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Opciones de Tx en la DM

Trasplante renal donante vivo (TRDV)
Trasplante renal donante cadaver (TRDC)
Trasplante de rindn y pancreas (TRP)

Trasplante de pancreas después de un
trasplante renal de donante vivo ( TP-TRDV)
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Time post-transplant (years)

Patient survival (%)

Number of
transplants
DDK 7,074 4642 2,768 1,433 609 242
LDK 3,171 2,096 1,148 538 229 85
SPK 7,093 4848 2688 1,381 580 219

FIGURE 1. Patient survival in type 1 diabetic patients (=45 years old) af-
ter DDK, LDK, or SPK from deceased donors performed during the pe-
nod from 1984 to 2013. LDK indicates Iiving donor kidney transplantation.



Long-term cardiovascular outcomes in type 1 diabetic patients
after simultaneous pancreas and kidney transplantation
compared with living donor Kidney transplantation

. 1.2 1.
Jorn P. Lindahl "~ + Anders Hartmann

. Svend Aakhus” » Knut Endresen” -

Karsten Midtvedt® - Hallvard Holdaas”+ Torbjern Leivestad” - Rune Horneland * -

N
Ole Oven~ « Trond Jenssen

Diabetologia
DOI 10.1007/s00125-015-3853-8

Registro Noruego
Periodo 1983-2012
seguimiento 7,9 anos

Probability of no GVD death (%)

T T T T T T
0 3 & 9 12 15 18 P

Years post transplant

—|

Number at risk

LOK 230 195 144 =iz 6é a5 19 B
SPK 2588 215 158 122 i 45 20 14
Fig. 2 Kaplan-Meier estimates of probability of no CVD death, grouped
by treatment modality (p = 0.002). SPK, solid line; LDK, dotted line



Tx rinodn aislado

Tx de rindn-pancreas

Mal control metabdlico post-Tx

No evita la progresion de las
complicaciones cronicas de la
diabetes

Mejor calidad de vida a la dialisis

Cirugia menos compleja y con
menor morbilidad post-Tx

Buen control metabdlico post-Tx

Efecto beneficioso sobre las
complicaciones cronicas de la
diabetes

Mejor calidad de vida al TR aislado

Mayor complejidad quirurgica y
morbilidad post-Tx




Complicaciones de la diabetes mellitus

Stroke

e Microvasculares
— Retinopatia Eye Damage

— Nefropatia Heart Attack

— Neuropatia
e periférica & autondmica

Kidney Damage

Impotence /
e Macrovasculares Difficulty

passing Urine

— Cerebrovascular

. . Numbness and
Cardiovascular reduced Blood

° V4 [ &J
— Vascular periférico PRy




ESTUDIO DEL RECEPTOR

Estudio cardiovascular

- ecocardiograma y prueba esfuerzo farmacologica
- coronariografia ( si clinica, ECG anormal o PE patoldgica)

- doppler carotideo (si antecedentes AVC)
- doppler de EEll (si Cl)

-angio-Tac ( vasos iliacos y tronco celiaco)



In most cases, the allograft pancreas is transplanted along with
a segment of duodenum, which is anastomosed to the recipient’s

jejunum to establish drainage of bile.

Duodenum \ Stomach

Recipient . VB e |  Most pancreas transplants
jenunum g - f are done simultaneously with
] A Al |  akidney transplant.
Donor h\.:_'" '_ _
duodenum : { ) i
Donor
pancreas

Arterial supply to the pancreas allograft is most often
achieved by anastomaosis to the common iliac artery, with
venous drainage to the inferior vena cava or iliac vein.

KEER et al. CLEVELAND CLINIC JOURNAL OF MEDICINE VOLUME 82 « NUMBER 11

NOVEMBER 2015
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Seleccion de candidatos a Tx rindn o rifdn-pancreas

eEdad < 50 ainos

l

*DM tipo 1.
*DM tipo 2 (subgrupo)

eEdad 50-55 anos eEdad > 55 anos

} ¥

a

v

A 4

1

DM tipoly2

*no cardiopatia o
vasculopatia periférica

periférica

ecardiopatia o vasculopatia

*Tx de rifidn pancreas | osj

ecorreccion

_l\

°Nno

eTx de rindn



Seleccion de candidatos a Tx rindn o rifdn-pancreas

eEdad < 50 ainos

l

*DM tipo 1.
*DM tipo 2 (subgrupo)

} d

*no cardiopatia o
vasculopatia periférica

*Tx de rifdn pancreas | o5 °no

eEdad 50-55 anos eEdad > 55 anos

DM 2 (subgrupo)

- 5 0 > anos de trat. con insulina (no ADBO orales)
-IMC < 30 Kg/m2
- Péptido C < 3ng/ml

ecorreccion

_l\

eTx de rindn



TP después de un TR de donante vivo.
Ventajas e inconvenientes frente al SPK.

Ventajas

Inconvenientes

Minimiza o elimina la necesidad
de dialisis
Intervencion mas corta y sencilla

Receptor no urémico y en mejor
estado general

Tiempo de espera para PAK
relativamente corto

El paciente precisa de dos
cirugias y anestesias

Requiere dos tandas de induccion
inmunosupresion

Mavyor incidencia de rechazo
agudo en TP aislado

Supervivencia del pancreas
inferior a la del SPK




Pancreas After Living Donor Kidney Versus
Simultaneous Pancreas-Kidney Transplant: An
Analysis of the Organ Procurement Transplant

Network/United Network of Organ Sharing Database

Neda Poommipanit,' Marcelo Santos Sampaio,”? Yong Cho,” Brian Young,' Tariq Shah,’
Phuong-Thu Pham, ' Alan Wilkinson,! Gabriel Danovitch,' and Suphamai Bum:apmdistl"‘

{ Transplantation 2010;89: 1496—1503)
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Pancreas transplant options for patients with

type 1 diabetes mellitus and chronic kidney
disease: simultaneous pancreas kidney or
pancreas after kidney?

Alexander C. Wiseman

What is the local median waiting time for SPK?
For PAK?

What are the characteristics of the living donor
(long-term potential organ donor, or small win-
dow of opportunity to donate?)

What are the pancreas transplant outcomes at
the local center?

What is the diabetes burden of the patient
(emotional, physical)?

Are there risk factors that may negatively impact
successful pancreas transplant (BMI, age)? What
are the patient’s perceptions of waiting and of
the potential for short-term dialysis?

Curr Opin Organ Transplant 2012, 17:B0-86
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ORIGINAL ARTICLE

Renal replacement therapy in Europe: a summary of the
2013 ERA-EDTA Registry Annual Report with a focus on
diabetes mellitus

Abstract

Background: This article provides a summary of the 2013 European Renal Association-European Dialysis and Transplant
Association (ERA-EDTA) Registry Annual Report (available at http./www.era-edta-reg.org), with a focus on patients with
diabetes mellitus (DM) as the cause of end-stage renal disease (ESED).

Methods:_In 2015, the ERA-EDTA Regi received data on renal replacement therapy (RRT) for ESRD from 49 national or
regional renal registries in 34 countries in Europe and bordering the Mediterranean Sea. Individual patientdata were provided by
31 registries, while 18 re@stries provided aggregated data. 1he total population covered by the participating registries comprised
650 million people.

Results: In total, 72 933 patients started RRT for ESED within the countries and regions reporting to the ERA-EDTA Registry,
resulting in an overallincidence of 112 per milion population (pmp). The overall prevalence on 31 December 2013 was 738 pmp
(n=478990). Patients with DM as the cause of ESRD comprised 24% of the incident RRT patients (26 pmp) and 17% of the
prevalent RRT patients (122 pHip). WILer compared With the USA, the Incdernce ol patents starting RRT PInp secondary to DM in
Europe was five times lower and the incidence of RRT due to other causes of ESRD was two times lower. Overall, 19426 kidney
transplants were performed (30 pmp). The 5-year adjusted survival for all RRT patients was 60.9% [95% confidence interval (CI)
60.5-61.3] and 50.6% (95% CI 49.9-51.2) for patients with DM as the cause of ESRD.




Table 5. One-, 2- and 5-year unadjusted and adjusted patient survival probabilities (in %) with 95% confidence interval for all patients and for

patients with DM as the cause of ESRD

2004-8 period 2007-11 period
1 year 2 year 5 year 1 year 2 year
Patient survival on RERT
Unadjusted
Al 821 (81.9-82.3) 712 (710-714) 48.3 (48.2-48.5) 83.5 (83.3-83.7) 731 (72.9-733)
DM 823 (81.8-82.7) 688 (68.4-692) 40.2 (35.5-40.4) 83.9(83.5-84.3) 711 (M0.7-715)
Adjusted®
Al 89.2 (89.0-89.3) 814 (811-817) 60.9 (60.5-61.3) 90.0 (89.8-50.2) 827 (82.5-83.0)
D B7.8(87.4-88.1) 773(768-778) 50.6 (49.9-51.2) 89.0 (88.7-89.4) 794 (78.9-799)
Patient survival on dialysis (with kidney transplantation as competing event
Unadjusted
All 816 (81.4-81.8) 705 (70.3-708) 48.1 (47.5-48.4) 82.8 (82.6-83.0) 711 (71.9-713)
DM 820 (8l.6-82.4) 686 (68.2-69.0) 40.6 (40.1-41.1) 83.5(83.2-83.9) 706 (70.1-711)
Adjusted®
Al 89.4 (89.3-89.6) 815 (81.7-821) 62.4 (62.2-62.8) 85.9 (90.0-89.8) 826 (B2.8-824)
DM B87.3 (87.1-87.5) 7RS (78.2-7B8) 56.6 (56.2-57.0) BE.5 (88.6-88.3) B0.2 (80.5-80.0)
cl el o L PIES L BTN 5 R LR
Unadjusted
Al 95.7 (95.4-96.0) 5937 (93.4-941) 87.1 (86.7-87.5) 96.0 (95.7-96.2) 940 (93.6-94.3)
D 93.5 (93.0-94.7) 913 (90.3-922) 816 (80.3-82.7) 94.8 (94.0-55.4) 922 (91.3-93.0)
Adjusted®
Al 97 .4 (97.2-97.6) 96.1 (955-96.4) 91.8 (91.4-92.2) 97.6 (97 .4-57.8) 96.4 (96.1-96.6)
DM 55.8 (95.1-96.4) 938 (93.1-946) 86.5 (85.4-87.7) 96.5 (95.9-57.0) 947 (94.0-954)
Patient survival after first kidney transplantation (iving donor)
TR
Al 58.3 (98.0-98.6) 974 (57.0-97 8) 943 (93.7-04.8) S98.6 (98.3-58.8) 97.6 (57.3-97.5)
DM 96.3 (94.2-97.6) 934 (505-952) 85.3 (82.3-87.8) 96.8 (95.3-57.9) 949 (53.0-96.2)
Adjusted®
Al 98.7 (98.4-99.0) 981 (97.7-984) 95.6 (95.0-96.1) 99.1 (98.9-99.3) 98.4 (98.2-98.7)
D 97.5 (96.4-98.7) 956 (94.0-972) 89.8 (87.5-92.3) 98.1 (97.3-58.9) 96.9 (95.8-98.0)

TT——

T

Based on data from Austris, Belgium (Dutch-speaking and French-speaking), Denmark, Finland, Greece, lceland, Norway, Spein (Andalusia, Armgon, Asturias, Basque
country, Cantabria, Castile and Ledn, Castile-La Mancha, Catalonia, BExtremedurs and Valencis Region), Sweden, The Netherdands and UE (all countries).
*#djusted survival probabilities were adjusted for age, gender and cause of ESRD. For the adjusted survival probabilities of the DM subgroup, only age and gender were

taken into eccount.

Clinical Kidney Joumal, 2016, vol. 9, no. 3, 457-469
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Renal transplant among type 1 and type 2 diabetes patients in Spain: @mmm
A population-based study from 2002 to 2013

Ana Lopez-de-Andrés ?, José M. de Miguel-Yanes ™*, Valentin Hernandez-Barrera ®, Manuel Méndez-Bailon ©,
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Incluye 25.542 pacientes
-20.019 no DM

- 1079 DM tipo 1

- 3444 DM tipo 2
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Table 2

Outcomes of hospital admissions for kidney transplantation among patents with or without diabetes in Spain, 2002-2013.
Time period 2002-2004 2005-2007 20082010 201123 Total
Nodinbetes
[OHS, median (10R)"T8 15(10) 14 (11} 13(11) 13(10) 14(11)
IHM, n (%)™t 80(16) 77 (1.5) 70 (13) 43 (0.8) 270 (13)
Infection, n (£)"18 777 (153) 940 (182) 1049 (202) 1156 ( 20.8) 3922 (18.7)
Complications of transplanted kidney or rejection, n [?a’j-'-i 1709 (33.6) 1593 (3049) 1818 (349) 2006 [ 36.1) 7126 (33.9)
Hemaodialysis or dialysis, n (%)™ 1381 (27.2) 1402 (272) 1453 (27.9) 1547 (27.8) 5783 (27.5)
Type L dinberes,
LOHS, median (10r)"18 18 (14) 21 (18) 17 (13) 20(15) 19 (16)
[HM, n (%) 7(31) 5(2.0) 3(1.0) 4(1.3) 19 (1.8)
Infection, n (%)% 40 (175) 59 (23.1) 61 (21.0) 93 (30.7) 253 (235)
Complications of transplanted kidney or rejection, n (?’.,.‘}'i-g‘ 63 (275) 66 (25.8) 75 (258) 110 (363) 314 (29.1)
Hemodialysis or dialysis, n (%)" 14 44 (192) 41 (16.0) 52 (17.9) 86 (284) 273 (20.7)
LOHS, median [IQF‘.:TT& 18 (14) 17 (13} 16 [ 14) 15(12) 16 (13)
[HM, n (Z)7 11(19) 17 (21) 15(1.6) 16 (1.4) 59 (1.7)
Infection, n [%}'-T 91 (159} 154 (18.6) 227 (245) 245 (219) 717 (208)
Complications of transplanted kidney or rejection, n [?Jj-'-‘ﬁ‘ 175 (306) 248 (2949) 299 (32.3) 409 (366) 1131 (328)
Hemodialysis or dialysis, n (%)™ 187 (32.7) 285 (34.4) 299 (32.3) 352 (315) 1123 (326)

LOHS: length of hospital stay: IQR: nterquartile range; IHM: In-hospital mortality.
* P=0005 to assess dme rend form 200204 to 2011,/13.
T Significant differenoss (P<005) when comparing non diabetic vs type 2 diabetes,
¥ sipnificant differenoss (P<005) when comparing non diabetic vs type 1 diabetes,
# Sienificant differences (P<0.05) when comparng type 1 diabetes vs, type 2 diabetes,

-Estancia media hospitalaria : > enDM1 que en DM2 y no DM

-Mortalidad hospitalaria: > en DM2 que en no DM. No DS entre DM1 y2.
-Infecciones hospitalarias: >en DM (1,2) que en no DM

-Complicaciones TR o rechazo : >en DM (1,2) que en no DM

-Terapias con didlisis: >en DM (1,2 ) que en no DM




Research Article

Journal of Diabetes Research
Volume 2016, Article ID 8735782, 6 pages
http://dx.doi.org/10.1155/2016/8735782

The Effect of Different Glycaemic States on

Renal Transplant Outcomes

Angela Sheu,"? Barbara Depczynski,” Anthony J. O’Sullivan,™*

Grant Luxton,” and George M::mgos“’6

TaBLE 3: Outcomes of transplant admission.

Cutcomes of admission No DM D PTDM
Length of stay® 13.0+55 Qg9 £9.72 0155+ 64
AR (%) 76 15.8 25.9°

Need for RRT (%) 196 483 O 519
Infective complications (%) 13.0 34.5° 14.8

P - e
Expressed as mean + SI; 7 pr < 0.05 compared to no DM.

No DM: patients without DM, DM: patients with DM prior to transplanta-

tion, PTDM: posttransplant diabetes mellitus, AR: acute rejection, and RRT:

renal replacement therapy.

Statistical analysis by ANOWA, chi-squared, and ¢-tests.

Following transplantation, DM patients had a longer hospital stay, had more

infective complications, and were more likely to require renal replacement
therapy. PTDM patients had increased rates of acute rejection and return to

renal replacement therapy.

TaBLE 4 Qutcomes at 12 months following transplant.

Outcomes at 12 months No DM DM PTDM
eGFR (mL/min/1.73 m*)* 45+17 46%15 45+18
Need for RRT (%) 22 34 0.0
Number of rejection episodes’ 03+06 0406 03+05
Cardiovascular complication (%) 43 3.7
Infection requiring admission (%)  3L5 41.4 370
Death (%) 22 10.3" 0.0
RRT or death at one year (%) 4.3 10.3 0

¥ Expressed as mean + SD; ™ p < 0.05 compared to no DM; *p = 0.06.

No DM: patients without DM, DM: patients with DM prior to transplanta-
tion, PTDM: posttransplant diabetes mellitus, and RRT: renal replacement
therapy.

Statistical analysis by ANOVA, chi-squared, and t-tests.

At 12 months after transplant, only DM patients had increased rates of
cardiovascular complications compared to those without DM.

TR entre Enero 2009-Junio 2014
148 TR . 29 (DM) 93,1% tipo 2; 27 (PTDM); 92 (noDM)




Diabetes Mellitus: A Risk Factor for Delayed Graft
Function after Deceased Donor Kidney Transplantation

J. Parekh, A. Bostrom and S. Feng*

Department of Surgery, Division of Transplantation,

University of California, San Francisco, CA Amertcan Journal of Transplantation 2010; 10: 298-303

Early graft function is a major determinant of long-term
outcomes after renal transplantation. Recently, recip-
ient diabetes was identified as a risk factor for poor
initial graft function in living donor renal transplanta-
tion. To further explore this association, we performed
a paired analysis of deceased donor renal transplants
from January 1994 to December 2005 _A total of 25 523
transplant pairs were analyzed via conditional logis-
tic regression. Diabetic recipients were older (53.16 vs.

46.75 years, p < 0.01), had a lower average panel re-
active antibody (12% vs. 15%, p < 0.01) and fewer
prior transplants (0.07 vs. 0.12, p < 0.01). Recipient
diabetes, age, male gender, African American race, ele-
vated peak panel reactive antibody and increased cold
ischemia time were independent risk factors for de-
layed graft function_Specifically. diabetic recipients
had increased risk of DGF on univariate analysis (odds
ratio |OR] 1.32, 95% confidence interval [CI] 1.23-1.42,

p < 0.01}). Multivariable analysis confirmed this asso-
ciation but the risk differed by recipient gender; with

diabetes having a greater effect in women (OR 1.66,
§5% CI 1.45-1.91, p < 0.01) cﬂmpared to men (OR 1.28,

95% CI 1.15-1.43, p < 0.01). It is unknown whether
the deleterious impact of recipient diabetes on graft
function after renal transplantation results from pe-
rioperative hyperglycemia or the chronic sequelae of
diabetes.
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Role of glycemic control on hospital-related
outcomes in patients with diabetes mellitus
undergoing renal transplantation

Elizabeth M Lamos'
Marniker A Wijesinha?
Seba Ramhmdani'
Laurence $ Magder?
Kristi D Silver'

'Division of Endocrinology. Diabetes
and Mutrition. *Department of
Epidemiology, University of Maryland
School of Medicine, Baltimore,

MD, USA

Diabetes, Metabolic Syndrome and Obesity-Targets and Therapy 2017:10

Objective: To compare length of stay (LOS) and incidence of hypoglycemic events and infec-
tions in hospitalized patients with diabetes mellitus (DM) undergoing renal transplantation,
among groups of patients defined by admission glucose and mean inpatient daily glucose.

Methods: A retrospective analysis of 190 charts of patients with DM who underwent renal

fransplantation over a 2-year period was conducted. Patients were grouped according to admis-
sion plucose and mean inpatient daily glucose (=140 me/dL, 141— 180 mg/dL., and =180 mg/dL).
Results: Admission glucose was not associated with LOS. A mean inpatient daily glucose of
=140 mg/dL was associated with a longer LOS compared to a mean inpatient daily glucose of
=180 mg/dL (p=0.03). Patients with an admission glucose of <140 mg/dL had approximately half
the rate of hypoglycemic events compared to those with admission glucose of 141-180 mg/dL
{odds ratio [OR]=2.1; p=0.02) or =180 mg/dL (OR=1.9; p=0.04). However, patients whose
mean daily glucose was =140 mg/dL had approximately twice the rate of hypoglycemic events
than those whose mean daily glucose was 141-180 mg/dL (OR=0.4; p=0.01) or =180 mg/dL
(OR=0.4; p=0.004). The incidence of infections was low and was not associated with admission

or mean daily glucose levels.

Conclusion: Lower mean daily inpatient glucose levels (<140 me/dL) are associated with
longer LOS and greater incidence of hypoglycemic episodes in diabetes patients undergoing
renal transplantation. Our findings suggest that target blood glucose levels of 140180 mg/dL

may be appropnate in this specific population, Additional prospective research is needed to

confirm these findings.




13 D ]_abetes C are ]_n the HOSpltEll American Diabetes Association
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Recommenda tions

o Consider performing an ALC on all patients with diabetes or hyperglycemia
admitted to the hospital if not performed in the prior 3 months. C

» Insulin therapy should be initiated for treatment of persistent hyperglycemia
starting at a threshold =180 mg/dL (10.0 mmol/L). Once insulin therapy is
started, a target glucose range of 140-180 dL (7.8-10.0 mmol/L} is recom-
mended for the majority of critically ill patients A and noncritically ill patients. C

e More stringent goals, such as 110-140 mg/dL (6.1-7.8 mmol/L) may be ap-
propriate for selected critically ill patients, as long as this can be achieved
without significant hypoglycemia. C

* Intravenousinsulin infusions should be administered using validated written or
computerized protocols that allow for predefined adjustments in the insulin
infusion rate based on glycemic fluctuations and insulin dose. E

* A basal plus bolus correction insulin regimen is the preferred treatment for
noncritically ill patients with poor oral intake or those who are taking nothing
by mouth. An insulin regimen with basal, nutritional, and correction compo-
nents is the preferred treatment for patients with good nutritional intake. A

* The sole use of sliding scale insulin in the inpatient hospital setting is strongly
discouraged. A

* A hypoglycemia management protocol should be adopted and implemented
by each hospital or hospital system. A plan for preventing and treating hypo-
glycemia should be established for each patient. Episodes of hypoglycemia in
the hospital should be documented in the medical record and tracked. E

* The treatment regimen should be reviewed and changed if necessary to prevent
further hypoglycemia when a blood glucose value is <70 mg/dL (3.9 mmol/L). C

# There should be a structured discharge plan tailored to the individual patient. B



FOA
Immunosuppression in Organ Transplantation .

Agents used for Induction Treatment

* Lymphocyte depleting agents - Polyclonal IgG antibodies derived
from horse (lymphocyte immune globulin) or rabbit
(antithymocyte globulin)

* |nterleukin-2 receptor antagonists (IL-2RA) — Monoclonal
antibodies modified to be humanized or chimeric antibodies
that bind to the a chain of the interleukin 2 receptoron T cells
and thereby impair lymphocyte proliferation.

* High dose use of agents also used for maintenance
immunosuppression.

www.fda.gov 18



FDA
Immunosuppression in Organ Transplantation .

Maintenance Immunosuppression (Combination of 2 or 3 agents)

* Glucocorticoids are used both for induction and maintenance
immunosuppression as well as for treatment of rejection.

* (Calcineurin inhibitors include cyclosporine and tacrolimus around which
additional agents are added to complete the immunosuppressive regimen.

* Purine antagonists include azathioprine, mycophenolate mofetil and
mycophenolic acid, which act by different molecular mechanisms resulting in
inhibition of T and B cell proliferation.

* Mammalian target of rapamycin inhibitors (mTORI) include sirolimus and
everolimus which bind to the same immunophilin as tacrolimus and
modulate mTOR, resulting in cell arrest in the G1-S phase.

» Selective T-cell costimulation blocker belatacept is a soluble fusion protein
that binds to CD-80 and CD86 on antigen-presenting cells thereby blocking
CD28 costimulation of T lymphocytes.

www.fda.gov 19



Efectos secundarios de los inmunosupresores

Immunosuppressive drug

Tacrolimus

Cyclosporine

mTORi

Corticosteroids
Mycophenolate
Rabbit anti-thymocyte globulin

NODAT, chronic allograft nephropathy, bone disorders, neurclogic effects,
hyperkalemia, hyperurecemia

NODAT, chronic allograft nephropathy, bone disorders, cosmetic effects
{hypertrichosis, acne), hypertension, dyslipidemia, neurclogical effects, hepatotoxcity,
hyperkalemia, hyperuricemia

Dyslipidemia, NODAT, myelosuppression, delayed wound healing, lymphocele, infertility,
ovarian cysts, mouth ulcers, proteinuria, interstitial pneumonitis, gastrointestinal effects
NODAT, weight gain, bone disorders, cataract, neurologic effects, peptic ulceration
Gastrointestinal effects, leukopenia, anemia

Leukopenia, thrombocytopenia, fever, malaise, gastrointestinal effects, cutaneous rash,
infections

*mTORi: mammalian target of rapamydn inhibitors; MODAT: new-onset of diabetes after trarsplant {sirolimus and everalimus).

Expert Opin. Drug Metab. Toxicol. (2012) 8(12):1531-1548



A Randomized, Multicenter Study of Steroid
Avoidance, Early Steroid Withdrawal or Standard
Steroid Therapy in Kidney Transplant Recipients

Vincenti et al. American Journal of Transplantation 2008; 8: 307-316

Steroid Avoidance or Withdrawal After Renal
Transplantation Increases the Risk of Acute Rejection
but Decreases Cardiovascular Risk. A Meta-Analysis

Simon R. Knight" and Peter J. Morris™” Transplantation + Volume 89, Number 1, January 15, 2010

Steroid Withdrawal: Moving on to the Next Questions

J. J. Augustine and D. E. Hricik* American Journal of Transplantation 2009; 9: 3-4




Seguimiento del paciente trasplantado con DM

Stroke

Eye Damage

Control HbA1lc . Remitir a Endocrino

Heart Aftack

Control peso, TA, perfil lipidico o

Numbness and
reduced Blood
Supply

Control retinopatia, vasculopatia
Control ulceras o lesiones isquémicas en pies.



Resumen

En el paciente con DM debe considerarse siempre la posibilidad de un TR
( TRP, TRDV, TRDC, TP-TRDV)

En los pacientes que reunen los requisitos hay que considerar el TRP como
la mejor opcion.

Valorar la posibilidad de un TRDV ya que los resultados obtenidos son
mejores a los del TRDC.

Valorar las ventajas e inconvenientes entre TRP y TRDV- TP

La vasculopatia es la que mas puede influir en la morbimortalidad post-Tx,
por lo que debe de ser bien valorada antes de indicar el Tx.



Resumen

En el post-TR inmediato el paciente con DM presenta mas complicaciones
infecciosas, mayor incidencia de NTA, mas dias de estancia hospitalaria y
una mayor mortalidad que el paciente no DM, pero con una buena
supervivencia del paciente y del injerto en el momento actual.

La supresion de la prednisona en pacientes de bajo riesgo inmunoldgico
puede ser una buena opcion para mejorar el control metabdlico después
del trasplante pero no existe un consenso.

A lo largo del seguimiento, es importante mantener un control de la
HbA1c, reducir en lo posible los factores de riesgo CV y controlar la
evolucion de las complicaciones secundarias a la DM.
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