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Transient increase of activated 
regulatory T cells early after kidney 
transplantation
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Regulatory T cells (Tregs) are crucial in controlling allospecific immune responses. However, studies 
in human kidney recipients regarding the contribution of polyspecific Tregs have provided differing 
results and studies on alloreactive Tregs are missing completely. In this retrospective study, we 
specifically analyzed activated CD4+CD25highFOXP3+GARP+ Tregs in 17 patients of a living donor 
kidney transplantation cohort longitudinally over 24 months by flow cytometry (FOXP3: forkhead box 
protein 3, GARP: glycoprotein A repetitions predominant). We could demonstrate that Tregs of patients 
with end-stage renal disease (ESRD) are already pre-activated when compared to healthy controls. 
Furthermore, even though total CD4+CD25highFOXP3+ Treg numbers decreased in the first three months 
after transplantation, frequency of activated Tregs increased significantly representing up to 40% of all 
peripheral Tregs. In a cohort of living donor kidney transplantation recipients with stable graft function, 
frequencies of activated Tregs did not correlate with the occurrence of acute cellular rejection or chronic 
graft dysfunction. Our results will be important for clinical trials using adoptive Treg therapy after 
kidney transplantation. Adoptively transferred Tregs could be important to compensate the Treg loss at 
month 3, while they have to compete within the Treg niche with a large number of activated Tregs.

Regulatory T cells (Tregs) play a pivotal role in immune regulation mediating self-tolerance and tolerance to 
alloantigens by suppressing effector T cells1. In murine transplant models, polyspecific CD4+CD25highFOXP3+ 
Tregs have been proven to be effective in controlling an allogeneic T cell response under lymphopenic condi-
tions2, whereas under non-lymphopenic conditions polyspecific Tregs were not sufficient to prevent allograft 
rejection3,4. Yet, several murine studies have demonstrated, that immunosuppressive capacities of Tregs could be 
markedly improved by the use of antigenspecific instead of polyspecific Tregs5–10.

Although murine data clearly suggest a major role of Tregs in allogeneic tolerance, studies in human organ 
recipients have been less clear and partly contradictory. Especially kidney transplant recipients have been inves-
tigated intensively: quantitative FOXP3 mRNA analysis linked elevated intragraft FOXP3 levels not only with 
acute cellular rejection (ACR)11–13, but also subclinical rejection14,15 and borderline changes16,17. Others reported 
comparable FOXP3 mRNA levels in tolerant and non-tolerant patients18. Studies on circulating Tregs displayed 
lower numbers of CD4+CD25highFOXP3+ Tregs in chronic rejection, whereas kidney recipients with stable allo-
graft function and operational tolerance had similar Treg frequencies compared to healthy controls19–22. However, 
all of these studies failed to demonstrate superior immunosuppressive potencies of Tregs of tolerant patients after 
polyclonal stimulation. Game et al. even postulated in 2003, that CD4+CD25+ Tregs are not significantly involved 
in donor-specific hyporesponsiveness in patients with stable allograft function20, which was partly contradicted 
by Velthuis et al. in 200622.

None of the studies focused on allospecificity and activation status of Tregs, as a specific marker for the detec-
tion of alloactivated Tregs had been missing. We and others have identified glycoprotein A repetitions predomi-
nant (GARP) as reliable marker for the detection of activated Tregs6,23. Therefore, we aimed to specifically analyze 
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the donor-specific Treg activation after kidney transplantation in a living donor kidney transplantation cohort. 
We aimed to further answer several questions: (i) Does frequency of donor-reactive Treg change after allogeneic 
kidney transplantation? Do Tregs of tolerant patients display donor-specific hyporesponsiveness or a higher acti-
vation level? (ii) Do alloreactive Tregs expand after transplantation? And (iii) does Treg activation correlate with 
allograft tolerance, function or histological changes?

To our knowledge, our study is the first, analyzing the impact of the allogeneic immune response on the acti-
vation level in Tregs after kidney transplantation.

Results
Variable frequency of alloreactive Tregs in healthy subjects after stimulation with different 
allogeneic stimuli. Up to 10% of the T cell repertoire are considered to be alloreactive24. We analyzed the 
precursor frequencies of alloreactive Tregs in seven healthy volunteers, each being stimulated with 5 different 
allogeneic PBMC (peripheral blood mononuclear cells) donors (Fig. 1). In unstimulated PBMCs background pre-
cursor frequencies of activated Tregs ranged from 8.1% to 18.6% (13.1 ± 3.5%). After 24 hours in vitro stimulation 
with allogeneic PBMC the frequency of activated Tregs increased up to 34.8% (25.3 ± 1.2%, range 10.2–34.8%). 

Figure 1. Frequency of alloreactive Tregs after allogeneic stimulation. (a) PBMC of seven healthy volunteers 
(HC1–HC7) were stimulated with PBMC of five different PBMC donors. Background activation was 
determined in unstimulated PBMC of each healthy volunteer (unstimulated, black dots). Donor PBMCs 
were identified by CFSE positive staining and further excluded. Recipient’s PBMC were gated on CFSE-

CD4+CD25high T cells. Allogeneically activated Tregs were further identified by their expression of FOXP3 and 
GARP (for detailed gating strategy see Supplementary Fig. 1). Frequency of allogeneically activated Tregs was 
expressed as percentage of all Tregs by calculating the ratio of CD4+CD25highFOXP3+GARP+ (activated Tregs) 
to CD4+CD25highFOXP3+ (total Tregs). (b) Representative dot plots of two different healthy individuals (HC5 
and HC7) after allogeneic stimulation, populations are gated on CD4+CD25high T cells. Activated Tregs are 
defined by their co-expression of FOXP3 and GARP (upper right quadrant). Left column shows unstimulated 
PBMC, middle and right panel show activated Tregs after allogeneic stimulation with two different allogeneic 
stimuli.
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Notably, in the same subject frequencies of alloreactive Tregs varied depending on the deployed allogeneic stimu-
lus, resulting in an up to threefold stronger alloactivation in Tregs of the same individual to a different allogeneic 
stimulus.

Increased number of activated Tregs in patients on chronic hemodialysis. Several studies 
have been performed questioning frequency and function of Tregs in patients with ESRD. So far, results have 
been inconsistent: Increased, similar as well as decreased Treg frequencies in patients with ESRD have been 
reported25–29. We also analyzed the frequency of regulatory Tregs in patients with ESRD on chronic hemodial-
ysis. As Treg frequencies in pre-transplantation (pre-Tx) samples of the transplant group were comparable to 
samples from the HD-group (Supplementary Fig. 2), both groups were combined for analysis as ESRD group 
(pre-Tx + HD). Two patients from the transplant group were excluded, as they did not receive hemodialysis prior 
to transplantation (one patient performed peritoneal dialysis, the other was transplanted preemptively).

In contrast to the majority of the studies mentioned above, we observed significantly increased frequencies of 
polyspecific Tregs in ESRD (Fig. 2a; HC 3.2 ± 0.9% vs. ESRD 7.5 ± 3.4%, p = 0.0045). More importantly, also Treg 
activation level in patients on hemodialysis was markedly increased in comparison to healthy controls (Fig. 2b; 
HC 13.1 ± 0.3.5 vs. HD 21.3 ± 7.0%, p = 0.013).

Determination of specificity of activated Tregs. As Tregs of patients with ESRD already present an 
activated phenotype, direct analysis of Tregs does not allow conclusions on antigen specificity of Tregs. In naive 
Tregs GARP is up-regulated within 24 h after T cell receptor activation and GARP expression returns to normal 
within 96 h without any further Treg stimulation6. Therefore, we rested Tregs before stimulation with donor mate-
rial. First, isolated PBMC from renal transplant recipients were rested in culture medium to achieve downregu-
lation of GARP on Tregs to baseline levels before undergoing further allogeneic stimulation. After five days’ rest, 
PBMC were re-stimulated with their corresponding donor MHC, resulting in an upregulation of GARP expres-
sion in alloreactive Tregs (Fig. 3a,c left and middle plot). In part of the samples, resting of Tregs did not lead to 
downregulation of GARP. In these cases, Tregs remained unresponsive to further allogeneic stimulation (Fig. 3c 
right plot) or showed a donor-unspecific Treg activation pattern (Fig. 3b).

Activated Tregs increase after kidney transplantation. Following renal transplantation, the recip-
ient’s immune system is constantly challenged by the allogeneic graft. As we were interested in how the Treg 
compartement changes in the setting of renal transplantation, we performed a longitudinal analysis of Treg 
frequency in ten kidney transplant recipients. Of these ten patients enrolled in the longitudinal analysis, eight 
patients had a stable post-transplantation (post-Tx) course, whereas two patients had experienced episodes of 
acute cellular rejection at day 7 post-Tx (ACR patient 1) and at day 40 and 90 post-Tx (ACR patient 2). Previously 
others reported that Treg frequencies decline in the initial time after transplantation30–33, which we also con-
firmed in our cohort. Three months after transplantation we observed a significant drop in polyspecific Treg 
frequencies in peripheral blood by 4-fold (Supplementary Fig. 4a), that returned to pre-Tx levels until 12 months 
post-Tx (Fig. 4a and Supplementary Fig. 4a). To exclude, that loss of Tregs was only feigned due to residual effects 

Figure 2. Increased Treg frequency and activation in patients with end-stage renal disease. (a) Frequency of 
CD4+CD25high FOXP3+ polyspecific regulatory T cells was assessed in 13 patients with ESRD and seven healthy 
controls (HC) by flow cytometry. Frequency of polyspecific Tregs was significantly increased in ESRD patients 
(HC 3.2 ± 0,9% vs. ESRD 7.5 ± 3.4%, p = 0.005). (b) Frequency of endogenously activated Tregs in ESRD 
patients was compared to healthy controls. Activated Tregs were identified as CD4+CD25highFOXP3+GARP+. 
Percentage of activated Tregs of all Tregs was calculated by the ratio of GARP+ Tregs of all Tregs. Patients with 
ESDR displayed a significantly higher activation status of Tregs than healthy controls (HC 13.1 ± 0,3.5 vs. HD 
21.3 ± 7.0%, p = 0.01). Data are presented as mean ± SD.
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of basiliximab therapy, we determined CD25 expression in CD4+FOXP3+ cells, finding, that 80.95 ± 11.48% 
CD4+FOXP3+ cells expressed the IL-2-receptor on their cell surface (Supplementary Fig. 3).

Further we hypothesized, that over time, frequencies of activated Tregs also change in adaptation to the con-
stant allogeneic stimulation. Therefore, we analyzed Treg activation before and after stimulation with donor 
MHC in a longitudinal course at following time points: pre-Tx as well as at 3, 12 and 24 months after trans-
plantation (Fig. 4b–d). In contrast to the lower frequencies of polyspecific Tregs in the early post-Tx course, 
alloreactive Tregs significantly increased after kidney transplantation until three months post-Tx. From 3 to 12 
months post-Tx alloactivated Treg numbers then declined and showed the lowest frequencies in the post-Tx 
course at 12 months after transplantation. This observation could be made for unstimulated (Fig. 4b) as well as 
donor-antigen stimulated PBMC (Fig. 4c and Supplementary Fig. 4b), with absolute numbers of alloactivated 
Tregs being higher after additional allogeneical stimulation. Notably, at the time point of 3 months with the 
highest frequency of activated Tregs, activated Tregs made up over 40% of the Treg niche in transplant recipients 
(Fig. 4c and Supplementary Fig. 4c).

Correlation with clinical outcome. Next, we addressed the question, if alloreactive Treg frequencies are 
correlated with the clinical course. As at 3 months after transplantation we found the highest frequencies of 

Figure 3. Specificity of activated Tregs. (a,b) Two representative recall experiments are shown. After thawing, 
PBMC of kidney recipients were rested overnight in culture medium before expression of GARP in Tregs was 
analyzed by flow cytometry the next day (d1, left column). After five days rest samples were reanalyzed for 
downregulation of GARP expression (d5, middle column). At day 5 Tregs were restimulated with donor-antigen 
(restimulation, right column). (a) Represents an example of sufficient downregulation of GARP to baseline 
levels and adequate increase of activation marker GARP as donor-specific immune response. (b) Represents an 
example of insufficient downregulation and strong expression of activation marker GARP, which is independent 
from the restimulation with donor-antigen. T cells were gated on CD4+CD25high, allogeneically activated Tregs 
were identified by their co-expression of FOXP3 and GARP. Frequency of allogeneically activated Tregs was 
expressed as percentage of all Tregs in analogy to Fig. 1. (c) Three representative analysis of allogeneic activation 
of Tregs from renal transplant recipients. The majority of the samples was susceptible to allogeneic stimulation 
after after five day rest in culture medium as described in section 3A (left and middle plot), whereas few samples 
remained unresponsive to further stimulation (right plot).
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activated Tregs, we decided on this time point for correlations with clinical course and compared unstimulated 
Tregs with Tregs after stimulation with donor-antigen and 3rd party-antigen. Two patient samples could not be 
subjected to activation with 3rd party antigen due to limited cell material.

The classification of the patients in rejectors (n = 8) and non-rejectors (n = 7) was based on histological diag-
nosis of the renal allograft as described above. Frequencies of activated Tregs were distributed equally between 
both groups and did not correlate with ACR (Fig. 5 and Supplementary Fig. S5a). As the most common cause of 
renal transplant failure is interstitial fibrosis and tubular atrophy (IFTA)34 we correlated Tregs frequencies with 

Figure 4. Activated regulatory T cell increase after kidney transplantation. PBMCs of renal transplant 
recipients collected pre-Tx and at month 3, 12, and 24 post-Tx were stimulated with their corresponding donor 
PBMC for 24 hours in vitro and subsequently stained for CD4, CD25, FOXP3 and GARP. (a) Percentage of 
CD4+CD25highFOXP3+ polyspecific regulatory T cells dropped significantly from pre-Tx to 3 months after 
transplantation (8.9 ± 2.4% vs. 2.2 ± 1.8%, p < 0.0001) and recovered until 12 months post-Tx (6.8 ± 2.6%, 
p = 0.001). Healthy controls (HC) and patients on chronic hemodialysis (HD) served as controls. (b) Frequency 
of endogenously activated regulatory T cells was determined in unstimulated PBMC samples. After thawing, 
PBMC were rested for 5 days before analysis by flow cytometry was performed. Percentage of GARP+ Tregs of 
total CD4+CD25highFOXP3+ regulatory T cells was calculated. Data are presented as mean ± SD. (c) After in 
vitro stimulation with donor-Ag increase of frequency of activated Tregs was noted in the early post-Tx course 
(pre-Tx 28.7 ± 9.3% vs 3 months 42.2 ± 17.1%, p = 0.043) and declined to pre-Tx levels until 12 months post-Tx 
(23 ± 9.1%, p = 0.006). From 12 to 24 months activation level of Tregs stayed stable (25.6 ± 7.3%, p = 0.66). (d) 
Baseline frequency of activated Tregs in unstimulated, rested samples (unstim) and after allogeneic stimulation 
with donor PBMC (+donor-Ag) in the longitudinal post-Tx course.
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IFTA at different time points (6 weeks, 3 months and 6 months, Fig. 6 and Supplementary Fig. S5b) finding no 
differences in activated Treg frequencies at any time point of occurrence of IFTA. Further, we questioned if Treg 
numbers correlate with graft function. Therefore, we determined the development of the graft function in the 
first 24 months after kidney transplantation by calculating the delta eGFR (estimated glomerular filtration rate, 
ΔeGFR = eGFR at 24 months – eGFR at 3 months). A ΔeGFR less than −5 ml/min was defined as stable or 
improving graft function (eGFR+), a ΔeGFR more than −5 ml/min over the time course of 24 months post-Tx 
was defined as worsening graft function (eGFR-). Overall, the present cohort of living donor renal grafts showed a 
very good post-Tx course. 70% (12/17) of patients maintained at stable or even improving graft function (Fig. 7a) 
and we did not detect differences in activated Tregs frequencies in patients with stable or worsening graft function 
(Fig. 7b,c and Supplementary Fig. S5b).

Discussion
Approximately 3–5% of the whole T cell repertoire are Tregs35,36. Whereas up to 10% of the whole T cell reper-
toire is considered to be alloreactive37–39 precursor frequencies of alloreactive Tregs within the Treg niche have 
not been evaluated extensively due to the lack of appropriate markers for the direct identification of alloreactive 
Tregs. Previously, GARP has been described as surface marker expressed after polyspecific Treg activation23,40. In 
addition, we could recently show, that GARP is also a suitable marker for the identification of alloreactive Tregs6. 
Before, frequency of allospecific Tregs in healthy individuals has been estimated to 1–5% of all Tregs by means of 
limiting-dilutions analysis or INFγ-ELISPOT41,42. Our data show, that previous studies underestimated frequen-
cies of alloreactive Tregs in healthy subjects by far, as we identified an average of 25% of all CD4+CD25highFOXP3+ 
Tregs to express GARP after allogeneic stimulation. Moreover, healthy individuals showed a marked variation in 
Treg alloreactivity depending on the MHC-stimulus applied.

We observed higher frequencies of polyspecific Tregs in patients with ESRD. In addition, ESRD patients also 
showed a significant increase of activated Tregs. The underlying reasons maybe the uremic state or hemodialysis 
treatment with extracorporal cell activation, but in fact remain unclear to this point. Several studies have been 
performed questioning frequency and function of Tregs in patients with ESRD. So far, results have been incon-
sistent: Increased, unaltered or decreased Treg frequencies have been reported25–29. In contrast to our study, all 
previous studies analyzed only polyspecific Tregs regardless of their activation status. None of the studies investi-
gated the activation status of the Tregs.

Bluestone as well as others have reported that after kidney transplantation Tregs decrease temporarily as a 
result of induction therapy with anti-IL2R-antibody basiliximab, with a return of expression of CD25 90 days 
after treatment30–33. We can confirm these observations in our cohort, as we found a significant drop in total Treg 
frequency at month 3 which recovered until month 12. In order to outrule, that the observed Treg loss was only 
feigned due to residual modulating effects after induction therapy with the anti-IL-2 receptor blocking antibody 
basiliximab, we determined the expression of CD25 on CD4+FOXP3+ T cells. As almost all CD4+FOXP3+ cells 
(80.95 ± 11.48%) expressed CD25 on their cell surface, we could confirm, that Treg loss at 3 months after Tx is a 
real phenomenon (Supplementary Fig. S3).

Yet, even though total Treg numbers decreased in the first months after transplantation when immunosup-
pression levels are highest, we have evidence, that Treg activation is not affected by the immunosuppression as we 
see an expansion of activated Tregs within the Treg niche with a maximum peak at month 3 when almost 40% of 
all Tregs displayed an activated phenotype even before exposed to allogeneic stimulation in vitro. Furthermore, 
we hypothesize, that part of the activated Tregs are alloreactive, as allogeneic stimulation resulted in increased 
GARP expression in most of the samples with significant increase at the time points pre-Tx and at 12 months 
post-Tx. The high ex-vivo activation rate with a lack of GARP downregulation after prolonged resting could 
have been due to a strong and chronic in vivo alloimmune response, therefore we did not exclude these samples 
from the study. Yet we acknowledge, that based on our data conclusions on the specificity of Tregs, particularly 

Figure 5. Frequency of alloreactive Tregs does not predict allograft tolerance Frequency of activated Tregs at 
time point 3 months of non-rejectors and rejectors are plotted in this panel. No significant differences have been 
observed when comparing frequency of activated Tregs in unstimulated or allogeneically (against donor and 3rd 
party) activated Tregs in the respective groups. Data are presented as mean ± SD.
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alloreactivity cannot be drawn with absolute certainty. Nonetheless, independent from specificity, increased acti-
vation levels of Tregs after renal transplantation remain without question.

By trend, Tregs of non-rejectors seem to possess more donor-directed alloreactivity against third party-Ag 
than Tregs of rejectors, but this observation did not reach significance, maybe due to small sample number. On 

Figure 6. Frequency of alloreactive Tregs does not correlate with IFTA. Frequency of activated Tregs at time 
point 3 months were correlated with the occurrence of IFTA at six weeks, 3 months or 6 months. No significant 
differences have been observed when comparing frequency of activated Tregs in unstimulated or allogeneically 
(against donor and 3rd party) activated Tregs at any time point of the occurrence of IFTA. Data are presented as 
mean ± SD.
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the other hand, it has been postulated, that CD4+CD25+ T cells are not the main mechanism of donor-reactive 
hyporesponsiveness in renal transplant recipients20. Yet these data were obtained by comparing T cell prolifera-
tion in mixed lymphocyte reactions (MLRs) before and after depletion of CD4+CD25+ T cells. As we have pre-
viously shown, polyclonal CD4+CD25high Tregs have the weakest immunosuppressive capacity when compared 
to Treg subsets defined by additional markers as CD127, CD137 or GARP and LAP(latency associated protein)6.

Even though the general scientific opinion does not question the importance of Tregs in promoting an immu-
nosuppressive immune response human studies on the direct impact of Tregs on the outcome of renal allografts 
have been controversial up to the present day.

In mostly biopsy studies, it has been postulated, that although elevated FOXP3 levels could be detected in 
renal allografts in ACR, this phenomenon did not correlate with graft outcome11–13. Ashon-Chess et al. neither 
found different FOXP3 levels in grafts nor in the peripheral blood between rejectors and non-rejectors18. On the 
contrary, Bestard et al. reported, that in subclinical cellular rejection FOXP3 levels were positively correlated with 
a favorable long-term graft outcome, even in the occurrence of IFTA14,15 and two other groups linked FOXP3 
levels in renal borderline changes with a better graft survival16,17. Furthermore, Muthukumar et al. reported that 
urinary FOXP3 mRNA levels were increased in patients with ACR and that FOXP3 levels not only predicted 
response to anti-rejection therapy but also identified patients at risk for graft failure within 6 months after the 
incident episode of acute rejection43.

In our cohort, independent from the clinical outcome, frequency of activated Tregs increased in the first 3 
months after transplantation and then declined to pre-Tx baseline levels within one year after transplantation 
and stayed stable in the observation period of 24 months. Although we neither found correlations between the 
extent of activation of circulating activated Tregs and graft acceptance, nor observed an effect on graft function 
or IFTA, there is evidence that Tregs can be linked to clinical outcome: Vondran et al. previously reported that 
renal allograft recipients with lower pretransplant Tregs frequencies were at higher risk for ACR44. Furthermore, 
Salman et al. just recently showed, that Tregs frequencies determined as early as 3 weeks after transplantation 

Figure 7. Frequency of alloreactive Tregs does not correlate with allograft function. (a) Overall benign clinical 
course of renal graft function during the observation period of 24 months is depicted. Of 17 patients, 12 patients 
showed a stable or improving graft function. (b,c) Frequency of activated Tregs at time point 3 months of 
patients with stable and worsening graft function are plotted in this panel. No significant differences have been 
observed when comparing frequency of activated Tregs in unstimulated or allogeneically (against donor and 3rd 
party) activated Tregs in the respective groups. Data are presented as mean ± SD.
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predict development of bronchiolitis obliterans in a lung recipient cohort45. And in a recent study conducted by 
Leventhal et al., increase of Treg frequency after kidney transplantation in patients treated with adoptive transfer 
of donor hematopoetic stem cells was associated with tolerance of the renal graft46,47.

One possible reason, why we could not link Tregs number and phenotype to clinical outcome was the benign 
clinical course of our living donor kidney transplantation cohort, in which the majority of 70% had a very stable 
course with stable graft function. ACR mainly occurred in the early weeks after transplantation. Therefore, the 
analyzed cohort in general did not present significant differences in their clinical course, which is not surprising 
as living donation is known to have a better graft outcome48. Yet, our question of donor-directed alloreactivity 
was dependent on the availability of donor material, therefore we chose to perform our study in a living donor 
kidney transplant cohort.

In summary, we could prove for the first time that after renal transplantation alloreactive and activated Tregs 
increase significantly representing up to 40% of all peripheral Tregs. The results are important for current clin-
ical trials using adoptive Treg therapy after kidney transplantation49–52. Adoptively transferred Tregs could be 
important to compensate the Treg loss at month 3, while they have to compete within the Treg niche with a large 
number of activated Tregs.

Methods
Patient characteristics. We included 17 patients, who underwent living donor kidney transplantation 
between 2008 and 2010 at Hannover Medical School, Germany and had been enrolled in a previous study con-
ducted by Vondran et al.44. For the purpose of comparison of the allogeneic immune response in patients with 
and without acute cellular rejection, patient groups (non-rejectors and rejectors) were aimed to consist of similar 
numbers. Therefore, we selected 7 patients with rejection-free post-Tx course and 8 patients with at least one 
episode of ACR defined by biopsy according to BANFF classification53 in the observation period of 24 months 
from the initial patient cohort. Furthermore, two additional patients could be recruited for the study, but these 
two patients only agreed to blood donation and no kidney transplant biopsy. Patients with a history of previous 
organ transplantation were excluded from this study.

The 15 patients (88%), who were included in the local renal transplant control biopsy program had biop-
sies taken at following time points: 11 patients were biopsied at 6 weeks, 3 months and 6 months after Tx; 4 
patients were biopsied only at 3 months and 6 months post-Tx. The two patients who did not participate in the 
control biopsy program had no biopsy done. 15 patients (88%) required hemodialysis prior to transplantation, 
one patient performed peritoneal dialysis, one patient received preemptive kidney transplantation. According 
to local standards, a triple immunosuppression consisting of a calcineurin inhibitor (CNI) (17/17, tacrolimus 
(Tac) n = 15, cyclosporin A (CyA) n = 2), mycophenolate mofetil (MMF) (16/17) and corticosteroids (17/17) 
was administered after transplantation. Trough levels for tacrolimus (15 patients) were 8 µg/l (range 6–10 µg/l) 
at 3 months post-Tx, 6 µg/l at 1 year post-Tx (range 5–9 µg/l) and 6 µg/l (range 4–9 µg/l) 2 years post-Tx. Trough 
levels for cyclosporine A (2 patients) were 60 and 76 µg/l, respectively, in the first two years after transplantation. 
One patient was treated with mTOR (mammalian target of rapamycin) inhibitor sirolimus (trough level 6 µg/l) 
instead of MMF, another patient was switched from MMF to azathioprine after 4 months. 15 (88%) patients 
received an induction therapy with either anti-CD25 antibody basiliximab (14/15) or anti-CD20 antibody ritux-
imab (1/15, ABO incompatible Tx), 2 patients received no induction therapy. Graft function was assessed using 
the Modification of Diet in Renal Disease (MDRD) Study serum creatinine-based equation to calculate estimated 
glomerular filtration rates (eGFR). For the purpose of better comparability, we calculated the ΔeGFR from 24 
months (end of observation period) and 3 months after transplantation for each patient (Table 1).

Informed consent to participate in this study was obtained from all patients and their appropriate donors. 
No blood samples or biopsy was procured from prisoners. Blood samples and kidney biopsies were procured 
by the Department of General, Visceral and Transplantation Surgery and the Department of Nephrology of 
Hannover Medical School, Germany. This study was approved by the ethics committee of Hannover Medical 
School (approval number: 894–2010). The authors declare that this study adhered to the Declaration of Helsinki 
and to the Declaration of Istanbul.

Blood samples. Heparinized blood samples of all 17 patients were collected at three months post-Tx. Out of 
these 17 patients, ten patients also donated blood samples for longitudinal analysis before renal transplantation, 
as well as 12 and 24 months afterwards. Of these, six patients had a rejection free post-Tx course, two patients 
experienced episodes of ACR (one patient at day 7 and the other patient at day 40 and 90) and the remaning two 
patients had no biopsies done.

For analysis of donor-specific Treg responses blood samples of all 17 kidney donors were obtained. 
Furthermore, donor-specific T-cell responses of kidney recipients were compared with responses to third party 
antigen. As described before, suitable healthy third party controls were chosen for their identical number of 
mismatches with the recipients regarding the HLA-A, -B and -DR loci as in the donor/recipient constellation44 
(Supplementary Table S1). HLA-typing was conducted according to ASHI standards. For controls, 7 healthy 
volunteers (group HC) and 5 patients on chronic hemodialysis (group HD) donated heparinized blood samples.

Peripheral blood mononuclear cells (PBMC) were obtained by ficoll density gradient centrifugation and 
stored in liquid nitrogen in RPMI1640/ 20% fetal calf serum/10% DMSO until further use.

Mixed lymphocyte reaction. Frozen PBMCs were thawed and rested for 5 days in RPMI1640 supple-
mented with 1% penicillin/streptomycin, 10% FCS, 50 mM b-Mercaptoethanol and 0.1 M HEPES in humidi-
fied incubators at 37 °C and 5% CO2. For mixed lymphocyte reactions (MLR) stimulator PBMC (from donor 
and third party, respectively) were labelled with 5 mM CFSE (37 °C for 10 minutes) for later distinct discrimina-
tion from responder recipient’s PBMC in flow cytometry before they were lethally irradiated with 30 Gy. MLRs 
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were performed in a ratio of 3:1 (stimulator: recipient) in the presence of low-dose IL-2 (20 U/ml) for 24 hours. 
Therefore, 3 × 105 recipient-PBMC were co-cultured with 9 × 105 irradiated and CFSE-labelled donor-PBMCs in 
96-U bottom culture plates in 200 µl medium.

Flow cytometry. For the detection of allogeneically activated Tregs multicolor flow cytometry was per-
formed using a combination of following monoclonal antibodies: anti-human CD4 Brilliant Violet 421 (clone: 
RPA-T4, biolegend), anti-human CD25 PE-Cy7 (clone: M-A251, biolegend), anti-human GARP PE (clone: 
ME-9FI, biolegend). Intracellular staining of FOXP3 APC (ebioscience, clone: PCH101) was performed accord-
ing to manufacturer’s instructions. Subsequent flow cytometry was performed on a LSR II (BD Biosciences). 
Stimulator PBMCs were identified by CFSE labelling and excluded from the analysis. Tregs were identified as 
CD4+CD25highFOXP3+, activated Tregs were identified by their co-expression of GARP. Frequency of activated 
Tregs was calculated as ratio of CD4+CD25highFOXP3+GARP+ to CD4+CD25highFOXP3+ (Supplementary Fig. 1).

Flow cytometric analysis. Flow cytometric analysis was performed using FlowJo Software, Tree Star, Inc.

Statistical analysis. Statistical analyses were performed using GraphPad PRISM version 6.0 for MacOSX, 
GraphPad Software, San Diego California USA. Significant differences were calculated based on student t-test or 
ONE-way ANOVA when indicated. A p-value < 0.05 was considered as statistically significant.

Data Availability
All data generated or analysed during this study are included in this published article (and its Supplementary 
Information files).

References
 1. Sakaguchi, S. Naturally arising Foxp3-expressing CD25+CD4+ regulatory T cells in immunological tolerance to self and non-self. 

Nat Immunol 6, 345–352, https://doi.org/10.1038/ni1178 (2005).
 2. Edinger, M. et al. CD4+CD25+ regulatory T cells preserve graft-versus-tumor activity while inhibiting graft-versus-host disease 

after bone marrow transplantation. Nat Med 9, 1144–1150, https://doi.org/10.1038/nm915 (2003).
 3. Lee, K., Nguyen, V., Lee, K. M., Kang, S. M. & Tang, Q. Attenuation of donor-reactive T cells allows effective control of allograft 

rejection using regulatory T cell therapy. Am J Transplant 14, 27–38, https://doi.org/10.1111/ajt.12509 (2014).

Sex

male 11

female 6

Age at Tx (years) 44.6 ± 13.4

Allograft tolerance

non-rejector 7

rejection 8

no biopsy 2

Timepoint of ACR

before day 10 5

day 40 and day 90** 1

day 124 1

day 544 1

Biopsies obtained

6 weeks 13

3 months 15

6 months 13

Dialysis prior to Tx

hemodialysis 15

peritoneal dialysis 1

preemptive Tx 1

Mean duration of dialysis (months) 26.8 ± 22.9

Immunosuppression

Tac/MMF/Steroids 14

CyA/MMF/Steroids 2

Tac/Aza/Steroids 1*

Tac/Sirolimus/Steroids 1

Induction therapy

basiliximab 14

rituximab 1

no induction 2

Mean eGFR [ml/min]
3 months 52.9 ± 16

24 months 55.7 ± 16.8

delta eGFR (24 months–3 months)
(non-rejector/rejector/no biopsy)

>10 ml/min 5 (2/2/1)

>−5/<5 ml/min 7 (3/3/1)

<−5 ml/min 5 (3/2)

Table 1. Patient characteristics. *One patient was switched from MMF to Aza after 4 months. **Same patient 
had 2 episodes of ACR within 24 months.

http://dx.doi.org/10.1038/ni1178
http://dx.doi.org/10.1038/nm915
http://dx.doi.org/10.1111/ajt.12509


www.nature.com/scientificreports/

1 1SCIENTIFIC REPORTS |          (2019) 9:1021  | DOI:10.1038/s41598-018-37218-x

 4. Joffre, O. et al. Prevention of acute and chronic allograft rejection with CD4+CD25+Foxp3+ regulatory T lymphocytes. Nat Med 
14, 88–92, https://doi.org/10.1038/nm1688 (2008).

 5. Jaeckel, E., von Boehmer, H. & Manns, M. P. Antigen-specific FoxP3-transduced T-cells can control established type 1 diabetes. 
Diabetes 54, 306-310, 54.02.04.db04-1252 (2005).

 6. Noyan, F. et al. Isolation of human antigen-specific regulatory T cells with high suppressive function. Eur J Immunol 44, 2592–2602, 
https://doi.org/10.1002/eji.201344381 (2014).

 7. Noyan, F. et al. Prevention of allograft rejection by use of regulatory T cells with a MHC-specific chimeric antigen receptor. Am J 
Transplant, https://doi.org/10.1111/ajt.14175 (2016).

 8. Tang, Q. et al. In vitro-expanded antigen-specific regulatory T cells suppress autoimmune diabetes. J Exp Med 199, 1455–1465, 
https://doi.org/10.1084/jem.20040139 (2004).

 9. Tsang, J. Y. et al. Conferring indirect allospecificity on CD4+CD25+ Tregs by TCR gene transfer favors transplantation tolerance in 
mice. J Clin Invest 118, 3619–3628, https://doi.org/10.1172/JCI33185 (2008).

 10. Lam, A. J., Hoeppli, R. E. & Levings, M. K. Harnessing Advances in T Regulatory Cell Biology for Cellular Therapy in 
Transplantation. Transplantation 101, 2277–2287, https://doi.org/10.1097/TP.0000000000001757 (2017).

 11. Kollins, D. et al. FOXP3+ regulatory T-cells in renal allografts: correlation with long-term graft function and acute rejection. Clin 
Nephrol 75, 91–100 (2011).

 12. Bunnag, S. et al. FOXP3 expression in human kidney transplant biopsies is associated with rejection and time post transplant but not 
with favorable outcomes. Am J Transplant 8, 1423–1433, https://doi.org/10.1111/j.1600-6143.2008.02268.x (2008).

 13. Veronese, F. et al. Pathological and clinical correlates of FOXP3+ cells in renal allografts during acute rejection. Am J Transplant 7, 
914–922, https://doi.org/10.1111/j.1600-6143.2006.01704.x (2007).

 14. Bestard, O. et al. Presence of FoxP3+ regulatory T Cells predicts outcome of subclinical rejection of renal allografts. J Am Soc 
Nephrol 19, 2020–2026, https://doi.org/10.1681/ASN.2007111174 (2008).

 15. Bestard, O. et al. Intragraft regulatory T cells in protocol biopsies retain foxp3 demethylation and are protective biomarkers for 
kidney graft outcome. Am J Transplant 11, 2162–2172, https://doi.org/10.1111/j.1600-6143.2011.03633.x (2011).

 16. Grimbert, P. et al. The regulatory/cytotoxic graft-infiltrating T cells differentiate renal allograft borderline change from acute 
rejection. Transplantation 83, 341–346, https://doi.org/10.1097/01.tp.0000248884.71946.19 (2007).

 17. Mansour, H. et al. Intragraft levels of Foxp3 mRNA predict progression in renal transplants with borderline change. J Am Soc 
Nephrol 19, 2277–2281, https://doi.org/10.1681/ASN.2008030254 (2008).

 18. Ashton-Chess, J. et al. Regulatory, effector, and cytotoxic T cell profiles in long-term kidney transplant patients. J Am Soc Nephrol 20, 
1113–1122, https://doi.org/10.1681/ASN.2008050450 (2009).

 19. Braudeau, C. et al. Variation in numbers of CD4+CD25highFOXP3+T cells with normal immuno-regulatory properties in long-
term graft outcome. Transpl Int 20, 845–855, https://doi.org/10.1111/j.1432-2277.2007.00537.x (2007).

 20. Game, D., Hernandez-Fuentes, M., Chaudhry, A. & Lechler, R. CD4+CD25+ regulatory T cells do not significantly contribute to 
direct pathway hyporesponsiveness in stable renal transplant patients. J Am Soc Nephrol 14, 1652–1661 (2003).

 21. Louis, S. et al. Contrasting CD25hiCD4+T cells/FOXP3 patterns in chronic rejection and operational drug-free tolerance. 
Transplantation 81, 398–407, https://doi.org/10.1097/01.tp.0000203166.44968.86 (2006).

 22. Velthuis, J. H., Mol, W. M., Weimar, W. & Baan, C. C. CD4+CD25bright+regulatory T cells can mediate donor nonreactivity in 
long-term immunosuppressed kidney allograft patients. Am J Transplant 6, 2955–2964 (2006).

 23. Tran, D. et al. GARP (LRRC32) is essential for the surface expression of latent TGF-beta on platelets and activated FOXP3+ 
regulatory T cells. Proc Natl Acad Sci USA 106, 13445–13450, https://doi.org/10.1073/pnas.0901944106 (2009).

 24. Suchin, E. et al. Quantifying the frequency of alloreactive T cells in vivo: new answers to an old question. J Immunol 166, 973–981 
(2001).

 25. Afzali, B. et al. Comparison of regulatory T cells in hemodialysis patients and healthy controls: implications for cell therapy in 
transplantation. Clin J Am Soc Nephrol 8, 1396–1405, https://doi.org/10.2215/CJN.12931212 (2013).

 26. Baron, M. et al. Innate-like and conventional T cell populations from hemodialyzed and kidney transplanted patients are equally 
compromised. PLoS One 9, e105422, https://doi.org/10.1371/journal.pone.0105422 (2014).

 27. Hendrikx, T. K. et al. End-stage renal failure and regulatory activities of CD4+CD25bright+FoxP3+T-cells. Nephrol Dial Transplant 
24, 1969–1978, https://doi.org/10.1093/ndt/gfp005 (2009).

 28. Libetta, C. et al. Dialysis treatment and regulatory T cells. Nephrol Dial Transplant 25, 1723–1727, https://doi.org/10.1093/ndt/
gfq055 (2010).

 29. Topal, C., Koksoy, S., Suleymanlar, G., Yakuboglu, G. & Fevzi Ersoy, F. Peripheral Treg count and it’s determinants in unsensitized 
and sensitized chronic kidney disease patients. Int Urol Nephrol 45, 1647–1652, https://doi.org/10.1007/s11255-013-0460-9 (2013).

 30. Bluestone, J. A. et al. The effect of costimulatory and interleukin 2 receptor blockade on regulatory T cells in renal transplantation. 
Am J Transplant 8, 2086–2096, https://doi.org/10.1111/j.1600-6143.2008.02377.x (2008).

 31. Libetta, C. et al. Sirolimus vs cyclosporine after induction with basiliximab does not promote regulatory T cell expansion in de novo 
kidney transplantation: Results from a single-center randomized trial. Transpl Immunol 33, 117–124, https://doi.org/10.1016/j.
trim.2015.07.005 (2015).

 32. San Segundo, D. et al. Two-year follow-up of a prospective study of circulating regulatory T cells in renal transplant patients. Clin 
Transplant 24, 386–393, https://doi.org/10.1111/j.1399-0012.2009.01086.x (2010).

 33. Vondran, F. W. et al. Impact of Basiliximab on regulatory T-cells early after kidney transplantation: down-regulation of CD25 by 
receptor modulation. Transpl Int 23, 514–523, https://doi.org/10.1111/j.1432-2277.2009.01013.x (2010).

 34. Nakorchevsky, A. et al. Molecular mechanisms of chronic kidney transplant rejection via large-scale proteogenomic analysis of 
tissue biopsies. J Am Soc Nephrol 21, 362–373, https://doi.org/10.1681/ASN.2009060628 (2010).

 35. Franzese, O. et al. Regulatory T cells in the immunodiagnosis and outcome of kidney allograft rejection. Clin Dev Immunol 2013, 
852395, https://doi.org/10.1155/2013/852395 (2013).

 36. Itoh, M. et al. Thymus and autoimmunity: production of CD25+CD4+ naturally anergic and suppressive T cells as a key function 
of the thymus in maintaining immunologic self-tolerance. J Immunol 162, 5317–5326 (1999).

 37. Felix, N. & Allen, P. Specificity of T-cell alloreactivity. Nat Rev Immunol 7, 942–953, https://doi.org/10.1038/nri2200 (2007).
 38. Felix, N. et al. Alloreactive T cells respond specifically to multiple distinct peptide-MHC complexes. Nat Immunol 8, 388–397, 

https://doi.org/10.1038/ni1446 (2007).
 39. Wucherpfennig, K. et al. Polyspecificity of T cell and B cell receptor recognition. Semin Immunol 19, 216–224, https://doi.

org/10.1016/j.smim.2007.02.012 (2007).
 40. Wang, R. et al. Expression of GARP selectively identifies activated human FOXP3+ regulatory T cells. Proc Natl Acad Sci USA 106, 

13439–13444, https://doi.org/10.1073/pnas.0901965106 (2009).
 41. McClymont, S. et al. Plasticity of human regulatory T cells in healthy subjects and patients with type 1 diabetes. J Immunol 186, 

3918–3926, https://doi.org/10.4049/jimmunol.1003099 (2011).
 42. Veerapathran, A., Pidala, J., Beato, F., Yu, X. & Anasetti, C. Ex vivo expansion of human Tregs specific for alloantigens presented 

directly or indirectly. Blood 118, 5671–5680, https://doi.org/10.1182/blood-2011-02-337097 (2011).
 43. Muthukumar, T. et al. Messenger RNA for FOXP3 in the urine of renal-allograft recipients. N Engl J Med 353, 2342–2351, https://

doi.org/10.1056/NEJMoa051907 (2005).

http://dx.doi.org/10.1038/nm1688
http://dx.doi.org/10.1002/eji.201344381
http://dx.doi.org/10.1111/ajt.14175
http://dx.doi.org/10.1084/jem.20040139
http://dx.doi.org/10.1172/JCI33185
http://dx.doi.org/10.1097/TP.0000000000001757
http://dx.doi.org/10.1111/j.1600-6143.2008.02268.x
http://dx.doi.org/10.1111/j.1600-6143.2006.01704.x
http://dx.doi.org/10.1681/ASN.2007111174
http://dx.doi.org/10.1111/j.1600-6143.2011.03633.x
http://dx.doi.org/10.1097/01.tp.0000248884.71946.19
http://dx.doi.org/10.1681/ASN.2008030254
http://dx.doi.org/10.1681/ASN.2008050450
http://dx.doi.org/10.1111/j.1432-2277.2007.00537.x
http://dx.doi.org/10.1097/01.tp.0000203166.44968.86
http://dx.doi.org/10.1073/pnas.0901944106
http://dx.doi.org/10.2215/CJN.12931212
http://dx.doi.org/10.1371/journal.pone.0105422
http://dx.doi.org/10.1093/ndt/gfp005
http://dx.doi.org/10.1093/ndt/gfq055
http://dx.doi.org/10.1093/ndt/gfq055
http://dx.doi.org/10.1007/s11255-013-0460-9
http://dx.doi.org/10.1111/j.1600-6143.2008.02377.x
http://dx.doi.org/10.1016/j.trim.2015.07.005
http://dx.doi.org/10.1016/j.trim.2015.07.005
http://dx.doi.org/10.1111/j.1399-0012.2009.01086.x
http://dx.doi.org/10.1111/j.1432-2277.2009.01013.x
http://dx.doi.org/10.1681/ASN.2009060628
http://dx.doi.org/10.1155/2013/852395
http://dx.doi.org/10.1038/nri2200
http://dx.doi.org/10.1038/ni1446
http://dx.doi.org/10.1016/j.smim.2007.02.012
http://dx.doi.org/10.1016/j.smim.2007.02.012
http://dx.doi.org/10.1073/pnas.0901965106
http://dx.doi.org/10.4049/jimmunol.1003099
http://dx.doi.org/10.1182/blood-2011-02-337097
http://dx.doi.org/10.1056/NEJMoa051907
http://dx.doi.org/10.1056/NEJMoa051907


www.nature.com/scientificreports/

1 2SCIENTIFIC REPORTS |          (2019) 9:1021  | DOI:10.1038/s41598-018-37218-x

 44. Vondran, F. et al. Association of high anti-donor alloreactivity and low frequency of FoxP3-expressing cells prior to kidney 
transplantation with acute graft rejection. Clin Transplant 25, 905–914, https://doi.org/10.1111/j.1399-0012.2010.01354.x (2011).

 45. Salman, J. et al. Association of higher CD4(+) CD25(high) CD127(low), FoxP3(+), and IL-2(+) T cell frequencies early after lung 
transplantation with less chronic lung allograft dysfunction at two years. Am J Transplant, https://doi.org/10.1111/ajt.14148 (2016).

 46. Leventhal, J. R. & Ildstad, S. T. Tolerance induction in HLA disparate living donor kidney transplantation by facilitating cell-
enriched donor stem cell Infusion: The importance of durable chimerism. Hum Immunol 79, 272–276, https://doi.org/10.1016/j.
humimm.2018.01.007 (2018).

 47. Leventhal, J. R. et al. Nonchimeric HLA-Identical Renal Transplant Tolerance: Regulatory Immunophenotypic/Genomic 
Biomarkers. Am J Transplant 16, 221–234, https://doi.org/10.1111/ajt.13416 (2016).

 48. Davis, C. L. & Delmonico, F. L. Living-donor kidney transplantation: a review of the current practices for the live donor. J Am Soc 
Nephrol 16, 2098–2110, https://doi.org/10.1681/ASN.2004100824 (2005).

 49. Putnam, A. L. et al. Clinical grade manufacturing of human alloantigen-reactive regulatory T cells for use in transplantation. Am J 
Transplant 13, 3010–3020, https://doi.org/10.1111/ajt.12433 (2013).

 50. Mathew, J. M. et al. A Phase I Clinical Trial with Ex Vivo Expanded Recipient Regulatory T cells in Living Donor Kidney Transplants. 
Sci Rep 8, 7428, https://doi.org/10.1038/s41598-018-25574-7 (2018).

 51. Kawai, K., Uchiyama, M., Hester, J., Wood, K. & Issa, F. Regulatory T cells for tolerance. Hum Immunol 79, 294–303, https://doi.
org/10.1016/j.humimm.2017.12.013 (2018).

 52. Chandran, S. et al. Polyclonal Regulatory T Cell Therapy for Control of Inflammation in Kidney Transplants. Am J Transplant 17, 
2945–2954, https://doi.org/10.1111/ajt.14415 (2017).

 53. Solez, K. et al. Banff 07 classification of renal allograft pathology: updates and future directions. Am J Transplant 8, 753–760, https://
doi.org/10.1111/j.1600-6143.2008.02159.x (2008).

Acknowledgements
This work was supported by a grant from the German Federal Ministry of Education and Research (Integrated 
Research and Training Center Transplantation (IFB-Tx) reference number: 01EO0802, project 16) and by 
the Sonderforschungsbereich 738 of the German Research Foundation (DFG; projects B1, B4, Z1). Y.M. was 
supported by the Young Faculty program of the Hannover Medical School.

Author Contributions
Y.M., F.N. and E.J. designed the study; F.W.V., S.K., Ro.S. and Re.S. contributed to sample preparation; Y.M. and 
E.S. carried out experiments; Y.M., F.N., F.W.V., Re.S. and E.J. analyzed the data; Y.M. made the figures; Y.M. 
and E.J. drafted the article; F.N., F.W.V., Ro.S., Re.S., J.K. and M.P.M. revised the article for important intellectual 
content; all authors approved the final version of the manuscript.

Additional Information
Supplementary information accompanies this paper at https://doi.org/10.1038/s41598-018-37218-x.
Competing Interests: The authors declare no competing interests.
Publisher’s note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2019

http://dx.doi.org/10.1111/j.1399-0012.2010.01354.x
http://dx.doi.org/10.1111/ajt.14148
http://dx.doi.org/10.1016/j.humimm.2018.01.007
http://dx.doi.org/10.1016/j.humimm.2018.01.007
http://dx.doi.org/10.1111/ajt.13416
http://dx.doi.org/10.1681/ASN.2004100824
http://dx.doi.org/10.1111/ajt.12433
http://dx.doi.org/10.1038/s41598-018-25574-7
http://dx.doi.org/10.1016/j.humimm.2017.12.013
http://dx.doi.org/10.1016/j.humimm.2017.12.013
http://dx.doi.org/10.1111/ajt.14415
http://dx.doi.org/10.1111/j.1600-6143.2008.02159.x
http://dx.doi.org/10.1111/j.1600-6143.2008.02159.x
http://dx.doi.org/10.1038/s41598-018-37218-x
http://creativecommons.org/licenses/by/4.0/

	Transient increase of activated regulatory T cells early after kidney transplantation
	Results
	Variable frequency of alloreactive Tregs in healthy subjects after stimulation with different allogeneic stimuli. 
	Increased number of activated Tregs in patients on chronic hemodialysis. 
	Determination of specificity of activated Tregs. 
	Activated Tregs increase after kidney transplantation. 
	Correlation with clinical outcome. 

	Discussion
	Methods
	Patient characteristics. 
	Blood samples. 
	Mixed lymphocyte reaction. 
	Flow cytometry. 
	Flow cytometric analysis. 
	Statistical analysis. 

	Acknowledgements
	Figure 1 Frequency of alloreactive Tregs after allogeneic stimulation.
	Figure 2 Increased Treg frequency and activation in patients with end-stage renal disease.
	Figure 3 Specificity of activated Tregs.
	Figure 4 Activated regulatory T cell increase after kidney transplantation.
	Figure 5 Frequency of alloreactive Tregs does not predict allograft tolerance Frequency of activated Tregs at time point 3 months of non-rejectors and rejectors are plotted in this panel.
	Figure 6 Frequency of alloreactive Tregs does not correlate with IFTA.
	Figure 7 Frequency of alloreactive Tregs does not correlate with allograft function.
	Table 1 Patient characteristics.




