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Establishing long-term allograft acceptance without the requirement for continuous immunosuppression, a 
condition known as allograft tolerance, is a highly desirable therapeutic goal in solid organ transplantation. 
Determining which recipients would benefit from withdrawal or minimization of immunosuppression would 
be greatly facilitated by biomarkers predictive of tolerance. In this study, we identified the largest reported 
cohort to our knowledge of tolerant renal transplant recipients, as defined by stable graft function and receiv-
ing no immunosuppression for more than 1 year, and compared their gene expression profiles and peripheral 
blood lymphocyte subsets with those of subjects with stable graft function who are receiving immunosuppres-
sive drugs as well as healthy controls. In addition to being associated with clinical and phenotypic parameters, 
renal allograft tolerance was strongly associated with a B cell signature using several assays. Tolerant subjects 
showed increased expression of multiple B cell differentiation genes, and a set of just 3 of these genes distin-
guished tolerant from nontolerant recipients in a unique test set of samples. This B cell signature was associ-
ated with upregulation of CD20 mRNA in urine sediment cells and elevated numbers of peripheral blood naive 
and transitional B cells in tolerant participants compared with those receiving immunosuppression. These 
results point to a critical role for B cells in regulating alloimmunity and provide a candidate set of genes for 
wider-scale screening of renal transplant recipients.

Introduction
Advances in immunosuppression over 2 decades have led to vast 
improvements in both control of acute rejection and short-term 
graft survival in renal transplantation. However, similar improve-
ments in long-term outcomes have not yet been achieved, and 
concerns over the morbidity of lifelong regimens of immuno-
suppressive drugs remain (1, 2). Establishing long-term allograft 
acceptance without the requirement for continuous immunosup-
pression, a condition known as allograft tolerance, is therefore a 
highly desirable therapeutic goal in kidney transplantation (3–5).

Unlike liver transplantation, where it is estimated that up to 
20% of recipients may be withdrawn from all immunosuppression 
(6–12), tolerance to renal allografts appears to be far less frequent 
(13–15). Although tolerance has been achieved in numerous ani-
mal models of renal transplantation (16), attempts to induce long-
term allograft tolerance in humans have been far less successful, 
and may be complicated by the potential loss of the engrafted kid-
ney during immunosuppression minimization or withdrawal.

Several recent studies have attempted to identify biomarkers of 
tolerance in liver and kidney transplantation (15, 17–20). In liver 
transplantation, the proportion of γδ T cells (specifically TCR δ1 
cells; ref. 19) and the ratio of plasmacytoid to myeloid dendritic 
cells (20) and B cells (18) were shown to be increased in tolerant 

liver transplant recipients relative to those stable on immunosup-
pression (9, 19, 21). Additionally, specific patterns of expressed 
genes were shown to be associated with tolerant participants com-
pared with those stable on immunosuppression and with healthy 
controls (19, 21). Similarly, 2 studies have shown that tolerant kid-
ney transplant recipients have distinct patterns of expressed genes 
and T cell receptor gene use (13, 15).

In this study, we recruited the largest reported cohort to our 
knowledge of tolerant kidney transplant recipients (n = 25), 20 of 
whom ceased taking immunosuppression as a result of medica-
tion nonadherence. We sought to identify immune parameters 
that would discriminate tolerant individuals from subjects with 
stable allograft function while on immunosuppression, as well 
as healthy (nontransplanted) controls. We found that tolerant 
patients exhibited increased numbers of total and naive B cells 
and had enhanced expression of B cell differentiation and activa-
tion genes compared with subjects receiving immunosuppression. 
Most notably, the tolerant cohort differentially expressed 3 B cell 
genes that were highly predictive of tolerance in a new test set of 
patients. These markers are strong candidates for clinical testing 
as a means to predict kidney transplant recipients who may benefit 
from minimization or withdrawal of immunosuppression, and for 
monitoring their status during immunosuppression withdrawal.

Results
Study population clinical characteristics. We enrolled 3 groups of par-
ticipants into the study: those operationally tolerant, who had 
stable graft function despite receiving no immunosuppression for 
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at least 1 year (TOL, n = 25); those with stable graft function while 
on immunosuppression (SI, n = 33); and healthy (nontransplanted) 
control subjects (HC, n = 42). Participants in the TOL and SI groups 
had excellent renal function, even though TOL participants had 
ceased taking immunosuppressive medications for at least 1 year. 
Ages, genders, and primary diseases leading to renal failure were 
similar between the TOL and SI groups (Table 1). There was no 
statistical difference in the frequency of humoral sensitization in 
these 2 groups, as 8 of 25 TOL and 15 of 33 SI patients had detect-
able antibodies directed against HLA molecules. With respect to 
alloantibodies specific for donor HLA molecules, 1 of the 20 indi-
viduals in the TOL cohort for whom sufficient samples were pres-
ent to allow analysis was found to have antibodies directed against 
donor HLA molecules, whereas 4 of the 31 evaluable patients in the 
SI group had donor-directed anti-HLA antibodies. The differences 
between the groups were not statistically significant.

Participants in the TOL group were more closely matched for 
HLA than the SI group (P < 0.05; Table 1). Whereas the major-
ity of our TOL group was HLA matched, 5 participants were not 
matched for any HLA antigens. Time from transplant to enroll-

ment was found to be significantly higher 
in the TOL group (P < 0.05), while the 
number of patients with cadaveric donors 
was significantly greater in the SI group 
(P < 0.05). There were no other signifi-
cant differences in clinical assessments 
between these groups in this study. Sev-
eral assays were performed on periph-
eral blood, including immunopheno-
typing and gene expression profiling by 
microarray and multiplex real-time PCR 
(Supplemental Table 1; supplemental 
material available online with this article; 
doi:10.1172/JCI39933DS1).

B cell gene signatures distinguish TOL from SI 
participants. For the purposes of predictive 
modeling using gene expression studies, 
patients in the TOL and SI groups were 
subdivided, based on study enrollment, 
into training sets (TOL-TRN, n = 19; SI-
TRN, n = 27) and test sets (TOL-TST, n = 6;  
SI-TST, n = 6). All test set patients were 
identified, and samples collected, subse-
quent to the identification and study of 
the training set patients and therefore are 
an independent cohort.

Microarrays were used to detect 
expressed gene profiles of whole-blood 
total RNA from subjects in the TOL-TRN 
and SI-TRN groups. RNA samples were 
selected, and cRNA was made and hybrid-
ized in 5 batches. The strategy used for 
normalizing batch effects involved build-
ing batch as a covariant into the statistical 
models used in our analyses. Statistical 
analysis for differentially expressed genes 
between these 2 groups was performed, 
and the top differentially expressed genes 
were ranked in order, based on their mean 
fold change differences.

We found that 5 unique genes — TUBB2A, TCL1A, BRDG1, HTPAP, 
and PPPAPDC1B — reached statistical significance after a false dis-
covery rate (FDR) correction was applied to the data. Of the 30 genes 
found to have a 2-fold increase in expression in the TOL-TRN ver-
sus SI-TRN group (Figure 1), 22 were B cell specific (as defined in 
the OMIM database; http://www.ncbi.nlm.nih.gov/omim). Many 
of these genes are involved in B cell activation and differentiation, 
including genes encoding Ig heavy, light, and joining chains and 
HLA (22, 23). In contrast, few genes were observed to be more highly 
expressed in the SI-TRN group. One of these, TUBB2A, was highly 
differentially expressed (7-fold difference). Overexpression of this 
gene may be due to prolonged use of calcineurin inhibitors, which 
have previously been shown to induce tubulin expression (24). Com-
parison of whole-blood total RNA from TOL-TRN and HC groups 
revealed no significant differences in expression levels. The similarity 
in profiles between TOL-TRN and HC groups was illustrated using 
hierarchical clustering of the 30 genes that were more than 2-fold 
differentially expressed between TOL-TRN and SI-TRN (Figure 1).

Further evidence for B cell involvement in tolerance was pro-
vided by gene expression profiles of urinary cell sediments. Of 

Table 1
Demographics and transplant characteristics of TOL and SI subjects

	 TOL-TRN (n = 19)	 TOL-TST (n = 6)	 SI (n = 33)

Donor age, yr	 49 (41–70)	 56.5 (47–66)	 52.5 (31–69)

Donor type, n

  Cadaveric	 4	 1	 8

  Living-related	 14	 3	 14

  Living-unrelated	 –	 1	 9

  Data missing	 1	 1	 2

Gender, n

  Female	 7	 3	 15

  Male	 12	 3	 18

Race, n

  Asian	 1	 –	 1

  Black	 –	 –	 4

  White	 18	 6	 28

Recipient age, yr	 51 (27–77)	 51 (42–63)	 44 (26–75)

Primary cause of renal failure, % (n)

  Cystic/polycystic kidney disease	 5.3% (1)	 16.7% (1)	 9.1% (3)

  Diabetes mellitus	 5.3% (1)	 16.7% (1)	 3% (1)

  Glomerulonephritis	 36.8% (7)	 33% (2)	 24.2% (8)

  Hypertension	 –	 –	 12.1% (4)

  IgA nephropathy	 5.3% (1)	 16.7% (1)	 12.1% (4)

  Obstructive/reflux nephropathy	 15.8% (3)	 –	 6.1% (2)

  Poststreptococcal glomerular nephritis	 10.5% (2)	 –	 6.1% (2)

  Pyelonephritis/interstitial nephritis	 5.3% (1)	 –	 6.1% (1)

  Systemic lupus erythematosus	 –	 –	 9.1% (3)

  Data missing	 15.8% (3)	 16.7% (1)	 15.2% (5)

Creatinine level, mg/dl	 1 (0.6–9.8)	 0.95 (0.7–1.5)	 1.4 (0.7–2.8)

Interval between transplant and	 20.42 (7–40.25)	 11.79 (5–19.67)	 5.5 (1–41.17) 

  enrollment, yr

*HLA mismatch	 0.83 ± 1.59 of 6	 0.67 ± 1.15 of 6	 3.60 ± 1.82 of 6

Time of immunosuppression	 13 (1–32)	 5.5 (2–22) 

  cessation, yr

Reason for cessation, % (n)

  Medical condition	 10.5% (2)	 –

  Noncompliance	 73.7% (14)	 100% (6)

  Data missing	 15.8% (3)	 –

Age, time, and creatinine data are shown as median (range).
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the 18 genes tested by quantitative real-time PCR, only the CD20 
transcript was significantly higher in TOL-TRN than SI-TRN 
participants (Figure 2). We performed the same analyses on urine 
sedimentary cells from HC and found significantly lower expres-
sion of CD20 and FOXP3 in HC relative to TOL-TRN (Figure 2, 
A and B). We also found significantly lower expression of CD3 
and Perforin in HC compared with TOL-TRN (Figure 2, C and D). 
Collectively, these findings are consistent with healthy subjects 
having few or no lymphocytes in their urine; indeed, urine from  
7 of the 25 HC tested did not have sufficient RNA because of their 
low or no numbers of urine sedimentary cells. These samples were 
excluded from our analysis.

Multiplex real-time PCR confirms a B cell gene signature and identifies 
3 genes that predict tolerance in a test set of patients. Multiplex real-time 
PCR was performed on all participants to develop a more quanti-
tative approach for defining tolerance-specific expressed gene pro-
files and to support our microarray findings. Probe-primer sets for 
228 genes were made for the multiplex real-time PCR, which was 
run on all participants in a single batch (Supplemental Table 2).  
These genes were selected from the following lists: (a) the top 50 
differentially expressed genes from our microarray analyses; (b) 

genes defined as tolerant specific in liver transplant recipients, as 
reported by Martinez-Llordella et al. (21); (c) genes found to be 
family members of our differentially expressed genes identified by 
microarray; and (d) genes believed to play a role in immunological 
tolerance as reported in the literature, such as CD40.

Statistical analysis of the multiplex real-time PCR data revealed 
31 unique genes that were different between the TOL-TRN and 
SI-TRN groups (P < 0.05; Figure 3), whereas no genes were sig-
nificantly different between TOL and HC (Supplemental Table 3). 
Of those found to be differentially expressed in TOL-TRN versus 
SI-TRN, 17 were originally detected by microarray. None of the 
genes found to be involved in liver transplant tolerance by Marti-
nez-Llordella et al. (21) were differentially expressed between our 
TOL and SI cohorts. Again, most of the genes overexpressed in the 
TOL cohort were B cell specific (26 of 30), with many encoding  
κ/λ light chains of Ig.

Using the 228 genes identified by multiplex real-time PCR, we 
performed feature selection and applied linear discriminate analy-
sis (LDA) to define a smaller set of genes, or classifier genes that 
would be highly predictive for tolerance based on TOL-TRN and 
SI-TRN participants. Using our training set with leave-one-out 

Figure 1
TOL participants exhibit unique expression patterns compared with SI participants. Hierarchical clustering of the 30 genes differentially expressed 
between TOL versus SI (fold change >2.0 overexpressed in the TOL group). TUBB2A not shown. B cell–specific genes are indicated by asterisks.
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cross-validation (LOOCV), the LDA model found 3 genes to be 
most predictive, giving a positive predictive value (PPV) of 83% and 
a negative predictive value (NPV) of 84% (Table 2). To directly test 
the predictive value of these 3 genes, we used a separate test set 
cohort of 6 TOL and 6 SI patients (receiving standard triple-drug 
immunosuppression), termed TOL-TST and SI-TST, respectively. 
All 6 TOL-TST participants were correctly identified as TOL, and 
5 of 6 SI-TST participants were correctly identified as SI, yielding 
PPV and NPV of 86% and 100%, respectively (Table 3).

The genes used in this predictive model are IGKV4-1, IGLL1, and 
IGKV1D-13; their expression levels for each patient are shown in 
Figure 4. These genes clearly separated TOL from SI patients for 
the majority of participants in the training set and for all but 1 
SI participant in the test set (Figure 4). Box plots of mRNA copy 
numbers for each of these genes are shown in Figure 5. All 3 of 
these genes encode κ or l light chains, which are upregulated 
during the transition from pre- to mature B cells and during 
class switch and receptor editing that occurs after stimulation of 
mature B cells with antigen.

Flow cytometry of whole blood revealed increased numbers of naive  
B cells in TOL participants. We next performed immunophenotyping 
on whole blood samples shipped overnight from the collection site 
to a centralized flow cytometry facility. Subsets for analysis were 
selected from the 32 possible combinations of each 5-color panel 
(i.e., 25). Each unique combination based on the selected region 
combinations used (approximately 15 per panel) were treated as 
independent variables for the purposes of statistical analysis of the 
flow data in total. A multiple test correction was applied to the 
data, and those populations determined to be significantly differ-

ent between TOL and HC and between TOL 
and SI were defined. A significant difference 
was found between the TOL and SI groups in 
the number of total B cells (CD19+) and naive 
B cells (CD19+CD27–IgM+IgD+; Figure 6, A and 
B). The mean B cell number of the TOL cohort 
was significantly greater than in the SI group 
(P < 0.01), but did not reach significance com-
pared with the HC cohort (P = 0.10). However, 
there were significant differences between the 
TOL cohort and both the SI and HC group 
with respect to naive B cell numbers (P ≤ 0.05, 
Figure 6B). In addition, CD86+CD19+ B cells 
and memory B cells (CD19+CD27+IgM+IgD+) 
were significantly different between the TOL 
and HC cohorts (P < 0.01 and P = 0.03, respec-
tively, Figure 6, C and D).

Many subpopulations of lymphocytes were 
measured in our analyses (Supplemental Table 4), and we did find 
other lymphocyte subpopulations that were significantly different 
between the TOL and SI or TOL and HC groups. These included  
HLA-DR+CD4+ T cells and NK cells, among others (data not 
shown). Of those that were significantly different, we highlight 
here the B cells and B cell subsets, as these differences correlated 
with our findings using microarrays and PCR.

Statistical analyses of total wbc count means for each group 
showed no differences, indicating that the observed group-spe-
cific differences were not caused by overall changes in the number 
of total wbcs. Mean wbc counts for the TOL, SI, and HC groups 
were 6.7 × 103, 8.1 × 103, and 5.8 × 103 cells/μl, respectively. Rather, 
there appeared to be a redistribution of B cell subsets in the TOL 
group relative to the others, in which the IgM+IgD+ cells made up 
a greater proportion of the B cells in TOL participants than in the 
other groups. Furthermore, the observation that selected popu-
lations of B cells distinguished TOL kidney transplant recipients 
from HC subjects suggests that the B cell signature associated with 
tolerance is not simply a consequence of immunosuppression.

As the flow cytometric studies above analyzed all of our patients, 
we sought to validate the phenotypic B cell signature in an inde-
pendent set of kidney transplant recipient patients. For this pur-
pose, we reexamined our subjects’ frozen peripheral blood mono-
nuclear cells (PBMCs) and compared them with frozen PBMCs 
collected from participants enrolled in the Indices of Tolerance 
(IOT) study of tolerant renal transplant recipients (25). These stud-
ies were performed with additional surface markers to be able to 
differentiate between naive and transitional cells and discriminate 
transitional subsets (26). Frozen PBMCs from our patients and  

Figure 2
Real-time PCR gene expression analyses of 
urine sedimentary cells. (A) Higher CD20 expres-
sion in TOL than in SI and HC participants. (B) 
Increased FOXP3 expression in TOL than in 
HC participants. (C) Higher CD3 expression in 
TOL than in HC participants. (D) Higher Perfo-
rin expression in TOL than in HC participants. 
Boxes depict IQR; whiskers denote 1.5 × IQR; 
values beyond this range are considered outli-
ers and shown as circles. P values are shown for 
statistically significant differences.
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3 of the IOT cohorts (TOL; SI, specifically calcineurin inhibitors; 
and HC) were studied by flow cytometry. The percentage of total 
B cells and naive B cells in the lymphocyte gate was higher in each 
TOL group compared with the respective SI group in both our 
Immune Tolerance Network (ITN) samples and the IOT samples 
(Figure 7, A and B). We noted lower numbers of naive B cells in 
all groups of samples provided by the IOT collaborative relative 
to our samples. Differences in freezing methods may have caused 
these shifts. Importantly, the patients in the IOT cohort were not 
as well HLA-matched with their donors as were those in our TOL 
cohort, which suggests that the increased B cell numbers were not 
a direct result of HLA matching.

Next we examined transitional B cells (CD19+CD38+CD24+IgD+) 
in these samples. These cells were of interest because of our gene 
signature and the regulatory role that has been proposed in murine 
models for cells with a similar immature phenotype (27). In both 
IOT and ITN samples, there were increased numbers of transition-
al B cells in the TOL versus SI group comparisons (Figure 7C).

Additionally, predictive modeling of the frozen flow assays was 
performed, in which we treated the ITN frozen flow results as a 
training set and the IOT flow results as an independent test set. In 
these analyses we also showed transitional B cells to be the most 
predictive, with a PPV of 85% and NPV of 96% in training using 

Table 2
Multiplex RT-PCR, ITN training set

	 Actual TOL	 Actual SI

Predicted TOL	 15	 3

Predicted SI	 4	 21

Confusion matrix and classification summary showing 3-gene prediction 
model of TOL-TRN samples using LDA (see Methods). LDA identified 
3 genes that predict tolerance (IGKV1D-13, IGKV4-1, and IGLL1) using 
the TOL-TRN versus SI-TRN multiplex RT-PCR data in the model 
(PPV, 83%; NPV, 84%). 

Figure 3
Multiplex RT-PCR of peripheral 
blood identified 31 genes with 
significantly different numbers of 
mRNA copies between TOL-TRN 
and SI-TRN groups. The tran-
script relative expression levels 
are shown on the heat map.
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our samples and a PPV of 63% and NPV of 90% (sensitivity, 83%; 
specificity, 75%) in the European samples that served as the test 
set (Tables 4 and 5).

Elevated expression of intracellular IL-10 in TOL patients. Finally, 
because we observed increases in B cell numbers and B cell sub-
populations in TOL and HC patients, we sought to determine 
whether these cells produce immunomodulatory cytokines, such 
as IL-10 or TGFβ, that might be implicated in tolerance (27, 28). 
Thus, intracellular cytokine staining was performed on frozen 
PBMCs from 21 TOL, 32 SI, and 13 HC patients. The cells were 
studied both unstimulated and cultured in the presence of PMA 
plus ionomycin for 5 hours. Total B cells and 6 subsets, including 
T1 and T2 transitional B cells (CD38+CD24+), switched memory 
(CD27+IgD–), CD27– memory (CD27–IgD–), naive and T3 transi-
tional (CD27–IgD+), unswitched memory (CD27+IgD+), and plas-
mablasts (CD27+CD38+IgD–), were analyzed for IL-10 and TGFβ 
intracellular staining.

We observed a statistically significant increase in T1 plus T2 
transitional B cells expressing IL-10 in the TOL group relative 
to the SI or HC groups (Figure 8A). Such a result must be inter-
preted with caution, however, as the overall percentages were 
extremely low, with many samples containing no IL-10–produc-
ing cells, and with a large overlap in the range of the groups. This 
may be the result of using stimulation conditions that were lim-
ited in length and intensity in order to maintain the cell surface 
phenotype and thus determine IL-10 production within different 
B cell subpopulations. No differences in the number of TGFβ-

expressing B cells or subsets between cells from TOL or any other 
group were found (Figure 8B).

Discussion
This report, along with the companion study (25), is thus far the 
largest study to our knowledge of tolerant renal transplant recipi-
ents, both in terms of the number of participants studied and the 
variety of biological parameters analyzed. Most significantly, not 
only did our study identify what we believe to be new biomark-
ers of tolerance, it confirmed these markers across 3 independent 
cohorts of kidney transplant recipients, with varying degrees of 
HLA matching and differing patient demographics and geogra-
phy. That said, many clinical factors associated with tolerance in 
this study are also known to identify low-risk kidney transplant 
recipient populations. Clinically, our TOL cohort received well-
matched kidneys from living donors, and only 1 of the evaluable 
patients had humoral sensitization to the donor; conversely, 4 par-
ticipants of our SI group had donor-specific antibodies.

This observation contrasts with that of Roussey-Kesler et al. 
(14), for whom the majority of tolerant kidney transplant recipi-
ents received allografts from deceased donors that were not well 
matched. Of their 10 participants, 5 experienced at least 1 episode 
of acute rejection, and 3 developed anti-donor HLA antibodies. 
Whereas the main reason for discontinuing immunosuppression 
in that study was life-threatening infections or malignancies, in 
the present study, discontinuation of immunosuppression in 20 
of 25 participants was due to medication nonadherence, with the 
other 5 ceasing medication under medical supervision for com-
plications associated with immunosuppression. Therefore, the 
results reported here may be more relevant to the goal of iden-
tification of clinically stable participants that may benefit from 
immunosuppressive drug withdrawal.

The expressed gene signature identified in this study distin-
guished TOL from SI participants and primarily consisted of  
B cell–specific genes, in particular genes involved in B cell differ-
entiation. The association of B cell biomarkers and the tolerant 
phenotype was confirmed by flow cytometric analyses, which dis-
tinguished TOL not only from SI, but also from HC. These results 
suggest that this fingerprint may not be simply a consequence of 
differences induced by immunosuppression.

Table 3
Multiplex RT-PCR, ITN test set

	 Actual TOL	 Actual SI

Predicted TOL	 6	 1

Predicted SI	 0	 5

Confusion matrix and classification summary showing 3-gene prediction 
model of TOL-TST samples using LDA (see Methods). LDA identified 
3 genes that predict tolerance (IGKV1D-13, IGKV4-1, and IGLL1) using 
the TOL-TST versus SI-TST multiplex RT-PCR data in the model (PPV, 
86%; NPV, 100%). 

Figure 4
Transcripts that best distinguish TOL from SI. Multiplex RT-PCR gene expression levels of IGKV1D-13, IGKV4-1, and IGLL1 for the 19 TOL-TRN 
and 24 SI-TRN samples, and for the 6 TOL-TST and 6 SI-TST samples, in log2 normalized number of molecules.
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We were able to narrow this signature down to 3 genes that pre-
dicted tolerance with 100% accuracy in our test set of patients. 
Because we found that this signature of 3 genes was highly pre-
dictive for tolerance, a simple PCR assay may prove to be an easy 
test for screening kidney transplant patients that may benefit 
from weaning immunosuppression. Moreover, these gene expres-
sion analyses, combined with flow cytometry, may help to iden-
tify drug treatment regimens that promote tolerance 
based on an appearance of this protolerance signa-
ture. Importantly, these 3 genes are all expressed dur-
ing the differentiation of B cells from pre- to mature 
B cells or during B cell activation–induced transition. 
This suggests that transitioning or maturing B cells 
are involved in tolerance induction and/or mainte-
nance; alternatively, these cells may be suppressed by 
immunosuppression. Studies have shown that mature 
B cells in transition after antigen stimulation undergo 
receptor editing as means of promoting tolerance to 
self antigens (29, 30). Although receptor editing is 

believed to take place centrally in the bone marrow, it is possible 
that this mechanism is used peripherally in transplant recipients, 
as also shown in autoimmune models (31).

Our B cell gene signature correlates in part with findings of 
Brouard et al. (15), who, in cDNA microarray studies, found that 
transcripts of CD20, a trans-membrane protein expressed on 
pre- and mature B cells, were differentially expressed in tolerant 

Figure 5
Box plots of log2 normalized mRNA copy numbers for the 3 genes found to be the best classifiers among the 31 identified as differentially 
expressed. (A) IGKV1D-13. (B) IGKV4-1. (C) IGLL1. Genes were derived from LDA, where they were found to have the best predictive value 
for TOL (Tables 2 and 3). Boxes depict IQR; whiskers denote 1.5 × IQR; values beyond this range are shown as outliers. P values are shown 
for statistically significant differences.

Figure 6
5-color flow cytometry of whole blood samples shows dif-
ferent numbers of B cell subsets. (A) Total B cells, as 
defined by CD19+ cells. The total B cell counts for TOL, SI, 
and HC cohorts were 287, 120, and 176 cells/μl, respec-
tively. (B) Naive B cells, as defined by CD19+CD27–

IgM+IgD+ cells. The naive B cell counts for TOL, SI, and 
HC cohorts were 190, 61, and 90 cells/μl, respectively. 
(C) Memory B cells, as defined by CD27+IgM+IgD+. The 
mean numbers for the memory B cell subset were 54.2 
and 20.8 cells/μl for TOL and HC, respectively. (D) CD86+ 
B cells, as defined by CD86+CD19+. Mean numbers of 
CD86+CD19+ B cells for TOL and HC cohorts were 22 
and 4.5 cells/μl, respectively. All values are shown as log2 
absolute numbers, a calculation of the percent of lympho-
cyte gate multiplied by the total wbc count obtained from 
the same sample on a Coulter Counter. Boxes depict IQR; 
whiskers denote 1.5 × IQR; values beyond this range are 
shown as outliers. P values are shown for statistically  
significant differences.
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kidney transplant recipients compared with other cohorts. When 
we mapped genes associated with tolerance from their study to 
the microarray and assessed their expression in our subjects, only 
CD20 was found to be increased in our TOL group. This was con-
firmed in our multiplex real-time PCR assay. None of the other 
tolerance-associated genes from that study were differentially 
expressed in our TOL participants compared with other groups in 
our study. However, it should be noted that the study by Brouard 
et al. compared the tolerant patient group to a group described 
as nontolerant. This group was composed of both patients doing 
well on immunosuppression and those with established chronic 
allograft nephropathy and/or interstitial fibrosis and tubular 

atrophy without evidence of any specific etiology (IFTA) and thus 
is not directly comparable to our comparison group composed 
only of SI patients.

Our choice to limit the comparison group to stable patients 
doing well without chronic allograft nephropathy/IFTA was 
based on the concept that this population is the most clini-
cally relevant, as these individuals would be considered candi-
dates for immunosuppressive minimization, whereas those with 
IFTA would not. The genes found in our signature also differed 
from those reported by Martinez-Llordella et al. (21); however, it 
should be noted that they examined liver transplant recipients, 
a group in which tolerance is recognized as being more common 
and for which the mechanisms of tolerance induction and main-
tenance are likely to be different.

Comparisons of microarray data from our study and the IOT 
study profile (25) revealed increased CD20 and TCL1A expression 
in the TOL groups of both studies. TCL1A differences are notewor-
thy because expression of this oncoprotein is highest in immature 
cells but is low or absent in mature B cells; therefore, its overexpres-
sion in the TOL group appears to reflect the abundance of tran-
sitional cells (32). Similarly, the TOL group displayed increased 
expression of VH4-34, which is also preferentially expressed in tran-
sitional and naive cells compared with memory cells (33). Our 3 
most predictive genes, IGKV4-1, IGLLA, and IGKV1D-13, were not 
part of the IOT or Brouard gene list (15), most likely because their 
analyses were performed on Agilent and cDNA microarrays, which 
have a much more restricted set of genes, and because of differ-
ences in RNA purification methods, which have been shown to 
affect expressed gene profiles (34).

Our observation of increased total B cell numbers and naive  
B cells in the peripheral blood of TOL suggests that these cells may 
be important regulators of the antidonor immune response. Naive 
B cells are the major population of cells in the peripheral B cell pool 
and are known to be poor antigen-presenting cells for naive T cells 
(35, 36). Antigens presented by naive B cells have been shown to ren-
der animals tolerant (37) and were recently shown to stimulate naive 
T cells toward development into regulatory as opposed to effector  
T cells (38). Another B cell subset — unswitched memory cells — that 
we found to be elevated in TOL patients has also been reported to 
promote the production of the regulatory cytokine IL-10 (39).

However, functional studies performed on these B cell subsets 
did not unequivocally demonstrate a cytokine-mediated regulatory 
mechanism. We found no evidence of increased TGFβ-expressing 
B cells or B cell subpopulations in the TOL group relative to the SI 
or HC groups. In the case of IL-10, as noted previously, the results, 
while statistically significant, must be interpreted cautiously. Fur-
ther studies will be necessary to determine whether these cells are 
truly associated with tolerance after renal transplantation, and, if 
so, whether they play a causative role and by what mechanism they 
do so. A potential role for B cells in transplantation tolerance is 

Figure 7
9-color flow cytometry of frozen PBMCs from both ITN and European 
IOT samples. (A) Total B cells, expressed as the percent CD19+ cells 
in the lymphocyte gate. (B) Naive B cells, defined as CD19+CD27–

IgD+, shown as the percent of the total CD19+ gate. (C) Transitional 
B cells, defined as CD19+CD38+CD24+IgD+, shown as the percent of 
the total CD19+ gate. Boxes depict IQR; whiskers denote 1.5 × IQR; 
values beyond this range are shown as outliers. P values are shown 
for statistically significant differences.
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consistent with recent reports demonstrating a role for regulatory 
B cells in murine models of chronic inflammation (40–42), autoim-
mune inflammation induced by apoptotic cells (43), and transplant 
tolerance induced by treatment with antibody to CD45RB (44). As 
suggested by these and other studies, it remains to be determined 
whether B cells possess direct regulatory properties or act through 
the production of regulatory cytokines or antibodies (41, 42).

Finally, it is important to state that it is also possible that our 
findings of elevated B cells and B cell subsets represent a signa-
ture that is a consequence of tolerance, and not a cause of it. This 
of course would not diminish the usefulness of such a signature 
in a clinical setting. We also cannot exclude the possibility that 
immunosuppression influences the genes and cell populations 
measured for this study; however, our differences between TOL 
and HC patients point to a signature specific for the tolerant state. 
Moreover, we observed 4 SI patients who exhibited the putative 
tolerance signature and thus may reflect predisposition to the tol-
erant phenotype while receiving immunosuppression.

Overall, our findings have important implications for the long-
term management of immunosuppression in kidney allograft 
recipients and provide experimental evidence for a signature 
of tolerance. Evidence of increased B cells in a subset of SI par-
ticipants, as well as increases in the 3 genes described, could be 
used for the design of a clinical research agenda to prospectively 
evaluate potential markers of tolerance and provide a rationale for 
immunosuppression minimization and withdrawal in investiga-
tional settings. Alternatively, as a patient’s immunosuppression 
is minimized, these same markers could be used to monitor for 
safety and potentially identify individuals that could be develop-
ing a tolerant state.

Importantly, the overwhelmingly B cell–centric signature that 
was uncovered raises important questions regarding the mecha-
nisms of allograft tolerance. Whether this indicates a causal role 
for B cells or specific B cell subpopulations in the tolerant state is 
as yet unknown. Nonetheless, these data provide the impetus for 
future exploration of tolerance-inducing approaches aimed at pro-
moting the development of naive and/or transitional B cells with 
regulatory functions, as has recently been reported in a nonhuman 
model of islet transplantation (45).

Methods
Participant recruitment and study protocol. 100 adult renal transplant recipi-

ents and healthy volunteers were recruited nationwide at 4 participating 

centers between 2004 and 2007: Emory University, NIH, Swedish Medical 

Center, and University of Wisconsin. The protocol was approved by the 

IRB of each participating center, and by a DSMB convened by the Nation-

al Institutes of Allergy and Infectious Diseases. Informed consents were 

obtained from all patients. Blood samples were collected by either standard 

phlebotomy (200 ml total volume) or leukapheresis.

Renal allograft recipients were enrolled into 2 groups: TOL (n = 25), 

defined as individuals who, for at least 1 year prior to enrollment, had 

not taken immunosuppressive medications and had stable renal function 

and serum creatinine within 25% of baseline (as evaluated by 3 experi-

enced transplant physicians); and SI (n = 33), with clinically stable renal 

function (using the same criteria as TOL) while on a maintenance triple-

drug immunosuppressive regimen (including a calcineurin or mamma-

lian target of rapamycin inhibitor, an antiproliferative agent, and cor-

ticosteroids). An additional group of normal HC participants (n = 42) 

with no known history of renal disease/dysfunction or evidence of acute 

medical illness was enrolled. Breakdown of samples used in each assay are 

shown in Supplemental Table 1.

For the purposes of predictive modeling and verification of our initial 

findings, we divided the TOL participants into a training set (TOL-TRN;  

n = 19) and a test set (TOL-TST; n = 6) based on enrollment prior to or after 

November 2007, respectively. The SI group was also divided into a training 

set (SI-TRN; n = 27) and a test set (SI-TST; n = 6) for modeling and verifica-

tion, also based on enrollment timing.

Finally, an independent set of kidney transplant recipient patients was 

collected in Europe (25), and frozen PBMCs from this collection were used 

for flow cytometry analysis. Frozen PBMCs from our patients and 3 of the 

European cohorts (1 TOL, 1 HC, and 1 SI, specifically calcineurin inhibi-

tors), were studied by flow cytometry at the same time in an independent 

laboratory (see below).

HLA typing. Whole blood from recipients and donors (when samples were 

available) was collected and frozen in cryotubes, then shipped to a central 

laboratory (UCSF Immunogenetics and Transplantation Laboratory) for 

automated nucleotide sequencing, which was performed from genomic 

DNA by selective amplification (PCR) of target exons from each locus for a 

particular allele. Loci sequenced included Class I HLA (HLA-A, -B, and -C)  

and Class II HLA (HLA-DRB1/3/4/5, -DQA1, and -DQB1). Nucleotide 

sequencing was performed as previously described (46).

HLA anti-donor cross-matching. Initial screening for HLA antibodies on 

blinded samples was performed at a central laboratory (Emory University 

Histocompatibility Laboratory) by flow cytometry using FlowPRA Screen-

ing beads (One Lambda Inc.). Antibody specificities of positive samples 

were determined as described previously (47) using the LabScreen Single 

Antigen assay (One Lambda Inc.).

Urine quantitative RT-PCR. RNAlater (Ambion) was added to urinary cell 

pellets from urine samples (50–100 ml) centrifuged at room temperature 

(2,000 g) for 30 minutes in order to extract total RNA. Samples were blind-

ed and stored at –80°C prior to quantitative RT-PCR on 18 select genes 

(Granzyme B, Perforin, PI9, IL4, IL2, IL10, IFNG, CD3, CD20, CD25, CD103, 

FoxP3, CTLA4, TGFB, CTGF, IP10, MIG, and CXCR3) with 18S RNA, used as 

a control, and BK virus, as previously described (48).

Flow cytometry. Whole blood was collected in 10-ml glass sodium hepa-

rin tubes (Becton Dickinson Vacutainer) and shipped ambient overnight 

to the ITN Flow Cytometry Core (Roswell Park Cancer Institute). Using a 

Table 5
Flow cytometry, IOT test set

	 Actual TOL	 Actual SI

Predicted TOL	 5	 3

Predicted SI	 1	 9

Confusion matrix and classification summary by SVM (see Methods) 
showing transitional B cells as the most predictive population when 
frozen PBMCs from an independent set of European samples were 
analyzed (PPV, 63%; NPV, 90%).

Table 4
Flow cytometry, ITN training set

	 Actual TOL	 Actual SI

Predicted TOL	 22	 4

Predicted SI	 1	 27

Confusion matrix and classification summary by SVM (see Methods) 
showing transitional B cells as the most predictive population when fro-
zen PBMCs from ITN samples were analyzed (PPV, 85%; NPV, 96%).
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stain-lyse method, cells from blinded samples were stained with 5-color 

monoclonal antibody panels conjugated to FITC, PE, PERCP, PECY7, or 

APC (Becton Dickinson; ref. 49). Marker/fluorochrome combinations used 

are described in Supplemental Table 4.

For flow cytometry on frozen cells, PBMCs were stained in PBS plus  

2 mM EDTA, 0.5% BSA, 5% normal mouse serum, and 5% normal rat serum 

on ice for 30 minutes with fluorochrome-conjugated mouse anti-human 

monoclonal antibodies (see Supplemental Table 4). After washing with 

PBS plus 2 mM EDTA and 0.5% BSA, cells were stained with LIVE/DEAD 

aqua–fluorescent reactive dye (Invitrogen) in PBS on ice for 30 minutes, 

then fixed with 0.5% formaldehyde. Samples were blinded and run on a 

LSRII flow cytometer (BD Biosciences) at the University of Rochester.

For intracellular cytokine (IL-10 and TGFβ) evaluations, cells were 

divided into 2 samples and cultured in complete media (RPMI supple-

mented with 20% BSA) with brefeldin (1 μl/ml) and monensin (2 μM) in 

the presence or absence of stimulation (500 ng/ml PMA and 500 ng/ml 

ionomycin) for 5 hours. After culture, cells were washed with FACS Buf-

fer (PBS plus 0.5% BSA) 2× and then surface stained with extracellular 

antibody cocktail for 30 minutes at 4°C. Cells were then washed 2× 

with PBS and stained with LIVE/DEAD Fixable Aqua Dead Cell Stain 

Kit (catalog no. L34957; Invitrogen) at 1:1,000 in PBS for 30 minutes at 

4°C. Cells were then washed 2× with FACS buffer and then fixed in 4% 

paraformaldehyde (Sigma-Aldrich) in PBS for 30 minutes at 4°C. Cells 

were subsequently permeabilized with Perm/Wash Buffer (catalog no. 

554723; BD) for 30 minutes at 4°C. Cells with then intracellularly stained 

in Perm/Wash buffer with the ICS antibody cocktail for 1 hour at 4°C. 

Finally, cells were washed 2× with Perm/Wash buffer and resuspended in 

4% paraformaldehyde in PBS until analysis on the LSR II Flow Cytometer 

(BD) and with Flow Jo Software (Tree Star Inc.)

Microarray. Total RNA was obtained using the ABI Tempus whole blood 

collection system (Applied Biosystem) and frozen for future processing. 

Total RNA was purified using previously described methods (34). Targets 

from blinded RNA samples were prepared and hybridized to Affymetrix 

HG-U133 2.0 Plus GeneChip using the GeneChip Expression Analysis 

Technical Manual, with modifications described by Expression Analysis 

Inc. (50). Primary gene-expression profiling data are available from the 

Gene Expression Omnibus of the National Center for Biotechnology Infor-

mation (www.ncbi.nlm.nih.gov/geo/).

MassARRAY quantitative gene expression. Multiplexed primer and com-

petitive template designs were created using the MassARRAY quantitative 

gene expression (MassARRAY QGE) Assay Design software (version 1.0; 

Sequenom) for random hexamer priming, such that at least 1 PCR primer 

spanned an exonic boundary per transcript assayed. The 228 genes tested 

were assayed in a series of 20-plex reactions on RNA from blinded samples 

and are shown in Supplemental Table 2. Copy gene number determination 

was conducted as described previously (34).

Statistics. Microarray data background adjustment, normalization, and 

summarization were performed using the robust multichip average meth-

od. Microarray quality assurance was carried out by detecting outlier arrays 

based on standard posthybridization quality metrics (51). A linear mixed 

effect model was used for correcting potential processing batch effect as 

well as for estimating clinical group effect. Pairwise comparisons were per-

formed with Tukey adjustment for group-level multiple comparisons, to 

identify differentially expressed genes between different clinical groups. 

The Benjamini and Hochberg approach for control of FDR was adopted 

for genewise multiple testing adjustments (52). Statistical criteria for iden-

tification of differentially expressed genes were FDR-adjusted P < 0.05 and 

fold change greater than 1.5.

Urine RT-PCR data was normalized against 18S-rRNA; peripheral blood 

MassARRAY QGE was normalized against a set of 5 stable housekeeping 

genes. For urine RT-PCR, peripheral blood MassARRAY QGE, and flow 

cytometry data, a Shapiro-Wilk test was adopted to check whether data 

Figure 8
Intracellular cytokine staining of sorted B cells. (A) Intracellular cytokine flow cytometric measures of IL-10 in unstimulated transitional B cells 
and in B cells stimulated with PMA and ionomycin revealed little to no transitional B cells expressing IL-10 in SI participants, with greater 
numbers of IL-10–expressing transitional B cells in TOL and HC participants in both unstimulated and PMA and ionomycin–stimulated groups.  
(B) Intracellular flow cytometric cytokine measures of TGFβ in unstimulated transitional B cells and transitional B cells stimulated with PMA 
and ionomycin revealed no differences in the number of TGFβ-expressing cells in the unstimulated or PMA and ionomycin–stimulated groups. 
Horizontal lines indicate median.
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came from a normally distributed population. Although a log2 data trans-

formation substantially reduced extent of deviation from the normal dis-

tribution, logarithm-transformed data of a substantial number of genes 

or cell populations still deviated from the normal distribution. Hence, 

a nonparametric Wilcoxon rank-sum test was conducted on a per-gene 

basis for pairwise comparisons between the clinical groups. Gene- or cell 

population–wise multiple testing adjustments were performed using the 

FDR method of Benjamini and Hochberg (52). A statistical criterion for 

identification of differentially expressed genes or cell populations was 

FDR-adjusted P < 0.05. Hierarchical clustering images for microarray and 

MassARRAY QGE data were generated based on Pearson correlation using 

GeneSpring GX 7.3.1 (Agilent). Box plot images were generated using  

S-Plus (TIBCO). Classification approaches were applied to MassARRAY 

QGE and flow cytometry on frozen cells using log2 transformed data. In 

all instances, variable selection was performed using 1-way ANOVA test-

ing TOL versus SI with multiple groups of variables ranging in size from 

1 to 10 with a step of 1. LDA with equal prior probabilities using LOOCV 

was the most effective classification approach for MassARRAY QGE using  

3 candidate genes (53). The model was constructed using a training set of 

19 TOL and 24 SI samples and then applied to an ITN test set of 6 TOL and 

6 SI samples collected and processed after November 2007.

The normalized, log2-transformed expression levels for the 3 genes 

IGKV1D-13, IGKV4-1, and IGLL1 were used to generate a probability score 

between 0 and 1 for each participant’s membership in the TOL group using 

Equation 1, in which βi is the coefficient in the table, and Gi is the expres-

sion level for each gene. 

    					     (Equation 1)

Classification was based on the posterior probabilities with a 0.5 cutoff; 

thus, participants with a score of 0.5 or higher would be assigned to the 

TOL group. LOOCV was applied to determine how accurately the learning 

algorithm predicted data that it was not trained on. In using this approach, 

the LDA model was trained multiple times, using all but 1 of the train-

ing set data points. The sample that was removed was retested iteratively 

to generate the best PPV and NPV during training. Feature selection was 

embedded within the LOOCV process.

Support vector machine (SVM) was the most effective for flow cytom-

etry data in determining 1 population to have the best PPV. The SVM 

model was configured with cost-based shrinking from 1 to 1,001 with step 

100 and tolerance from 0.001. The kernel used a radial basis function (γ) 

set at 1/no. variables and LOOCV (54). The model was constructed using 

23 ITN TOL and 31 ITN SI samples and applied to the test set of Euro-

pean IOT group samples consisting of 6 TOL and 12 SI samples. Partek 

Genomics Suite (version 6.4; Partek) was used for prediction approaches 

that allowed us to test over 1,000 models using various feature combina-

tions and SVM permutations.

Acknowledgments
This research was performed as a project of the ITN, a collabora-
tive clinical research project headquartered at UCSF and funded 
by the National Institute of Allergy and Infectious Diseases, with 
support from the National Institute of Diabetes and Digestive and 
Kidney Disease and the Juvenile Diabetes Research Foundation. R.I. 
Lechler and M.P. Hernandez-Fuentes acknowledge funding by EU 
FP5 (QLRT–2002–02127), ITN (ITN503ST), RISET consortium 
(512090 IP) of EU FP6, MRC (G0801537/ID: 88245), and Guy’s & 
St. Thomas’s Charity Grants (080530) and financial support from 
the Department of Health via NIHR comprehensive Biomedical 
Research Centre award to Guy’s & St. Thomas’s NHS Foundation 
Trust in partnership with KCL and King’s College Hospital NHS 
Foundation Trust. K.A. Newell, A. Asare, L.A. Turka, and V.L. Sey-
fert-Margolis have filed a preliminary patent application based in 
part on these findings. The authors are grateful to the following 
consortia members for their contributions to the study: Kristin 
Hilgert (trial management coordinator, ITN, Bethesda, Maryland, 
USA); Peter Sayre (clinical physician, ITN, UCSF, San Francisco, Cal-
ifornia, USA); Jeffrey B. Matthews (manuscript editing and recruit-
ment, ITN, Vancouver, British Columbia, Canada); Pete Bianchine 
(medical monitor, NIAID, NIH, Bethesda, Maryland, USA); Rich-
ard Wang (biostatistician, ITN, Bethesda, Maryland, USA); David 
Schmeidler (programmer); Olga Livnat (programmer); and Nina 
Tatynina (data analyst). The views presented in this article do not 
necessarily reflect those of the Food and Drug Administration. ITN 
ST507 Study Group: L. Haynes (study coordinator, University of 
Wisconsin, Madison, Wisconsin, USA); A. Lewis (study coordina-
tor, Emory University, Atlanta, Georgia, USA); J. Lieberman and  
C. Marks (study coordinators, Swedish Medical Center, Seattle, 
Washington, USA); E. Ford (study coordinator, NIH, Bethesda, 
Maryland, USA); Z. Gao (biostatistician, ITN, Bethesda, Maryland, 
USA); G. Chen (biostatistician, ITN, Bethesda, Maryland, USA); J.A. 
Bluestone (scientific advisor, UCSF, San Francisco, California, USA); 
P.A. Wallace (flow cytometry core director, University of Rochester, 
Rochester, New York, USA); J. Rogers (intracellular cytokine studies, 
University of Rochester, Rochester, New York, USA).

Received for publication May 20, 2009, and accepted in revised 
form March 16, 2010.

Address correspondence to: Kenneth A. Newell, 101 Woodruff 
Circle, Suite 5105 WMB, Atlanta, Georgia 30322, USA. Phone: 
404.727.2489; Fax: 404.727.3660; E-mail: kanewell@emory.edu. Or 
to: Laurence A. Turka, Beth Israel Deaconess Medical Center, 330 
Brookline Ave, CLS-607, Boston, Massachusetts 02215, USA. Phone: 
617.735.2919; Fax: 617.735.2902; E-mail: lturka@bidmc.harvard.edu. 
Or to: Vicki L. Seyfert-Margolis, 10903 New Hampshire Avenue, WO-
1-2312, Silver Spring, Maryland 20903, USA. Phone: 301.796.5307; 
Fax: 301.847.3533; E-mail: Vicki.Seyfert-Margolis@fda.hhs.gov.

	 1.	Nankivell BJ, Borrows RJ, Fung CL, O’Connell 
PJ, Allen RD, Chapman JR. The natural history 
of chronic allograft nephropathy. N Engl J Med. 
2003;349(24):2326–2333.

	 2.	Meier-Kriesche HU, et al. Interaction of mycophe-
nolate mofetil and HLA matching on renal allograft 
survival. Transplantation. 2001;71(3):398–401.

	 3.	Lechler RI, Garden OA, Turka LA. The complemen-
tary roles of deletion and regulation in transplanta-
tion tolerance. Nat Rev Immunol. 2003;3(2):147–158.

	 4.	Traum AZ, Kawai T, Vacanti JP, Sachs DH, Cosimi AB, 
Madsen JC. The need for tolerance in pediatric organ 

transplantation. Pediatrics. 2008;121(6):1258–1260.
	 5.	Tinckam KJ, Sayegh MH. Transplantation toler-

ance in pediatric recipients: lessons and challenges. 
Pediatr Transplant. 2005;9(1):17–27.

	 6.	Devlin J, et al. Defining the outcome of immuno-
suppression withdrawal after liver transplantation. 
Hepatology. 1998;27(4):926–933.

	 7.	Mazariegos GV, et al. Weaning of immunosuppres-
sion in liver transplant recipients. Transplantation. 
1997;63(2):243–249.

	 8.	Ramos HC, et al. Weaning of immunosuppression 
in long-term liver transplant recipients. Transplan-

tation. 1995;59(2):212–217.
	 9.	Koshiba T, et al. Clinical, immunological, and 

pathological aspects of operational tolerance after 
pediatric living-donor liver transplantation. Transpl 
Immunol. 2007;17(2):94–97.

	 10.	Takatsuki M, et al. Weaning of immunosuppres-
sion in living donor liver transplant recipients. 
Transplantation. 2001;72(3):449–454.

	 11.	Tisone G, et al. Complete weaning off immunosup-
pression in HCV liver transplant recipients is fea-
sible and favourably impacts on the progression of 
disease recurrence. J Hepatol. 2006;44(4):702–709.



research article

	 The Journal of Clinical Investigation      http://www.jci.org      Volume 120      Number 6      June 2010	 1847

	 12.	Orlando G, Manzia T, Baiocchi L, Sanchez-Fueyo 
A, Angelico M, Tisone G. The Tor Vergata weaning 
off immunosuppression protocol in stable HCV 
liver transplant patients: the updated follow up at 
78 months. Transpl Immunol. 2008;20(1–2):43–47.

	 13.	Brouard S, et al. Operationally tolerant and mini-
mally immunosuppressed kidney recipients display 
strongly altered blood T-cell clonal regulation. Am J 
Transplant. 2005;5(2):330–340.

	 14.	Roussey-Kesler G, et al. Clinical operational toler-
ance after kidney transplantation. Am J Transplant. 
2006;6(4):736–746.

	 15.	Brouard S, et al. Identification of a peripheral 
blood transcriptional biomarker panel associated 
with operational renal allograft tolerance. Proc Natl 
Acad Sci U S A. 2007;104(39):15448–15453.

	 16.	Kingsley CI, Nadig SN, Wood KJ. Transplantation 
tolerance: lessons from experimental rodent mod-
els. Transpl Int. 2007;20(10):828–841.

	 17.	Seyfert-Margolis V, Turka LA. Marking a path to trans-
plant tolerance. J Clin Invest. 2008;118(8):2684–2686.

	 18.	Li Y, et al. Analyses of peripheral blood mononu-
clear cells in operational tolerance after pediatric 
living donor liver transplantation. Am J Transplant. 
2004;4(12):2118–2125.

	 19.	Martinez-Llordella M, et al. Multiparameter immune 
profiling of operational tolerance in liver transplan-
tation. Am J Transplant. 2007;7(2):309–319.

	 20.	Mazariegos GV, et al. Dendritic cell subset ratio in 
peripheral blood correlates with successful with-
drawal of immunosuppression in liver transplant 
patients. Am J Transplant. 2003;3(6):689–696.

	 21.	Martinez-Llordella M, et al. Using transcriptional 
profiling to develop a diagnostic test of operational 
tolerance in liver transplant recipients. J Clin Invest. 
2008;118(8):2845–2857.

	 22.	Hoffmann R, Seidl T, Bruno L, Dugas M. Develop-
mental markers of B cells are superior to those of T 
cells for identification of stages with distinct gene 
expression profiles. J Leukoc Biol. 2003;74(4):602–610.

	 23.	Matthias P, Rolink AG. Transcriptional networks 
in developing and mature B cells. Nat Rev Immunol. 
2005;5(6):497–508.

	 24.	Cui Q, Hodgetts SI, Hu Y, Luo JM, Harvey AR. 
Strain-specific differences in the effects of cyclo-
sporin A and FK506 on the survival and regenera-
tion of axotomized retinal ganglion cells in adult 
rats. NeuroScience. 2007;146(3):986–999.

	 25.	Sagoo P, et al. Development of a cross-platform bio-
marker signature to detect renal transplant tolerance 
in humans. J Clin Invest. 2010;120(6):1848–1861.

	 26.	Palanichamy A, et al. Novel human transitional B 
cell populations revealed by B cell depletion thera-
py. J Immunol. 2009;182(10):5982–5993.

	 27.	Evans JG, et al. Novel suppressive function of tran-
sitional 2 B cells in experimental arthritis. J Immu-
nol. 2007;178(12):7868–7878.

	 28.	Fillatreau S, Gray D, Anderton SM. Not always 
the bad guys: B cells as regulators of autoimmune 
pathology. Nat Rev Immunol. 2008;8(5):391–397.

	 29.	Vela JL, it-Azzouzene D, Duong BH, Ota T, Nemazee 
D. Rearrangement of mouse immunoglobulin 
kappa deleting element recombining sequence pro-
motes immune tolerance and lambda B cell produc-
tion. Immunity. 2008;28(2):161–170.

	 30.	Bolland S. An innate path to human B cell toler-
ance. Immunity. 2008;29(5):667–669.

	 31.	Liu Y, et al. Lupus susceptibility genes may breach 
tolerance to DNA by impairing receptor edit-
ing of nuclear antigen-reactive B cells. J Immunol. 
2007;179(2):1340–1352.

	 32.	Kuraishy AI, et al. TORC2 regulates germinal center 
repression of the TCL1 oncoprotein to promote B 
cell development and inhibit transformation. Proc 
Natl Acad Sci U S A. 2007;104(24):10175–10180.

	 33.	Pugh-Bernard AE, et al. Regulation of inherently 
autoreactive VH4-34 B cells in the maintenance 
of human B cell tolerance. J Clin Invest. 2001; 
108(7):1061–1070.

	 34.	Asare AL, et al. Differential gene expression pro-
files are dependent upon method of peripheral 
blood collection and RNA isolation. BMC Genom-
ics. 2008;9:474.

	 35.	Lassila O, Vainio O, Matzinger P. Can B cells turn 
on virgin T cells? Nature. 1988;334(6179):253–255.

	 36.	Epstein MM, Di RF, Jankovic D, Sher A, Matzinger 
P. Successful T cell priming in B cell-deficient mice. 
J Exp Med. 1995;182(4):915–922.

	 37.	Fuchs EJ, Matzinger P. B cells turn off virgin but not 
memory T cells. Science. 1992;258(5085):1156–1159.

	 38.	Reichardt P, et al. Naive B cells generate regulatory 
T cells in the presence of a mature immunologic 
synapse. Blood. 2007;110(5):1519–1529.

	 39.	Cappione AJ, Pugh-Bernard AE, Anolik JH, Sanz I. 
Lupus IgG VH4.34 antibodies bind to a 220-kDa 
glycoform of CD45/B220 on the surface of human 

B lymphocytes. J Immunol. 2004;172(7):4298–4307.
	 40.	Valujskikh A, VanBuskirk AM, Orosz CG, Heeger 

PS. A role for TGFbeta and B cells in immunologic 
tolerance after intravenous injection of soluble 
antigen. Transplantation. 2001;72(4):685–693.

	 41.	Knoechel B, Lohr J, Kahn E, Abbas AK. The link 
between lymphocyte deficiency and autoimmunity: 
roles of endogenous T and B lymphocytes in toler-
ance. J Immunol. 2005;175(1):21–26.

	 42.	Mizoguchi A, Bhan AK. A case for regulatory B 
cells. J Immunol. 2006;176(2):705–710.

	 43.	Gray M, Miles K, Salter D, Gray D, Savill J. Apop-
totic cells protect mice from autoimmune inflam-
mation by the induction of regulatory B cells. Proc 
Natl Acad Sci U S A. 2007;104(35):14080–14085.

	 44.	Deng S, et al. Cutting edge: transplant tolerance 
induced by anti-CD45RB requires B lymphocytes.  
J Immunol. 2007;178(10):6028–6032.

	 45.	Liu C, et al. B lymphocyte-directed immunotherapy 
promotes long-term islet allograft survival in non-
human primates. Nat Med. 2007;13(11):1295–1298.

	 46.	Baxter-Lowe L. HLA-DR sequence-based typing. 
In: Noreen H, ed. ASHI Laboratory Manual, Vol 2. 4th 
ed. American Society of Histocompatibility and 
Immunogenetics; 2000:V.C.8.1.

	 47.	Gebel HM, Bray RA. Sensitization and sensitivity: 
defining the unsensitized patient. Transplantation. 
2000;69(7):1370–1374.

	 48.	Muthukumar T, et al. Messenger RNA for FOXP3 
in the urine of renal-allograft recipients. N Engl J 
Med. 2005;353(22):2342–2351.

	 49.	Stewart C, Nicholson J, eds. Immunophenotyping. 
New York, NY: Wiley-Liss; 2000.

	 50.	[No author listed] GeneChip Expression Analysis Techni-
cal Manual. Santa Clara, CA: Affymetrix, Inc; 2007.

	 51.	Asare AL, Gao Z, Carey VJ, Wang R, Seyfert-Margolis 
V. Power enhancement via multivariate outlier test-
ing with gene expression arrays. Bioinformatics. 2009; 
25(1):48–53.

	 52.	Benjamini Y, Hochberg Y. Controlling the false 
discovery rate: a practical and powerful approach 
to multiple testing. J R Stat Soc Series B Stat Methodol. 
1995;57(1):289–300.

	 53.	Duda RO, Hart PE. Pattern Classification and Scene 
Analysis. New York, NY: Wiley-Liss; 1973.

	 54.	Chang CC, Lin CJ. LIBSVM:a library for support vector 
machines. [computer program] Software available at 
http://www.csie.ntu.edu.tw/~cjlin/libsvm. 2001.


