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Risikobeurteilung:

Nierentransplantation oder Dialysebehandlung

Dauer der Dialyse — Nierentransplantation

praemptiv — lange Wartezeit

Spender — Alter
Organqualitat

Empfanger— Alter

Co-Morbiditat:
kardiovaskular
Diabetes mellitus

Compared to WLD 1DK MDK
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Dialyse auf Dauer — Nierentransplantation

Kidne Kidney Blood Press Res 2018:43:256-275
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www.transplantmodels.com

Transplant Models

The Epidemiology Research Group for Organ Transplantation is a research group focused on organ transplantation at the
Johns Hopkins School of Medicine. Below are some of the decision models we have developed.

For more information, please visit our website, waw. iransplantepi.org

Living Kidney Donor Risk Index (LKDPI)

This model prediciz recipient risk of graft loss after living
donor kidney fransplantation based on donor
characteristics, on the same scale as the KDPI ...

Magsle AB, Learza J, Fahimy LM, Chow EK 2t al. A Risk index for Living
Donor Kldney Traneplantation. AJT 2016 (=pub ahead of print)

Continue to madel =

Transplant Candidacy for Patients 65+

This prediction model iz intended for adults with ESRD on
dialysis aged 65 and abowve; it provides the predicted
probability of 3-year survival after kidney transplantation
(KT). Patientz with predicted 3-year post-KT survival in
the top quintile are deemed "excellent™ candidates ...
Grame, M. E., Kugrka, L M., Hanrahan, C. F., Monlgamery, R. A., Massie,

A B., & Segey, D. L (2012). Canadacy for Kiiney transpiantation of olser
aduls. Journal of the Amenican Serlatrcs Sackety, SO{1), 17

Calculate your score »

ESRD Risk Tool for Kidney Donor
Candidates

This model is intended for low-risk adults considering
living kidney donation in the United States. It provides an
estimate of 15-year and lifetime incidence of end-stage
renal disease. .

Grams ME, Sang Y, Lavey AS, Matsushiia Kk, Sallew S, Chang AR i al.

F.|ﬂ|'Ej'-F3||I.IlE Risk P'D_EGUEﬂ for the |J'f|l'g mﬂ"lE}'—DEﬂﬂl Candigate.
NEJM 2015 {2pul ahead of print)

Continue to model »

Pediatric Transplant: Living or deceased
donor first?

host pediatric kidney transplant recipients live long
enough to reguire refransplantation. The most beneficial
timing for living donor transplantation in candidates with
one living doner ig not clear...

Van Arendonk, K. J., Chaw, E K, James, M. T., Orandl, B. J., Elison, T_A
Smih, J. M., Colomibanl, P. M, & Segev, D. L {2012). Chocsing the Order
of Ceceased Daomar and Livi ng DCanor {HI’E)‘ Transpiamasan In Pedlatic
Reelplens: A Markow Dedslon Process Model. Am J Transplant, 99
(2)-360-5.

Continue to model »

Infectious Risk Donors

When a patient with end stage renal disease (ESRD) on
the waitlist for a kidney is offered an Infectious Risk Donor
{IRD) kidney, they need to decide whether they will
accept the IRD kidney and the associated infectious risk,
or if they will decline it and continue to wait for the next
available infectious-risk free kidney .

Chaw, E. K. H., Massle, A 5., Muzaale, A. D., Singar, A L, Kudrka, L M.,
Mamgamery, R. A, . & Segev, D. L (2013). Kentifying appropriste
reciplents for CDC Infectious ek donor kidneys. Amearican Jowmal of
Transplanasan, 13(5), 1227-1234.

Continue to model =

Postdonation Risk of ESRD in Living Kidney
Donors

Risk estimation is critical for appropriate informed consent
and varies substantially across living kdney donors.

MaEEle, Allan B., 81 al. “Cuantitying Postdanation Risk of ESRD In Living
Kldney Danars.” Joumal of the Amearican Soclety of Naphralogy (2017):
ASN-2015101084.

Continue to model =

Universitatsklinikum
Hamburg-Eppendorf


http://www.transplantmodels.com/
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Kidney Donor Profile Index (KDPI) Kidney Donor Risk Index (KDRI)

https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/

_\4__(% U.S. Department of Health & Human Services

Home Governance - Members ~ Learn ~ Data - News ~ Resources -

$¢HRSA

Organ Procurement and Transplantation Network

KDPI Calculator

Home » Resources » Allocation Calculators » KDPI Calculator

Patient Safety The Kidney Donor Risk Index (KDRI) combines a variety of donor factors to
summarize the risk of graft failure after kidney transplant into a single
Allocation Calculators . : : .
number. The KDRI expresses the relative risk of kidney graft failure for a
CPRA Calculator given donor compared to the median kidney donor from last year: values

exceeding 1 have higher expected risk than the median donor, and vice versa.
EPTS Calculator

The KDPI is a remapping of the KDRI onto a cumulative percentage scale,
such that a donor with a KDPI of 80% has higher expected risk of graft failure
than 80% of all kidney donors recovered last year and can be used to compute
MELD Calculator KDPI and KDRI for a hypothetical or actual donor. The calculations and

PELD Calculator assumptions mirror those used for computing KDPI and KDRI in DonorNet®,

KDPI Caleulator

LAS Calculator

Custom Search “

KDPI Resources

= Guideto
calculating &
interpreting KDPT
(PDF; 5/2018)

= KDPI mapping
table
(PDF: 5/2018)

= KDPI gmde for

climicians

g b
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https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/kdpi-calculator/
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Estimated Post Transplant Survival (EPTS) score

https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/

_—(?: U.5. Department of Health & Human Services

Home Governance - Members ~ Learn ~ Data ~ News ~ Resources ~

¢HRSA

Organ Procurement and Transplantation Network

EPTS Calculator

Home » Resources » Allocation Calculators » EPTS Calculator

Patient Safety An Estimated Post Transplant Survival (EPTS) score is assigned to all adult

candidates on the kidney waiting list and 1s based on four factors:

Allocation Calculators 1. Candidate time on dialysis

2. Current diagnosis of diabetes

CPRA Calculator 3. Prior solid organ transplants

EPTS Calculator 4. Candidate age
KDPI Calculator A candidate's EPTS score can range from 0% to 100%. The candidates with
LAS Calculator EPTS scores of 20% or less will receive offers for kidneys from donors with

MELD Calculator KDPI scores of 20% or less before other candidates at the local, regional, and

national levels of distribution. The EPTS score is not used in allocation of

PELD Calculator . .
kidneys from donors with KDPI scores greater than 20%.

EPTS Resources

The EPTS scoreis a
numerical measure used
to allocate some kidneys
in the OPTN kidney

allocation system.

= Guide to
calculating &
mterpreting EPTS
(PDE: 5/2018)

= EPTS Mapping
Table
(PDE- 5/2018)
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https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/epts-calculator/
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Predictive Score for Post-Transplantation Outcome

www.transplantscore.com

Predictive Score for Post-Transplantation Outcomes

Teols to predict allograft and patient survival upon kidney transplant

For mere information see:

Molnar MZ, Nguyen DV, Chen Y, Ravel V, Streja E. Krishnan M, Kovesdy CP, Mehrotra R, Kalantar-Zadeh K. Predictive Score for Posttransplantation Outcomes. Transplantation. 2016 Jul 7. [Epub ahead of print]

PubMed PMID: 27391198

Legal Notices and Disclaimer

All information contained in and produced by the Authors is provided for educational purposes only. This information should not be used for the diagnosis or treatment of any health
problem or disease. THIS INFORMATION IS NOT INTENDED TO REPLACE CLINICAL JUDGMENT OR GUIDE INDIVIDUAL PATIENT CARE IN ANY MANNER.
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http://www.transplantscore.com/
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Donor — Org anqualitét JCI The Journal of Clinical Investigation

Aging and the immune response to organ
transplantation

Spender — Empfanger — Alter

Monica M. Colvin, ..., Stefan G. Tullius, Daniel R. Goldstein

J Clin Invest. 2017;127(7):2523-2529. htips/doi.org/10.1172/JCI90601.

Donor Donor Recipient T cells B cells
@ >
. Transplantation . IFN-y production from Priming T cell
Aging i Aging * YC‘E)B+ T cells * fungtion
f IL-17 production from Altered effects of
CD4* memory T cells immune suppression

} Immune activation { Treg output
Altered effects of

{ Tolerance to ischemia/ : :
immune suppression

reperfusion injury

* Repair mechanisms

} Vasculopathy




€ Risikobeurteilung:

HAMBURG

Donor — Organqualitat

Original Clinical Science—General

Ischamie — Dauer

Association of Cold Ischemia Time With Acute

Renal Transplant Rejection

Merve Postalcioglu, MD," Arnaud D. Kaze, MD, MPH,? Benjamin C. Byun," Andrew Siedlecki, MD,’
Stefan G. Tulius, MD, PhD,® Edgar L. Milford, MD,? Julie M. Paik, MD, MPH, MSc,? and Reza Abdi, MD'

Background. Kidney transplantation holds much promise as a treatment of choice for patients with end-stage kidney disease.
The impact of cold ischemia time (CIT) on acute renal transplant rejection (ARTR) remains to be fully studied in alarge cohort of
renal transplant patients. Methods. From the Organ Procurement and Transplantation Network database, we analyzed
63 798 deceased donor renal transplants performed between 2000 and 2010. We assessed the association between CIT and
ARTR. We also evaluated the association between recipient age and ARTR. Results. Six thousand eight hundred two (11%) pa-
tients were clinically diagnosed with ARTR. Longer CIT was associated with an increased risk of ARTR. After multivariable adjust-
ment, compared with recipients with CIT < 12 hours, the relative risk of ARTR was 1.13 (36% confidence interval, 1.04-1.23)in
recipients with CIT = 24 hours. The association of CIT and ARTR was more pronounced in patients undergoing retransplantation:
compared with recipients with CIT less than 12 hours, the relative risk of ARTR was 1.66 (95% confidence interval, 1.01-2.73) in
recipients with CITof 24 hours or longer. Additionally, older age was associated with a decreased risk of ARTR. Compared with
recipients aged 18 to 29 years, the relative risk of ARTR was 0.50 (95% confidence interval, 0.45-0.57) in recipients 60 years or
older. Longer CIT was also associated with increased risk of death-censored graft loss. Compared with recipients with CIT less
than 12 hours, the hazard ratio of death-censored graft loss was 1.22 (95% confidence interval, 1.14-1.30) in recipients with
CIT of 24 hours or longer. Conclusions. Prolonged CIT is associated with an increased risk of ARTR and death-censored graft
loss. Older age was associated with a lower risk of ARTR.

(Transplantation 2018;102: 1188-1194)

Spender — Konditionierung

Maschinenperfusion

| Universittakinieurn
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Dopamin — Therapie des Spenders

Effects of Dopamine Donor Pretreatment on Graft
Survival after Kidney Transplantation: A
Randomized Trial Clin J Am Soc Nephrol 12: 493-501, 2017.

Peter Schnuelle, Wilhelm H. Schmitt, Christel Weiss, Antje Habicht, Lutz Renders, Martin Zeier, Felix Drdischler,
Katharina Heller, Przemyslaw Pisarski, Bernhard Banas, Bernhard K. Krimer, Matthias Jung, Kai Lopau,
Christoph I. Olbricht, Horst Weihprecht, Peter Schenker, Johan W. De Fijter, Benito A. Yard, and Urs Benck

265 Organspender — 5-Jahresdaten Dopamin-Infusionsrate: 4 mg/kg pro Minute
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Years after transplantation
No. of transplant recipients at risk:
Dopamine: 227 195 190 182 173 164 No. of transplant recipients at risk:
No dopamine: 260 227 211 193 188 176 271 h: 76 70 69 67 65 61
<7.1h: 411 353 332 308 296 279
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Hypothermie: hypothermic oxygenation perfusion (HOPE)
verbessert Organerhalt

Normothermie: erlaubt Riickschliisse auf Funktion
technisch aufwendig

Erlaubt Verwendung marginaler Organe

[ ]

reduziert IRl / DGF
(reduziert Dauer Klinikaufenthalt und Gesamtkosten)

]

" | Ausblick: Therapie wihrend Perfusion
anti-inflammatorisch
anti-Lipidoxygenation
Gabe von mesenchymalen Stromazellen

Welche Organe profitieren von der Perfusion?
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LifePort (Organ Recovery Systems, Chicago, IL)

XPS (XVIVO Perfusion, Sweden)
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Lebendspende — Nierentransplantation

Original Clinical Science—General

clinical decision

support system
Development of a Clinical Decision Support (CDSS)
System for Living Kidney Donor Assessment Based

on National Guidelines

Simon R. Knight, MChir,"%* Khoa N. Cao, MBBS (Hons),"** Matthew South, PhD,*® Nicki Hayward,>
James P. Hunter, MD," and John Fox, PhD®’

Background. Live donor nephrectomy is an operation that places the donar at risk of complications without the possibility of
medical benefit. Rigorous donor selection and assessment is therefore essential to ensure minimization of risk and for this reason
robust national guidelines exist. Previous studies have demonstrated poor adherence to donor guidelines. Methods. \We devel-
oped a clinical decision support system (CDSS), based on national living donor guidelines, to facilitate the identification of contra-
indications, additional investigations, spedial considerations, and the decision as to nephrectomy side in potential living donors.
The CDSS was then tested with patient data from 45 potential kidney donors. Results. The CDSS comprises 17 core tasks
completed by either patient or nurse, and 17 optional tasks that are triggered by certain patient demographics or conditions. De-
cision rules were able to identify contraindications, additional investigations, special considerations, and predicted operation side in
our patient cohort. Seventeen of 45 patients went on to donate a kidney, of whom 7 had major contraindications defined in the
national guidelines, many of which were not identified by the clinical team. Only 43% of additional investigations recommended
by national guidelines were completed, with the most frequently missed investigations being oral glucose tolerance testing and
routine cancer screening. Conclusions. We have demonstrated the feasibility of turning a complex set of national guidelines into
an easy-to-use machine-readable CDSS. Comparison with real-world decisions suggests that use of this CDSS may improve
compliance with guidelines and informed consent tailored to individual patient risks.

(Transplantation 2018;102: e447—e453)

rekurrierende Grunderkrankung
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Immunsuppression

ELITE — Symphony study

ORIGINAL ARTICLE

Reduced Exposure to Calcineurin Inhibitors
in Renal Transplantation

Henrik Ekberg, M.D., Ph.D., Helio Tedesco-Silva, M.D., Alper Demirbas, M.D.,
Stefan Vitko, M.D., Bjérn Nashan, M.D., Ph.D., Alp Giirkan, M.D., F.A.C.S.,
Raimund Margreiter, M.D., Christian Hugo, M.D., Josep M. Grinyé, M.D.,
Ulrich Frei, M.D., Yves Vanrenterghem, M.D., Ph.D., Pierre Daloze, M.D.,

and Philip F. Halloran, M.D., Ph.D., for the ELITE-Symphony Study*

N EnglJ Med 2007;357:2562-75.

Currently more than 80% of the patients after kidney transplantation are treated with low
dose tacrolimus + MMF/MPA + steroids.
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LONG TERM OUTCOME DID NOT IMPROVE

Average eGFR at 1 year post-kidneytransplanthasremained
essentially unchanged for both deceased donor kidneytransplant

and living donor kidney transplantrecipients
between 2001 and 2013.

American Journal of Transplantation 2017; XX: 1-9

Average eGFR at 1 year post-KT (ml/min per 1.73m?)
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Transplant Year

Yihung Huang et al. JASN 2017;28:2498-2510

Renal Allograft Histology at 10 Years After
Transplantation in the Tacrolimus Era: Evidence of
Pervasive Chronic Injury

M. D. Stegall’*, L. D. Cornell?, W. D. Park’,
B. H. Smith® and F. G. Cosio*

Almost all renal allografts sustained major histologic
injury by 10 years after transplantation.

Much damage appeared non-immunologic,
suggesting that new approaches are needed to
decrease late injury.
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»Transplantationin TRANSFORMation“

Country (Patients)

TRANSFORP

Brasil (86)

Columbia (22) I
b

Mexico(2)

Germany (168)
Spain (159)

Country (Patients) "
Italy (93) Turkey (24)

oL e
Belgium (56) Kingdom of Saudi ]
DR e

Sweden (38)

Kuwait (6)
Slovakia(35)

Czech Republic(30)

india (38)
Greece (24)

Essen (100)
Hamburg (64)
Heidelberg (61)
Dresden (57)
Minster (46)
Hannover (27)
Berlin (25)
Frankfurt (16)
Bochum (16)
Erlangen (16)
Aachen (13)
Kiel(11)
Tubingen (9)
Freiburg(9)
Mainz (3)

Alm

Propaftional contribution by country

Philippines (29)
Portugal (19) —
Tawan(23) Sites 186 27
| gz Countries 42 2
Slovenia(9) Singapore (5) «Germany = France
Patients 2037 612
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Immunsuppression

Der ,sensibilisierte Patient” zur Nierentransplantation

ABMR prognostic score

iBox

http://www.paristransplantgroup.org/

https://clinicaltrials.gov/ct2/show/NCT03474003
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de novo DSA: nach 5 Jahren 7%
nach 10 Jahren 20% (- 40%)

5 Jahre nach de novo DSA:
40% Transplantatverlust

Leukocyte

/ﬁsn-"g 1H s Intravascular

space

Valenzuela NM, Reed EF. J Clin Invest. 2017 Jun 30;127(7):2492-2504.
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Kaskade der AbstoBung nach Nierentransplantation

treatment X :
: for TCMR : treatment
: : for ABMR

GFR and Associated
Clinical Events

de novo DSA

AB:I\AR-associated transcripts

ir\jury—ésmc]ated transcripts

Molecular Events
in Tissue

i TCMR-associated transcripts

Haas M. Am J Transplant. 2018 Dec;18(12):2849-2856.
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Summary of 2017 FDA Public Workshop:
Antibody-mediated Rejection in

Kidney Transplantation

Ergun Velidedeoglu. MD,! Marc W. Cavaillé-Coll, MD, PhD," Shukal Bala, PhD,’ Ozlem A. Belen, MD, MPH,’
Yan Wang, PhD,” and Renata Albrecht, MD'

Abstract. Despite major advances in understanding the pathophysiology of antbody-mediated rejection (AMR); prevention, di-
agnosis and treatment remain unmet medica needs. It appears that early T cel-mediated rejection, de novo donor-specific anti-
body (dnDSA) formation and AMR result from patient or physician inftiated suboptimal immunosuppression, and represent
landmarks in an ongaing process rather than separate events. On April 12 and 13, 2017, the Food and Drug Administration spon-
sored a public workshop on AMR in kidney transplantation to discuss new advances, importance of immunosuppressive medication
nonadherence in dnDSA formation, associations between AMR, cellular rejection, changes in glomerular fittration rate, and challenges
of clinical trial design for the prevention and treatment of AMR. Key messages from the workshop are included in this summary. Dis-
finction between type 1 (due to preexisting DSA) and type 2 (due to dnDSA) phenotypes of AMR needs to be considered in patient
management and clinical trial design. Standardization and more widespread adoption of routine posttransplant DSA monitoring may
pemit imely diagnosis and understanding of the natural course of type 2 and chronic AMR. Clinical tral design, espedcially as related
to type 2 and chronic AMR, has specific challenges, including the high prevalence of nonadherence inthe population at risk, indolent
neture of the process until the appearance of graft dysfunction, and the absence of accepted surrogate endpoints. Other challenges
include sample size and study duration, which could be mitigated by enrichment strategies.

(Transplantation 2018;102: e257-e264) /
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The Treatment of Antibody-Mediated Rejection in
Kidney Transplantation: An Updated Systematic

Review and Meta-Analysis

Susan S. Wan, MMed (Ciin Epi), FRACP2 Tracey D. Ying, MMed (Ciin Epi), FRACP,'2
Kate Wybumn, FRACP, PhD,' 2 Darren M. Roberts, FRACP, PhD,%* Melanie Wyld, MBA, MPH, '3
and Steven J. Chadban, FRACP, PhD'?

P

Background. Cument freaiments for antibody-mediated rejection (AMR) in kidney transplaniation are based on low-guality data
from a small number of controlled trials. Novel agents targeting B cells, plasma cells, and the complement system have featuredin
recent studies of AMR. Methods. We conducted a systematic review and meta-analysis of controled frials in kidney transplant
recipients using Medine, EMBASE, and CENTRAL from inception to February 201 7. Results. Of 14 380 citations, we identified
21 studies, including 10 randomized controlled trials, involving 751 participants. Since the last systematic review conducted in
2011, we found nine additional studies evaluating plasmapheresis + intravenous immunoglobulin (MIG) {twa), rituximab (two),
bortezomib (twa), C1 inhibitor {two), and eculizumab (one). Risk of bias was serious or unclear overall and evidence quality was
low for the majority of treatment strategies. Sufficient RCTs for pooled analysis were available only for antibody removal,
and here there was no significant difference between groups for graft survival (HR 0.76; 95% Cl 0.35-1.63; P= 0.475). Stud-
ies showed important heterogeneity in treatments, definition of AMR, quality, and follow-up. Plasmapheresis and MG were used
as standard-of-care in recent studies, and to this combination, rituximab seemed to add little or no benefit. Insufficient data are
available to assess the efficacy of bortezomib and complement inhibitors. Conclusion. Newer studies evaluating rituximab
showed little or no difference to early graft survival, and the efficacy of bortezomib and complement inhibitors for the treatment
of AMR remains unclear. Despite the evidence uncertainty, plasmapheresis and MG have become standard-of-care for the treat-
ment of acute AMR.

(Transplantation 2018;102: 557-568) /,




Risikobeurteilung:

Therapie der akuten ABMR:

Plasmapherese: 5 — 7 Behandlungen
lvig: 1-2 g/ kg KG

Frequenz? (alle 3-4 Wochen)
Steroidboli:

ATG: Complement — Inhibition
Rituximab:
IL-6 Rezeptor-Blocker/
Tac: 6-10 ng/ mL Antikorper
MMF/ MPA: ausdosiert
Leukopenie, Infekte IdeS

Steroide: 5-10 mg taglich



€ Risikobeurteilung:

HAMBURG

HLA Class II-Triggered Signaling Cascades Cause
Endothelial Cell Proliferation and Migration: Relevance to
Antibody-Mediated Transplant Rejection

/ﬂ—‘_\

E Anti-HLA |1l Ab
HLA class Il

— el i G 77 C Membrane—~~
L ]

PI3K pB5Yss | &
PI3K
\ -
‘ .

Ser"’:" { Th

mTORC2

55 Thriee &  Thré2142s l ERKThr202/Tyr204
SeL YK § «— (ERK.
9 o I M) B\
Serzozas § l
[ ]
l S6RP
v

Protein translation/Cell proliferation/Cell migration

—» Activation pathway
----| Feedback Loop

Yi-Ping Jin et al. J Immunol 2018;200:2372-2390
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activation

HAMBURG
Autoantibodies
(Anti-LG3, Anti-
AT1R, Anti-
non-HLA Antikﬁrper apoptotic cells)
Auto — Antikorper | e

Auto-antigen Increased
exposure/ severity of

Autoantibody vascular

recruitment — rejection

Leukocyte

Ischemia infiltration
reperfusion injury/
Alloimmune attack

Kidney
transplantation

Vascular/ Release of apoptotic Autoantibody
Vascular injury endothelial exosome-like production

or apoptosis vesicles (anti-LG3,
Renal ischemia/ ANA)

reperfusion JASN

Héloise Cardinal et al. JASN 2017;28:400-406
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CMV Infektionen (2'

Vl rus | nfe ktiO nen Signifikant weniger CMV Infektionen unter EVR-basierter Behandlung

P<0.01
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Adhéarenz

Telemedizin

Telemedizin - Herausforderungen und Perspektiven in
Transplantationsmedizin

== ]

Prof. Dr. P. Pisarski
Universitatsklinikum Freiburg
Transplantationszentrum

1 @ | Universitatakiniku |
S8l W Hamburg-Eppendort



(Immunologische) Risikobeurteilung:
Der Schliissel zur (individuell) angepassten
Immunsuppression nach Nierentransplantation

Carpe diem—Time to transition from empiric to
precision medicine in kidney transplantation

Wiebe C, Ho J, Gibson IW, Rush DN, Nickerson PW. Am J Transplant. 2018 Jul;18(7):1615-1625.



Risikobeurteilung:

What are the best immunosuppression targets for the patient in front of me?

How aggressively can | decrease the immunosuppression in a patient with
BK virus nephropathy without causing a rejection?

Can | minimize the immunosuppression in a patient who has been stable for
months or years?

Wiebe C, Ho J, Gibson IW, Rush DN, Nickerson PW. Am J Transplant. 2018 Jul;18(7):1615-1625.



€ Risikobeurteilung:

HAMBURG

Immunsuppressiva

Rekurrenz Grunderkrankung
Infektionen

Humorale AbstoRung Environment

Subklinische AbstoRung | Bluthochdruck

Akute AbstolRung Diabetes

Nierenmasse Mikrobiom

Fettstoffwechselstérung

Organqualitat

Bewegung - Ernahrung
Zeitpunkt der

Transplantation Patientenzuverlassigkeit

Grunderkrankung Zusammenarbeit: Zuweiser - Zentrum
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