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ARV i R =5 Ideal pancreas donor
> EJ@% : 8~45 EE Young age 8-45 years
Normal body habitus BMI 20-27
> E’Eﬁ%g%tt BMI {l\ﬁ/\‘\ 20~27 ICU stay Short period of ICU stay
e N AT HE LT Cause of death Brainstem death
> DDH%¢/L\%HEH/% B following head injury
> %‘tﬁ?‘ : ﬁziﬁﬁyl\{%ﬁﬁﬁ%‘ Hemodynamic stability Minimal use of inotropes
[ZIN WY

> AmEREE - (EHDERTEREEY) Acceptable donor criteria

- - " . . Age 8-60 years
T W R TE N S fy BMI <30kg/m?

> IEH T 8~60 %

> GEYEELL BML /R 30

FEN > (kRS R R - SRR R G A RS ZACE (insulin dependence) HIHE
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> IMAYECES (ABO matching)

> NEHIMEKPUFRCE (HLA typing)

>  PUREETHEE(PRA: panel reactive antibody)
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ARTERE R EIAR (Celia trunk artery)AVIRBHEEEET > PTH 6/0 prolene 4E{ERFHIARET
SRS AMEPMFEIIRIME TR - 550 Tt ey NERE 270 10mm REAHFFIEER
AR > DUEAERFARM B B © ERS A BEEIk(Superior mesenteric artery, SMA)AJLA
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% EFffr(Back table operation)
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Fila FATETRH S VO R A B AN EE R A EES MRS - DU T & Back table operation
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He
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1£ UCSF Hy eI e sk (Induction) @8R Steroid and Thymoglobulin » TRIEHERF
(Maintenance)iZERFH Steroid ~ MMF ~ Tacrolimus and Sirolimus » JEREEIE KGRI T

Steroid avoidance protocol

Steroid use protocol

For: unsensitized SPK
PAK 1f not already on steroids
To monitors rejection, PAK recipients will

have regular protocol biopsies at 3 months

For: high risk patients(2™ transplsant, high
PRA)

PTA

PAK already on steroids

To monitors rejection, PTA/PAK recipients

will have regular protocol biopsies at 3

months
INDUCTION INDUCTION
Solumedrol Solumedrol

In OR: 500mg i1mmediately following initial
abdominal exploration

POD#1: 250mg

POD#2: 2mg/kg

POD#3~4: 0.5mg/kg

POD#5: no further solumedrol unless patient

In OR: 500mg immediately following initial
abdominal exploration

POD#1: 250mg

POD#2: 2mg/kg

POD#3 and until Thymo done: 0.5mg/kg
POD#7: decrease by 10mg/week until 20mg then

1s 1n ATN, 1s still receiving Thymo, or has | taper weekly - 15mg,12.5mg, 10mg, 7.5mg,
inadequate levels of tacolimus. Dose 1is | stop at Smg

0.5mg/kg

Thymoglobulin Thymoglobulin

In OR: 1.5mg/kg (rounded to nearest 25mg),
started 30 min after Solumedrol and infused
over 6 hrs with pump

POD#1: 1mg/kg. Continuous QD until 6mg/kg has
been given.

If ATN: attempt to continuous Thymo QOD until
calcineurin inhibitors can be started.
Always given after Steroids.

*Adjust dose for WBC and Platelet counts
*First 48 hours of Thymo therapy:
Acetaminophen 650mg PR Q 4 hrs
Diphenhydramine 25~50mg po/IV Q 6hrs

In OR: 1.5mg/kg (rounded to nearest 25mg),
started 30 min after Solumedrol and infused
over 6 hrs with pump

POD#1: 1mg/kg. Continuous QD until 6émg/kg has
been given.

If ATN: attempt to continuous Thymo QOD until
calcineurin inhibitors can be started.
Always given after Steroids.

*Adjust dose for WBC and Platelet counts
*First 48 hours of Thymo therapy:
Acetaminophen 650mg PR Q 4 hrs
Diphenhydramine 25~50mg po/IV Q 6hrs

%8 H>
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MAINTENANCE
Tacrolimus (Prograft)
Start when evidence of good renal function
Give NG or PO: very few indications for IV
administration
If pt already on Tacrolimus and has poor oral
intake, IV dose should not exceed Img over 24
hrs as a continuous infusion. (Total dose of
Img over 24 hrs)
Start levels after two doses given. Run QD
except Sun.
Adjust doses keeping in mind renal function
and drugs metabolized by Cytochrome P450,
such as fluconazole
Target levels: 0~3 months: 15 ng/ml

3~6 months: 10 ng/ml

> 6 months: 5 ng/ml

MAINTENANCE
Tacrolimus (Prograft)
Start when evidence of good renal function
Give NG or PO: very few indications for IV
administration
If pt already on Tacrolimus and has poor oral
intake, IV dose should not exceed 1lmg over 24
hrs as a continuous infusion. (Total dose of
Img over 24 hrs)
Start levels after two doses given. Run QD
except Sun.
Adjust doses keeping in mind renal function
and drugs metabolized by Cytochrome P450,
such as fluconazole
Target levels: 0~3 months: 15 ng/ml

3~6 months: 10 ng/ml

6 months: 5 ng/ml
The lowest level, or "trough" blood level:
must wait to take your morning dose of
medication until after the blood level has

been drawn

Myfortic

Pre-op: 720mg po with sip of water
Starting POD#1: 360mg po BID,
720mg after Thymo ends and until Rapamune
starts, then drop to 360mg BID

increase to

Taper for leucopenia or GI irritation
DC Cellcept at 6 months

Myfortic

Pre-op: 720mg po with sip of water
Starting POD#1 and while on Thymo: 360mg po
BID

When Thymo done: 720mg po BID

Reduce to 360mg bid when Rapamune starts
Taper for leucopenia or GI irritation

Consider DC after 1 year

Sirolimus (Rapamune)

Start at 3 weeks, 3mg po QD, No loading dose
Sirolimus level before 4" dose and Q week
Target level: 10 ng/ml

Adjust dose for leucopenia or

thrombocytopenia

Sirolimus (Rapamune)

Start at 3 weeks, 3mg po QD, No loading dose
Sirolimus level before 4" dose and Q week
Target level: 10 ng/ml

Adjust dose for leucopenia or

thrombocytopenia

9 H

-
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ANTTCOAGULATION
’Simultaneous Pancreas-Kidney transplant (SPK)
Pre-op: ASA 325mg po x 1
Dipyridamole 200mg po x 1

POD#1: ASA 325mg po x 2 weeks or indefinitely i1f no contraindication
Dipyridamole 75mg po qid x 2 weeks

\Solitary Pancreas Transplants (PTA/PAK)

Pre-op: ASA 325mg po x 1

No Dipyridamole (Persantin)

Full heparinization at time of clamping

CBC and Coagulation test checked g4h post-op, low dose heparin infusion started 6
hours and continued x 3 days (After first 24 hours, CBC and Coagulation test checked
q6h)

POD#1: ASA 325mg po x 2 weeks or indefinitely i1f no contraindication
Dipyridamole 75mg po qid x 2 weeks. Start after heparin discontinued.

ANTIBIOTIC PROPHYLAXIS

Early post-op broad-spectrum coverag&

Zosyn adjust for renal function

(Alternate therapy if patient allergic to above drugs: Levofloxacin 500mg iv g24h)
Continue for 5 post-op days, then DC 1f donor duodenal cultures negative.

[f donor duodenal cultures positive for bacterial pathogens, change antibiotic as

needed and continue for a total of 10 post-op days

10 5> 13 H



Fungal prophylaxiﬁ

Pre-op: Fluconazole 400mg iv xI

POD#1~5: Fluconazole 200mg iv qd

After POD#5: Fluconazole 100mg po q week x 2 months 1f donor duodenal cultures negative
Fluconazole 200mg po gd x 1 month if donor duodenal cultures positive
for fungal pathogens, then 100mg po q week x another month.

Watch Prograf levels when transition off daily Fluconazole ({#F#Z =& Fluconazole
@EF Prograf level 15 @ FE(K Prograf dose)

FCP prophylaxis

Septra DS po qd x 1 month, then q M-W-F (W1,3,5) indefinitely

If allergic to Septra: check GOPD (If not low) start Dapsone 100mg po gqd x 1 month,
then g M-W-F indefinitely

KMV prophylaxis

Valcyte 900mg qd if normal renal function

CMV prophylaxis continue x 6 months

BERTFZERE

TE R B g FIF A R A - & B R RE LT (WLBEET Creatinine BJT) > FREEESEHF
fregd o [FIRF Ol (R SE YR 22 G E SOR A S A HAIREE - FEHEER CMV or BK
virus EHA RGPS Y E BIRE R L% - MR LHFE A EE -

PEFRFZ FERRYE Banff class 23788 A1 NEIFTR: (ZRHACR UpToDate)

Banff diagnostic criteria for rejection and allograft nephropathy

1. Normal

2. Antibody-mediated rejection
Rejection: due, at least in part, to documented anti-donor antibody (suspicious for if antibody not demonstrated). May coincide with categaories 3, 4 and 5 - see below

Type (grade)

1. ATH-ike - C4d+, minimal inflammation

2. Capillary - C4d+, capillary margination andfor thrombosis

3. arterial - C4d+, transmural arteritis {(v3) (see section 4, grade III below)

3. Borderline changes
Suspicious for acute cellular rejection. No intimal arteritis ispresent, but there are foci of mile tubulitis [1-4 mononuclear cellsftubular cross-section). May coincide with categories 2 and S
4. Acute/active cellular rejection
T-cell mediated rejection; may coincide with categories 2 and 5
Type (grade) of histopathological findings:

14 Cases with significant interstitial infiltration {=25% of parenchyma affected) and foci of moderate tubulitis (>4 mononuclear cellsftubular cross section or group of 10 tubular cells)

1B Cases with significant interstitial infiltration (>25% of parenchyma affected) and foci of severe tubulitis (=10 monanuclear cells/tubular cross-section ar group of 10 tubular cells)

24 Cases with mild to moderate intimal arteritis (w1}

2B Cases with severe intimal arteritis comprising »25% of the luminal area (v2)

3 Cases with transmural arteritis and/or arterial fibrinoid change and necrosis of medial smooth muscle cells with accompanying lymphocytic inflarmation (v3)

5. Chronic/sclerosing allograft nephropathy
Fibrosing changes in the allograft, with ar without features of true alloimmune injury to the graft; may coincide with categories 2, 3 and 4.

Grade 1

Mild interstitial fihrosis and tubular atraphy without (&) or with (b) specific changes suggesting chronic (mild) rejection

Grade 2

Moderate interstitial fibrosis and tubular atrophy (a) or (b} (moderate)

Grade 3

Saevere interstitial fibrosis and tubular atrophy and tubular loss (&) or (b) (severe)

6. Other

Changes not considered to be due to rejection; may coincide with categories 2, 2, 4 and 5.

Modified from: Racusen, CR, Solez, K, Mihatsch, M7, et al. Am 7 Transplant 2003, 3:708.
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ﬁreatment for Acute Cellular Rejection (ACRﬂ

EHA T cell-medicated rejection, Banff class 1A or 1B: {EFEGERE(3~5mg/ke) » EFHR
SEBT 3~5 K WiEH%% Tacrol imus Kz Mycophenolate HYBIE » S AR LFHY Banff 1B
o0k Banff I[1-111 WYHERIE - B]{HF Thymoglobulin 3 mg/kg per day for three days
or 1.5 mg/kg per day for five days (total dose 7.5 to 9 mg/kg)E@HINEERHFHE
PR C4d F4tt negative HPE A > FEFZERILIFERR Antibody-medicated rejection(AMR).

DL UCSF J&%#% ACR HU&K B -

Banff class 1A: Steroids

Banff class 1BLAL: Steroids + Thymoglobulin (6mg/kg)

hreatment for Antibody-Medicated Rejection (AMRﬂ
(1) Antibody removal/neutralization: plasmapheresis, immunoadsorption, intravenous

immunoglobulin, and splenectomy.

(2) Ant1 B-cell therapy: Mycophenolate mofetil, Rituximab, IVIG, and splenectomy.
(3) Antiplasma cell therapy: Bortezomib.

(4) Ant1-T-cell therapies: T-cell depleting agents such as Antithymocyte globulin
(ATG).

(5) Conversion to tacrolimus-based regimens.

(6) Terminal-complement pathway inhibitor: Eculizumab.
(J Transplant. 2012;2012:193724. doi: 10.1155/2012/193724)

LA UCSE JE# ANR HY&K B -
Grade 1 & 2: Steroids and Thymoglobulin (6mg/kg) with/without IVIG
Grade 3: Plasmapheresis, IVIG (2g/kg), Steroids and Rituximab (375mg/m’ one dose)

or Eculizumab

GUIDELINES

a. We recommend biopsy before treating acute rejection, unless the biopsy will substantially
delay treatment. (1C)

b. We suggest treating subclinical and borderline cellular rejection. (2D)

c. We recommend using short duration high dose corticosteroids for the initial treatment of
acute cellular rejection. (1D)

i. We suggest adding or restoring maintenance prednisone in patients not on
steroids who have a rejection episode. (2D)

ii. We suggest using lymphocyte-depleting antibodies for resistant acute cellular
rejection episodes and for acute cellular rejection episodes with a vascular
component (BANFF Grade Il or greater). (2C)

d. We suggest consideration be given to treating antibody-mediated acute rejection with
plasma exchange and/or intravenous immunoglobulin. (2C)

e. For patients who have a rejection episode, we suggest increasing the baseline
immunosuppression (e.g. adding mycophenolate if the patient is not receiving
mycophenolate or azathioprine, or switching azathioprine to mycophenolate). Additional
or alternative strategies include: adding a CNI if the patient is not taking this; switching
cyclosporine to tacrolimus; switching an mTORI to a CNI; or increasing the dose of any of
the immunosuppressive agents being used. (2D)

Sy 14 H > 2K 15 H
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