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Chapter

Regulatory T Cells in the Mosaic of 
Liver Transplantation Tolerance
Velislava Terzieva, Yordanka Uzunova, Radosvet Gornev  

and Lubomir Spassov

Abstract

The success of transplantation depends on multiple factors, but the establishment 
of immune tolerant milieu is of critical importance. Hepatic environment consists 
of different cellular populations with prominent capacity to tolerate a huge range of 
antigens. Among them, regulatory T cells (Tregs) play an important role. They control 
the strength of immune reactions against non-self antigens and were shown to have an 
impact on the establishment of immune tolerance in the post-transplantation period. 
Furthermore, they impact a particular state after transplantation – operational toler-
ance. The abundant data show that Tregs might be manipulated, which suggests their 
further implementation as a treatment strategy. Tregs are also a very attractive target 
as a biomarker in the monitoring of post-transplantation period. Here, we review the 
particular role of Tregs among the broad spectrum of immune tolerance mechanisms 
of the liver in the light of the current directions of medical research.

Keywords: liver transplantation, regulatory T cells, immune tolerance, biomarker, 
operational tolerance

1. Introduction

Transplantation is the most beneficial approach to treat diseases, manifested by 
irreversible changes of the liver parenchyma. The success of transplantation depends on 
both the surgical operation and the development of an immune tolerant milieu in the 
post-transplantation period. In solid organ transplantation, the immunological mecha-
nisms that are naturally dedicated to the defense from foreign antigens (microbial, viral 
etc.), are directed towards HLA (MHC) molecules and allo-antigens of the graft. This 
powerful immune reaction may destroy the graft and compromise the beneficial effect 
of the transplant. In the routine clinical practice, the control of effector immune func-
tion is achieved through immune suppressive therapy. However, in kidney and liver 
transplantation a spontaneous development of immune tolerance where a particular T 
cells subset – regulatory T cells (Tregs) is supposed to play important role [1].

Thus, recent achievements in transplantation research motivate the focus on the 
immunological mechanisms in two directions. From one side, this is the continuous 
investigation on new and more relevant biomarkers for the monitoring of the post-
transplantation period and prediction of graft rejection. From the other side, is the 
need of new therapeutic opportunities that might be influenced by the scientific 
research on the fine immune mechanisms [2].
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Studies on Tregs are particularly intense in the field of transplantology precisely 
in connection with their suppressive function. Lots of data in the literature on their 
behavior in transplantation of solid organs as well as stem cells is present. While in 
kidney, heart and other transplants already have outlined trends in the dynamics 
and even the therapeutic application of Tregs [3], the situation with liver trans-
plantation (LT) is more special.

Patients with life-limiting liver disease, which may present in the form of acute 
liver failure, end-stage chronic liver disease, hepatic malignancy, or inborn meta-
bolic disorders need LT - liver function is heavily impaired as a result of irreversible 
morphological changes (Figure 1).

Whatever the cause, the outcome of liver transplantation depends on three 
main factors: the clinical approach, the immune characteristics of the liver, and the 
therapeutic provision of immunological tolerance.

2. Clinical aspects of liver transplantation

From a clinical point of view, the outcome of transplantation depends on the 
general condition of the recipient (MELD score in adults and PELD score in children) 
before surgery and the quality of the graft, surgical technique, postoperative care, 
immunosuppressive therapy. The operation is one of the largest in volume and com-
plexity in surgery in general. Most often in Europe and the United States the so-called 
“standard” LT is performed, in which an entire organ is transplanted - whole liver 
graft. Deceased liver transplantation (DLT) is not common in Asia and part of a living 
donor organ is used [4, 5].

In deceased, an organ donation is possible when the graft is from a donor who 
has been registered as brain dead (brain dead donor) and donation after  
cardiac death.

Liver transplantation from a living donor (LDLT) offers some advantages over 
cadaveric donation: determining the time of the operation, the graft is from a 
healthy person and is in optimal condition, the cold ischemia time is shortened. 
It is suitable for children due to the possibility of precise selection of the graft in 

Figure 1. 
Principal medical conditions that require liver transplantation.
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accordance with the patient’s weight. Choosing a donor candidate is sometimes 
difficult due to the presence of arterial variations combined with additional 
abnormalities in other vessels and the biliary tract [6]. LDLT is suitable in cases of 
rare diseases in patients under 1 year of age. Of the pediatric liver transplantations 
performed at Lozenets University Hospital, about 65.5% of the patients are in this 
age group, and between 10 and 18 years of age they are significantly fewer [7].

Another type is domino transplantation, but it is rarely performed. Indication 
for it is Familial amyloid polyneuropathy (FAP). The disease affects extrahepatic 
organs and liver function is preserved. This allows the liver of the FAP patient to be 
given to another patient, from whom (in turn) receives the damaged organ (domino 
effect) [8]. The main requirement for the FAP recipient is to be over 55–60 years 
old, in order to minimize the risk of developing the disease.

Partial transplantation is performed as a matter of urgency in two specific 
situations. The first is in acute liver failure, in order to support the damaged organ 
until its recovery. The graft is then removed and the immunosuppressive therapy 
is stopped. The second case is in patients with congenital functional or metabolic 
disorders that affect the liver. Implantation of the partial graft preserves its own 
organ, corrects metabolic abnormalities and does not require whole liver trans-
plantation [9]. In both situations, the transplant can be orthotropic or heterotropic.

A variant of the partial transplantation is the split-transplant, in which the two 
lobes are distributed between two recipients. In recent years, due to the increased 
number of patients on the waiting list and the small number of potential donors, the 
technique of split-liver transplantation has been applied in which in vivo /in situ or 
ex-vivo/ex-situ the liver is divided into two parts - right for adult transplantation and 
left for pediatric transplantation. In some cases, it is possible to use the split-tech-
nique for transplantation of two adults. It is preferable to perform split-LT in-vivo, 
which reduces the risk of biliary complications, hemorrhage and significantly reduces 
the cold ischemia time of the graft [4, 5]. The main condition is the ratio between the 
weight of the graft and the patient, which must be at least 0.8% [4, 10]. The aim is to 
ensure the long-term vital functions of the recipient.

The complexity of the operation creates preconditions for the occurrence of 
complications during and after the operation. In the postoperative period, the 
leading are vascular and biliary complications, stenosis of the anastomosis, risk of 
infection and others.

In the long term, the outcome of transplantation depends largely on the estab-
lishment of optimal post-transplant immune tolerance. Here the immunological 
features of the liver, which distinguish it from other organs, play a significant role.

3. Tolerogenic milieu of the liver

The liver is a metabolic organ with a principal role of the detoxification and 
nutrient storage, but also protein synthesis and production of biochemicals 
required for the digestion and growth.

Without a doubt, the liver is also an important element of the immune system. 
A broad range of parts of innate and adaptive immunity is synthesized inside like 
acute-phase proteins, cytokines, complement components etc. Indeed, the cells 
that populate the liver encompass not only those with metabolic function. A great 
variety of immune cells are found in the parenchyma. Liver sinusoidal endothelial 
cells (LSECs), Kupffer cells, dendritic cells, hepatic stellate cells (HSCs), natural 
killer (NK) cells, NKT cells and T cells are present in the liver interstitium. In 
addition, hepatic cells express surface receptors immanent for the innate immunity 
[11]. Altogether, they participate in the establishment of a particular milieu that 
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from one hand tolerates a broad range of gut-derived antigens continuously pass-
ing across and on the other hand, retain the capacity to set up an immune response 
against pathogens like bacteria and viruses.

The questions of how this community maintains an immunotolerant environ-
ment to nutritional antigens, provide effector response to pathogens and guarantee 
liver transplantation are of particular interest. Moreover, the graft rejection is 
relatively rare in LT as compared to other SOT.

The combination of particular anatomy, variety of cells, specific expression of 
HLA molecules [12] and sustained antigenic stimulation makes the liver a unique 
immunologic structure. The blood delivered by vena portae is rich in alimentary 
and other antigens, which in fact are tolerated by the healthy liver. Indeed, the basal 
levels of pro- and anti-inflammatory cytokines are constant, but change under 
pathologic conditions in etiology-dependent manner [13–15].

The liver primarily is a metabolic organ and this function significantly impacts 
its immunologic reactivity. The metabolism of carbohydrates and lipids has a 
particular impact. Absorbed by hepatocytes, they are collected as glycogen and 
lipoproteins. Further on, cholesterol, triglycerides and other intermediate metabo-
lites can trigger TLR signalization and inflammasome activation. The final result 
is the increased pro-inflammatory cytokines secretion followed by the initiation of 
different pathologic phenomena, liver fibrosis for example [16]. Another example 
demonstrates that metabolic variations in hepatocytes during hepatitis B and C 
infection can raise viral replication [17, 18].

Together with hepatocytes, dendritic cells and macrophages also participate 
in the hepatic cytokine regulation. The oxidative phosphorylation may switch to 
anaerobic glycolysis (effect Warburg) leading to stimulation of pro-inflammatory 
mediators synthesis [19, 20]. Succinate dehydrogenase can additionally influence the 
cytokine balance. Its high levels may activate Hypoxia induced factor-1 (HIF-1) and 
production of IL-1β, thus providing evidence for the direct communication between 
the cellular metabolism and inflammatory response [21]. IL-1β per se is an important 
player in the control of homeostasis by regulating sleep, feeding, temperature in 
healthy conditions [22]. In pathologic situations, IL-1β is a critical mediator of the 
inflammatory response through processing of pro-IL-1β by Caspase-1 via inflamma-
some [23, 24]. Other mechanisms can be also involved in the cleavage of pro-IL-1β 
into biologically active IL-1b. Among them are serine proteases-neutrophil elastase, 
proteinase 3, cathepsin G in neutrophils [25–27] and the spontaneous release of 
IL-1β following pyroptosis and necroptosis [28]. Not surprisingly, IL-1β levels were 
found increased in other, relatively frequent medical conditions like NAFLD [29].

4. Tolerogenic properties of liver cells

Hepatic cells represent a heterogeneous population where different liver resi-
dents have their own tolerogenic approach (Figure 2).

4.1 Hepatocytes

Parenchymal hepatocytes are the major population in the liver. Although being 
involved in metabolism, toxin neutralization and glycogen synthesis, they  function 
also as immune cells by expressing immune-associated molecules like pattern rec-
ognition receptors (PRRs), adhesion and major histocompatibility complex (MHC) 
molecules [30, 31]. The latter permit hepatocytes to act as antigen-presenting cells 
for CD8+ T cells and to trigger their activation and proliferation [32]. However, 
the particular hepatic environment does not ensure the required survival factors  
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for CD8+ cells and they rapidly undergo activation-induced apoptosis [33]. 
Interestingly, the inflammatory response can be accompanied by the expression of 
MHC class II molecules followed by antigen presentation to CD4+ T cells [34, 35]. 
Depending on the differentiation status of helper cells, they may undergo Th2 
differentiation of uncommitted CD4 T cells, or abrogated ability of previously dif-
ferentiated Th1 to secrete interferon-γ, and finally - switch of CD4 + T effector cells 
towards induced regulatory T cells (FoxP3 + CD25+) [33, 36] . Ergo, liver parenchymal 
cells have substantial tolerogenic potential directed to both CD4+ and CD8+ T cells. 
Whether all would be launch together or not need to be elucidated.

4.2 Liver sinusoidal endothelial cells

Liver sinusoidal endothelial cells (LSECs) are an important part of the reticu-
loendothelial system. They are highly specialized and form the lining of the 
hepatic sinusoids. Their characteristic morphology (abundant fenestrae) and the 
permanent exposition to the blood flow permit them to filter out blood antigens. 
From an immunological viewpoint LSECs are liver-resident antigen-presenting 
cells that might be considered as bridge between the innate and adaptive immunity. 
It is evidenced by the expression of TLRs and RIGs, which under stimulation, turn 
on the production of proinflammatory cytokines, upregulation of costimulatory 
molecules and release of cytokines, that affect T cells [13, 37]. In parallel, LSECs 
may present antigens to T cells although not being professional APCs as shown by 
the expression of MHC class I on the LSECs surface [15]. The question about MHC 

Figure 2. 
The mosaic of tolerogenic cells in the liver. On the table below are shown main tolerogenic mechanisms, 
employed by every population.
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class II expression is still not well clarified, although under specific conditions, 
LSECs may present antigens to CD4+ T cells inducing immune tolerance [38] . 
LSEC actively participate in the induction of tolerance. For example, in naïve CD8+ 
T cells, the cognate interaction triggers the expression of co-inhibitory B7-H1 but 
not the co-stimulatory CD80/86 molecules exclusively on LSEC but not DC, which 
together with increased costimulation via CD28 is critical for the induction of CD8+ 
T cell tolerance by LSEC [39].

4.3 Kupffer cells

Kupffer cells (KCs) are particular subset of macrophages, settled in the liver. 
They represent appr. 35% of the non-parenchymal liver cells and 90% of all 
tissue macrophages [40]. They are located in the sinusoids, thus being systemati-
cally exposed to gut-derived antigens, circulating immune cells and pathogens. 
The principle function of KCs is pathogen killing. However, KCs are armed with 
scavenger receptors, TLRs, complement receptors and antibody receptors, secrete 
cytokines and chemokines and express broad range of receptor molecules [41]. 
Thus, KCs not only participate in antimicrobial killing, but also are an active player 
in the immune network. Their primary function is the antigen presentation. They 
express MHC class I and class II molecules which together with other costimulatory 
molecules activate T cells. In healthy conditions, KCs promote immune tolerance in 
several ways – lower expression of MHC class II, B7–1, B7–2, CD40, PD-1/PD-1 L 
and possible involvement of IL-10, nitric oxide, TGF-b [38, 42]. Other mecha-
nisms include the ability of KCs to absorb and clear alloreactive antibodies in liver 
transplantation [43]. Conversely, when stimulated (through TLRs for ex.), KCs 
become potent activators of T cells and NK cells [44]. In animal models, depletion 
of graft Kupffer cells was beneficial for the graft acceptance [45]. The double sword 
performance of KCs needs to be investigated in details, especially in humans. In any 
case, the current knowledge clearly indicates the KCs impact heavily on the reactiv-
ity of the liver immune system.

4.4 Stellate cells

Hepatic Stellate cells (HSCs) are another subset with immune function. This 
relatively small population (5–10% of liver parenchymal cells) resides in the space 
of Disse and is primarily involved in the storage of retinoid droplets and vitamin A 
and regulation of blood flow in the sinusoids [32, 46, 47]. In the intact liver, they 
are quiescent cells. Once activated, they differentiate to myofibroblast and partici-
pate in hepatic fibrosis pathogenesis [48]. The second direction of their function is 
the immunosuppression. Study in animals and humans show that they are effec-
tive antigen presenting cells with tolerogenic capacity because of the expression 
of PD-L1, B7-H7 and Fas/Fas-L pathways [49–51]. When activated, HSCs induce 
myeloid derived suppressor cells and Foxp3+ regulatory T cells by production of 
retinoic acid [52] In addition, they produce a broad range of cytokines, like TGF-b, 
IL-6 etc., and are able to respond to them, thus actively participate in the immune-
mediated network in the liver [48].

4.5 Liver dendritic cells

Dendritic cells (DCs) are professional antigen-presenting cells. Following the 
antigen processing, they activate T cells and unlock the adaptive immune reaction. 
The liver-resident DCs are distinct population as compared to blood DCs. While 
DCs expressing CD1c and CD14 represent 95% of blood DCs, in liver they are 70% 



7

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

and those expressing CD141 increase up to 30% [53]. It is still unclear in details 
how these cells contribute to the development of immune tolerance. Although 
some evidences that DCs may enhance graft rejection by increase of CD80 and 
CD86 expression [54, 55], the depletion of donor DCs is followed by graft rejec-
tion [56]. The investigations of Bamboat et al. demonstrate that liver DCs gener-
ate more suppressive CD4+CD25+FoxP3+ T regulatory cells and IL-4-producing 
Th2 cells via an IL-10-dependent mechanism [57]. Another particular feature 
of LDCs is their low endocytosis capacity and weak capacity to stimulate T cells. 
Conversely, they produce high levels of the immunosuppressive IL-10 [58, 59]. The 
comparison with their splenic match reveal important differences: lower secretion 
of type I interferons, “lipid-based dichotomy” – lipid contents dependent antigen 
presentation, plasmacytoid DC (B220+) account for 19% of liver DC, but only 5% 
of spleen DC [60–62].

4.6 NK, ILC cells and NKT cells

Natural killer cells represent 30–50% of hepatic lymphocytes [63]. They 
differ from conventional NK cells and are closer to innate lymphoid cells (ILCs). 
In mouse they are closer to ILCs1, because of the expression of NK1.1 (CD161), 
CD69, CD49a NKp46, TRAIL. Both in mouse and human, these cells express 
CD49a and CD69 and secrete IFN-g and TNFa, but have weak suppressive capac-
ity [64]. The third subset NKT cells are well presented in the liver. Different 
subsets are differentially presented in mice and humans, but have similar func-
tion – support immune homeostasis, control autoimmune reactions and immune 
responses to microbial and viral infections and cancer [65]. Of particular interest 
are invariant NKT and mucosal-associated invariant T cells (MAIT). They are 
CD3+CD4−CD161+Vα7.2+ cells and have robust IFN-g and granzymes B response 
to inflammatory signal, but limited responsiveness when stimulated directly via 
TCR [66, 67].

Therefore, the proper hepatic cells have dual function. On one hand they are 
involved in metabolic processes in the liver and on the other – they participate in 
immune-mediated reactions per se and by carrying out the function of a bridge 
between biochemical reactions and immune pathways.

Hepatic cells interact with local immune cells and thus actively participate in 
the establishment of a sustained immune tolerant milieu. Zheng and Tian (2019) 
analyzing current data, highlight the death of effector cells and the “education” 
of regulatory cells as key processes leading to the development of liver tolerance. 
Additionally, they describe a broad spectrum of baseline immune mechanisms 
responsible for the state of hyporesponsiveness – clonal deletion, clonal anergy, 
clonal deviation, T cell dysfunction/exhaustion, education etc. [68].

5.  Regulatory T cells – conditio sine qua non for liver transplantation 
tolerance

5.1 General characteristics of regulatory T cells

Regulatory T cells are considered as the effector cellular arm of immune 
tolerance. Since the first publication of Kojima (1976), there is a constantly 
growing interest towards Tregs – cellular properties and medical applications 
[69]. Along with their unique suppressive phenotype (CD25 + FoxP3 + CD4+ T 
cells) [68, 69], Tregs express broad range of molecules that mirror their affilia-
tion to the population of T cells and are widely applied in research and medical 
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practice. Similarly to conventional T cells, they may be differentiated as naïve and 
memory, based on the expression of CD45RA, recent thymic emigrants (CD31), 
activated (HLA-DR) etc. [70, 71]. Their trafficking is ensured by the expression 
of chemokine receptors [72, 73].

The hallmark of Tregs is the expression of the transcription factor FoxP3 [68]. It 
controls the transcription program of Tregs by regulating several genes – increases 
expression of Il2ra (CD25), Ctla4 (CTLA-4), Tnfrsf18 (GITR), but inhibits those of 
Il2. At the same time Foxp3 is subject of a tight regulation, where STAT5 signaling 
pathway is probably of key importance [74–77]. One may say that this is as two 
step process, starting with the generation of CD25hi, but FoxP3− Tregs-precursors, 
followed by the induction of FoxP3 through cytokine/STAT5-dependant signals 
involving HDAC [74, 78, 79]. Blocking of JAK/STAT pathway downmodulates Foxp3 
expression [80]. In addition, a group of studies indicate that the maintenance of 
Tregs suppressive function is dependent on the epigenetic regulation of foxp3 locus 
by the Polycomb repressive complex 2 (PRC2). PRC2 consists of four subunits, pri-
marily of enhancer of zeste homolog 2 (EZH2), EED, SUZ12, and RbAp48, where 
EZH2 is of particular interest [81]. The function of EHZ2 differs among different 
T-cell populations, leading to variations in H3K27me3 levels and silenced genes. 
In FoxP3 negative cells, EZH2 deficiency is associated with autoimmune diseases, 
reduced number of Tregs and expansion of memory T cells [82, 83].

The origin of Tregs in periphery is still a hot topic. Clear evidences show that 
a subset of Tregs - thymic Tregs (tTregs), come directly from the thymus during 
the process of intrathymic maturation of T cells [84–86]. Their selection occurs 
predominantly in the medulla during the negative selection by the high-avidity 
interactions between mTECs and thymocytes [87, 88], although some studies 
indicate that the process starts earlier, in the cortex [89]. Under specific conditions, 
like increased concentration of TGF-β, hormonal changes or continuous antigenic 
stimulation, Tregs can arise from naïve CD4+ T cells in periphery – inducible Tregs 
(iTregs) [90–92].

5.2 Tregs are armed by different suppressive mechanisms

Independently of the origin, Tregs are powerful immune suppressors. Both 
subsets use several approaches to regulate the strength of the immune response. 
Roughly, they are based on the expression of particular molecules, secretion of 
cytokines and consumption of IL-2 and might be categorized as contact-dependent 
and contact-independent.

Early studies demonstrated that the contact-dependent way is effectuate by the 
constitutive expression of CD152 (CTLA-4) by Tregs [93, 94]. The engagement of 
CD80/CD86 pathway activates tryptophan catabolism and expression of indoleamin 
2,3 dioxygenase (IDO) [95]. Another mechanism involves PD-1/PD-L1 [95]. It is 
effective both against autoreactive B cells [96] and T lymphocytes [97]. Dilek et 
al. using alloreactive human T cells and blocking antibodies, evidenced by live cell 
dynamic microscopy that CD28, CTLA-4, and PD-L1 differentially control velocity, 
motility and immune synapse formation in activated Teff versus Tregs [94]. Although 
natural, their expression on the Tregs surface is inducibly increased and ensures the 
negative regulation of different receptors mediated signaling cascades in the target 
cells [98, 99]. Thus, Tregs directly attenuate cellular proliferation and activation.

The second line is facilitated by the production of different soluble factors 
upon activation. Among them are the immunosuppressive cytokines IL-10, TGF-b 
[100, 101], IL-34 [102] and IL-35 [103, 104]; perforins and granzymes [105]. It 
should be also considered that Tregs are target of cytokines like the proinflam-
matory TNF-α. The exact effect needs to be precised because current data are 
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controversial. The study of Valencia et al. evidenced that treatment with anti-
TNF antibody (infliximab) increases FOXP3 mRNA and protein expression by 
CD4+CD25hi Tregs and restored their suppressive function [106]. Later on, Chen et 
al. shows that upon in vitro activation with plate-bound anti-CD3 Ab and soluble 
anti-CD28 Ab, Foxp3 expression by highly purified mouse Tregs is markedly 
downregulated. TNF partially abrogates this effect and stabilizes Foxp3 expression 
as this effect of TNF can be blocked by anti-TNFR2 Ab, but not by anti-TNFR1 Ab 
[107, 108]. In any case, the role of TNF-a needs to be further investigated because 
TNF-a plays important role in the inflammatory reactions, where Tregs are 
expected to be also involved.

Upon activation, effector T cells produce IL-2, which stimulates T cells prolifera-
tion and the expansion of the immune response. At the same time, Tregs are distin-
guished by the their high expression of CD25 [109]. These facts suggest that Tregs 
need IL-2 to survive [110, 111]. Placed in an activated milieu, Tregs may compete with 
effector cells and as a result, decrease the levels of IL-2 in the environment. In fact, 
this is the third approach that Tregs apply to achieve a state of suppression [112, 113].

Regulatory T cells apply all of the above-mentioned approaches for the establish-
ment of immune-tolerant milieu. Still, there are no evidences about the mechanism 
preferred by nTregs or iTregs. Similarly, despite the abundance of data, no specific 
mechanisms can be attributed to a particular pathologic condition. Probably, the 
modus operandi of Tregs depends on the finetuning of T-cell receptor-antigen rec-
ognition and interaction, the target cell characteristics and the cytokine spectrum 
in the surrounding milieu.

5.3 The impact of regulatory T cells on the operational tolerance

The establishment of immune tolerance after solid organ transplantation (SOT) 
is the key therapeutic challenge in the post-operative period. In most cases, it is 
induced by the continuous application of immunosuppressive therapy. However, in 
some patients, a discontinuation of the regimen arrives, due to infections, cancer 
etc. Surprisingly, in some cases changes in immunological parameters, indicating 
the development of a state of immune tolerance were found despite the lack of 
immune suppression. This particular situation is defined as operational tolerance 
and is characterized by the absence of any clinical and histological signs of rejec-
tion in therapy free patients [114]. The operational tolerance (OT) is reported 
after transplantation of different solid organs, but is frequent in LT [115, 116]. It is 
supposed that tolerogenic properties of the liver and residential lymphocytes play a 
key role in this process [117]. The exact mechanisms are not fully clarified, but the 
intensive research highlights that it depends on multiple factors. Among them are 
regulatory T cells, particular gene expression profile and serum levels of HLA-G.

Regulatory T cells are the first parameter associated with OT. In patients 
with spontaneous tolerance they are increased independently of the age of 
recipient [118]. According to the study of Koshiba et al., not only the proportion 
CD4 + CD25high + T cells was increased in the tolerant patients’ peripheral lym-
phocytes and suppressed MLR specifically to the donor antigen, but also FOXP3 
expressing cells were present within the tolerant liver [119]. Pons and colleagues 
describe sustained increase in CD4 + CD25+ and CD4 + CD25hi cells in patients with 
operational tolerance in comparison with non-OT patients in a bimonthly evalua-
tion intervals until M16 [1].

Interestingly, in LT Tregs show a particular dynamic. In one of the earliest 
studies, pre-transplantation levels of Tregs were higher in patients than in controls. 
Lowest levels were observed at month 3 after Tx, followed by a relative increase at 
12 months and at later time points [120].
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The main question is why these cells are elevated in recipients? In fact, up to now 
reports discussing this topic in the literature are insufficient. The detailed study 
of Demirkiran and colleagues examined the presence and allosuppressive activity 
of CD4 + CD25 + Foxp3+ Tregs in perfusates of human liver grafts and monitored 
the cells presence in the circulation of recipients after liver Tx. The authors show 
an increased proportion of CD4 + CD25 + CTLA4+ T cells compared with healthy 
control blood. The increased percentages of Foxp3+ cells, which were negative for 
CD127, confirmed the enrichment of Tregs in perfusates. They suppressed prolifera-
tion and IFN-γ production of donor and recipient T cells. In vivo within the first 
weeks after Tx, up to 5% of CD4 + CD25 + CTLA4+ T cells in recipient blood were 
derived from the donor liver, indicating that a substantial number of donor Tregs 
detach from the liver graft during perfusion and continue to migrate into the recipi-
ent after Tx. These donor Tregs suppress the direct pathway alloresponses and may 
in vivo contribute to chimerism-associated tolerance early after liver Tx [121]. In a 
small number of patients, we found a pick in the percentage of Tregs at day 7 (D7) 
followed by a decrease until D30 being always around and above healthy controls 
values independently of the diagnosis or age. The simultaneous routine measure-
ment of liver function laboratory parameters revealed that the increase in Tregs pre-
cedes albumin synthesis restoration [122]. In another study Baumann et al. evidence 
that the benign clinical course of subclinical rejection (SCR) compared to acute 
clinical rejection (ACR) is associated with intrahepatic T cell infiltration patterns 
showing less cytotoxic T cells and more CD4 + FOXP3+ Tregs. They demonstrate that 
in patients with SCR the pattern of infiltrating T cells is characterized by a stronger 
accumulation of CD4+ cells, an increasing CD4+/CD8+ ratio, and an increasing 
CD4+ forkhead box P3 (FOXP3) + regulatory T cell (Treg)/CD8+ ratio, which 
was not seen in acute clinical rejection. These intrahepatic T cell patterns were not 
reflected in the peripheral blood [123]. Cumulatively, these data suggest the presence 
of particular sort of cellular chimerism, associated with liver transplantation.

The chimerism is a specific phenomenon characterized by the presence of cells 
from one individual in another. Microchimerism is reported in hematopoietic stem 
cells transplantation as a result of migration of passenger lymphocytes from the 
graft into recipient and in pregnancy (foetus). In SOT, microchimerism is described 
in mice first [124]. Among multiple reports showing than donor mononuclear cells 
migrate from the graft in the recipient, Jonsson et al. find that the peak levels of 
chimerism are within the first 48 hours after transplantation and the range reaches 
20% of total peripheral blood mononuclear cells [125, 126]. In a concise and very 
interesting review, Abrol and colleagues assume that increased expression of che-
mokines in the liver attracts alloreactive T cells that are subsequently destroyed by 
coming in contact with various liver cells inherently programmed towards tolerance 
induction [127]. Donor specific hypo-responsiveness, down regulation of T helper 
type I cytokine (IFN-γ) and no change in T helper type 2 cytokine (IL10) in the 
in vitro mixed lymphocyte reaction in recipients who achieved operational toler-
ance were also reported [128]. Indeed, this topic needs more studies directed to the 
detailed evaluation of different cellular subsets. Probably, Tregs might be part of 
passenger leucocytes or they might be secondary induced by the modified hepatic 
environment.

6. Other tolerogenic strategies

Tregs are not the only approach, involved in tolerance establishment in liver 
transplantation. Other cells also participate in by expressing particular molecules or 
changing their genetic pattern.
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In 16 operationally tolerant liver recipients, 16 recipients requiring on-going 
immunosuppressive therapy, and 10 healthy individuals by microarray profiling 
Martinez-Llordella et al. identified a gene expression signature that could discrimi-
nate tolerant recipients from immunosuppression-dependent patients with high 
accuracy. This signature included genes encoding for γδ T-cell and NK receptors, 
and for proteins involved in cell proliferation arrest. In addition, tolerant recipients 
exhibited significantly greater numbers of circulating potentially regulatory T-cell 
subsets (CD4 + CD25+ T-cells and Vδ1+ T cells) than either non-tolerant patients or 
healthy individuals [129].

The human leucocyte antigen-G (HLA-G) is a non-classical HLA class I mol-
ecule with prominent tolerogenic properties. It inhibits cytotoxicity and prolifera-
tion, but stimulates the development of regulatory T cells. HLA-G is present as a 
membrane-associated form and a soluble one. Interestingly, the uptake of HLA-G 
by some resting but mostly in activated CD4 and CD8 T cells leads to the instant 
generation of a new type of regulatory cells that initially act through cell-surface 
molecules that they temporarily display but do not express themselves [130–132]. 
This mechanisms is defined as trogocytosis and seems to play important role for 
the establishment of immune tolerance [133]. Several groups provides evidences 
about the role of HLA-G in kidney and heart transplantation [134–136]. In healthy 
conditions in adults, HLA-G is weakly expressed in liver, but it might be transmit-
ted through transendothelial migration and/or trogocytosis from circulating cells 
under particular circumstances like cytokines, hypoxia etc. [137–139]. In all cases, 
elevated levels of sHLA-G is associated with reduced risk of rejection and better 
survival [140, 141].

7. Clinical relevance of regulatory T cells for liver transplantation

Slowly, but without doubt, regulatory T cells are getting involved in the diag-
nostic process of many pathological conditions, expressed by deviations in immune 
tolerance – autoimmune [142, 143], tumors [144, 145], recurrent pregnancy loss 
[146, 147], primary immune deficiencies [110, 148] etc.

Current data indicate that Tregs have the potential to be a potential biomarker 
for the monitoring of the posttransplantation period [2]. Specifically, in liver 
transplanted patients Tregs are object of intensive research mostly because they 
are inherently involved in the operational tolerance and are part of natural liver 
toleragenic mechanisms. Despite the abundant data showing the benefit of Tregs 
determination during posttransplantation period, there are still many unresolved 
questions. Some of them are related to the definition of Tregs phenotype that 
should be used. Although identified as FoxP3 + CD4+ T cells, the expression of 
FoxP3 was demonstrated less informative than the promotore demethylation 
because it distinguishes true Tregs from transiently FOXP3+ activated T cells [149]. 
For diagnostic purposes, Tregs are often defined as CD127-CD25 + CD4+, but recent 
advances in the field showed a population CD25- [150], which is not fully character-
ized regarding CD127. Another direction that needs to be elucidated are Tregs in 
biopsies and peripheral blood. In Barcelona consensus (2016) several studies are 
shown with ambiguous results [151], that does not provide clear evidences for the 
relevance of Tregs measurement in posttransplantation period. The third direction 
is the significantly decreased expression of CD25 in relation to the immunosuppres-
sive therapy and the consecutive inability to find out CD25hiTreg cells in the periph-
ery. Although Tregs are highly informative regarding the operational tolerance 
[152], the question is still unresolved and more studies are required to determine the 
value of Tregs in the monitoring of post-transplantation period.
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It seems, that Tregs are more promising as a therapeutic approach for the control 
of immune activation and development of a state of immune tolerance. Early 
experimental studies demonstrated association between them and the delay in islet 
allograft rejection and long term survival [153, 154]. During last five years, together 
with other approaches [155], Tregs attract the medical interest in the field of GVHD 
and solid organ transplantation [156, 157]. Todo et al. in 2016 report phase I results 
clinical trial with ex vivo expanded recipient polyclonal Tregs in living kidney 
transplants. Despite variability in recipient’s renal disease, the expansion protocol 
produced Tregs which met all release criteria, expressing >98% CD4 + CD25+ 
with <1% CD8+ and CD19+ contamination and > 80% FOXP3 expression with 
stable demethylation in the FOXP3 promoter. Within recipients, expanded Tregs 
amplified circulating Treg levels in a sustained manner. Clinically, all doses of Treg 
therapy tested were safe with no adverse infusion related side effects, infections or 
rejection events up to two years post-transplant [158]. Another study undertook a 
direct comparison of the in vitro and in vivo functional activities of the different 
memory and naïve Treg subpopulations showing that the naive Treg is the Treg 
population that exhibits the ideal biological features of a Treg therapeutic while 
the highly suppressive memory Tregs should be purposefully excluded from a Treg 
therapeutic due to their low lineage delity, low proliferative capacity, and greater 
pro-inflammatory potential [159]. Recently published results from The ONE study 
demonstrates that regulatory cell therapy is achievable and safe in living-donor 
kidney transplant recipients, and is associated with fewer infectious complica-
tions, but similar rejection rates in the first year. Therefore, immune cell therapy 
is a potentially useful therapeutic approach in recipients of kidney transplant to 
minimize the burden of general immunosuppression [160].

Finally, the immune capacity of the liver depends on the local hepatic and 
immune cells that transitory populate it. The current research provides abundant 
data about the intercellular tolerogenic mechanisms. However, some points need 
to be better clarified from the scientific and medical point of view. Among them 
are the fine-tuning of common immunosuppressive therapeutics regarding 
regulatory T cells, biochemical mechanisms of interactions between hepato-
cytes and immune cells, whether immune parameters of activation/suppression 
might provide information in advance about the liver function, the impact of 
individual immunogenetic variations on the recovery and operational tolerance 
etc. We think that the immune system should be considered as important player 
in the liver tolerance network and involved in the post-transplantation period 
monitoring.

8. Conclusion

The liver is a unique structure, where immunological mechanisms meet meta-
bolic processes. The tightly regulated collaboration between them creates particular 
tolerogenic milieu that impacts the homeostatic state. Regulatory T cells are shown 
to play important role in these events. Their dynamic and function are promising 
for the further development of new biomarkers and treatment strategies in liver 
transplantation.

Acknowledgements

The authors are grateful to Sofia University, research grant No 
10-122/24.04.2018.



13

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

Author details

Velislava Terzieva*, Yordanka Uzunova, Radosvet Gornev and Lubomir Spassov
Sofia University “Sveti Kliment Ohridski”, Faculty of Medicine, Lozenets Hospital, 
Sofia, Bulgaria

*Address all correspondence to: velislava_terzieva@yahoo.com

Conflict of interest

The authors declare no conflict of interest.

© 2020 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 



14

Organ Donation and Transplantation

[1] Pons J et al. FoxP3 in Peripheral 
Blood Is Associated With Operational 
Tolerance in Liver Transplant 
Patients During Immunosuppression 
Withdrawal. Transplantation 2008 ; 
86(10): 1370-8.

[2] Baroja-Mazo A et al. Tolerance 
in liver transplantation: Biomarkers 
and clinical relevance. World J 
Gastroenterology 2016; 22(34): 7676-91.

[3] Mederacke Y et al. Transient increase 
of activated regulatory T cells early after 
kidney transplantation. Sci Rep 2019; 9 
(1021): 1-12.

[4] European Association for the Study 
of the Liver. EASL Clinical Practice 
Guidelines: Liver transplantation. J 
Hepatol 2016; 64(2): 433-85.

[5] Tanaka K ey al. Living donor liver 
transplantation: Eastern experiences. 
HPB 2004; 6(2): 88-94.

[6] Pashev V. Criteria for evaluating 
applicants for living donors in children’s 
liver transplantation. Sofia University 
“Sveti Kliment Ohridski”; 2017.

[7] Uzunova Y. Liver transplantation in 
children (in Bulgarian). First Ed. Sofia: 
Professor Marin Drinov Publishing 
house of BAS; 2018.

[8] Yamamoto S et al. Liver 
Transplantation for Familial 
Amyloidotic Polyneuropathy (FAP): A 
Single-Center Experience Over 16 Years. 
Am J Transplant 2007; 7: 2597-604.

[9] Rela M et al. Auxiliary Partial 
Orthotopic Liver Transplantation for 
Crigler-Najjar Syndrome Type I. Ann 
Surgery 2. 1999; 29(4): 565-9.

[10] Moon J et al. Safety of small for size 
grafts in adult-to-adult living donor 
liver transplantation using the right 

lobe. Liver Transplantation 2010; 16: 
864-869.

[11] Freitas-Lopes M et al. Differential 
Location and Distribution of Hepatic 
Immune Cells. Cells. 2017; 6(4): 48.

[12] Steinhoff G. major 
histocompatibility complex antigens in 
human liver transplants. J Hepatology 
1990; 11(1): 9-15.

[13] Takeuchi O, Akira S. Pattern 
Recognition Receptors and 
Inflammation. Cell. 2010; 140: 805-20.

[14] Limmer A et al. Efficient 
presentation of exogenous antigen 
by liver endothelial cells to CD8+ T 
cells results in antigen-specific T-cell 
tolerance. Nat Med. 2000; 6(12): 
1348-54.

[15] Diehl L et al. Tolerogenic maturation 
of liver sinusoidal endothelial cells 
promotes B7-homolog 1-dependent 
CD8+ T cell tolerance. Hepatology. 
2008; 47(1): 296-305.

[16] Tilg H, Moschen A. Evolution of 
inflammation in nonalcoholic fatty 
liver disease: The multiple parallel hits 
hypothesis. Hepatology. 2010; 52(5): 
1836-46.

[17] Filipe A, McLauchlan J. Hepatitis C 
virus and lipid droplets: Finding a niche. 
Trends in Molecular Medicine. 2015; 
21(1): 34-42.

[18] Bar-Yishay I, Shaul Y, Shlomai A.  
Hepatocyte metabolic signalling 
pathways and regulation of hepatitis B 
virus expression. Liver International. 
2011; 31: 282-90.

[19] O’Neill L, Pearce E. 
Immunometabolism governs dendritic 
cell and macrophage function. J Exp 
Med. 2016; 213(1): 15-23.

References



15

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

[20] Shi J et al. Cytokines and 
Abnormal Glucose and Lipid 
Metabolism. Front Endocrinol 
(Lausanne). 2019; 10: 1-16.

[21] Wilson G, Tennant D, McKeating J.  
Hypoxia inducible factors in liver 
disease and hepatocellular carcinoma: 
current understanding and future 
directions. J Hepatol. 2914; 61: 
1397-406.

[22] Dinarello C. Therapeutic strategies 
to reduce IL-1 activity in treating local 
and systemic inflammation. Current 
Opinion in Pharmacology. 2004; 4: 
378-85.

[23] Tsutsui H, Cai X, Hayashi S. 
Interleukin-1 Family Cytokines in Liver 
Diseases. Mediators Inflamm. 2015; 
2015: 630265.

[24] Ren K, Torres R. Role of 
interleukin-1β during pain and 
inflammation. Brain Res Rev. 2009; 
60(1): 57-64.

[25] Korkmaz B et al. Neutrophil 
elastase, proteinase 3, and cathepsin 
G as therapeutic targets in human 
diseases. Pharmacological Reviews. 
2010; 62: 726-59.

[26] Coeshott C et al. Converting 
enzyme-independent release of tumor 
necrosis factor α and IL-1β from a 
stimulated human monocytic cell line in 
the presence of activated neutrophils or 
purified proteinase 3. Proc Natl Acad Sci 
U S A. 1999; 96(11): 6261-6.

[27] Meyer-Hoffert U, Wiedow O. 
Neutrophil serine proteases: Mediators 
of innate immune responses. Curr Opin 
Hematol. 2011; 18(1): 19-24.

[28] Blander J. A long-awaited merger 
of the pathways mediating host defence 
and programmed cell death. Vol. 14, 
Nature Reviews Immunology. 2014; 14: 
601-18.

[29] Mirea AM et al. IL-1 Family 
Cytokine Pathways Underlying NAFLD: 
Towards New Treatment Strategies. 
Trends Mol Med. 2018; 24(5): 458-71.

[30] Racanelli V. The liver as an 
immunological organ. Hepatology. 
2006; 43: 54-62.

[31] Kubes P, Jenne C. Immune 
Responses in the Liver. Annu Rev 
Immunol. 2018; 36: 247-77.

[32] Jiang Y et al. The Role of Diverse 
Liver Cells in Liver Transplantation 
Tolerance. Front Immunol. 2020; 
11:1-16.

[33] Wiegard C et al. Defective T Helper 
Response of Hepatocyte-Stimulated 
CD4 T Cells Impairs Antiviral CD8 
Response and Viral Clearance. 
Gastroenterology. 2007; 133(6): 2010-8.

[34] Herkel J et al. MHC class 
II-expressing hepatocytes function 
as antigen-presenting cells and 
activate specific CD4 T lymphocytes. 
Hepatology. 2003; 37(5): 1079-85.

[35] DeTemple D et al. Hepatocyte-
induced CD4+ T cell alloresponse 
is associated with major 
histocompatibility complex class II 
up-regulation on hepatocytes and 
suppressible by regulatory T cells. Liver 
Transplantation. 2018; 24(3): 407-19.

[36] Burghardt S et al. Hepatocytes 
induce Foxp3 + regulatory T cells by 
Notch signaling . J Leukoc Biol. 2014; 
96(4): 571-7.

[37] Kawai T, Akira S. The role of 
pattern-recognition receptors in innate 
immunity: Update on toll-like receptors. 
Vol. 11, Nature Immunology. 2010; 11: 
373-84.

[38] You Q et al. Mechanism of T cell 
tolerance induction by murine hepatic 
Kupffer cells. Hepatology. 2008; 48(3): 
978-90.



Organ Donation and Transplantation

16

[39] Sørensen K et al. Liver sinusoidal 
endothelial cells. Compr Physiol. 2015; 
5(4): 1751-74.

[40] Bilzer M, Roggel F, Gerbes A. Role 
of Kupffer cells in host defense and liver 
disease. Liver International. 2006; 26: 
1175-86.

[41] Li P et al. The role of Kupffer cells 
in hepatic diseases. Vol. 85, Molecular 
Immunology. 2017; 85: 222-9.

[42] Xie Z et al. Intrahepatic PD-1/PD-L1 
Up-regulation Closely Correlates with 
Inflammation and Virus Replication in 
Patients with Chronic HBV Infection. 
Immunol Invest. 2009; 38(7): 624-38.

[43] Gugenheim J et al. Specific 
absorption of lymphocytotoxic 
alloantibodies by the liver in inbred rats. 
Transplantation. 1990; 50(2): 309-13.

[44] Knoll P et al. Human Kupffer 
cells secrete IL-10 in response to 
lipopolysaccharide (LPS) challenge. J 
Hepatol. 1995; 22(2): 226-9.

[45] Morita M et al. Rejection triggers 
liver transplant tolerance: Involvement 
of mesenchyme-mediated immune 
control mechanisms in mice. 
Hepatology. 2015; 62(3): 915-31.

[46] Reynaert H et al. Hepatic stellate 
cells: Role in microcirculation and 
pathophysiology of portal hypertension. 
Gut. 2002; 50(4): 571-81.

[47] Wake K. ″Sternzellen″ in the 
liver: Perisinusoidal cells with special 
reference to storage of vitamin A. Am J 
Anat. 1971; 132(4): 429-62.

[48] Tsuchida T, Friedman S. 
Mechanisms of hepatic stellate cell 
activation. Nat Rev Gastroenterol 
Hepatol. 2017; 14(7): 397-411.

[49] Charles R et al. Human 
hepatic stellate cells inhibit t-cell 

response through B7-H1 pathway. 
Transplantation. 2013; 96(1): 17-24

[50] Mühlbauer M et al. PD-L1 is induced 
in hepatocytes by viral infection and by 
interferon-α and -γ and mediates T cell 
apoptosis. J Hepatol. 2006; 45(4): 520-8.

[51] Feldstein A et al. Hepatocyte 
apoptosis and Fas expression are 
prominent features of human 
nonalcoholic steatohepatitis. 
Gastroenterol. 2003; 125(2): 437-43.

[52] Höchst B et al. Activated human 
hepatic stellate cells induce myeloid 
derived suppressor cells from peripheral 
blood monocytes in a CD44-dependent 
fashion. J Hepatol. 2013; 59(3): 528-35.

[53] Kelly A et al. CD141+ myeloid 
dendritic cells are enriched in healthy 
human liver. J Hepatol. 2014; 60(1): 
135-42.

[54] Steptoe R et al. Augmentation of 
Dendritic Cells in Murine Organ Donors 
by Flt3 Ligand Alters the Balance 
between Transplant Tolerance and 
Immunity. J Immunol. 1997; 159(11): 
5483-91.

[55] Soysa R, Wu X, Crispe I. 
Dendritic cells in hepatitis and liver 
transplantation. Liver Transplantation. 
2017; 23(11): 1433-9.

[56] Yokota S et al. Liver transplantation 
in the mouse: Insights into liver 
immunobiology, tissue injury, 
and allograft tolerance. Liver 
Transplantation. 2016; 22: 536-46.

[57] Bamboat Z et al. Human Liver 
Dendritic Cells Promote T Cell 
Hyporesponsiveness. J Immunol. 2009; 
182(4): 1901-11.

[58] Thomson A, Knolle P. Antigen-
presenting cell function in the 
tolerogenic liver environment. Nature 
Reviews Immunology. 2010; 10: 753-66.



17

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

[59] Raïch-Regué D, Glancy M, 
Thomson A. Regulatory dendritic 
cell therapy: From rodents to clinical 
application. Immunology Letters. 2014; 
161: 216-21.

[60] Castellaneta A et al. NOD2 Ligation 
Subverts IFN-α Production by Liver 
Plasmacytoid Dendritic Cells and 
Inhibits Their T Cell Allostimulatory 
Activity via B7-H1 Up-Regulation. J 
Immunol. 2009; 183(11): 6922-32.

[61] Ibrahim J et al. Dendritic 
cell populations with different 
concentrations of lipid regulate 
tolerance and immunity in mouse and 
human liver. Gastroenterology. 2012; 
143(4): 1061-72.

[62] Pillarisetty V et al. Liver Dendritic 
Cells Are Less Immunogenic Than 
Spleen Dendritic Cells because of 
Differences in Subtype Composition. J 
Immunol. 2004; 172(2): 1009-17.

[63] Klugewitz K et al. The composition 
of intrahepatic lymphocytes: Shaped by 
selective recruitment? Trends Immunol. 
2004; 25(11): 590-4.

[64] Peng H, Tian Z. Re-examining the 
origin and function of liver-resident 
NK cells. Trends in Immunology. 2015; 
36(5): 293-9.

[65] Heymann F, Tacke F. Immunology 
in the liver-from homeostasis to disease. 
Nat Rev Gastroenterol Hepatol. 2016; 
13(2): 88-110.

[66] Tang X et al. IL-7 Licenses 
Activation of Human Liver 
Intrasinusoidal Mucosal-Associated 
Invariant T Cells. J Immunol. 2013; 
190(7): 3142-52.

[67] Slichter C et al. Distinct activation 
thresholds of human conventional and 
innate-like memory T cells. JCI Insight. 
2016; 1(8): e86292.

[68] Fontenot J, Gavin M, Rudensky A. 
Foxp3 programs the development and 
function of CD4+CD25+ regulatory T 
cells. Nat Immunol. 2003; 4: 330-6.

[69] Sakaguchi S. et al. Immunologic 
Self-Tolerance Maintained by Activated 
T Cells Expressing11-2 Receptor 
a-Chains (CD25). J Immunol. 1995; 155: 
1151-64.

[70] Abbas A et al. Regulatory T cells 
: recommendations to simplify the 
nomenclature. Nat Publ Gr. 2013; 14(4): 
307-8.

[71] Haas J et al. Prevalence of Newly 
Generated Naive Regulatory T Cells (T 
reg ) Is Critical for T reg Suppressive 
Function and Determines T reg 
Dysfunction in Multiple Sclerosis. J 
Immunol. 2007; 179(2): 1322-30.

[72] Ahern D, Lloyd C, Robinson D. 
Chemokine responsiveness of CD4+ 
CD25+ regulatory and CD4+ CD25- T 
cells from atopic and nonatopic donors. 
Allergy Eur J Allergy Clin Immunol. 
2009; 64(8): 1121-9.

[73] Kleinewietfeld M et al. CCR6 
expression defines regulatory 
effector/memory-like cells within the 
CD25+CD4+ T-cell subset. Blood. 2005; 
105(7): 2877-86.

[74] Zheng Y et al. Role of conserved 
non-coding DNA elements in the Foxp3 
gene in regulatory T-cell fate. Nature. 
2010; 463(1476-4687): 808-12.

[75] Lee W, Lee G. Transcriptional 
regulation and development of 
regulatory T cells. Exp Mol Med. 2018; 
50(3): e456.

[76] Ohkura N, Kitagawa Y,  
Sakaguchi S. Development and 
maintenance of regulatory T cells. 
Immunity. 2013; 38: 414-23.

[77] Heltemes-harris L et al. The role of 
STAT5 in the development, function, 



Organ Donation and Transplantation

18

and transformation of B and T 
lymphocytes. Ann N Y Acad Sci. 2011; 
1217: 18-31.

[78] Lio C, Hsieh C. A Two-Step 
Process for Thymic Regulatory T Cell 
Development. Immunity. 2008; 28(1):1 
00-11.

[79] Burchill M et al. Linked T Cell 
Receptor and Cytokine Signaling 
Govern the Development of the 
Regulatory T Cell Repertoire. Immunity. 
2008; 28(1): 112-21.

[80] Goldstein J et al. Inhibition of 
the JAK/STAT signaling pathway in 
regulatory T cells reveals a very dynamic 
regulation of foxp3 expression. PLoS 
One. 2016; 11(4) :1-16.

[81] Cao R et al. Role of Histone H3 
Lysine 27 Methylation in Polycomb-
Group Silencing. Science. 2002; 
298(5595): 1039-43.

[82] Arvey A et al. Inflammation-
induced repression of chromatin bound 
by the transcription factor Foxp3 in 
regulatory T cells. Nat imonol. 2014; 
15(6): 580-587.

[83] Yang X et al. EZH2 is crucial for 
both differentiation of regulatory T cells 
and T effector cell expansion. Sci Rep. 
2015; 5(1): 10643.

[84] Mabarrack N, Turner N, 
Mayrhofer G. Recent thymic origin, 
differentiation, and turnover of 
regulatory T cells. J Leukoc Biol. 2008; 
84(5): 1287-97.

[85] Bettini M, Vignali D. Development 
of Thymically-Derived Natural 
Regulatory T Cells. Ann N Y Acad Sci. 
2010; 3(1183): 1-12.

[86] Marcovecchio G et al. Thymic 
Epithelium Abnormalities in DiGeorge 
and Down Syndrome Patients 
Contribute to Dysregulation in T Cell 

Development. Front Immunol. 2019; 
10:1-15.

[87] Josefowicz S, Lu L, Rudensky A. 
Regulatory T Cells: Mechanisms of 
Differentiation and Function. Annu Rev 
Immunol. 2012; 30: 531-64.

[88] Cowan J, Jenkinson W, Anderson G. 
Thymus medulla fosters generation of 
natural Treg cells, invariant γδ T cells, 
and invariant NKT cells: What we learn 
from intrathymic migration. Eur J 
Immunol. 2015; 45(3): 652-60.

[89] Tuovinen H et al. The 
FOXP3+subset of human 
CD4+CD8+thymocytes is immature 
and subject to intrathymic selection. 
Immunol Cell Biol. 2008; 86(6): 523-9.

[90] Lan Q et al. Induced Foxp3 + 
regulatory T cells: A potential new 
weapon to treat autoimmune and 
inflammatory diseases? J Mol Cell Biol. 
2012; 4(1): 22-8.

[91] Lee J et al. Progesterone Promotes 
Differentiation of Human Cord Blood 
Fetal T Cells into T Regulatory Cells but 
Suppresses Their Differentiation into 
Th17 Cells. J Immunol. 2011; 187(4): 
1778-87.

[92] Piccioni M et al. T Helper Cell 
Differentiation and Their Function. 
2014; 841 : 67-97.

[93] Takahashi T. et al. Immunologic 
self-tolerance maintained by CD25(+)
CD4(+) regulatory T cells constitutively 
expressing cytotoxic T lymphocyte- 
associated antigen 4. J Exp Med. 2000; 
192(2): 303-10.

[94] Dilek N et al. Targeting CD28, 
CTLA-4 and PD-L1 costimulation 
differentially controls immune synapses 
and function of human regulatory and 
conventional t-cells. PLoS One. 2013; 
8(12): 2-15.



19

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

[95] Terness P et al. Inhibition of 
allogeneic T cell proliferation by 
indoleamine 2,3-dioxygenase-
expressing dendritic cells: Mediation of 
suppression by tryptophan metabolites. 
J Exp Med. 2002; 196(4): 447-57.

[96] Gotot J et al. Regulatory T cells use 
programmed death 1 ligands to directly 
suppress autoreactive B cells in vivo. 
Proc Natl Acad Sci U S A. 2012; 109(26): 
10468-73.

[97] Ghebeh H ey al. FOXP3+ Tregs 
and B7-H1+/PD-1+ T lymphocytes 
co-infiltrate the tumor tissues of high-
risk breast cancer patients: Implication 
for immunotherapy. BMC Cancer. 2008; 
8: 57.

[98] Fife B et al. Interactions between 
PD-1 and PD-L1 promote tolerance by 
blocking the TCR-induced stop signal. 
Nat Immunol. 2009; 10(11): 1185-92.

[99] Franceschini D et al. PD-L1 
negatively regulates CD4+CD25+Foxp3+ 
Tregs by limiting STAT-5 
phosphorylation in patients chronically 
infected with HCV. J Clin Invest. 2009; 
119(3): 551-64.

[100] Bacchetta R et al. Growth and 
expansion of human T regulatory 
type 1 cells are independent from 
TCR activation but require exogenous 
cytokines. Eur J Immunol. 2002; 32(8): 
2237-45.

[101] Cosmi L et al. Human CD8+CD25+ 
thymocytes share phenotypic and 
functional features with CD4+CD25+ 
regulatory thymocytes. Blood. 2003; 
102(12): 4107-14.

[102] Bézie S et al. IL-34 is a Treg-
specific cytokine and mediates 
transplant tolerance. J Clin Invest. 2015; 
125(10): 3952-64.

[103] Collison L et al. Interleukin-
35-mediated induction of a novel 

regulatory T cell population. Nat 
Immunol. 2011; 11(12): 1093-101.

[104] Sawant D V., Hamilton K, 
Vignali DAA. Interleukin-35: Expanding 
Its Job Profile. J Interf Cytokine Res 
[Internet]. 2015;35(7):499-512.

[105] Grossman W et al. Human T 
regulatory cells can use the perforin 
pathway to cause autologous target cell 
death. Immun. 2004; 21: 589-601.

[106] Valencia X et al. TNF 
downmodulates the function of human 
CD4+CD25hiT-regulatory cells. Blood. 
2006; 108(1): 253-61.

[107] Chen X et al. TNFR2 Is Critical for 
the Stabilization of the CD4+Foxp3+ 
Regulatory T Cell Phenotype in the 
Inflammatory Environment. J Immunol. 
2013; 190(3): 1076-84.

[108] Chen X, Oppenheim J. TNF-α : An 
Activator of CD4 + FoxP3 + TNFR2 + 
Regulatory T Cells. TNF Pathophysiol 
Mol Cell Mech. 2010; 11: 119-34.

[109] Caudy A et al. CD25 deficiency 
causes an immune dysregulation, 
polyendocrinopathy, enteropathy, 
X-linked-like syndrome, and 
defective IL-10expression from CD4 
lymphocytes. J Allergy Clin Immunol. 
2007; (119): 482-487.

[110] Goudy K et al. Human IL2RA null 
mutation mediates immunodeficiency 
with lymphoproliferation and 
autoimmunity. Clin Immunol. 2013; 
146(3): 248-61.

[111] Ferreira R et al. Cells with Treg-
specific FOXP3 demethylation but low 
CD25 are prevalent in autoimmunity. J 
Autoimmun. 2017; 84: 75-86.

[112] Barron L et al. Cutting edge: 
mechanisms of IL-2- dependent 
maintenance of functional regulatory T 
cells. J Immunol. 2010; 185: 6426-30.



Organ Donation and Transplantation

20

[113] Cheng G, Yu A, Malek T. T-cell 
tolerance and the multi-functional role 
of IL-2R signaling in Tregulatory cells. 
Immunol Rev. 2011; 241(1): 63-76.

[114] Demetris A, Isse K. Tissue biopsy 
monitoring of operational tolerance 
in liver allograft recipients.Current 
Opinion in Organ Transplantation. 
2013; 18: 345-53.

[115] Ashton-Chess J et al. Spontaneous 
operational tolerance after 
immunosuppressive drug withdrawal in 
clinical renal allotransplantation. Vol. 
84, Transplantation. 2007; 84: 1215-9.

[116] Di Cocco P et al. Clinical 
Operational Tolerance After Solid Organ 
Transplantation. Transplant Proc. 2009; 
41(4): 1278-82.

[117] Orlando G, Soker S, 
Wood K. Operational tolerance after 
liver transplantation. J Hepatol. 2009; 
50(6): 1247-57.

[118] Li Y et al. Analyses of peripheral 
blood mononuclear cells in operational 
tolerance after pediatric living donor 
liver transplantation. Am J Transplant. 
2004; 4(12): 2118-25.

[119] Koshiba T et al. Clinical, 
immunological, and pathological 
aspects of operational tolerance 
after pediatric living-donor liver 
transplantation. Transpl Immunol. 
2007; 17(2): 94-7.

[120] Demirkiran A et al. Low circulating 
regulatory T-cell levels after acute 
rejection in liver transplantation. Liver 
Transplant. 2006; 12(2): 277-84.

[121] Demirkiran A et al. Allosuppressive 
Donor CD4 + CD25 + Regulatory T Cells 
Detach from the Graft and Circulate in 
Recipients after Liver Transplantation . J 
Immunol. 2007; 178(10): 6066-72.

[122] Terzieva V et al. The Dynamic 
Changes in Soluble CD30 and 

Regulatory T Cells Before and After 
Solid Organ Transplantations: A Pilot 
Study. Monoclon Antib Immunodiagn 
Immunother. 2019; 38(4): 137-44.

[123] Baumann A et al. Preferential 
accumulation of T helper cells but not 
cytotoxic T cells characterizes benign 
subclinical rejection of human liver 
allografts. Liver Transplant. 2016; 22(7): 
943-55.

[124] Billingham R, Brent L,  
Medawar P. “Actively acquired 
tolerance” of foreign cells. Nature. 
1953; 172(4379): 603-6.

[125] Jonsson J et al. Peripheral blood 
chimerism following human liver 
transplantation. Hepatology. 1997; 
25(5): 1233-6.

[126] Wu S, Pan C. Tolerance and 
chimerism and allogeneic bone marrow/
stem cell transplantation in liver 
transplantation. World J Gastroenterol. 
2013; 19(36): 5981-7.

[127] Abrol N, Jadlowiec C,  
Taner T. Revisiting liver’s role in 
transplant alloimmunity. World J 
Gastroenterol. 2019; 25(25): 3123-35.

[128] Takatsuki M et al. Analysis of 
alloreactivity and intragraft cytokine 
profiles in living donor liver transplant 
recipients with graft acceptance. 
Transpl Immunol. 2001; 8(4): 279-86.

[129] Martinez-Llordella M et al. 
Multiparameter immune profiling 
of operational tolerance in liver 
transplantation. Am J Transplant. 2007; 
7(2): 309-19.

[130] Wiendl H. Fast track to becoming 
a regulatory T cell : “ trogocytosis ” of 
HLA-G. 2014; 109(5): 1796-7.

[131] Lozano J et al. CD8 + HLA-G + 
Regulatory T Cells Are Expanded 
in HIV-1-Infected Patients . Viral 
Immunol. 2009; 22(6): 463-5.



21

Regulatory T Cells in the Mosaic of Liver Transplantation Tolerance
DOI: http://dx.doi.org/10.5772/intechopen.94362

[132] Castellaneta A et al. HLA-G 
level on monocytoid dendritic cells 
correlates with regulatory T-cell Foxp3 
expression in liver transplant tolerance. 
Transplantation. 2011; 91(10): 1132-40.

[133] LeMaoult J et al. Immune 
regulation by pretenders: Cell-to-cell 
transfers of HLA-G make effector T 
cells act as regulatory cells. Blood. 2007; 
109(5): 2040-48.

[134] Lila N et al. Human leukocyte 
antigen-G expression after heart 
transplantation is associated with 
a reduced incidence of rejection. 
Circulation. 2002; 105(16): 1949-54.

[135] Luque J et al. Soluble HLA-G 
in Heart Transplantation: Their 
Relationship to Rejection Episodes and 
Immunosuppressive Therapy. Hum 
Immunol. 2006; 67(4-5): 257-63.

[136] Terasaki P. Tolerogenic 
Mechanisms in Liver Transplantation. 
SOJ Immunol. 2015; 3(4): 01-13.

[137] Amiot L, Vu N, Samson M. Biology 
of the immunomodulatory molecule 
HLA-G in human liver diseases. J 
Hepatol. 2015; 62(6): 1430-7.

[138] González-Hernandez A et al. 
Linking two immuno-suppressive 
molecules: Indoleamine 2,3 dioxygenase 
can modify HLA-G cell-surface 
expression. Biol Reprod. 2005; 73(3): 
571-8.

[139] Fukusato T et al. Expression of 
HLA class I antigens on hepatocytes 
in liver disease. Am J Pathol 1986;123: 
264-270.

[140] Zarkhin V et al. Expression of 
soluble HLA-G identifies favorable 
outcomes in liver transplant recipients. 
Transplantation. 2010; 90(9): 1000-5.

[141] Crispim J et al. Human leukocyte 
antigen-G expression after kidney 
transplantation is associated with a 

reduced incidence of rejection. Transpl 
Immunol. 2008; 18(4): 361-7.

[142] Waid D et al. Defining a new 
biomarker for the autoimmune 
component of Multiple Sclerosis: Th40 
cells. J Neuroimmunol. 2014; 270(1-2): 
75-85.

[143] Tselios K et al. 
CD4+CD25highFOXP3+ T regulatory 
cells as a biomarker of disease activity 
in systemic lupus erythematosus: A 
prospective study. Clin Exp Rheumatol. 
2014; 32(5): 630-9.

[144] Baraka A, Salem H. Clinical 
significance of T-regulatory cells in 
B-cell non-Hodgkin’s lymphoma. Egypt 
J Immunol. 2011; 18(2): 23-30.

[145] Jagasia M et al. KD025-208: A 
Phase 2a Study of KD025 for Patients 
with Chronic Graft Versus Host Disease 
(cGVHD) — Pharmacodynamics 
and Updated Results. Blood. 2018; 
132(Supplement 1): 602.

[146] Abdolmohammadi-Vahid S et al. 
Intravenous immunoglobulin (IVIG) 
modulates regulatory T cells and 
improves pregnancy outcome in patients 
with repeated implantation failure 
(RIF). Syst Biol Reprod Med. 2017; 
63(6): 350-9.

[147] Robertson S, Care A, 
Moldenhauer L. Regulatory T cells in 
embryo implantation and the immune 
response to pregnancy. J Clin Invest. 
2018; 128(10): 4224-35.

[148] Barzaghi F, Passerini L, 
Bacchetta R. Immune dysregulation, 
polyendocrinopathy, enteropathy, 
X-linked syndrome: A paradigm of 
immunodeficiency with autoimmunity. 
Front Immunol. 2012; 3: 1-25.

[149] Janson P et al. FOXP3 promoter 
demethylation reveals the committed 
Treg population in humans. PLoS One. 
2008; 3(2): e1612.



Organ Donation and Transplantation

22

[150] Angerami M et al. Expansion of 
CD25-negative forkhead Box P3-positive 
T cells during HIV and Mycobacterium 
tuberculosis infection. Front Immunol. 
2017; 8: 1-12.

[151] Brunet M et al. Barcelona 
Consensus on Biomarker-Based 
Immunosuppressive Drugs Management 
in Solid Organ Transplantation. Ther 
Drug Monit. 2016; 38(Suppl 1): 1-20.

[152] Heidt S, Wood K. Biomarkers of 
operational tolerance in solid organ 
transplantation. Expert Opin Med 
Diagn. 2012; 6(4): 281-93.

[153] Xiao F et al. Ex vivo expanded 
human regulatory T cells delay islet 
allograft rejection via inhibiting islet-
derived monocyte chemoattractant 
protein-1 production in CD34+ stem 
cells-reconstituted NOD-scid IL2rγnull 
mice. PLoS One. 2014; 9(3): e90387.

[154] Xia G, He J, Leventhal J. Ex 
vivo-expanded natural CD4+CD25+ 
regulatory T cells synergize with host 
T-cell depletion to promote long-term 
survival of allografts. Am J Transplant. 
2008; 8(2): 298-306.

[155] Meijer B, Rutten V, Aijtink V,  
Scalera I, Mihaylov V, Heikkila K, 
Pegel L, Perera T, Hartog H. Safety of 
intraoperative blood salvage during 
liver transplantation in patients with 
hepatocellular carcinoma ; systemic 
review and meta-analysis. Transplant 
International 2017, vol.30 (Suppl.2), 
8-164 (94).

[156] Johnston L et al. A Phase I Study of 
Donor Regulatory T Cells As Treatment 
for Steroid Dependent/Refractory 
Chronic Graft Versus Host Disease. 
Blood. 2016; 128(22): 385-385.

[157] Haarer J et al. Early Enrichment 
and Restitution of the Peripheral Blood 
Treg Pool Is Associated With Rejection-
Free Stable Immunosuppression After 

Liver Transplantation. Transplantation. 
2016; 100(7): e39-40.

[158] Todo S et al. A pilot study of 
operational tolerance with a regulatory 
T-cell-based cell therapy in living donor 
liver transplantation. Hepatology. 2016; 
64(2): 632-643.

[159] Donnelly C et al. Optimizing 
human Treg immunotherapy by Treg 
subset selection and E-selectin ligand 
expression. Sci Rep. 2018; 8(1): 1-14.

[160] Sawitzki B et al. Regulatory cell 
therapy in kidney transplantation (The 
ONE Study): a harmonised design and 
analysis of seven non-randomised, 
single-arm, phase 1/2A trials. Lancet. 
2020; 395(10237): 1627-39.


