Let@ Tak Rejection

This is a discussion of rejection B not persond rejection ® ORGAN rejection!  [t3
something we fear because we jus don®know enough. Everyonefears theunknown. So
let@ get to know a bit more about rejection B and wedl do a better job controlling our
fear. Anxiety can probably cause more damagethan rejection!!

What’s Here ~

Definitions  What is Rejection?
Descriptions What happens and what do we do?
Discussion:  What is it like?

What is rejection?

A rejection episode is when your body learns that your trangplanted organ is not your
own (foreign to you). Your body then tries to get rid of it. Rejection episodes hgppen
mog often in thefirst 3 months after the trangplant. However, rejection can occur at any
time aslongas you have your organ. A rejection episodedoes not mean you are going to
lose your organ. It means your body is trying to get rid of the organ. Treatment is
necessary to preventlosngyourorgan.

The risk of rgection never goes away. You will aways need to stay on your anti-
rejection medications The dose of the medications will be decreased, but you should
never skip or stop your medications Y our dodors will monitor your breathing tests, your
chest x-rays, and some bloodtests to try and prevent lungdamage dueto rejection.

http://www.medical center.osu.edu/pdfs/PatientEd/Material s PDFDocs/surgery/tranlaltr
-rejec-epi.pdf

The Columbia Lung Trangplant webdste has this to say aboutreection:

Immunosippression and Organ Rejection

The purmpos of your immune system is to protect your hedlth. It recognizes and attacks
anything different from the subdances nomally present in your body, even thos only
dightly different, like your newly transgplanted lung. The immune system does not
discriminae beween harmful subdances, like bacteria, fungi and viruses, and
trangplanted organs N so to your immune system your new lung appears as a foreign
subgance that needsto beeliminated.

To protect your new lung, we prescribe a variety of medicationsto suppress your body's
naural immunerespon®. These medicationsare caled "immunosuppressants,” and they
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trick the immune system into bdieving that your new organ is not foreign, and thusit is
not attacked. After trangplantation, you will be taking immunosuppressant medications
for therest of yourlife.

Undastanding Organ Rejection

Even with the use of immunosippressants, your body can at times recognize your
tranglanted organ as a foreign object and attempt to protect you by attacking it.
Reection is the term used when your bodys immune system is attacking your
trangplanted organ. Nearly all patients will experience at least oneepisode of rejection. If
and when you suffer an episoderejection, remember:

* |t does not mean tha you will lose your new lung.
* |t does not mean your new lungisfailing.

Rejection may occur early or late after trangplantation. Early rejection occurs mog often
in thefirst sx monthsafter tranglant, and late rejection typically occurs after six months

http://www.columbiasurgery.org/pa/lungix/quide immunosippressionhtml

Types of Rejection:;

There are three genera forms of rgjection: hypeacute, acute, and chronic.

"Hyperacute” rejection occurs within minutes of trangplantation dueto antibodies in the
organ recipients blood stream that react with the new organ and result in organ failure
within thefirst hours after trangplantation. Cross matches are donebetween a donorand
apotential recipient to decrease thelikelihoodthat hypeacute rejection will occur.

"Acute" regjection generally occurs in the first 6 to 12 months after trangplantation.
Lymphogytes from the thymus (t-cells) are blamed for causng acute rejection. For mog
organs, the only way to show unequivocally tha rejection is occurring is by biops/ of
tha organ. For practical reason, however, biopsies are not always done when acute
rejection is sugpected. In some circumstances treatment for rejection is begun and a
biopsy is performed at alater date to check and to determine tha the organ is improving.
This strategy varies from organ to organ and trangplant center to transplant center. The
diagnoss and treatment of acute rejection can be difficult at times. Mog of the time
acute regjection can be treated successfully with additiond anti-rejection medications
After thefirst few monthsfollowing trangplantation, the risk of acute rejection decreases,
and it may be possible to decrease the amount of anti-rejection medication that patients
need to take after trangplantation.

CChronicOrgection is less well defined than either hypeacute or acute rejection. It is
probably caused by multiple factors. antibodies as well as lymphogytes. The définitive
diagnoss of chronic rejection is agan generally made by biopsy of thelungin question.
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Trangplanted lungswith chronic rejection are said to have "brondiolitis obilterans’ a
scarring problem in the subdance of thelung.

From the University of lowa webdte: The sophisticated immunosuppressive medications
available today allow organ trangplants to be successful, but not necessarily free from
rejection. The majority of paients experience some regjection activity; the two common
types of which are acute rejection and chronic rejection.

Acute rgection happens to amog al paients who receive organ trangplants. The
paient's immune system and white blood cells recognize the trangplanted organ as beng
foreign and mount a defense aganst the organ. The new organ is then incapable of
working at full efficiency, and symptoms of rejection become appaent to the trangplant
recipient. These symptoms of rejection are very similar to the symptoms of organ failure.
Early detection is essential to successful reversal of acute rgjection. For this reason, the
trangplant recipient carries a large responsbility for maintaining his or her health. Acute
rejection is amog aways reversible with special medication. Once successfully
reversed, some paients never have trouble with acute rejection agan, although some
paients do have subsequent episodes. Mog rejection episodes require admission to the
hogital. Acute rgjection is less common beyondthefirst year of trangplant. In addition
to the subjective symptoms of worsening organ fundion tha the trangplant recipient
feels, there are indcators of organ rgjection which the hedth care team can identify.
Variousbloodtests are used to identify possible rejection, and biopses (theremovd of a
small piece of organ tissueviaathin needle) are doneto confirm rejection.

Chronic rgjection is different from acute rgjectionin tha it isusudly notreversible, butit
is also aresporse of the patient'simmune system. A patient's white blood cells produce
specia proteins caled antibodies tha are created specifically to "latch onto” the
tranglanted organ. While attached to the organ, the antibodies alert the rest of the
immunesystem to attack the organ dowly and continuousy. Mog people will have little
or no chronic regjection. Some people have some chronic rejection, leaving ther organ
fundion less than pefect but still adequae. Some people will lose complete fundion of
the organ. Because chronic rejection is usudly not reversible, the best defense is to
prevent it from hgppening in the first place by taking the anti-rejection medications
exactly as prescribed.

University of lowa - Hositals & Clinics:
http://www.uihealthcare.com/topicsmedicaldepartments/surgery/rej ectionfindex.html
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Acute Rejection™

Grade Histopathological Findings
A0 (None) No mononuclear inflammation, hemorrhage or necrosis
A1 (Minimal) Scattered infrequent perivascular mononuclear infiltrates not obvious at low

magnification (40X). Blood vessels, particularly venules, are cuffed by
small round, plasmacytoid, and transformed lymphocytes forming a ring of
2 to 3 cells thick in the perivascular adventitia.

A2 (Mild) Frequent perivascular mononuclear infiltrates surrounding venules and
arterioles readily recognizable at low magnification and usually consist of
activated lymphocytes, small round lymphocytes, plasmacytoid
lymphocytes, macrophages, and eosinophils. Frequent subendothelial
infiltration by the mononuclear cells with hyperplastic or regenerative
changes in the endothelium (endotheliitis); although there is expansion of
the perivascular in terstitium by inflammatory cells, there is n o obvious
infiltration by mononuclear cells into the adjacent alveolar septae orair
spaces. Concurrent lymphocytic bronchiolitis is not uncommon. A solitary
perivascular mononuclear infiltrate of significant intensity to be noted at low
magnification still warrants a diagnosis of grade A2 (or greater) rejection.

A3 (Moderate) Readily recognizable cuffing of venules and arterioles by dense
perivascular mononuclear cell infiltrates, which are usually associated with
endothelialitis; eosinophils and occasiona | neutrophils are common. By
definition, there is extension of the inflammatory cell infiltrate into
perivascular and peribronchiolar alveolar septae and air spaces.
Collections of alveolar macrophages are common in the airspaces in the
zones of septal infiltration.

A4 (Severe) Diffuse perivascular, interstitial, and air space infiltrates of mononuclear
cells and prominent alveolar pneumocyte damage usually associated with
intra-alveolar necrotic cells, macrophages, hyaline membranes,
hemorrhage, and neutrophils; there may be associated parenchymal
necrosis, infarction, or necrotizing vasculitis. The obvious presence of
numerous perivascular and interstitial mononuclear cells seen with grade
A4 rejection permits distinction from peri-operative (reperfusion/ischemic)
lung injury.

Anti-rejection drugs

Trangplant paients take medicationseach day to prevent organ rejection. Because the
paient'simmunesystem recognizes the new organ as aforeigntissue, it'snarmal for the
immunesystem to try to regject the organ. Drugs(called immunosippressants) hep
suppress theimmunesystem to prevent or reverse rejection. At the same time, these
drugsmay have side effects. Both the patient'srisk of rejection and susceptibility to side
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effects are congdered when prescribing drugsandthar dosage Althoughresearchers
continueto study new drugs these are the mos common drugsused to prevent organ
rejection:

cyclogporine (Neoral”, Sandimmung)

prednisone(Novo Prednison€, Apo Prednisong)

azathioprine (Imuran”)

tacrolimusor FK506 (Prograf™ )

mycophenolate mofetil (CellCept")

sirolimus (Rapamune)

OKT3 (Muromorab CO3", Orthodong€)

ATGAM & Thymogdobulin

http://www.lhsc.on.caltrangplant/drugshtm

What happens and what do we do?

Agan binfo from the Columbia webste:

Symptoms of Organ Rejection

Themog common symptoms or signsof rejectionare:

* Flu-like symptoms

* Coughthest pan

* Fatigue

* Fever

* Shortness of breath

* Decreased peak flow

* Decreased incentive spirometry
* Decreased oxygen saturation

If youdevelop any of these symptoms or signs contact your trangplant team at once.

Monitoring for Relection

Rejection can frequently be silent and without symptoms, and detected only by lung
fundion testing. This is why we frequently measure your lung fundion during your
hogitalization and at your follow-up clinic visits. In addition, a lung biopsy may be

necessary to determineif rgjectionis actudly occurring.

Pulmonay fundion tests, a measure of your lung fundion, will be performed weekly in
thethree monthsafter your trangplant, and less frequently thereafter. This test may reveal
thefirst sign of rgjection or infection. Your lung fundion will befollowed at home with
the measurement of spirometry and peak expiratory flow measurements, which you will
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record daly at home. Any peasistent decrease in these values should be reported to the
trangplant team.

If rgectionis sugpected, a bronchoscopy, or lungbiopsy, will beperformed to rule out
rejection or see if it isactudly occurring.

A bronchoscope is a tube

Bronchoscope with a tiny camera on the

end - inserted through the

"—_ém nose (or mouth) into the

: ® ’ lungs. During a

bronchoscopy, a scope is
inserted through a nostril
until it passes through the
throat into the trachea and
Trachea bronchi. A bronchoscope is
used to provide a view of
the airways of the lung
Left primary (tracheo-bronchial  tree).

bronchus The scope also allows the
doctor to collect Ilung
secretions and lung tissue
for biopsy of tissue
specimens.

More AboutBrondosopy

Flexible bronchocopy (pronoun@d bronkosko-pee) is a procedure that enables your
physcian or surgeon to examine the major air passages of the lungs This allows your
physcian to evaluae your lungsand take small samples of tissue or fluid, if necessary.
Usudly the procedure is peformed after you are mildly sedated and your nose or mouth
is numbed. Your physcian will then insert a bronchoscope which is a flexible lighted
tubeaboutthe width of a pendl, throughyour nos or mouth and into your windpipe A
small channd in the instrument allows tissue and fluid samples to be collected when

appropriate.

How |s a Brondhosopy Performed?

To prepare:
4+ Ask your doctor if you should take your medicines the morning of the test. If
so, take pills with smal sips of water.
4+ You will not eat or drink anything after midnight the night before.
4+ You will need PFT's before your bronchoscopy [unless they start in the midde
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of the night - like 7 am D before the PFT Department even opens! - which has
been my expeience! YOU try getting over the GW at that hour of themorning.].

During the Bronchoscopy:

- F + F FHEE

You will wear ahospital gown.

You will lieonatablein the procedure room in the bronchoscopy suite - Herbert
Irving Pavilion.

An |V (intravenousg is put inavenin yourarm.

Y ou will be given medicine to cause you to relax.

A blood pressure cuff is put on your arm. Your blood pressure and heart rate are
checked often.

An oximeter is put on your finger to check the oxygen leve in your blood. You
may begiven oxygen to breathe during the test.

Y our mouth and nose are sprayed with numbing medicine. [Ed. Note: Not a nice
taste!]

After the numbing medicine begins to work, the dodor puts the bronchoscope
into your nose. You will be able to swallow and breathe

The dodor removes mucus and a tissue sample if needed. The tube is then
removed. That'sit.

Occasiordly, the examination is done with the aid of x-ray equipment to hdp your
physician locate the exact area from which to take a sample. A nurse or another hedth-
care professond will be present during the exam to assist you and the physician.
Brondhoscopy is a safe test that carries little risk. Complications are rare, but if they
occur, they may indude collapsed lung, bleeding from the sample site, an alergic reaction
to medicines, hoaseness, and dight fever. Only rarely do patients experience other, more
seriouscomplications. If a problem should occur, the dodor and hedlth-care professiond
can easily take care of them.

What Happens After a Bronchoscopy?

After the Bronchoscopy:

+
+

+

+

Thenurse will check you often for about 1 hour after the test.

M edicines given during the test will make you seepy. You will need to have an
adult family member or friend take you home for your safety. Y ou should wait
12 - 24 hours before driving, making mgor decisions or operating equi pment.
[Ed. Note: Youre going to be a bit loopy for a@bou an hour. Dont figure on
making alot of sense during tha time!]

It takes about 2 hours for the numbing medicine to wear off, and then you may
eat and drink.

You may have a sore nose or throa, a hoarse voice, or a cough. It is noma to
cough up a few teaspoons of blood-tinged mucus for 24 to 36 hours after the
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test. [Any more blood then tha - or any amount tha worries YOU - cdl the
dodor and ask!]

4+ Ask your dodor what you may use to hep with pain or soreness.  [Ed. Note:
You probébly wont need anything.]

4+ You should restart your routine medicines unless you areinstructed otherwise.

When the procedure is finished, you will be observed until you are awake enowgh to leave.
Tell thenurseif you have any chest pain, difficulty breathing, or notice more than flecks
of bloodin your phlegm. Itisnoma to cough up asmall amount of bloodfor aday or
two after the procedure. Your blood pressure, pulse, and breathing rate will be checked
prior to your discharge. Theneedlein your vein will be removed, and you will go for a
chest x-ray - back down to thefirst floor of Herbert Irving where you usudly get your x-
rays. Youcannad eat or drink anything for 2 hours after the procedure because your
throat may still be numb. Y our physician will be happy to discuss any questions you
may have regarding the examination and will tell you when to expect areport of the test
results. Sometimesit takes afew days to a week for the complete results to come back
from thelaboratory. [Preliminary results are usudly ready within aday or so. Becauseit
takes awhilefor cultures to grow from samples, the fina results will take awhile -
sometimes aweek or even longer.]

Managing Organ Rejection

We manage a mild rejection episode by making adjugments to your medication dosages.
Modeate or severe rejection may require afew days of hogitalization, allowing your
physcian to administer alternative immunosippressants and observe your progress.

http://www.columbiasurgery.org/pa/lungix/quide immunosippressionhtml

What@® in the Future to Dedl with Rejection:
New Confrast Agents Track Organ Rejection: September 25,2006

Organ trangplants give patients a new lease on life. However, preventing ther immune
systems from regjecting the organ sometimes presents a challenge Physcians mug strike
abdance between suppressing theimmunesystem so that it does not reject the organ and
maintaining enoughactivity to ward off infections. Tracking how well the body accepts
thenew organ is critical to this process.

The current "gold standard” for monitoring organ rejection is tissue biopsy, an invasive
procedure in which a physcian removes a small sample from the trangplanted organ for
testing. Biopsy has two drawbacks: paient discomfort, as the physcian mug peform the
procedure multiple times, and poor selectivity since the biops/ removes tissue from only
alimited number of sites, possibly missing rejection starting elsewhere in theorgan.
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To overcome these limitations, researchers at Carnegie Mellon University are developing
a new method to monitor organ rejection using magnetic resonance imaging (MRI). They
inject polymer-coaed nanometer- and micrometer-sized iron oxide particles into the
blood where macrophayes Bimmunecells tha scavengethe body for foreign subdances
bingest the particles and carry them to rejection sites in the trangplanted organ. Because
the highly magnéic iron particles can be clearly identified by MRI, researchers then use
MRI to track the macrophayes.

"This techniquemay provide away to optimize the administration of immunosuppressant
drugs" says Dr. Chien Ho, alumni professor of biological sciences at Carnegie Mellon
University. "If we can detect acute rgjection at an early stage we can prevent irreversible
tissue damage and the on-set of chronic rejection, which may destroy the trangplanted
organ."

http://www.nibib.nih.govHea thEdu/Pubdeatures/eAdvances/25Sp06

What@& in the Future to Dedl with Rejectionn  THERAPEUTIC CLONING

Therapeutic Cloningis adso cdled biomedica cloning, and research cloning. It invdves the
process of somatic cell nuclear transfer in which the nudeus of a cell from a human
patient's body is injected into a human ovum which has had its nudeus removed. The
god of therapeutic cloning is to develop organsfor transplant that have an identicadl DNA
structure to the organ recipient. [I1t does not invdve the attempt to create a newbom ]

Ethicd consderations Ethics become aconcern because of the source of the stem cdlls.

Stem cells coud be obtained from many sources. Three are:

4+ Embryos created during infertility treatment. These are sometimes caled "spare
embryos." They are usudly frozen at a very low temperature in the event that
they are needed in the future to attempt another a pregnancy.

4+ Embryos created for the purpose in the laboratory by manudly fertilizing an
ovum with donaed sperm.

4+ Fromthegerm cells or organs of an aborted fetus. These "appear to belimited in
thetype of tissuethey can be developed into."

Unfortunately, organs grown from stem cells from one of these sources would have
foreign DNA that did not match the DNA of the organ recipient. The recipient would
have to take anti-rgection drugs for therest of ther life and coud suffer organ rejection at
any time.

There are four other sources that would produe organs that are perfectly matched to the
recipient's DNA. They would presumably prevent organ regjection:
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Viacdl nuclear replacement. The nudeusin an ovum is removed and replaced by
the nudeusfrom an adut cell from the patient.

From bore marrow and some other adult tissues. These are expected to have
limited usefulness.

From "mature adult tissue cells reprogrammed to behave like stem cdls." This
mechanismis purely speculative at this time.

From umbilica cord bloodcollected at the person’s birth. This would require cord
bloodto becoallected when a personis bom and stored for possible future use.

- + +

Embryos appear to be the only source of stem cells that would have wide potentid in
therapeutic cloning. The remaining three sources appear to have limited flexibility and
usefulness.

Originaly published: 2000AUG-17
Last updated 2003 MAR-25
Author. B. A. Robinson

What does rejection feel like?

From: jimh721@hotmail.com
Sent: Fri, 16 Mar 20073:19 PM

| presently have amild form of rgjection, at least that'swhat | think they said.

It started when | felt something was not right | started coughing a little more than my
once or twice aday. and started to bring up some stuff. buttha was either clear or white,
so0 | don®think tha was an infection problem. But still | knew things were not right |
mentiondd it to my Coordinaor and she said we should watch it.

When | went in for clinic we foundtha my PFT's were down very dighty. Tha should
notbe If anything they should go up alittle. There was no questionin Dr Wilt's mind, do
abronc and let see if anything is going on. Two days later after the biopsy they founda
mild form of rejection.

Gen. called me that night and told me the goodnews and said to be down at the howital
first thing the next morning. Into the infuson room for an 1V steroid infuson. Tha® a
three-day treatment: Friday, Saturday and Sunday. It takes aboutan hourandahdf. The
hogital is empty ontheweekend in themorning.

Then startingon Mondg 3 days of 60ng's prednisoneand decreasing 10ng'saday every
third day. By thetime it gets back down to 10 mg'sthe rejection should be cleared.
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Dr Wilt will do another broncto make sure.
On February 26, | was four monthsoutfrom TX.

Describe= Theword rejection = frightening, worried

Treatment: IV infuson ontheweekendswas afight notto beadmitted because Medicare
did not want to pay for outpatient. They wanted to pay thousndsto have me admitted
for the weekend. No wonde why the system is broke, that and high pensons to federal
employeesl Ha, Hal [Ed. Note: Mocking reference to Stan. Writer might want to
check back to my recent email reference to VENGEANCE!!] But they foundtheerror of
thar ways. Bobbie wasworried!

Thebroncverified sugpicion. | aerted them, Its my job to know wha's going on with my
body after tx and let them know if | think there is any problem. | bdieve they know how
to fix mog problemsif caughtearly. Butif you let alittle problem go on it may only get
bigge and than it@ areal problem.

Y ou can use my name and commentsiif you like.
Jm

From: Kdai3@aol.com
Sent: Fri, 16 Mar 20073:45 PM

As you know | recently had an acute rejection episode The week before my rejection |
had really bad headaches. | hardly ever have headaches, so this was unusud for me.
They started in the morning and as each day passed they lasted longe. | alerted the
dodors to this condition. Since this wasn't a common symptom for regjection, we all
thoughtit was one of the medications The day before | entered the hogital, | started to
feel asif | had theflu, fever (1013), chills, pans etc. My O2 level started to drop also. |
had been in the high 90s since trangplant... | dropped to the high 80s The next day |
knew something was wrong, and by then my O2 level was in the low 80s Ron (my
hudand) jug returned from a busness trip and droppel his suitcase and drove me
straightto NYPH. | was started on antibiotics and scheduled for a broncthe next day.

After the bronc my O2 level droppel to the 40s.. | was put on a respirator and | don't
remember much until | woke up a week later. The anesthesia took a longtime to leave
my body. At onepoint they even thoughtl might have had a strokel Glad | was adeep
for al of tha. But, | came out of it and thoughthisis a setback, | still consder myself
very blessed. My adviceto al, any unusid symptom should be congdered with rejection
... Since we have not been throughthis before, anything can manifest itself as a sign of
rejection.

Also, it came on pretty fast, so any changes should be addressed immediately. It was
stressful, especially for Ron and our daughters. | was pretty calm, but then agan | dept

LetDsTalk Rejecion 11
© T. Lopata, 4/2/07



throughmog of it... lal... | am jus hgpopyto beback... My trangplant date was 10/21/06.

Y ou can use my comments, and name.
Karen

From: Kdai3@aol.com
Sent: Fri, 16 Mar 20075:07 PM

A few thingsl forgotto mention ... the steroids.. | bdieve | was given onegram thefirst
day and 1/2 gram the second ... the side effects as you know are wicked ... eyes tearing
and blurry at times, black and blue especialy at the 1V site and blood gas site, thinning
har, and 'shakes realy bad. My handwriting looks like | am being given electric shodk
treatments ... lol butthistooshdl pass. [Ed. Note: Shenaled theside effectd!|

KDW

From: tashyy @aol.com
Sent: Fri, 16 Mar 20075:50 PM

My rejection episode was less than one month after TX. Dr. Wilt had the pleasure of
caling me on Christmas Eve to tell me (after a routine one month bronc) | didn't have
any symptoms so we were shocked! My PFTS were adready at 80% and rising - no
shortness of breath. We were al pretty floored. | did thethree-day 1V treatment at home
- which made me CRAZYYYYYYYYYYYYYYYYY. It cleared right up and | have
never had an episode since then. Because it was so soon it was scary. It made me
nervous especialy because | didn't FEEL it. If | didn'tfed it then, howwould | know
was rgjecting if it hgoppened agan? My caregiver - my mom - was stoic. | don'tknow if
shewas like that when | wasn't around,but when shewas with me it was all - everything
will beokay! Andit was!

Feel free to use any of my info youwant - name, disease so on.

Tash

From: richard.dotts@snet.net
Sent: Sat, 17 Mar 200711:14 AM

Here's my story - thankfully, notmuch to tell. Fed freeto shareal.
Single lungtx - 5/12/2006

| went through a very dight regjection episodein Januay. | was feeling great with no
complaints and went for a bdated bronc (pogponed until | was off the coumadin | had to
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take for 6 mos after an embolism). | was actudly hoping tha Dr. Jessie would reduce
prednisone (currently and then 10 mg) butno... It seemsthat | had some inflammationin
my new lung which Dr. Jessie described as a 1 on a 0-4 scale for rejection. Rejection,
huh? Funny tha | didn't feel too panicked about it since we're all told (part of the tx
education) tha amog everyone goes through some form of rgection and mog will
happen in thefirst year. | think my wife was way more upset than | was.

Treatment was a prednisone taper consisting of taking 60 mg prednisone each day for
three days - then reduang to 50 mg for three days and so on untl | was back to 10 mg.
This took a bit over two weeks and | certainly went thougha prednisone high - eating
everythingin sight, panting and such... Bloodsugar went crazy but everyoneknew why.
| felt fine physcally the whole time and really felt confident tha | was receiving the the
best possible attention and treatment.

Follow-up conssted of another broncin February. | admit, | was a bit leery tha things
would be cleared-up by then and that | might have to go for some kind of more intensve
treatment - so | was very relieved when Genevieve called with the good news tha there
was "no sign of rgjection’!

Needless to say, my prednisonewasn't reduced as | had initially hopel - in fact, Dr. Jessie
said tha even without problems it wouldn't have gonebdow the 10 mg dose the first
year.

My "episode’ wasn't really much in the scheme of things | felt fineand continueto feel
fine Sol guessthebroncisworthwhile after all.

Regadsto all,
-Rick

From: HOGSROCK @aol.com
Sent: Sat, 17 Mar 200712:39 PM

Not yet from me and it's amost 16 mos - | awake with a silent - "Thanks' on my mind
andlips | have more energy than | knowwhat to do with!

Call me DonnaMcBoing Boing.
Donna

From: zawro@optonlinenet
Sent: Mon, 19 Mar 20072:15 PM

| have been more than lucky in the rgection department. I've had only two acute
rejectionsand both were handled by changing my medicines or dosages over the phone
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Both showed up in blood work and Dr. Wilt called with the changes she wanted to make.
She also made me go for additiond bloodwork locally. When those results were viewed
by her, rgjection goneand back to my usud meds

This can certainly be shared my other pod-tx friends | jug wish al of you had as few
problemsas| did.

DonnaZ.

To Summarize:

The word "rejection” can be very scary for trangplant recipients and ther family
members. However, rejection does not mean tha your new organ has failed or tha you

will losit. Knowingwha rejection is and how it can be prevented or reversed will hdp
reduce your fears.

Trangplant rgjection is a process by which |

the immune system of the recipient of a
trangplant attacks the transplanted organ or

tissue This is because a nomal healthy TRANSPLANTATION

human immune system can distinguish ﬂ”bw .“9?‘

foreign tissues and attempts to destroy
SIR_ 1§ Any

them, jud as it attempts to destroy infective 0F WY CleCuITs
organisms such as bacteria and viruses, QN

Since the donor organ doesn't match your
old organ exactly, your body tries to
destroy the trangplanted organ. Essentiadly,
a tranglant creates a new disease called
rejection. Rejection is naure's way of
protecting your body.

The rate of rgection varies by organ from
about 30% to 60%, but rgection does not . —-X
mean tha the organ is lost. Over 90% of ' &

j ecti i «be a' ro in ahy galaxy
rejection can be successfully treated with ’
medications ~ So now you can relax consider &3" and tissue donation

because you know.

Check outthislink for aterrific overview of Lung Trangplant from the American Society
of Trangplant.

http://users.add phia.net/~terryl2952A ST OverviewL ungTX.pdf
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