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INDICATION FOR THE STEROID THERAPY FOR ACUTE REJECTION
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From the Department of Urology, Kanazawa Medical University

Between January 1, 1986 and March 31, 1997, 103 kidney transplantations were performed at our
institution. Seventy-nine grafts were from living related donors; one was from a living unrelated
donor ; 23 were from cadaveric donors. Basic immunosuppression consisted of cyclosporin (CYA),
azathioprine (AZ) and methylprednisolone (MP). Twenty of these grafts (14.9%) developed steroid
resistant rejection (SRR). The 5-year graft survival rate of patients with SRR (57.9%) was lower than
that with no rejection (92.9%) and steroid responded rejection (85.6%). (p=0.002) Treatment
methods of SRR were methylprednisolone pulse (n=35), plasma exchange (n=7) and others (n=28)
such as, OKT 3, 15-deoxyspergualin, anti-thymocyte globulin, Tacrolimus rescue and cyclosporin
rescue. No significant differences could be seen on the 5-year graft survival between the 3 groups.

We reviewed 9 episodes of acute rejection, and compared the Banff classification with the degree of
reversibility of rejection. Of the 9 biopsies examined, 5 were classified as borderline change, 2 had
mild rejection (grade I), 2 had moderate rejection (grade II), 1 had severe rejection (grade III).
Complete reversal of rejection by steroids was observed in only 3 patients ; 2 were borderline and one

was grade IL

(Acta Urol. Jpn. 44: 359-363, 1998)
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Table 1. Clinical characteristics of patients

No. of patients 103

Age (range) 32 (12-53)

Sex (male/female) 68/35

Graft source (%)
Living related donor 79 (77.7%)
1 (1.0%)

23 (21.3%)

Living unrelated donor
Cadaveric donor

HLA match
Living related donor 3/71
(identical/haploidentical)
Living unrelated donor 2/0
(DR/AB)

Cadaveric donor 1.7£0.5/1.9%1.1

(DR/AB) (mean+SD)

D776, EAIEMBEEMO 161id DR 2°2 0@ 4 L
Tw/:. BAEETIEIDR BLU AB#AESENE
NFH1.7£0.5L1.9£1.1TH - 7z.
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azathioprine (AZ & B&) 3 X UF metylprednisolone
(MP &) D=ZFHAELHV:. EREBETIE
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Fig. 1. Protocol of basic immunosuppression in living related renal trans-

plantation

Table 2. Diagnostic criteria of acute rejection
episode

1. Graft tenderness or swelling
2. Pyrexia

3. Oligulia, decreasing urine output and Na excretion
or weight gain >O.% kg

4. Rising creatinine of approximetely 20% or more
than 0.2 mg/dl

5. Response to course of i.v. methylprednisolone
at least 3 positive criteria

6. Increasing urine FDP level

7. Decreasing renal allograft blood flow on RI
angiograpy and/or doppler ultrasonography

8. Renal allograft biopsy

(Fig. 1) CYA 3472 HRIA 5 8 mg/kg THARE L
7o, WS H DA 3Img/kg DERNZS & L, #itkid
8 mg/kg 2> H# L72. AZ IXFH 3 BRiA S 50 mg
MARE L, BIFEA & L CEEREREA T E L2 & 052
B 5, mizoribine (MZ &#) 75 mg IZZEE L
7z. MP %, FHEHD 500 mg S #im L7z, Bk
ERMEOBEIE, CYA EFHLYEH» S Smg/kg O
#FIRAKS, 2B E»0ARE L, MEZ LT F=
VAT 3.0mg/dl DT IC% - 7-BE AT, AREBIE
D7 ra-VEHEE L. AZ ZFEHLBAHS 5
mg AfRE L, BEA DS % & 13 MZ 100 mg 1%
Bl MP i3, A4KERBEDBELRBLE L.
ARBBREOGED CYA DBIE 7 71Ei1%, B
% 4 A A% 100~ 170 ng/ml, X 2B A 50~ 150
ng/ml, % DR 4 BEHS30~100 ng/ml, LAtk 30~
50ng/ml & L7z, FEAERMETIZ, ATN O#EIIZ
40~100ng/ml 22> ha— L7z,
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4) REIEMERE DG
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(LAF PE &BE) #HEfT L7, OKT3 OiB%I, 5
B1iZ OKT3 % 5mg/day TI0H %5 L7-. tacroli-
mus (FK506 & %) rescue therapy @ 1%lik, CYA
ZHIkf% 0.015 mg/kg DHER% 1285 EI1232 5 L 72,
CYA rescue therapy @ 1 #i3, 3 mg/kg DHIIR% 4
mg/kg (Z3 & L 72. antithymocyte globulin (M F
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Fig. 2. Graft survival according to status of
response after steroid pulse therary
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Table 3. Treatment methods of
steroid resistant rejection

Method No. of Pt.
Methylprednisolone 5
Plasma exchange 7
OKT3 3
Plasma exchange+OKT3 1
OKT3+FK rescue 1
CYA rescue 1
ATG 1
DSG 1
%
100 _ﬁ:
OKT3 etc (n=8)
50 - L e (n=7)
————— MP(n=5)
0 T T v T —
0 1 2 3 4 Syears

Fig. 3. Graft survival according to treatment
mathods of steroid resistant rejection
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19.4% 752704 FIEHICHEILL7- SRR LEZ Hh
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3) MP pulse therapy D#IRFIAEEE (Fig. 2)
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FAEEZERIE, ZREFNI0%, 100%, 69.6%, 54FE4
EFFRIX, ThEN92.9%, 85.6%, 57.9% T, 3 HEM
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4) SRR DEHEHESR (Table 3)

SRR DEEIC MP % S SIER L7 56 Tid PD
A361 (60.0%), graft loss 226 (40.0%) Th -
7z. PE #4757 761i%, PR »55% (71.4%), PD
& graftloss 251 19" D (14.3%) TdH-7-. OKT3
A L7360k, CR #5261, graft loss 451 6] T
Ho7z. PE & OKT3 % L7 1 id graft loss,
OKT3 & FK506 rescue therapy # 17 7= 141 (&
PD, CYA rescue therapy ® 1 #lix PR, ATG ® 1
Bl graft loss, DSG @ 1flix PD Tdh - 7-.

5) SRR DiEHFERIAEER (Fig. 3)

SRR DIGFEFEIZ MP %R L/-# (560), PE
YITo 708 (76)), ZOMB LVER LR L8
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EEFIL, FNEN60.0%, 75.0%, 60.0%, 544
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Table 4. Correlation between histologic grading of rejection and outcome

Rejection reversibility Borderline Grade I Grade II Grade III Total
CR gMP,MP 0 |MP 0 3
PR gCYA,OKTS3 0 0 0 9
PD 0 gOKT3,DSG 0 0 9
Graft loss |ATG 0 0 |MP 9
Total 5 2 1 1 9
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Table 5. Complications in patients treated
with methylprednisolone

Complication No. of Pt.

Infectious disease 42

Virus (CMV 7, Adeno 6, Herpes zoster 23
5, Herpes simplex 1, HCV 4)

Bacteria 14
Tuberculosis
Mycosis

Cataract

DM

Mental disorder

Aseptic epiphyseal necrosis

N W » O O N W

Gastric ulcer

6) Banff 788 L IGEF R (Table 4)

boderline i 5 %), 2%l MP OffH T CR &7
D, CYA & OKT3 #fERH L7-#hZh 163 PR,
ATG %R L72 1 B15% graft loss & 7% -7z, grade I
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grade III (X 1T, MP % L 72 2°
graft loss &7 o7z,
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Bl, &ERH 3B, BRBEN26TH 72 MIcEHA
B9, HERS 6B, HERSE 46, EBEMEEER
W36, BiBES28ITH 7.
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5IEFREIC OKT3 2T 52 L THBMREHIT
TWATEHEIEIOND. TOZEDnL, GREBHR
¥HITHICIIATOA FOREBREDRF & FHITH
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