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BACKGROUND Figure 1. Principle features of the MATCH program Figure 2. CMV disease at time of diagnosis of first CMV infection among recipients who developed CMV infection within the first year of transplantation before,

during and after implementation of the MATCH program. Proportion with CMV disease among non-lung transplant recipients (Panel A) and lung transplant recipients (Panel B) who developed CMV
infection within the first year of transplantation is illustrated by the light blue columns. The multi-coloured columns illustrate the first episode of CMV infection within the first year of transplantation by the proportion with high viral

. Cytomegalovirus (C|\/|V) infection is common among solid organ RN load (>27,300 IU/mL), moderate viral load (9,100 - 27,300 IU/mL) and low viral load (<9,100 IU/mL). The dotted blue lines indicate when the MATCH program was introduced, and P values were generated from chi-square and
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are registered in the MATCH database which has real-time interface with hospital laboratory
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downloaded real-time to the database. | | . . Table 1. Characteristics of SOT recipients with a first episode
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for monitoring, prophylaxis and preemptive therapy depending on preemptive therapy. Year of transplantation (before implementation) _(duringimplementation) (after implementation) * Among those transplanted, risk of CMV disease decreased over time for non-lung transplant patients
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to CMV IgG serostatus and is continually updated during the post- transplantation. years 52 (38-59) 53 (41-59) 49 (38-58) « Residual risk of presenting with high CMV viral load and/or disease after implementation of MATCH
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* Plans and revisions are created via predefined algorithms. 1. Kotton CN et al: The Third International Consensus Guidelines on the Management of *“;i';:f‘*“‘“f N(%) L . L CONCLUSIONS
» Alerts are automatically generated if samples for CMV PCR are not Cytomegalovirus in Solid-organ Transplantation. Transplantation 2018. D4/Re 23 26.2) 22 (393) 44(37.0)
collected according to the plan or if CMV DNAemia is detected. 2. Ljungman P et al: Definitions of Cytomegalovirus Infection and Disease in Transplant D-/R+ 3(3.4) 3(5.4) 17 (14.3) _ _ L _ _ _
- Prior to its implementation, prevention of CMV disease was left at the Patients for Use in Clinical Trials. Clinical Infectious Diseases 2017. A 35 400 ' . * Theimplementation of a rule-based Al platform guiding routine prevention of CMV disease among
discretion of the individual physician 3. Lodding IP et al: Cytomegalovirus (CMV) Disease Despite Weekly Preemptive CMV Median viral load of the first positive SOT recipients was associated with improved CMV-specific outcome, indicating its ability to identify
' Strategy for Recipients of Solid Organ and Hematopoietic Stem Cell Transplantation. CMV PCR (IQR), 1U/ml 11,421 (2,821 - 55,283) 637 (328 - 3,822) 637 (273 - 2,002) the CMV infection sooner after onset and before causing disease.
Open Forum Infectious Diseases 2018. « Continued focus on optimizing compliance with the MATCH program is expected to cause further

reduction in risk of CMV disease.
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