Xpovia mopakoAouBnon
LLETOLOOYXEUMEVWV 0.00EVWV-
EmtutAoKec

[Aukeplo TooUKa
ErtipeAntpla B



My vedppou: n tdbavikn neBodoc
vrtokataotaonc tTg XNNTZ

Yo npoUmoBeoeLc...




Ertuthokec peta tn My vedpou

J Kapdiayyelakec erumAokec (unéptaon, SucAutdatuia,
ocakyapwdnc dtafning, kapdlayysloka cvupBapota)

J ALLOTOAOYLKEC SLATOPAXEC
d NeomAooleg
J AotpweéeLc

J MetaoAkec SLatapaxeg



Oavatoc HE AELITOUPYLKO HOOYEV AL

Infection (0,7x) —
— — Cardiac events

—

e ——
e ———
e ———

— 33X
| 1970 znc\>

Table 7. Causes of death for kidney transplants performed during
1970-1999 by transplant era (adapted from Howard et al. [102]).

Transplant era

Cause of

death 1970-1979 1980-1989 1990-1999
Infection 42.0 42.0 28

Cardiac 9.6 23.8 30.2
Meurologic 2.4 5.2 8.5

Cancer 1.2 5.2 13.2




Yreptoon
neta tn My




Factors Contributing to Hypertension After Transplant

Recipient Factors

® Pre-existing hypertension & left ventricu lar hypertrophy

@ Body mass index

& Mative kidney disease
Donor Factors

e Donorage

e Donor sex

® Donor hypertension
Transplant Factors

® Cold ischemia time

e Warm ischemia time

® Delayed transplant function
lmmunotherapy

e Corticosteroids

® Calcineurin inhibitors (cyclosporine = tacrolimus)
Transplant Dysfunction

® Acute rejection

e Antibody-mediated rejection

& Chronic allograft nephropathy

& T hrombotic microangiopathy

e Recurrent or de novo glomerular disease
Transplant Renal Artery Stenosis
Transplant obstruction

® Llreteric stenosis

e Lymphocele

Hypertension After Kidney Transplant. Am J Kidney Dis. 57(2):331-341.©2011



AJKD

Yrieptaon peta tn My

Mangray and Vella

VASOCONSTRICTION
Upregulates
"‘/‘/_‘,7 endothelin
ANGIOTENSIN I
—
ANGIOTENSIN |

Reduced GFR

F 1

Z " ZMAN S

REMIM
SUBSTRATE

ALDOSTEROME

POST RENAL
TRANSPLANT
HYPERTENSION

¥

SODIUM RETENSION

sympathetic Nervous System Activation

Calcineurin Inhibition

Inhibits
Mitric Oxide

VASODILATION
INHIBITION

|

STEROQIDS

Hypertension After Kidney Transplant. Am J Kidney Dis. 57(2):331-341.©2011



Chapter 16: Hypertension,
Dyslipidemias, Tobacco Use, and
Obesity

16.1: HYPERTENSION

16.1.1: We recommend measuring blood pressure at each clinic
visit. (1C)

: We suggest maintaining blood pressure at <130 mm Hg
ystollc and <80 mm Hg diastolic if 218 years of age, and <90t

16.1.3: To treat hypertension (Not Graded):

e use any class of antihypertensive agent;

e monitor closely for adverse effects and drug—drug interactions;
and

e whaoan 1irine nratein averotion >1 o/dav far >1Q vears nld and

WIICII Ull1iIcC PIU;CIII CALICUIVITL .4 s, “va 1Vl 4O y 19 VI Alluv
>600 mg/m2/24h for <18 years old, consider ACE-I r an ARB as
first-line therapy.




Oeparnela unteptaonc peta tn My

» AntwAeLla Bapouc
» MNepLopLopoOC AAOTOC
» 2UOTNUOATLKA AoKNoN

» Awodpornupdivee (CCB): evepyetikn dpaon otnv
aYYELOCOUOTIOON TOU Ttpooaywyou Twv CNI

» AvaotoAeic tou aéova PAA: aMEA,
ARB—- avtutpwTeivoupLkn, vedppo- Kal
KapOLOTIPOOTATEVUTLKA dpaon

» AloupNTLKA
» B-blockers
> Kevtplkwe Spwvta oe avBeKTIKN UTTEPTOON



LOL

[

AvoAutdatLpL



AvcAutdatuia peta tn My

e |oYupoc¢ mapayovtac ELPavionc
KapOLaYYELAKNC VOOOU.

o Kevtplkoc o taBoyeveTIKOC pOAOC TWV
OVOOOKOTOOTOATIKWY POPLLAKWV.

Tov mpwTto XPOovo peta tn My
80-90% TC> 200mg/d|I
90-97% LDL-C > 100mg/d|
35% TG > 200mg/d|




Napayovtec mou oxetilovtol e tn SucAutdolLuio pHeta
T My

YnepxoAnotepoAatpio YneptpyAukepldoapio

[evetikn tpodlabeon [evetikn tpodlabeon
HAwia AlaLtnTIKEC ouvnBeLeg
AlaLtnTIKEC ouvnBeLeC Noaxvoapkia
MNoaxvoopkia Mpwteivoupla
MpwTteivoupia Koptikootepoesldn
AlovpnTika, B-amOKAELOTEC Mammalian target-of-rapamycin
KOPTIKOGTEPOELSH inhibitors (sirolimus)
[ CNI (cyclosporine, Alyotepo ]
tacrolimus)

Mammalian target-of-rapamycin
inhibitors (sirolimus, everolimus)

Post-transplant dyslipidemia: Mechanisms, diagnosis and management. World J Tranplant. 2016
Mar 24; 6(1): 125-134.



Avtipetwriion tng SucAutdatpioc otn My

Dyslipidemia

TG=500 mg/dL with LDL <100
mg/dL

LDL 100-129 mg/fdL

LDL=130 mg/dL

TG=200 mg/dL and
non-HDL=130 mg/dL

\

Goal

TG<500 mg/dL

LDL< 100 mg/dL

LDL=100 mg/dL

Non-HDL <130
mgfdL

_J

Initiate

TLC

TLC

TLC + low-dose
statin { /,18)

TLC + low-dose
statin

InCrease

TLC + niacin

TLC + low-dose
statin (7, 18)

TLC + 50% max
dose statin

TLC + 50% max
do=e statin

Alternative

Fibrate or statin

Ezetimibe or niacin

Ezetimibe or niacin

Ezetimibe or niacin

TG = triglycerides; LDL = low-density lipoprotein; HDL = high-density lipoprotein; therapeutic lifestyle changes (TLC)
Mon-HDL: TC minus HDL (surrogate for increased remnant lipoproteins in the setting of high TG); max. = maximum. To
convert mg/dL to mmaol/L, multiply triglycerides by 0.001128, and cholesterol by 0.02586.

Dyslipidemia and its therapeutic challenges in renal transplantation. Am J Transplant.

2012 Aug;12(8):1975-82.



2oKXapwonNng
oLapnTng



A peta tn My

v 40% TWV LETOLHLOOXEVUEVWV EXOUV avtiotaon
oTnV LvoouAivn N ZA mou amattel Oeparela.

v ApvNnTLKA ETOpAON 0TN HOKPOXPOVLL
eTLBlLwon Tou HooYeVMOTOC.

v'2-3 popEg peyahUTePOG Kivouvog

'T"'7 I D | -

KOLp5lOLVVELOLKO ouupfapatoc.



Mapayovtec KvdUvou yila epdavion A PETA TN
MX

Mn TpomomnolRoLpoL Tpomomnolwjoiuol

MpoxwpnHeEVN NALKia MNoaxvooapkia

Adpoapepikavol Tpomnog (wNG

[evetikol apayovteg (HLA-B277?) MetaBoAlko cuvdpopo
MOAUKUOTLKH VOOOC loyeveic Aotpwéelc t.x. CMV, HCV
Mponyoupuevn duoavetia otn yYAukoln .x. CNI (tacrolimus > cyclosporine)
dtaPfntng kunong Koptikootepoeldn

Appev 50TNC Sirolimus

MTwHaTIKOS 60TNG Otela amoppudn

Tacrolimus: onpovtikd rieo dtantoyovo o€ oxeon HE tnv cyclosporine:
20% vs 4%

New-onset diabetes mellitus after kidney transplantation: Current status and future directions. World
J Diabetes. 2015 Apr 15; 6(3): 445-455



OEPATIEVTLKEC OTPOATNYLKEC YLOL TNV OVTLUETWTILON TOU
npwTtosudpaviiopevou 2A peta tn My

NpoAnyn

Avayvwplon Twv apoyoviwy Kivduvou mpLv aro tn My

Screening

Tpormormnoinon tou tpomnou (wnc (6latta, anwAeswa Bapouc, aoknon)
Melwon 1 anoduyrn TwV KOPTLKOCTEPOELOWV

ErmttAoyn CNI

15.1: SCREENING FOR NEW-ONSET DIABETES AFTER TRANSPLANTATION

15.1.1: We recommend screening all nondiabetic KTRs with fasting plasma glucose,
oral glucose tolerance testing, and/or HbA1lc (1C) at least:

o weekly for 4 weeks (2D);

e every 3 months for 1 year (2D); and
e annually, thereafter. (2D)

15.1.2: We suggest screening for NODAT ...._after starting or substantially increasing
the dose of CNIs, mTORi or corticosteroids. (2D)




OEPATIEVTLKEC OTPOATNYLKEC YLOL TNV OVTLUETWTILON TOU
npwTtosudpaviiopevou 2A peta tn My

AVTIpHETWTILON

Taxela pelwon n anooupon TwV KOPTLKOCTEPOELOWV

Switch amo tacrolimus o€ cyclosporine

Oeparmeia pe aAmo Tou oTOMATOC avTdLaBnTikd | WwoouAivn  cuvduaouo

Monitoring yLo. ETUTAOKEC

15.2.2: Consider targeting HbAlc 7.0-7.5%, and avoid targeting
HbA1c<6.0%, especially if hypoglycemic reactions are common.(Not
Graded)

15.2.3: We suggest that, in patients with diabetes, aspirin (65-100
mg/day) use for the primary prevention of CVD...




@ Kapdrayyetokn

VOOOC



Kapdlayyelaka voonuata

d>tedaviaio voooc

J Kapdlakn avenapkeLa

L Ayyeloko eykedaALKO €TtELOOOLO

d Nepldbeplkn aptnplomadeLa

J AveUpuopa kot SLaYwpLopoc aopTAC

JEv tw BaBel pAeBoBpOUPwWON KOL TTVEUUOVLKN
eUBOAN



Kapdlayyetakn voooc

neta tn My

H entimtwon tnc KopdlayyeLlaknc vooou atouc My

aoBeveic elvat uPnAn.

O eTtNolOC pUBUOC EpdAvVIONC VEWV

KapOLlayyeLaKWY CUUBANATWY

glvalt 3,5-5%, x50

VP NAOTEPOC OE OXEON UE TOV YEVIKO TTANBUGUO.

2touc 36 pnvec peta th My, 40% €xouv

eudavioel kapdlayyeloko cUUL

[ P KR A )7 N R
N OUKQOPT]LLKT] RA clVUL ETILON

Bapa.

c ouyvn, WdLaitepa

OTOUC NALKLWHEVOUC Kol SLafr

TLKOUC.



MNoaBoyevela TNC KapOLAYYELAKNC VOOOU HETA T MY

Decreased renal function
CNIs, rejection, infection, nephron mass ...

y " [ ‘ ;__- ".L_l-%
1 9 {

UV

Diabetes” > Graft V
' CNis, steroids |~ ! loss
Ve N [ ]

Hypertension

o - ' - | -Y_I 'I::N |
Uremic toxins Obesity* \ / 5,
inflammation Steroids ] [
proteinuria ' —- 4 Y l / ‘

- Y ERY U /N

|* Hyperhomocystenemia J 74 o - 3

“—= | Anemia**
MFA, Aza, mTORs

! . I ‘ Hyper/dyslipidemia |
Smoking - \ CNIg, mTOR, steroids
Age l

Transplant Internationa.l volume 23 (12) 1191-1204, SEP 2010




AvTilpeTWITIoN KopdLayyeLlokne vooou

» MpoAnyn TWV TPOTIOTIOLNCLUWV TIOPOAYOVTWV
Kwvduvou.

» TaKTLKO screening.

» EmiBetikn Bepareia.



ALUOTOAOYLKEC
ETILITAOKEC

Avouio

AEVUKOTIEVLQ

Opopupornevia
MoAvepuBparuia



[Toco ouyvn €lvat n avotpia peta tnv My
vEDPOU;

NMepinov 40%
(Hb < 13 for males, < 12 g/dl for females)

range 20-80%



Ma®oyeveTikol TapAYyoVvTEC NP AvVIoNC AVALULAC LETA

1. NpodiaBeoikoi mapayovtec
v’ ¢UNo Aijmten (O)

v 22n HETAPOOXELON

v nAwia 66tn, Afjrten > 60

2. ApECQ META TN LETANOOXEVON
v amwAELEC SLEYXELPNTLKA

v’ apoaiwon / urtepoykatpio

™ MY

3. Apyotepa

v’ EAOTTWMEVN TIAPOY WY
gpuBpormontivng (XNN)

v’ EN\ewpn obripou, puAiikov,B12

v' loyeveic Aotpwéelc (CMV, BKY,
Parvovirus)

v' AvoookataotolAr) (OKT3/ATG,
mTORis, azathioprine, MMF,
tacrolimus,) dAAa pappoako
(ACEi/ARB, ganciclovir,
trimethoprime)

v O&eldwTLKO stress/dAeypovn

v OUPOLULKO OLUOAUTIKO OUVSPOHO



Metapooxevon-XNN

70 ~

60 -
— 50 7
X
- 40 -
=
Q 30 A
=
L 20 A 15

10 - 2.5

O - — D
Stage 1-2 Stage 3 Stage 4 Stage 5

eGFR > 60 eGFR 30-59 eGFR 15-29 eGFR < 15

19,074 adult patients with a functioning kidney transplant at the end of 2005

UK Renal Registry Report 2006.



Ma®oyeveTikol TapAYyoVvTEC NP AvVIoNC AVALULAC LETA

1. NpodiaBeoikoi mapayovtec
v’ ¢UNo Aijmten (O)

v 22n HETAPOOXELON

v nAwia 66tn, Afjrten > 60

2. ApECQ META TN LETANOOXEVON
v amwAELEC SLEYXELPNTLKA

v’ apoaiwon / urtepoykatpio

™ MY

3. Apyotepa

v’ EAOTTWMEVN TIAPOY WY
gpuBpormontivng (XNN)

v’ EN\ewpn obripou, puAiikov,B12

v' loyeveic Aotpwéelc (CMV, BKY,
Parvovirus)

v' AvoookataotolAr) (OKT3/ATG,
mTORis, azathioprine, MMF,
tacrolimus,) dAAa pappoako
(ACEi/ARB, ganciclovir,
trimethoprime)

v O&eldwTLKO stress/dAeypovn

v OUPOLULKO OLUOAUTIKO OUVSPOHO



Oeparneia apatoAoyLkwy §/Xxwv HETA T
MX

22.2: Assess and treat anemia by removing underlying
causes whenever possible and using standard measures
applicable to CKD. (Not Graded)

22.3: For treatment of neutropenia and thrombocytopenia,
include treatment of underlying causes whenever possible.
(Not Graded)

22.4: We recommend using ACE-Is or ARBs for initial
treatment of erythrocytosis. (1C)

KDIGO clinical practice guidelines for the care of renal transplant recipients 2009



Faith Q

'HOPE =
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NeomAaolec peta tn My

» OL My acBeveic €xouv onuavtika vpnAotepo kivbuvo va
QVATITUEOUV KATTOLO VEOTIAQLOUOL OE OXEON LE TO YEVLKO
nAnBuaopo.

Fig. 1. Causes of death m the transplant sething [2].

18000

E Patients

S 16000 - n=190046
= 14000 /

2 12000 -

% 10000 - /

5 80007 Patients

E 6000 — expected

2 AD0DOD e

E 2000 — ’/,.-"'/ P

S e | | | |
0 2 4 6 8 10

Years

Fig. 2. Incidence of all types of malignant tumours m cadavenc
kidney reapients compared with the expected ncidence m the
general population [4] CTS K531 109-0206.

Nephrol Dial Transplant (2007) 22 [Supp! 1]: i4—i10



NeomAaoiec peta tn My

» OLvéol My daivetal va €xouv 15-30 dopéc peyautepo
KivOuvo epudavionc VEOTTAAOUATOC OE OXEON LLE TO YEVLKO
nANBuouo tNC WoLag nAkiog.

» AvtiBeta, otouc My aoBeveic > 65 eTtwv o kivéuvoc eivol
Sduthaoiog tou yevikoU mAnBuopou idlac nAtkiog.

» H mpoyvwon twv veomAaoLwy gival Ttwyn yLa Touc My Kat n
TTOPELA TWV OYKWV ETILOETIKOTEPN.

» O BeparmeuTikec emAoyEc teplopifovtal amo th My, tn XNN n
ouVVOONPOTNTEC.

Am J Transplant 2007; 7: 2140-2151.



[MoAAamAaoLOlGLOC KLVOUVOU

TUMo¢ veommAQOOTOG 2XEON ME TO YEVIKO MANOuouo
AkavBokuttapko Ca 6€ppatog x 100

Baowkokuttaplko Ca d€ppatoc x 10

Yapkwpo Kaposi x 400-500

MeAdvwpa X 3-8

Kapkivog mpwktou-atdoiou x 100

Non-Hodgkin Aépdwpa X 28-48

HmatokuttapLko KapKivwua x 20-38

Ca vedpou X 8-9




Mapayovteg KlvOUVOU yLaL TNV AVATTUEn
veortAaolog peta tn My

AVOCOKOTOOTAATLKAL
YynAec 600oELg

TUTTOC Kol apLlOpog
GOPUAKWY
AvTIAEUDOKUTTAPLKA
QVTIOWUOTA— OUENUEVOC

kivduvoc epdaviong PTLD,

KUPLWC armo B-kuttopa
Aldpkela

Xpnon avooOKATOOTOANC
mpLv tn My

» OykoyeVveic ol

» XNN

» KAOLlOOLKOL TTOPAYOVTEC
KwvoUvou

= Kamnviopo
= EkBeon otov nALo
" |oTOPLKO KaKoNBEeLaC

» KAnpovoulkotnta
» HAwia
» Appev dpUAO

AN P A . A
» Neukn PUAn



MNpoAnyn epdavionc veomAaolwy peta tTn My

JAentopepnc kat mpoodatoc
TIPOUETOLOOXEUTLKOC EAEYXOC

JEmaveAleyyoc peta tn My

JXuvepyaoia pe AAAEC ELOIKOTNTEC



Cancers after renal transplantation
Transplantation Reviews 22 (2008) 141

Table 2
Recommendations tor cancer screening 1n renal transplant populations

Cancer Recommendatons

Breast Annual or henmal mammography tor all
women older than 50 y
Women between 40 and 49 could stll
undergo screening, but there 15 no evidence
tor or against screemng at thas age

Colorectal Anmual FOBT and'or 5-yearly tlexible
sigmoidoscopy for mdmwviduals older
than 50 vy

Cervical Annual cytologie cervical cancer screenmg

and pelvic examinatwon once sexually active
Prostate Anmual DRE and PS A measurement 1n all
male renal transplant recipents older than
50 v
Hepatocellular o-Fetoprotein and ultmasonogrmaphy performed
6-monthly m high-nsk individuals, but there
15 no good-g ualﬁcvidcn:c contfrmation
skm Monthly self-skm examination
6—1.1 monthly total body skan exammation
by expert physicians and dermatologsts
Renal MNo firm recommendation
Some suggested regular ultmasonography

ot the native kdneys

FOBT indicates fecal occult blood testing; DRE, digntal rectal exammaton;
PS5 A, prostate-speahc anhgen.



Avoaotoleic Tou 2npatoc NMoAamnAactacpov (PSls)
(sirolimus, everolimus)

Smooth : : Vascular
T Lymphocyte Muscle Cell 4 Fibroblast, Malignant Cell Endothelial Cell
I
=

\ AVTLOYKOYEVETLKN KOLL
avtutoAamAaoctaotikn dpaon

%

G CELLULAR PROLIFERATION

1 Allograft 1 Allograft 1 Allograft 1 Tumor 1 Tumor
Rejection Vasculopathy Fibrosis Growth Angiogenesis



Clinical guidance on PSls in post-transplant
malignancies

Renal transplant recipient with diagnosed cancer

' '

Assess prognosis of cancer | Kaposi's sarcoma
|
Assess renal function and proteinuria l
Start PSI
¢ ! ¢ Stop CNI
Poor prognosis Not poor prognosis Recurrent ¥
Disseminate disease GFR > 40 ml/min* aggressive SCC K
Proteinuria < 800 mg/day* AZA/mycophenalate
l Maintain steroids
No change Start PSI L
of thera Stop/reduce CNI
Ry P Monitor disease
l If poor response consider
' high dose PSI

Minimize AZA/mycophenolate
Maintain steroids

AZA, azathioprine; CNI, calcineurin inhibitor; PSI, proliferation signal inhibitor; SCC,

squamous cell carcinoma.
Nephrol Dial Transplant (2007) 22 [Suppl 1]: i36-i41



-: " %

E S —— "
» wl e
PR L

LeTa tn My

IHesiration: Dan Smidh




|OLattepoTNTEC TWV AoLLWEE WV otn My

" H otayvwon Twv AOLUWEEWV OE LETOUOOYEVUEVOUC ElvaLl
duokoAoTepn.

e H KAWVLKN €lKOVA UTTOPEL va €XeL oéela Stadpoun N va
nopovoLalel aBopufn Kol ATUTIN TTOPELA LE ATTLAL
CUUTTTWHOTO N va €lval TapopoLa LE EKElvn TNE ofeloc
arnoppwdnc N va cuvuTtapyeL L' avtnv.

o Ta YapaKTNPLOTIKA TNC PAgyuovic (MupeToc, AsuKo-
KUTTAPWON) Umopel va Aelmouv.

" Ta aVTLULKPOBLOKA UTTOPEL VOL EXOUV ONUOVTLKI TOELKN

dpaon N va aAAnAeTdpoUV PUE TAL AVOCOKATOOTAATLKA.
" To paopa twv maboyovwv eival eupu.



KINAYNO2
NOIMQ=H2

ENIAHMIOAOTIIKH KATA2TAzH
EKOEZH ANOZOKATAZTOANHZ

-

AMNO TO AOTH
CMV, EBV, HBV, HCV, OEPATEIA
MukoBaktnpidia

ANO TO METABOAIKEZ
NOzOKOMEIO KATAZTAZEIZ

MRSA, EVTEPOKOKKOG NNO DO

ANO THN TEXNIKA
KOINOTHTA NMPOBAHMATA



The Timeline of Post-Transplant Infections

Donor-
Derived NOSOCOMIAL Activation of Latent Infections, COMMUNITY
TECHNICAL Relapsed, Residual, ACQUIRED
DONOR/RECIFIENT Opportunistic Infections

TRANSPLANTATION I

<.‘:: Future: SPECIFIC/NONSPECIFIC ASSESSMENT OF INFECTIOUS RISK ::,'>—
[ <4WEEKS | [ 1-6MONTHS | [ >6MONTHS |

Common Infections in Solid Organ Transplantation Recipients

Recipient-
Derived

Antimicrobial-resistant species:
« MRSA
«  WEE
« Candida species (non-
albicans)

Aspiration

Lirne Infection

Wound Infection

Anastamotic LeaksfIschemia

C. difficile colitis

Donor-Derived (Uncommon):
HSV, LCMV, rabies, West Nile

Reciplent-Dearived
[ealaniratinm):
Aspergillus, Pseudomonas

With PCP and antiviral (CMV,
HBV) Prophylaxis:

« B Polyomavirus

MNephropathy

« C. difficile colitis
Hepatitis C virus
Adenovirus, influenza
Cryptococcus neoformans
M. tuberculosis
Anastamatic complications

Without Prophylaxis Add:
Prieumocysiis

Herpesviruses (HSY, VIV, CHMV,
EBV)

Hapatitia B Jirmis

Likteria, Nocardia, Toxoplasma
Strongyloldes, Lelshmanla, T. cruzi

Community Acquired Pneumonia
Urinary Tract infection
Aspergiiius, Atyplcal moulds, Mucor
Species

Nocardia, Rhodococcus species
Late Viral:

«  CMV (Colitis/Retinitis)

+ Hepatitis (HBY, HCV)

* HSV enceghalitis

* Community acquired (SARS,
West Nile)

+ JC polyomavirus (PML)

Skin Cancer, Lymphoma (PTLD)




NOLLWEELC OUPOTIOLNTLKOU

v’ Elval oL Tiio ouvnBLopéveg BaktnpLlakeg AOLUWEELG Kot N TiLo
ouxvh attio Gram apv. Baktnplotpiog/onatulag oToug
LETOALLOOYEUMEVOUC.

v Ewc 80% twv MY aoBevwyv Ba epdavicouv UTI.

v’ YuvnBéotepa naboyova: E. coli, Ps. Aeruginosa,
Enterococcus, Klebsiella

v MBavwc emnpedlouv apvnNTLKA TNV EMLPLWON TOU
aoBevoug, eldLka OTav cupBaivouv TouC MPWTOUC 3 LAVEC.

v H Beparneia kateuBuvetal oo to moboyovo.

v Mpwipun rmuehovedpitida Tou HOoXEVL LATOC: SLAPKELQL
aywyne 2-6 eBdopadec.

v’ Exel ﬂpnn O QTIELKOVLOTLKOC €Agyyoc (v nepnyxoypa d.) LL

CT) KUOTEOOKOTINON N KOl oupo&uvauu«] LEAETN.

l



Acuurtwpatikn Baktnplouvpla
Old Habits Die Hard

¢ A\ev €xeL TEKUNPLWOEL oYEON TNC ME APVNTIKN
emidpaon otnVv eMLBLWON TOU HOOXEV LOTOC.

¢ Aev TEKUNPLWVETAL OPEANOC o TN XYopnynon
QVTLULKPOBLAKAC QY WYNC.

Coussement J. Nephrol Dial Transplant. 2014 Feb;29(2):260-2.



Nolpwén CMV

¢ Mpwtomnadnc Aoipwén CMV
— OpoapvNTLKOC ANMTNg — opoBETIKOC HOTNC

— Metadoon tou LU 0To AN\TITN KOl EVEPYOTIOLNGT) TOU HETA TN
LLETAOOXELON

— 40-50% eudavitouv vooo CMV. H mAetopndla €xeL Lopio
¢ Entavevepyornoinon Aoitpwéne CMV
— OpOoBETIKOC ANTITNG — 0POAPVNTLIKOC N 0POBETIKOC HOTNG

— Evepvonomon Tou evboyevouc CMV tou AATTn HETA TN
XO0PNynon AvOoOKATAUOTAATLKWY

— 10-15% epdavitouv vooo CMV (meplocotepolL av £XEL
xpnotporniotnBetl avtihepdokuttaplkn odatpivn). Mepimovu 1o
50% €xeL Lopia
¢ Enilloipwén CMV
— OpoBetikog ANmTng — opoBeTikog S0TNG
— Evepyormoinon tou Lov tou d0Ttn.



Nolpwén CMV n voooc CMV;

¢ Nolpwén CMV
— Opopetatponn pe epdavion IgM anti-CMV abs
— TetpamAaoclaopoc tithou IgG anti-CMV abs
— Avixveuon toupioc CMV e LOPLOKEC TEXVLKEC
— Avixveuon avtiyovou CMV og poAucpeva KUTTOpa
— KaAALEpyeLa Tou LoU amo GapuyyLlKa EMLYpiopata,
aipo n ovupa
¢ Noococ CMV
— Nolpwén CMV
— KAwiwka onpela kol cupmtwpoto



KAwikn elikova vooouvu CMV

» 20vOpopuo Aotpwdouc
LLOVOTTUPNVWONC
— Mupetocg
— Hnatitdba
— Nedpitda
— Aeukormevia — Bpopuformnevia

— Atumta Aepdokuttapa (oXETIKA
Alya 5-10%)

» Mveupovia

» [aotpeviepLkn tPooBoAn

— Avvatn n mpooBoAn 6Aou tou
[EX: EAKN OTOUATOC,
olcodayitida, yaotpitida,
KOALTLO QL

— Aldyvwon HE eVOOOKOTILKNA
glkOva + BoPla

» Hnatititda, naykpeatitida,
» EykedaAitida

» XoploapdtBAnotpocstditida:
oTavia

d O CMV npokaAel 0vooOKATOOTOAN Kol TTPOSLABETEL o€
deutepoyeveic AoLUwEELC.
1 H Aolpwén kaw n voococ CMV eival mapAayovtec Kivduvou yla
HELWMEVN eTIPlwon pooxev patoc.



Avtipetwriton CMV Aotpwénc

MpoduAaén Oeparela

» OL My aoBeveic (extoc amo tnv
neputtwon mou 60TNG Kot
ANTTNG Elval apvnTLKoL yia
CMV) npemet va AappBavouv
xnuewonpodpuAaén Ue p.o.
ganciclovir ] valganciclovir ywa
TOUAQXLOTOV 3 HAVEC LETA TN
My KoLl yLot 6 UrVvecg LETA amo
Beparmeia pe T-cell-depleting
antibody.

» OMol oL a.oBeveic pe coPapn
SNONTLKN VOO0 TIPETEL Val
Bepamnevovtal pe IV
ganciclovir pExpt va punv
QVLXVEVETAL O LOC.

» e aoBeveic pe Ama
oUMMTWHATOAOYlO Bepareia
elte pe IV ganciclovir eite pe
p.o. valganciclovir.

» H vedpikn Asttoupyla npemeL
va tapakoAouBeital oteva.



OOTLKN VOOOC
peta tn My




Ootikn voooc peta Ty vedppou

igh Turnove
Bone Dis. /
Poténtial Causes: /
. Hyperparathyroid
. Chronic allograft
‘nephropathy
. Preexisting |

osteodystr.ophy :

 Osteo-tl

. Hypophosphatemia

| Potential Causes:
/ . Bisphosphonate

' \ . mTOR inhibitors

- Potentia'l Causes: ;5 il
~Vitamin D deficiency \

Bone
Dis.

. Parathyroidectomy
. Steroid therapy
. Calcineurin
inhibitors

 malacia \ Low T

Osteoporosis

Osteitis

Osteonecrosis

Bone pain

Bone deformity

Fracture

)\ 4

Cardiovascular Dis.

Poor Allograft &
Patient OQutcomes




AVTILLETWTTILON TNC OOTLKAC VOOOU META TN MY

21.2.3: It is reasonable to manage these abnormalities (of serum calcium,
phosphorus and PTH) as for patients with CKD stages 3—5. (Not Graded)

21.6: In patients in the first 12 months after kidney transplant with eGFR
greater than approximately 30 mL/min/1.73 m2 and low BMD, we suggest
that treatment with vitamin D, calcitriol/alfacalcidiol, or bisphosphonates
be considered. (2D)

21.7: In patients with CKD stages 4-5T, we suggest that BMD testing not
be performed routinely, because BMD does not predict fracture risk as it
does in the general population and BMD does not predict the type of
kidney transplant bone disease. (2B)

21.8: In patients with CKD stages 4-5T with a known low BMD, we suggest
management as for patients with CKD stages 4-5 not on dialysis. (2C)







