compared to C4d staining [12,13].

Secondly, the development of assays for detecting anti-
human leukocyte antigen (HLA) antibodies has improved our 
understanding of ABMR. Donor-specific HLA antibodies (DSAs) 
can exist prior to transplant or develop de novo at any time after 
transplant. HLA antibodies increase the risk of ABMR with highly 
sensitized patients being at even greater risk [14].  As many as 
30% of transplant recipients develop de novo DSA; they can do so 
after T-cell rejection [15] or following a period of non-adherence 
[16].  De novo DSA also predict late graft loss in children [17]. 
De novo DSA are mainly directed against class II HLA, and are 
associated with worse prognosis than class I HLA DSA. DSA assays 
use either cell-based or solid phase tests. The cell-based tests 
include the complement-dependent lymphocytotoxicity (CDC) 
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and the flow cytometric crossmatch assay. The solid phase tests 
include enzyme-linked immunosorbent assays and multianalyte 
bead test by flow cytometry (Luminex technology). Only the 
CDC and solid phase tests have been approved by the US Food 
and Drug Administration (FDA) for detection of HLA antibodies 
as qualitative assays [18]. These assays use arbitrary units to 
quantify HLA antibodies, the mean channel shift for cell based 
flow cytometry cross-matches and the mean fluorescent intensity 
for the Luminex assay. While often used in studies as quantitative 
assays, many technical problems still limit their reliability, such 
as lack of standardization of solid phase assays and variations in 
laboratory protocols and handling [19]. Hopefully new consensus 
guidelines on DSA testing will help to improve test performance 
[20].  

diAgnosis 
The clinical presentation of ABMR can range from acute 

clinical deterioration in graft function to a more indolent course 
with little change in graft function and minimal pathologic 
changes on biopsy. The definition of ABMR has undergone several 
iterations over the past decade  [10, 21-23] . Morphology is still 
crucial for diagnosis; classically, acute ABMR is diagnosed in the 
setting of serologic evidence of DSAs, immunohistologic evidence 
of C4d staining, and morphological evidence of tissue injury. The 
features of tissue injury on biopsy include acute tubular necrosis, 
peritubular capillaritis, glomerulitis, thrombosis, intimal arteritis 
and/or arterial fibrinoid necrosis with lymphocytic infiltrate. 
The absence of graft dysfunction differentiates subclinical 
ABMR from clinical ABMR. However, much like with acute 
clinical ABMR, patients with subclinical ABMR are at risk of 
developing progression of histologic changes such as interstitial 
fibrosis, tubular atrophy and transplant glomerulopathy with 
accompanying deterioration of graft function [13,24].

While the Banff consensus criteria require C4d staining for 
a definitive diagnosis of ABMR, there is increasing recognition 
of the entity of C4d-negative ABMR. C4d staining positivity is 
more likely seen in early AMR, within the first 3 months after 
transplantation, but is more often negative in late rejection 
episodes [4]. This may indicate that there is a different 
mechanism of graft injury in these 2 groups, as early acute ABMR 
is more likely to be seen in highly sensitized patients while late 
ABMR more commonly occurs in the setting of non-adherence 
with immunosuppression and with the appearance of de novo 
DSA [25].

treAtment
Most treatment protocols in current use are derived from 

the clinical experience obtained from the treatment of patients 
sensitized prior to transplantation. Therapies have been focused 
on depletion of B-cells and/or preformed antibodies, and on 
complement inhibition or inactivation. These therapies include 
intravenous immunoglobulin (IVIg), plasmapheresis (PP), 
rituximab, bortezomib, and eculizumab. While there are no clear 
consensus guidelines for treatment of ABMR, there have been 
some proposals on adopting a standard of care approach for 
future clinical trials, and considering this standard to be IVIg and 
PP [18]. 

Based on case series and anecdotal reports, it appears quite 

clear that combinations of treatments are more effective than any 
one therapy alone, as discussed below. PP removes plasma and 
thereby antibodies from circulation. IVIg is thought to have anti-
inflammatory properties, inducing apoptosis of mature B cells, 
and in combination with PP is used to neutralize antibodies and 
block complement activation. PP and IVIg either alone or, more 
commonly, used together, have been shown to reverse acute 
ABMR [26-29].  Typically each PP session uses 1-1.5x full blood 
volume exchange with 5% albumin replacement fluid daily or 
every other day for 4-7 sessions. Rebound synthesis of DSA can 
occur after PP is stopped. IVIg when used alone is given at a higher 
dose (2g/kg) once or up to 3 doses on a monthly basis [29]. When 
given in conjunction with PP, the IVIg dose is usually much lower 
(100mg/kg) and is given after each PP session or sometimes a 
slightly higher dose (300-400mg/kg) is administered for 1-2 
days after the last PP session, for a cumulative dose of 1g/kg [7]. 
Alternatively 1-3 doses of IVIg (2g/kg) can be given at the end of 
the PP session. As stated earlier, PP with or without low dose IVIG 
and high-dose IVIg alone have been proposed as standard of care 
for treatment of ABMR. However, there is no consensus on the 
number of PP sessions, the amount of blood volume exchange, or 
type of replacement fluid proposed, as the gold standard. Serious 
adverse reactions are rare but include aseptic meningitis, renal 
failure, thrombotic events, and anaphylaxis. Common adverse 
reactions include headache, fever, chills, myalgia, and hyper- or 
hypo-tension. 

Rituximab is a chimeric anti-CD 20 monoclonal antibody 
that is currently FDA approved for the treatment of patients 
with non-Hodgkin’s Lymphoma, Wegener’s granulomatosis 
and rheumatoid arthritis. Rituximab binds to the CD20 antigen 
found on the surface of B-cells, thereby activating antibody-
dependent cell mediated cytotoxicity, complement-mediated 
cell death, and natural killer cell interaction leading to cell death. 
There is a rapid depletion of the B-cell population over 1-2 days 
after rituximab, with complete B cell depletion seen within 1-6 
weeks; the B-cell populations remains suppressed for up to a 
year in renal transplant recipients [30]. There is more experience 
using rituximab for ABO incompatible renal transplants and for 
desensitization prior to transplant [31]. To date most reports on 
rituximab for treatment of acute ABMR have been case reports 
and case series; significant variations exist in the reported doses 
of rituximab used in the reports, ranging from 375mg/m2 for 1-4 
doses to a single 500mg dose.  In all of these reports, patients 
also received other therapies for the treatment of acute ABMR in 
addition to rituximab, most commonly PP and IVIg. Graft survival 
after this combination is reported to be between 50-100% in the 
larger case series.  There is only one randomized control trial 
using rituximab for rejection with B cell infiltrates on biopsy 
in pediatric renal transplant recipients. This study compared 
usual care (pulse doses of steroids ± thymoglobulin) versus the 
combination of usual care and rituximab [32]. While the group 
that received rituximab appeared to have worse rejection to 
begin with, after treatment this group had better graft function 
and follow-up biopsy scores compared to the ‘usual care’ cohort. 
High dose IVIG and rituximab have also been proposed as a 
possible treatment for chronic ABMR [33,34].  Adverse reactions 
include infusion reactions due to cytokine release syndrome, 
thrombocytopenia, and neutropenia. The 3-year follow-up data 
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from a randomized controlled trial of  rituximab for induction 
therapy for  renal transplantation showed a significantly 
increased risk of cardiovascular death [35].  Patients treated 
with rituximab are also at increased risk of serious infections 
and reactivation of latent infections. There have been reported 
cases of death from progressive multifocal leukoencephalopathy 
caused by reactivated JC virus in patients with systemic lupus 
erythematosus receiving rituximab [36]. More recently the FDA 
has added a black box warning for Hepatitis B reactivation with 
rituximab. 

CD 20 is expressed early in the B-cell cycle but is lost on mature 
plasma cells, which is a limiting factor of rituximab. Bortezomib, a 
proteasome inhibitor, causes apoptosis of mature plasma cells to 
decrease antibody production, overcoming the aforementioned 
drawback with rituximab. Bortezomib has been shown in case 
reports and case series of adult transplant recipients to lead to a 
rapid depletion of DSA and effective treatment of refractory ABMR 
[37] and even as a first line treatment for ABMR [38]. Patients with 
early (within 6 months) post-transplant ABMR have been noted 
to have a better response to therapy with bortezomib [39]. There 
are only 2 published reports on the use of bortezomib in treating 
ABMR in pediatric renal transplant recipients with mixed results 
[40, 41].  Bortezomib is most often given in 4 doses (bortezomib 
1.3 mg/m2/dose) with some combination of steroids, IVIg, PP, 
and rituximab.  Bortezomib use in adults with cancer and with 
renal transplants has been associated with a variety of infectious, 
hematologic, neurologic and gastrointestinal toxicities [42].

Eculizumab, a monoclonal antibody directed against 
complement C5, inhibits the production of the terminal 
complement components C5a and the membrane attack 
complex C5b-9. Currently it is FDA approved for the treatment 
of paroxysmal nocturnal hemoglobinuria and atypical Hemolytic 
Uremic Syndrome. Eculizumab appears to prevent ABMR in 
sensitized transplant recipients and has been shown to decrease 
the incidence of transplant glomerulopathy at 1 year follow-
up [43]. Several case reports have been published on the use 
of eculizumab for ABMR, also with mixed results [44]. In one 
pediatric case report, ABMR resistant to steroids, thymoglobulin 
and PP was successfully treated with eculizumab though 
interestingly the patient was found to have a deficiency in 
complement Factor H-related protein 3/1, a plasma protein that 
regulates the complement cascade at the level of C5 conversion 
[45]. Eculizumab dosing and protocols have been highly variable; 
however, all the reports mentioned use some combination of 
steroids, IVIg, PP, bortezomib and rituximab. Adverse effects 
include increased risk of infection with encapsulated bacteria, 
namely meningococcus and pneumococcus. Vaccinations for 
these should be given. In addition, prophylactic antibiotics are 
also recommended as not all bacterial serotypes are covered by 
the current vaccines [46]. 

Splenectomy has been proposed as a final treatment option 
to be used in a treatment escalation protocol for refractory ABMR 
when all else has failed [47].  The mechanism of how splenectomy 
may help in ABMR is not entirely clear although there is 
some evidence that the spleen may be a repository for direct 
antibody-secreting cells and hence removing it would reduce 
the production of new antibodies [48].  Adult case reports using 

splenectomy for refractory cases of ABMR have shown significant 
success after failure to respond to different combinations of 
PP, IVIg, thymoglobulin, and rituximab [48-51].   There is one 
pediatric case report on a child who was successfully treated with 
splenectomy for refractory ABMR that had not improved despite 
steroids, IVIg, PP, and thymoglobulin [52]. Adverse effects include 
long term risk of infection with encapsulated bacteria.

conclusion
In conclusion, much remains to be established with respect 

to the optimal surveillance, diagnosis and management of 
children and adults with ABMR. Clinicians taking care of this 
vulnerable population need to be aware of the implications of 
ABMR and consider using a multi-disciplinary approach to plan 
the management of patients diagnosed with ABMR, since existing 
therapies can be quite invasive and not without significant 
risk. The future will likely bring some clarity on best practices 
for diagnosis and management; until then, an individualized 
approach, incorporating the team’s experience, the patient/
family needs, and the unique circumstances of the situation will 
need to be employed to facilitate the best possible long-term 
outcome.  

references
1. Goldstein SL, Graham N, Burwinkle T, Warady B, Farrah R, Varni JW. 

Health-related quality of life in pediatric patients with ESRD. Pediatr 
Nephrol. 2006; 21: 846-850.

2. McDonald SP, Craig JC; Australian and New Zealand Paediatric 
Nephrology Association. Long-term survival of children with end-
stage renal disease. N Engl J Med. 2004; 350: 2654-2662.

3. Tejani A, Fine R, Alexander S, Harmon W, Stablein D. Factors predictive 
of sustained growth in children after renal transplantation. The North 
American Pediatric Renal Transplant Cooperative Study. J Pediatr. 
1993; 122: 397-402.

4. Einecke G, Sis B, Reeve J, Mengel M, Campbell PM, Hidalgo LG, et al. 
Antibody-mediated microcirculation injury is the major cause of late 
kidney transplant failure. Am J Transplant. 2009; 9: 2520-2531.

5. Gaston RS, Cecka JM, Kasiske BL, Fieberg AM, Leduc R, Cosio FC, et al. 
Evidence for antibody-mediated injury as a major determinant of late 
kidney allograft failure. Transplantation. 2010; 90: 68-74.

6. Sellarés J, de Freitas DG, Mengel M, Reeve J, Einecke G, Sis B, et al. 
Understanding the causes of kidney transplant failure: the dominant 
role of antibody-mediated rejection and nonadherence. Am J 
Transplant. 2012; 12: 388-399.

7. Blume OR, Yost SE, Kaplan B. Antibody-mediated rejection: 
pathogenesis, prevention, treatment, and outcomes. J Transplant. 
2012; 2012: 201754.

8. Feucht HE, Felber E, Gokel MJ, Hillebrand G, Nattermann U, Brockmeyer 
C, et al. Vascular deposition of complement-split products in kidney 
allografts with cell-mediated rejection. Clin Exp Immunol. 1991; 86: 
464-470.

9. Feucht HE, Schneeberger H, Hillebrand G, Burkhardt K, Weiss M, 
Riethmüller G, et al. Capillary deposition of C4d complement fragment 
and early renal graft loss. Kidney Int. 1993; 43: 1333-1338.

10. Solez K, Colvin RB, Racusen LC, Haas M, Sis B, Mengel M, et al. Banff 
07 classification of renal allograft pathology: updates and future 
directions. Am J Transplant. 2008; 8: 753-760.

11. Mengel M, Chan S, Climenhaga J, Kushner YB, Regele H, Colvin RB, et 

http://www.ncbi.nlm.nih.gov/pubmed/16703376
http://www.ncbi.nlm.nih.gov/pubmed/16703376
http://www.ncbi.nlm.nih.gov/pubmed/16703376
http://www.ncbi.nlm.nih.gov/pubmed/15215481
http://www.ncbi.nlm.nih.gov/pubmed/15215481
http://www.ncbi.nlm.nih.gov/pubmed/15215481
http://www.ncbi.nlm.nih.gov/pubmed/8441094
http://www.ncbi.nlm.nih.gov/pubmed/8441094
http://www.ncbi.nlm.nih.gov/pubmed/8441094
http://www.ncbi.nlm.nih.gov/pubmed/8441094
http://www.ncbi.nlm.nih.gov/pubmed/19843030
http://www.ncbi.nlm.nih.gov/pubmed/19843030
http://www.ncbi.nlm.nih.gov/pubmed/19843030
http://www.ncbi.nlm.nih.gov/pubmed/20463643
http://www.ncbi.nlm.nih.gov/pubmed/20463643
http://www.ncbi.nlm.nih.gov/pubmed/20463643
http://www.ncbi.nlm.nih.gov/pubmed/22081892
http://www.ncbi.nlm.nih.gov/pubmed/22081892
http://www.ncbi.nlm.nih.gov/pubmed/22081892
http://www.ncbi.nlm.nih.gov/pubmed/22081892
http://www.ncbi.nlm.nih.gov/pubmed/22545199
http://www.ncbi.nlm.nih.gov/pubmed/22545199
http://www.ncbi.nlm.nih.gov/pubmed/22545199
http://www.ncbi.nlm.nih.gov/pubmed/8315947
http://www.ncbi.nlm.nih.gov/pubmed/8315947
http://www.ncbi.nlm.nih.gov/pubmed/8315947
http://www.ncbi.nlm.nih.gov/pubmed/18294345
http://www.ncbi.nlm.nih.gov/pubmed/18294345
http://www.ncbi.nlm.nih.gov/pubmed/18294345


Central

Nguyen et al. (2013)
Email: stephanie.nguyen@ucdmc.ucdavis.edu 

Ann Pediatr Child Health 1(1): 1003 (2013) 4/5

al. Banff initiative for quality assurance in transplantation (BIFQUIT): 
reproducibility of C4d immunohistochemistry in kidney allografts. 
Am J Transplant. 2013; 13: 1235-1245.

12. Hayde N, Bao Y, Pullman J, Ye B, Calder RB, Chung M, et al. The Clinical 
and Genomic Significance of Donor-Specific Antibody-Positive/
C4d-Negative and Donor-Specific Antibody-Negative/C4d-Negative 
Transplant Glomerulopathy. Clin J Am Soc Nephrol. 2013.

13. Halloran PF, Reeve JP, Pereira AB, Hidalgo LG, Famulski KS. Antibody-
mediated rejection, T cell-mediated rejection, and the injury-repair 
response: new insights from the Genome Canada studies of kidney 
transplant biopsies. Kidney Int. 2013.

14. Lefaucheur C, Loupy A, Hill GS, Andrade J, Nochy D, Antoine C, et al. 
Preexisting donor-specific HLA antibodies predict outcome in kidney 
transplantation. J Am Soc Nephrol. 2010; 21: 1398-1406.

15. El Ters M, Grande JP, Keddis MT, Rodrigo E, Chopra B, Dean PG, et al. 
Kidney allograft survival after acute rejection, the value of follow-up 
biopsies. Am J Transplant. 2013; 13: 2334-2341.

16. Wiebe C, Gibson IW, Blydt-Hansen TD, Karpinski M, Ho J, Storsley LJ, 
et al. Evolution and clinical pathologic correlations of de novo donor-
specific HLA antibody post kidney transplant. Am J Transplant. 2012; 
12: 1157-1167.

17. Ginevri F, Nocera A, Comoli P, Innocente A, Cioni M, Parodi A, et al. 
Posttransplant de novo donor-specific hla antibodies identify pediatric 
kidney recipients at risk for late antibody-mediated rejection. Am J 
Transplant. 2012; 12: 3355-3362.

18. Archdeacon P, Chan M, Neuland C, Velidedeoglu E, Meyer J, Tracy L, 
et al. Summary of FDA antibody-mediated rejection workshop. Am J 
Transplant. 2011; 11: 896-906.

19. Bray RA, Gebel HM. Strategies for human leukocyte antigen antibody 
detection. Curr Opin Organ Transplant. 2009; 14: 392-397.

20. Tait BD, Süsal C, Gebel HM, Nickerson PW, Zachary AA, Claas FH, et al. 
Consensus guidelines on the testing and clinical management issues 
associated with HLA and non-HLA antibodies in transplantation. 
Transplantation. 2013; 95: 19-47.

21. Sis B, Mengel M, Haas M, Colvin RB, Halloran PF, Racusen LC, et al. 
Banff ‘09 meeting report: antibody mediated graft deterioration and 
implementation of Banff working groups. Am J Transplant. 2010; 10: 
464-471.

22. Racusen LC, Colvin RB, Solez K, Mihatsch MJ, Halloran PF, Campbell 
PM, et al. Antibody-mediated rejection criteria - an addition to the 
Banff 97 classification of renal allograft rejection. Am J Transplant. 
2003; 3: 708-714.

23. Mengel M, Sis B, Haas M, Colvin RB, Halloran PF, Racusen LC, et al. 
Banff 2011 Meeting report: new concepts in antibody-mediated 
rejection. Am J Transplant. 2012; 12: 563-570.

24. Loupy A, Suberbielle-Boissel C, Hill GS, Lefaucheur C, Anglicheau D, 
Zuber J, et al. Outcome of subclinical antibody-mediated rejection 
in kidney transplant recipients with preformed donor-specific 
antibodies. Am J Transplant. 2009; 9: 2561-2570.

25. Racusen LC, Haas M. Antibody-mediated rejection in renal allografts: 
lessons from pathology. Clin J Am Soc Nephrol. 2006; 1: 415-420.

26. Pascual M, Saidman S, Tolkoff-Rubin N, Williams WW, Mauiyyedi 
S, Duan JM, et al. Plasma exchange and tacrolimus-mycophenolate 
rescue for acute humoral rejection in kidney transplantation. 
Transplantation. 1998; 66: 1460-1464.

27. Crespo M, Pascual M, Tolkoff-Rubin N, Mauiyyedi S, Collins AB, 
Fitzpatrick D, et al. Acute humoral rejection in renal allograft recipients: 
I. Incidence, serology and clinical characteristics. Transplantation. 
2001; 71: 652-658.

28. Montgomery RA, Zachary AA, Racusen LC, Leffell MS, King KE, Burdick 
J, et al. Plasmapheresis and intravenous immune globulin provides 
effective rescue therapy for refractory humoral rejection and allows 
kidneys to be successfully transplanted into cross-match-positive 
recipients. Transplantation. 2000; 70: 887-95.  

29. Jordan SC, Quartel AW, Czer LS, Admon D, Chen G, Fishbein MC, et 
al. Posttransplant therapy using high-dose human immunoglobulin 
(intravenous gammaglobulin) to control acute humoral rejection in 
renal and cardiac allograft recipients and potential mechanism of 
action. Transplantation. 1998; 66: 800-5.   

30. Genberg H, Hansson A, Wernerson A, Wennberg L, Tydén G. 
Pharmacodynamics of rituximab in kidney allotransplantation. Am J 
Transplant. 2006; 6: 2418-2428.

31. Barnett AN, Hadjianastassiou VG, Mamode N. Rituximab in renal 
transplantation. Transpl Int. 2013; 26: 563-575.

32. Zarkhin V, Li L, Kambham N, Sigdel T, Salvatierra O, Sarwal MM. A 
randomized, prospective trial of rituximab for acute rejection in 
pediatric renal transplantation. Am J Transplant. 2008; 8: 2607-2617.

33. Billing H, Rieger S, Süsal C, Waldherr R, Opelz G, Wühl E, et al. IVIG 
and rituximab for treatment of chronic antibody-mediated rejection: 
a prospective study in paediatric renal transplantation with a 2-year 
follow-up. Transpl Int. 2012; 25: 1165-1173.

34. Loupy A, Hill GS, Jordan SC. The impact of donor-specific anti-HLA 
antibodies on late kidney allograft failure. Nat Rev Nephrol. 2012; 8: 
348-357.

35. Tydén G, Ekberg H, Tufveson G, Mjörnstedt L. A randomized, double-
blind, placebo-controlled study of single dose rituximab as induction 
in renal transplantation: a 3-year follow-up. Transplantation. 2012; 
94: e21-22.

36. Boren EJ, Cheema GS, Naguwa SM, Ansari AA, Gershwin ME. The 
emergence of progressive multifocal leukoencephalopathy (PML) in 
rheumatic diseases. J Autoimmun. 2008; 30: 90-98.

37. Everly MJ, Everly JJ, Susskind B, Brailey P, Arend LJ, Alloway RR, et 
al. Bortezomib provides effective therapy for antibody- and cell-
mediated acute rejection. Transplantation. 2008; 86: 1754-61.  

38. Walsh RC, Everly JJ, Brailey P, Rike AH, Arend LJ, Mogilishetty G, et al. 
Proteasome inhibitor-based primary therapy for antibody-mediated 
renal allograft rejection. Transplantation. 2010; 89: 277-284.

39. Walsh RC, Brailey P, Girnita A, Alloway RR, Shields AR, Wall GE, 
et al. Early and late acute antibody-mediated rejection differ 
immunologically and in response to proteasome inhibition. 
Transplantation. 2011; 91: 1218-1226.

40. Ryckewaert A, Allain-Launay E, Moreau A, Blancho G, Cesbron A, Blin N, 
et al. Failure of bortezomib to cure acute antibody-mediated rejection 
in a non-compliant renal transplant patient. Pediatr Transplant. 2013; 
17: E131-136.

41. Twombley K, Thach L, Ribeiro A, Joseph C, Seikaly M. Acute antibody-
mediated rejection in pediatric kidney transplants: a single center 
experience. Pediatr Transplant. 2013; 17: E149-155.

42. Schmidt N, Alloway RR, Walsh RC, Sadaka B, Shields AR, Girnita AL, 
et al. Prospective evaluation of the toxicity profile of proteasome 
inhibitor-based therapy in renal transplant candidates and recipients. 
Transplantation. 2012; 94: 352-361.

43. Stegall MD, Diwan T, Raghavaiah S, Cornell LD, Burns J, Dean PG, et 
al. Terminal complement inhibition decreases antibody-mediated 
rejection in sensitized renal transplant recipients. Am J Transplant. 
2011; 11: 2405-2413.

44. Barnett AN, Asgari E, Chowdhury P, Sacks SH, Dorling A, Mamode N. 

http://www.ncbi.nlm.nih.gov/pubmed/24030736
http://www.ncbi.nlm.nih.gov/pubmed/24030736
http://www.ncbi.nlm.nih.gov/pubmed/24030736
http://www.ncbi.nlm.nih.gov/pubmed/24030736
http://www.ncbi.nlm.nih.gov/pubmed/23965521
http://www.ncbi.nlm.nih.gov/pubmed/23965521
http://www.ncbi.nlm.nih.gov/pubmed/23965521
http://www.ncbi.nlm.nih.gov/pubmed/23965521
http://www.ncbi.nlm.nih.gov/pubmed/20634297
http://www.ncbi.nlm.nih.gov/pubmed/20634297
http://www.ncbi.nlm.nih.gov/pubmed/20634297
http://www.ncbi.nlm.nih.gov/pubmed/23865852
http://www.ncbi.nlm.nih.gov/pubmed/23865852
http://www.ncbi.nlm.nih.gov/pubmed/23865852
http://www.ncbi.nlm.nih.gov/pubmed/22429309
http://www.ncbi.nlm.nih.gov/pubmed/22429309
http://www.ncbi.nlm.nih.gov/pubmed/22429309
http://www.ncbi.nlm.nih.gov/pubmed/22429309
http://www.ncbi.nlm.nih.gov/pubmed/22959074
http://www.ncbi.nlm.nih.gov/pubmed/22959074
http://www.ncbi.nlm.nih.gov/pubmed/22959074
http://www.ncbi.nlm.nih.gov/pubmed/22959074
http://www.ncbi.nlm.nih.gov/pubmed/19610172
http://www.ncbi.nlm.nih.gov/pubmed/19610172
http://www.ncbi.nlm.nih.gov/pubmed/23238534
http://www.ncbi.nlm.nih.gov/pubmed/23238534
http://www.ncbi.nlm.nih.gov/pubmed/23238534
http://www.ncbi.nlm.nih.gov/pubmed/23238534
http://www.ncbi.nlm.nih.gov/pubmed/20121738
http://www.ncbi.nlm.nih.gov/pubmed/20121738
http://www.ncbi.nlm.nih.gov/pubmed/20121738
http://www.ncbi.nlm.nih.gov/pubmed/20121738
http://www.ncbi.nlm.nih.gov/pubmed/12780562
http://www.ncbi.nlm.nih.gov/pubmed/12780562
http://www.ncbi.nlm.nih.gov/pubmed/12780562
http://www.ncbi.nlm.nih.gov/pubmed/12780562
http://www.ncbi.nlm.nih.gov/pubmed/22300494
http://www.ncbi.nlm.nih.gov/pubmed/22300494
http://www.ncbi.nlm.nih.gov/pubmed/22300494
http://www.ncbi.nlm.nih.gov/pubmed/19775320
http://www.ncbi.nlm.nih.gov/pubmed/19775320
http://www.ncbi.nlm.nih.gov/pubmed/19775320
http://www.ncbi.nlm.nih.gov/pubmed/19775320
http://www.ncbi.nlm.nih.gov/pubmed/17699240
http://www.ncbi.nlm.nih.gov/pubmed/17699240
http://www.ncbi.nlm.nih.gov/pubmed/9869086
http://www.ncbi.nlm.nih.gov/pubmed/9869086
http://www.ncbi.nlm.nih.gov/pubmed/9869086
http://www.ncbi.nlm.nih.gov/pubmed/9869086
http://www.ncbi.nlm.nih.gov/pubmed/11292296
http://www.ncbi.nlm.nih.gov/pubmed/11292296
http://www.ncbi.nlm.nih.gov/pubmed/11292296
http://www.ncbi.nlm.nih.gov/pubmed/11292296
http://www.ncbi.nlm.nih.gov/pubmed/9771846
http://www.ncbi.nlm.nih.gov/pubmed/9771846
http://www.ncbi.nlm.nih.gov/pubmed/9771846
http://www.ncbi.nlm.nih.gov/pubmed/9771846
http://www.ncbi.nlm.nih.gov/pubmed/9771846
http://www.ncbi.nlm.nih.gov/pubmed/16925569
http://www.ncbi.nlm.nih.gov/pubmed/16925569
http://www.ncbi.nlm.nih.gov/pubmed/16925569
http://www.ncbi.nlm.nih.gov/pubmed/23414100
http://www.ncbi.nlm.nih.gov/pubmed/23414100
http://www.ncbi.nlm.nih.gov/pubmed/18808404
http://www.ncbi.nlm.nih.gov/pubmed/18808404
http://www.ncbi.nlm.nih.gov/pubmed/18808404
http://www.ncbi.nlm.nih.gov/pubmed/22897111
http://www.ncbi.nlm.nih.gov/pubmed/22897111
http://www.ncbi.nlm.nih.gov/pubmed/22897111
http://www.ncbi.nlm.nih.gov/pubmed/22897111
http://www.ncbi.nlm.nih.gov/pubmed/22508180
http://www.ncbi.nlm.nih.gov/pubmed/22508180
http://www.ncbi.nlm.nih.gov/pubmed/22508180
http://www.ncbi.nlm.nih.gov/pubmed/22872297
http://www.ncbi.nlm.nih.gov/pubmed/22872297
http://www.ncbi.nlm.nih.gov/pubmed/22872297
http://www.ncbi.nlm.nih.gov/pubmed/22872297
http://www.ncbi.nlm.nih.gov/pubmed/18191544
http://www.ncbi.nlm.nih.gov/pubmed/18191544
http://www.ncbi.nlm.nih.gov/pubmed/18191544
http://www.ncbi.nlm.nih.gov/pubmed/19104417
http://www.ncbi.nlm.nih.gov/pubmed/19104417
http://www.ncbi.nlm.nih.gov/pubmed/19104417
http://www.ncbi.nlm.nih.gov/pubmed/20145517
http://www.ncbi.nlm.nih.gov/pubmed/20145517
http://www.ncbi.nlm.nih.gov/pubmed/20145517
http://www.ncbi.nlm.nih.gov/pubmed/21617586
http://www.ncbi.nlm.nih.gov/pubmed/21617586
http://www.ncbi.nlm.nih.gov/pubmed/21617586
http://www.ncbi.nlm.nih.gov/pubmed/21617586
http://www.ncbi.nlm.nih.gov/pubmed/23834525
http://www.ncbi.nlm.nih.gov/pubmed/23834525
http://www.ncbi.nlm.nih.gov/pubmed/23834525
http://www.ncbi.nlm.nih.gov/pubmed/23834525
http://www.ncbi.nlm.nih.gov/pubmed/23901848
http://www.ncbi.nlm.nih.gov/pubmed/23901848
http://www.ncbi.nlm.nih.gov/pubmed/23901848
http://www.ncbi.nlm.nih.gov/pubmed/22836132
http://www.ncbi.nlm.nih.gov/pubmed/22836132
http://www.ncbi.nlm.nih.gov/pubmed/22836132
http://www.ncbi.nlm.nih.gov/pubmed/22836132
http://www.ncbi.nlm.nih.gov/pubmed/23516966


Central

Nguyen et al. (2013)
Email: stephanie.nguyen@ucdmc.ucdavis.edu 

Ann Pediatr Child Health 1(1): 1003 (2013) 5/5

Nguyen S, Butani L (2013) Treatment Options for Pediatric Renal Transplant Recipients with Acute Antibody-Mediated Rejection Ann Pediatr Child Health 1(1): 
1003.

Cite this article

The use of eculizumab in renal transplantation. Clin Transplant. 2013; 
27: E216-229.

45. Noone D, Al-Matrafi J, Tinckam K, Zipfel PF, Herzenberg AM, Thorner 
PS, et al. Antibody mediated rejection associated with complement 
factor h-related protein 3/1 deficiency successfully treated with 
eculizumab. Am J Transplant. 2012; 12: 2546-2553.

46. Struijk GH, Bouts AH, Rijkers GT, Kuin EA, ten Berge IJ, Bemelman 
FJ. Meningococcal sepsis complicating eculizumab treatment despite 
prior vaccination. Am J Transplant. 2013; 13: 819-820.

47. Fehr T, Gaspert A. Antibody-mediated kidney allograft rejection: 
therapeutic options and their experimental rationale. Transpl Int. 
2012; 25: 623-632.

48. Kaplan B, Jie T, Diana R, Renz J, Whinery A, Stubbs N, et al. 
Histopathology and immunophenotype of the spleen during acute 

antibody-mediated rejection. Am J Transplant. 2010; 10: 1316-1320.

49. Kaplan B, Gangemi A, Thielke J, Oberholzer J, Sankary H, Benedetti E. 
Successful rescue of refractory, severe antibody mediated rejection 
with splenectomy. Transplantation. 2007; 83: 99-100.

50. Locke JE, Zachary AA, Haas M, Melancon JK, Warren DS, Simpkins CE, 
et al. The utility of splenectomy as rescue treatment for severe acute 
antibody mediated rejection. Am J Transplant. 2007; 7: 842-846.

51. Latzko M, Jasra S, Akbar S, Sun H, Palekar S. Laparoscopic 
splenectomy to salvage renal trans http://www.ncbi.nlm.nih.gov/
pubmed/16703376 plants from severe acute antibody-mediated 
rejection. Case Rep Transplant. 2012; 2012: 253173.

52. Roberti I, Geffner S, Vyas S. Successful rescue of refractory acute 
antibody-mediated renal allograft rejection with splenectomy--a case 
report. Pediatr Transplant. 2012; 16: E49-52.

http://www.ncbi.nlm.nih.gov/pubmed/23516966
http://www.ncbi.nlm.nih.gov/pubmed/23516966
http://www.ncbi.nlm.nih.gov/pubmed/22681773
http://www.ncbi.nlm.nih.gov/pubmed/22681773
http://www.ncbi.nlm.nih.gov/pubmed/22681773
http://www.ncbi.nlm.nih.gov/pubmed/22681773
http://www.ncbi.nlm.nih.gov/pubmed/23289494
http://www.ncbi.nlm.nih.gov/pubmed/23289494
http://www.ncbi.nlm.nih.gov/pubmed/23289494
http://www.ncbi.nlm.nih.gov/pubmed/22394269
http://www.ncbi.nlm.nih.gov/pubmed/22394269
http://www.ncbi.nlm.nih.gov/pubmed/22394269
http://www.ncbi.nlm.nih.gov/pubmed/20346068
http://www.ncbi.nlm.nih.gov/pubmed/20346068
http://www.ncbi.nlm.nih.gov/pubmed/20346068
http://www.ncbi.nlm.nih.gov/pubmed/17220802
http://www.ncbi.nlm.nih.gov/pubmed/17220802
http://www.ncbi.nlm.nih.gov/pubmed/17220802
http://www.ncbi.nlm.nih.gov/pubmed/17391127
http://www.ncbi.nlm.nih.gov/pubmed/17391127
http://www.ncbi.nlm.nih.gov/pubmed/17391127
http://www.ncbi.nlm.nih.gov/pubmed/23316411
http://www.ncbi.nlm.nih.gov/pubmed/23316411
http://www.ncbi.nlm.nih.gov/pubmed/23316411
http://www.ncbi.nlm.nih.gov/pubmed/23316411
http://www.ncbi.nlm.nih.gov/pubmed/21672105
http://www.ncbi.nlm.nih.gov/pubmed/21672105
http://www.ncbi.nlm.nih.gov/pubmed/21672105

	Treatment Options for Pediatric Renal Transplant Recipients with Acute Antibody-Mediated Rejection
	Abstract
	Abbreviations
	Introduction
	Background
	Diagnosis 
	Treatment
	Conclusion
	References

