
 

 

 
 

The reconstitution of immunocompetence 

by GM-CSF or IFNγ after pharmacological suppression 

 

 

 

DISSERTATION 

 

zur Erlangung des akademischen Grades  

des Doktors der Naturwissenschaften 

an der Universität Konstanz 

(mathematisch-naturwissenschaftlicher Fachbereich) 

 

 

 

vorgelegt von 

Simone Kühnle 

 

 

 

 

Tag der mündlichen Prüfung: 8. Dezember 2000 

Referent: Prof. Dr. Albrecht Wendel 

Referent: Prof. Dr. Volker Ullrich 



 

 

Acknowledgment 

 

Acknowledgment 

 

 

The studies described in this thesis were performed at the Chair of Biochemical Pharmacology of the 
University of Konstanz under the guidance of Prof. Dr. Albrecht Wendel. 
 
 
My special thanks go to my supervisor and mentor Prof. Wendel for providing excellent working 
facilities, for continuous encouragement, for his helpful ideas and his patience throughout the last 
three years. Moreover, he exemplified impressively the successful fusion of science and social as-
pects of life that created the basis for the stimulative atmosphere and the spirit of teamwork. 
 
Furthermore I am indepted to Prof. Dr. V. Ullrich for the reviewing this dissertation. 
 
As a member of the Graduiertenkolleg „Biochemische Pharmakologie“ which was excellently di-
rected by Prof. Dr. Nicotera, Prof. Dr. Ullrich and Prof. Dr. Wendel I profited intensely from the 
opportunity to attend conferences, to visit other groups, hospitals and pharmaceutical companies and 
to meet leading scientists and physicians. I am very grateful for this support and the generous financ-
ing of this thesis by a grant supplied by the Graduiertenkolleg. 
 
 
Particularly, I am thankful to Prof. A. Lohse, Mainz for cooperation. Further thanks go to Dr. O. 
Rau, Boehringer Ingelheim, for introduction in skin transplantation technique, to Dr. Daniela Bund-
schuh for providing the basis for immunomodulatory animal models in mice and to Dr. Thomas Har-
tung for providing an introduction into infection. 
 
My experimental work greatly benefited from collaborations, discussions and the spirit of comrade-
ship in our lab. Thanks go to all former and present members of the group for friendship, especially 
to Katja, Juerg, Anne and Thomas M.. Special thanks go to Katja who worked on this project dur-
ing her student project, to Juerg for stimulating discussions and to Sonja for proofreading manu-
scripts. The excellent technical assistance of Ina and Ulla is gratefully acknowledged. 
 
Last, but not least, I am indepted to Michael and my parents for their spiritual and practical support, 
and in particular for their outstanding patience during all stages of this thesis. 
 

Konstanz, October 2000                  Simone Kühnle



Table of contents 
 

 

 

1. INTRODUCTION............................................................................................................1 

1.1 Improvement and risk in transplantation medicine...................................................1 

1.2  Transplant rejection; The immune response to foreign tissue ................................2 

1.2.1  The role of T-cells in graft rejection.............................................................................4 

1.2.2  The role of macrophages in graft rejection....................................................................5 

1.2.3  The induction of immunologic tolerance as a mechanism to prevent allograft rejection....6 

1.3 Immunosuppressive therapy in the transplantation process ...................................7 

1.3.1 Development in transplantation surgery........................................................................7 

1.3.2  Corticosteroids .........................................................................................................10 

1.3.3  Immunophilin-binding drugs.......................................................................................12 

1.3.3.1 The calcineurin inhibitors: Cyclosporine A and tacrolimus .................................13 

1.3.3.1.1 Cyclosporine A ..................................................................................................14 

1.3.3.1.2 Tacrolimus.........................................................................................................15 

1.3.3.2 TOR inhibitors: Sirolimus .....................................................................................16 

1.3.3.3 Inhibitors of de novo purine synthesis: inosine 5´-monophosphate dehydrogenase 

(IMPDH) inhibitors: Mycophenolat Mofetile...............................................................17 

1.3.4  Immunosuppressive therapy: a double-edged sword ..................................................18 

1.4 Strategies to reconstitute the suppressed immune response............................. 19 

1.4.1  GM-CSF .................................................................................................................20 

1.4.1.1 The mode of action of GM-CSF...........................................................................20 

1.4.1.2 The endogenous production of GM-CSF .............................................................21 

1.4.1.3 GM-CSF in inflammation.....................................................................................21 

1.4.1.4 Clinical significance .............................................................................................22 

1.4.2  Interferon-gamma (IFNγ).........................................................................................23 

1.4.2.1 The mode of action of IFNγ .................................................................................23 

1.4.2.2 The endogenous production of IFNγ ....................................................................23 

1.4.2.3 IFNγ in inflammation ...........................................................................................24 

1.4.2.4 Clinical significance .............................................................................................25 



Table of contents 
 

 

 

1.5 Experimental animal models of macrophage- and T-cell dependent inflammation26 

1.5.1 Endotoxic shock as a model for “sterile” infection......................................................26 

1.5.2 T-cell activation by Concanavalin A (ConA)..............................................................27 

1.5.3  The infection with Salmonella typhimurium..............................................................27 

1.6 Aims of this study........................................................................................................... 29 

2.  MATERIALS AND METHODS.................................................................................. 31 

2.1  Materials .................................................................................................................... 31 

2.1.1  Chemicals applied parentally to animals .....................................................................31 

2.1.2  Cell culture material...................................................................................................31 

2.1.3  Other reagents ..........................................................................................................31 

2.2  Animals ...................................................................................................................... 32 

2.3  Animal experiments.................................................................................................. 32 

2.3.1  Skin Transplantation..................................................................................................32 

2.3.1.1 Donor operation ...................................................................................................32 

2.3.1.2 Recipient operation...............................................................................................32 

2.3.2  Treatment schedules..................................................................................................33 

2.3.2.1 LPS shock in non-transplanted animals...............................................................33 

2.3.2.2 ConA-induced liver injury in non-transplanted animals ......................................33 

2.3.2.3 Bacterial infection in non-transplanted animals ..................................................34 

2.3.2.4 Bacterial infection in transplanted animals..........................................................34 

2.3.2.5 Sampling...............................................................................................................34 

2.4 Ex vivo experiments ...................................................................................................... 35 

2.4.1 Stimulation with LPS ....................................................................................................35 

2.4.2 Stimulation with ConA..................................................................................................35 

2.5  Enzyme, cytokine and nitrite/nitrate determination................................................ 35 

2.5.1  Determination of enzymes..........................................................................................35 

2.5.2  Determination of cytokines by ELISA........................................................................36 



Table of contents 
 

 

 

2.5.3  Determination of nitrite/nitrate....................................................................................36 

2.5.4  Determination of reactive oxygen species...................................................................36 

2.6  Histological examinations........................................................................................ 37 

2.7  Determination of aerobic colony froming units (CFU) .......................................... 37 

2.8  Statistical analysis .................................................................................................... 37 

3. RESULTS ........................................................................................................................ 37 

3.1 Determination of the lowest effective doses of immunosuppressants..................... 38 

3.2  Immune reconstitution of macrophages with GM-CSF or IFNγ after 

pharmacological suppression......................................................................................... 39 

3.2.1 The influence of GM-CSF and IFNγ pretreatment on LPS-induced plasma TNF-levels and 

mortality in immunosuppressed mice in vivo...................................................................39 

3.2.2  The effects of GM-CSF and IFNγ on macrophages derived from immunosuppressed 

mice ex vivo .................................................................................................................42 

3.2.2.1 Modulation of the TNF release by GM-CSF or IFNγ in cells from naive mice ...42 

3.2.2.2  Modulation of TNF release by GM-CSF or IFNγ in cells from 

immunosuppressed mice ..............................................................................................43 

3.3  GM-CSF and IFNγ do not reconstitute immune functions of T-cells after 

pharmacological suppression......................................................................................... 45 

3.3.1  Determination of the minimal dosage of immunosuppressive agents required to prevent T-

cell activation in the ConA model...................................................................................45 

Transaminase release [%] ± SD.............................................................................................46 

3.3.2  The influence of GM-CSF and IFNγ on the T-cell activity of immunosuppressed mice in 
vivo in the ConA model.................................................................................................47 

3.3.3  The influence of GM-CSF and IFNγ on the pharmacologically suppressed T-cell activity 

ex vivo .........................................................................................................................49 

3.4  Immune reconstitution by GM-CSF or IFNγ in case of bacterial infection with 

Salmonella typhimurium ................................................................................................ 51 



Table of contents 
 

 

 

3.5 Assessment of pharmacologically effective doses of immunosuppressive drugs to 

prevent rejection of skin grafts ........................................................................................ 55 

3.5.1  Prevention of skin allograft rejection by CsA..............................................................55 

3.5.2  Prevention of skin graft rejection by a combination therapy scheme with tacrolimus and 

MMF or Dex ................................................................................................................57 

3.5.3  Prevention of allograft rejection under sirolimus..........................................................57 

3.5.4  Consequences of GM-CSF and IFNγ on allograft acceptance or rejection.................57 

Tacrolimus / Dex................................................................................................................... 58 

3.6  Combat of Salmonella typhimurium infection by GM-CSF or IFNγ in 

immunosuppressed and transplanted mice .................................................................. 59 

3.6.1  Immune reconstitution by GM-CSF or IFNγ in CsA-treated mice after skin 

allotransplantation..........................................................................................................59 

3.6.1.1  GM-CSF and IFNγ assure survival of transplanted mice after infection with 

Salmonella typhimurium..............................................................................................60 

3.6.1.2 GM-CSF and IFNγ diminish the number of live bacteria in blood of 

immunosuppressed and transplanted mice..................................................................66 

3.6.1.3 The reconstitution of immune functions: Possible mechanisms...........................67 

3.6.2  Immune reconstitution by GM-CSF or IFNγ in a double drug strategy with tacrolimus 

and Dex in mice after skin allotransplantation.............................................................68 

3.6.2.1  GM-CSF and IFNγ enable the survival of skin-transplanted mice after infe-

ction with Salmonella typhimurium when immunosuppressed by tacrolimus and 

Dex ...................................................................................................................69 

3.6.3 Initial studies on the applicability of these findings to humans.......................................70 

4.  DISCUSSION........................................................................................................... 72 

4.1  The possibilities and restrictions of experimental animal models for 

immunomodulatory studies...................................................................................... 72 

4.1.1  Endotoxic shock: A model for macrophage activation................................................72 

4.1.2  ConA-induced liver failure: A model for the overactivation of T-cells..........................73 

4.1.3  The infection model with Salmonella typhimurium ...................................................73 



Table of contents 
 

 

 

4.1.4  Comparison of in vivo and ex vivo experiments........................................................75 

4.2  Reasons for choosing the skin transplantation model in mice............................. 75 

4.3  Immunosuppressive treatment ................................................................................ 76 

4.3.1 The dosage problems of immunosuppressants in the different models investigated...........77 

4.3.2 The potency of the immunosuppressants used to inhibit macrophage and T-cell functions 78 

4.3.3  The usefulness of CsA, sirolimus and the combination of tacrolimus with either Dex or 

MMF in skin allotransplantation.................................................................................78 

4.4 Relevant mediators of immune reconstitution in immuno-compromised animals: 

GM-CSF and IFNγ.................................................................................................... 80 

4.4.1  The potential of GM-CSF and IFNγ to reconstitute the pharmacologically suppressed 

macrophage response after LPS stimulation...............................................................80 

4.4.2  No reconstitution of the pharmacologically suppressed T-cell response by GM-CSF and 

IFNγ ........................................................................................................................81 

4.4.3 Selective reactivation of only the non-specific immune system combats bacterial infection82 

4.5 The use of GM-CSF and IFNγ in immunocompromised and transplanted mice85 

4.5.1 Effects of GM-CSF and IFNγ on graft survival.............................................................85 

4.5.2 Effects of GM-CSF and IFNγ on bacterial combat in transplanted mice ........................86 

5.  SUMMARY................................................................................................................... 88 

6.  DEUTSCHE ZUSAMMENFASSUNG ..................................................................... 89 

7. REFERENCES............................................................................................................ 92 

 



Abbreviations 

Abbreviations 

 

APC Antigen presenting cells 

CFU Colony forming unit 

CMV  Cytomegalus virus 

ConA Concanavalin A 

CsA Cyclosporine A 

CSF Colony-stimulating factor 

CTL Cytotoxic T-cell 

Dex Dexamethasone 

EBV Epstein Barr virus 

FKBP FK-binding protein 

G-CSF Granulocyte colony-stimulating factor 

GM-CSF Granulocyte macrophage colony-stimulating factor 

GSH Glutathion 

GVHD Graft versus host disease 

HLA Human leukocyte antigen 

i.p. intraperitoneally 

i.v. intravenously 

IFN Interferon 

IL Interleukin 

LPS Lipopolysaccharide 

M-CSF Macrophage colony stimulating factor 

MHC Major histocompatibility complex 

NO Nitric oxide 

NOS Nitric oxide synthase 

SD Standard deviation 

SEM Standard error of the mean 

TCR T-cell receptor 

TGF Transforming growth factor 

TNF Tumor necrosis factor 

U Unit 

Vs. versus 



 



Introduction 

1. Introduction 

1.1 Improvement and risk in transplantation medicine 

In the second half of the 20th century, transplantation of organs and tissues to cure diseases has be-

come a clinical reality. Success has been achieved as a direct result of the progress in understanding 

the cellular and molecular biology of the immune system, responsible for graft rejection. This under-

standing has led to the development of several immunosuppressive pharmaceuticals of which the first 

powerful immunosuppressant, cyclosporine A, has become available in the early eighties. Immuno-

suppressive agents are now part of nearly every transplantation procedure to assure the continued 

function of the transplanted organ. However, many of these drugs have deleterious long-term effects 

either on the function of grafts or, more importantly, on the function of other vital organs such as liver 

and kidney. New immunosuppressive drugs are constantly under development, but organ transplan-

tation remains a therapy that requires patients to choose between the risk of their primary illness and 

its treatment on one hand, and the risks of life-long systemic immunosuppression on the other. Fur-

thermore, chronic immunosuppression, which is mandatory after most transplantations, predisposes 

patients to cancer and to infections of all kinds 1-4. Therefore, some investigators suggested to 

evaluate each patient individually before transplantation in the context of previous and recent infec-

tions, condition regimen, transplant complication, the degree of neutropenia, and immunodeficiency 5 

to reduce the risk of infection. Others suggested to enhance immune recovery by infusions of virus-

specific donor lymphocytes, inducing efficient prophylaxis and treatment of at least Epstein-Barr virus 

(EBV) and cytomegalus virus (CMV) infections 3. The goal to reach in general is to find a novel and 

potentially powerful approach for the treatment of post-transplant infections, which frequently may 

result in the death of the patient. 

Besides, promising alternatives to established immunosuppressive treatment in transplantation therapy 

include (1) the modulation of donor grafts to reduce their immunogenicity; (2) the removal of passen-

ger leukocytes; (3) transplantation into immunologically privileged sites, e.g. testis or thymus; (4) the 

encapsulation of foreign tissue, and, finally, (5) the induction of a state of immunologic tolerance.  

 

It is the last of these alternatives that has perhaps the most promising and most generic applicability 

as a future therapy. Recent reports documenting long-term graft survival in the absence of immuno-
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suppression suggest that tolerance-based therapies may soon become clinical reality. Of particular 

interest in this respect are transplantation strategies focusing on the induction of donor-specific T-cell 

non-responsiveness. 

1.2  Transplant rejection; The immune response to foreign tis-
sue 

The most important process that participates in the response to foreign tissue in transplantation is the 

recognition of non-self antigens. Basic elements of this response are schematically summarized in fig. 

2 6.  

The response to non-self antigens involves both cellular and humoral immunity with the goal to reject 

the antigen. Rejection is graded in hyperacute, acute and chronic, depending on the immune response 

and the time transplants remain in the recipient. In the case of hyperacute rejection, which classically 

occurs in inter-species organ transplantation (xenotransplantation), transplant recipients are already 

sensitized prior to transplantation, e.g. by bacterial infections, induction of cross-reacting antibodies, 

pregnancy, or blood transfusion. In humans, the situation is as follows: since these patients have pre-

formed antibodies against human leukocyte antigens (HLA), rejection occurs within a short time after 

transplantation. In the absence of a hyperacute rejection response, transplanted tissues often engen-

der an acute rejection response, resulting in rejection within days, weeks or months. On the contrary, 

chronic rejection often occurs months to years after transplantation. The pathological hallmark for 

chronic rejection is fibrosis, leading to the distortion of normal organ architecture and consequently 

the loss of function. Chronic rejection is one of the most serious problems in the presence of contin-

ued immunosuppression. Beyond this, immune system components of the graft are able to mount an 

immune response towards the host. Graft versus host disease (GVHD) in the case of solid organ 

transplantation, however, is not a typical complication. Nevertheless, donor immune cells may persist 

at low levels in the recipient, leading to a state of “microchimerism” 7,8. Microchimerism, defined as 

the coexistence of cells of different genetic origin within one individual may be essential for the sus-

tained survival of allografts 9-12, i.e. transplantation within the same species, and efforts are made to 

co-transplant bone marrow together with an organ to induce tolerance by this mechanism 13,14.  

The major histocompatibility complex (MHC) plays the defining role in the acceptance or rejection 

of a graft. The higher the homology between the donor graft and the host in respect to the MHC, the 

greater is the likelihood of graft acceptance. MHC surface proteins are divided into MHC class I 

and MHC class II antigens and play a pivotal role in the determination of self versus non-self by the 
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immune system. Foreign MHC class I or II molecules are recognized by the host’s T-cells, which 

then generate an immune response. In general, MHC class I molecules present self-antigens derived 

from intracellular degradation of proteins. These processed antigens are presented in the extracellular 

domain of the MHC molecule and are recognized by the T-cell receptor (TCR) of CD8+ T-cells. On 

the contrary, foreign antigens, endocytosed and processed by the host antigen presenting cells 

(APC) are presented to the host immune system (CD4+ T-cells) on their MHC class II molecules 

15. APC, e.g. macrophages or dendritic cells, not only process and present antigens to the immune 

system, but also provide accessory cytokines and co-stimulatory molecules, needed for the initiation 

of a maximal T- and B-lymphocyte immune reaction. Since T- and B-cells are the predominant cells 

responsible for graft rejection, the blockage or removal of APC inhibits the sensitization, activation 

and proliferation of T-cells, and consequently prolongs the survival of transplanted grafts 16. In addi-

tion, CD95 ligand (CD95L), derived from dendritic cells as the resident APC in skin, induces killing 

of CD95-expressing CD 4+ T-cells 17, thus further extending graft survival. Hence dendritic cells 

can both activate and suppress the host immune system as a function of co-stimulatory molecules or 

CD95L, respectively 18. The presence or absence of dendritic cells in a graft may therefore be a 

primary determinant of its acceptance. Another possibility to enhance graft survival is to pretreat 

transplants, e.g. islets of Langerhans, with anti-MHC antibodies 19. However, the extent to which 

enhancing antibodies of host origin may contribute to graft survival is not known. Without pharma-

cological intervention, grafts are destroyed either directly by cytotoxic T-cells or indirectly by mole-

cules such as cytokines, responsible for the accumulation of T- or B-lymphocytes 20. A detailed 

overview of immunobiology and immunopharmacology of allograft rejection is given in a review from 

Sutanthiran and Strom 6. 
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1.2.1  The role of T-cells in graft rejection 

CD4+ T-cells play a pivotal role in the initiation of graft rejection, since CD4+ knockout mice fail to 

reject grafts while CD8+ do not 21. Although this effect may be strain-dependent 22, it can be con-

cluded that CD4+ T-cells can both initiate and mediate allograft rejection, whereas CD8+ T-cells, 

especially cytotoxic T-lymphocytes (CTL), are primarily mediators of graft destruction. CTL can 

destroy graft tissue either by a direct cell-cell interaction via CD95/CD95L or the delivery of cyto-

toxic molecules like granzymes. Apoptosis via CD95/CD95-L has been implicated in clonal selec-

tion and control of lymphocyte activation 23-26 as well as in killing mediated by cytotoxic T-cells 27. 

Furthermore, Afford et al. recently showed that CD95-dependent apoptosis in chronic liver rejec-

tion might be increased by the CD40 molecule on leukocytes, endothelium or epithelial cells 28. An-

other cytotoxic molecule released by CTL is perforin. Perforin may act directly by forming holes in 

the target cells, or also indirectly by increasing the porosity of the target cell membrane, thereby en-

hancing the entry of cytotoxic granzymes. The importance of perforin in transplantation has been 

shown in perforin knock out (k.o.)-mice, since these animals are deficient in the ability to lyse allo-

specific targets in vitro 29. In addition to CTL, i.e. CD8+ T-cells, cytotoxic CD4+ T-cells can also 

mediate cytotoxicity via the perforin pathway 30.  

Controversial discussed are the roles of specific T helper-cells of the Th1- and Th2-type in graft 

rejection 31. In general, the Th1-type immune responses are proinflammatory and promote CTL 

development and delayed hypersensitivity responses. For example, Th1-type T-cells are producers 

of the lymphotoxins interleukin-2 (IL-2), interferon-gamma (IFNγ) and transforming growth factor-

beta (TGF-β), which activate both T-cells and macrophages and by this means induce rejection. In 

contrast, Th2-type cells produce IL-4, IL-5 and IL-10 engendering immunosuppressive or down-

regulatory effects on the Th1-like immune system. However, it has been suggested that in the ab-

sence of CD8+ T-cells, CD4+ T-cell production of Th2-type cytokines can also mediate graft rejec-

tion 32. While T-cells exposed to antigen, e.g. grafts in the presence of IL-4 are driven towards a 

Th2-type immune response, the presence of IFNγ directs T-cells towards a Th1-type response. A 

more potent determinant of Th1- versus Th2-type polarization of the immune response to foreign 

tissue is IL-12 33. Thus and most important, Th1- and Th2-type cytokines can, depending on the 

sequence and intensity of their production, determine the nature of an immune response.  
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While the role of the lymphocytes discussed above in graft rejection is defined, this is not true for 

natural killer (NK) cells. Although NK cells have been shown to be implicated in xenograft rejection 

34, NK cells by themselves usually do not directly contribute to graft rejection. However they are 

part of the graft-infiltrating cell population and therefore may share graft damage.  

A further problem in transplantation derives from a possible pre-sensitization of patients, usually re-

sulting from blood transfusions that patients receive in the course of treatment for their primary dis-

ease, from pregnancy, prior transplantation or disease. Pre-sensitization results in the formation of 

antibodies to multiple MHC antigens and patients are at the risk of hyperacute rejection.  Therefore, 

they have to be overcome either by selecting the donor graft on the basis of non-reactivity to recipi-

ent preformed antibodies or by immunoabsorption of the host’s preformed antibodies before trans-

plantation. Furthermore, pre-sensitization has been shown to be controlled by transfusion with donor 

cells in the presence of CTLA4-Ig 35. Current clinical protocols propose the removal of white blood 

cells before blood transfusion or concurrent treatment with immunosuppressive agents to prevent 

sensitization.  

1.2.2  The role of macrophages in graft rejection  

As described in the section above, T-cells are the key mediators in graft rejection. Macrophages 

may also be involved in the initiation and propagation of the immune response, mediating graft rejec-

tion 34. The role of macrophages is emphasized by the finding that rejected xenografts are predomi-

nantly infiltrated by these cells. Furthermore, cytokines, released by either macrophages or T-cells, 

can play both destructive and immunomodulatory roles in graft rejection 36. As most prominent cy-

tokines, tumor-necrosis-factor (TNF), IFNγ or IL-1 contribute to graft destruction either directly or 

by activating the effector cells. In contrast, IL-4, IL-10 and TGF-β  are thought to be capable of 

impairing graft rejection 37,38. 
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1.2.3  The induction of immunologic tolerance as a mechanism to prevent al-

lograft rejection 

Transplantation tolerance can be defined as the inability of the graft recipient to express a graft de-

structive immune response due to clonal deletion, clonal anergy or suppression 39-42. True toler-

ance is induced as a consequence of exposure to the specific antigen prior to transplantation, and is 

independent of the administration of immunosuppressants. In 1953 Billigham et al. already showed 

that tolerance can be induced by chimerism, which is produced by a donor leukocyte infusion prior 

to transplantation. Provided that these leukocytes are not recognized as foreign, e.g. in fetal or new-

born animals 43, chimerism allows the permanent engraftment of skin from the leukocyte donor 

without graft rejection. An example of total donor leukocyte chimerism is the complete replacement 

of the immune system in bone marrow transplantation. The functional relevance of microchimerism 

has been debated extensively by Billingham and Starzl 9,43. Recent results in a rat cardiac transplan-

tation model show that early elimination of chimerism leads to chronic rejection, whereas a late elimi-

nation of chimerism had no effect on graft survival 44, suggesting an important role for the induction, 

but not for the maintenance of microchimerism. However, attempts to use a donor splenic cell infu-

sion in order to prevent liver graft rejection and to augment chimerism have failed 45. Achieving tol-

erance by chimerism is probably more difficult in humans than in animals, because of unacceptable 

complications in humans, resulting from whole-body irradiation. The clinical application of chimerism 

in case of transplantation is therefore not yet established 46. Besides, and with regard to the compli-

cations in chimerism, the induction of T-cell anergy may be the predominant mechanism for tolerance 

47,48.  

Nevertheless, donor-specific tolerance continues to be the elusive “holy grail” and the cherished goal 

for the transplant clinician 49,50. Clinical examples of tolerance, albeit infrequent, of grafts function-

ing without any exogenous immunosuppressive drug, do suggest that some transplant recipients of 

allografts develop tolerance to the transplanted organ. 
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1.3 Immunosuppressive therapy in the transplantation process 

To avoid transplant rejection, an immune response to the graft, has to be prevented. As outlined 

before, T-cells play the dominant role in the rejection process, and therefore are the favourite target 

in the development of anti-rejection strategies in transplantation. Macrophages which participate in 

the initiation and propagation of rejection are not in the main focus. Strategies against the activation 

or proliferation of T-cells in transplantation include the induction of tolerance, T-cell anergy and fi-

nally immunosuppressive therapy by immunosuppressive drugs, the latter which is the topic of this 

section. 

1.3.1 Development in transplantation surgery 

There is evidence that successful isotransplantation surgery, i.e. intra-personal transplantation, was 

actually performed by ancient Hindu perhaps 2000 years ago. They constructed a nose using pedicle 

flap grafts from the patient’s own forehead 51. In 1597 a reconstructive rhinoplasty using skin flaps 

from the patient’s arm was performed 52. No further progress occured until the beginning of the 20th 

century, when animal and some human transplantation experiments were carried out. Scientists in 

these days recognized that the serious barriers to successful transplantation would not be technical, 

but biological. The ”Laws of transplantation” were summarized in 1912 from G. Schoene. He re-

ported that (1) Transplantation into a foreign species (xenotransplantation) invariably fails, 

(2) Transplantation into unrelated members of the same species (allotransplantation) usually fails, (3) 

Autografts (isotransplantation) almost invariably succeed, (4) There is a primary take and then de-

layed rejection of the first graft into an unrelated member of the same species, (5) There is an accel-

erated rejection of the second graft in a recipient that had previously rejected a graft from the same 

donor, or of a first graft that had been pre-immunized with material from the same donor, and (6) 

The closer the ”blood relationship” between donor and recipient, the more likely is graft success 52. 

In World War II, Sir Peter Medawar observed on burn victims receiving skin grafts that autografts, 

i.e. transplants from the recipient itself, succeeded. Furthermore he showed that allografts failed after 

an initial take, and that a second allograft from the same donor underwent hyperacute rejection (sec-

tion 1.2). In 1944, Medawar further broadened our knowledge about the immunologic basis of al-

lograft rejection by a series of experiments on rabbits 53. Continuous analysis finally led him to the 

recognition that immunosuppression might overcome the laws of transplantation.  



Introduction  

The capability of the immune system to recognize foreign proteins, e. g. in allotransplantation among 

non-identical individuals, leading to its destruction and rejection, led to the discovery and improve-

ment of strategies for immunosuppression (fig. 1) 54. 

 

Fig. 1:  Immunosuppressive drug development 
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After first efforts with radiation, therapy was supplanted by immunosuppressive drugs including glu-

cocorticoids, azathioprine, and anti-lymphocyte serum 55,56. The development of immunosuppres-

sive agents like nitrogen mustard and corticosteroids and their evaluation in animal models soon led 

to the practical application of transplantation as a medical therapy 52. The first successful human 

vascular organ graft, a kidney transplant, was performed in 1954, between monozygotic twins with-

out the need for immunosuppression 57,58. Moreover, in 1959 kidney transplantation was realized 

between unrelated individuals using immunosuppressive drugs 59. Newer immunosuppressive drugs 

with better potency and wider margins of safety improved the outcome of renal allografts and gener-

ated the initial consistent success with cardiac, liver, lung, and pancreas grafts 60. The first of these 

second-generation drugs was cyclosporine A. Newer agents include tacrolimus (FK-506), mono-
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clonal antibodies like anti-CD3, and many other biological 61 and non-biological agents 62. Multiple 

steps, such as cytotoxic T-cell activation and allo-antibody formation 63,64 are involved in the rec-

ognition of an allograft and the development of effector mechanisms, which result in allograft rejec-

tion. Each of these steps therefore represents a potential site that can be targeted in an anti-rejection 

strategy. The most important effector mechanisms and beneficial drugs against are given in figure 2 

and below: 

Figure 2: The anti-allograft response and potential sites for the its regulation 6  
  

APC = Antigen presenting cell 

CsA = Cyclosporine A 

AZA = Azathioprine 

IL-2 = Interleukin-2 

IFNγ = Interferon-gamma 

NK cells = Natural killer cells 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. anti-inflammatory and immunosuppressive: Corticosteroids, e.g. Dexamethasone 

2. nonspecific inhibition of cell division : Cyclophosphamide, Azathioprine 

3. selective inhibition of the de novo purine synthesis in lymphocytes: Mycophenolate     mofetil 
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(MMF), Mizoribine 

4. inhibition of the pyrimidine synthesis : Brequinar 

5. inhibition of the interleukin (IL-)2 gene transcription: Cylosporine A and Tacrolimus 65 

6. inhibition of the IL-2 action on effector cells : Sirolimus (rapamycine) 

7. monoclonal antibodies (Mab) with specific sites of action: (a) Anti-cd3Mab, (b) Anti-IL-2 re-

ceptor Mab 66, (C) Anti-T cell receptor Mab. 

8. polyclonal antybodies against human thymocytes: Antithymocyte globulin (ATGAM)  

9. costimulatory pathway blockade: Cytotoxic T lymphocyte antibody (CTLA4Ig), anti-CD40 

Mab 67 

10. adhesion molecule blockade: Leukocyte function-associated antigen (LFA)-1, intercellular adhe-

sion molecule 1 (ICAM-1),VCAM. 

1.3.2  Corticosteroids 

Glucocorticoids such as dexameathsone were developed the years from 1959 to 1962 and re-

mained, together with azathioprine (Imurek, Imuran), the most important immunosupressive drugs 

for nearly 20 years. They are among the most widely used drugs for the treatment of inflammatory 

diseases. Furthermore in organ transplant regimens they are at high doses used for the induction of 

immunosuppression and are at lower doses part of the maintenance protocol in combination with 

other drugs. Popular indications for corticoid treatment are acute and chronic inflammatory condi-

tions such as asthma, allergies, arthritis and connective tissue diseases 68. After binding to their re-

ceptors which are found on most, perhaps all, cells in the body they cross cell membranes, combine 

with specific binding proteins and are transported across the nuclear membrane. Corticosteroids 

show direct effects on monocytes and macrophages by inhibiting the NF-κB pathway and decreas-

ing the release of proinflammatory cytokines, e.g. TNF, IL-2 69, IL-6 70,71 or IL-1β  72-74. In 

endothelial cells and fibroblasts, the release of the pro-inflammatory cytokines IL-8 and granulocyte 

macrophage colony-stimulating factor (GM-CSF) is blocked 73,75-77. Moreover, glucocorticoids 

induce the expression of the anti-inflammatory scavenger interleukin-1 receptor (IL-1R) 78-81, thus 

balancing the pro- and anti-inflammatory site of the immune system in parallel 71. Dexamethasone 

treatment also reduces the numbers of GM-CSF dependent eosinophils 82,83  and neutrophils 84, 

and enhances the macrophage colony-stimulating factor (M-CSF) and GM-CSF stimulated prolif-

eration of bone marrow-derived macrophages 85. Other data indicate a downregulation of GSH 
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levels 86 and an IL-2 reversible state of T-cells anergy after dexamethasone treatment 87. 

One major complication of corticosteroids is the rampant spread of infection, especially when given 

in combination with other immunosuppressive agents. In certain animal models, as well as in clinical 

situations, steroid treatment worsened the outcome of infectious disease 88-90. Numerous human 

studies with dexamethasone failed due to an increased infection rate, predominantly caused by cy-

tomegalovirus (CMV) 91, 92. In animals dexamethasone likewise augmented the risk for leishmanio-

sis 93, latent tuberculosis 94 and biliary tract infection 95. On the contrary, steroid therapy demon-

strated a benefit in several pediatric 96  and adult 97,98 septic patients, in newborn rats with septic 

shock 99 or in hepatic insufficiency 100. When administered before antibiotics, dexamethasone im-

proved the neurologic outcome and subsequent meningeal inflammation 101.  

Taken together, glucocorticoids due to their immunosuppressive capacity greatly improved transplant 

surgery. However, numerous clinical studies revealed an increase of infectious disease in immuno-

suppressed patients. Thus immunosuppressive therapy is a double edged sword that on the one hand 

reduced graft rejection but on the other hand increased the risk of infection. Figure 3 illustrates the 

occurence of opportunstic infections after organ transplantation under immunosuppression. 
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Figure 3: Framework for the occurrence of opportunistic infections after organ transplan-
tation  

 

1.3.3  Immunophilin-binding drugs 

One of the most important groups of immunosuppressive agents is the one of the immunophilin-

binding drugs, including cyclosporine A (CsA, Sandimmun), tacrolimus (FK-506, Prograf ) and 

sirolimus (rapamycine). Immunophilins are ubiquitous, abundant and highly conserved proteins that 

are active as protein-folding enzymes. Binding of the hydrophobic immunosuppressive drugs to the 

immunophilin results in an active immunophilin-drug complex. While CsA binds to the immunophilin 

cyclophilin, tacrolimus and sirolimus bind to the FK-506 binding protein 12 (FKBP-12). However, 

the CsA-cyclophilin complex and the tacrolimus-FKBP-12 complex inhibit the enzyme calcineurin, 

whereas the sirolimus-FKBP-12 complex binds to the ”target of rapamycin” (TOR) protein. The 

molecular mechanisms of CsA, tacrolimus and sirolimus are discussed in detail in the following sec-

tions 102.  
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1.3.3.1 The calcineurin inhibitors: Cyclosporine A and tacrolimus 

The development of CsA was a breakthrough for the outcome in organ transplantation. Since the 

mid-1980s the standard immunosuppressive regimen has been based on cyclosporine, azathioprine, 

and corticosteroids. However, despite fundamental advances were achieved by these drugs, several 

problems, especially by drug toxicity, resistant acute rejection, chronic rejection, and secondary in-

fections remained. Therefore, new, selective, and powerful drugs, like sirolimus, mycophenolate 

mofetil (MMF), sodium brequinar, mizoribine, leflunomide and 15-deoxyspergualine have been dis-

covered 103-105.  

Although CsA and tacrolimus are chemically unrelated, they have similar modes of action in the pre-

vention of allograft rejection. However, CsA and tacrolimus form different intracellular drug-

immunophilin complexes with cyclophilin or the FK-binding protein (FKBP-12), respectively. Both 

complexes lead to a specific and competitive binding to calcineurin, thereby inhibiting its phosphatase 

activity 106-109. The target of both drugs, calcineurin, is a critical link in the sequence of steps start-

ing with the initial engagement of foreign antigen by the T-cell receptor and ending with cytokine tran-

scription and T-cell activation. Inhibition of calcineurin diminishes the dephosphorylation and conse-

quently activation of the nuclear factor of activated T-cells (NFAT), responsible for the transcription 

of cytokines like interleukin-2 (IL-2). Thus, the inhibition of NFAT prevents the proliferative re-

sponse of T-lymphocytes 110-112. Furthermore, CsA and, to a weaker extent, tacrolimus inhibit the 

induction of nitric oxide synthase (NOS) through different intracellular mechanisms 113. As nitrite 

and nitrate levels rise in the acute phase of rejection 114,115, this may have an important effect on 

the outcome of transplantation. Both drugs are metabolized by the cytochrome P450 system 

116,117, which plays an important role in detoxification processes. Thus, these immunosuppressives 

increase toxification processes of other xenobiotics.  Nowadays almost all current immunosuppres-

sive protocols are based on either CsA or tacrolimus; however, both drugs have a neurotoxic, 

nephrotoxic, and diabetogenic potential and thus research for new immunosuppressive agents contin-

ues.  
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1.3.3.1.1 Cyclosporine A 

Cyclosporine A (CsA; Sandimmun and Sandimmun Neoral), a neutral lipophilic cyclic polypep-

tide consisting of 11 amino acids with a molecular weight of 1202, is produced by the fungus species 

Tolypocladium inflatum. It was introduced in clinical trials 1979 by Calne et al. 118,119 and fur-

ther refined in a combination with corticosteroids by Starzl et al. 120. As a potent inhibitor of almost 

all known lymphokines, including IFNγ, IL-2 and IL-7, it affects both the T-cell and B-cell prolifera-

tion 121,122. Furthermore, CsA can mediate tolerance by the induction of apoptosis in T-

lymphocytes 123,124. Detailed information about the molecular mechanisms of CsA on T-cells are 

given in different reviews 122,125. CsA, mainly active against T helper cells 126, revealed significant 

improvement in 1 year patient and graft survival in renal transplantation 127,128, and sustained long-

term benefits within 3 and 5 year trials 129-132. Promising results were obtained by applying CsA 

together with steroids, resulting in a 1-year survival rate of almost 70 % after liver 120, heart 133-

136 and lung transplantation 137,138. CsA has a narrow therapeutic window, with high doses asso-

ciated to toxicity and low levels associated to rejection 139-141. Because it binds to red blood cells, 

therapy with CsA is usually monitored by whole blood or plasma through concentrations 126. Hal-

loran et al. recently showed that CsA can only inhibit about 50 % of calcineurin activity 142,143, 

explaining a sufficient activity to mount immune responses for host defense and the inadequate immu-

nosuppression of CsA as monotherapy on the other hand in their experiments. A low bioavailability 

of CsA (5 % to 10 %) is frequently observed prior to renal transplantation, which increases up to 20 

% or 40 % after transplantation, a phenomenon attributed to defective transport mechanisms for the 

drug in uremic patients 144. Furthermore, liver diseases and numerous other drugs affect CsA levels 

by induction or suppression of the cytochrome P450 enzyme system in the liver 144. To improve the 

limited and sometimes unpredictable absorption of CsA from the gut, a new formulation, named 

Neoral, with a better bioavailability and predictability of pharmacokinetic properties was performed 

145.  

However, CsA uptake is linked to numerous severe side effects. Hepatotoxicity, tremors, hirsutism, 

gingival hypertrophy, anorexia, gout, paresthesia or hyperesthesia and hypomagnesemia occur in up 

to 20 % of patients 125. A further problem which predominantly concerns women is hypertrichosis, 



Introduction   

i.e. an extreme increase in hair growth. Moreover, CsA is unlikely to be genotoxic 105, whereas it 

might increase carcinogenicity 146-148.  

The incidence of post-transplant lymphoma in the kidney transplant population has been reported to 

be between 2 and 4 % using maintenance CsA therapy 149. The most common complications com-

bined with the intake of CsA are hyperkalemia in 95 %, hypertension in up to 95 %, hyperuricemia 

in 80 %, or nephrotoxicity and a variety of infections in about 30 % of patients. It should be re-

marked that in many patients CsA-induced nephrotoxicity is functional rather than anatomic and is 

caused primarily by preferential constriction of the afferent renal arteriole 150. The inherent nephro-

toxicity of CsA was the impetus for the use of lower doses.  

1.3.3.1.2 Tacrolimus  

Tacrolimus (FK-506, Prograf), a lipophilic macrolide lactone with a molecular weight of 822, is 

derived from the soil fungus Streptomyces tsukubaensis. It was discovered in 1984,  and its immu-

nological efficiency demonstrated in 1987 151,152. In 1989 tacrolimus was introduced as a potent 

alternative to CsA by Starzl et al., and it was first used for liver allografts failing from either acute or 

chronic rejection under CsA 153-155. In contrast to CsA, tacrolimus blocks only the T-cell de-

pendent immune responses, while T-cell independent B-cell responses are preserved. T-cell stimula-

tion through alternative pathways is therefore not affected 105. Tacrolimus specifically inhibits the 

synthesis of IL-2, IL-3, IL-4, colony stimulating factors (CSF) and IFNγ 104,107 and thereby in-

hibits the proliferation of cytotoxic T-lymphocytes in a fashion similar to CsA 156,157. Kino et al. 

158 in 1987 already reported that tacrolimus inhibits the activation of lymphocytes in vitro 10 to 

100 times more potently than CsA. Tacrolimus mainly improved the outcome in liver transplantation 

when compared to CsA. An improvement in the quality of life of liver transplant patients on tac-

rolimus in contrast to CsA has been reported by Felser et al. 159 and Kino et al. 107. In several 

studies, a significantly lower incidence of liver rejection under tacrolimus than under CsA was re-

vealed 160-163 and thus, a large percentage of CsA-treated patients with refractory rejection was 

successfully switched to tacrolimus 164,165. Detailed information from several studies comparing 

CsA and tacrolimus can be taken from Jain et al. 166 and Gummert et al. 167.  

Like CsA, lipophilic tacrolimus is highly bound to plasma proteins, red blood cells and lymphocytes 

168 and has a half-life of 8 - 24 h 169. Metabolism in the intestinal cell wall or in the liver by cyto-
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chrome P450 170,171 leads to at least 15 metabolites, of which some show pharmacological activ-

ity. Analogous to CsA, tacrolimus has severe adverse effects 172, including nephrotoxicity, 

neurotoxicity, and new-onset diabetes. Hypertrichosis as a severe side effect in CsA treated women 

was not found with tacrolimus. However, when used as primary drug, tacrolimus was found to be 

more significantly nephrotoxic and neurotoxic and was associated with anemia.  

1.3.3.2 TOR inhibitors: Sirolimus 

Sirolimus (rapamycine), discovered in the mid-1970s 173, is a natural fermentation product of 

Streptomyces hygroscopicus with a molecular weight of 914. Sirolimus which is not yet clinically 

used is available only in an intravenous form. Intravenous administration in rabbits results in a half-life 

of 13 hours, with over 97 % partition into red and white cells 53. As a lipophilic macrolide it is virtu-

ally insoluble in water, but readily soluble in organic solvents. Similar to CsA and tacrolimus, si-

rolimus is a prodrug that first must complex with its immunophilin before it can block immune cell 

activation 105. Although sirolimus has structural similarities to tacrolimus and binds to the same im-

munophilin, FKBP-12, the sirolimus-FKBP-12 complex does not block calcineurin activity. Thus 

sirolimus does not inhibit early T-cell activation 111, nor reduce the synthesis and the release of IL-2 

174,175. However, sirolimus inhibits the T- and B-lymphocyte proliferative responses to a number 

of stimuli 174-176 by blocking kinases involved in the progression of the cell from the G1- to the S-

phase 177. Furthermore, lymphocyte responses to IL-2, IL-4 and IL-6 are blocked 178. Informa-

tion about the immunopharmacology, which is not yet cleared in detail, can be taken from the review 

of Abraham et al. 179. When administered together with CsA, sirolimus shows synergistic effects 

both in vitro and in small animal models 180 since it inhibits several CsA-resistant pathways in both 

T- and B-cell stimulation 181. In rodents, sirolimus was shown to be a potent inhibitor of the rejec-

tion of both xeno- 182 and allogenic 183 skin grafts and in highly histoincompatible heart grafts 

184,185. Furthermore, sirolimus prolonged allograft survival in different animal models and was at 

least as effective as CsA-based immunosuppression 186,187.  

The introduction of sirolimus brought a clear progress in human studies of renal 188 and hepatic al-

lograft survival 189. Furthermore, the nephrotoxicity associated with CsA and tacrolimus was 

avoided by the use of sirolimus in several animal studies, possibly due to the lack of calcineurin inhi-

bition 190,191. However, in dogs 184 and also baboons 186, sirolimus was reported to be extraor-



Introduction  

dinarily toxic, thus disturbing gastrointestinal functions and producing diarrhea, vomiting, severe ul-

ceration and vasculitis from the mouth to the colon. While dogs were unusually sensitive to the toxic-

ity of sirolimus, other animals were characterized by only weight loss, testicular atrophy and lethargy.  

1.3.3.3 Inhibitors of de novo purine synthesis: inosine 5´-monophosphate dehydrogenase 
(IMPDH) inhibitors: Mycophenolat Mofetile 

Mycophenolat mofetile (MMF) is a semisynthetic ester pro-drug of the active agent mycophenolic 

acid (MPA), isolated from the fungus Penicillium glaucum. MMF in vivo is phosphorylated to 

MPA, which non-competitively and irreversibly inhibits the enzyme inosine monophospate dehydro-

genase (IMPDH). IMPDH inhibition blocks the de novo synthesis of the purine guanosine, thus se-

lectively depleting guanine nucleotide pools, i.e. GTP. Consequences of a depletion of GTP are an 

inhibition of DNA synthesis and replication in T- and B-lymphocytes 192 and finally a prevention of 

lymphocyte proliferation 104. Late downstream effects of a reduced number of T-cells are a de-

crease in IL-2 and IL-4, regulating the IFNγ production and consequently the synthesis of the major 

histocompatibility (MHC) antigens. The potential immunosuppressive properties of MPA were first 

demonstrated  by Mitsui and Suzuki in 1969 193. But the failure to prolong mouse skin graft sur-

vival, due to very rapid metabolism of MPA in mice in contrast to other species, substantially de-

layed its further studies. Finally, the production of the ester prodrug MMF with a higher bioavailabil-

ity showed promising results in early clinical studies of cadaveric kidney 194 and liver transplantation 

195. MMF has recently been shown to reduce refractory rejection in kidney transplantation 196-198 

when administered together with CsA or steroids. A slight benefit in the rate of rejection was also 

observed, when MMF plus tacrolimus were given, but in these groups the rate of postoperative in-

fection was more than 50 % 166. MMF has to be administered orally with a high bioavailability, and 

it is eliminated in the bile 104. However, MMF has a low potency as it reduces the activity of its 

target by only 50 % 143 and is effectively inactivated. Therefore, high doses are required to maintain 

and assure immunosuppressive levels of the drug in the blood. Since MMF is well tolerated, and only 

some cases of gastrointestinal toxicity were reported, it is recently used to reduce the doses of CsA 

or tacrolimus and thereby chronic nephrotoxicity of these substances 199. 

1.3.4  Immunosuppressive therapy: a double-edged sword 

Successful allotransplantation requires the use of immunosuppressive agents 60. Most of them, e.g. 

CsA, tacrolimus or sirolimus, were discovered by screening microbial products for immunosuppres-
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sive activity or by simulating genetic defects known to produce severe immune impairments 200. 

New immunosuppressive agents that are more potent, selective, or reliable are at hand or in devel-

opment. While the calcineurin inhibitors CsA and tacrolimus predominantly affect the T-cell function, 

the inhibitors of purine synthesis, MMF, and TOR, sirolimus, possess additional mechanisms directly 

affecting B-cell activity, antibody formation or antigen-presenting cell functions. All such drugs are 

known to predispose to neoplasia, but also to infection, the latter which is the topic of this thesis. Of 

chronically immunosuppressed patients 10 to 45 % develop neoplasia within 10 years after trans-

plantation, and within 20 years 40 to 75 % do so 201,202. In addition, many immunosuppressive 

drugs have deleterious long-term side effects, such as cyclosporine- or tacrolimus-induced nephro-

toxicity 203,204. However, the development of other immunosuppressive drugs, such as MMF, has 

reflected a clear benefit in patient and graft survival, as they reduce the incidence and severity of re-

jection. A detailed overview of pharmacokinetics and -dynamics, clinical trials or molecular mecha-

nisms of clinically used immunosuppressants are given in the reviews of Gummert et al. 167, Hal-

loran 205 or Kundu et al. 206, respectively. Nowadays the combination of different immunosup-

pressive drugs are clinically used, thus decreasing the doses of nephrotoxic drugs and consequently 

severe side effects. Both, double 207 and triple drug protocols 208 have already been evaluated in 

organ allografting. First results show that the triple drug regimen is more effective than the double 

drug protocols as it allows a more flexible immunosuppression. An overview, summarizing therapeu-

tical strategies concerning transplantation is given in the review of Welsh 209.  

Last but not least infections due to immunosuppression remain a clinical problem since the most fre-

quent cause of mortality and severe morbidity in transplant recipients in the first few months after 

surgery is not graft rejection but viral, bacterial or fungal infection 1,2,210. In the first three months 

after surgery patients receive high dosages of immunosuppressive drugs, since immunogenicity of the 

graft is rather high. In this period bacterial infections, which can be controlled in some cases by anti-

biotics, commonly appear.  

Thereafter immunosuppression is reduced, because the allograft is more and more accepted by the 

recipients immune system. Consequently the risk of infection is diminished. However, viral infections, 

e.g. CMV with a lethality up to 90 %, can be observed in this phase 210. Therefore regular sero-

logical analysis from blood and urine specimen is performed in clinical routine to control the bacterial, 

viral and fungal status of patients. Methods for a successful reconstitution of the suppressed immune 
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functions without increasing the risk of graft rejection have not yet been investigated. Therefore, this 

subject was elected in the present thesis.  

1.4 Strategies to reconstitute the suppressed immune response  

As outlined before post-transplant therapy has improved patient and graft survival. Nevertheless, a 

high percentage of patients still suffer from infectious diseases days, weeks or months after surgery 

due to the use of immunosuppressive drugs. Since a high rate of patients die from these infections, it 

was investigated whether immunocompetence after pharmacological immunosuppression in case of 

infection can be systematically reconstituted without risking graft rejection. Previously, Bundschuh et 

al. showed that the two pro-inflammatory cytokines granulocyte-macrophage colony-stimulating 

factor (GM-CSF) and interferon-gamma (IFNγ) can reactivate the murine immune system after im-

munoparalysis. Therefore it was examined whether these two cytokines have got the potential to 

reactivate the immune system after pharmacological suppression induced by several clinically used 

drugs in case of infection. Furthermore, it was studied if such cytokine intervention badly influences 

graft acceptance. In the following chapters, the characteristics of the immuno-stimulators GM-CSF 

as well as IFNγ are described. 
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1.4.1  GM-CSF 

1.4.1.1 The mode of action of GM-CSF 

In the mid 60s, a new group of hematopoietic growth factors, the colony-stimulating factors (CSF), 

were discovered by Metcalf, Bradley, Pluznick and Sachs 211-216. In humans, four different CSF 

were characterized: granulocyte colony-stimulating factor (G-CSF), granulocyte-macrophage col-

ony-stimulating factor (GM-CSF), macrophage colony-stimulating factor (M-CSF or CSF-1) and 

interleukin-3 / multi colony-stimulating factor (IL-3). Together with erythropoietin and interleukins, 

CSF have the capacity to stimulate the proliferation and differentiation of stem cells to myeloid blood 

cells, i.e. monocytes, granulocytes, mega-caryocytes, mast cells and erythrocytes in hematopoiesis. 

Besides their role in hematopoiesis importance should be attached to their immunomodulatory ca-

pacities. For detailed information about the biological effects, molecular structures, receptors, and 

signalling pathways of CSF the reader is referred on different reviews 217-227. 

Murine GM-CSF, cloned in 1984 219 and human GM-CSF, cloned in 1985 228,229 share a pro-

tein sequence homology of only 60 % 229. Receptors for GM-CSF are found on leukemic cell lines 

and on mature neutrophils, monocytes and eosinophils 230. GM-CSF activity is species-restricted, 

and as a multilineage hematopoietin 231 GM-CSF stimulates the proliferation of eosinophilic and 

neutrophilic granulocytes as well as macrophages 216,231,232. Consequently, GM-CSF plays an 

important role in the inflammatory immune response 216,233,234. However, deficiency of GM-CSF 

in mice did not affect hematopoiesis 235,236, but the animals developed abnormal lungs with exten-

sive infiltration of lymphocytes and some had subclinical bacterial or fungal infections 235. In excess, 

GM-CSF was shown to induce blindness and muscle wasting 237 in mice, but had no effect on leu-

kemic transformation 238.  
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1.4.1.2 The endogenous production of GM-CSF 

GM-CSF, an approximately 14 kDa protein, can be expressed by several cell types, i.e. 

T-lymphocytes 239,240, B-lymphocytes 241, macrophages 242, fibroblasts 243, mast cells, endo-

thelial cells and NK cells in reponse to cytokines 239,244, antigens 245 or inflammatory agents. 

Thus, human 246,247 and murine 248 monocytes or macrophages activated by LPS rapidly release 

de novo synthesized GM-CSF. Also, on maturation of monocytes to macrophages, the secretion of 

GM-CSF was greatly increased in vitro 249,250.  

1.4.1.3 GM-CSF in inflammation 

In mice, GM-CSF was reported to augment a systemic cytokine release in response to an inflamma-

tory stimulus in normal as well as in experimentally immunocompromised mice 251,252, thus increas-

ing LPS-induced murine lethality 253,254. Administration of GM-CSF to cancer patients resulted in 

an enhanced release of LPS-induced TNF and IL-1 from monocytes ex vivo 255-257. Hence, 

stimulated macrophages can mediate an amplification of the local inflammatory response by activating 

mature white cells that migrate to the inflammatory site, ensuring their retention in the region of in-

flammation and by enhancing proliferation and differentiation of progenitor cells 216,231,232. GM-

CSF was revealed to increase the number of circulating leukocyte 237,258,259, neutrophil, mono-

cyte, eosinophil 223,260, and megakaryocyte counts 261. Moreover, an anti-apoptotic effect could 

be demonstrated 262, since blocking autocrine GM-CSF induced lymphoid cell death. However, 

GM-CSF was shown to exert predominantly pro-inflammatory rather than myeloproliferative effects 

237,258. Interestingly, GM-CSF levels in humans in case of infection were not elevated 263-265, 

whereas an increase in plasma GM-CSF in conjunction with infections in immunosuppressed renal 

transplant patients has been described 266. In contrast, pharmacological intervention by cyc-

losporine A or dexamethasone was shown to downregulate the GM-CSF secretion in endothelial 

cells 267 or fibroblasts 268 . In healthy individuals circulation, GM-CSF has rarely been found at 

detectable levels, but is extractable from all major organs at higher concentrations 269, where it acts 

locally in a paracrine manner 270.  
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Several reports revealed increased phagocytosis of Candica albicans 271,272 and Leishmania 

tropica 273, or intracellular killing of Leishmania donovani by GM-CSF primed macrophages. 

Moreover, GM-CSF restored the Stapylococcus aureus killing capacity of neutrophils, suppressed 

by dexamethasone 274, and, when given to monkeys, enhanced killing of an E. coli strain by granu-

locytes ex vivo 275. Such a priming effect was also found in monocytes of patients who had under-

gone high dose chemotherapy, even weeks after the cessation of the GM-CSF therapy 276. Parasite 

reduction could be significantly increased, when a combination of GM-CSF and IFNγ were used 

277. Nevertheless, the molecular basis of those clearing effects is yet unknown. Data, indicating that 

the effect lies in an induction of oxidative burst by GM-CSF are discussed controversially. Nathan et 

al. reported that while GM-CSF does not affect the respiratory burst of adherent monocytes, it can 

affect that of monocytes in suspension 278.  

Taken together, GM-CSF exerts its anti-infectious potential in various animal models where macro-

phages are important for the hosts defense system.  

1.4.1.4 Clinical significance 

Hematopoietic growth factors generally have made a significant impact in the treatment of cancer and 

AIDS, primarily in the prevention of infections associated with HIV disease or chemotherapy-

induced neutropenia, in bone marrow transplantation, in chemotherapy-induced thrombocytopenia 

and in chemotherapy-induced anemia 279,280. Both, the hematopoietic and the pro-inflammatory 

effect of GM-CSF, which was introduced into clinical practice in 1991 and is now available as Mol-

gramostim (Leukomax) or Sargramostim (Leukine) 281, are important for its usefulness. Most 

studies mainly tested GM-CSF in bone marrow transplant patients 223,282-284 and in the treatment 

and prevention of infections 281,285. Short pretreatment with GM-CSF before chemotherapy re-

duced the hematopoietic toxicity of cytostatics and thereby also enabled the dose intensity of proto-

cols to be increased 286. Other studies suggested that GM-CSF ameliorates the outcome for pa-

tients with graft failure without exacerbating graft-versus-host disease 238. Improved host defense 

on the other side, might have a bearing for the treatment of infectious diseases. Thus, therapy with 

GM-CSF could significantly reduce the incidence of infections and diminished the demand for antibi-

otics. In humans, GM-CSF administration was shown to be protective in viral 287 or parasite infec-

tions 288, and in resistance to Salmonella typhimurium 265 and Leishmania 289.  



Introduction  

In cancer treatment, GM-CSF secreting tumor vaccine, i.e. the insertion of the GM-CSF gene into 

cancer cells that are used to immunize patients, is discussed 290-292. Such vaccine already was 

effective in curing cancer in mice, in patients with renal cell carcinoma 293 and in malignant mela-

noma patients 294, but failed in other studies of large tumors burdens that secrete immunosuppres-

sive factors like IL-10 292, in non small lung cancers 295, in metastatic renal cell carcinoma 296 and 

in prostate cancer 297. Promising results were also found in the successful combat of chronic hepati-

tis C by GM-CSF 298. Otherwise, an excess activation of neutrophils by GM-CSF can induce sig-

nificant tissue damage of inflamed sites 299 and might increase 300 or decrease 301 the risk for the 

acute respiratory distress syndrome (ARDS). A variety of pronounced side effects was associated 

with high doses of GM-CSF, but at lower pharmacologically active doses, GM-CSF was generally 

well tolerated in both, monkeys and humans 302. In summary, potential adverse side effects of GM-

CSF application have to be carefully considered 283,303 and weighed up against the benefit of im-

munostimulation. The appropriate use of CSF in clinical practice is further discussed in several re-

ports 304-307.  

1.4.2  Interferon-gamma (IFNγ) 

1.4.2.1 The mode of action of IFNγ  

IFNγ, first described in 1965 as a component in supernatant derived from T-lymphocytes, was 

shown to augment various biological activities of macrophages 308, including intracellular killing of 

parasites and increased oxidative metabolism 309, enhanced expression of MHC class II antigens 

310, or increased tumor cell killing 311. Since then, the 34 kDa protein IFNγ attracted much interest 

from clinical investigators, as it is essential for natural as well as acquired resistance to infection and 

cancer. Because of its immune-regulatory consequences, IFNγ was also termed “immune-interferon” 

312.  

1.4.2.2 The endogenous production of IFNγ  

IFNγ is produced exclusively by NK cells and some sub-populations of T-lymphocytes 313,314. 

Production of IFNγ by mononuclear cells was only described by the group of Fultz et al. 315. To 

be activated, T-lymphocytes require a combination of three signals which are (1) a specific ligand 

binding to the T-cell receptor, (2) a balanced assembly of cytokines, e.g. IL-1, IL-6, TNF or IL-12, 

and (3) contact with accessory cells through cell adhesion molecules.  
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1.4.2.3 IFNγ  in inflammation  

IFNγ release can be induced by preparations of Gram-positive bacterial compounds like Staphylo-

coccus aureus 316 and Listeria 317, as well as from Gram-negative endotoxins. While the secre-

tion of IFNγ in case of stimulation by Gram-positive bacteria is restricted to NK cells, Gram-

negative bacteria induce NK cells, as well as the T-lymphocytes, i.e. CD4+ and CD8+ cells to re-

lease the cytokine 318. Nevertheless, in the lethal Shwartzman reaction, caused by two consecutive 

injections of endotoxin, the elimination of NK cells, but not of CD4+ or CD8+ T-cells, is enough to 

prevent the toxic manifestations of the reaction 319. While several cytokines, like TNF 320, IL-12 

318, IL-2 321 and IL-1 322 share synergistic effects with IFNγ, others, like IL-4 323-325, IL-10 

326, TGF-β  327, 328, IFN-α and IFN-β  329, but also TNF 330 were described as antagonists.  

IFNγ is generally assumed to play a primordial role in the defense against intracellular bacteria and 

parasites 331,332. In fact, most of the pathogens are found in mononuclear cells. This IFNγ de-

pendent pathway is complemented by a cytotoxic T-cell pathway, which kills phagocytes or other 

cells that harbour microbial pathogens 333. Furthermore, exogenously administered IFNγ has been 

found to act prophylactically against a variety of experimental virus infections, such as CMV infection 

in mice 334 or rats 335. However, in the case of HIV, the activation of monocytoid cells by IFNγ 

was found to stimulate rather than inhibit virus replication 336,337. Furthermore, IFNγ is well known 

to potentiate the respiratory burst responsiveness of macrophages to stimulants, resulting in an in-

creased production of highly reactive oxidants, such as H2O2 338 and the superoxide anion 309, as 

well as nitric oxide (NO) 339. The production of NO again is associated with an augmented defense 

against bacterial infection 150,340, enhanced anti-viral effects 341 and the killing of tumor cells. 

Nevertheless, macrophages activated by IFNγ have been found to have a reduced ability to ingest a 

variety of obligate intracellular microorganisms, e.g. Rickettsiae, Trypanosoma cruzi and Leishma-

nia amastigotes 342. Furthermore, significant side effects of NO may also cause undesirable cell 

and tissue damage.  

Another well documented action of IFNγ is the induction of MHC I and II on antigen presenting 

cells (APC), responsible for the recognition of viral, bacterial, tumor, transplant or auto-antigens on 

foreign cells, which are the preferred target for cytotoxic T-cells. Thus it was suggested that IFNγ is 



Introduction  

crucial to allograft rejection 343. And indeed, treatment of skin allograft recipients with anti-IFNγ 

has been found to delay rejection of the graft 344.  

1.4.2.4 Clinical significance 

The application of IFNγ is controversially discussed. IFNγ was most often safe and well-tolerated, 

but sometimes induced severe toxicity. Furthermore, it has been reported to augment the anti-tumor 

effects of TNF in animal tumor models by initializing complete necrosis of tumor tissue 345. Therapy 

of autologous bone marrow transplantation 346, human pleural adenocarcinoma 347, ovarian cancer 

348,349, colon carcinoma 350, human myelogenous leukemia 351, multiple myeloma 352, but also 

atopic dermatitis 353-355, furunculosis in HIV 356, visceral leishmaniosis 357,358 and Borrelia 

burgdorferi infection 359 with IFNγ has been shown to be safe and effective. First clinical studies 

were performed by Boehringer Ingelheim with rhuIFNγ (Imukin). In case of granulomatosis, 

Imukin was reported to significantly reduce the risk for severe infections from 70 % (placebo group) 

to 23 % (Imukin group) in a dose range of 1,5 to 50 µg/kg. No toxicity, teratogenicity or side effects 

were found in such clinical studies 360. Furthermore, like GM-CSF, IFNγ is tested in current clinical 

approaches of gene therapy studies to design more selective and effective anti-cancer drugs by in-

troducing cytokine genes into tumor cells 361,362. However, IFNγ was reported to play an enhanc-

ing role in ischemia-reperfusion 363 and to hasten the progress of HIV infection 364.  

 

In sum, cytokines such as GM-CSF and IFNγ are demonstrated to modulate the function of mono-

cytes and have been used to experimentally probe the immunotherapeutic potential of monocytes 

against microorganisms and malignancy. However, monocytes rarely act alone but communicate with 

other leukocytes involved in cell-mediated immunity. In particular, monocytes cooperate with T-

helper (Th1 and Th2) sub-populations of peripheral lymphocytes. Preclinical studies in humans sug-

gest that GM-CSF and IFNγ are the most promising biological response modifiers for augmenting 

monocyte-mediated immunity 307.  

1.5  Experimental animal models of macrophage- and T-cell de-
pendent inflammation  

This section was initiated with the aim to describe the different animal models applied in the present 

work. Experimental animal models are the necessary basis for such preclinical research programs, 
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although extrapolation of animal studies to the clinical situation is difficult. Due to the easy handling 

and low costs of purchase and keeping, rodents were selected for larger study scales. In the follow-

ing section, the experimental murine models, by which the effects of stimulative cytokines on different 

cells of the immune system were studied are described.  

1.5.1 Endotoxic shock as a model for “sterile” infection 

The most common animal model used to study the mechanisms following an overactivation of the 

immune system is the endotoxic shock model. However, the significance of endotoxin (lipopolysac-

charide; LPS) in the induction of sepsis is not yet clearly defined 365. One mechanism how LPS 

could be part of the induction of sepsis might be the leakage of bacteria from the gut under shock 

conditions 366. In experimental animal models, sepsis can be reproduced by an injection of LPS, a 

component of the outer cell membrane of Gram-negative bacteria. Mice, challenged with a lethal 

dose of endotoxin, die within 72 hours due to cytokine-induced multi-organ failure. The major 

mechanism by which the immune system reacts towards a direct stimulation by LPS, is the release of 

endogenously produced pro-inflammatory cytokines, like TNF, IL-1, IL-6, IL-8 and others by 

macrophages 367-370 or of IFNγ by activated T-cells 371. There is evidence, that those pro-

inflammatory cytokines play the central role in the pathogenesis of shock. Mice, deficient in IL-1 372 

or TNF 373,374 are resistant against endotoxic shock. In contrast, IFNγ contributes to the aggrava-

tion of a septic insult as it increases the sensitivity of macrophages stimulated with LPS 375,376. 

Nevertheless, animals deficient in the IFNγ receptor are more susceptible towards infection with 

Listeria monocytogenes 377 or Mycobacterium bovis 332, indicating an important role of IFNγ in 

host defense.  

The experimental LPS shock, induced by a single bolus injection of purified LPS in naive mice, 

closely resembles the clinical appearance of human endotoxic shock as it can appear after transplan-

tation under pharmacological immunosuppression. Since an inflammatory response of especially 

macrophages is evoked in this particular model it was selected to examine the possibilities of GM-

CSF and IFNγ to reactivate the pharmacologically suppressed macrophage activity in transplanted 

and non-transplanted animals.  

1.5.2 T-cell activation by Concanavalin A (ConA) 

Concanavalin A, a protein of the jack bean Canavalis ensiformis, was first purified in 1919. Since 

the 1960s, this plant lectin and mitogen became a very important tool in immunology, but its toxicol-



Introduction  

ogy, cytopathology and signal transduction pathway have not been characterized properly yet. ConA 

induces the secretion of several pro-inflammatory cytokines, e.g. TNF 378, IL-2 379,380, and IFN

γ 309. Like in the LPS shock model described above, pro-inflammatory cytokines play the central 

role in the pathogenesis of disease. While the injection of LPS preferentially stimulates macrophages, 

the overactivation of T-cells occurs here. Secreted pro-inflammatory cytokines induce a hepatitis-

like syndrome, and ConA treated mice die within 8 hours from fulminant liver failure, combined with 

severe hematological changes 381. By interfering in the signalling cascade, immunosuppressive 

agents protected mice from cytokine-related lethality 381. Like for macrophages, it was tested 

whether or not a pharmacologically suppressed T-cell response in transplanted and non-transplanted 

animals can be reconstituted by the pro-inflammatory cytokines GM-CSF or IFNγ in the ConA 

model. 

1.5.3  The infection with Salmonella typhimurium 

The use of immunosuppressive drugs during transplantation has markedly increased the acceptance 

of different grafts and the survival rates of patients. However, opportunistic infections with various 

microorganisms are an immense problem 382-384. In this context, bacterial and fungal infections are 

a major threat to immunocomprised patients after transplantation. Because infection with strains of 

Salmonella is a problem in immunocompromised patients 385 the effects of immunosuppressive 

treatment were tested in an infection model with Salmonella typhimurium. The authors of this study 

showed an aggravation of murine salmonellosis in immunosuppressed mice, most likely by an inhibi-

tion of the T-cell function 386. After parenteral infection, most of the salmonellae were phagocytosed 

and killed 387. The remaining bacteria multiplied mostly in the liver and spleen, resulting in an ongo-

ing infection due to an increasing bacterial load in these organs. Replication took place extracellularly 

and, probably, also within professional phagocytes 387,388. Several investigators reported that the 

pro-inflammatory cytokines GM-CSF 265,389 and IFNγ 390,391 played a key role in the resolu-

tion of Salmonella infection. However, Leshem et al. have not found such beneficial effects of GM-

CSF 392 in bone marrow transplanted mice, but suggested to treat immunocompromised patients 

with IL-1. Others reported a synergistic effect of IL-1 and GM-CSF in the treatment of Salmonella 

typhimurium infection, resulting in a significant augmentation of survival 393 and new reports give 

rise to a beneficial treatment of Salmonella infection with IL-18 394. An infection model with Sal-
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monella typhimurium was selected for the present work to determine the effects of the cytokines 

GM-CSF and IFNγ on the pharmacologically suppressed immune system in transplanted and non-

transplanted animals. These experiments were expected to yield proof-of-principle whether our hy-

pothesis was correct or not. 
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1.6 Aims of this study 

The use of immunosuppressive drugs in transplantation remains a double-edged sword, because, 

even though these drugs effectively reduce the incidence of graft rejection, inactivation of the immune 

system also renders patients prone to infectious disease. Hence, viral, bacterial and fungal infections 

are the prime cause of death in the first few months after surgery. Consequently, the therapeutic goal 

to be reached for treatment of transplant patients in case of infection is defined as a short-term reac-

tivation of the immune system by pharmacological intervention, thus fortifying the defense against 

infectious disease without hazard to the graft. Two recombinant drugs, GM-CSF and IFNγ, are at 

hand with a promising pharmacological impact.  

 

Thus the present study was initiated with the aim to investigate the capability of GM-CSF and IFNγ 

to modulate the immune response under immunosuppression. In detail, the aims of this study were 

the following ones: 

 

1. To investigate the immunomodulatory potency of GM-CSF and IFNγ on naive and immunosup-

pressed monocytes/macrophages in the LPS shock model in vivo and ex vivo. 

2. To examine the immunomodulatory effect of GM-CSF and IFNγ on naive and immunosup-

pressed T-cells in the ConA model in vivo and ex vivo. 

3. To determine whether GM-CSF and IFNγ enable successful combat of Salmonella typhi-

murium in immunosuppressed CBA/Ca mice. 

4. To clarify whether GM-CSF and IFNγ negatively affect the outcome of graft acceptance. 

5. To determine whether GM-CSF and IFNγ allow successful handling of bacterial infection by 

Salmonella typhimurium in immunosuppressed and transplanted CBA/Ca mice. 

6. To study mechanisms responsible for the reconstitution of the immune system. 

7. To give prospects for the applicability of GM-CSF and IFNγ in clinical use in humans. 
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2.  Materials and Methods 

2.1  Materials 

2.1.1  Chemicals applied parentally to animals 

Yeast-derived rmu GM-CSF (1 x 107 U/ml) was kindly provided by Dr. F. R. Seiler 

(Behring-Werke, Marburg, Germany) and rmu IFNγ was a generous gift from Dr. G. R. Adolf 

(Bender & Co, Vienna, Austria). The endotoxin content of both, GM-CSF and IFNγ was less than 

1 Endotoxin Units / mg protein according to the supplier’s information. Salmonella abortus equi 

endotoxin was purchased from Metalon (Königswusterhausen, Germany). Concanavalin A (ConA) 

was obtained from Sigma (Deisenhofen, Germany). Salmonella typhimurium strain nr. 15277 was 

from ATCC (Manassas, VA, USA). Dexamethasone (Dexa-Allvoran) was provided by TAD 

Pharmazeutisches Werk (Cuxhaven, Germany), Cyclosporine A (Sandimmune) by Novartis 

Pharma GmbH (Nürnberg, Germany), tacrolimus (Prograf) by Fujisawa München (Germany), and 

mycophenolate mofetil (CellCept) by Roche Reinach (Switzerland). Sirolimus (SDZ-RAD) was a 

generous gift from Dr. W. Schuler (Novartis Pharma, Basel, Switzerland). All reagents were diluted 

in pyrogen-free saline (Braun, Melsungen, Germany). The anaesthetics Chloralhydrat and Enfluoran 

were supplied by Sigma (Deisenhofen, Germany) and Abbott Chemicals München (Germany), re-

spectively. Pentobarbital (Nembutal or Narcoren) was purchased from Sanofi Withrop 

(München, Germany).  

2.1.2  Cell culture material 

Cell culture plates (96-well) and petri-dishes were purchased from Greiner (Nürtingen, Germany). 

Cell culture medium RPMI 1640 with 2 mM L-glutamine, FCS and penicillin/streptomycin were 

from Biochrom (Berlin, Germany). 

2.1.3  Other reagents 

Tetramethylbenzidine (TMB), NADH, NADPH and other enzymes were obtained from Boehringer 

Mannheim (Mannheim, Germany). Ovine anti-mouse TNF antisera was prepared in our laboratory 

as described 395. Unless further specified, all other reagents were purchased from Sigma (Deisen-

hofen, Germany). 
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2.2  Animals 

Eight to twelve week old male Balb/c mice were obtained from the animal house of the University of 

Konstanz (Konstanz, Germany). For the bacterial infection experiments, specific Salmonella-

resistant CBA/Ca mice were purchased from Harlan (Austerlitz, Netherlands) and then bred from 

the animal house of the University of Konstanz. Animals were housed at a constant day/night cycle of 

12 h at 22°C and 55% relative humidity in a 12 h day/night rhythm with free access to food (Al-

tromin 1313, Altromin Co., Lage, Germany) and water. All animals received humane care according 

to the EU (European council directive 86/609/EEC) and the national German regulations, and the 

directions of the University of Konstanz ethical committee were followed.  

2.3  Animal experiments 

2.3.1  Skin Transplantation 

2.3.1.1 Donor operation 

After breaking the donors’ neck, the animal was attached on a plate using an adhesive tape. The 

dorsal skin of the tail was cut at its base and at its middle part, respectively, and afterwards incised 

lengthwise deep to cartilage. Tail skin then could be removed from the cartilage using a pair of for-

ceps. The graft, stored in PBS (4°C) was immediately excised and cleaned of remaining fat and tis-

sue under the microscope. Skin pieces for transplantation had a size of approximately 1 x 1 cm.  

2.3.1.2 Recipient operation 

The recipient was anaesthetized by an injection of a 3,6 % chloralhydrate solution (Sigma, Deisen-

hofen, Germany) that achieved an aesthetic effect lasting for 30 to 60 min. After generously shaving 

the neck of the recipient the graft bed was disinfected with an iodide solution. The graft bed was 

prepared by carefully removing a piece of native skin that was slightly bigger than the graft without 

damaging the transparent panniculus carnosus containing vessels that reestablish blood supply to the 

graft. By suturing the graft with 8 – 12 single stitches of a 5-0 filament (Heiland, Hamburg, Germany) 

it was adjusted to the recipient skin and again disinfected with the iodide solution. A vaseline gauze 

was put on the graft, followed by a soft cotton gauze which was then covered with a Band-Aid. To 

allow unrestricted motion, wholes for both forepaws were cut in the cotton gauze. The bandage had 

to be attended tight enough to remain in place but free enough to allow the animal to eat and breathe. 

On the seventh postoperative day the bandage and the sutures were removed under ether-
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anaesthesia. Feasible rejection of the graft was assessed from day 7 onwards by morphological 

changes. The time point of rejection was defined as complete necrosis of the graft.  

Bacterial infection in transplanted CBA/Ca mice was induced on day 7 and survival was monitored 

over a period of up to 4 weeks. Grafts and surrounding native skin of some transplanted mice were 

photographed regularly, using the macro lens of a Casio QV8000SX camera, and several probes 

were withdrawn for histological examination. 

2.3.2  Treatment schedules 

Animal experiments with both, transplanted and non-transplanted mice were started between 6 and 

9 a.m.. All substances and bacteria were given i.v. or i.p. in a total volume of 300 µl per 30 g mouse.  

2.3.2.1 LPS shock in non-transplanted animals 

LPS was injected i.p. in a dose of 5 mg/kg in male Balb/c mice. The immunosuppressive agents Dex 

(5 µg/kg; i.p.; -6h), CsA (5 µg/kg; i.v.; -4 h), tacrolimus (dose range from 0 to 50 mg/kg, i.v.; -1h), 

sirolimus (dose range from 0 to 500µg/kg; i.v.; -1h) and MMF (dose range from 0 to 10 mg/kg; 

i.v.;-1h) were given at the time points indicated. GM-CSF or IFNγ    (both 50 µg/kg; i.v.) were 

given 45 min before the challenge and survival was monitored for 72 h after the LPS challenge. 

Blood for determination of plasma TNF was obtained 90 min after the LPS challenge from the tail 

vein, samples were immediately centrifuged for 10 min (4°C) at 370 x g and supernatants were 

stored at - 80°C until ELISA measurements. 

2.3.2.2 ConA-induced liver injury in non-transplanted animals 

Liver injury was induced by an i.v. injection of ConA (25 mg/kg) according to Tiegs et al. 381 in 

male Balb/c mice, that were fasted over night. In the ConA experiments, Dex (1 mg/kg; i.p.), CSA 

(1 mg/kg; i.v.), tacrolimus (1mg/kg; i.v.) and sirolimus (1 mg/kg; i.v.) were given 1 h before the chal-

lenge. GM-CSF or IFNγ (each 50 µg/kg; i.v.) were given 45 min before the challenge. All mice 

were sacrificed by lethal anesthesia 8 h after the inflammatory stimulus.  

Blood for determination of plasma TNF and IL-2 was obtained 90 or 240 min after the LPS chal-

lenge from the tail vein, or after 8 h for determination of IFNγ, respectively. Samples were immedi-

ately centrifuged for 10 min (4°C) at 370 x g and supernatants were stored at - 80°C until ELISA 

measurements. 
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2.3.2.3 Bacterial infection in non-transplanted animals 

In the bacterial infection model male and female Salmonella-resistant CBA/Ca mice were used. 

Immunosuppression here was induced by Dex (1 mg/kg; i.p.) or CsA (1 mg/kg; i.p.) 2 days before 

the injection of Salmonella typhimurium (5 x 105 /kg; i.p.). Both, GM-CSF and IFNγ (each 50 

µg/kg; i.v.) were given once on day 2 after infection (Dex treatment) or daily from day 2 until day 4 

(CsA treatment). To examine the spreading of bacteria, some mice were sacrificed by lethal anaes-

thesia at different time points, otherwise survival was monitored over a period of 3 weeks after the 

infection. For determination of colony forming units (CFU), blood samples were obtained from the 

tail vein on day 7 after infection, diluted and immediately spread on blood agar plates.  

2.3.2.4 Bacterial infection in transplanted animals 

For transplantation experiments male and female Salmonella-resistant CBA/Ca mice were used. 

Continuous immunosuppression was induced by a daily injection of CsA (30 mg/kg; i.p.) or tac-

rolimus (1 mg/kg; i.p.) plus Dex or MMF (each 10 mg/kg; i.p.). After assessment of successful skin 

graft acceptance on day 7, mice were injected with Salmonella typhimurium (5 x 105 /kg; i.p.). 

While immunosuppression was continued daily, infected mice were treated for 4 consecutive days 

with either GM-CSF or IFNγ (each 50 µg/kg; i.p.) from day 7 to day 10 to reconstitute immune 

functions. Survival of transplanted mice was monitored for 4 weeks. To examine the spreading of 

bacteria in infected mice blood was withdrawn from the tail vein processed and spread on agar 

plates as indicated in chapter 2.7. 

2.3.2.5 Sampling 

For determination of TNF and IL-2 plasma levels, blood, withdrawn from the tail vein 90 or 240 min 

after administration of  LPS or ConA, was collected in heparinized Eppendorf-cups (Eppendorf, 

Hamburg, Germany), immediately centrifuged (5 min, 13.000 x g, 4°C) and stored at  – 80°C. All 

other blood samples (IFNγ, transaminases) were obtained after lethal anaesthesia of mice with 100 

µl pentobarbital (45 mg/ml in saline) containing 5 mg/ml heparin. After midline laparotomy and open-

ing of the chest, blood was withdrawn by cardiac puncture and immediately centrifuged for 5 min at 

13.000 x g at 4°C to obtain the plasma.  

Parts of  the graft and surrounding skin were gathered from transplanted mice after breaking the ani-

mals neck. Tissue samples were immediately immersed in a 4 % buffered formalin solution as a fixa-

tion for histological studies.   
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2.4 Ex vivo experiments 

2.4.1 Stimulation with LPS 

Immunosuppression was induced by injection of Dex (5 µg/kg) or CsA (5 µg/kg) 2 h before anaes-

thesia. Afterwards, various monocyte/macrophage containing cell populations from peritoneum, lung, 

blood, spleen and bone marrow were isolated from naive or immunosuppressed Balb/c mice 

according to Bundschuh et al. 251. After washing, diluting in RPMI 1640 medium containing 10 % 

FCS and 5 % penicilline/streptomycin, plated cells or blood samples were pre-incubated with GM-

CSF or IFNγ (10 ng/ml) for 2 h before stimulation with LPS (1 µg/ml). After incubation for 6 h at 

37°C, 5 % CO2 and 20 % O2, cells and blood were centrifuged for 10 min at 370 x g and 4°C, and 

supernatants were stored at - 80°C for cytokine determination by ELISA. 

2.4.2 Stimulation with ConA 

In the ConA experiments, spleen cells were obtained by spreading freshly isolated tissue from anaes-

thetized, naive mice through a cell strainer (100 µm, Falcon, Becton Dickinson, Heidelberg, Ger-

many) into 5 ml medium (4°C). Cells were centrifuged at 400 x g for 10 min at 4 °C, resuspended in 

ammonium chloride solution (0.17 M NH4Cl, 200 mM Tris/HCl; pH 7.2) and incubated at 37°C, 

5% CO2 and 20 % O2  for 12 min to lyse erythrocytes. After washing twice in PBS, cells were 

plated in microtiter plates and pre-incubated with Dex, CsA, tacrolimus or sirolimus (100 ng/ml) for 

90 min, and GM-CSF or IFNγ (10 ng/ml) for 45 min. Cells were incubated with ConA (5 µg/ml) for 

48 h, centrifuged for 10 min at 400 x g and supernatants were stored at - 80 °C until cytokine detec-

tion by ELISA.  

2.5  Enzyme, cytokine and nitrite/nitrate determination  

2.5.1  Determination of enzymes 

The extent of liver injury, induced by ConA, was assessed by the determination of plasma enzyme 

activity of alanine aminotransferase (ALT) according to Bergmeyer 396, using an Eppendorf ACP 

5040 enzyme analyzer. Data are expressed in U/l plasma. 

2.5.2  Determination of cytokines by ELISA 

Various murine cytokines in plasma or supernatants were determined by ELISA (enzyme-linked 

immunosorbent assay). Specific anti-mouse antibody-pairs (biotinylated detection antibodies) were 
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used. All ELISAs were performed in polystyrene microtiter plates (Greiner, Nürtingen, Germany). 

For detection of TNF, a protein G+ purified polyclonal ovine anti-mouse TNF capture antibody 

(protein content 20 mg/ml, in-house preparation) and a biotyinylated rat anti-mouse secondary anti-

body (Endogen, USA) were used. IL-2 (R&D, Wiesbaden, Germany) and IFNγ (Pharmingen, 

Hamburg, Germany) were determined by specific anti-mouse monoclonal antibody pairs (bioti-

nylated detecting mAb). Streptavidin-peroxidase (Jackson Immuno Research, West Grove, PA, 

USA) and the peroxidase chromogen tetramethylbenzidine (TMB, Boehringer Mannheim, Mann-

heim, Germany) were used to detect the immunocomplex with an ELISA reader (SLT, Crailsheim, 

Germany). The detection limits of the assays were 10 pg/ml for TNF, 10 pg/ml for IL-2 and 50 

pg/ml for IFNγ, respectively.  

2.5.3  Determination of nitrite/nitrate 

For the determination of nitrite release, cells were incubated for 20 h in RPMI 1640 medium, con-

taining 10 % FCS and 1 % penicilline/streptomycin. Culture supernatants were assayed for nitrite by 

the Griess reaction. Briefly, 200 µl culture supernatant were transformed to 96-well microtiter plates, 

20 µl N-(1-naphthyl) ethylendiamine (0.1 % in H20) were added and absorbance was read after 3 

min incubation time at 560/690 nm on an ELISA reader. The nitrite content in culture increased line-

arly within the time span of 20 h investigated. 

2.5.4  Determination of reactive oxygen species 

To determine the amount of generated peroxynitrite, the oxidation of luminol (Sigma, Deisenhofen, 

Germany) in whole blood was measured. Unless otherwise indicated, blood, diluted 1:1.25 in RPMI 

1640 medium containing 10 % FCS, was pretreated in 96-well plates over night with 10 ng/ml GM-

CSF or IFNγ, respectively. Luminol was provided short time before the addition of heat-inactivated 

Salmonella typhimurium. Afterwards, the chemiluminiscence over a period of 30 min was meas-

ured in a chemiluminator (Wallac, Turku, Finland, Germany). 

2.6  Histological examinations 

To investigate the morphological changes, deriving from rejection, the graft and surrounding skin 

from recipient mice was gathered and stored in 4 % formalin solution. After embedding in paraplast, 

2 µm slices were cut and stained with hematoxylin and eosin. As parameters for histopathological 
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evaluation, the amount of necrosis, anomalies in the lamination of skin strati and the extent of regen-

erated vessels were assessed.  

2.7  Determination of aerobic colony froming units (CFU) 

After weighing, organs were passed through 100 µm nylon cell strainers (Falcon, Becton Dickinson, 

Heidelberg, Germany) with PBS and 100µl of the organ suspension or whole blood were spread on 

Columbia blood agar plates (Heipha, Biotest, Heidelberg, Germany). Aerobic CFU were counted 

after overnight incubation at 37°C and CFU per g organ or per 100 µl blood were calculated.  

2.8  Statistical analysis  

Data in all tables and figures are given as mean values +/- SD or SEM. Survival curves were created 

by using the method of Kaplan and Meier (GraphPad Prism, GraphPad Software Inc., San Diego, 

USA). For statistical comparison survival curves were analyzed using the Logrank test. Other data 

were analysed by using the one-way analysis of variance (ANOVA) followed by Tukey multiple 

comparison test. P < 0.05 was considered significant.  

 

3. Results 

This work is the continuation of a thesis written in our group by Daniela Bundschuh 397, dealing with 

immunomodulation in models of the systemic inflammatory response syndrome in LPS tolerant mice. 

There, a special immune status, i.e. LPS-tolerance, was induced in mice by pretreating animals with 

low-dose LPS 24 h before a high-dose LPS challenge. While immune cells, and specifically macro-

phages, of naive mice respond on the injection of high-dose LPS with a marked release of cytokines, 

resulting in the death of the animals, immune cells of tolerant mice were shown to be immunopara-

lysed. That is, no increased cytokine levels and no elevated mortality was detected in tolerant mice. 

However, when pretreated with the pro-inflammatory cytokines GM-CSF or IFNγ, paralysed 

macrophages were reactivated and responded to stimulation with LPS with a release of several 

pro-inflammatory cytokines, resembling the pattern in naive mice 251. Nevertheless, tolerance induc-

tion with this treatment regimen failed to influence the course of bacterial infection. Although GM-

CSF and IFNγ increased TNF levels after fecal peritoneal infection in LPS tolerant mice, spreading 

of bacteria was unhindered and resulted in the death of the animals.  



Results  

In the work presented here, the method of reactivating immunoparalysed macrophages was applied 

to investigate whether a pharmacologically suppressed immune system, as it occurs in transplantation, 

can be reactivated by the two cytokines GM-CSF and IFNγ. Macrophages and/or neutrophils, the 

effectors of the innate immune response, are the primary target population of such an immune de-

fense fortification while suppression of T-cell functions, responsible for graft rejection, need to be 

maintained.  

3.1 Determination of the lowest effective doses of immunosup-
pressants 

The doses of immunosuppressants used in the clinic are very high to assure complete inactivation of 

the immune system. To investigate whether GM-CSF and IFNγ can in principle reactivate pharma-

cologically suppressed immune cells, the lowest effective doses of the different immunosuppressants 

used in this thesis were determined by their ability to prevent a lethal inflammatory response after 

stimulation with endotoxin (LPS) in a murine model.  

In table 1, the mean survival times of animals given different doses of immunosuppressants before 

lethal LPS challenge are given as a readout for an effective immunosuppression over a period of     

72 h.  

Table 1: Dose-dependent immunosuppression of different immunosuppressive drugs in 
vivo 
 

 Mean Survial [h] ± SD 

                  Drug 

Dosage [µg/kg] 

Dex CsA tacrolimus sirolimus MMF 

1000 n.d. n.d. 38 ± 9 * n.d. 26 ± 5 n.s. 

500 72 ± 0 *** 72 ± 0 *** n.d. 72 ± 0 *** n.d. 

100 72 ± 0 *** 72 ± 0 *** 47 ± 3 *** n.d. 48 ± 3 *** 

50 72 ± 0 *** 72 ± 0 *** 42 ± 7 *** 52 ± 5 *** n.d. 

10 n.d. 72 ± 0 *** 34 ± 10 n.s. n.d. 42 ± 5 *** 

5 72 ± 0 *** 72 ± 0 *** n.d. 39 ± 12 * n.d. 

0.5 56 ± 10 *** 62 ± 9 *** n.d. n.d. n.d. 

0 28 ± 5 30 ± 6 27 ± 3 22 ± 8 25 ± 10 

Mice were pretreated with the indicated doses of immunosuppressive drugs 1 h before the LPS challenge (5 mg/kg). Survival 
over 72 h was monitored. Data are from 1 (tacrolimus, sirolimus, MMF) or 2 (Dex, CsA) independent experiments with n = 3 
animals per group and given in means of survival [h] ± SD; n.d. not determinated. *** p < 0.001, ** p < 0.01, * p < 0.05 vs. LPS 
treated controls without immunosuppression. Data were analyzed with the Logrank  test. p < 0.05 was considered significant. 
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While Dex and CsA showed an effective immunosuppression already in the range of 5 µg/kg body 

weight, sirolimus was acting in dosages ≥ 500 µg/kg. Tacrolimus and MMF completely failed to pro-

tect against endotoxic shock. High doses of these substances had toxic effects, as animals receiving 1 

mg/kg of either tacrolimus or MMF died sooner than did mice treated with lower doses. Further-

more, all animals with an elevated serum level of TNF died within the observation period of 72 h. In 

line with these findings, successfully immunosuppressed mice showed no increased serum TNF levels 

90 min after the LPS challenge. Consequently, doses of 5 µg/kg body weight of Dex and CsA were 

used in further experimental settings in the endotoxic shock model.  

3.2  Immune reconstitution of macrophages with GM-CSF or IFNγ 
after pharmacological suppression  

3.2.1 The influence of GM-CSF and IFNγ  pretreatment on LPS-induced plasma 

TNF-levels and mortality in immunosuppressed mice in vivo 

Following the dose-finding experiments, it was examined, whether GM-CSF and IFNγ could reacti-
vate the immune cell function after pharmacological suppression, as was the case for tolerant mice 
251. Mice immunosuppressed with 5 µg/kg Dex or CsA were treated with 50 µg/kg of either GM-
CSF or IFNγ 45 min before injection of a lethal dose of LPS (5 mg/kg).  
 

Figure 4: GM-CSF and IFNγ increase mortality in Dex- and CsA treated mice  
 

Six mice per group were 
immunosuppressed with (A) Dex 
(5 µg/kg; i.p.) 6 h or (B) CsA (5 µg/kg; 
i.v.) 4 h before LPS. Where indicated 
GM-CSF  or IFNγ  (both 50 µg/kg; i.v.) 
were given 45 min prior to the LPS 
challenge (5 mg/kg; i.p.). Survival over 
72 h was compared between naive (n), 
immunosuppressed (c) and  GM-CSF- 

(s) or  IFNγ- (t) treated animals. 
Survival curves were analyzed using the 
Logrank  test; *** p<0.001, **p<0.002, 
n.s. not significant vs. LPS. p<0.05 was 
considered significant. 
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As indicated in fig. 4, mice with a pharmacologically suppressed immune system were not susceptible 

towards endotoxic shock. All animals in the Dex- and CsA-treated groups survived the period of 72 

h without any symptoms of sepsis or septic shock.  

Naive mice were not protected from endotoxic shock, i.e. all animals died within 30 h after the LPS 

challenge. Pretreatment with both GM-CSF and IFNγ restored susceptibility towards endotoxic 

shock in immunosuppressed animals. Such pretreatment led to the death of all the animals in both 

groups. Interestingly, death in the groups pretreated with GM-CSF and IFNγ occured nearly simul-

taneously. Mice pretreated with GM-CSF died after 24 ± 7 h (Dex) or 19 ± 3 h (CsA), whereas 

IFNγ pretreatment induced death after 26 ± 4 h (Dex) and 27 ± 10 h (CsA). Life and death in the 

different groups correlated with low and high levels of TNF in the animals’ plasma (fig. 5):  

Figure 5: GM-CSF and IFNγ  restore the pharmacologically suppressed TNF-release 

 

Six mice per group were immunosup-
pressed with Dex (5 µg/kg; i.p.) 6 h, or 
CsA (5 µg/kg; i.v.) 4 h before LPS. GM-
CSF or IFNγ (both 50 µg/kg; i.v.) were 
given 45 min prior to the LPS challenge 
(5 mg/kg; i.p.). 90 min after the LPS 
injection, blood samples for TNF deter-
mination by ELISA were obtained from 
the tail vein. Data are means ± SD from 
two independent experiments. Data were 
analysed by one-way analysis of vari-
ance (ANOVA) followed by Tukey 
multiple test. *** p<0.001 vs. LPS. p < 
0.05 was considered significant. 

 

 

 

 

Dex and CsA entirely inhibited a TNF release by macrophages after LPS stimulation. In contrast, 

immunosuppressed mice, pretreated with GM-CSF or IFNγ displayed significantly increased plasma 

TNF levels, indicating a reconstitution of the macrophage activity. Cytokine release here was com-

parable to that observed in naive animals after LPS stimulation. GM-CSF and IFNγ alone did not 

induce the release of pro-inflammatory cytokines from unstimulated macrophages (data not shown).  
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Interestingly, IFNγ was slightly more potent than GM-CSF with respect to the reconstitution of TNF 

release. These findings are in line with those of Bundschuh et al. 397. There, IFNγ also was re-

ported to be more potent than GM-CSF in restoring the LPS-induced death of LPS-tolerant mice.  

The results in this section demonstrate that GM-CSF and IFNγ exert their immunostimulative activi-

ties in vivo not only in naive and tolerant mice, but also after pharmacological suppression with Dex 

or CsA.  

3.2.2  The effects of GM-CSF and IFNγ  on macrophages derived from immu-

nosuppressed mice ex vivo 

In this section, the in vitro capabilities of the cytokines GM-CSF and IFNγ to modulate the TNF 

response in murine ex vivo cell systems were examined. Previous studies in our laboratory showed 

that different cultures of freshly prepared murine macrophage/monocyte-containing cell populations 

from naive and tolerant mice are suitable models for testing the modulatory effects of GM-CSF or 

IFNγ 253,397. Since it was reported that both cytokines have the capacity to restore TNF release 

of cells from LPS-tolerant mice, we wondered whether this also occurs in pharmacologically sup-

pressed immune cells.  

3.2.2.1 Modulation of the TNF release by GM-CSF or IFNγ  in cells from naive mice 

As described by Bundschuh et al., different isolated cell populations were pre-incubated with 10 

ng/ml of GM-CSF or IFNγ 2 h before the challenge with 1 µg/ml LPS. As shown in fig. 6, pre-

incubation with GM-CSF or IFNγ induced a highly significant increase in the TNF release in re-

sponse to LPS of all cell populations isolated from naive mice. In contrast to Bundschuh et al., nei-

ther GM-CSF, nor IFNγ had drastic effects on specific cell populations. However, the LPS-induced 

TNF release in samples pre-incubated with IFNγ was more enhanced on average by a factor of 6.8 

in blood cells (fig. 6B), and 2.5 in spleen cells (fig. 6D), whereas the rate of increase for GM-CSF 

was only 5.9 in blood cells (fig. 6B), and 1.6 in spleen cells (fig. 6D). Notably, these two cell 

populations consist of macrophages as well as T-cells. In contrast, both cytokines were equally 

potent in increasing the TNF release from peritoneal cells (fig. 6A), alveolar cells (fig. 6C) and bone 

marrow cells (fig. 6E) which consist of predominantly macrophages/monocytes.  

Neither GM-CSF nor IFNγ enhanced the basal TNF release by any murine naive cell population 

studied.  



Results  

3.2.2.2  Modulation of TNF release by GM-CSF or IFNγ  in cells from immunosuppressed 

mice 

Since immunosuppressed mice, treated with Dex or CsA showed a diminished cytokine response to 

LPS compared to naive mice in vivo, we next investigated whether GM-CSF and IFNγ could 

modulate a pharmacologically suppressed immune response in the different murine mono-

cyte/macrophage-containing populations.  

We therefore treated mice with 5 µg/kg Dex or CsA 2 h before lethal anaesthesia and extraction of 

the different cell populations. Different cell populations were pre-incubated with 10 ng/ml of either 

GM-CSF or IFNγ 2 h before challenge with 1 µg/ml LPS. The results in fig. 6 show that the TNF 

release of all cell populations was decreased significantly by both immunosuppressive drugs used. 

The immunosuppressive potency of both agents was comparable. On average, the suppressive effect 

was in a range of approximately 60 % for peritoneal, blood, alveolar and bone marrow cells (fig. 6A, 

6B, 6C, 6E). Interestingly, Dex was more potent in suppressing the pro-inflammatory response of 

spleen cells than was CsA (fig. 6D). This observation might be explained by the fact that the spleen 

cell solution contains a high percentage of T-cells, which are the preferred target for the immuno-

modulatory action of CsA. However, by decreasing the TNF release of macrophages by 38 %, the 

suppressive effect of CsA was still significant (fig. 6D). The results in fig. 6 show that both cytokines 

GM-CSF and IFNγ reversed the downregulated TNF production of peritoneal cells (fig. 6A), blood 

cells (fig. 6B), alveolar cells (fig. 6C), spleen cells (fig. 6D) and bone marrow cells (fig. 6E). Re-

markably, in most samples there was no difference in the ability of GM-CSF or IFNγ, respectively, 

to reactivate macrophages in their capacity to release TNF. These date are different to those of 

Bundschuh et al., where IFNγ was reported to be more potent in its action, at least on alveolar and 

peritoneal cells from LPS-tolerant mice 397. The potency of GM-CSF in counteracting pharmaco-

logically induced immunosuppression was more pronounced in blood cells of CsA-treated (fig. 6B) 

and bone marrow cells of Dex-treated mice (fig. 6E), whereas its effect was not significant in perito-

neal cells of CsA-treated mice (fig. 6A).  
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Figure 6:  Ex vivo effects of GM-CSF and IFNγ  on LPS-induced TNF release by vari-
ous monocyte-/macrophage-containing cell populations from naive or immunosuppressed 
mice 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In general, the TNF response was fully reconstituted by both cytokines, to levels similar to those 

reached by naive cells after LPS stimulation. Taken together, our ex vivo results agree with the in 

A B 

Peritoneal Macrophages

K
on

tr
ol

le

L
P

S

L
P

S
/G

M
-C

S
F

L
P

S
/IF

N
g

L
P

S
D

L
P

S
D

/G
M

-C
S

F

L
P

S
D

/IF
N

g

L
P

S
C

L
P

S
C

/G
M

-C
S

F

L
P

S
C

/IF
N

g0

250

500

750

Dex
CsA

** *

GM-CSF

IFNγ

LPS

***

***

+++

+++
§§§

T
N

F
 [

p
g

/m
l] 

+/
- 

S
E

M

+ + + + + + + + +
+ + +

+ + +
+ + +

+ + +

-
- - - - - - -
- - - - - - -
- - - - - - -
- - - - - - -  

Blood Cells

K
on

tr
ol

le

L
P

S

L
P

S
/G

M
-C

S
F

L
P

S
/IF

N
g

L
P

S
D

L
P

S
D

/G
M

-C
S

F

L
P

S
D

/IF
N

g

L
P

S
C

L
P

S
C

/G
M

-C
S

F

L
P

S
C

/IF
N

g0

250

500

750

1000

Dex
CsA

GM-CSF

IFNγ

LPS + + + + + + + + +
+ + +

+ + +
+ + +

+ + +

-
- - - - - - -
- - - - - - -
- - - - - - -
- - - - - - -

T
N

F
 [

p
g

/m
l] 

+/
- 

S
E

M

*** ***

***

***

+++ +++

§§§

§§§

 

C   D 
Alveolar Macrophages

K
on

tr
ol

le

L
P

S

L
P

S
/G

M
-C

S
F

L
P

S
/IF

N
g

L
P

S
D

L
P

S
D

/G
M

-C
S

F

L
P

S
D

/IF
N

g

L
P

S
C

L
P

S
C

/G
M

-C
S

F

L
P

S
C

/IF
N

g0

2500

5000

7500

10000

Dex
CsA

GM-CSF

IFNγ

LPS + + + + + + + + +
+ + +

+ + +
+ + +

+ + +

-
- - - - - - -
- - - - - - -
- - - - - - -
- - - - - - -

T
N

F
 [

p
g

/m
l] 

+/
- 

S
E

M

*** ***

*** ***

§§§§§§
++++++

  

Spleen Cells

K
on

tr
ol

le

L
P

S

L
P

S
/G

M
-C

S
F

L
P

S
/IF

N
g

L
P

S
D

L
P

S
D

/G
M

-C
S

F

L
P

S
D

/IF
N

g

L
P

S
C

L
P

S
C

/G
M

-C
S

F

L
P

S
C

/IF
N

g0

100

200

300

Dex
CsA

GM-CSF

IFNγ

LPS + + + + + + + + +
+ + +

+ + +
+ + +

+ + +

-
- - - - - - -
- - - - - - -
- - - - - - -
- - - - - - -

T
N

F
 [

p
g

/m
l] 

+/
- 

S
E

M

***
*

***

***

§§§

§

++++++

 

E 
Bone Marow Cells

K
on

tr
ol

le

L
P

S

L
P

S
/G

M
-C

S
F

L
P

S
/IF

N
g

L
P

S
D

L
P

S
D

/G
M

-C
S

F

L
P

S
D

/IF
N

g

L
P

S
C

L
P

S
C

/G
M

-C
S

F

L
P

S
C

/IF
N

g0

250

500

750

1000

Dex
CsA

GM-CSF

IFNγ

LPS + + + + + + + + +
+ + +

+ + +
+ + +

+ + +

-
- - - - - - -
- - - - - - -
- - - - - - -
- - - - - - -

***

T
N

F
 [

p
g

/m
l] 

+/
- 

S
E

M

** *

*** ***

§§
§§

+++
+++

 

Two mice per group were pre-treated with either Dex 
or CsA (1 mg/kg; i.v.) 2 h prior to isolation and plat-
ing of various murine monocyte-/macrophage-
containing populations, namely (A) peritoneal cells, 
(B) blood cells, (C) alveolar cells, (D) spleen cells and 
(E) bone marrow cells. Cells were pre-incubated for 2 
h with 10 ng/ml GM-CSF or IFNγ, or solvent, re-
spectively, and then stimulated with 1 µg/ml LPS. 
TNF was determined in supernatants 6h after LPS 
stimulation. Data are means ± SD from three inde-
pendent experiments, each in triplicates.  
*** p<0.001, ** p<0.01 and * p<0.05 vs. LPS (naive 
cells); +++ p<0.001, ++ p<0.01, + p<0.05 vs. Dex / 
LPS; §§§ p<0.001, §§ p<0.01, § p<0.05 vs. CsA / LPS. 
Date were analyzed with the two-sided Tukey test 
after one-way ANOVA. p<0.05 was considered 
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vivo findings. They underline the capacity of GM-CSF and IFNγ to restore the impaired LPS-

induced TNF release by macrophages/monocytes after pharmacological immunosuppression with the 

drugs Dex and CsA.  

3.3  GM-CSF and IFNγ do not reconstitute immune functions of 
T-cells after pharmacological suppression 

Since the pharmacologically suppressed immune response of macrophages and monocytes was re-

constituted by GM-CSF and IFNγ, we wondered if similar effects could also be found in T-cells. To 

test this hypothesis the Concanavalin A (ConA) model was selected, since this plant lectin was 

shown to specifically stimulate T-cells 381. As the stimulation of T-cells by ConA induces hepatitis-

like liver failure and consequently death of the animals, pretreatment with immunosuppressive agents 

was reported to be protective 381. 

3.3.1  Determination of the minimal dosage of immunosuppressive agents re-

quired to prevent T-cell activation in the ConA model 

Although pretreatment with Dex, CsA or tacrolimus (FK-506) was shown to protect mice from T-

cell derived liver failure in previous experiments done in our group, the doses used there failed to 

protect in the present work. Therefore dose-response experiments were required to determine the 

minimal effective doses of Dex, CsA, tacrolimus and MMF. Using a fixed dose of 25 mg ConA per 

body weight, a dosage shown to induce mortality within 8 hours after intravenous application, we 

varied the amount of the immunosuppressive drug until the animals were protected.  

In table 2 the transaminase (ALT) release after a period of 8 hours in animals treated with different 

immunosuppressant dosages are given as a readout for liver failure. All measurements are given as a 

relation to transaminase release in naive mice treated with 25 mg/kg ConA designated as 100 %. 

Transaminase release in untreated control animals was always in the range of 2 to 6 % of that of the 

ConA-treated mice. Lethality was associated with a transaminase release of more than 20%. 
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Table 2:  Mean transaminase release of immunosuppressed animals treated with the 
plant lectin ConA. 

 Transaminase release [%] ± SD 

Drug 

  Dosage [mg/kg] 
Dex CsA tacrolimus sirolimus MMF 

100 n.d. n.d. n.d. n.d. 2 ± 0 *** 

20 n.d. n.d. 4 ± 1 *** n.d. n.d. 

10 n.d. 3 ± 2 *** 3 ± 1 *** n.d. n.d. 

5 n.d. 2 ± 1 *** n.d. n.d. n.d. 

2 n.d. 4 ± 2 *** n.d. n.d. 12 ± 1 ** 

1 13 ± 12 ** 4 ± 1 *** 3 ± 1 *** 4 ± 1 *** 106 ± 15 n.s. 

0,5 15 ± 7 ** n.d. n.d. n.d. n.d. 

0,1 n.d. 57 ± 5 * 58 ± 23 * n.d. n.d. 

0,05 62 ± 58 n.s. n.d. n.d. 65 ± 12 n.s. n.d. 

0,01 n.d. n.d. 66 ± 41 * 73 ± 23 n.s. n.d. 

0 100 100 100 100 100 

control 6 ± 2 *** 3 ± 0 *** 2 ± 2 *** 3 ± 1 *** 5 ± 2 *** 

Mice were pretreated with the indicated doses of immunosuppressive drugs 1 h before the ConA challenge (25 mg/kg). 8 
hours following application mice were sacrificed and blood samples were withdrawn by cardiac puncture. Data are from 1 
experiment with n = 3 animals per group and are given as transaminase release [%] ± SD compared to ConA-treated naive 
mice (equalized to 100%); n.d. not determinated. *** p < 0.001, ** p < 0.01, * p < 0.05 vs. ConA treated animals without im-
munosuppression. Data were analyzed with the two-sided Tukey test after one-way ANOVA. p<0.05 was considered sig-
nificant. 

 
CsA, tacrolimus and sirolimus showed a protective effect at a comparable dosage of 1 mg/kg. As 

these three potent immunosuppressive drugs have an almost similar mode of action, this result was 

not surprising. Interestingly, Dex, at a dosage of 1 mg/kg also prevented death, although the transa-

minase release here was still higher than in mice treated with CsA, tacrolimus or sirolimus. 1 mg/kg of 

Dex, CsA, tacrolimus and sirolimus were used in all further ConA experiments. All mice treated with 

MMF died within 4 hours after ConA-treatment. Low, as well as high dose treatment failed to pre-

vent the animals’ death. Most probably, death in the low dose setting was associated with liver fail-

ure, as massive transaminase release was detectable up to 1 mg/kg. Interestingly, a dosage of 2 

mg/kg was sufficient to decrease transaminases to a range sufficient to secure survival.  

Nevertheless, the animals all died within 4 hours, probably from of unwanted side-effects, ranging 

from blood pressure drop and lethargy to paralysis of the fore and hind paws. Although the symp-
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toms described disappeared after several minutes, for ethical reasons, MMF was not administered 

intravenously in further experiments. 

3.3.2  The influence of GM-CSF and IFNγ  on the T-cell activity of immunosup-

pressed mice in vivo in the ConA model 

Next, it was investigated whether GM-CSF and IFNγ could reconstitute the pharmacologically sup-

pressed T-cell activity, as was the case for macrophages and monocytes (section 3.2.2.1). Animals 

were pretreated 1 h before the ConA challenge with Dex, CsA, tacrolimus or sirolimus (1 mg/kg). 

While immunosuppressive treatment was expected to protect from ConA-induced liver failure, it was 

investigated whether GM-CSF or IFNγ, administered intravenously 45 min before the ConA chal-

lenge in a dose of 50 µg/kg, abolished the protective effect.  

Table 3: GM-CSF and IFNγ  do not affect ConA-induced liver injury 

 Drug ConA + GM-CSF + IFNγ  

 control 2360 ± 1810 2640 ± 1930 2990 ± 1910 

 Dex 510 ± 180 n.s. 580 ± 310 n.s. 600 ± 410 n.s. 

ALT [U/l] ± SD CsA 120 ± 30 n.s. 150 ± 40 n.s. 150 ± 20 n.s. 

 tacrolimus 60 ± 10 n.s. 40 ± 1 n.s. 30 ± 10 n.s. 

 sirolimus 150 ± 120 n.s. 120 ± 70 n.s. 100 ± 70 n.s. 

 
Mice were pretreated with 1 mg/kg of the indicated immunosuppressive drugs 1 h before the ConA challenge (25 mg/kg). 8 
hours following the application mice were sacrificed and blood samples were withdrawn by cardiac puncture. Hepatotoxicity 
was quantitated by determination of ALT in plasma. Data are from 1 or 2 independent experiment with n = 3 (tacrolimus, 
sirolimus) or n = 6 (controls, Dex, CsA) animals per group and are given in ALT release [U/l] ± SD compared to untreated 
mice. *** p < 0.001 vs. untreated control animals; n.s. not significant. Data were analyzed with the two-sided Tukey test after 
one-way ANOVA. p<0.05 was considered significant. 

 
As shown in table 3, both cytokines only marginally increased the ALT release in ConA-treated con-

trol animals. Obviously, GM-CSF and IFNγ did not have a priming effect on T-cells. In line with our 

previous reports, application of the immunosuppressive drugs prevented liver injury, i.e. ALT release 

was significantly reduced. Immunosuppressed animals showed no liver cell destruction after the pe-

riod of 8 hours and, as expected, were protected from mortality. Furthermore, no priming effect of 

GM-CSF and IFNγ on T-cells was found in all immunosuppressed mice. Neither cytokine could 

reactivate pharmacologically suppressed T-cell functions. Therefore, such pharmacological interven-

tion was clearly not sufficient to reconstitute the T-cell response.  
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The goal of this work was to reconstitute the immune system after pharmacological suppression, e.g. 

in transplant patients in case of infection. While on the one hand the complete reconstitution of the 

immune response, i.e. macrophages and T-cells, would be ideal for a successful control of an ongo-

ing infection, on the other hand the graft should not be put at risk. As T-cells play the leading role in 

graft rejection, these results indicated that graft acceptance might not be affected by cytokine treat-

ment. However they made it doubtful whether sufficient combat of infection could be achieved.  

To better describe the magnitude of the T-cell response in case of pharmacological immunosuppres-

sion and possible reactivation, we measured the release of the specific T-cell cytokines IL-2 and 

IFNγ. Determination of IL-2 and IFNγ levels are given in the tables 4A and 4B.  

In accordance to the results above, only control animals without immunosuppression showed a re-

markable release of both IL-2 (table 4A) and IFNγ (table 4B). Although modest levels of IL-2 and 

IFNγ were detected in case of Dex treatment (tables 4A and 4B), the more powerful drugs CsA, 

tacrolimus and sirolimus completely prevented a T-cell response. Interestingly, sirolimus showed the 

most powerful immunosuppressive effect regarding lymphokine release, followed by tacrolimus and 

CsA. In case of IFNγ pretreatment, plasma IFNγ levels after 8 hours were not measured, as the 

intravenously injected IFNγ would have altered the results. Taken together, T-cell derived cytokine 

levels detected in all samples of ConA-treated immunosuppressed mice with or without pretreatment 

by GM-CSF and IFNγ were not significantly different compared to naive control animals. Therefore, 

it is concluded that macrophage/monocyte, but not T-cell reconstitution follows an intervention by the 

pro-inflammatory cytokines GM-CSF and IFNγ. 
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Table 4:  GM-CSF and IFNγ  do not affect sensitivity of suppressed T-cells towards 
ConA-induced liver injury in vivo 

A 
Drug ConA + GM-CSF + IFNγ  

 control 1310 ± 440 *** 1250 ± 390 *** 1320 ± 340 *** 

 Dex 340 ± 240 n.s. 300 ± 80 n.s. 430 ± 100 n.s. 

IL-2 [pg/ml] ± SD CsA 50 ± 90 n.s. < 10 n.s. < 10 n.s. 

 tacrolimus < 10 n.s. < 10 n.s. < 10 n.s. 

 sirolimus < 10 n.s. < 10 n.s. < 10 n.s. 
B 

Drug ConA + GM-CSF + IFNγ  

 control 6080 ± 3270 ** 5760 ± 720 **  n.d. 

 Dex 860 ± 1090 n.s. 980 ± 930 n.s.  n.d. 

IFNγ  [pg/ml] ± SD CsA 340 ± 10 n.s.  260 ± 10 n.s.  n.d. 

 tacrolimus 60 ± 30 n.s. 90 ± 50 n.s. n.d. 

 sirolimus < 10 n.s. < 10 n.s. n.d. 
 
Mice were pretreated with 1 mg/kg of the indicated immunosuppressive drugs 1 h before the ConA challenge (25 mg/kg). 4 
hours after the ConA challenge, blood samples were withdrawn from the tail vein for IL-2 determination. 8 hours following 
the application, blood samples were withdrawn by cardiac puncture after lethal anaesthesia for IFNγ measurement. IL-2 (A) 
and (B) IFNγ were determined by ELISA. Data are from 1 or 2 independent experiments with n = 3 (tacrolimus, sirolimus) or 
n = 6 (controls, Dex, CsA) animals per group and are given as IFNγ release [pg/ml] ± SD compared to untreated mice. ** p < 
0.01 vs. untreated controls; n.s. not significant; n.d. not determinated. Data were analyzed with the two-sided Tukey test 
after one-way ANOVA. p<0.05 was considered significant. 

3.3.3  The influence of GM-CSF and IFNγ  on the pharmacologically sup-

pressed T-cell activity ex vivo  

For the sake of completeness, it was tested whether a suppressed T-cell population likewise re-

mained silenced after incubation with GM-CSF or IFNγ, when stimulated with ConA. Spleens from 

naive Balb/c mice were extracted, separated by a cell strainer and cells incubated with immunosup-

pressants and ConA in vitro. 100 ng/ml of the immunosuppressants were added 90 min before the 

ConA challenge. Addition of GM-CSF or IFNγ occurred 45 min before ConA in a concentration of 

10 ng/ml. In accordance with the in vivo results, neither GM-CSF nor IFNγ had the capability to 

reconstitute the suppressed T-cell response. As shown in tables 5A and 5B, the ex vivo findings 

were even more expressive than those obtained in vivo.  
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Table 5:  GM-CSF and IFNγ  do not affect sensitivity of suppressed T-cells towards 
ConA induced liver injury in vitro 
 

A Drug ConA + GM-CSF + IFNγ  

 control 149 ± 15 ** 212 ± 33 ** 237 ± 94 ** 

 Dex < 10 n.s. < 10 n.s. < 10  n.s. 

IL-2 [pg/ml] ± SD CsA < 10 n.s. < 10 n.s. < 10 n.s. 

 tacrolimus < 10 n.s. < 10 n.s. < 10 n.s. 

 sirolimus < 10 n.s. < 10 n.s. < 10 n.s. 
B Drug ConA + GM-CSF + IFNγ  

 control 395 ± 178 ** 432 ± 157 ** n.d. 

 Dex < 10 n.s. < 10 n.s. n.d. 

IFNγ  [pg/ml] ± SD CsA < 10 n.s. < 10 n.s. n.d. 

 tacrolimus < 10 n.s. < 10 n.s. n.d. 

 sirolimus < 10 n.s. < 10 n.s. n.d. 
 
Spleen cells from 10 mice were obtained by separating freshly isolated tissue from anaesthetized, naive mice with a cell 
strainer. After centrifugation, lysis of erythrocytes and washing, cells (2 x 107/ml) were pre-incubated with Dex, CsA, tac-
rolimus or sirolimus, respectively, (100 ng/ml) for 90 min and GM-CSF or IFNγ (10 ng/ml) for 45 min. Cells were, after addi-
tion of ConA (5 µg/ml), incubated for 48 hours, centrifuged and supernatants stored at – 80°C until IL-2 (A) or IFNγ (B) 
detection by ELISA. All data are means ± SD from 3 independent incubations done twice in 2 different ex vivo experiments. 
Data are analyzed with the two-sided Tukey test after one-way analysis of variance (ANOVA). **p<0.01; n.s. not significant. 
p<0.05 was considered significant. 
 

While GM-CSF and IFNγ only had a negligible stimulative effect on naive T-cell populations, there 

was no detectable effect on suppressed cells at all. Moreover, IL-2 as well as IFNγ levels in these 

samples were under the detection limit and in a range like those released by untreated control cells. 

Taken together, the idea that GM-CSF and IFNγ might reconstitute a pharmacologically suppressed 

immune system proved true only for macrophage- or monocyte-populations, but not for T-cells. As 

T-cells are the key modulators of graft rejection, a reactivation after pharmacological suppression, 

however, would not be desirable. But, concerning the proper combat of infection, it remained to be 

proven, that bacterial, viral, fungal or other infection could be combated without the help of T-cells.  
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3.4  Immune reconstitution by GM-CSF or IFNγ in case of bacte-
rial infection with Salmonella typhimurium 

Bacterial infection after transplant surgery is a common clinical problem, most often leading to the 

death of patients. It was found that intervention with the pro-inflammatory cytokines GM-CSF and 

IFNγ enabled the reactivation of macrophage function. Now it was further investigated whether this 

measure could enable effective bacterial combat. Crucial to these experiments was the existence of a 

Salmonella-resistent mouse strain, so-called CBA/Ca mice. Those animals were shown to counter-

act infection with Salmonella typhimurium, but become susceptible to the lethal infection when 

immunosuppressed by Dex-treatment 398. After initial dose-finding experiments for the immunosup-

pressive agents and Salmonella typhimurium, the dosage for Dex and CsA was fixed to 1 mg/kg 

and the bacterial load to 5 x 105 bacteria/kg.  

As shown in figure 7, untreated CBA/Ca mice were not responsive to the otherwise lethal infection 

with Salmonella typhimurium in a dose up to 5 x 105 bacteria/kg, injected into the peritoneum. 

While all these animals survived the observation period of 21 days without any symptoms of disease, 

immunosuppressed mice, pretreated with either 1 mg/kg Dex or CsA, died within 7 (CsA) or 12 

(Dex) days after infection. Those mice showed violent symptoms of infection, including impaired 

movement activity, diarrhea and lethargy.  

As the animals only took up neglectable amounts of food and water, they were marked by severe 

weight loss. When examined after death, organs, e.g. the liver exhibited marked signs of massive 

bacterial propagation. White spots within the liver tissue were attributed to an extensive accumulation 

of live bacteria, which immunosuppressed mice could not combat. Furthermore, other organs char-

acterized by a marked bacterial load were spleen, peritoneum and blood (figure 8). 
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Figure 7:  GM-CSF and IFNγ  reconstitute the suppressed immune response in case of 
bacterial infection with Salmonella typhimurium  

Six (Dex; 1 mg/kg; i.p.) or 3 mice per 
group (CsA; 1 mg/kg; i.v.) were 
immunosuppressed with (A) dexa-
methasone, or (B) cyclosporine A 2 
days before infection with Salmo-
nella typhimurium (5 x 105 bacte-
ria/kg; i.p.). Where indicated, GM-
CSF or IFNγ (both 50 µg/kg; i.v.) 
were given once on day 2 (Dex) or 
daily from day 2 to day 4 (CsA). 
Survival over 3 weeks was deter-
mined for naive animals, infected 
with S. typhimurium (�), for immu-
nosuppressed animals infected with 
S. typhimurium (n) and for immuno-
suppressed animals, infected with S. 
typhimurium and treated with GM-
CSF (s) or IFNγ (t). Survival 
curves were analyzed using the 
Logrank  test. *** p< 0.003; p < 0.05 
was considered significant. 

 

 

 

 

 

 

 

Starting from the day of infection onwards, mice were intravenously injected with 50 µg/kg GM-CSF 

or IFNγ for 1 (Dex) or 3 consecutive days (CsA). Mice pretreated with either GM-CSF or IFNγ 

survived significantly longer than animals treated with immunosuppressant only (fig. 7). While in case 

of Dex-treatment plus pharmacological intervention by GM-CSF or IFNγ, one out of six animals 

died within the first 18 days (Figure 7A), all mice treated with CsA survived (fig. 7B). Possibly, sus-

tained injection of GM-CSF or IFNγ might have improved immune reconstitution in Dex-treated 

mice and prevented the animals’ death, like demonstrated with CsA. All immunosuppressed animals, 

that were injected with GM-CSF or IFNγ had a short phase of infectious disease, from which they 

quickly recovered. The infection with Salmonella typhimurium and the immune reconstitution oc-

cured on the same day, so the animals’ immune system required a slightly longer time to recover than 

bacteria needed to duplicate. The significant difference seen between the survival of immunosup-

pressed animals with and without immune reconstitution confirms that the murine immune system can 
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be reactivated after pharmacological suppression by administration of GM-CSF or IFNγ to a degree 

sufficient for the combat of a bacterial infection. Although the results discussed in chapter 3.2 

showed that only macrophages/monocytes, but not T-cells, were reactivated, bacteria could be suc-

cessfully eradicated.  

As shown in fig. 8, animals immunosuppressed with either Dex or CsA had an increased bacterial 

load in organs, peritoneum and blood. CsA treatment impeded bacterial combat even more than Dex 

treatment as can be seen by the increased bacterial loads in these animals. These findings support the 

potency of CsA as a strong immunosuppressive agent compared to Dex and others. Moreover, 

treatment of naive mice with GM-CSF or IFNγ significantly improved bacterial combat, as the bac-

terial numbers in livers (fig. 8A), spleens (fig. 8B), blood (fig. 8C) and peritoneum (fig. 8D) were 

clearly decreased. Since immunosuppressed mice treated with one of the pro-inflammatory cytokines 

only suffered from infection for a short time, this result can be understood as a reconstitution of the 

impeded immune response. Both, GM-CSF and IFNγ, enabled immunosuppressed mice to signifi-

cantly decrease the number of live bacteria in the liver, spleen, blood and peritoneum. Here the re-

duction of bacteria, although still under immunosuppressive influence, was even more impressive than 

in naive mice. In almost all samples, the immune reconstitution by IFNγ was stronger than the one of 

GM-CSF. Interestingly, Salmonella infection could be controlled exclusively by macrophages and 

monocytes, since T-cells remained under immunosuppression. As already demonstrated in case of 

LPS and ConA (chapters 3.2 and 3.3), only macrophage-derived cytokines like TNF could be de-

termined in the infection model (data not shown). In summary, it seems that in this system the activa-

tion of the innate immune system is crucial for the recovery from bacterial infection.  

However, when comparable experiments were done with Salmonella-responsive Balb/c mice, only 

GM-CSF had a marked effect on prolonging the animals’ survival and decreasing the bacterial load 

within organs and blood. In contrast to the results illustrated above, IFNγ in Balb/c mice further 

strengthened the pharmacologically induced immunosuppression by activating the NO-synthase (data 

not shown). Hence, NO on the one hand probably plays an important role in the surveillance of an 

infection, but can equally induce undesirable side effects. It seems that IFNγ and NO have to be 

regulated very sensitively in case of infection for not improving immunosuppression. 
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Figure 8:   Bacterial load in different organs of infected mice after immunosuppression 
and treatment with GM-CSF or IFNγ  

 

Nine (Dex; 1 mg/kg; i.p.) or 6 mice per group (CsA; 1 mg/kg; i.v.) were immunosuppressed with dexamethasone (Dex) or 
cyclosporine A (CsA) 2 days before infection with Salmonella typhimurium (5 x 105 bacteria/kg; i.p.). Where indicated, 
GM-CSF or IFNγ (both 50 µg/kg; i.v.) were given once on day 2 (Dex) or daily from day 2 to day 4 (CsA). Blood (C) and 
peritoneal (D) samples were withdrawn 4 days after infection, samples from livers (A) and spleens (B) were obtained on day 
7 after infection. After dilution, samples were spread on blood agar plates to determine aerobic colony forming units. Data 
were analyzed by one-way analysis of variance (ANOVA) followed by Tukey multiple test. * p<0.05 vs. untreated control, 
** p<0.01 vs. untreated control, *** p<0.001 vs. untreated control; ++ p<0.01 vs. Dex-treated control, +++ p<0.001 vs. 
Dex-treated control; §§§ p<0.001 vs. CsA-treated control. p < 0.05 was considered significant. 
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3.5 Assessment of pharmacologically effective doses of immuno-
suppressive drugs to prevent rejection of skin grafts 

After the possibility to reconstitute a pharmacologically suppressed immune response by GM-CSF 

or IFNγ in a bacterial infection model with Salmonella typhimurium was verified, it was examined 

whether this treatment has negative consequences on the survival of transplanted allografts. While the 

preceding experiments indicated that an exclusively macrophage-based bacterial combat was effi-

cient, and allowed almost entire survival, it was necessary to examine whether this new method for 

immune reconstitution would endanger the surgical outcome of transplantation. For this purpose, tail 

skin from Balb/c mice was transplanted onto the backs of immunosuppressed CBA/Ca mice. In a 

first step, the correct dosage and regimen for the available immunosuppressive drugs was tested. As 

skin grafts are the most frequently rejected transplants, this model allowed a stringent test of the cy-

tokine therapy. 

3.5.1  Prevention of skin allograft rejection by CsA 

After practicing the methodology and gaining first experiences in the skin transplant model on Balb/c 

mice, CsA was selected as the first immunosuppressive agent for the establishment of a MHC-

mismatch allotransplantation model. Before engraftment of skin pieces, recipient mice were treated 

with different doses of immunosuppressive agents to establish how much was needed to prevent an 

immediate reaction of the immune system against the foreign tissue. Embedded grafts were protected 

from manual injury and parching by a vaseline-soaked bandage on the wound for 7 days after sur-

gery. After removal of the bandage, grafts were inspected daily and assessed by the rate of necrosis. 

Rejection was defined as total necrosis of the graft.  

 

CsA was effective in the transplantation experiments only from 30 mg/kg body weight onwards. 

These doses were much higher than those used in the pilot experiments. Hence, the effective dosage 

for CsA was 6000-fold higher than necessary for macrophage inactivation in the LPS shock model 

and still 30 times higher than that required for T-cell suppression in the ConA experiments. Also, the 

gap between the effective and the lethal dose was very narrow. 
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Table 6:  Dose-response and survival times of allografts under immunosuppression with 
CsA 

Dose [mg/kg] Graft survival [d] Lethality [%] 

0 9 ± 2 (n = 6) 0 

0.1 12 ± 3 (n = 3) 0 

0.5 14 ± 1 (n = 3) 0 

1 15 ± 1 (n = 3) 0 

10 14 ± 2 (n = 3) 0 

20 20 ± 2 (n = 3) 0 

30 > 28 (n = 6) 0 

40 23 ± 6 (n = 6) 50 

50 16 ± 8 (n = 4) 75 

 
Mice were daily treated with the different doses of CsA (i.p.) indicated, beginning short before the transplantation of foreign  
tissue. Wounds were protected by vaseline-soaked gauze and bandage for 7 consecutive days. After removal of bandages, 
grafts were inspected daily and graft necrosis owing to missing circulation or immune response to foreign tissue was diagnosed 
as progressive rejection. Data are given in graft survival [d] ±  SD or [%] lethality.  

 

As indicated in table 6, all animals treated with 30 mg/kg survived a period of 4 weeks without 

exhibiting toxic side effects of the drug, whereas mice treated with higher doses died from its toxicity. 

Furthermore, doses below 30 mg/kg were not high enough to prevent graft rejection within 4 weeks. 

Naive mice with an intact immune system lost skin allografts within an average of 9 days. Immuno-

suppressive treatment was always associated with loss of weight, depending on the dosage used. 

Animals treated with high and finally lethal doses suffered from significant weight loss. The animals 

receiving 30 mg/kg lost up to 5 g (< 17 %) of body weight. Therefore, animals were carefully se-

lected by body weight (in a range of 28 up to 35 g) to prevent death by starvation. 

Nonetheless, the single drug therapy with CsA allowed a successful transplantation of sensitive skin 

allografts within MHC-mismatch animals. In further experiments with CsA animals were treated with 

a daily dose of 30 mg/kg.  
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3.5.2  Prevention of skin graft rejection by a combination therapy scheme with 

tacrolimus and MMF or Dex 

Single drug therapy with tacrolimus failed in all doses used. Lethality within the first week was > 50 

% when animals were treated intraperitoneally with 20 mg/kg tacrolimus, a dosage not sufficient to 

prevent allograft rejection. Therefore a combination therapy scheme with tacrolimus (1 mg/kg) and 

MMF or Dex (10 mg/kg each) was established. Corresponding to the CsA trial, mice were intrap-

eritoneally injected with a mixture of both drugs each morning and graft survival was monitored daily. 

Interestingly, graft integration under tacrolimus/MMF or tacrolimus/Dex treatment, was better than in 

CsA experiments. This finding indicates that re-vascularization of the graft might be improved by 

tacrolimus. Nevertheless, the immunosuppressive potency of tacrolimus was not as high as that of 

CsA. Moreover, CsA and tacrolimus, although they share high similarities, seem to differ significantly 

in their mode of action. While in other transplant trials tacrolimus was more promising than CsA, 

tacrolimus in single therapy completely failed in these skin transplantation experiments.  

3.5.3  Prevention of allograft rejection under sirolimus 

It was also tested whether sirolimus could improve the outcome of skin transplantation. After orien-

tating experiments on its general efficacy in single therapy and determination of an optimal dosage, it 

was found that sirolimus (1 mg/kg; i.p.) significantly improved the quality of the allograft when com-

pared to CsA and tacrolimus. Hair, anchored within the graft, served as an indication for the im-

proved engraftment. While such hair was generally lost in the trials with CsA and tacrolimus, it re-

mained when sirolimus was used. Sirolimus therefore might further increase re-vascularization of the 

graft by expanding vessels due to sustained proliferation of muscle cells. 

3.5.4  Consequences of GM-CSF and IFNγ  on allograft acceptance or rejection 

In chapter 3.4 it was demonstrated that a pharmacologically suppressed immune system can be 

reactivated in case of infection by Salmonella typhimurium by administration of GM-CSF or IFNγ. 

However, both cytokines, GM-CSF and IFNγ, which are mediators of an inflammatory response, 

have been described to play a role in graft rejection. Therefore it was examined whether the admini-

stration of these inflammatory mediators generally interfered with the outcome of the transplantation 

process, or whether their selectivity in activating macrophages prevents this. Based on the experi-

ments described above (chapters 3.5.1–3.5.3), transplanted animals were treated with immunosup-

pressive drugs for 28 consecutive days. After removal of the bandage and examination of the graft to 



Results  

assure successful surgery on day 7, mice were injected intraperitoneally with 50 µg/kg GM-CSF or 

IFNγ for the 5 following days (day 7 to day 12).  

Table 7: Consequences of GM-CSF or IFNγ  treatment on the outcome of skin allotrans-
plantation 

A  

               CsA 

 
 

Graft survival [d] 

 
 

Lethality [%] 

+ GM-CSF 28 ± 0 (n = 3) 0 

+ IFNγ  28 ± 0 (n = 3) 0 

   
B  

   Tacrolimus / Dex 

 
 

Graft survival [d] 

 
 

Lethality [%] 

+ GM-CSF 28 ± 0 (n = 3) 0 

+ IFNγ  28 ± 0 (n = 3) 0 

   
 

Once per day, mice were treated i.p. with 30 mg/kg CsA (A) or a combination of 1 mg/kg tacrolimus/ 10 mg/kg Dex (B) begin-
ning shortly before the transplantation. Wounds were protected by vaseline-soaked gauze and bandage for 7 days. After 
removal of bandages, animals were treated i.p. with either 50 µg/kg GM-CSF or IFNγ, respectively, for the next 5 days. 
Grafts were inspected daily and graft necrosis due to missing circulation or immune response to foreign tissue was diagnosed 
as progressive rejection. Data are given in graft survival [d] ± SD or  [%] lethality. 

 

All animals treated with CsA or tacrolimus/Dex integrated allografts over a period of 28 days without 

signs of necrosis and consequently rejection. As shown in table 7, allograft survival after the admini-

stration of either GM-CSF or IFNγ was not affected when compared to solely immunosuppressed 

mice. Both pro-inflammatory cytokines therefore seem to have no influence on the outcome of skin 

allograft transplantation in the selected murine model with CBA/Ca mice.  
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3.6  Combat of Salmonella typhimurium infection by GM-CSF or 
IFNγ in immunosuppressed and transplanted mice 

In the final experiments, it was investigated whether intervention by GM-CSF or IFNγ in immuno-

suppressed, transplanted mice can still reconstitute suppressed immune functions and so make bacte-

rial defense possible. While doses in the initial experiments, described in the chapters 3.2 and 3.3. 

were chosen as low as possible, i.e. on the border to effective immunosuppression, they had to be 

high enough in the transplantation trial to ensure graft acceptance, as in clinical reality. Hence, it was 

left to prove, whether intervention with either cytokine, GM-CSF or IFNγ, showed a general effi-

cacy to reactivate pharmacologically suppressed immune functions in mice, independent of the immu-

nosuppressant dosage utilized. For ethical reasons, only CsA (30 mg/kg) was selected as a an ex-

ample for single and tacrolimus (1 mg/kg) plus Dex (10 mg/kg) as model for combination drug ther-

apy. 

3.6.1  Immune reconstitution by GM-CSF or IFNγ  in CsA-treated mice after skin 

allotransplantation  

After having shown that neither GM-CSF nor IFNγ induce graft rejection in transplanted mice in-

traperitoneally administered with CsA (30 mg/kg), it was examined, whether the cytokines have the 

potency to reconstitute immune functions after infection with Salmonella typhimurium. For all infec-

tion experiments, the allotransplantation model with tail skin from Balb/c mice as donor tissue which 

was embedded on the backs of Salmonella-resistant CBA/Ca mice was used. Basis for an infection 

of transplanted CBA/Ca mice with Salmonella (5 x 105 /kg; i.p.) was a successful course of trans-

plantation until day 7, assessed by monitoring of the graft after removing the bandage.  

Animals without satisfactory integration of the graft were excluded from further experiments. While 

immunosuppression by CsA was continued daily, infected mice were treated for 4 days with either 

50 µg/kg GM-CSF or IFNγ from day 7 to day 10 to reconstitute immune functions. Survival of mice 

and fate of the graft was monitored for the following 3 weeks.  
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3.6.1.1  GM-CSF and IFNγ  assure survival of transplanted mice after infection with Sal-

monella typhimurium  

As shown in fig. 9A, immunosuppressed mice all died within 7 days of infection, i.e. a period of time 

resembling that found in non-transplanted mice treated with 1 mg/kg CsA after infection (chapter 

3.4). Obviously, the 30-fold increased dose of CsA, when compared to the former infection experi-

ments, did not change the animals’ course of disease, but was required to assure graft survival as 

reported in the last section (chapter 3.5.1). Taking into account that a dose of 1 mg/kg was sufficient 

to inhibit the immune response of macrophages and T-cells, the necessity for a dose of 30 mg/kg 

CsA in transplantation gave rise to the expectation that something more than immunosuppression 

must be required to prevent graft rejection. With this dose of CsA, the grafts of immunosuppressed 

animals remained intact until death (not shown). These experiments clarify the conflict between the 

improvement in transplantation outcome and the reduction in survival after infection under immuno-

suppressive treatment. 

Figure 9:  GM-CSF and IFNγ  restore immune functions after immunosuppression by 
CsA in case of infection with Salmonella typhimurium  

CBA/Ca mice (n = 4 for GM-CSF and n = 3 
for IFNγ) were immunosuppressed by daily 
treatment with cyclosporine A 
(30 mg/kg; i.p.). On day 7 after transplanta-
tion, animals that were assessed to have 
accepted grafts received an injection of Sal-
monella typhimurium        (5 x 105 bacte-
ria/kg; i.p.). Where indicated, GM-CSF or 
IFNγ (both 50 µg/kg; i.p.) were given daily 
from day 7 to day 10 while immunosuppres-
sion was continued. Survival over the 3 fol-
lowing weeks (A) was determined for immu-
nosuppressed animals infected with S. typhi-
murium  (n), and for immunosuppressed 
animals infected with S. typhimurium  and 
treated with GM-CSF (s) or IFNγ (t). (B) 
Graft survival in naive mice (�), and in im-
munosuppressed and infected mice, treated 
with GM-CSF (s) or IFNγ (t) was deter-
mined over 4 weeks.  Survival curves were 
analyzed using the Logrank test. p < 0.05 was 
considered significant. 
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The combat of bacterial infection also occured in transplanted CBA/Ca mice treated with GM-CSF 

or IFNγ when infected with Salmonella typhimurium without diminishing the outcome of transplant 

surgery.  

Assessment of acceptance or rejection of transplanted allografts was performed by macro-

photographs of the graft and surrounding tissue (fig. 10, 11 and 13) or by histopathological examina-

tion of skin slices (fig. 12), respectively. Examples for graft acceptance (fig. 10A and 10B) with CsA 

as immunosuppressive drug in Salmonella-infected CBA/CA mice are given below. Accepted grafts 

remained in the graft bed and were integrated in the surrounding tissue (fig. 10). Although graft size 

was slightly reduced within time, the graft itself was apparent throughout the period of 4 weeks which 

was the duration of the experiment. Grafts were perceptible as spots within naive skin, characterized 

by a different skin color and the complete loss of hair due to missing innervation of the hair follicles.  

Fig. 10: Graft acceptance in Salmonella-infected CBA/Ca mice under immunosuppression 
with CsA 

 

 

 

 

 

 

 

 
 
 
CBA/Ca mice were immunosuppressed by daily treatment with cyclosporine A (30 mg/kg; i.p.). On day 7 after transplanta-
tion, the animals were assessed to have an accepted graft and received an injection of Salmonella typhimurium (5 x 105 bacte-
ria/kg; i.p.). GM-CSF (A) or IFNγ (B) (both 50 µg/kg; i.p.) were given daily from day 7 to day 10 while immunosuppression 
was continued. Survival of the grafts was monitored over the 3 following weeks. Makro-photographs were made on day 18 
(A) and day 23 (B).  
 

One major event in graft acceptance was the re-vascularization of the graft. Therefore, grafts ac-

cepted by the recipient were routinely examined for successful renewal of blood vessels within the 

grafts. Since dark skin color of CBA/Ca mice impeded photographical documentation an example 

for re-vasularization of allografts in Balb/c mice is given in fig. 11.  

A B 
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Fig. 11: Re-vascularization of allografts required for graft acceptance 

 

 

 

 

 

  

 

 

 

 

To further investigate the quality of accepted allografts, samples for histological examination were 

prepared (fig. 12). Besides the re-vascularization of the graft, its integration within the naive tissue 

was readout for the acceptance of skin in immunosuppressed and Salmonella-infected animals, that 

were treated with either GM-CSF or IFNγ. Skin of untreated animals served as control.  

Fig. 12: Histological examination of skin allografts in immunosuppressed and infected 
mice, treated with GM-CSF or IFNγ  
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Skin from control (A) and transplanted mice (B, C) was 
compared. Samples from transplanted and infected 
mice, treated with GM-CSF (B) or IFNγ (C) were 
gathered on day 21 after transplantation, embedded in 
paraplast, cut in 2 µm slices and stained with eo-
sin/hematoxilin. Parameters for graft acceptance are re-
vascularization and successful integration in the sur-
rounding tissue. Control and naive skin are character-
ized by a high number  of hair follicles. 
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When compared to control skin (fig. 12A), tail skin allografts were unmistakably characterized by a 

reduced number of hair follicles in the epithelium. Skin slices from immunosuppressed and infected 

animals that were treated with either GM-CSF (fig. 12B) or IFNγ (fig. 12C) demonstrated that the 

foreign tissue was perfectly integrated into the native skin. Most important, the histological samples 

showed that grafts were completely vascularized (black arows), indicating a renewed formation of 

blood vessels. Re-vascularization is the most critical point in graft integration, as it guarantees the 

adequate support of  the graft.  

However, some accumulation of lymphocytes and other immune cells, was occasionally found within 

the histological samples. As all histological samples derived from animals that were macroscopically 

assessed to have accepted grafts, it might be that such immune-active sites within the graft were 

markers for an ongoing healing process or the beginning of graft rejection after the observation pe-

riod.  

 

Without immunosuppression rejection started early after transplantation. While some grafts were lost 

due to acute rejection within 7 days (fig. 13A), others remained within the graft bed for a period of 

approximately 12 days, thereby passing through several stages of necrosis until they were replaced 

by new skin (fig. 13B). 
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Fig. 13: Graft rejection in early (A) or late (B) phase in CBA/Ca mice  

 

 

 

 

 

 

 

 

 

 

 

Although skin transplantation in CVBA/CA mice was successful, CsA-treatment was always com-

bined with severe weight loss and temporary weakness of the animals. As indicated in fig. 14, control 

animals significantly lost weight after transplantation surgery, due to CsA-treatment (fig. 14). Such 

reduction in body weight did not impede the life of the animals as they were selected for overweight 

at the beginning of the experiments. Infection accelerated changes in body weight dramatically (fig. 

14B). Those mice lost up to 20 % of body weight within 14 days, indicating drastically reduced up-

take of food and water due to disease. In this group, all animals died within one week after the infec-

tion. On the contrary, in animals treated with either GM-CSF or IFNγ, only a partial loss of weight 

was observed (fig. 14C and 14D), which was, however, further increased after infection on day 7.  

Nevertheless, the animals recovered within a short time and on day 21 (GM-CSF) and day 24 

(IFNγ), respectively, their weight loss was compensated. All these mice survived the period of 28 

days and only briefly suffered from Salmonella infection.  

A  B 
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Fig. 14:  Weight loss after CsA- treatment and Salmonella-infection in transplanted 
mice was limited by GM-CSF and IFNγ  

 
Four CBA/Ca mice per group were immunosuppressed by daily treatment with cyclosporine A (30 mg/kg; i.p.). On day 7 
after transplantation, animals in (B), (C), and (D) received a single injection of Salmonella typhimurium (5 x 105 bacteria/kg; 
i.p.). GM-CSF (C) or IFNγ (D) (both 50 µg/kg; i.p.) were given daily from day 7 to day 10 while immunosuppression was 
continued. The graphs show body weight in [g] ± SD. Body weight was determined for CsA-treated animals (A), for animals 
infected with S. typhimurium (B), and for immunosuppressed animals, infected with S. typhimurium and treated with 
GM-CSF (C) or IFNγ (D).  
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3.6.1.2 GM-CSF and IFNγ  diminish the number of live bacteria in blood of immunosup-

pressed and transplanted mice 

As the prevention of bacterial spreading is the most obvious sign for bacterial combat, it was investi-

gated whether the number of bacteria in immunosuppressed and infected animals was reduced by 

treatment with GM-CSF or IFNγ. While in non-transplanted animals (chapter 3.4) blood, peritoneal 

lavage and different organs, e.g. liver and spleen, were examined for the bacterial load, in these ex-

periments in transplanted mice CFU’s were only determined in whole blood (fig. 15).  

Fig. 15:  GM-CSF and IFNγ  efficiently reduce the bacterial load in Salmonella-infected 
mice 

Four CBA/Ca mice per group were immuno-
suppressed by daily treatment with cyc-
losporine A (30 mg/kg; i.p.). Where indicated, 
GM-CSF or IFNγ (both 50 µg/kg; i.p.) were 
given from day 7 to day 10. On day 10 (day 4 
after infection with Salmonella typhimurium (5 
x 105 bacteria/kg; i.p) blood was withdrawn 
from the tail vein and spread on agar plates 
after dilution in pyrogen-free saline to deter-
mine aerobic colony forming units. Data were 
analyzed by one-way analysis of variance 
(ANOVA) followed by Tukey multiple test. 
*** p<0.001 vs. Salmonella / CsA;  p < 0.05 
was considered significant. 
 

 
 

 
 
In line with the results shown in chapter 3.4, both GM-CSF and IFNγ enabled the reduction of the 

bacterial load in whole blood. In mice under immunosuppression, bacteria duplicated unhindered, but 

both cytokines restored immune functions sufficiently for a successful combat of bacteria (fig. 15). 

Interestingly, although in this experimental setting the dose of CsA was 30-fold higher than in that 

without skin transplantation, GM-CSF as well as IFNγ still efficiently reduced the bacterial load. As 

all animals survived the observation period of 28 days, it seems likely that the distribution of bacteria 

in organs was also similar to that observed in chapter 3.4. 

However, for ethical reasons, no experiments with organs from transplanted animals were per-

formed. 
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3.6.1.3 The reconstitution of immune functions: Possible mechanisms  

Further investigations into possible mechanism for the reduction of bacteria in immunosuppressed 

and Salmonella-infected mice treated with GM-CSF or IFNγ were conducted. From previous 

work in our and other groups, it was known that both cytokines have a stimulative effect on different 

cells of the immune system. The most apparent effect of GM-CSF concerning changes in the immune 

system is the proliferation of  several monocyte- and macrophage-populations. It was therefore as-

sessed whether the amount of monocytes or macrophages was modified by the intervention with 

GM-CSF.  

Although GM-CSF increased the number of circulating leukocytes and monocytes in naive mice, no 

such effect was observed in animals immunosuppressed with CsA (30 mg/kg) or Dex (10 mg/kg) 

when treated with 50 µg/kg GM-CSF (data not shown). As expected, treatment with IFNγ also did 

not induce proliferation of immune cells in immunosuppressed animals (data not shown). Therefore, 

reconstituted immune functions due to the application of GM-CSF do not seem not to be based on 

an upregulation of the number of circulating immune cells. 

Furthermore, we investigated in vitro in a whole blood model with blood from naive and immuno-

suppressed mice whether IFNγ or GM-CSF increased the activity of the inducible NO synthase 

(iNOS) after stimulation with heat-inactivated Salmonella typhimurium. As NO is well known to 

induce oxidative stress, which among other things results in the decline of bacteria, nitrite levels were 

determined according to the Griess assay after incubation with or without IFNγ or GM-CSF, re-

spectively. As shown in fig. 16, only IFNγ significantly increased the release of nitrite in blood sam-

ples of naive mice (fig. 16). Moreover, IFNγ also significantly enhanced nitrite levels in blood of 

CsA-treated animals. As some macrophage functions, including NO formation, are described to be 

unchanged in the presence of CsA 399, this result was not unexpected.  
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Fig. 16:  IFNγ , but not GM-CSF enhances the release of NO from blood macrophages 
when stimulated by Salmonella typhimurium 

Blood from naive or immunosuppressed 
(CsA ; 30 mg/kg; i.p.) mice was pre-stimulated 
for 2 h with GM-CSF or IFNγ (10 ng/ml). 20 h 
after incubation with heat-inactivated Salmo-
nella typhimurium, nitrite was determined in 
supernatants by the Griess reaction. Data were 
analyzed by one-way analysis of variance 
(ANOVA) followed by Tukey multiple test. 
*** p<0.001 vs. Salmonella controls;  p < 0.05 
was considered significant. 
 

 

 

 

 

However, GM-CSF completely failed to alter the release of NO by macrophages, stimulated with 

bacteria. Oxidative stress therefore is unlikely to be a major contributor to the bacterial combat in 

our model. Results similar to those described above were obtained by determining the oxidative 

burst capacity of macrophages over a 10 h period by chemoluminescence using luminol (data not 

shown). While IFNγ significantly fortified the production of reactive oxygen species (ROS), GM-

CSF failed.  

Involvement of NO or ROS therefore cannot be the crucial mechanism involved in the immune re-

sponse reconstituted by GM-CSF. 

3.6.2  Immune reconstitution by GM-CSF or IFNγ  in a double drug strategy with 

tacrolimus and Dex in mice after skin allotransplantation  

To ensure the validity of the results obtained with CsA another skin allotransplantation model was 

performed, where tacrolimus (1mg/kg; i.p.) and Dex (10 mg/kg; i.p.) were given daily for immuno-

suppression. As shown in chapter 3.5.2, this treatment regimen was proven to be successful in pre-

venting rejection of skin allografts over a period of 4 weeks. Like in the CsA-experiments, only 

those animals assessed as having accepted the graft 7 days after transplantation were selected for 

infection experiments with Salmonella typhimurium. After injection of S. typhimurium (5 x 105 

bacteria/kg; i.p.), immune reconstitution was induced by the application of GM-CSF or IFNγ (both 

50 µg/kg; i.p.) from day 7 to day 10.  
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3.6.2.1  GM-CSF and IFNγ  enable the survival of skin-transplanted mice after infection 

with Salmonella typhimurium when immunosuppressed by tacrolimus and Dex 

Fig. 17 shows that immune functions, limited by tacrolimus and Dex, can be restored by both, GM-

CSF and IFNγ (fig. 17A). All these mice only suffered shortly from infectious disease, but then re-

covered and no animal died. Furthermore, none of the grafts in these  animals was rejected within the 

period of 28 days (fig. 17B). When immunosuppression was missing animals again rejected grafts 

within 8 days after transplantation. Immunosuppressed animals not treated with cytokines again all 

died due to unhindered propagation of bacteria, but in comparison to CsA-treated mice, death here 

occured marginally later.  

Fig. 17:  GM-CSF and IFNγ  restore immune functions after immunosuppression by tac-
rolimus and Dex in case of infection with Salmonella typhimurium  

 
Four CBA/Ca mice per group were immu-
nosuppressed by daily treatment with a 
combination (TD) of tacrolimus (1 mg/kg; 
i.p.) and Dex (10 mg/kg; i.p.). On day 7 
after transplantation, animals that were 
assessed to have accepted grafts received 
an injection of Salmonella typhimurium (5 
x 105 bacteria/kg; i.p.). Where indicated, 
GM-CSF or IFNγ (both 50 µg/kg; i.p.) 
were given daily from day 7 to day 10 
while immunosuppression was continued. 
Survival over the 3 following weeks (A) 
was determined for immunosuppressed 
animals infected with S. typhimurium (n), 
and for immunosuppressed animals in-
fected with S. typhimurium and treated 
with GM-CSF (s) or IFNγ (t). (B) Graft 
survival in naive control mice (�), and in 
immunosuppressed and infected mice, 
treated with GM-CSF (s) or IFNγ (t) 
was determined over 4 weeks.  Survival 
curves were analyzed using the Logrank  
test. p < 0.05 was considered significant. 
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However, although none of the immunosuppressed animals treated with GM-CSF or IFNγ died 

from infection under this treatment regimen, severe changes in body weight were again observed. 

Animals lost up to 20 % of body weight due to reduced uptake of food and water, which can be 

linked to side effects of the immunosuppressive drugs used. Resembling the CsA-experiments, ani-

mals passed through an episode of severe weight loss, which then was relieved by an episode of 

increasing weight. As animals were selected according to their initial weight, none of the animals was 

at risk of starvation.  

Determination of aerobic colony forming units was not performed in the experimental setting with 

tacrolimus and Dex, as the most convincing readout, the survival of the immunosuppressed and in-

fected animals treated with GM-CSF or IFNγ, proves successful immune reconstitution. Withdrawal 

of blood was avoided, as it was invariably linked to stress for the animals and, in addition, increased 

the time of infectious disease by reducing the number of circulating immune cells.  

These results indicate that immune reconstitution by GM-CSF and IFNγ after pharmacological sup-

pression might be valid without risking graft rejection, not only under immunosuppression with CsA, 

but also when combination drug strategies with tacrolimus and Dex are employed. GM-CSF and 

IFNγ treatment both allow successful handling of infection by reactivation of the pharmacologically 

suppressed immune system without interfering skin transplant acceptance. 

3.6.3 Initial studies on the applicability of these findings to humans 

For initial pilot studies in humans, a whole blood incubation model was selected. Blood samples from 

liver transplant patients obtained from the university hospital in Mainz were incubated with endotoxin 

(LPS) in the presence or absence of GM-CSF (1 µg/ml) and IFNγ (1 µg/ml). While most patients 

were treated with a single drug strategy with different doses of the immunosuppressive drugs CsA or 

tacrolimus, others received combinations of CsA and MMF or tacrolimus and glucocorticoid. 

Treatment regimens always followed the patients’ tolerability of the drugs used.  
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Fig. 18:  GM-CSF and IFNγ  differentially reconstitute the macrophage response in blood 
of immunosuppressed liver transplant patients 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interestingly, IFNγ in human blood significantly increased the release of TNF in response to LPS 

while GM-CSF fortified the production of IL-1. While most patients were characterized by an effec-

tive immunosuppression, i.e. an impaired cytokine release after LPS stimulation, others responded 

vigourously to the stimulus without GM-CSF or IFNγ addition to the incubation. Although there is a 

tendency that a treatment with GM-CSF or IFNγ may be promising with respect to the reconstitu-

tion of the immune functions, these results can be considered only as a first step into this broad field. 

Modulation of the immune system by the two cytokines has to be examined in many more patients’ 

blood regarding macrophage and particularly T-cell reactivation. Therefore, the animal studies con-

ducted in this thesis yield as proof-of-principle that remains to be examined further in human studies.
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4. Discussion 

4.1  The possibilities and restrictions of experimental animal 
models for immunomodulatory studies  

4.1.1  Endotoxic shock: A model for macrophage activation  

Experimental endotoxic shock in animals has been recognized as a model to imitate septic shock 

syndrome in humans. As a consequence of Gram-negative 400 or Gram-positive 401 bacterial infec-

tion, septic shock most often results in the death of immunocompromised patients. Therefore increas-

ing efforts to find life-saving pharmacological interventions are warranted. Chronic immunosuppres-

sive therapy, on the one hand prevents graft rejection, but on the other enables bacterial propagation, 

so especially transplant patients are prone to severe bacterial infections and finally shock-related 

death. The endotoxic shock models offers the opportunity to examine a predominantly macrophage-

driven response of the innate immune system, which is characterized by an extensive release of the 

pro-inflammatory cytokine TNF. While macrophage-derived TNF plays a central role in the LPS 

toxicity in naive mice, resulting in shock and death 402,403, immunosuppressive treatment with CsA 

or Dex in the experiments discussed here prevented TNF release and consequently death of the ani-

mals. The effects of immunosuppressive drugs on macrophage functions are controversial, since 

some groups described them to be changed 404-408 while others reported macrophage functions as 

unaltered under immunosuppressive treatment 399. Here, death of the animals indicated an active 

immune system or a reconstitution of a previously suppressed immune response, which was success-

fully achieved by intervention with GM-CSF or IFNγ. In this sense, the results gained in the reactiva-

tion of the immune system with GM-CSF or IFNγ after pharmacological immunosuppression corre-

sponded to previous results for LPS tolerance 251. In the studies of Bundschuh et al. LPS in a dose 

of 3 mg/kg was lethal. In the present experiments, 5 mg /kg of a new lot of endotoxin were needed 

to induce lethality. Although the injection of the purified Gram-negative bacterial cell wall component 

LPS into animals induces an inflammatory response and therefore is a useful model to study the in-

flammatory reaction of predominantly macrophages, insights gained in this model cannot be directly 

extrapolated to sepsis in man. Nevertheless, it was an ideal basis to examine the possibility of 

macrophage reactivation by exogenous cytokines in a pre-clinical animal study.  
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4.1.2  ConA-induced liver failure: A model for the overactivation of T-cells 

Since T-cells are the predominant executors of graft rejection (see chapter 1.2.1), they are the main 

targets in the development of pharmacological anti-rejection strategies in transplantation. However, 

pharmacological immunosuppression remains a double-edged sword as it both prevents graft rejec-

tion and increases the risk of infectious disease. Therefore it was investigated whether the two cyoki-

nes GM-CSF or IFNγ reactivate T-cell functions after immunosuppression and thus possibly affect 

the outcome of transplantation. The T-cell mitogen ConA 409 was used as T-cell stimulus. ConA 

has already been used in numerous studies although its mechanism of action still remains unclear. 

Although macrophages are not directly stimulated by ConA, they contribute to ConA induced hepa-

titis in vivo. Probably, ConA predominantly activates lymphocytes, which in turn induce macro-

phages to release pro-inflammatory mediators such as TNF 381,410. These findings are supported 

by in vitro studies, where ConA activated T-cells and cells in a macrophage-lymphocyte coculture, 

but not macrophages alone 410. Readout for the activity of T-cells in this study was the increased 

release of pro-inflammatory lymphokines, e.g. IL-2 and IFNγ and augmented transaminase levels in 

blood plasma of ConA-treated animals. Mice injected with ConA died after 8 h of exposure due to 

fulminant liver damage. The cytokines GM-CSF and IFNγ have been reported to sensitize the liver 

directly towards TNF 381. However, when animals were pretreated with immunosuppressive drugs, 

e.g. Dex, CsA or tacrolimus, liver failure due to missing T-cell activation was prevented 381. 

Certainly, the immune response to ConA is different from the immunological events that occur in 

infection. But the ConA model here was used only to examine in detail whether the stimulative cyto-

kines GM-CSF and IFNγ could reconstitute an immune response in immunosuppressed animals.  

4.1.3  The infection model with Salmonella typhimurium 

The primary goal of this study was to investigate whether the cytokines GM-CSF and IFNγ can 

increase the impaired host resistance of immunosuppressed transplanted animals against bacterial 

infections. This question is, as already outlined above, very substantial, since a high percentage of 

immunosuppressed patients are predisposed to the development of cancer, and especially to infec-

tions of all kinds 3. Since Salmonella infection is represented in transplant patients in clinical reality 

385, experiments were performed in a murine infection model with live Salmonella typhimurium. In 

this model the existence of the Salmonella typhimurium resistant CBA/Ca mouse strain was a great 

advantage 398. While naive mice survived a high dose of Salmonella typhimurium without symp-
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toms of disease, the administration of immunosuppressive drugs 386,398 abrogated Salmonella 

resistance of CBA/Ca mice which finally resulted in the death of the animals. Therefore, the simple 

readout for the activity or the suppression of the immune system in CBA/Ca mice was either survival 

or death of the animals, respectively. Furthermore, the assessment of the number of aerobic colony 

forming units from blood or different organs was a simple method to determine the propagation of 

live bacteria in the infected mice.  

Salmonella typhimurium is regarded as a facultative intracellular bacterial pathogen that is found 

inside macrophages 411, especially of the reticuloendothelial system, e.g. of liver and spleen 412. 

Thus, macrophages play a major role in the pathology of virulent Salmonella typhimurium infection 

and may consequently present a novel target for therapeutic interventions. While some years ago 

only macrophages were considered to be the key type of antigen presenting cells (APC) to combat 

bacterial infections by phagocytosing and destroying bacteria and presenting bacteria-derived anti-

gens to T-cells, now also dendritic cells (DC) are discussed to be an important type of APC that 

contribute to the immune response to Salmonella 413. Furthermore, the importance of macrophage-

derived reactive nitrogen and oxygen intermediates to the defense of the murine host against Salmo-

nella was shown to be greater than previously appreciated. In addition to direct microbial actions, 

those intermediates have relevant immunoregulatory effects relevant to the control of infection 414. 

Importantly, IFNγ in several publications was demonstrated to be an activator of the anti-bacterial 

activity of macrophages and therefore represents a powerful actor in the first line of anti-Salmonella 

defense 415,416. In line with these findings, mice genetically deficient in immunity mediated by IFNγ 

and also IL-12 are highly susceptible to Salmonella. Thus, impaired secretion of IFNγ accounts for 

uncontrolled growth of bacteria within macrophages 416. However, since infections of the respira-

tory tract 417-419, by Gram-positive bacteria 420-422 or viral infections 423,424 are more often 

responsible for hospital-acquired infection, Salmonella infection does not represent the main clinical 

problem.  

Furthermore, the current standard therapy with antibiotics was omitted in all animal experiments 

which, although necessary for pre-clinical research, cannot be extrapolated to the clinical situation in 

humans.  

4.1.4  Comparison of in vivo and ex vivo experiments  

Although the in vivo animal models reflect the natural process of the inflammatory response and the 

complex interactions between mediators and organs more precisely, isolated steps in the inflamma-
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tory response can only be thoroughly examined in detail in vitro. One major disadvantage of in vivo 

studies is the extreme complexity of processes taking place within the animal. Mechanistic in vitro 

studies that provide insight into single steps of the immune cascade therefore were performed in vari-

ous primary cell populations of naive or immunosuppressed animals. For the present study, especially 

ex vivo systems were used to determine the effects of either LPS or ConA in naive or pharmaco-

logically suppressed macrophages or T-cells, respectively. As expected, in naive cells LPS particu-

larly stimulated macrophage populations, while ConA in T-cells elevated the release of cytokines 

such as IL-2 and IFNγ. In addition, pretreatment with the immunosuppressive drugs prevented the 

release of cytokines in macrophages as well as in T-cells. Since the focus was on the potential of the 

pro-inflammatory cytokines GM-CSF and IFNγ to reconstitute such a pharmacologically sup-

pressed immune response, immunosuppressed cells were used for the determination of cytokine lev-

els under these circumstances. Readout for a successful reactivation was the release of cytokines 

such as TNF or IL-2 and IFNγ. All the ex vivo experiments confirmed the finding in vivo. Both 

cytokines enabled a reconstitution of only the macrophage response, while the T-cells remained si-

lenced. For our hypothesis this precise answer to the question, which cell population can be reacti-

vated was needed to predict the chance of success of such an intervention in transplanted animals 

without increasing the risk of graft rejection.  

4.2  Reasons for choosing the skin transplantation model in 
mice 

Since the detailed description of skin transplantation by Billingham and Medawar in 1951, this model 

has been widely used to study the T-cell mediated immune response of allograft rejection 425,426. 

The surgical procedure for this non-vascularized transplant model is, in contrast to other, vascular-

ized transplantation models, e.g. of murine liver or heart, easy to learn and does not need microsurgi-

cal equipment. Furthermore, the mouse model gains from the existence of a variety of mouse strains 

427 and several specific tools e.g. for the determination of cytokine release, thus enabling to observe 

an immune response. However, skin transplantation has several pitfalls in the handling procedure.  

First, an appropriate place for the graft bed, preferably on the cranial part of the back has to be se-

lected which guarantees optimal growth of the graft 428. Second, any damage of the panniculus car-

nosus, a thin and transparent layer on the dorsal muscle containing the vessels that reestablishes the 

blood supply to the graft, must be avoided. Third, attention must be paid that the edges of the graft 

are not everted. And fourth, the bandage is the key factor to successful skin transplantation and pro-
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tects the graft. It must be applied properly, i.e. tight enough to remain in place but free enough to 

allow the animal to breathe and move unhindered. Acute skin graft rejection is a striking and repro-

ducible immunological reaction, characterized by a typical course of morphological changes. It begins 

with an erythema and a slight swelling, followed by desiccation and scar formation, and ends with a 

scar in the former graft bed. The time point of rejection is defined by most transplant surgeons as the 

complete necrosis of the graft 429. However, the time point of sub-acute or chronic rejection is 

sometimes difficult to determine, because its features, such as loss of hair and pigmentation as well as 

obliteration of the dermal ridges, are less striking. Moreover, loss of hair cannot be prevented, since 

the hair follicles loose innervation and consequently necrotize. 

Although microsurgical models of vascularized organ transplantation in mice have more relevance to 

the clinical situation, skin transplantation is still useful for studies on immunological mechanisms of 

allograft rejection. In transplant research, this model is widely accepted, e.g. in studies of T-cell me-

diated immune responses of acute allograft rejection 426 or in testing allograft recipients for tolerance 

430. Furthermore, skin transplantation entails several additional limitations due to tissue-specific 

characteristics, since skin is highly immunogenic because of a large amount of dermal antigen-

presenting Langerhans cells 431-433. Therefore immunosuppressed recipients may accept vascular-

ized organ grafts while skin grafts are rejected 434. A detailed overview of  skin transplantation in 

mice is given in the review of Gardner 435. Taken together, skin transplantation is the most sensitive 

model concerning T-cell mediated graft rejection. Thus it therefore fits perfectly to realize immuno-

modulatory studies such as in the present work. 

4.3  Immunosuppressive treatment 

Advances in immunosuppression have had a significant impact on the field of whole-organ transplan-

tation. New chemical agents such as CsA, tacrolimus, sirolimus and MMF which utilize novel 

mechanisms have been developed, resulting in prolonged survival times 436-438. Despite the im-

proved efficacy of these new immunosuppressive agents, host susceptibility to infection, malignancy 

439,440 and organ-specific toxicity 172,441,442 are still serious constraints. Therefore, many ex-

perts believe that the induction of tolerance will be the future of organ transplantation, since this 

would make pharmacological immunosuppression superfluous 443-446. However, unfortunately, the 

currently available animal models for tolerance are unsatisfactory 447. Therefore a model was estab-
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lished in which, by the use of GM-CSF and IFNγ, the immune response solely of  macrophages 

immunosuppressed by pharmacological agents was selectively reactivated. Interestingly, the reconsti-

tuted immune response resulted in a controlled restraint of bacteria in Salmonella-resistant CBA/Ca 

mice. Furthermore, since in this model the T-cell response remained silenced, skin graft acceptance 

was not affected. For the induction of immunosuppression clinically relevant drugs such as glucocor-

ticoids, CsA, tacrolimus and MMF were selected. Furthermore, sirolimus was used in the present 

experiments, since this drug will probably enter the clinic in the near future.  

4.3.1 The dosage problems of immunosuppressants in the different models in-

vestigated  

In first experiments it was determined what dosages of different immunosuppressive drugs are 

needed in the endotoxic shock or the ConA models to suppress the function of macrophages or T-

cells, respectively. Initially, a low dose was selected to ensure the anticipated restoration of the cyto-

kine response after GM-CSF or IFNγ treatment would have physiological consequences. The mini-

mal effective dosage of CsA and also Dex which inhibited cytokine release from macrophages in the 

endotoxic shock model was found to be 5 µg/kg (chapter 3.1). In contrast, dose-finding experiments 

in the ConA model exhibited that here a dosage of 1 mg/kg of either Dex, CsA, tacrolimus and si-

rolimus was needed to prevent T-cell activity (chapter 3.3.1). Although all immunosuppressive drugs 

except Dex utilized as primar target the activity of T-cells, the finding that the inhibition of T-cell func-

tions required a higher dosage than the suppression of macrophages was surprising. The reason can 

probably be found in the difference between the two models. Since the intraperitoneal injection of 

LPS works systematically, the intravenous application of ConA directly targets the mouse liver. Al-

though the doses of either LPS and ConA in both models were selected high enough to induce 

lethality, ConA in a dose of 25 mg/kg seemed to be the stronger stimulus and thus needed higher 

immunosuppressive doses.  

Immunosuppression in the transplantation models needed significantly higher doses of all immuno-

suppressive drugs used. To assure graft acceptance, a 6000-fold higher dose of CsA in contrast to 

the LPS experiments and a 30-fold higher dose, when compared to the ConA experiments was re-

quired (chapter 3.5). Immunosuppression by CsA in our studies had to be induced by a daily injec-

tion of 30 mg/kg. Since both, the macrophage and the T-cell response were already suppressed by 

lower doses, transplantation required something like a “safety zone“ to prevent skin graft rejection. 

Immunosuppression by tacrolimus monotherapy in contrast to CsA failed. Although tacrolimus in 
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monotherapy has been described to prevent skin graft rejection 448 only combination therapy with 

either Dex or MMF was successful here.  Finally, the required doses in the transplanted animals re-

sembled  immunosuppressive doses used in transplantation reality and therefore may improve the 

clinical significance of the present study.   

4.3.2 The potency of the immunosuppressants used to inhibit macrophage and 

T-cell functions 

The modes of action of the different immunosuppressive drugs used were described in chapter 1.3. 

As outlined there, most of these drugs target the activity of T-cells since they are the primary media-

tors of graft rejection. Besides, macrophages participate in the initiation and propagation of rejection. 

While Dex is a well known suppressor of macrophage activity 70,72-74, the role of CsA concerning 

the inhibition of macrophage functions is discussed controversially. In the present experiments 

macrophage activity was suppressed after treatment with CsA in vivo as well as in vitro (chapters 

3.2.1 and 3.2.2). Several reports from different groups agree with these findings 404-408,449 while 

others reported that macrophage functions remain suppressed 399. Macrophage suppression with 

tacrolimus, sirolimus and MMF completely failed (chapter 3.1), indicating that these immuosuppres-

sive drugs solely affect T- and B-cell functions 104,107,174,176. On the contrary Dex, CsA, tac-

rolimus and sirolimus prevented T-cell activation in the ConA model (chapter 3.3.1). However, 

MMF did not show any suppressive effect an T-cells, probably due to its low potency and its effec-

tive inactivation 143.  

4.3.3  The usefulness of CsA, sirolimus and the combination of tacrolimus with 

either Dex or MMF in skin allotransplantation 

After it was shown that immunosuppressed macrophage, but not T-cell functions could be reconsti-

tuted by GM-CSF or IFNγ, it was next examined whether the reactivation also occurs in immuno-

suppressed mice after infection with Salmonella typhimurium. The skin transplantation model de-

scribed in section 4.2 offered an ideal possibility to investigate if such immune reconstitution allows 

the control of a bacterial infection without affecting graft acceptance. In a first step, the immunosup-

pressive effects of the immunosuppressants CsA, tacrolimus and sirolimus were investigated in trans-

plantation experiments. Starting with CsA,  the doses required to assure graft acceptance were much 

higher than the ones used in the orientating LPS and ConA experiments (chapter 3.5.1). Successful 
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skin transplantation asked for a 6000-fold higher dose than macrophage inhibition in the LPS studies 

and a 30-fold higher dose than T-cell inactivation in the ConA model. However, severe side ef-

fects 125,184,186 resulting in the death of the animals within the duration of the experiment conse-

quently restricted the immunosuppressive doses for all drugs used. Since CsA in mice only partially 

inhibits calcineurin activity 450, a phenomenon that is also found in humans 451, the dose had to be 

selected very high. Finally, CsA was used in a dose of 30 mg/kg which prevented graft rejection but 

did not induce severe side effects (chapter 3.5.1). Since the simple transfer of the monotherapy 

scheme to tacrolimus failed, a combination therapy with tacrolimus plus Dex or MMF was per-

formed (chapter 3.5.2). Although both, CsA and tacrolimus inhibit calcineurin 106-109 there some-

how seem to be significant differences in their modes of action. Tacrolimus which in different models 

of organ 105,452 and skin transplantation 437,453 was described to be more potent than CsA 158 

could not prevent graft rejection in our skin allotransplantation model. These finding are in contrast to 

Lagodzinski et al. 448 where tacrolimus in monotherapy was described to prevent skin graft rejec-

tion. Promising results were obtained when tacrolimus was combined with either Dex or MMF. The 

corticosteroid Dex and the purine synthesis inhibitor MMF may compensate the lacking immunosup-

pressive activity of tacrolimus. One possible mechanism resulting in better graft survival, at least for 

MMF, may be the increased re-vascularization of the graft 454 which is reduced in the presence of 

tacrolimus 113,455. Furthermore, both MMF 456 and Dex 70,71,457 were described to inhibit 

macrophage activity which thus may play a more pronounced role in skin transplantation than ex-

pected. In line with our results improvement in transplantation was achieved by combination therapy 

194,454,458. Such improvement may be based on synergy effects of immunosuppressive drugs 

which reduce required doses and consequently toxic effects, but also on the greater immunosuppres-

sive potential due to effects on different target cells. However, monotherapy with sirolimus showed 

the best outcome of skin transplantation in our experiments but was also linked to severe toxicity, i.e. 

ascites. Since almost all animals characterized by little weight severely suffered from sirolimus toxicity 

for further experiments only extremely heavy animals with a high percentage of body fat were cho-

sen. But these animals also regularly developed ascites and were therefore excluded from the ongo-

ing experiments. Although no combination therapy studies were performed to reduce the dosage of 

sirolimus, it seems likely that extraordinarily toxicity 184,186 of that drug due to the dose required is 

responsible for the high percentage of side effects.  
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4.4 Relevant mediators of immune reconstitution in immuno-
compromised animals: GM-CSF and IFNγ 

The therapeutic goal of the treatment of infection in immunocompromised transplant patients is de-

fined as the reconstitution of the non-specific immune system without risking graft rejection. Since 

previous work done in our group and the work of other groups revealed that the two cytokines GM-

CSF 251,253,254 and IFNγ 459-462 enhance the LPS-induced release of cytokines from macro-

phages, they were chosen as immunostimulatory cytokines for the present studies. Bundschuh et al. 

showed that both cytokines have the potential to reactivate immunoparalysed macrophages 251. 

Therefore, it was tested whether these two pro-inflammatory mediators likewise have the ability to 

restore a pharmacologically suppressed immune response as it occurs in transplantation.  

4.4.1  The potential of GM-CSF and IFNγ  to reconstitute the pharmacologically 

suppressed macrophage response after LPS stimulation 

In the first preclinical murine model the potential of GM-CSF and IFNγ to reactivate macrophage 

functions suppressed by the immunosuppressive drugs Dex and CsA was examined.  In vivo and in 

vitro results clearly revealed that both cytokines have the capacity to restore the suppressed immune 

functions of macrophages. After LPS stimulation, all naive and all immunosuppressed animals treated 

with GM-CSF or IFNγ died within a comparable period of time, indicating that the suppressed im-

mune system was fully reconstituted by these two cytokines (chapter 3.2.1). The reconstitution of 

TNF release capacity underlines these findings. In line with Bundschuh et al., the results suggest that 

IFNγ might be slightly more potent than GM-CSF: IFNγ reconstituted TNF levels in all animals to a 

degree that was similar to the TNF release found in naive mice after LPS stimulation, while TNF 

release in GM-CSF treated animals remained below that level.  

To address whether the effects found in vivo can be definitely explained by macrophage activity, ex 

vivo experiments were performed with different monocyte/macrophage populations from the perito-

neum, blood, lung, spleen and bone marrow of immunosuppressed mice (chapter 3.2.2). The find-

ings confirm the significant suppressive activity of Dex as well as CsA on LPS-stimulated macro-

phages. Interestingly, the immunosuppressive effect of Dex and CsA in peritoneal macrophages and 

bone marrow cells in terms of TNF release was poorer than observed in the other populations. Fur-

thermore, it could be shown that the immunomodulators GM-CSF and IFNγ can restore the dimin-

ished LPS responsiveness of macrophages from immunosuppressed mice. In almost all mono-
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cyte/macrophage populations tested, GM-CSF and IFNγ increased the LPS-induced TNF release 

of pharmacologically suppressed cells at least to the level of naive cells or even higher.  

4.4.2  No reconstitution of the pharmacologically suppressed T-cell response 

by GM-CSF and IFNγ  

GM-CSF and IFNγ both restored the impaired monocyte/macrophage response of immunosup-

pressed mice towards a lethal LPS challenge (chapter 3.2). Since T-cells are responsible for the 

specific immune response and furthermore represent the primary cell type responsible for graft rejec-

tion, it was further examined whether a reconstitution by GM-CSF and IFNγ also occurs in these 

cells.  

Comparable to the LPS studies, experiments with the T-cell mitogen ConA in this setting were per-

formed in vivo as well as in vitro. The in vivo results unambiguously show that as in previous stud-

ies 381 Dex, CsA, tacrolimus and sirolimus prevented ConA-induced severe liver damage and con-

sequently protected from death (chapter 3.3.1). The determination of T-cell-derived 

pro-inflammatory cytokines such as IL-2 and IFNγ in immunosuppressed animals gave evidence that 

T-cells were completely inhibited by this pharmacological intervention 463 (chapter 3.3.2). When 

immunosuppressed and naive animals were additionally treated with GM-CSF or IFNγ, only a mar-

ginal effect of these two cytokines on the transaminase release due to liver injury was observed 

(chapter 3.3.2). When compared to the results obtained in monocytes/macrophages, neither GM-

CSF nor IFNγ had a priming effect on T-cells. While no direct stimulation of T-cells is described for 

GM-CSF, IFNγ is considered a prominent regulator of T-cell activity 464,465. Moreover, since the 

activation of T-cells in the ConA model depends on macrophages 381, the slight activating effect 

observed remains unclear at least in naive cells. Taken together, neither GM-CSF nor IFNγ in vivo 

restored the pharmacological suppression by Dex, CsA, tacrolimus or sirolimus with respect to the 

release of the T-cell-derived pro-inflammatory cytokines IL-2 and IFNγ. These findings were sup-

ported by in vitro experiments, where no IL-2 or IFNγ release was detected after the incubation 

with ConA in naive or suppressed splenic T-cells (chapter 3.3.3). Since animals and samples where 

IFNγ was added to stimulate the immune response of T-cells would have displayed falsely high IFN

γ levels due to the intervention, this cytokines were not mesured in tables 4 and 5.  

The results indicate that the two cytokines GM-CSF and IFNγ, used as immunomodulators in this 

study, can on the one hand restore the non-specific immune response by macrophages, but on the 
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other hand do not reconstitute the specific immune system, represented by T-cells. Finally, the obvi-

ous questions, whether such immune reconstitution is sufficient to combat bacterial infection, was 

examined.     

4.4.3  Selective reactivation of only the non-specific immune system combats 
bacterial infection  

As outlined in sections 4.3.1 and 4.3.2, the two cytokines GM-CSF and IFNγ, used as immuno-

modulators in the present work, restored a pharmacologically suppressed monocyte/macrophage but 

not a T-cell response. To examine whether the reactivation of  the non-specific immune system rep-

resented by macophages is sufficient for bacterial combat, experiments were perforemed with Sal-

monella-resistant CBA/Ca mice 398. These mice loose their resistance to infection when treated 

with immunosuppressive corticosteroids and were therefore perfectly suited for this study.  

In first experiments, naive mice were injected with a high dose of Salmonella typhimurium to the 

capacity for resistance. Further it was tested whether Dex and CsA as immunosuppressive drugs 

could overcome Salmonella-resistance. Readout in these two experiments was survival in Salmo-

nella-resistant but lethality in immunosuppressed and consequently Salmonella-susceptible animals. 

The in vivo results indicated that GM-CSF as well as IFNγ can restore the suppressed immune 

response as the death of the animals due to Salmonella-infection was consequently prevented 

(chapter 3.4). Moreover, GM-CSF and IFNγ enabled the significant reduction of live bacteria in 

liver, spleen, blood and peritoneum in comparison to  immunosuppressed animals not treated with 

GM-CSf or IFNγ. However, in the Dex experiments one animal out of six with either IFNγ or GM-

CSF treatment died 8 or 11 days, respectively, after the infection. Although the cadavers did not 

exhibit findings of Salmonella-infection, it cannot be excluded that these animals died due to infec-

tious disease. Furthermore, the animals might have suffered from sied effects from GM-CSF or IFN

γ treatment thus resulting in death. An indication that GM-CSF accelerates the recovery from infec-

tion by Salmonella typhimurium in resistant A/J, but not in susceptible C57bl/6 mice was given by 

Freund et al. 265. Furthermore, GM-CSF as well as IFNγ have been found to protect mice against 

Sendai virus infection 466 emphasizing the immunomodulatory profile of these cytokines even in viral 

infections. 

Although the participation of T-cells in the executive part of a bacterial combat is discussed in several 

publications 467-469 these findings suggest that the activation of only the non-specific immune sys-

tem is sufficient for the survival of bacterial sepsis. Antimicrobial activity of macrophages was re-
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cently described from Vasquez-Torres et al. 470. The authors reported that in general the antibacte-

rial activity of macrophages is sufficient to overcome a Salmonella typhimurium infection in vivo 

471 as well as in vitro 470 and that pretreatment with IFNγ increased bacterial killing due to the 

generation of reactive oxidative and nitrosative species 470. Since macrophages are the predominant 

target cells for Salmonella-infection 411,413, they play an important role in the first line of bacterial 

defense. In this respect, reactive nitrogen intermediates 414, 472, pro-inflammatory cytokines such 

as GM-CSF 415 or IFNγ 415,416,473 and changes in the gene expression profile of macro-

phages 391 are outlined as significant anti-bacterial mechanisms. However, in studies with stimulated 

whole blood only an increased release of NO inthe presence of IFNγ but not of GM-CSF was 

found (chapter 3.6.1.3). In addition, neither GM-CSF nor IFNγ increased the counts of circulating 

leukocytes and monocytes in immunosuppressed animals. Thus, the involvement of reactive oxygen 

species might be the crucial mechanism involved in the immune response reconstituted by IFNγ. On 

the contrary, there was no indication that reactive oxygen species and the proliferation of immune 

cells are implicated in the immune reconstitution process by GM-CSF. Therefore GM-CSF must 

activate another, maybe yet unknown pathway responsible for the successful reduction of bacteria. 

Besides, immunosuppression after Salmonella-infection due to massive NO release was shown by 

MacFarlane and coworkers 474. These findings are in line with experiments that were performed in 

Salmonella-sensitive Balb/c mice. In these mice, after the infection with Salmonella typhimurium a 

massive production of NO was detected, which was further increased when the animals were pre-

treated with IFNγ.  

The two cytokines GM-CSF and IFNγ are approved for indications other than those investigated 

here 281,472,475,476. In the present work they have proven the potential to reconstitute a pharma-

cologically suppressed non-specific immune response while the specific immune system remained 

silenced. Such an immune reconstitution process enabled immunosuppressed laboratory animals to 

survive an otherwise lethal bacterial infection with Salmonella typhimurium. Since immunosuppres-

sion generally is linked to transplantation the results led to the further question whether GM-CSF and 

IFNγ may also help transplanted animals to overcome such a bacterial infection without risking graft 

rejection.  
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4.5 The use of GM-CSF and IFNγ in immunocompromised and 
transplanted mice  

The obvious question was whether GM-CSF and IFNγ, by reactivating the non-specific immune 

system, affect the outcome of transplantation. For several reasons (chapter 4.2) a murine skin al-

lotransplantation model was selected to test the effects of both cytokines on graft survival. After suc-

cessful monotherapy studies with CsA and sirolimus, it was found that tacrolimus can not be used as 

single drug therapy (for discussion see chapter 4.4.3). Immunosuppressive drugs had to be adminis-

tered in significantly higher doses than in the experiments before to assure graft survival. The doses 

used in transplant studies better correlated with those utilized in clinical reality.  

The observation that the specific immune system and thus T- and B-cell activity, which is responsible 

for graft rejection, remained silenced after the intervention by GM-CSF and IFNγ, permitted the 

hypothesis that transplanted animals might survive bacterial infection with GM-CSF ir IFNγ therapy 

without loosing their grafts. If T-cells were reactivated by GM-CSF or IFNγ, and if consequently the 

main mediators in graft rejection, IL-2 32,66,104,477-482 and   IFNγ 32,479,483, promoting 

clonal expansion of T-cells 484,485 were released, this would lead into a vicious cycle ending in 

graft rejection. Since in the ConA model neither IL-2 nor IFNγ were detectable, it seemed that such 

an interaction in the transplant model with GM-CSF and IFNγ would be unlikely. However, the risk 

of graft rejection still remained since these two cytokines are known inducers of MHC molecules 

which play an important role in the recognition of foreign tissue and finally graft rejection 486-491. 

Nevertheless, one report did not link IFNγ to graft rejection processes 478. Another recently dis-

covered mediator of graft rejection which shares high similarities to IL-2 492 is IL-15 477,482,493-

495. Although due to the unavailability of appropriate tools IL-15 was not taken into account in the 

present study, future studies should also consider this cytokine since it might replace IL-2 in the acti-

vation of T-cell 496,497.  

4.5.1 Effects of GM-CSF and IFNγ  on graft survival 

Before infection experiments, it was examined whether GM-CSF and IFNγ affect the survival of 

skin allografts in immuosuppressed CBA/Ca and Balb/c mice. While all naive animals lost their grafts 

within one week, immunosuppressed animals accepted skin grafts for the observation period of 4 

weeks. Furthermore, the intervention with GM-CSF and IFNγ did not increase the risk of graft re-
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jection since all animals kept their graft for the 4 weeks (chapter 3.5.4). GM-CSF seemed to inhibit 

the immune reactions in skin since it prevented the release of IL-12 from Langerhans cells which are 

implicated in graft rejection 498 (chapter 4.2).   

Neither GM-CSF nor IFNγ seemed to conflict with the outcome of skin allotransplantation in 

CBA/Ca and Balb/c mice. Two reports speculated that MHC molecules were not essential media-

tors of skin graft rejection because MHC class I deficiency in mice also could not prevent rejection 

499,500. Assessment of the grafts was performed by macroscopical and histological examination. 

Although in literature, macroscopical scoring is the preferred method to describe graft rejection 

172,501-503 histological slides of macroscopically accepted grafts were additionally examined. This 

method allows the evaluation of the level of revascularization of the graft and determination of mor-

phological changes within the graft. Vascularization of the graft is one major event in the acceptance 

in skin transplants. If skin grafts were not connected to the recipients blood system, they necrotize 

within a very short time. Although several peri-vascular lymphocytes were found in the grafts when 

examinedhistologically, these samples were not considered rejected, because their macroscopical 

acceptance was perfect. On the other hand, it cannot be excluded that rejection of skin allografts at a 

later time point migt have occured. However, for ethical reasons the experiments were terminated 

after four weeks. 

4.5.2 Effects of GM-CSF and IFNγ  on bacterial combat in transplanted mice 

In immunosuppressed animals GM-CSF and IFNγ were shown to be successful in the reconstitution 

of the immune response, thus enabling the regulation of bacteria in case of infection (chapter 3.4). 

Furthermore, in a skin allotransplantation model, these two cytokines did not decrease the success in 

graft acceptance (chapter 3.5). Consequently it was examined whether effective reconstitution of the 

immune response was also possible in immunosuppressed and skin-transplanted animals that were 

infected with Salmonella typhimurium. For immunosuppression CsA and a multidrug scheme with 

tacrolimus and Dex were selected for these experiments.  

The studies definitely showed that GM-CSF and IFNγ could reactivate the non-specific immune 

response against Salmonella typhimurium in immunosuppressed and transplanted animals without 

risking graft rejection (chapter 3.6). Those findings are in line with observations in children after liver 

transplantation. Here GM-CSF treatment was well tolerated and did not induce graft rejection 504. 

Bacterial propagation in immunosuppressed mice treated with the two cytokines again was signifi-
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cantly decreased in contrast to immunocompromised animals. However, once more one out of four 

animals died on day 7 after skin transplantation and immunosuppression by CsA. Since in this ex-

perimental setting both, the infection with Salmonella typhimurium and the IFNγ intervention oc-

curred on day 7, we believe that the animal might have suffered from an infection or other restrictions 

due to transplantation surgery. Since pain, injury, suffering and distress in the laboratory animals were 

minimized, several criteria for the termination of experiment were defined. Besides the lack of mobil-

ity or of normal interest in the surroundings, apathy or signs of paralysis, severe weight loss was the 

most conspicuous change within the experimental period. Since immobility and apathy disappeared a 

short time after the transplantation procedure, animals characterized by a body weight loss of more 

than 20 % of the initial weight were excluded from the experiments. However, in contrast to immu-

nosuppressed animals, mice with a reconstituted immune system completely recovered within the 

period of the experiment due to GM-CSF or IFNγ treatment.  

To compare the results obtained in the present animal study with human cells of the immune system, 

initial pilot experiments were performed with blood from liver transplant patients which were treated 

with CsA and tacrolimus. First results show that immune reconstitution of macrophages is also possi-

ble in human blood cells. Interestingly, IFNγ elevated TNF release of LPS-stimulated macrophages, 

while GM-CSF increased the release of IL-1. Other studies, performed in our lab with human 

PBMC that were immunosuppressed with Dex in an ex vivo model revealed that reconstitution of 

the immune response by GM-CSF is possible. While Dex-treated PBMC remained silenced after 

stimulation by LPS, pre-treatment with GM-CSF induced the release of TNF also in this model 

(personal communication). However, comprehensive data from other groups which could confirm or 

defeat our results are missing. 

Taken together, this preclinical animal study is not only of general interest for the understanding of the 

consequences of immune suppression or reactivation on overcoming bacterial sepsis, but also has 

major clinical implications. In clinical practice immunosuppressive treatment is restricted in critically ill 

patients when viral or bacterial infections are suspected. The fact that in these experiments trans-

planted mice treated with GM-CSF or IFNγ survived a lethal Salmonella typhimurium infection, 

suggests that clinical studies on the efficacy of these two cytokines as an instant intervention to reacti-

vate the compromized host defense of these patients without risking graft rejection should be per-

formed. 
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5.  Summary 

1. In vivo and ex vivo cyclosporine A (CsA) and dexamethasone (Dex) prevented LPS-induced 

TNF release from macrophages and consequently protected Balb/c mice from endotoxic shock. 

Tacrolimus and MMF failed to protect animals against lethal LPS shock. 

2. GM-CSF and IFNγ restored susceptibility towards endotoxic shock in Dex and CsA-treated 

Balb/c mice. 

3. In vivo and ex vivo CsA, Dex, tacrolimus and sirolimus prevented ConA-induced liver failure 

and consequently protected Balb/c mice from death. MMF failed to protect animals against se-

vere liver injury. 

4. GM-CSF and IFNγ failed to reconstitute the immune functions of pharmacologically suppressed 

T-cells in vivo and ex vivo. 

5. Immunosuppression increased susceptibility towards lethal bacterial infection in Salmonella-

resistant CBA/Ca mice.  

6. The immune response of CBA/Ca mice against Salmonella typhimurium infection was recon-

stituted by GM-CSF and IFNγ in transplanted and non-transplanted animals and allowed sur-

vival. 

7. GM-CSF and IFNγ did not promote skin graft rejection in CBA/Ca mice. 
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6.  Deutsche Zusammenfassung 

Die Entdeckung und Weiterentwicklung von immunsuppressiven Medikamenten ermöglichte es, die 

Gefahr der Transplantatabstossung auf ein Minimum zu verringern. Diese Pharmaka bewirken durch 

eine gezielte Inaktivierung von primär T-Zellen, welche für die Abstossungsreaktion verantwortlich 

sind, dass fremdes Gewebe nicht als solches erkannt und somit im Folgenden nicht aktiv bekämpft 

wird. Während die Suppression des Immunsystems seitens der Transplantatakzeptanz unerlässlich 

ist, birgt sie jedoch auf der anderen Seite auch die Gefahr für Transplantationspatienten, an einer 

Infektion oder an Krebs zu erkranken und ggf. daran zu sterben. Erkrankungen bakteriellen, viralen 

oder parasitären Ursprungs bilden eine der Hauptursachen für den Tod von Transplantationspatien-

ten, und sind daher eines der ernsten Probleme bei Eingriffen dieser Art. 

Eine Möglichkeit, dieses Problem zu lösen, besteht in einer kurzzeitigen und kontrollierten Reaktivie-

rung des unspezifischen Immunsystems, d.h. von Monozyten und Makrophagen. Im Gegensatz zu 

Makrophagen sollten T-Zellen, die zentralen Mediatoren der Abstossungsreaktion, weiterhin sup-

primiert bleiben, um das Transplantationsergebnis weiterhin zu sichern. Im Falle eine Infektes sollen 

Makrophagen und Monozyten die Abwehrreaktion des Körpers stärken und eine infektiöse Erkran-

kung erfolgreich bekämpfen. Der Granulocyten/Makrophagen Kolonie-stimulierenden Faktor (GM-

CSF) und Interferon-gamma (IFNγ) sind zwei Zytokine, die bei der natürlichen Entzündungsreaktion 

eine wichtige pro-inflammatorische Rolle spielen und zu einer verstärkten Abwehrreaktion führen. 

Deshalb wurden GM-CSF und IFNγ eingesetzt, um zu untersuchen, ob sie zu einer Reaktivierung 

eines pharmakologisch supprimierten Immunsystems beitragen können. Als Immunsuppressiva wur-

den hierzu handelsübliche Präparate, wie Dexamethason (Dexa-Allvoran), Cyclosporin A (Sand-

immun), Tacrolimus (Prograf), Sirolimus (SDZ-RAD) und Mycophenolat mofetil (CellCept) 

herangezogen, die teilweise auch in der Klinik bei Transplantationen eingesetzt werden.  

Einleitende Versuche wurden in den Modellen des Endotoxin-Schocks und der ConA-induzierten 

Leberschädigung durchgeführt. Diese beiden Modelle einer “sterilen Sepsis”, in denen Versuchstiere 

mit Endotoxin (Lipopolysaccharid; LPS), bzw. Concanavalin A (ConA) behandelt werden, sind 

durch eine deutliche Aktivierung des Immunsystems, verbunden mit einer stark erhöhten Ausschüt-

tung an pro-inflammatorischen Zytokinen charakterisiert. In beiden Modellen kann durch eine vor-

hergehende Behandlung mit immunsuppressiven Präparaten die Freisetzung der Zytokine und, damit 

verbunden, der Tod der Tiere verhindert werden. In den folgenden Versuchen sollte nun untersucht 
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werden, ob durch GM-CSF oder IFNγ die supprimierte Immunantwort von Monozy-

ten/Makrophagen, bzw. T-Zellen reaktiviert werden kann.  Versuche wurden in beiden Fällen so-

wohl in vivo als auch ex vivo mit Hilfe von unterschiedlichen Zellpopulationen der Maus durchge-

führt.  

Im Modell des Endotoxin-Schocks zeigte sich, dass die Immunsuppressiva Dexamethason und Cy-

closporin A die Immunantwort von LPS-stimulierten Makrophagen unterdrücken können. Durch 

GM-CSF und IFNγ konnte diese Suppression wieder vollständig aufgehoben werden. Die Ergeb-

nisse der in vivo Studien konnten durch ex vivo Versuche an unterschiedlichen Makrophagen-

Populationen unterstützt werden. Beide Zytokine können somit das unspezifische Immunsystem auch 

nach pharmakologischer Immunsuppression reaktivieren. Im Modell der ConA-induzierten Leber-

schädigung, welches Primär über T-Zellen vermittelt wird, zeigte sich, dass die Immunsuppressiva 

Dexamethason, Cyclosporin A, Tacrolimus und Sirolimus eine Überaktivierung des Immunsystems 

nach Stimulation durch ConA verhindern konnten. Diese Suppression konnte jedoch im Fall von 

T-Zellen in vivo und ex vivo nicht durch die Zytokine GM-CSF oder IFNγ aufgehoben werden. T-

Zellen und damit das spezifische Immunsystem können daher nicht durch einen solchen Eingriff  reak-

tiviert werden. 

Im nächsten Teil der Studie wurde untersucht, ob eine erfolgreiche Abwehrreaktion auch ohne Betei-

ligung von T-Zellen möglich ist. Hierzu wurden Salmonellen-resistente CBA/Ca Mäuse herangezo-

gen. Diese Mäuse zeichnen sich dadurch aus, dass sie lediglich bei Immunsuppression an einer Infek-

tion durch Salmonella typhimurium erkranken und schliesslich daran sterben. Immunsupprimierte 

CBA/Ca Mäuse, welche nach erfolgter Infektion mit GM-CSF oder IFNγ behandelt wurden, zeig-

ten eine eindeutige Reaktivierung ihres Immunsystems und alle Tiere überlebten die Infektion. Unter-

suchungen zur Ausbreitung der Bakterien zeigten, dass in allen untersuchten Geweben und Körper-

flüssigkeiten eine erfolgreiche Eliminierung des Erregers stattgefunden hatte. Die Bekämpfung einer 

bakteriellen Infektion scheint daher durch das unspezifische Immunsystem möglich zu sein.  

Da eine Reaktivierung des Immunsystems im Falle einer pharmakologisch eingeleiteten Immunsup-

pression, wie sie im Fall von Transplantationspatienten ein Leben lang erfolgt, nur dann sinnvoll ist, 

wenn das Transplantat nicht geschädigt wird, konzentrierten sich unsere folgenden Versuche auf die-

se Fragestellung. Zu diesem Zweck wurde CBA/Ca Mäusen unter kontinuierlicher Immunsuppressi-

on ein Stück fremde Schwanzhaut im Nackenbereich transplantiert. Mäuse, bei denen 7 Tage nach 

der Operation eine Annahme des Transplantats attestiert wurde, erhielten eine Injektion des Bakteri-
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ums Salmonella typhimurium. Gleichzeitig wurden einige der Tiere mit den Mediatoren GM-CSF 

und IFNγ behandelt, um die Immunantwort wieder herzustellen. Es zeigte sich, dass alle transplan-

tierten Tiere die Infektion über die Versuchsdauer von 3 Wochen hinweg überlebten. Geringe Sym-

ptome einer Infektion traten lediglich kurz nach der Applikation der Bakterien auf, verschwanden 

dann jedoch schnell wieder. Während IFNγ die bakterielle Abwehr der Makrophagen sehr wahr-

scheinlich über die verstärkte Ausschüttung von NO und anderen reaktiven Sauerstoffspezies regu-

liert, ist der Mechanismus für GM-CSF noch unbekannt. Versuche zeigten, dass weder NO oder 

andere reaktive Sauerstoffspezies, noch eine verstärkte Proliferation von zirkulierenden Immunzellen 

nach Immunsuppression nachweisbar sind.  

Weiterhin zeigte sich, dass keines der beiden Zytokine eine Abstossungsreaktion des Transplantats 

einleitete. Bezüglich einer möglichen klinischen Anwendung von GM-CSF und IFNγ bedeutet dies, 

dass beide Zytokine das pharmakologische Potential zu einer Rekonstitution des Immunsystems be-

sitzen, ohne dabei den Transplantationserfolg zu schmälern. Es kommt lediglich zu einer Reaktivie-

rung des unspezifischen Immunsystems, während das spezifische, welches für die Transplantatabsto-

ssung verantwortlich ist, supprimiert bleibt. Erste Versuche mit GM-CSF und IFNγ an LPS-

stimuliertem Vollblut von Transplantationspatienten verliefen erfolgversprechend. Diese präklinische 

Studie könnte daher weitreichende Bedeutung für die Klinik haben, denn sie ermöglicht gegebenen-

falls im Falle einer Infektion eine sofortige Intervention in immunsupprimierten Transplantations-

patienten, ohne dabei die Gefahr der Abstossungsreaktion zu erhöhen. 



References 

 89

7. References 

1. Ryckman FC, Alonso MH, Bucuvalas JC, Balistreri WF. Long-term survival after liver 
transplantation. J. Pediatr. Surg. 1999; 34:845-9; discussion 849-50. 

 

2. Busca A, Saroglia EM, Giacchino M, et al. Analysis of early infectious complications in pe-
diatric patients undergoing bone marrow transplantation. Support Care Cancer 1999; 7:253-
9. 

 

3. Smith FO, Thomson B. T-cell recovery following marrow transplant: experience with de-
layed lymphocyte infusions to accelerate immune recovery or treat infectious problems. Pedi-
atr. Transplant 1999; 3:59-64. 

 

4. Hamacher J, Spiliopoulos A, Kurt AM, Nicod LP. Pre-emptive therapy with azoles in lung 
transplant patients. Geneva Lung Transplantation Group. Eur. Respir. J. 1999; 13:180-6. 

 

5. van Burik JA, Weisdorf DJ. Infections in recipients of blood and marrow transplantation. 
Hematol. Oncol. Clin. North. Am. 1999; 13:1065-89. 

 

6. Suthanthiran M, Strom TB. Immunobiology and immunopharmacology of organ allograft 
rejection. J. Clin. Immunol. 1995; 15:161-71. 

 

7. Starzl TE, Demetris AJ, Murase N, Trucco M, Thomson AW, Rao AS. The lost chord: 
microchimerism and allograft survival. Immunol. Today 1996; 17:577-84; discussion 588. 

 

8. Demetris AJ, Murase N, Starzl TE. Donor dendritic cells after liver and heart allotransplanta-
tion under short-term immunosuppression. Lancet 1992; 339:1610. 

 

9. Starzl TE, Demetris AJ, Murase N, Ildstad S, Ricordi C, Trucco M. Cell migration, chimer-
ism, and graft acceptance. Lancet 1992; 339:1579-82. 

 

10. Starzl TE, Demetris AJ, Trucco M, et al. Chimerism after liver transplantation for type IV 
glycogen storage disease and type 1 Gaucher's disease. N. Engl. J. Med. 1993; 328:745-9. 

 

11. Starzl TE, Demetris AJ, Trucco M, et al. Chimerism and donor-specific nonreactivity 27 to 
29 years after kidney allotransplantation. Transplantation 1993; 55:1272-7. 

 

12. Ehl S, Aichele P, Ramseier H, et al. Antigen persistence and time of T-cell tolerization de-
termine the efficacy of tolerization protocols for prevention of skin graft rejection. Nat. Med. 
1998; 4:1015-9. 

 

13. Burke GW, Ricordi C, Karatzas T, et al. Donor bone marrow infusion in simultaneous pan-
creas/kidney transplantation with OKT3 induction: evidence for augmentation of chimerism. 
Transplant. Proc. 1997; 29:1207-8. 

 

14. Nikolic B, Sykes M. Mixed hematopoietic chimerism and transplantation tolerance. Immu-
nol. Res. 1997; 16:217-28. 

 

15. Rock KL, Clark K. Analysis of the role of MHC class II presentation in the stimulation of 
cytotoxic T lymphocytes by antigens targeted into the exogenous antigen-MHC class I pres-
entation pathway. J. Immunol. 1996; 156:3721-6. 

 

16. Hart DN. Dendritic cells: unique leukocyte populations which control the primary immune 
response. Blood 1997; 90:3245-87. 

 

17. Suss G, Shortman K. A subclass of dendritic cells kills CD4 T cells via Fas/Fas-ligand-
induced apoptosis. J. Exp. Med. 1996; 183:1789-96. 

 

18. Lu L, Qian S, Hershberger PA, Rudert WA, Lynch DH, Thomson AW. Fas ligand 



References 

 90

(CD95L) and B7 expression on dendritic cells provide counter-regulatory signals for T cell 
survival and proliferation. J. Immunol. 1997; 158:5676-84. 

 

19. Faustman D, Coe C. Prevention of xenograft rejection by masking donor HLA class I anti-
gens. Science 1991; 252:1700-2. 

 

20. Rosenberg AS, Singer A. Cellular basis of skin allograft rejection: an in vivo model of im-
mune-mediated tissue destruction. Annu. Rev. Immunol. 1992; 10:333-58. 

 

21. Krieger NR, Yin DP, Fathman CG. CD4+ but not CD8+ cells are essential for allorejection. 
J. Exp. Med. 1996; 184:2013-8. 

 

22. Markees TG, Phillips NE, Gordon EJ, et al. Prolonged skin allograft survival in mice treated 
with Flt3-ligand-induced dendritic cells and anti-CD154 monoclonal antibody. Transplant. 
Proc. 1999; 31:884-5. 

 

23. Mogil RJ, Radvanyi L, Gonzalez-Quintial R, et al. Fas (CD95) participates in peripheral T 
cell deletion and associated apoptosis in vivo. Int. Immunol. 1995; 7:1451-8. 

 

24. Nagata S, Golstein P. The Fas death factor. Science 1995; 267:1449-56. 
 

25. Singer GG, Abbas AK. The fas antigen is involved in peripheral but not thymic deletion of T 
lymphocytes in T cell receptor transgenic mice. Immunity 1994; 1:365-71. 

 

26. Mollereau B, Deas O, Dumont C, Charpentier B, Senik A. Effects of anti-CD2 monoclonal 
antibody: CD2- and CD95-mediated apoptosis of human peripheral T cells. Transplant. 
Proc. 1999; 31:1245. 

 

27. Rouvier E, Luciani MF, Golstein P. Fas involvement in Ca(2+)-independent T cell-mediated 
cytotoxicity. J. Exp. Med. 1993; 177:195-200. 

 

28. Afford SC, Randhawa S, Eliopoulos AG, Hubscher SG, Young LS, Adams DH. CD40 
activation induces apoptosis in cultured human hepatocytes via induction of cell surface fas 
ligand expression and amplifies fas-mediated hepatocyte death during allograft rejection. J. 
Exp. Med. 1999; 189:441-6. 

 

29. Kagi D, Ledermann B, Burki K, et al. Cytotoxicity mediated by T cells and natural killer 
cells is greatly impaired in perforin-deficient mice. Nature 1994; 369:31-7. 

 

30. Williams NS, Engelhard VH. Identification of a population of CD4+ CTL that utilizes a per-
forin- rather than a Fas ligand-dependent cytotoxic mechanism. J. Immunol. 1996; 156:153-
9. 

 

31. Holzknecht ZE, Platt JL. The fine cytokine line between graft acceptance and rejection. Nat. 
Med. 2000; 6:497-8. 

 

32. Chan SY, DeBruyne LA, Goodman RE, Eichwald EJ, Bishop DK. In vivo depletion of 
CD8+ T cells results in Th2 cytokine production and alternate mechanisms of allograft rejec-
tion. Transplantation 1995; 59:1155-61. 

 

33. Szabo SJ, Dighe AS, Gubler U, Murphy KM. Regulation of the interleukin (IL)-12R beta 2 
subunit expression in developing T helper 1 (Th1) and Th2 cells. J. Exp. Med. 1997; 
185:817-24. 

 

34. Lin Y, Vandeputte M, Waer M. Natural killer cell- and macrophage-mediated rejection of 
concordant xenografts in the absence of T and B cell responses. J. Immunol. 1997; 
158:5658-67. 

 

35. Roy-Chaudhury P, Nickerson PW, Manfro RC, et al. CTLA4Ig attenuates accelerated re-



References 

 91

jection (presensitization) in the mouse islet allograft model. Transplantation 1997; 64:172-5. 
 

36. Mosmann TR, Sad S. The expanding universe of T-cell subsets: Th1, Th2 and more. Immu-
nol. Today. 1996; 17:138-46. 

 

37. Faust A, Rothe H, Schade U, Lampeter E, Kolb H. Primary nonfunction of islet grafts in 
autoimmune diabetic nonobese diabetic mice is prevented by treatment with interleukin-4 and 
interleukin-10. Transplantation 1996; 62:648-52. 

 

38. Kouwenhoven EA, Stein-Oakley AN, Jablonski P, de Bruin RW, Thomson NM. EGF and 
TGF-beta1 gene expression in chronically rejecting small bowel transplants. Dig. Dis. Sci. 
1999; 44:1117-23. 

 

39. Li Y, Li XC, Zheng XX, Wells AD, Turka LA, Strom TB. Blocking both signal 1 and signal 
2 of T-cell activation prevents apoptosis of alloreactive T cells and induction of peripheral al-
lograft tolerance. Nat. Med. 1999; 5:1298-302. 

 

40. Wells AD, Li XC, Li Y, et al. Requirement for T-cell apoptosis in the induction of peripheral 
transplantation tolerance. Nat. Med. 1999; 5:1303-7. 

 

41. Waldmann H. Transplantation tolerance-where do we stand? Nat. Med. 1999; 5:1245-8. 
 

42. Ferguson TA, Green DR. T cells are just dying to accept grafts. Nat. Med. 1999; 5:1231-2. 
 

43. Billingham R.E., L. Brent, Medawar PB. Actively acquired tolerance of foreign cells. Nature 
1953:603. 

 

44. Ko S, Deiwick A, Jager MD, et al. The functional relevance of passenger leukocytes and 
microchimerism for heart allograft acceptance in the rat. Nat. Med. 1999; 5:1292-7. 

 

45. Scornik JC, Lauwers GY, Reed AI, Howard RJ, Dickson RC, Rosen CB. Infusion of donor 
spleen cells and rejection in liver transplant recipients. Clin. Transplant. 2000; 14:55-60. 

 

46. Platt JL. Tolerance by transplantation: how much is enough, how much is too much?. J. Clin. 
Invest. 1999; 104:227-8. 

47. Rastellini C, Salam A, Kuddus R, et al. Mechanisms underlying the development of T-cell 
tolerance following interruption of signalling at the CD28/B7 and CD40/gp39 interface. 
Transplant. Proc. 1999; 31:845. 

 

48. Chai JG, Bartok I, Chandler P, et al. Anergic T cells act as suppressor cells in vitro and in 
vivo. Eur. J. Immunol. 1999; 29:686-92. 

 

49. Li XC. Holy grail. Mod. Asp. Immunobiol. 2000; 1:14. 
 

50. Li XC. On T-cell activation and apoptosis affecting transplantation tolerance. Mod. Asp. 
Immunobiol. 2000; 1:14-16. 

 

51. Majno G. The healing hand. Man and wound in the ancient world. Cambridge, MA.: Har-
vard Univ. Press, 1975:261-312. 

 

52. Silverstein AM. A history of immunology. San Diego, CA: Academic, 1988:1-422. 
 

53. Kolbeck P.C., D.R. Johnson, L.W. Klassen, Sharp JG. The pathophysiology of rejection. 
In: K.C. Kolbeck, R.S. Markin, McManus BM, eds. Transplant Pathology. Chicago: ASCP 
Press, 1994:1-18. 

 

54. Müller-Ruchtholz W. Concepts and mechanisms of immune activation, graft rejection, immu-
nosuppression and tolerance. In: Timmermann W, Gassel H-J, Ulrichs K, Zhong R, Thiede 
A, eds. Organtransplantaion in rats and mice; microsurgical techniques and immunological 
principles. Berlin: Springer Verlag, 1998:225-252. 

 



References 

 92

55. Starzl T.E., Marchioro T.L. The reversal of rejection in human renal homografts with subse-
quent development of homograft tolerance. Surg. Gynecol. Obstet. 1963; 117:385-395. 

 

56. Murray J.E., Merrill J.P. Prolonged survival of human kidney homografts by immunosup-
pressive therapy. N. Engl. J. Med. 1963; 268. 

 

57. Merrill JP, Murray JE, Harrison JH, Guild WR. Landmark article Jan 28, 1956: Successful 
homotransplantation of the human kidney between identical twins. By John P. Merrill, Joseph 
E. Murray, J. Hartwell Harrison, and Warren R. Guild. Jama 1984; 251:2566-71. 

 

58. Murray JE. Nobel Price Lecture: First successful transplant in man. In: Terasaki PI, ed. His-
tory of Transplantation: Thirty-five Recollections. Los Angeles: UCLA Tissue Typing Labo-
ratory, 1991. 

 

59. Merrill JP. Transplantation immunology 1957-1975. Ann. Immunol. (Paris) 1978; 129:347-
52. 

 

60. Halloran P.F., S.L. L. Approved immunosuppressants. In: Norman D.J., W.N. S, eds. 
Primer on Transplantation. Torofare, NJ: Am. Soc. Transplant Physicians, 1998:93-102. 

 

61. Strom T.B., R.B. E. Investigational immunosuppressants: biologics. In: Norman D.J., W.N. 
S, eds. Primer on Transplantation. Torofare, NJ: Am. Soc. Transplant Physicians, 
1998:103-112. 

 

62. Morris RE. Investigational immunosuppressants: non-biologics. In: Norman D.J., W.N. S, 
eds. Primer on Transplantation. Torofare, NJ: Am. Soc. Transplant Physicians, 1998:113-
122. 

 

63. Abbas A.K., Lichtman A.H., J.S. P. Immunity to tissue transplants. In: Abbas A.K., Licht-
man A.H., J.S. P, eds. Cellular and Molecuar Immunology. Philadelphia, WB: Saunders, 
1991:335-352. 

 

64. Thomson AW, Carroll PB, McCauley J, et al. FK 506: a novel immunosuppressant for 
treatment of autoimmune disease. Rationale and preliminary clinical experience at the Univer-
sity of Pittsburgh. Springer Semin. Immunopathol. 1993; 14:323-44. 

 

65. Thomson AW. FK-506 enters the clinic. Immunol. Today 1990; 11:35-6. 
 

66. Berard JL, Velez RL, Freeman RB, Tsunoda SM. A review of interleukin-2 receptor an-
tagonists in solid organ transplantation. Pharmacotherapy 1999; 19:1127-37. 

 

67. Fu F, Li W, Lu L, Thomson AW, Fung JJ, Qian S. Systemic administration of CTLA4-Ig or 
anti-CD40 ligand antibody inhibits second-set rejection of mouse liver allografts. Transplant. 
Proc. 1999; 31:1244. 

 

68. Schleimer RP. An overview of glucocorticoid anti-inflammatory actions. Eur. J. Clin. Phar-
macol. 1993; 45:S3-7; discussion S43-4. 

 

69. Arya SK, Wong-Staal F, Gallo RC. Dexamethasone-mediated inhibition of human T cell 
growth factor and gamma-interferon messenger RNA. J. Immunol. 1984; 133:273-6. 

 

70. Hettmannsperger U, Detmar M, Owsianowski M, Tenorio S, Kammler HJ, Orfanos CE. 
Cytokine-stimulated human dermal microvascular endothelial cells produce interleukin 6--
inhibition by hydrocortisone, dexamethasone, and calcitriol. J. Invest. Dermatol. 1992; 
99:531-6. 

71. Bleeker MW, Netea MG, Kullberg BJ, Van der Ven-Jongekrijg J, Van der Meer JW. The 
effects of dexamethasone and chlorpromazine on tumour necrosis factor-alpha, interleukin-1 
beta, interleukin-1 receptor antagonist and interleukin-10 in human volunteers. Immunology 



References 

 93

1997; 91:548-52. 
 

72. Lew W, Oppenheim JJ, Matsushima K. Analysis of the suppression of IL-1 alpha and IL-1 
beta production in human peripheral blood mononuclear adherent cells by a glucocorticoid 
hormone. J. Immunol. 1988; 140:1895-902. 

 

73. Kern JA, Lamb RJ, Reed JC, Daniele RP, Nowell PC. Dexamethasone inhibition of inter-
leukin 1 beta production by human monocytes. Posttranscriptional mechanisms. J. Clin. In-
vest. 1988; 81:237-44. 

 

74. Chang CK, Llanes S, Schumer W. Effect of dexamethasone on NF-kB activation, tumor 
necrosis factor formation, and glucose dyshomeostasis in septic rats. J. Surg. Res. 1997; 
72:141-5. 

 

75. Strieter RM, Standford TJ, Rolfe MW, Kunkel SL. Interleukin-8. In: Cytokines of the lung, 
Kelley J, ed. New York: Marcel Dekker, 1993:281. 

 

76. Han J, Thompson P, Beutler B. Dexamethasone and pentoxifylline inhibit endotoxin-induced 
cachectin/tumor necrosis factor synthesis at separate points in the signaling pathway. J. Exp. 
Med. 1990; 172:391-4. 

 

77. Gauldie J, Jordana M, G C. Myeloid growth factors in the lung. In: Cytokines in the lung, 
Kelley J, ed.. New York: Marcel Dekker, 1993:383-398. 

 

78. Brown EA, Dare HA, Marsh CB, Wewers MD. The combination of endotoxin and dexa-
methasone induces type II interleukin 1 receptor (IL-1r II) in monocytes: a comparison to in-
terleukin 1 beta (IL-1 beta) and interleukin 1 receptor antagonist (IL-1ra). Cytokine 1996; 
8:828-36. 

 

79. Colotta F, Re F, Muzio M, et al. Interleukin-1 type II receptor: a decoy target for IL-1 that 
is regulated by IL-4. Science 1993; 261:472-5. 

 

80. Re F, Muzio M, De Rossi M, et al. The type II "receptor" as a decoy target for interleukin 1 
in polymorphonuclear leukocytes: characterization of induction by dexamethasone and ligand 
binding properties of the released decoy receptor. J. Exp. Med. 1994; 179:739-43. 

 

81. Spriggs MK, Lioubin PJ, Slack J, et al. Induction of an interleukin-1 receptor (IL-1R) on 
monocytic cells. Evidence that the receptor is not encoded by a T cell-type IL-1R mRNA. J. 
Biol. Chem. 1990; 265:22499-505. 

 

82. Lamas AM, Leon OG, Schleimer RP. Glucocorticoids inhibit eosinophil responses to granu-
locyte-macrophage colony-stimulating factor. J. Immunol. 1991; 147:254-9. 

 

83. Teixeira MM, Williams TJ, Hellewell PG. Effects of dexamethasone and cyclosporin A on 
the accumulation of eosinophils in acute cutaneous inflammation in the guinea-pig. Br. J. 
Pharmacol. 1996; 118:317-24. 

 

84. Cox G. Glucocorticoid treatment inhibits apoptosis in human neutrophils. Separation of sur-
vival and activation outcomes. J. Immunol. 1995; 154:4719-25. 

 

85. Lloberas J, Soler C, Celada A. Dexamethasone enhances macrophage colony stimulating 
factor- and granulocyte macrophage colony stimulating factor-stimulated proliferation of 
bone marrow-derived macrophages. Int. Immunol. 1998; 10:593-9. 

 

86. Rahman I, Bel A, Mulier B, Donaldson K, MacNee W. Differential regulation of glutathione 
by oxidants and dexamethasone in alveolar epithelial cells. Am. J. Physiol. 1998; 275:L80-6. 

 

87. Elliott LH, Levay AK. Costimulation with dexamethasone and prostaglandin E2: a novel 



References 

 94

paradigm for the induction of T-cell anergy. Cell. Immunol. 1997; 180:124-31. 
 

88. Blaisdell FW. Controversy in shock research. Controversy in shock research: The role of 
steroids in septic shock. Circ. Shock 1981; 8:673-82. 

 

89. Elinger JH, Seyde WC, Longnecker DE. Methylprednisolone plus ibuprofen increases mor-
tality in septic rats. Circ. Shock 1984; 14:203-8. 

 

90. Berchtold P, Seitz M. Immunosuppression--a tightrope walk between iatrogenic harm and 
therapy. Schweiz. Med. Wochenschr. 1996; 126:1603-9. 

 

91. Fries BC, Khaira D, Pepe MS, Torok-Storb B. Declining lymphocyte counts following cy-
tomegalovirus (CMV) infection are associated with fatal CMV disease in bone marrow 
transplant patients. Exp. Hematol. 1993; 21:1387-92. 

 

92. Berger BB, Weinberg RS, Tessler HH, Wyhinny GJ, Vygantas CM. Bilateral cytomegalovi-
rus panuveitis after high-dose corticosteroid therapy. Am. J. Ophthalmol. 1979; 88:1020-5. 

 

93. Rousseau D, Suffia I, Ferrua B, Philip P, Le Fichoux Y, Kubar JL. Prolonged administration 
of dexamethasone induces limited reactivation of visceral leishmaniasis in chronically infected 
BALB/c mice. Eur. Cytokine. Netw. 1998; 9:655-61. 

 

94. Scanga CA, Mohan VP, Joseph H, Yu K, Chan J, Flynn JL. Reactivation of latent tubercu-
losis: variations on the Cornell murine model. Infect. Immun. 1999; 67:4531-8. 

 

95. Verdon R, Polianski J, Grodet A, Garry L, Carbon C. Cryptosporidium parvum biliary tract 
infection in adult immunocompetent and immunosuppressed mice. J. Med. Microbiol. 1998; 
47:71-7. 

 

96. Slusher T, Gbadero D, Howard C, et al. Randomized, placebo-controlled, double blinded 
trial of dexamethasone in African children with sepsis. Pediatr. Infect. Dis. J. 1996; 15:579-
83. 

 

97. Cronin L, Cook DJ, Carlet J, et al. Corticosteroid treatment for sepsis: a critical appraisal 
and meta-analysis of the literature. Crit. Care Med. 1995; 23:1430-9. 

 

98. Schattner A, el-Hador I, Hahn T, Landau Z. Triple anti-TNF-alpha therapy in early sepsis: a 
preliminary report. J. Int. Med. Res. 1997; 25:112-6. 

 

99. Goto M, Zeller WP, Hurley RM. Dexamethasone and indomethacin treatment during en-
dotoxicosis in the suckling rat. Circ. Shock 1990; 32:113-22. 



References 

 95

 

100. Keller GA, West MA, Cerra FB, Simmons RL. Macrophage-mediated modulation of hepa-
tocyte protein synthesis. Effect of dexamethasone. Arch. Surg. 1986; 121:1199-205. 

 

101. Mustafa MM, Ramilo O, Saez-Llorens X, Olsen KD, Magness RR, McCracken GH, Jr. 
Cerebrospinal fluid prostaglandins, interleukin 1 beta, and tumor necrosis factor in bacterial 
meningitis. Clinical and laboratory correlations in placebo-treated and dexamethasone-
treated patients. Am. J. Dis. Child. 1990; 144:883-7. 

 

102. Cardenas ME, Zhu D, Heitman J. Molecular mechanisms of immunosuppression by cyc-
losporine, FK506, and rapamycin. Curr. Opin. Nephrol. Hypertens. 1995; 4:472-7. 

 

103. Brazelton TR, Morris RE. Molecular mechanisms of action of new xenobiotic immunosup-
pressive drugs: tacrolimus (FK506), sirolimus (rapamycin), mycophenolate mofetil and le-
flunomide. Curr. Opin. Immunol. 1996; 8:710-20. 

 

104. Haydon GH, Hayes PC. New immunosuppressive treatment in transplantation medicine. 
Baillieres Clin. Gastroenterol. 1994; 8:455-64. 

 

105. Morris RE. New small molecule immunosuppressants for transplantation: review of essential 
concepts. J. Heart Lung Transplant. 1993; 12:S275-86. 

 

106. Hess AD, Esa AH, Colombani PM. Mechanisms of action of cyclosporine: effect on cells of 
the immune system and on subcellular events in T cell activation. Transplant. Proc. 1988; 
20:29-40. 

 

107. Kino T., H. H. FK506, a novel immunosuppressant isolated from streptomyces. II Immuno-
suppressive effect of FK-506 in vitro. J. Antobiot. (Tokyo) 1987; 40:1256-1265. 

 

108. Schreiber S.L., G.R. C. The mechanisms of action of cyclosporine A and FK506. Immunol. 
Today 1992; 13:126. 

 

109. Wanger H. Cyclosporine A: Mechanism of action. Transplant. Proc. 1983; 15:523-526. 
 

110. Fruman DA, Klee CB, Bierer BE, Burakoff SJ. Calcineurin phosphatase activity in T lym-
phocytes is inhibited by FK 506 and cyclosporin A. Proc Natl Acad Sci U S A 1992; 
89:3686-90. 

 

111. Liu J, Farmer JD, Jr., Lane WS, Friedman J, Weissman I, Schreiber SL. Calcineurin is a 
common target of cyclophilin-cyclosporin A and FKBP-FK506 complexes. Cell 1991; 
66:807-15. 

 

112. Schreiber SL. Chemistry and biology of the immunophilins and their immunosuppressive 
ligands. Science 1991; 251:283-7. 

 

113. Akita K, Dusting GJ, Hickey H. Suppression of nitric oxide production by cyclosporin A 
and FK506A in rat vascular smooth muscle cells. Clin. Exp. Pharmacol. Physiol. 1994; 
21:231-3. 

114. Langrehr JM, Dull KE, Ochoa JB, et al. Evidence that nitric oxide production by in vivo 
allosensitized cells inhibits the development of allospecific CTL. Transplantation 1992; 
53:632-40. 

 

115. Langrehr JM, Murase N, Markus PM, et al. Nitric oxide production in host-versus-graft and 
graft-versus-host reactions in the rat. J. Clin. Invest. 1992; 90:679-83. 



References 

 96

 

116. Venkataramanan R, Jain A, Warty VW, et al. Pharmacokinetics of FK 506 following oral 
administration: a comparison of FK 506 and cyclosporine. Transplant. Proc. 1991; 23:931-
3. 

 

117. Yatscoff RW, Rosano TG, Bowers LD. The clinical significance of cyclosporine metabolites. 
Clin. Biochem. 1991; 24:23-35. 

 

118. Calne RY, Rolles K, White DJ, et al. Cyclosporin A initially as the only immunosuppressant 
in 34 recipients of cadaveric organs: 32 kidneys, 2 pancreases, and 2 livers. Lancet 1979; 
2:1033-6. 

 

119. Calne RY, White DJ, Thiru S, et al. Cyclosporin A in patients receiving renal allografts from 
cadaver donors. Lancet 1978; 2:1323-7. 

 

120. Starzl TE, Iwatsuki S, Van Thiel DH, et al. Evolution of liver transplantation. Hepatology 
1982; 2:614-36. 

 

121. Reed JC, Abidi AH, Alpers JD, Hoover RG, Robb RJ, Nowell PC. Effect of cyclosporin A 
and dexamethasone on interleukin 2 receptor gene expression. J. Immunol. 1986; 137:150-
4. 

 

122. Constanzo MR. Immunosuppression in organ transplantation. In: Kolbeck K.C., Markin 
R.S., B.M. M, eds. Transplant Pathology. Chicago: ASCP Press, 1994:45-61. 

 

123. Gottschalk AR, Boise LH, Thompson CB, Quintans J. Identification of immunosuppressant-
induced apoptosis in a murine B-cell line and its prevention by bcl-x but not bcl-2. Proc Natl 
Acad Sci U S A 1994; 91:7350-4. 

 

124. Prud'homme GJ, Vanier LE. Cyclosporine, tolerance, and autoimmunity. Clin. Immunol. 
Immunopathol. 1993; 66:185-92. 

 

125. Graham RM. Cyclosporine: mechanisms of action and toxicity. Cleve. Clin. J. Med. 1994; 
61:308-13. 

 

126. Barry JM. Immunosuppressive drugs in renal transplantation. Drug 1992; 44:554-556. 
 

127. Canadian Multicenter Transplant Study Group. A randomized clinical trial of cadaveric renal 
transplantation. N. Engl. J. Med. 1983; 309:809-815. 

 

128. European Multicenter Trial Group. Cyclosporin in cadaveric renal transplantation: one year 
follow up of a multicenter trial. Lancet 1983; II:986-989. 

 

129. Burke JF, Jr., Pirsch JD, Ramos EL, et al. Long-term efficacy and safety of cyclosporine in 
renal-transplant recipients. N. Engl. J. Med. 1994; 331:358-63. 

 

130. Canadian Multicenter Transplant Study Group. A randomized clinical trial of cadaveric renal 
transplantation: Analysis of three years. N. Engl. J. Med. 1986; 314:1219-1225. 

 

131. European Multicenter Trial Group. Cyclosporin in cadaveric renal transplantation: Analysis of 
at threee years. Transplant. Proc. 1986; 18:1229-1233. 

 

132. Jain AB, Buckels JA, Adu D, Michael J, Mackintosh P, McMaster P. Long-term results of 
cyclosporine in cadaveric renal transplantation from a single center. Transplant. Proc. 1988; 
20:82-5. 

 

133. Hakin M., Spiegehalter D., T. E, al e. Cardiac transplantation with cyclosporine and steroids: 
Medium and long-term results. Transplant. Proc. 1988; 20:327-332. 



References 

 97

 

134. Kaye MP. The registry of the international society for heart and lung transplantation; Ninth 
official report. J. Heart Lung Transplant. 1992; 11:599-606. 

 

135. Kriett JM, Kaye MP. The Registry of the International Society for Heart and Lung Trans-
plantation: eighth official report--1991. J. Heart Lung Transplant. 1991; 10:491-8. 

 

136. Oyer P.E., Stinson E.B., S.W. J, al e. Cyclosporin in cardiac transplantation. J. Heart Lung 
Transplant. 1983:2564. 

 

137. Burke C.M., Theodore J., J.C. B, al e. Twenty-eight cases of human heart-lung transplanta-
tion. Lancet 1986; I:517-519. 

 

138. Griffith B.P., K. Bando, Armitage JM, al. e. Lung transplantation at the University of Pitts-
burgh. In: Terasaki P.I., J.M. C, eds. Clinical transplantation. Los Angelas: ACLA Tissue 
Typing Laboratory, 1992:149-159. 

 

139. Almond PS, Matas A, Gillingham K, et al. Risk factors for chronic rejection in renal allograft 
recipients. Transplantation 1993; 55:752-6; discussion 756-7. 

 

140. Dunn J, Golden D, Van Buren CT, Lewis RM, Lawen J, Kahan BD. Causes of graft loss 
beyond two years in the cyclosporine era. Transplantation 1990; 49:349-53. 

 

141. Saloman D., Brunson M., J. V, al e. A retroperspective analysis of late renal allograft func-
tion: Correlation with mean cyclosporin levels and lack of evidence for chronic cyclosporin 
toxicity. Transplant. Proc. 1988; 45:913-918. 

 

142. Batiuk TD, Pazderka F, Halloran PF. Calcineurin activity is only partially inhibited in leuko-
cytes of cyclosporine-treated patients. Transplantation 1995; 59:1400-4. 

 

143. Yatscoff RW, Aspeslet LJ, Gallant HL. Pharmacodynamic monitoring of immunosuppressive 
drugs. Clin. Chem. 1998; 44:428-32. 

 

144. Flye MW. Immunosuppressive therapy. In: Principles of organ transplantation, M.W. Flye, 
ed.. Philadelphia: WB Saunders, 1989:155-175. 

 

145. Frei U. Overview of the clinical experience with Neoral in transplantation. Transplant. Proc. 
1999; 31:1669-74. 

 

146. Ciancio G, Siquijor AP, Burke GW, et al. Post-transplant lymphoproliferative disease in 
kidney transplant patients in the new immunosuppressive era. Clin. Transplant. 1997; 
11:243-9. 

 

147. Swinnen LJ, Costanzo-Nordin MR, Fisher SG, et al. Increased incidence of lymphoprolif-
erative disorder after immunosuppression with the monoclonal antibody OKT3 in cardiac-
transplant recipients. N. Engl. J. Med. 1990; 323:1723-8. 

 

148. Francis JB. Expression of Epstein-Barr virus in liver-transplant recipients with lymphoprolif-
erative disease. N. Engl. J. Med. 1993; 329:208; discussion 208-9. 

 

149. Penn I. Cancers complicating organ transplantation. N. Engl. J. Med. 1990; 323:1767-9. 
 

150. Green SJ, Nacy CA, Meltzer MS. Cytokine-induced synthesis of nitrogen oxides in macro-
phages: a protective host response to Leishmania and other intracellular pathogens. J. Leu-
koc. Biol. 1991; 50:93-103. 

 

151. Goto T, Kino T, Hatanaka H, et al. Discovery of FK-506, a novel immunosuppressant iso-
lated from Streptomyces tsukubaensis. Transplant. Proc. 1987; 19:4-8. 

 

152. Ochiai T, Nakajama K., Nagata M., et al. Effect of a new immunosuppressive agent, FK-
506, on heterotropic cardiac allotransplantation in the rat. Transplant. Proc. 1987; 19:1284-



References 

 98

1286. 
 

153. Demetris AJ, Fung JJ, Todo S, et al. FK 506 used as rescue therapy for human liver al-
lograft recipients. Transplant. Proc. 1991; 23:3005-6. 

 

154. Fung JJ, Todo S, Jain A, et al. Conversion from cyclosporine to FK 506 in liver allograft 
recipients with cyclosporine-related complications. Transplant. Proc. 1990; 22:6-12. 

 

155. Starzl TE, Todo S, Fung J, Demetris AJ, Venkataramman R, Jain A. FK 506 for liver, kid-
ney, and pancreas transplantation. Lancet 1989; 2:1000-4. 

 

156. Dumont FJ, Melino MR, Staruch MJ, Koprak SL, Fischer PA, Sigal NH. The immunosup-
pressive macrolides FK-506 and rapamycin act as reciprocal antagonists in murine T cells. J. 
Immunol. 1990; 144:1418-24. 

 

157. Dumont FJ, Staruch MJ, Koprak SL, Melino MR, Sigal NH. Distinct mechanisms of sup-
pression of murine T cell activation by the related macrolides FK-506 and rapamycin. J. 
Immunol. 1990; 144:251-8. 

 

158. Kino T, Inamura N, Sakai F, et al. Effect of FK-506 on human mixed lymphocyte reaction 
in vitro. Transplant. Proc. 1987; 19:36-9. 

 

159. Felser I, Wagner S, Depee J, et al. Changes in quality of life following conversion from CyA 
to FK 506 in orthotopic liver transplant patients. Transplant. Proc. 1991; 23:3032-4. 

 

160. Fung JJ, Eliasziw M, Todo S, et al. The Pittsburgh randomized trial of tacrolimus compared 
to cyclosporine for hepatic transplantation. J. Am. Coll. Surg. 1996; 183:117-25. 

161. Fung J, Todo S, Abu-Elmagd K, et al. Randomized trial in primary liver transplantation un-
der immunosuppression with FK 506 or cyclosporine. Transplant. Proc. 1993; 25:1130. 

 

162. The US Multicenter FK506 Liver Study Group. A comparison of tacrolimus (FK506) with 
cyclosporine for immunosuppression in liver transplantation. N. Engl. J. Med. 1994; 
331:1110-1115. 

 

163. European FK506 Multicenter Liver Study Group. Randomized trial comparing tacrolimus 
(FK506) and cyclosporine in prevention of liver graft rejection. Lancet 1994; 344:423-424. 

 

164. McDiarmid SV, Busuttil RW, Ascher NL, et al. FK506 (tacrolimus) compared with cyc-
losporine for primary immunosuppression after pediatric liver transplantation. Results from 
the U.S. Multicenter Trial. Transplantation 1995; 59:530-6. 

 

165. US Multicenter K506 Liver Study Group. Prognostic factors for successful conversion from 
cyclosporine to FK506-based immunosuppressive therapy for refractory rejection after liver 
transplantation. Transplant. Proc. 1993; 25:641-643. 

 

166. Jain A, Khanna A., Molmenti E.P., Rishi N., J.J. F. Immunosuppressice therapy: New con-
cepts. Liver transplantation: Current management. Vol. 79, 1999:59-76. 

 

167. Gummert JF, Ikonen T, Morris RE. Newer immunosuppressive drugs: a review. J. Am. Soc. 
Nephrol. 1999; 10:1366-80. 

 

168. Piekoszewski W, Jusko WJ. Plasma protein binding of tacrolimus in humans. J. Pharm. Sci. 
1993; 82:340-1. 

 

169. Venkataramanan R, Warty VS, Zemaitis MA, et al. Biopharmaceutical aspects of FK-506. 
Transplant. Proc. 1987; 19:30-5. 

 

170. Sattler M, Guengerich FP, Yun CH, Christians U, Sewing KF. Cytochrome P-450 3A en-
zymes are responsible for biotransformation of FK506 and rapamycin in man and rat. Drug 



References 

 99

Metab. Dispos. 1992; 20:753-61. 
 

171. Lampen A, Christians U, Guengerich FP, et al. Metabolism of the immunosuppressant tac-
rolimus in the small intestine: cytochrome P450, drug interactions, and interindividual variabil-
ity. Drug Metab. Dispos. 1995; 23:1315-24. 

 

172. Nielsen FT, Leyssac PP, Kemp E, Starklint H, Dieperink H. Nephrotoxity of FK 506: a 
preliminary study on comparative aspects of FK 506 and cyclosporine nephrotoxicity. 
Transplant. Proc. 1994; 26:3104-5. 

 

173. Morris RE. Rapamycins: Antifungal, antitumor, antiproliferative, and immunosuppressive 
macrolides. Transplant. Rev. 1992; 6:39-87. 

 

174. Bierer BE, Hollander G, Fruman D, Burakoff SJ. Cyclosporin A and FK506: molecular 
mechanisms of immunosuppression and probes for transplantation biology. Curr. Opin. Im-
munol. 1993; 5:763-73. 

 

175. Thomson AW. The spectrum of action of new immunosuppressive drugs. Clin. Exp. Immu-
nol. 1992; 89:170-3. 

 

176. Simmons RL, Wang SC. New horizons in immunosuppression. Transplant. Proc. 1991; 
23:2152-6. 

 

177. Morice WG, Brunn GJ, Wiederrecht G, Siekierka JJ, Abraham RT. Rapamycin-induced 
inhibition of p34cdc2 kinase activation is associated with G1/S-phase growth arrest in T 
lymphocytes. J. Biol. Chem. 1993; 268:3734-8. 

 

178. Munn SR. Renal transplantation: is the impact of new molecules acting on the immune system 
already clinically measurable ? J. Nephrol. 1994; 4:4-12. 

 

179. Abraham RT, Wiederrecht GJ. Immunopharmacology of rapamycin. Annu. Rev. Immunol. 
1996; 14:483-510. 

 

180. Schuurman HJ, Cottens S, Fuchs S, et al. SDZ RAD, a new rapamycin derivative: synergism 
with cyclosporine. Transplantation 1997; 64:32-5. 

 

181. Kay JE, Kromwel L, Doe SE, Denyer M. Inhibition of T and B lymphocyte proliferation by 
rapamycin. Immunology 1991; 72:544-9. 

 

182. Dono K, Wood ML, Ozato H, et al. Marked prolongation of rat skin xenografts induced by 
intrathymic injection of xenogeneic splenocytes and a short course of rapamycin in antilym-
phocyte serum-treated mice. Transplantation 1995; 59:929-32. 

183. Eng CP, Gullo-Brown J, Chang JY, Sehgal SN. Inhibition of skin graft rejection in mice by 
rapamycin: a novel immunosuppressive macrolide. Transplant. Proc. 1991; 23:868-9. 

 

184. Calne RY, Collier DS, Lim S, et al. Rapamycin for immunosuppression in organ allografting. 
Lancet 1989; 2:227. 



References 

 100

 

185. Morris RE, Wu J, Shorthouse R. A study of the contrasting effects of cyclosporine, FK 506, 
and rapamycin on the suppression of allograft rejection. Transplant. Proc. 1990; 22:1638-
41. 

 

186. Collier DS, Calne RY, Pollard SG, Friend PJ, Thiru S. Rapamycin in experimental renal 
allografts in primates. Transplant. Proc. 1991; 23:2246-7. 

 

187. Hartner WC, Van der Werf WJ, Lodge JP, et al. Effect of rapamycin on renal allograft sur-
vival in canine recipients treated with antilymphocyte serum, donor bone marrow, and cyc-
losporine. Transplantation 1995; 60:1347-50. 

 

188. Kahan BD, Julian BA, Pescovitz MD, Vanrenterghem Y, Neylan J. Sirolimus reduces the 
incidence of acute rejection episodes despite lower cyclosporine doses in caucasian recipi-
ents of mismatched primary renal allografts: a phase II trial. Rapamune Study Group. Trans-
plantation 1999; 68:1526-32. 

 

189. Watson CJ, Friend PJ, Jamieson NV, et al. Sirolimus: a potent new immunosuppressant for 
liver transplantation. Transplantation 1999; 67:505-9. 

 

190. Andoh TF, Burdmann EA, Fransechini N, Houghton DC, Bennett WM. Comparison of 
acute rapamycin nephrotoxicity with cyclosporine and FK506. Kidney Int. 1996; 50:1110-
7. 

 

191. Whiting PH, Woo J, Adam BJ, Hasan NU, Davidson RJ, Thomson AW. Toxicity of rapa-
mycin--a comparative and combination study with cyclosporine at immunotherapeutic dos-
age in the rat. Transplantation 1991; 52:203-8. 

 

192. Allison AC, Almquist SJ, Muller CD, Eugui EM. In vitro immunosuppressive effects of my-
cophenolic acid and an ester pro-drug, RS-61443. Transplant. Proc. 1991; 23:10-4. 

 

193. Mitsui A, Suzuki S. Immunosuppressive effect of mycophenolic acid. J. Antibiot. (Tokyo) 
1969; 22:358-63. 

 

194. Sollinger HW. Mycophenolate mofetil for the prevention of acute rejection in primary ca-
daveric renal allograft recipients. U.S. Renal Transplant Mycophenolate Mofetil Study 
Group. Transplantation 1995; 60:225-32. 

 

195. Klupp J, Bechstein WO, Platz KP, et al. Mycophenolate mofetil added to immunosuppres-
sion after liver transplantation--first results. Transpl. Int. 1997; 10:223-8. 

 

196. Deierhoi MH, Kauffman RS, Hudson SL, et al. Experience with mycophenolate mofetil 
(RS61443) in renal transplantation at a single center. Ann. Surg. 1993; 217:476-82; discus-
sion 482-4. 

 

197. Sollinger HW, Belzer FO, Deierhoi MH, et al. RS-61443: rescue therapy in refractory kid-
ney transplant rejection. Transplant. Proc. 1993; 25:698-9. 

 

198. Sollinger HW, Belzer FO, Deierhoi MH, et al. RS-61443 (mycophenolate mofetil). A multi-
center study for refractory kidney transplant rejection. Ann. Surg. 1992; 216:513-8; discus-
sion 518-9. 

 

199. Jain A.B., Fung J.J., I. H. Use of mycophenolate mofetil for tacrolimus related nephrotoxicity 
in liver transplant recipients. Hepatology 1997; 29:235. 

 

200. Halloran PF. Rethinking immunosuppression in terms of the redundant and nonredundant 
steps in the immune response. Transplant. Proc. 1996; 28:11-8. 

 

201. Dantal J, Hourmant M, Cantarovich D, et al. Effect of long-term immunosuppression in kid-



References 

 101

ney-graft recipients on cancer incidence: randomised comparison of two cyclosporin regi-
mens. Lancet 1998; 351:623-8. 

 

202. Newstead CG. Assessment of risk of cancer after renal transplantation. Lancet 1998; 
351:610-1. 

 

203. Philip AT, Gerson B. Toxicology and adverse effects of drugs used for immunosuppression 
in organ transplantation. Clin. Lab. Med. 1998; 18:755-65. 

 

204. Teraoka S, Kawai T, Yamaguchi Y, et al. Mechanism of the preventive effect of aminoben-
zoic acid salt on pancreatic islet B cell toxicity by cyclosporine. Transplant. Proc. 1990; 
22:863-6. 

 

205. Halloran PF. Molecular mechanisms of new immunosuppressants. Clin. Transplant. 1996; 
10:118-23. 

 

206. Kundu B, Khare SK. Recent advances in immunosuppressants. Prog Drug. Res. 1999; 
52:1-51. 

207. Ochiai T, Gunji Y, Nagata M, Isono K. Combination of immunosuppressive drugs for organ 
transplantation. Ann. N Y Acad. Sci. 1993; 696:270-80. 

 

208. Shiraki K, Ishibashi M, Okuno T, et al. Effects of cyclosporine, azathioprine, mizoribine, and 
prednisolone on replication of human cytomegalovirus. Transplant. Proc. 1990; 22:1682-5. 

 

209. Welsh KI. New strategies in immunosuppression. Pediatr. Nephrol. 1991; 5:622-9. 
 

210. Holzinger C, Buxbaum P, Laczkovics A, Domanig E, Wolner E. Infections in organ trans-
plantations. Zentralbl. Chir. 1990; 115:1091-9. 

 

211. Pluznik DH, Sachs L. The cloning of normal "mast" cells in tissue culture. J Cell Physiol 
1965; 66:319-24. 

 

212. Bradley TR, Metcalf D. The growth of mouse bone marrow cells in vitro. Aust J. Exp. Biol. 
Med. Sci. 1966; 44:287-99. 

 

213. Clark SC, Kamen R. The human hematopoietic colony-stimulating factors. Science 1987; 
236:1229-37. 

 

214. Dexter TM. Haematopetic growth factors. Cardiner-Caldwell Communications Ltd. 1990:1-
40. 

 

215. Metcalf D. The granulocyte-macrophage colony-stimulating factors. Science 1985; 229:16-
22. 

 

216. Metcalf D. The molecular biology and functions of the granulocyte-macrophage colony-
stimulating factors. Blood 1986; 67:257-67. 

 

217. Lieschke GJ, Burgess AW. Granulocyte colony-stimulating factor and granulocyte-
macrophage colony-stimulating factor (1). N. Engl. J. Med. 1992; 327:28-35. 

 

218. Lieschke GJ, Burgess AW. Granulocyte colony-stimulating factor and granulocyte-
macrophage colony-stimulating factor (2). N. Engl. J. Med. 1992; 327:99-106. 

 

219. Gough NM, Gough J, Metcalf D, et al. Molecular cloning of cDNA encoding a murine 
haematopoietic growth regulator, granulocyte-macrophage colony stimulating factor. Nature 
1984; 309:763-7. 



References 

 102

 

220. Tkatch LS, Tweardy DJ. Human granulocyte colony-stimulating factor (G-CSF), the premier 
granulopoietin: biology, clinical utility, and receptor structure and function. Lymphokine Cy-
tokine Res. 1993; 12:477-88. 

 

221. Hamilton JA. Colony stimulating factors, cytokines and monocyte-macrophages--some con-
troversies. Immunol. Today 1993; 14:18-24. 

 

222. Rapoport AP, Abboud CN, DiPersio JF. Granulocyte-macrophage colony-stimulating factor 
(GM-CSF) and granulocyte colony-stimulating factor (G-CSF): receptor biology, signal 
transduction, and neutrophil activation. Blood Rev. 1992; 6:43-57. 

 

223. Moore MA. The clinical use of colony stimulating factors. Annu. Rev. Immunol. 1991; 
9:159-91. 

 

224. Demetri GD, Griffin JD. Granulocyte colony-stimulating factor and its receptor. Blood 1991; 
78:2791-808. 

 

225. Anderlini P, Przepiorka D, Champlin R, Korbling M. Biologic and clinical effects of granulo-
cyte colony-stimulating factor in normal individuals. Blood 1996; 88:2819-25. 

 

226. Barsig J. The colony-stimulating factors G-CSF and GM-CSF as immuno-modulators in 
murine sepsis models. Konstanz, Germany: Hartung-Gorre Verlag, 1996. 

 

227. Sallerfors B. Endogenous production and peripheral blood levels of granulocyte-macrophage 
(GM-) and granulocyte (G-) colony-stimulating factors. Leuk. Lymphoma 1994; 13:235-47. 

 

228. Cantrell MA, Anderson D, Cerretti DP, et al. Cloning, sequence, and expression of a human 
granulocyte/macrophage colony-stimulating factor. Proc. Natl. Acad. Sci. U S A 1985; 
82:6250-4. 

 

229. Wong GG, Witek JS, Temple PA, et al. Human GM-CSF: molecular cloning of the com-
plementary DNA and purification of the natural and recombinant proteins. Science 1985; 
228:810-5. 

 

230. Gasson JC, Kaufman SE, Weisbart RH, Tomonaga M, Golde DW. High-affinity binding of 
granulocyte-macrophage colony-stimulating factor to normal and leukemic human myeloid 
cells. Proc. Natl. Acad. Sci. U S A 1986; 83:669-73. 

 

231. Sieff CA, Emerson SG, Donahue RE, et al. Human recombinant granulocyte-macrophage 
colony-stimulating factor: a multilineage hematopoietin. Science 1985; 230:1171-3. 

232. Ottmann OG, Abboud M, Welte K, Souza LM, Pelus LM. Stimulation of human hemato-
poietic progenitor cell proliferation and differentiation by recombinant human interleukin 3. 
Comparison and interactions with recombinant human granulocyte-macrophage and granulo-
cyte colony-stimulating factors. Exp. Hematol. 1989; 17:191-7. 

 

233. Cannistra SA, Vellanga E, Groshek P, Rambaldi A, D. GJ. Human granulocyte-monocyte 
colony-stimuating factor and interleukin 3 stimulate monocyte cytotoxicity through tumor ne-
crosis factor-dependent mechanism. Blood 1988; 71:672-6. 

 

234. Sisson SD, Dinarello CA. Production of interleukin-1 alpha, interleukin-1 beta and tumor 
necrosis factor by human mononuclear cells stimulated with granulocyte-macrophage colony-
stimulating factor. Blood 1988; 72:1368-74. 



References 

 103

 

235. Stanley E, Lieschke GJ, Grail D, et al. Granulocyte/macrophage colony-stimulating factor-
deficient mice show no major perturbation of hematopoiesis but develop a characteristic 
pulmonary pathology. Proc. Natl. Acad. Sci. U S A 1994; 91:5592-6. 

 

236. Dranoff G, Crawford AD, Sadelain M, et al. Involvement of granulocyte-macrophage col-
ony-stimulating factor in pulmonary homeostasis. Science 1994; 264:713-6. 

 

237. Lang RA, Metcalf D, Cuthbertson RA, et al. Transgenic mice expressing a hemopoietic 
growth factor gene (GM-CSF) develop accumulations of macrophages, blindness, and a fa-
tal syndrome of tissue damage. Cell 1987; 51:675-86. 

 

238. Scarffe JH. Emerging clinical uses for GM-CSF. Eur. J. Cancer 1991; 27:1493-504. 
 

239. Herrmann F, Oster W, Meuer SC, Lindemann A, Mertelsmann RH. Interleukin 1 stimulates 
T lymphocytes to produce granulocyte-monocyte colony-stimulating factor. J. Clin. Invest. 
1988; 81:1415-8. 

 

240. Bickel M, Cohen RB, Pluznik DH. Post-transcriptional regulation of granulocyte-
macrophage colony-stimulating factor synthesis in murine T cells. J. Immunol. 1990; 
145:840-5. 

 

241. Akahane K, Cohen RB, Bickel M, Pluznik DH. IL-1 alpha induces granulocyte-macrophage 
colony-stimulating factor gene expression in murine B lymphocyte cell lines via mRNA stabi-
lization. J. Immunol. 1991; 146:4190-6. 

 

242. Akahane K, Pluznik DH. Interferon-gamma destabilizes interleukin-1-induced granulocyte-
macrophage colony-stimulating factor mRNA in murine vascular endothelial cells. Exp. He-
matol. 1993; 21:878-84. 

 

243. Nimer SD, Gates MJ, Koeffler HP, Gasson JC. Multiple mechanisms control the expression 
of granulocyte-macrophage colony-stimulating factor by human fibroblasts. J. Immunol. 
1989; 143:2374-7. 

 

244. Kelso A, Metcalf D, Gough NM. Independent regulation of granulocyte-macrophage col-
ony-stimulating factor and multi-lineage colony-stimulating factor production in T lymphocyte 
clones. J. Immunol. 1986; 136:1718-25. 

 

245. Kelso A., Gough N. Expression of hematopoietic growth factor genes in murine T-
lymphocytes. In: D. R. Webb, Goeddel DV, eds. The lymphokine. Vol. 13. New York: 
Academic, 1987:209-238. 

 

246. Thorens B, Mermod JJ, Vassalli P. Phagocytosis and inflammatory stimuli induce GM-CSF 
mRNA in macrophages through posttranscriptional regulation. Cell 1987; 48:671-9. 

 

247. Sallerfors B, Olofsson T. Granulocyte-macrophage colony-stimulating factor (GM-CSF) and 
granulocyte colony-stimulating factor (G-CSF) in serum during induction treatment of acute 
leukaemia. Br. J. Haematol. 1991; 78:343-51. 

 

248. Metcalf D. The haematopoietic colony stimulating factors. Amsterdam: Elsevier, 1984. 
 

249. Krause SW, Kreutz M, Zenke G, Andreesen R. Developmental regulation of granulocyte-
macrophage colony-stimulating factor production during human monocyte-to-macrophage 
maturation. Ann. Hematol. 1992; 64:190-5. 



References 

 104

 

250. Kruger M, Van de Winkel JG, De Wit TP, Coorevits L, Ceuppens JL. Granulocyte-
macrophage colony-stimulating factor down-regulates CD14 expression on monocytes. Im-
munology 1996; 89:89-95. 

 

251. Bundschuh DS, Barsig J, Hartung T, et al. Granulocyte-macrophage colony-stimulating fac-
tor and IFN-gamma restore the systemic TNF-alpha response to endotoxin in lipopolysac-
charide-desensitized mice. J. Immunol. 1997; 158:2862-71. 

252. Randow F, Docke WD, Bundschuh DS, Hartung T, Wendel A, Volk HD. In vitro preven-
tion and reversal of lipopolysaccharide desensitization by IFN-gamma, IL-12, and granulo-
cyte-macrophage colony-stimulating factor. J. Immunol. 1997; 158:2911-8. 

 

253. Tiegs G, Barsig J, Matiba B, Uhlig S, Wendel A. Potentiation by granulocyte macrophage 
colony-stimulating factor of lipopolysaccharide toxicity in mice. J. Clin. Invest. 1994; 
93:2616-22. 

 

254. Brissette WH, Baker DA, Stam EJ, Umland JP, Griffiths RJ. GM-CSF rapidly primes mice 
for enhanced cytokine production in response to LPS and TNF. Cytokine 1995; 7:291-5. 

 

255. Wing EJ, Magee DM, Whiteside TL, Kaplan SS, Shadduck RK. Recombinant human 
granulocyte/macrophage colony-stimulating factor enhances monocyte cytotoxicity and se-
cretion of tumor necrosis factor alpha and interferon in cancer patients. Blood 1989; 73:643-
6. 

 

256. Perkins RC, Vadhan-Raj S, Scheule RK, Hamilton R, Holian A. Effects of continuous high 
dose rhGM-CSF infusion on human monocyte activity. Am. J. Hematol. 1993; 43:279-85. 

 

257. Maurer AB, Ganser A, Buhl R, et al. Restoration of impaired cytokine secretion from mono-
cytes of patients with myelodysplastic syndromes after in vivo treatment with GM-CSF or 
IL-3. Leukemia 1993; 7:1728-33. 

 

258. Johnson GR, Gonda TJ, Metcalf D, Hariharan IK, Cory S. A lethal myeloproliferative syn-
drome in mice transplanted with bone marrow cells infected with a retrovirus expressing 
granulocyte-macrophage colony stimulating factor. Embo J 1989; 8:441-8. 

 

259. Chang JM, Metcalf D, Gonda TJ, Johnson GR. Long-term exposure to retrovirally ex-
pressed granulocyte-colony-stimulating factor induces a nonneoplastic granulocytic and pro-
genitor cell hyperplasia without tissue damage in mice. J. Clin. Invest. 1989; 84:1488-96. 

 

260. Welte K, Platzer E, Lu L, et al. Purification and biochemical characterization of human pluri-
potent hematopoietic colony-stimulating factor. Proc. Natl. Acad. Sci. U S A 1985; 
82:1526-30. 

 

261. Vannucchi AM, Grossi A, Rafanelli D, Ferrini PR. In vivo stimulation of megakaryocytopoi-
esis by recombinant murine granulocyte-macrophage colony-stimulating factor. Blood 1990; 
76:1473-80. 

 

262. Harris RJ, Pettitt AR, Schmutz C, et al. Granuloctye-macrophage colony-stimulating factor 
as an autocrine survival factor for mature normal and malignant B lymphocytes. J. Immunol. 
2000; 164:3887-93. 

 

263. Cebon J, Layton JE, Maher D, Morstyn G. Endogenous haemopoietic growth factors in 
neutropenia and infection. Br. J. Haematol. 1994; 86:265-74. 

 

264. Kawakami M, Tsutsumi H, Kumakawa T, et al. Levels of serum granulocyte colony-
stimulating factor in patients with infections. Blood 1990; 76:1962-4. 

 

265. Freund M, Kleine HD. The role of GM-CSF in infection. Infection 1992; 20:S84-92. 



References 

 105

 

266. Daniel V, Pasker S, Reiss U, et al. Preliminary evidence that monitoring of plasma granulo-
cyte-macrophage colony-stimulating factor may be helpful to differentiate between infection 
and rejection in renal transplant patients. Transplant. Proc. 1992; 24:2770-2. 

 

267. Lenhoff S, Olofsson T. Effects of immunosuppressive drugs and antibiotics on GM-CSF and 
G-CSF secretion in vitro by monocytes, T lymphocytes and endothelial cells. Br. J. Haema-
tol. 1996; 95:33-8. 

 

268. Hamilton JA, Piccoli DS, Cebon J, et al. Cytokine regulation of colony-stimulating factor 
(CSF) production in cultured human synovial fibroblasts. II. Similarities and differences in the 
control of interleukin-1 induction of granulocyte-macrophage CSF and granulocyte-CSF 
production. Blood 1992; 79:1413-9. 

 

269. Metcalf D. The role of the colony-stimulating factors in resistance to acute infections. Immu-
nol. Cell Biol. 1987; 65:35-43. 

 

270. Gasson JC. Molecular physiology of granulocyte-macrophage colony-stimulating factor. 
Blood 1991; 77:1131-45. 

 

271. Smith PD, Lamerson CL, Banks SM, et al. Granulocyte-macrophage colony-stimulating 
factor augments human monocyte fungicidal activity for Candida albicans. J. Infect. Dis. 
1990; 161:999-1005. 

272. Liehl E, Hildebrandt J, Lam C, Mayer P. Prediction of the role of granulocyte-macrophage 
colony-stimulating factor in animals and man from in vitro results. Eur. J. Clin. Microbiol. In-
fect. Dis. 1994; 13:S9-17. 

 

273. Handman E, Burgess AW. Stimulation by granulocyte-macrophage colony-stimulating factor 
of Leishmania tropica killing by macrophages. J. Immunol. 1979; 122:1134-7. 

 

274. Bober LA, Grace MJ, Pugliese-Sivo C, et al. The effect of GM-CSF and G-CSF on human 
neutrophil function. Immunopharmacology 1995; 29:111-9. 

 

275. Mayer P, Lam C, Obenaus H, Liehl E, Besemer J. Recombinant human GM-CSF induces 
leukocytosis and activates peripheral blood polymorphonuclear neutrophils in nonhuman pri-
mates. Blood 1987; 70:206-13. 

 

276. Williams MA, Kelsey SM, Collins PW, Gutteridge CN, Newland AC. Administration of 
rHuGM-CSF activates monocyte reactive oxygen species secretion and adhesion molecule 
expression in vivo in patients following high-dose chemotherapy. Br. J. Haematol. 1995; 
90:31-40. 

 

277. Ho JL, Reed SG, Wick EA, Giordano M. Granulocyte-macrophage and macrophage col-
ony-stimulating factors activate intramacrophage killing of Leishmania mexicana amazonensis. 
J. Infect. Dis. 1990; 162:224-30. 

 

278. Nathan CF. Respiratory burst in adherent human neutrophils: triggering by colony-stimulating 
factors CSF-GM and CSF-G. Blood 1989; 73:301-6. 

 

279. Crawford J, Foote M, Morstyn G. Hematopoietic growth factors in cancer chemotherapy. 
Cancer Chemother. Biol. Response Modif. 1999; 18:250-67. 



References 

 106

 

280. Hermans P. HIV disease-related neutropenia: an independent risk factor for severe infec-
tions. Aids 1999; 13:S11-7. 

 

281. Hartung T., S. von Aulock, Wendel A. Growth factors G-CSF and GM-CSF: Clinical op-
tions. In: A.E. Baue, E. Faist, Frye DE, eds. Multiple organ failure. New York: Springer 
Verlag, 2000:621-629. 

 

282. Dale DC. Potential role of colony-stimulating factors in the prevention and treatment of infec-
tious diseases. Clin. Infect. Dis. 1994; 18 Suppl 2:S180-8. 

 

283. Boogaerts M, Cavalli F, Cortes-Funes H, et al. Granulocyte growth factors: achieving a con-
sensus. Ann. Oncol. 1995; 6:237-44. 

 

284. Vela-Ojeda J, Tripp-Villanueva F, Montiel-Cervantes L, et al. Prospective randomized clini-
cal trial comparing high-dose ifosfamide + GM-CSF vs high-dose cyclophosphamide + 
GM-CSF for blood progenitor cell mobilization. Bone Marrow Transplant 2000; 25:1141-
6. 

 

285. Jones TC. Use of granulocyte-macrophage colony stimulating factor (GM-CSF) in preven-
tion and treatment of fungal infections. Eur. J. Cancer 1999; 35 Suppl 3:S8-10. 

 

286. Aglietta M, Monzeglio C, Pasquino P, Carnino F, Stern AC, Gavosto F. Short-term admini-
stration of granulocyte-macrophage colony stimulating factor decreases hematopoietic toxic-
ity of cytostatic drugs. Cancer 1993; 72:2970-3. 

 

287. Pauksen K, Linde A, Hammarstrom V, et al. Granulocyte-macrophage colony-stimulating 
factor as immunomodulating factor together with influenza vaccination in stem cell transplant 
patients. Clin. Infect. Dis. 2000; 30:342-8. 

 

288. Reed SG, Grabstein KH, Pihl DL, Morrissey PJ. Recombinant granulocyte-macrophage 
colony-stimulating factor restores deficient immune responses in mice with chronic Trypano-
soma cruzi infections. J. Immunol. 1990; 145:1564-70. 

 

289. Murray HW, Cervia JS, Hariprashad J, Taylor AP, Stoeckle MY, Hockman H. Effect of 
granulocyte-macrophage colony-stimulating factor in experimental visceral leishmaniasis. J. 
Clin. Invest. 1995; 95:1183-92. 

 

290. Borrello I, Sotomayor EM, Rattis FM, Cooke SK, Gu L, Levitsky HI. Sustaining the graft-
versus-tumor effect through posttransplant immunization with granulocyte-macrophage col-
ony-stimulating factor (GM-CSF)-producing tumor vaccines. Blood 2000; 95:3011-9. 

 

291. Warren TL, Weiner GJ. Uses of granulocyte-macrophage colony-stimulating factor in vac-
cine development. Curr. Opin. Hematol. 2000; 7:168-73. 

292. Hsieh CL, Chen DS, Hwang LH. Tumor-induced immunosuppression: a barrier to immuno-
therapy of large tumors by cytokine-secreting tumor vaccine. Hum. Gene Ther. 2000; 
11:681-92. 

 

293. Jaffee EM. Immunotherapy of cancer. Ann. N Y Acad. Sci. 1999; 886:67-72. 
 

294. Spitler LE, Grossbard ML, Ernstoff MS, et al. Adjuvant therapy of stage III and IV malig-
nant melanoma using granulocyte-macrophage colony-stimulating factor. J. Clin. Oncol. 
2000; 18:1614-21. 

 

295. Gridelli C, Barzelloni ML, Barletta E, et al. The role of granulocyte growth factors in the 
treatment of non small cell lung cancer. Clin. Ter. 1999; 150:231-4. 



References 

 107

 

296. Ryan CW, Vogelzang NJ, Dumas MC, Kuzel T, Stadler WM. Granulocyte-macrophage-
colony stimulating factor in combination immunotherapy for patients with metastatic renal cell 
carcinoma: results of two phase II clinical trials. Cancer 2000; 88:1317-24. 

 

297. Simmons SJ, Tjoa BA, Rogers M, et al. GM-CSF as a systemic adjuvant in a phase II pros-
tate cancer vaccine trial. Prostate 1999; 39:291-7. 

 

298. Tsai NC, Shimoda N, Wong L, et al. A novel treatment of patients with chronic hepatitis C. 
Hawaii Med. J. 1999; 58:85-8. 

 

299. Chilvers ER, Cadwallader KA, Reed BJ, White JF, Condliffe AM. The function and fate of 
neutrophils at the inflamed site: prospects for therapeutic intervention. J. R. Coll. Physicians 
Lond 2000; 34:68-74. 

 

300. Aggarwal A, Baker CS, Evans TW, Haslam PL. G-CSF and IL-8 but not GM-CSF corre-
late with severity of pulmonary neutrophilia in acute respiratory distress syndrome. Eur. Res-
pir. J. 2000; 15:895-901. 

 

301. Matute-Bello G, Liles WC, Radella F, 2nd, et al. Modulation of neutrophil apoptosis by 
granulocyte colony-stimulating factor and granulocyte/macrophage colony-stimulating factor 
during the course of acute respiratory distress syndrome. Crit. Care. Med. 2000; 28:1-7. 

 

302. Robison RL, Myers LA. Preclinical safety assessment of recombinant human GM-CSF in 
rhesus monkeys. Int. Rev. Exp. Pathol. 1993; 34:149-72. 

 

303. Steinmetz HT, Mantovani L, Diehl V. Clinical importance of colony stimulating factors. Med. 
Klin. 1993; 88:146-54. 

 

304. Moleski RJ. Comparison of G-CSF and GM-CSF adverse event profiles in office-based 
practices: preliminary study results. Pharmacotherapy 2000; 20:112S-117S. 

 

305. Parsons SK. Oncology practice patterns in the use of hematopoietic growth factors. Curr. 
Opin. Pediatr. 2000; 12:10-7. 

 

306. Metcalf D. Cellular hematopoiesis in the twentieth century. Semin. Hematol. 1999; 36:5-12. 
 

307. Williams MA, Rhoades CJ, Newland AC, Kelsey SM. The potential for monocyte-
mediated immunotherapy during infection and malignancy--Part II: in vivo activation by ex-
ogenous cytokines and clinical applications [published erratum appears in Leuk Lymphoma 
1999 Sep;35(1-2):following 2M]. Leuk Lymphoma 1999; 34:207-30. 

 

308. Bloom BR, Bennett B. Mechanism of a reaction in vitro associated with delayed-type hyper-
sensitivity. Science 1966; 153:80-2. 

 

309. Nathan CF, Murray HW, Wiebe ME, Rubin BY. Identification of interferon-gamma as the 
lymphokine that activates human macrophage oxidative metabolism and antimicrobial activity. 
J. Exp. Med. 1983; 158:670-89. 

 

310. Steeg PS, Moore RN, Johnson HM, Oppenheim JJ. Regulation of murine macrophage Ia 
antigen expression by a lymphokine with immune interferon activity. J. Exp. Med. 1982; 
156:1780-93. 

 

311. Weinberg JB, Chapman HA, Jr., Hibbs JB, Jr. Characterization of the effects of endotoxin 
on macrophage tumor cell killing. J. Immunol. 1978; 121:72-80. 



References 

 108

 

312. Flad H.D., D. G. Zytokine. In: Gemsa D., Kalden J.R., K. R, eds. Immunologie: Grundla-
gen,-Klinik- Praxis. Stuttgart, New York: Thieme, 1991:45-61. 

 

313. Fong TA, Mosmann TR. Alloreactive murine CD8+ T cell clones secrete the Th1 pattern of 
cytokines. J. Immunol. 1990; 144:1744-52. 

 

314. Lanier LL. Turning on natural killer cells. J. Exp. Med. 2000; 191:1259-62. 
315. Mori A, Suko M, Nishizaki Y, et al. IL-5 production by CD4+ T cells of asthmatic patients 

is suppressed by glucocorticoids and the immunosuppressants FK506 and cyclosporin A. 
Int. Immunol. 1995; 7:449-57. 

 

316. Yoshihara R, Shiozawa S, Fujita T, Chihara K. Gamma interferon is produced by human 
natural killer cells but not T cells during Staphylococcus aureus stimulation. Infect. Immun. 
1993; 61:3117-22. 

 

317. Dunn PL, North RJ. Early gamma interferon production by natural killer cells is important in 
defense against murine listeriosis. Infect. Immun. 1991; 59:2892-900. 

 

318. Heinzel FP, Rerko RM, Ling P, Hakimi J, Schoenhaut DS. Interleukin 12 is produced in 
vivo during endotoxemia and stimulates synthesis of gamma interferon. Infect. Immun. 1994; 
62:4244-9. 

 

319. Heremans H, Dillen C, van Damme J, Billiau A. Essential role for natural killer cells in the 
lethal lipopolysaccharide-induced Shwartzman-like reaction in mice. Eur. J. Immunol. 1994; 
24:1155-60. 

 

320. Wherry JC, Schreiber RD, Unanue ER. Regulation of gamma interferon production by natu-
ral killer cells in scid mice: roles of tumor necrosis factor and bacterial stimuli. Infect. Immun. 
1991; 59:1709-15. 

 

321. Scharton TM, Scott P. Natural killer cells are a source of interferon gamma that drives dif-
ferentiation of CD4+ T cell subsets and induces early resistance to Leishmania major in mice. 
J. Exp. Med. 1993; 178:567-77. 

 

322. Krakauer T, Oppenheim JJ. IL-1 and tumor necrosis factor-alpha each up-regulate both the 
expression of IFN-gamma receptors and enhance IFN-gamma-induced HLA-DR expres-
sion on human monocytes and a human monocytic cell line (THP-1). J. Immunol. 1993; 
150:1205-11. 

 

323. Gaspari AA, Jenkins MK, Katz SI. Class II MHC-bearing keratinocytes induce antigen-
specific unresponsiveness in hapten-specific Th1 clones. J Immunol 1988; 141:2216-20. 

 

324. Gautam S, Tebo JM, Hamilton TA. IL-4 suppresses cytokine gene expression induced by 
IFN-gamma and/or IL-2 in murine peritoneal macrophages. J. Immunol. 1992; 148:1725-
30. 

 

325. Lohoff M, Marsig E, Rollinghoff M. Murine IL-4 antagonizes the protective effects of IFN 
on virus-mediated lysis of murine L929 fibroblast cells. J. Immunol .1990; 144:960-3. 

 

326. Gazzinelli RT, Oswald IP, James SL, Sher A. IL-10 inhibits parasite killing and nitrogen ox-
ide production by IFN-gamma-activated macrophages. J. Immunol. 1992; 148:1792-6. 



References 

 109

 

327. Czarniecki CW, Chiu HH, Wong GH, McCabe SM, Palladino MA. Transforming growth 
factor-beta 1 modulates the expression of class II histocompatibility antigens on human cells. 
J. Immunol. 1988; 140:4217-23. 

 

328. Ding A, Nathan CF, Graycar J, Derynck R, Stuehr DJ, Srimal S. Macrophage deactivating 
factor and transforming growth factors-beta 1 -beta 2 and -beta 3 inhibit induction of 
macrophage nitrogen oxide synthesis by IFN-gamma. J. Immunol. 1990; 145:940-4. 

 

329. Ling PD, Warren MK, Vogel SN. Antagonistic effect of interferon-beta on the interferon-
gamma-induced expression of Ia antigen in murine macrophages. J. Immunol. 1985; 
135:1857-63. 

 

330. Watanabe Y, Jacob CO. Regulation of MHC class II antigen expression. Opposing effects 
of tumor necrosis factor-alpha on IFN-gamma-induced HLA-DR and Ia expression de-
pends on the maturation and differentiation stage of the cell. J. Immunol. 1991; 146:899-
905. 

 

331. Billiau A. Interferon-gamma: biology and role in pathogenesis. Adv. Immunol. 1996; 62:61-
130. 

 

332. Dalton DK, Pitts-Meek S, Keshav S, Figari IS, Bradley A, Stewart TA. Multiple defects of 
immune cell function in mice with disrupted interferon-gamma genes. Science 1993; 
259:1739-42. 

 

333. Ottenhoff TH, Mutis T. Role of cytotoxic cells in the protective immunity against and im-
munopathology of intracellular infections. Eur. J. Clin. Invest. 1995; 25:371-7. 

 

334. Fennie EH, Lie YS, Low MA, Gribling P, Anderson KP. Reduced mortality in murine cy-
tomegalovirus infected mice following prophylactic murine interferon-gamma treatment. Anti-
viral Res. 1988; 10:27-39. 

 

335. Haagmans BL, van der Meide PH, Stals FS, et al. Suppression of rat cytomegalovirus repli-
cation by antibodies against gamma interferon. J. Virol. 1994; 68:2305-12. 

336. Biswas P, Poli G, Kinter AL, et al. Interferon gamma induces the expression of human im-
munodeficiency virus in persistently infected promonocytic cells (U1) and redirects the pro-
duction of virions to intracytoplasmic vacuoles in phorbol myristate acetate-differentiated U1 
cells. J. Exp. Med. 1992; 176:739-50. 

 

337. Koyanagi Y, O'Brien WA, Zhao JQ, Golde DW, Gasson JC, Chen IS. Cytokines alter pro-
duction of HIV-1 from primary mononuclear phagocytes. Science 1988; 241:1673-5. 

 

338. Murray HW. Interferon-gamma, the activated macrophage, and host defense against micro-
bial challenge. Ann. Intern. Med. 1988; 108:595-608. 

 

339. Kamijo R, Shapiro D, Le J, Huang S, Aguet M, Vilcek J. Generation of nitric oxide and 
induction of major histocompatibility complex class II antigen in macrophages from mice 
lacking the interferon gamma receptor. Proc. Natl. Acad. Sci. U S A 1993; 90:6626-30. 

 

340. Bogdan C, Rollinghoff M, Diefenbach A. The role of nitric oxide in innate immunity. Immu-
nol. Rev. 2000; 173:17-26. 

 

341. Karupiah G, Xie QW, Buller RM, Nathan C, Duarte C, MacMicking JD. Inhibition of viral 
replication by interferon-gamma-induced nitric oxide synthase. Science 1993; 261:1445-8. 

 

342. Mosser DM, Handman E. Treatment of murine macrophages with interferon-gamma inhibits 
their ability to bind leishmania promastigotes. J. Leukoc. Biol. 1992; 52:369-76. 

 



References 

 110

343. Landolfo S, Cofano F, Giovarelli M, Prat M, Cavallo G, Forni G. Inhibition of interferon-
gamma may suppress allograft reactivity by T lymphocytes in vitro and in vivo. Science 
1985; 229:176-9. 

 

344. Rosenberg AS, Finbloom DS, Maniero TG, Van der Meide PH, Singer A. Specific prolon-
gation of MHC class II disparate skin allografts by in vivo administration of anti-IFN-gamma 
monoclonal antibody. J. Immunol. 1990; 144:4648-50. 

 

345. Thom AK, Fraker DL, Taubenberger JK, Norton JA. Effective regional therapy of experi-
mental cancer with paralesional administration of tumour necrosis factor-alpha + interferon-
gamma. Surg. Oncol. 1992; 1:291-8. 

 

346. Vey N, Viens P, Fossat C, et al. Clinical and biological effects of gamma interferon and the 
combination of gamma interferon and interleukin-2 after autologous bone marrow transplan-
tation. Eur. Cytokine Netw. 1997; 8:389-94. 

 

347. An Z, Wang X, Astoul P, Danays T, Moossa AR, Hoffman RM. Interferon gamma is highly 
effective against orthotopically-implanted human pleural adenocarcinoma in nude mice. Anti-
cancer Res. 1996; 16:2545-51. 

 

348. Windbichler GH, Hausmaninger H, Stummvoll W, et al. Interferon-gamma in the first-line 
therapy of ovarian cancer: a randomized phase III trial. Br. J. Cancer 2000; 82:1138-44. 

 

349. Freedman RS, Kudelka AP, Kavanagh JJ, et al. Clinical and biological effects of intraperito-
neal injections of recombinant interferon-gamma and recombinant interleukin 2 with or with-
out tumor-infiltrating lymphocytes in patients with ovarian or peritoneal carcinoma. Clin. 
Cancer Res. 2000; 6:2268-78. 

 

350. Huang Y, Horvath CM, Waxman S. Regrowth of 5-fluorouracil-treated human colon cancer 
cells is prevented by the combination of interferon gamma, indomethacin, and phenylbutyrate. 
Cancer Res. 2000; 60:3200-6. 

 

351. Arai C, Tsuzaki Y, Nagano Y. In vivo therapeutic effects of IFN-gamma on human mye-
logenous leukemia in a severe combined immunodeficiency mouse model. In Vivo 1999; 
13:445-51. 

 

352. Kaminska T, Dmoszynska A, Cioch M, et al. Interferon gamma as immunomodulator in a 
patient with multiple myeloma. Arch. Immunol. Ther. Exp. 1999; 47:107-12. 

 

353. Jang IG, Yang JK, Lee HJ, et al. Clinical improvement and immunohistochemical findings in 
severe atopic dermatitis treated with interferon gamma. J. Am. Acad. Dermatol. 2000; 
42:1033-40. 

 

354. Noh G, Lee KY. Pilot study of IFN-gamma-induced specific hyposensitization for house 
dust mites in atopic dermatitis: IFN-gamma-induced immune deviation as a new therapeutic 
concept for atopic dermatitis. Cytokine 2000; 12:472-6. 

 

355. Ellis CN, Stevens SR, Blok BK, Taylor RS, Cooper KD. Interferon-gamma therapy re-
duces blood leukocyte levels in patients with atopic dermatitis: correlation with clinical im-
provement. Clin. Immunol. 1999; 92:49-55. 

356. Thoma-Greber E, Froschl M, Stolz W, Landthaler M, Plewig G. Interferon-gamma. Ther-
apy of recurrent furunculosis in HIV infections. Hautarzt 1993; 44:587-9. 

 

357. Squires KE, Rosenkaimer F, Sherwood JA, Forni AL, Were JB, Murray HW. Immuno-
chemotherapy for visceral leishmaniasis: a controlled pilot trial of antimony versus antimony 
plus interferon-gamma. Am. J. Trop. Med. Hyg. 1993; 48:666-9. 

 



References 

 111

358. Kolde G, Luger T, Sorg C, Sunderkotter C. Successful treatment of cutaneous leishmaniasis 
using systemic interferon-gamma. Dermatology 1996; 192:56-60. 

 

359. Zeidner N, Dreitz M, Belasco D, Fish D. Suppression of acute Ixodes scapularis-induced 
Borrelia burgdorferi infection using tumor necrosis factor-alpha, interleukin-2, and interferon-
gamma. J. Infect. Dis. 1996; 173:187-95. 

 

360. Imukin. Immuninterferon; Interferon-gamma: Thomae Biberach, 1994. 
 

361. Miller AR, McBride WH, Hunt K, Economou JS. Cytokine-mediated gene therapy for can-
cer. Ann. Surg. Oncol. 1994; 1:436-50. 

 

362. Ferrantini M, Belardelli F. Gene therapy of cancer with interferon: lessons from tumor mod-
els and perspectives for clinical applications. Semin. Cancer Biol. 2000; 10:145-57. 

 

363. Langdale LA, Wilson L, Jurkovich GJ, Liggitt HD. Effects of immunomodulation with inter-
feron-gamma on hepatic ischemia-reperfusion injury. Shock 1999; 11:356-61. 

 

364. Agosti JM, Coombs RW, Collier AC, et al. A randomized, double-blind, phase I/II trial of 
tumor necrosis factor and interferon-gamma for treatment of AIDS-related complex (Proto-
col 025 from the AIDS Clinical Trials Group). AIDS Res. Hum. Retroviruses 1992; 8:581-
7. 

 

365. Darville T, Giroir B, Jacobs R. The systemic inflammatory response syndrome (SIRS): im-
munology and potential immunotherapy. Infection 1993; 21:279-90. 

 

366. Deitch EA, Berg RD. Endotoxin but not malnutrition promotes bacterial translocation of the 
gut flora in burned mice. J. Trauma 1987; 27:161-6. 

 

367. Michalek SM, Moore RN, McGhee JR, Rosenstreich DL, Mergenhagen SE. The primary 
role of lymphoreticular cells in the mediation of host responses to bacterial endotoxim. J. In-
fect. Dis. 1980; 141:55-63. 

 

368. Wolff SM. Biological effects of bacterial endotoxins in man. J. Infect. Dis. 1973; 
128:Suppl:259-64. 

 

369. Tracey KJ, Vlassara H, Cerami A. Cachectin/tumour necrosis factor. Lancet 1989; 1:1122-
6. 

 

370. Lefer AM. Induction of tissue injury and altered cardiovascular performance by platelet-
activating factor: relevance to multiple systems organ failure. Crit. Care Clin 1989; 5:331-52. 

 

371. Freudenberg MA, Kumazawa Y, Meding S, Langhorne J, Galanos C. Gamma interferon 
production in endotoxin-responder and -nonresponder mice during infection. Infect. Immun. 
1991; 59:3484-91. 

 

372. Li P, Allen H, Banerjee S, et al. Mice deficient in IL-1 beta-converting enzyme are defective 
in production of mature IL-1 beta and resistant to endotoxic shock. Cell 1995; 80:401-11. 

 

373. Rothe J, Lesslauer W, Lotscher H, et al. Mice lacking the tumour necrosis factor receptor 1 
are resistant to TNF-mediated toxicity but highly susceptible to infection by Listeria monocy-
togenes. Nature 1993; 364:798-802. 

 

374. Pfeffer K, Matsuyama T, Kundig TM, et al. Mice deficient for the 55 kd tumor necrosis 
factor receptor are resistant to endotoxic shock, yet succumb to L. monocytogenes infection. 
Cell 1993; 73:457-67. 

 

375. Collart MA, Belin D, Vassalli JD, de Kossodo S, Vassalli P. Gamma interferon enhances 
macrophage transcription of the tumor necrosis factor/cachectin, interleukin 1, and urokinase 



References 

 112

genes, which are controlled by short-lived repressors. J. Exp. Med. 1986; 164:2113-8. 
 

376. Beutler B, Tkacenko V, Milsark I, Krochin N, Cerami A. Effect of gamma interferon on 
cachectin expression by mononuclear phagocytes. Reversal of the lpsd (endotoxin resis-
tance) phenotype. J. Exp. Med. 1986; 164:1791-6. 

 

377. Huang S, Hendriks W, Althage A, et al. Immune response in mice that lack the interferon-
gamma receptor. Science 1993; 259:1742-5. 

 

378. Aversa G, Punnonen J, de Vries JE. The 26-kD transmembrane form of tumor necrosis fac-
tor alpha on activated CD4+ T cell clones provides a costimulatory signal for human B cell 
activation. J. Exp. Med. 1993; 177:1575-85. 

379. Roosnek EE, Brouwer MC, Aarden LA. T cell triggering by lectins. I. Requirements for 
interleukin 2 production; lectin concentration determines the accessory cell dependency. Eur. 
J. Immunol. 1985; 15:652-6. 

 

380. Griswold DE, Antell L, Bender PE, Hanna N, Poste G. Induction of suppressor cells, inter-
leukin-2 production and mitogenesis with monomeric concanavalin A: different actions of 
tetrameric and monomeric concanavalin A. Mol. Immunol. 1985; 22:1311-6. 

 

381. Tiegs G, Hentschel J, Wendel A. A T cell-dependent experimental liver injury in mice induc-
ible by concanavalin A. J. Clin. Invest. 1992; 90:196-203. 

 

382. Rubin R.H., Tolkoff-Rubin N. Infection in the organ transplant recipient. In: Lode H., Hahn 
D., M. M, eds. Infections in transplant patients: Int. Symp. Berlin, 1987:6-13. 

 

383. Alessiani M, Kusne S, Martin M, et al. Infections in adult liver transplant patients under FK 
506 immunosuppression. Transplant. Proc. 1991; 23:1501-3. 

 

384. Uemoto S, Tanaka K, Fujita S, et al. Infectious complications in living related liver transplan-
tation. J. Pediatr. Surg. 1994; 29:514-7. 

 

385. Ziprin RL. Salmonella. In: Hui Y.H., Murrall K.D., eds. Foodborne disease handbook. New 
York: Marcel Dekker, 1994:253-318. 

 

386. Nichterlein T, Kretschmar M, Geginat G, Hirth K, Altenburg HP, Hof H. Effects of FK-506 
on the course of murine salmonellosis. J. Chemother. 1996; 8:449-56. 

 

387. Hsu HS. Pathogenesis and immunity in murine salmonellosis. Microbiol. Rev. 1989; 53:390-
409. 

 

388. Dunlap N.E., W.H. Benjamin, Briles DE. The intracellular nature of salmonella infection dur-
ing the early stages of mouse typhoid. In: Zwilling B.S., eds. Macrophage-pathogen interac-
tions. New York: Marcel Dekker, 1994:303-312. 

 

389. Morrissey PJ, Grabstein KH, Reed SG, Conlon PJ. Granulocyte/macrophage colony stimu-
lating factor. A potent activation signal for mature macrophages and monocytes. Int. Arch. 
Allergy Appl. Immunol. 1989; 88:40-5. 



References 

 113

 

390. Bao S, Beagley KW, France MP, Shen J, Husband AJ. Interferon-gamma plays a critical 
role in intestinal immunity against Salmonella typhimurium infection. Immunology 2000; 
99:464-72. 

 

391. Rosenberger CM, Scott MG, Gold MR, Hancock RE, Finlay BB. Salmonella typhimurium 
infection and lipopolysaccharide stimulation induce similar changes in macrophage gene ex-
pression. J. Immunol. 2000; 164:5894-904. 

 

392. Leshem B, Dekel R, Bercovier H, et al. Cytokine-induced resistance to microbial infections 
in normal, immunosuppressed and bone marrow transplanted mice. Bone Marrow Trans-
plant. 1992; 9:471-7. 

 

393. Morrissey PJ, Charrier K. Treatment of mice with IL-1 before infection increases resistance 
to a lethal challenge with Salmonella typhimurium. The effect correlates with the resistance al-
lele at the Ity locus. J. Immunol. 1994; 153:212-9. 

 

394. Mastroeni P, Clare S, Khan S, et al. Interleukin 18 contributes to host resistance and gamma 
interferon production in mice infected with virulent Salmonella typhimurium. Infect. Immun. 
1999; 67:478-83. 

 

395. Leist M, Gantner F, Bohlinger I, Tiegs G, Germann PG, Wendel A. Tumor necrosis factor-
induced hepatocyte apoptosis precedes liver failure in experimental murine shock models. 
Am. J. Pathol. 1995; 146:1220-34. 

 

396. Bergmeyer HU. In: Methods of enzymatic analysis. edition Weinheim: Verlag Chemie, 1984. 
 

397. Bundschuh DS. Immunomodulation in murine models of the systemic inflammatory response 
syndrom. Dissertation. Konstanz, 1997. 

 

398. Plant JE, Higgs GA, Easmon CS. Effects of antiinflammatory agents on chronic Salmonella 
typhimurium infection in a mouse model. Infect. Immun. 1983; 42:71-5. 

 

399. Thomson AW. The effects of cyclosporin A on non-T cell components of the immune sys-
tem. J. Autoimmun. 1992; 5 Suppl A:167-76. 

 

400. Glauser MP, Heumann D, Baumgartner JD, Cohen J. Pathogenesis and potential strategies 
for prevention and treatment of septic shock: an update. Clin. Infect. Dis. 1994; 18 Suppl 
2:S205-16. 

401. Stevens SX, Jensen HG, Jett BD, Gilmore MS. A hemolysin-encoding plasmid contributes 
to bacterial virulence in experimental Enterococcus faecalis endophthalmitis. Invest. Oph-
thalmol. Vis. Sci. 1992; 33:1650-6. 

 

402. Tracey KJ, Cerami A. Tumor necrosis factor: an updated review of its biology. Crit. Care 
Med. 1993; 21:S415-22. 

 

403. Bone RC, Balk RA, Cerra FB, et al. Definitions for sepsis and organ failure and guidelines 
for the use of innovative therapies in sepsis. The ACCP/SCCM Consensus Conference 
Committee. American College of Chest Physicians/Society of Critical Care Medicine. Chest 
1992; 101:1644-55. 

 

404. Viale M, Bacigalupo A, Ferrini S, Nicolin A. Effect of cyclosporin A on T cell clones from 
severe aplastic anemia: differential sensitivity of TNF and GM-CSF production. Haema-
tologica 1992; 77:237-42. 



References 

 114

 

405. Hidalgo HA, Helmke RJ, German VF, Mangos JA. The effects of cyclosporine and dexa-
methasone on an alveolar macrophage cell line (NR8383). Transplantation 1992; 53:620-3. 

 

406. Hattori Y, Nakanishi N. Effects of cyclosporin A and FK506 on nitric oxide and tetrahydro-
biopterin synthesis in bacterial lipopolysaccharide-treated J774 macrophages. Cell. Immunol. 
1995; 165:7-11. 

 

407. Matsushima Y, Baba T. The in vivo effect of cyclosporine A on macrophages. J. Exp. 
Pathol. 1990; 5:39-48. 

 

408. Benson A, Ziegler HK. Macrophages as targets for inhibition by cyclosporine. Transplanta-
tion 1989; 47:696-703. 

 

409. diSabato G, Hall JM, Thompson LA. T-cell mitogens and polyclonal B-cell activators. Meth. 
Enzymol. 1989; 150:3-17. 

 

410. Leist M. Inflammatory stimuli and mediators in the mouse liver. Konstanz, 1993. 
 

411. Wijburg OL, Simmons CP, van Rooijen N, Strugnell RA. Dual role for macrophages in vivo 
in pathogenesis and control of murine Salmonella enterica var. Typhimurium infections. Eur. 
J. Immunol. 2000; 30:944-53. 

 

412. Thygesen P, Martinsen C, Hougen HP, Hattori R, Stenvang JP, Rygaard J. Histologic, cy-
tologic, and bacteriologic examinations of experimentally induced Salmonella typhimurium in-
fection in Lewis rats. Comp. Med. 2000; 50:124-32. 

 

413. Yrlid U, Svensson M, Johansson C, Wick MJ. Salmonella infection of bone marrow-derived 
macrophages and dendritic cells: influence on antigen presentation and initiating an immune 
response. FEMS Immunol. Med. Microbiol. 2000; 27:313-20. 

 

414. Shiloh MU, Nathan CF. Reactive nitrogen intermediates and the pathogenesis of Salmonella 
and mycobacteria. Curr. Opin. Microbiol. 2000; 3:35-42. 

 

415. Lalmanach AC, Lantier F. Host cytokine response and resistance to Salmonella infection. 
Microbes Infect 1999; 1:719-26. 

 

416. Jouanguy E, Doffinger R, Dupuis S, Pallier A, Altare F, Casanova JL. IL-12 and IFN-
gamma in host defense against mycobacteria and salmonella in mice and men. Curr. Opin. 
Immunol. 1999; 11:346-51. 

 

417. Torres A, Ewig S, Insausti J, et al. Etiology and microbial patterns of pulmonary infiltrates in 
patients with orthotopic liver transplantation. Chest 2000; 117:494-502. 

 

418. Ettinger NA. Immunocompromised patients. Solid organ and bone marrow transplantation. 
In: Niederman M.S. M, Sarosi G.A. M, Glassroth J. M, eds. Respiratory infections. A basis 
for management. Philadelphia, London, Toronto, Montreal, Sydney, Tokyo: W.B. Saunders 
Company, 1994:181-198. 

 

419. Rivera M.P., K.M. J-E. Immunocompromised patients. Nontransplant chemotherapy immu-
nosuppression. In: Niederman M.S. Md, Sarosi G.A. M, Glassroth J. M, eds. Respiratory 
infections. A basis for management. Philadelphia, London, Toronto, Montreal, Sydney, To-
kyo: W.B. Saunders Company, 1994:163-180. 

 

420. Patel R. Vancomycin-resistant enterococci in liver transplant recipients. Liver Transpl. 2000; 
6:247-9. 

 

421. Virk A, Steckelberg JM. Clinical aspects of antimicrobial resistance. Mayo Clin. Proc. 
2000; 75:200-14. 

 



References 

 115

422. Paya CV, Hermans PE. Bacterial infections after liver transplantation. Eur. J. Clin. Microbiol. 
Infect. Dis. 1989; 8:499-504. 

423. Limaye AP, Corey L, Koelle DM, Davis CL, Boeckh M. Emergence of ganciclovir-resistant 
cytomegalovirus disease among recipients of solid-organ transplants. Lancet 2000; 356:645-
9. 

 

424. Rubin RH. Prevention and treatment of cytomegalovirus disease in heart transplant patients. 
J. Heart Lung Transplant. 2000; 19:731-5. 

 

425. Billingham RE, Medawar PB. The technique for free skin grafting in mammals. J. Exp. Biol. 
1953; 28:385-402. 

 

426. Loveland BE, McKenzie IF. Which T cells cause graft rejection? Transplantation 1982; 
33:217-21. 

 

427. Shultz LD. Immunological mutants of the mouse. Am. J Anat. 1991; 191:303-11. 
 

428. Kubai L, Auerbach R. Regional differences in the growth of skin transplants. Transplantation 
1980; 30:128-31. 

 

429. Kellersmann R., R. Z. Surgical technique for skin transplantation in mice. In: Timmermann 
W., Gassel H.J., UIrichs K., Zhong R., A. T, eds. Organtransplantation in rats and mice; 
Microsurgical technique and immunological principles. Berlin, Heidelberg, New York, Bar-
celona, Budapest, Hong Kong, London, Milan, Paris, Singapore, Tokyo: Spinger Verlag, 
1998:151-154. 

 

430. Lazarovits AI, Poppema S, Zhang Z, et al. Prevention and reversal of renal allograft rejection 
by antibody against CD45RB. Nature 1996; 380:717-20. 

 

431. Streilein JW, Bergstresser PR. Ia antigens and epidermal Langerhans cells. Transplantation 
1980; 30:319-23. 

 

432. Rowden G. The Langerhans cell. Crit. Rev. Immunol. 1981; 3:95-180. 
 

433. Stingl G, Katz SI, Green I, Shevach EM. The functional role of Langerhans cells. J. Invest. 
Dermatol. 1980; 74:315-8. 

 

434. Zhong RZ, Lazarovits AI. Monoclonal antibody against CD45RB for the therapy of rejection 
and autoimmune diseases. J. Mol. Med. 1998; 76:572-80. 

 

435. Gardner CR. The pharmacology of immunosuppressant drugs in skin transplant rejection in 
mice and other rodents. Gen. Pharmacol. 1995; 26:245-71. 

 

436. Hewitt CW, Black KS. Comparative studies of FK506 with cyclosporine. Transplantation 
1988; 46:482-3. 

 

437. Inamura N, Nakahara K, Kino T, et al. Prolongation of skin allograft survival in rats by a 
novel immunosuppressive agent, FK506. Transplantation 1988; 45:206-9. 

 

438. Arai K, Hotokebuchi T, Miyahara H, et al. Limb allografts in rats immunosuppressed with 
FK506. I. Reversal of rejection and indefinite survival. Transplantation 1989; 48:782-6. 

 

439. Blohme I, Brynger H. Malignant disease in renal transplant patients. Transplantation 1985; 
39:23-5. 

 

440. Penn I. Cancers following cyclosporine therapy. Transplantation 1987; 43:32-5. 



References 

 116

 

441. Sells RA, Bakran A, Brown MW, et al. A prospective randomised study of CSA monother-
apy versus CSA plus mycophenolate mofetil in cadaveric renal transplant recipients. Trans-
plant. Proc. 1998; 30:4098. 

 

442. Kahan BD. Cyclosporine. N. Engl. J. Med. 1989; 321:1725-38. 
 

443. VanBuskirk AM, Burlingham WJ, Jankowska-Gan E, et al. Human allograft acceptance is 
associated with immune regulation. J. Clin Invest. 2000; 106:145-155. 

 

444. Pleyer U, Ritter T, Volk HD. Immune tolerance and gene therapy in transplantation. Immu-
nol. Today 2000; 21:12-4. 

 

445. Smith RM, Mandel TE. Pancreatic islet xenotransplantation: the potential for tolerance induc-
tion. Immunol. Today 2000; 21:42-8. 

 

446. Starzl TE. Acquired tolerance, allograft "acceptance" and immune suppression. Transplant. 
Proc. 1998; 30:3845. 

 

447. Zhong R. Organ transplantation in mice. Current status and future prospects. In: Timmer-
mann W., Gassel H.J., Ulrichs K., Zhong R., A. T, eds. Organ transplantation in rats and 
mice: microsurgical techniques and immunological principles. Berlin, Heidelberg, New York, 
Barcelona, Budapest, Hong Kong, London, Milan, Paris, Singapore, Tokyo: Springer Ver-
lag, 1998:9-15. 

448. Lagodzinski Z, Gorski A, Wasik M. Effect of FK506 and cyclosporine on primary and sec-
ondary skin allograft survival in mice. Immunology 1990; 71:148-50. 

 

449. Andersson J, Nagy S, Groth CG, Andersson U. Effects of FK506 and cyclosporin A on 
cytokine production studied in vitro at a single-cell level. Immunology 1992; 75:136-42. 

 

450. Batiuk TD, Urmson J, Vincent D, Yatscoff RW, Halloran PF. Quantitating immunosuppres-
sion. Estimating the 50% inhibitory concentration for in vivo cyclosporine in mice. Transplan-
tation 1996; 61:1618-24. 

 

451. Halloran PF, Helms LM, Kung L, Noujaim J. The temporal profile of calcineurin inhibition 
by cyclosporine in vivo. Transplantation 1999; 68:1356-61. 

 

452. Rolles K, Davidson BR, Burroughs AK. A pilot study of immunosuppressive monotherapy in 
liver transplantation: tacrolimus versus microemulsified cyclosporin. Transplantation 1999; 
68:1195-8. 

 

453. Fujita T, Takahashi S, Yagihashi A, Jimbow K, Sato N. Prolonged survival of rat skin al-
lograft by treatment with FK506 ointment. Transplantation 1997; 64:922-5. 

 

454. Kim YS, Moon JI, Kim SI, Park K. Clear benefit of mycophenolate mofetil-based triple 
therapy in reducing the incidence of acute rejection after living donor renal transplantations. 
Transplantation 1999; 68:578-81. 

 

455. Dusting GJ, Akita K, Hickey H, Smith M, Gurevich V. Cyclosporin A and tacrolimus 
(FK506) suppress expression of inducible nitric oxide synthase in vitro by different mecha-
nisms. Br. J. Pharmacol. 1999; 128:337-44. 

 

456. Durez P, Appelboom T, Pira C, Stordeur P, Vray B, Goldman M. Antiinflammatory proper-
ties of mycophenolate mofetil in murine endotoxemia: inhibition of TNF-alpha and upregula-
tion of IL-10 release. Int. J. Immunopharmacol. 1999; 21:581-7. 



References 

 117

 

457. Schmidt M, Pauels HG, Lugering N, Lugering A, Domschke W, Kucharzik T. Glucocorti-
coids induce apoptosis in human monocytes: potential role of IL-1 beta. J. Immunol. 1999; 
163:3484-90. 

 

458. Shaw LM, Holt DW, Keown P, Venkataramanan R, Yatscoff RW. Current opinions on 
therapeutic drug monitoring of immunosuppressive drugs. Clin. Ther. 1999; 21:1632-52; 
discussion 1631. 

 

459. Koerner TJ, Adams DO, Hamilton TA. Regulation of tumor necrosis factor (TNF) expres-
sion: interferon-gamma enhances the accumulation of mRNA for TNF induced by lipopoly-
saccharide in murine peritoneal macrophages. Cell. Immunol. 1987; 109:437-43. 

 

460. Suk K, Somers SD, Erickson KL. Regulation of murine macrophage function by IL-4: IL-4 
and IFN-gamma differentially regulate macrophage tumoricidal activation. Immunology 
1993; 80:617-24. 

 

461. Nedwin GE, Svedersky LP, Bringman TS, Palladino MA, Jr., Goeddel DV. Effect of inter-
leukin 2, interferon-gamma, and mitogens on the production of tumor necrosis factors alpha 
and beta. J. Immunol. 1985; 135:2492-7. 

 

462. de Wit H, Dokter WH, Esselink MT, Halie MR, Vellenga E. Interferon-gamma enhances the 
LPS-induced G-CSF gene expression in human adherent monocytes, which is regulated at 
transcriptional and posttranscriptional levels. Exp. Hematol. 1993; 21:785-90. 

 

463. Hong JC, Kahan BD. Immunosuppressive agents in organ transplantation: past, present, and 
future. Semin. Nephrol. 2000; 20:108-25. 

 

464. Billiau A. Interferon-gamma in autoimmunity. Cytokine Growth Factor Rev. 1996; 7:25-34. 
 

465. Siegel JP. Effects of interferon-gamma on the activation of human T lymphocytes. Cell. Im-
munol. 1988; 111:461-72. 

 

466. Iida J, Saiki I, Ishihara C, Azuma I. Protective activity of recombinant cytokines against 
Sendai virus and herpes simplex virus (HSV) infections in mice. Vaccine 1989; 7:229-33. 

 

467. Abraham E. T- and B-cell function and their roles in resistance to infection. New Horiz. 
1993; 1:28-36. 

 

468. Kaufmann SH. Immunity to intracellular bacteria. Annu. Rev. Immunol. 1993; 11:129-63. 
 

469. Egan PJ, Carding SR. Downmodulation of the inflammatory response to bacterial infection 
by gammadelta T cells cytotoxic for activated macrophages. J. Exp. Med. 2000; 191:2145-
58. 

470. Vazquez-Torres A, Jones-Carson J, Mastroeni P, Ischiropoulos H, Fang FC. Antimicrobial 
Actions of the NADPH Phagocyte Oxidase and Inducible Nitric Oxide Synthase in Experi-
mental Salmonellosis. I. Effects on Microbial Killing by Activated Peritoneal Macrophages In 
Vitro. J. Exp. Med. 2000; 192:227-236. 

 

471. Mastroeni P., Vasquez-Torres A., Fang F. C., et al. Antimibrobial actions of the NADPH 
phagocyte oxidase and inducible oxide synthase in experimental salmonellosis. II. Effects on 
microbial proliferation and host survival in vivo. J. Exp. Med. 2000; 192:237-247. 

 

472. Klimp AH, Regts J, Scherphof GL, de Vries EG, Daemen T. Effect of intraperitoneally ad-
ministered recombinant murine granulocyte-macrophage colony-stimulating factor (rmGM-
CSF) on the cytotoxic potential of murine peritoneal cells. Br. J. Cancer 1999; 79:89-94. 

 

473. Engelhardt R, Otto F, Mackensen A, Mertelsmann R, Galanos C. Endotoxin (Salmonella 



References 

 118

abortus equi) in cancer patients. Clinical and immunological findings. Prog. Clin. Biol. Res. 
1995; 392:253-61. 

 

474. MacFarlane AS, Schwacha MG, Eisenstein TK. In vivo blockage of nitric oxide with amino-
guanidine inhibits immunosuppression induced by an attenuated strain of Salmonella typhi-
murium, potentiates Salmonella infection, and inhibits macrophage and polymorphonuclear 
leukocyte influx into the spleen. Infect. Immun. 1999; 67:891-8. 

 

475. Ballestrero A, Ferrando F, Garuti A, et al. Comparative effects of three cytokine regimens 
after high-dose cyclophosphamide: granulocyte colony-stimulating factor, granulocyte-
macrophage colony-stimulating factor (GM-CSF), and sequential interleukin-3 and GM-
CSF. J. Clin. Oncol. 1999; 17:1296. 

 

476. Fischmeister G, Kurz M, Haas OA, et al. G-CSF versus GM-CSF for stimulation of periph-
eral blood progenitor cells (PBPC) and leukocytes in healthy volunteers: comparison of effi-
cacy and tolerability. Ann. Hematol. 1999; 78:117-23. 

 

477. Hausen B, Gummert J, Berry GJ, et al. Prevention of acute allograft rejection in nonhuman 
primate lung transplant recipients: induction with chimeric anti-interleukin-2 receptor mono-
clonal antibody improves the tolerability and potentiates the immunosuppressive activity of a 
regimen using low doses of both microemulsion cyclosporine and 40-O-(2-hydroxyethyl)-
rapamycin. Transplantation 2000; 69:488-96. 

 

478. Saleem S, Konieczny BT, Lowry RP, Baddoura FK, Lakkis FG. Acute rejection of vascu-
larized heart allografts in the absence of IFNgamma. Transplantation 1996; 62:1908-11. 

 

479. Steiger JU, Nickerson PW, Hermle M, Thiel G, Heim MH. Interferon-gamma receptor sig-
naling is not required in the effector phase of the alloimmune response. Transplantation 1998; 
65:1649-52. 

 

480. Waldmann TA, O'Shea J. The use of antibodies against the IL-2 receptor in transplantation. 
Curr. Opin. Immunol. 1998; 10:507-12. 

 

481. Briggs JD. A critical review of immunosuppressive therapy. Immunol. Lett. 1991; 29:89-94. 
 

482. Li XC, Ima A, Li Y, Zheng XX, Malek TR, Strom TB. Blocking the common gamma-chain 
of cytokine receptors induces T cell apoptosis and long-term islet allograft survival. J. Immu-
nol. 2000; 164:1193-9. 

 

483. Curnow SJ, Willcox N, Vincent A. Induction of primary immune responses by allogeneic 
human myoblasts: dissection of the cell types required for proliferation, IFNgamma secretion 
and cytotoxicity. J. Neuroimmunol. 1998; 86:53-62. 

 

484. Solbach W, Barth S, Rollinghoff M, Wagner H. Interactions of human T cell subsets during 
the induction of cytotoxic T lymphocytes: the role of interleukins. Clin. Exp. Immunol. 1982; 
49:167-75. 



References 

 119

 

485. Smith KA, Lachman LB, Oppenheim JJ, Favata MF. The functional relationship of the inter-
leukins. J. Exp. Med. 1980; 151:1551-6. 

 

486. Halloran PF, Autenried P, Ramassar V, Urmson J, Cockfield S. Local T cell responses in-
duce widespread MHC expression. Evidence that IFN-gamma induces its own expression in 
remote sites. J. Immunol. 1992; 148:3837-46. 

 

487. Belitsky P, Miller SM, Gupta R, Lee S, Ghose T. Induction of MHC class II expression in 
recipient tissues caused by allograft rejection. Transplantation 1990; 49:472-6. 

 

488. Caulfield JJ, Fernandez MH, Sousa AR, Lane SJ, Lee TH, Hawrylowicz CM. Regulation of 
major histocompatibility complex class II antigens on human alveolar macrophages by granu-
locyte-macrophage colony-stimulating factor in the presence of glucocorticoids. Immunology 
1999; 98:104-10. 

489. Gosselin EJ, Wardwell K, Rigby WF, Guyre PM. Induction of MHC class II on human po-
lymorphonuclear neutrophils by granulocyte/macrophage colony-stimulating factor, IFN-
gamma, and IL-3. J. Immunol. 1993; 151:1482-90. 

 

490. Lee JI, Ganster RW, Geller DA, Burckart GJ, Thomson AW, Lu L. Cyclosporine A inhibits 
the expression of costimulatory molecules on in vitro-generated dendritic cells: association 
with reduced nuclear translocation of nuclear factor kappa B. Transplantation 1999; 
68:1255-63. 

 

491. Korpelainen EI, Gamble JR, Smith WB, Dottore M, Vadas MA, Lopez AF. Interferon-
gamma upregulates interleukin-3 (IL-3) receptor expression in human endothelial cells and 
synergizes with IL-3 in stimulating major histocompatibility complex class II expression and 
cytokine production. Blood 1995; 86:176-82. 

 

492. Anderson DM, Johnson L, Glaccum MB, et al. Chromosomal assignment and genomic 
structure of Il15. Genomics 1995; 25:701-6. 

 

493. Manfro RC, Roy-Chaudhury P, Zheng XX, et al. Interleukin-15 gene transcripts are present 
in rejecting islet allografts. Transplant. Proc. 1997; 29:1077-8. 

 

494. Liu CC, Perussia B, Young JD. The emerging role of IL-15 in NK-cell development. Immu-
nol. Today. 2000; 21:113-6. 

 

495. Baan CC, Knoop CJ, Holweg CT, et al. The macrophage-derived T-cell growth factor in-
terleukin-15 is present in interleukin-2-independent rejection after clinical heart and liver 
transplantation. Transplant. Proc. 1999; 31:2726-8. 

 

496. Woodward JE, Bayer AL, Baliga P. Enhanced allograft survival via simultaneous blockade 
of transferrin receptor and interleukin-2 receptor. Transplantation 1999; 68:1369-76. 

 

497. Hasan MS, Kallas EG, Thomas EK, Looney J, Campbell M, Evans TG. Effects of inter-
leukin-15 on in vitro human T cell proliferation and activation. J. Interferon Cytokine Res. 
2000; 20:119-23. 

 

498. Tada Y, Asahina A, Nakamura K, Tomura M, Fujiwara H, Tamaki K. Granulo-
cyte/macrophage colony-stimulating factor inhibits IL-12 production of mouse Langerhans 
cells. J. Immunol. 2000; 164:5113-9. 



References 

 120

 

499. Wang H., P.F. H. Lessons from knockout and transgenic animals. In: Timmermann W., Gas-
sel H.-J., Ulrichs K., Zhong R., A. T, eds. Organtransplantation in rats and mice: Microsur-
gical techniques and immunological principles. Berlin: Spinger Verlag, 1998:313-324. 

 

500. Ring GH, Saleem S, Dai Z, et al. Interferon-gamma is necessary for initiating the acute rejec-
tion of major histocompatibility complex class II-disparate skin allografts. Transplantation 
1999; 67:1362-5. 

 

501. Fukuzawa M, Okada A. Analysis of mouse xenogeneic T-cell responses and the effect of 
FK 506 on these responses and on xeno-skin graft rejection. Transplant. Proc. 1994; 
26:972-4. 

 

502. Schorlemmer HU, Bartlett RR, Lindner JK, Kurrle R. Long-term allograft survival and toler-
ance induction by the synergistic activity of malononitrilamides and tacrolimus. Transplant. 
Proc. 1998; 30:4099-103. 

 

503. Cetinkale O, Cizmeci O, Ayan F, Senyuva C, Pusane A. The use of FK506 and skin al-
lografting for the treatment of severe burns in an animal model. Br. J. Plast. Surg. 1993; 
46:410-5. 

 

504. Trindade E, Maton P, Reding R, et al. Use of granulocyte macrophage colony stimulating 
factor in children after orthotopic liver transplantation. J. Hepatol. 1998; 28:1054-7. 


	Titelblatt
	Acknowledgment
	Table of contents
	Abbreviations
	1. Introduction
	1.1 Improvement and risk in transplantation medicine
	1.2 Transplant rejection; The immune response to foreign tis-sue
	1.3 Immunosuppressive therapy in the transplantation process
	1.4 Strategies to reconstitute the suppressed immune response
	1.5 Experimental animal models of macrophage- and T-cell de-pendent inflammation
	1.6 Aims of this study

	2. Materials and Methods
	2.1 Materials
	2.2 Animals
	2.3 Animal experiments
	2.4 Ex vivo experiments
	2.5 Enzyme, cytokine and nitrite/nitrate determination
	2.6 Histological examinations
	2.7 Determination of aerobic colony froming units (CFU)
	2.8 Statistical analysis

	3. Results
	3.1 Determination of the lowest effective doses of immunosup-pressants
	3.2 Immune reconstitution of macrophages with GM-CSF or IFNg after pharmacological suppression
	3.3 GM-CSF and IFNg do not reconstitute immune functions of T-cells after pharmacological suppression
	3.4 Immune reconstitution by GM-CSF or IFNg in case of bacte-rial infection with Salmonella typhimurium
	3.5 Assessment of pharmacologically effective doses of immuno-suppressive drugs to prevent rejection of skin grafts
	3.6 Combat of Salmonella typhimurium infection by GM-CSF or IFNy in immunosuppressed and transplanted mice

	4. Discussion
	4.1 The possibilities and restrictions of experimental animal models for immunomodulatory studies
	4.2 Reasons for choosing the skin transplantation model in mice
	4.3 Immunosuppressive treatment
	4.4 Relevant mediators of immune reconstitution in immuno-compromised animals: GM-CSF and IFNg
	4.5 The use of GM-CSF and IFNg in immunocompromised and transplanted mice

	5. Summary
	6. Deutsche Zusammenfassung
	7. References

