
Increase in the percent of 
patients listed for ABO-I Tx 

from 15% in 2010 to 40% in 2018.

If a donor and recipient have mismatched blood groups this is called an ABO-Incompatible
(ABO-I) transplant (Tx). This type of Tx has resulted in an immune system reaction that causes

rejection, therefore, only ABO-Compatible (ABO-C) were performed.

Patients listed for ABO-I Tx
waited less time for a heart.

Some children received an
ABO-I Tx as a change in plan
when they got sicker. When
compared to similarly sick
children survival was not

different from ABO-C
recipients.

No difference in survival to Tx
between ABOi and ABOc

transplanted children
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ABO-I listing should be considered for all children who are eligible, as this approach
decreases waitlist time with no difference in survival after transplant.

FFoorr  mmoorree  iinnffoorrmmaattiioonn  rreeffeerr  ttoo  tthhee  oorriiggiinnaall  aarrttiiccllee::

SSuummmmaarryy::

A current era analysis of ABO incompatible listing practice 
and impact on outcomes in young children requiring 

heart transplantation

WWhhaatt''ss  PPuummppiinngg  iinn  PPeeddiiaattrriicc  HHeeaarrtt  TTrraannssppllaanntt  RReesseeaarrcchh??

Patients listed for
ABO-I and ABO-C Tx

Summary of the following recently published article from PHTS

Patients listed for ABO-I Tx 
tended to be sicker.
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Only children <2 years of age 
were included.

Young children can receive a heart from a donor with a mismatched blood group because
their immune system is different than older children and adults. If a child is able to be listed for

an ABO-I Tx, it increases the number of potential donors.
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WWhhaatt''ss  PPuummppiinngg  iinn  PPeeddiiaattrriicc  HHeeaarrtt  TTrraannssppllaanntt  RReesseeaarrcchh??

AA  ccuurrrreenntt  eerraa  aannaallyyssiiss  ooff  AABBOO  iinnccoommppaattiibbllee  lliissttiinngg  pprraaccttiiccee  aanndd  
iimmppaacctt  oonn  oouuttccoommeess  iinn  yyoouunngg  cchhiillddrreenn  rreeqquuiirriinngg  hheeaarrtt  ttrraannssppllaannttaattiioonn
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Background: In adults, hearts transplanted from a donor with a different ABO-blood
group are immediately rejected and destroyed by the immune system. This
experience had led to the dogma that ABO incompatible (ABOi) heart transplantation
is not possible. Matching blood groups limits the pool of acceptable donors for any
listed patient, especially for those with blood group O who only match to a blood group
O heart. This limitation of the donor pool, has led to patients dying before a matching
organ became available, especially in younger children. In the hope for a better chance
to find an organ for these babies in time, transplantation with ABOi hearts was
attempted first in the mid 1990s in a study. This study was done because young children
don’t have antibodies against other blood groups, and only develop these between 6
and 24 months of age. Initial results were good and accordingly more places started
performing ABOi transplantation.

Study summary: We have studied children <2 years of age reported to the PHTS from
2010 to 2018. Among 2039 patients the proportion of children listed for ABOi
transplant increased from 49% to 72% during the study period. However, patients
listed for ABOi were sicker, suggesting that centers may still be concerned to use this
approach in more stable patients. Altogether, 239 children received an ABOi heart,
with the yearly proportion going from 15% in 2010 to 40% of transplanted children in the
last year. Those listed for ABOi transplant received an organ sooner, especially
patients with blood group O. The chance to survive until transplant was similar for both
groups. After transplantation survival was not different between ABO compatible
and incompatible transplants with exception of a small group (22 children) that were
initially listed for ABO compatible transplant only, but later received an ABOi heart.
These children most likely deteriorated while waiting and when we compared them
with children who had a similar degree of illness, the survival of all groups was similar.
Conclusions: ABOi transplantation has become a standard for children under 2 years
of age in the past 10 years and this has reduced the waiting time, especially for blood
group O children. Although there is still a tendency to reserve ABOi transplant for sicker
patients, the survival after transplant is not different from ABO compatible transplant
recipients. 

Our study provides a strong argument to offer ABOi transplantation to all patients who
are eligible.


