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OLID ORGAN TRANSPLANTATION
provides life-saving therapy
for patients with end-stage
organ disease. In 2010, a total

of 28 664 transplants were performed
in the United States, including

Context Solid organ transplant recipients have elevated cancer risk due to immu-
nosuppression and oncogenic viral infections. Because most prior research has con-
cerned kidney recipients, large studies that include recipients of differing organs can
inform cancer etiology.

Objective To describe the overall pattern of cancer following solid organ transplan-
tion.

Design, Setting, and Participants Cohort study using linked data on solid organ
transplant recipients from the US Scientific Registry of Transplant Recipients (1987-
2008) and 13 state and regional cancer registries.

Main Outcome Measures Standardized incidence ratios (SIRs) and excess abso-
lute risks (EARs) assessing relative and absolute cancer risk in transplant recipients com-
pared with the general population.

Results The registry linkages yielded data on 175 732 solid organ transplants (58.4%
for kidney, 21.6% for liver, 10.0% for heart, TR0 &.0% TOr TUAZ). THe overan cancer
risk was elevated with 10656 cases and an incidence of 1375 per 100000 person-
years (SIR, 2.10 [95% CI, 2.06-2.14]; EAR, 719.3 [95% Cl, 693.3-745.6] per 100 000
person-years). Risk was increased for 32 different mali nancies, some related to known
infections (eg, anal cancer, Kaposi sarcoma) and others unrelated (eg, melanoma, thy-
roid and lip cancers). The most common malignancies with elevated risk were non-
Hodgkin lymphoma (n=1504; incidence: 194.0 per 100 000 person-years; SIR, 7.54
[95% Cl, 7.17-7.93]; EAR, 168.3 [95% Cl, 158.6-178.4] per 100 000 person-years)
and cancers of the lung (n=1344; incidence: 173.4 per 100000 person-years; SIR,
1.97 [95% ClI, 1.86-2.08]; EAR, 85.3 [95% Cl, 76.2-94.8] per 100 000 person-
years), liver (n=930; incidence: 120.0 per 100 000 person-years; SIR, 11.56 [95% ClI,
10.83-12.33]; EAR, 109.6 [95% Cl, 102.0-117.6] per 100 000 person-years), and kid-
ney (n=752; incidence: 97.0 per 100000 person-years; SIR, 4.65 [95% Cl, 4.32-
4.99]; EAR, 76.1 [95% Cl, 69.3-83.3] per 100000 person-years). Lung cancer risk
was most elevated in lung recipients (SIR, 6.13 [95% Cl, 5.18-7.21]) but also in-
creased among other recipients (kidney: SIR, 1.46 [95% Cl, 1.34-1.59]; liver: SIR, 1.95
[95% Cl, 1.74-2.19]; and heart: SIR, 2.67 [95% Cl, 2.40-2.95]). Liver cancer risk was
elevated only among liver recipients (SIR, 43.83 [95% Cl, 40.90-46.911), who mani-
fested exceptional risk in the first 6 months (SIR, 508.97 [95% Cl, 474.16-545.66])
and a 2-fold excess risk for 10 to 15 years thereafter (SIR, 2.22 [95% Cl, 1.57-3.04]).
Among kidney recipients, kidney cancer risk was elevated (SIR, 6.66 [95% Cl, 6.12-
7.23]) and bimodal in onset time. Kidney cancer risk also was increased in liver recipi-
ents (SIR, 1.80 [95% ClI, 1.40-2.29]) and heart recipients (SIR, 2.90 [95% ClI, 2.32-
3.59)).

Conclusion Compared with the general population, recipients of a kidney, liver, heart,

or lung transplant have an increased risk for diverse infection-related and unrelated
cancers.

JAMA. 2011;306(17):1891-1901 Wwww.jama.com



Cancers Vviro-induits

Incidence/100 000
No. of Cases Person-Years® EAR/100000
I | SIR P I | Person-Years
Cancer Site Observed Expected (95% ClI) Value Observed Expected (95% CI)
MNon-Hodgkin lymphoma 1504 1094 754 (717 10 7.93) <.001 194.0 257 168.3 (158.6 to 178.4)
Nodal 831 136.6 6.08 (.68 10 6.51) <001 107.2 176 BO.6 (B2.41097.7)
Extranodal 673 g62.8 10.72 (9.93 10 11.56) <001 B6.8 8.1 78.7 (72310 85.5)
Liver Q30 80.5 11.56 (10.83 to 12.33) <001 120.0 104 100.6 (102.0to 117.6)
Stomach 152 20.9 1.67 (1.42 to 1.96) <001 19.6 1.7 79 491011.3)
Kaposi sarcoma 120 20 61.46 (50.95 to 73.49) <001 155 0.3 15.2(12.61t0 18.3
Cropharynx including tonsil 106 528 201 (1.64102.43) <001 13.7 6.8 6.9 4.41009.7)
Anus ao 15.4 584 (47010 7.18) <001 116 20 06(f.3t012.3)
Hodgkin lymphoma 85 23.7 3.58 (286104.43) <001 1.0 3.1 7.9 (5.7t010.5)
Wulva 58 7.6 7.60 (.77 10 9.83) <001 7.5 1.0 6.5 4.7108.7)
Cervix 45 43.6 1.03 (0.75 to 1.38) .88 5.8 56 02(-14t021)
Penis 22 53 413 (2.59 10 6.26) <001 2.8 0.7 221110 3.6
MNasopharynx 8 8.3 0.96 (0.42 to 1.90) =99 1.0 1.1 0(-0.6101.0)
Vagina 7 3.0 2.35(0.94 10 4.84) 07 09 0.4 05(0to1.5)
Total? 10656 5080.6 210(2.061t0 2.14) <001 1374.7 B655.4 719.3 (B93.3 to 745.5)

Abbreviations: EAR, excess absolute risk; SIR, standardized incidence ratio.

2ncludes invasive cancers arising during 775 147 person-years. Incidence is presented for the entire cohort, but can be calculated separately for males or females for sex-specific ma-
lignancies based on follow-up of 465521 person-years in males and 308 626 person-years in females. Cancer types are listed in order of decreasing frequency.

Bjncludes non-infection-related malignancies presented in Table 3.

Engels JAMA 2011



Standardized Incidence Ration (95% CI)

Cancer Site
| |
Non-Hodgkin Lung Liver Kidney
Lymphoma Cancer Cancer Cancer
Transplanted organ
Kidney 6.05 1.46 1.08 6.66
(5.59-6.54) (1.34-1.59) (0.80-1.43) (6.12-7.23)
Liver 777 1.95 43.83 1.80
(6.99-8.61) (1.74-2.19) (40.90-46.91) (1.40-2.29)
Heart 7.79 2.67 1.02 2.90
(6.89-8.79) (2.40-2.95) (0.54-1.74) (2.32-3.59)
Lung 18.73 6.13 2.04 1.49
(15.50-22.32) (5.18-7.21) (0.56-5.22) (0.64-2.94)

Engels JAMA 2011



Evolution du risque apres greffe
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0.01-0.50 0.51-1.00 1.01-2.00 2.01-3.00 3.01-4.00 4.01-5.00 5.01-10.00 10.01-15.00 années

No. of observed cancer events

All TRs 231 246 179 118 115 113 379 114
Kidney TRs 70 107 83 53 47 44 171 55
Liver TRs 71 45 24 39 36 30 a7 23
Heart TRs 30 38 32 11 23 25 77 28
Lung TRs 35 29 17 9 7 7 16 5

Engels JAMA 2011



Incidence (Etats-Unis + Europe « 5 »)
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Anmual Annual Annual combined
transplants F"TI.III Ir'bEHjEI'II.'.E PTLD diagnoses PTLD diagnoses

1 26 67 1 1B

transplant procedures annually worldwide™




Un traitement specifique

VOLUME 35 - NUMBER 5 - FEBRUARY 10, 2017

JOURNAL OF CLINICAL ONCOLOGY ORIGINAL REPORT

Response to Rituximab Induction Is a Predictive Marker in
B-Cell Post-Transplant Lymphoproliferative Disorder and
Allows Successful Stratification Into Rituximab or R-CHOP
Consolidation in an International, Prospective, Multicenter
Phase II Trial

Ralf U. Trappe, Daan Dierickx, Heiner Zimmermann, Franck Morschhauser, Peter Mollee, Jan M. Zaucha,
Martin H. Dreyling, Ulrich Diihrsen, Petra Reinke, Gregor Verhoef, Marion Subklewe, Andreas Hiittmann,
Thormas Tousseyn, Gilles Salles, Volker Kliem, Ingeborg A. Hauser, Corrado Tarella, Eric Van Den Neste,
Olivier Gheysens, loannis Anagnostopoulos, Veronique Leblond, Hanno Riess, and Sylvain Choquet
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Organisation d’une RCP nationale



s Qi R.C.P Nationale

Coordinatrice : Pr V. LEBLOND

PLANNING DES RCP 2018 :

18/01 | 15/02 [ 15/03 (05/04 | 17/05 | 07 /06 | 05/07 [ 13/09 | 18/10 |08/11 | 20/12

T.Pdlun:mnoﬂ-ﬂ-ﬁ nvestigatewr © inv1 TEST patient= | Selectionnez b

suivi | Validation ¥ 7 vesitier CRF | A Signer | [ Auci rsil [ Ervegisirer

-
FE et pthca ] s AaBb AaB . I = = | T 1
Accentust. v | AMormal | Soustime e Tarer [ Modlar | e~

- - - -| = - - .
forme | |8 1B - dba 2, o Ao |[¥- A -| [EW = E|i=]H-T % (] Incdusion
S Parsgraphe g st &-Syree RCP initiale
il R SRR I N S R R R KN KR R R 2 E__ 1) RCP inttiale € RCP nationale @Ou OMNen
- o r | 13 ReP do recours dvent = @ Hapital - Ville ; 1]
FICHE RCP K-VIROGREF ) (] Calections biolgiques
Centras experts nationaux 3 (O Antécédents @ Liew. M
oms B Q) retie @ Senice ~|
Coordinateur National :“5" - % (] Lymphames | - :
Pr V. Leblond, Dr V. Mors! *rénom : @ Date [ [5] cettmensyryy
Hépital Pitie-Salpétriére, Paris NumeéroCentre: /[ ] Visite de suvi L |
Lymphomes EBV induits NuméroPatient : /| € Nom du médecin coordonnateur référent
Dr 5. Choquet, Heptal Ptie Saipétrére, Pars Sexe: Féminin [ Maseulin [ _ )
Sarcomes de HY Date de naissance (JUMM/AZ): | 1 & Compte-rendu de RCP QO Qhen
Pr C Frances, Dr 5 Barste, Hipttal Tanon, Paris - i Oy
arnls, Hopta ui (yMon
Pr C Lebbe, Hepital Saint-Louls, Parts Coordonnées du médecin référent : © Relecture anapath Q%™ O

Tumeurs de Merkel (polyomavirus)
Pr C Lebbe. Hipital Saint-Louis, Pans

Date de la RCP (JI/MM/AA) : i
Responsable de la RCP :

Centres Experts Régionaux

Alsace
Dr § Caila, Dr LM Fomecker, Pr. D, Lipsker | Meédecins participants a la RCP :
Hopitaux o Strastourg

Aguitaine
Pr. M. Beylot-Bary, Dr. Reza Tabrizi
Dr K Bouabdedlah

Hepital Haut-Leveque, Bordeaur
A

Auvergne
Dr: C. Moiucan-Chabrot
Hepitaux de Clermont-Ferand

Email : sylvain.choquet@aphp.fr

Email : noureddine.balegroune@aphp.fr GOTC:Te'eting'" - Lync
Tél : 0142 16 17 99 s/ g e

)



http://www.aphp.fr/
http://www.aphp.fr/
mailto:sylvain.choquet@aphp.fr
mailto:noureddine.balegroune@aphp.fr

ASSISTANCE HOPITAUX
PUBLIQUE @ DE PARIS

R.C.P Nationale

Centres Lymphome Kaposi Merkel

IDF 65 20 1 86

Coordinatrice : Pr V. LEBLOND

Province 114 7 4 125

TOTAL 179 27 5 211
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Inclusions patients (01/2015 au 11/2018)

IDF (Hémato/Dermato)

Besancon (Hémato)
Rouen (Hémato)
Reims (Hémato)
Nantes (Néphro)
Montpellier (Hémato)
Montpellier (dermato)
Lille ( Hépato)
Amiens (Dermato)
Amiens (Hémato)
Clermont F (Hémato)
Strasbourg (Hémato)
Strasbourg (Néphro)
Bordeaux Bergonié (Hémato)
Bordeaux (Hémato)
Rennes (Néphro)
Nancy (Hémato)
Lyon (Hémato)

Tours (Hémato)
Toulouse (Néphro)
Limoges (Hémato)
Chalon (Hémato)

Caen (Hémato)

Total

w o N M~ B~ O

= W 0o w A W

~

P = N O g

167

51 lymphomes / 28 Kaposi / 1 Merkel
lymphome

lymphome

lymphome

6 Lymphome, 1 Merkel
lymphome

2 Kaposi/ 1 Merkel
lymphome

3 Kaposi/ 1 Merkel
lymphome

lymphome

lymphome

1 lymphome /2 Merkel
lymphome

lymphome

2 lymphome / 2 Kaposi
lymphome

lymphome

lymphome

lymphome

lymphome

lymphome

lymphome

126 lymphomes / 35 Kaposi / 6 Merkel

lle de France
(6 centres)

Province
(19 centres)
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Total

N =167

Sexe

109 O
(65 %)

58 @
(35 %)

Inclusions patients (au 11/2018)

Age
[18 - 20]

120 - 30]

130 - 40]

140 - 50]

150 - 60]

160 - 70]

>70

Nbre
0

13

14

26

44

45

25

Nbre
0

6 Q
70
9 Q@
50
8 Q
18C
13 O
310
13 Q
320
9 Q@
16 T

45
40 ~
35 -
30 -
25 -
20 -
15 -
10 -

[oz - 81[ .o

[og - ozl

[ov - o€l

[os - ov[

[09 - os[

[0z - 09[

0L<
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Greffe
Rein

CSH
Foie
Coeur

Rein-Pancréas

Poumon
Rein-Foie

Poumon-Rein
Total

Inclusions patients

Lymphome Kaposi  Merkel Total

63 29 6 98
28 . . 28
16 : : 16
8 6 . 14
4 . : 4
5 . - 5
1 : : 1
1 : - 1

126 35 6 167

M Rein m CSH M Foie

H Coeur B Rein-Pancréas ® Rein-Foie

Poumon-Rein ™ Poumon
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Constitution d’une base de données



n‘h Nouveau Patient Investigateur : invl TEST

Base de données

Patierts | Sélectionnez v

cuivi | Walidation w

| vvér\fier CRF | / Signer

E RF H -‘ C ) Web EDC . IWRS - CTMS - CDMS
- V’a \ A A The integrated solution for electronic management of clinical trials.

St trail

E

B 9 nclusion

|—D Inclusion

[JRCP
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@ Antécédents

[0 Gretfe
[ Visite de suivi

£ Inclusion

KVIROGREF
© Centre N°:
© Mo du centre - LES:T LE KREMLIMN BICETRE-AP-HP - Héipital ‘
icetre

2 Investigateur recruteur : bn\’1 TEST | e i

© Date dinclusion : [ | Eladmmay Certification

© Reéférence patient (sera renseignée une fois le patient enregistre) :l:l '

| 030 150 9001 : 2008
Patient Cancer Consentements | Critéres d'Sligibiité |

BUREAU VERITAS ; ;

3 Patient acceptant de participer & l'axe 1 (Stude épidémiologique) : @CL@Hn Certification Domaine d'actvité

e \If:i'?utlioe;tqice)ce.eptant de participer & l'axe 2 (étude immunalogigue et QO Ohen Dévelopmmem et m|se a dlsposmon de Iogmels co"aborams

° g o oy o ) P AT
3 Patient acceptant de participer & '4tude génétigue : @ Cuill g Hon SRS o e pour |a reCherChe dmlque et epldem|0|oglque

i ) . Buresu Vertas Certfication (Janvier 2015)
3 Patient acceptant la consenation de ces données et prélévements

pour des recherches ultérieures Qo Oren Certificat n°FR020752-1

135 dossiers 102 (hémato) 76 %

patients complétés
(88 %) 33 (dermato) 24 %

Inclusion Enregistrer “erifier

o
Valdation des systémes dinformation suivan! la méthodologie GAMP 5 (Good Aufomated Manufaculing Practioes) @"p

& Soluton globale de geston ectronique dessai cliniquess
M CleanWEB Bt e e e emio
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Constitution d’une biotheque



Prélevements sanguins

Centralisation des préléevements au département d’immunologie du Pr B. AUTRAN a la Pitié

U

! THANspOR e |

\
MED'CAU)( Mf B
|

v

Signature consentement Prélévement patient Expédition 24h a T° ambiante Centralisation prélévement

Jediceavir s conn e : pers:
e 1 e pilmingiue e e o ciizes e Giogies G mon s
médic]

iz 2;ute mminoge evinlogiaue dceaes e mes el s

. 6 x 7ml 1x7ml
— (hep lithium)  (EDTA)

ASSISTANC\ o“m
3

I PUBLIQUE
’ % ,_.e'fﬂ

faueegte. s i i s et puissent Fire Podiet 'andyses

=]

154 prélevements
sanguins regus
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Site Internet K-VIROGREF

Opérationnel depuis le mois d’avril 2016 www.k-virogref.org

rogref | Resesu Exper X

€ - C [} wwwk-virogref.org i’,? =

ASSISTANCE @) HOPITAUX 4 4 agencedes \ ¥ A
PUBLIQUE WP DE PARIS 1 pmeyy blomédecin y W
|3

Réseau expert national pour les patients adultes

transplantés d’organes solides ou de cellules / / (

souches hématopoiétiques ayant développé un cancer viro-induit

La pathologie ¢ 5 Espace professionnel | Recherche

_ Actualités

Actu 1er trimestre 2016 - Congrés de
Fimmunothérapie, arme anti-

Chicago,

cancer prometieuse..
Le réseau K-VIROGREF a éte
structuré en 2011, Il sagit dun
réseau expert national initié grace a
un financement de I'lnstitut National
du Cancer (INCa). sur appel d'offre
pour structurer le soin et la prise en
charge des tumeurs rares de fadulte
en France.

Au sein du réseau une étude
épidémiologique,  clinigue et
anatomopathologique d'une cohorte

de patients adultes atteints de | 3 J Newsletter
cancers viro-induits aprés s
transplantation d'organes solides et =

cellules souches [P T——————

hématopoiétiques a été mise en
place  (lymphome EBV induit,
sarcome de Kaposi HHVS, tumeur

de Merkel Polyomavirus) Espace pro

Il sagit donc d'une étude nationale, %

non interventionnelle, mutticentrique, | . Cel espace est accessible au personnel

en ouvert et non randomisée. hospitalier. Pour obenir un accés vous
devez vous Inscrire el atiendre la

Réseau cancer VIH [ A vaiidation de radministrateur du site.

www.cancervin org
Reéseau cancer Oculocérébraux
Www reseauloc.org

%
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ASSISTANCE @) HOPITAUX
PUBLIQUE g DE PARIS

Information aux patients et aux professionnels de la santé

Livret d’information aux patients / familles

= e s s = e = e e = = s s s = s -

GUIDE D’INFORMATION A
L’USAGE DES PATIENTS ET DE
LEURS FAMILLES

Réseau National K-
VIROGREF

Prise en charge des cancers viro-induits
post transplantation d’organes solides ou
de cellules souches hématopoiétiques

Lien avec les autres réseaux
0 Réseau CancerVIH
0 Réseau LOC
0 Réseau CLIP

Site internet K-VIROGREF
www.k-virogref.org

V@ xviopetiremmtne x ol
€ & C [ wwwhkevirogreforg

Lom

AssisTANCE (@) HOPITAUX @
PUBLIQUE DE PARIS " I7peoGwe

e n
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ASSISTANCE (@ HOPITAUX

PUBLIQUE W DE PAKIS Site Internet K-VIROGREF

Espace professionnel

Accueil La pathologie Le reseau K-Virogref Les centres K-Virogref Espace professionnel Recherche

Recommandation de prise en charge Les documents de IlétUde

Newsletter 1 - Le protocole de I'étude
- 2 - Le résumeé du protocole
Les documents de l'étude
3 - La notice d'information et de consentement : 3 types selon I'état de santé du
patient a l'inclusion
- Eormulaire consentement
- Formulaire de consentement proche
- Eormulaire de consentement poursuite
4 - Ordonnance de prélévement
5 - Fiche Demande de transport
6 - Etiquettes anonymat
7 - Procédure gestion des prélévements
8 - Procédure inclusion patient
9 - N° centre anonymat
10 - Eiche RCP
11 - Planning RCP 2016
12 - Formulaire accord Extraction
13 - Documents réglementaires :

- Avis CPP

- Avis CNIL
o
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Lien avec les associations
patients
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Onco-Héematologie
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| Hémopathies malignes
W chez les sujets immunodéprimés
; Coordonné par Syivain Choguet

» Epidémiologie et prise en charge des fymphomes
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i
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* Lymphoproliférations aprés transplantation
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Onco-Hématologie
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Spécificité des cancers
chez les patients immunodéprimeés
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* Inhibiteurs de tyrosine kinase anti-FLT3 :
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PRIMER I

Post-transplant lymphoproliferative
disorders

Vikas R. Dharnidharka’, Angela C. Webster®, Qlivia M. Martinez®, Jutta K. Preiksaitis®,
Veronique Leblond* and Syivain Choguets

Abstract | Post-transplant lymphoproliferative disorders (FTLDs) are a group of conditions that involve
uncontrolled proliferation of lymphoid cells as a consequence of extrinzic immunosuppression after
organ or haematopoistic stem cell transplant. FTLDs show somie similarities to classic ymphomasin
the non-immunosuppressed general population. The oncogenic Epstein—Barr virus (EBVY) is a key

pathogenic driver in many earty-onset cases,. through multiple mechanisms. The incidence of FTLD
varies with the type of transplant; a clear distinction should therefors be made betwesn the
conditions after solid organ transplant and after haematopoistic stem cell transplant. Recipient EBEY
sergnegativity and the intensity of immunosuppression are among key risk factors. Symptoms and
zsigns depend on the localization of the lymphoid masses. Diagnosis requires histopatholegy, although
imaging technigues can provide additional supportive evidence. Pre-emptive intervention based on
mznitoring EBY levels in blood has emerged as the preferred strategy for FTLD prewvention. Treatment
of established dizeass includes reduction of immunozuppression and/or sdministration of rituximab
{a B cell-zpecific antibody against CD20). chemotherapy and EBV-specific cytotoxic T cells. Despite
these strategies, the mortality and morbidity remains considerable. Patient outcome is influenced by
the severity of pressntation, treatment-related complications and risk of allograft loss. New innovative

treatment options hold promiss for changing the cutlook in the future.
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POST-TRANSPLANT LYMPHOPROLIFERATIVE DISORDERS
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dizorders (FTLD:) are a group of
Iymiphoma-llks condithons chamctorized
by an uncontrelied proliferation of
Iymphold cells as & consequance of
thoampautic Immunosuppression followlng
& trensplant. PTLD= can dovelop aftar a

solid organ transplant (SOT-FTLDN or

rype of rarasplant. EEV-mrocneg ative
SOT-PTLDs patiants who receive an
eceur im =100 of EEV - pasitive tranaplant
SOT recipients; havvs a graster than 13 -Fold
b £s e i | risk of d '. .
receten infestinal FTLD compared with
and multi-organ recipisnts who are
nmmm EBV: peonitiva basfore
tha hisghest risk, Eranaplantation
fallorwand by luing,

harart, rear and kidney
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risk, with HSCT-PTLD eccurring

im<T% of patients. Most HSCT-FTLDs are of

danor origin, whersas moest SOT-PTLDs arise from
recipient -derred cells. PTUDs commonly arisa
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PTLD:, especialy early-cnset PTLD, ks considera by
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EBW viral load in the blood of

patients with early-onset FTLD
is hégher thamn im transp et
reciplents whe do mot develop
PTLD, amd detectabls EBY

precedes the development of
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Thee
PTLDs show some similarities with classic Lymph setiological
im the general populstion, but anly sccur in trigger for
i munsuppressed individuab following transplastation EBV-negative
FTLDs resmairs

EBW
driwes lymphoma
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50-80% of PTLDs,
especially in
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clindcal symptoens. This finding
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The timing of SOT-FTLD disgnoss follows

a bimodal distribution, with a peak in the
first 2 years {early onset) and & secand peak
between 5 and 10 years (late onsst) after
transplantstion Most HSCT-PTLDs occur weeks
o manths after transplantstion. Symptoms
depend cn the location of the lymphoid
mass. The gold standard for PTLD disgnesis
is histopatholagicsl examination of blopsy
specimens and imaging (FDG-FETSCT)L The
WHO classification — developed in 2008 — is
mainly based on histologicsl festures.
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Niveaux d’évidence
Grades de recommandation

Levels of evidence

Evidence from at least one large randomised, controlled trial of good methodological quality (low potential for bias) or meta-analyses of well-
conducted randomised trials without heterogeneity

Small randomised trials or large randomised trials with a suspicion of bias (lower methodclogical quality) or meta-analyses of such trials or of trials
demonstrated heterogeneity

Prospective cohort studies

Retrospective cohort studies or case—control studies

Studies without control group, case reports, expert opinions

Grades of recommendation

A

m O M @

Strong evidence for efficacy with a substantial clinical benefit, strongly recommended

Strong or moderate evidence for efficacy but with a limited clinical benefit, generlly recommended

Insufficient evidence for efficacy or benefit does not outweigh the risk or the disadvantages (adverse events, costs, .. .), optional
Moderate evidence against efficacy or for adverse outcome, generally not recommended

Strong evidence against efficacy or for adverse outcome, never recommended
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@
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Accueil > Formations > Formation continue > Diplémes Universitaires et Interuniversitaires >
Transplantations pulmonaire et cardiopulmonaire

D.U. TRANSPLANTATION PULMONAIRE
ET CARDIOPULMONAIRE

FORMATION SUR 2 ANS
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DIU Infection et Transplantation

MODULE 2 : Lyon — 17 janvier au 19 janvier 2018

Université Claude Bernard Lyon I
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DU Cancer de I'immunodéprimé

2018 - 2019

« Optimiser la prise en charge des patients immunodéprimeés atteints

de cancers (personnes vivant avec le VIH ou transplantées) »

Responsables : Pr. Jean-Philippe Spano
& Dr Sylvain Choquet
Directeur peédagogique - Dr Auréfien Gobert

Novembre 2018 3 mai 2019

v" 2 jours par mois
9 modules thématiques
4 modules de cas diniques

¥’ 1 semaine de stage obligatoire

B retrouve: Pensemble du programme sur www.cancervih.org ou www.k-viroeref.orz

Renseignements
Maranne Veyri
W 0142160026
2 meraone.veyni@aphp.ir
Date limite de depot de
candidature : 31 octobre 2018

T WP
47-83 boulevard de PHopital
75013 Paris
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These présentée pour le diplome de docteur en médecine

Spécialité : Hématologie et maladies du sang

TITRE :

Prise en charge de premiere ligne des
lymphoproliférations post-transplantation

en France

Soutenue par Mlle Ines Boussen
Directeur : Dr Choquet
Présidente : Pr Leblond

26/09/2017



Une lymphopénie NK et un pourcentage élevé de lymphocytes
T CD8+CD38+ sont des marqueurs sanguins des
lymphoproliferations post transplantation (LPT),

contrairement aux Kaposi post-transplantation
Amelie Guihot (2), Véronique Morel (1), Marie Line Moussalli (2),
Isabelle Mauger (2), Camille Frances (4), Celeste Lebbe (5),

Véronique Leblond (1), Brigitte Autran (2), Guislaine Carcelain

(2), Sylvain Choquet (1), 1- Service d’Hématologie Clinique,
Hopital Pitie-Salpétriere, Paris, France; 2- Département
d’'Immunologie — INSERM U1135, Hopital Pitie-Salpétriere; 4-
Service de Dermatologie, Hopital Tenon, 5- Service de

Dermatologie, Hopital Saint Louis; Paris, France.
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