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Immunosuppressants therapy must be guided by therapeutic drug monitoring (TDM) to prevent
rejection. Understanding and prevention of blood levels variabllity Is essential to the success of liver
and kidney transplantation. Our purpose was to evaluate TDM practices and factors associated with
stabilization in pediatric hepatic and renal transplantation.
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Retrospective study of pediatric patients with liver (LT; since 2007) or kidney transplant (KT; since
2002) In two university hospitals.

- I\/Iaterial & Main outcome: first-month percentage of tacrolimus (FK) and cyclosporin (CyA) therapeutic trough
levels (FK LT 10-15 ng/ml; KT 8-12 ng/ml / CyA KT 250-350 mcg/L).
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C—E MethOdS Statistical analysis: 30-days survival analysis (median survival in days (d) [CI95%]) of stabilization
) (defined as discharge from intensive care or hospital, or three-consecutive therapeutic trough levels)
— and univariate analysis of associated factors in LT with stabilization (log-rank test).
D
— . 1=19 Targetrange
D -
P S :: S
O Results : “
CD g - : A47% CyA % m 1 %
(D 100% FK 20 | ‘
3 - O_ | 1: e ‘ ‘ .
™ L = ur T e
< 2 ey Figure 1. Age (year) distribution of transplanted children Figure 2. Distribution of trough tacrolimus levels for
(D g S v 46 patients were included (figure 1) patients (n=27) one month after liver transplantation
| v Only 32% (LT; figure 2) and 41% (KT) of FK trough levels, and 22% (KT) of CyA trough
T T levels were In the range one month after tranplantation.
Time since transplant (days)
Figure 3. Discharge from intensive care 30-days survival analysis
S - v Discharge from intensive care and hospital occurred significantly later for LT month (8d
S (6;12) vs 3d (3;5) / 28d (25; no data) vs 11.5d (10;15), p<0.001) (figures 3,4) but
: f G, stabilization in terms of three-consecutive trough levels earlier) compared to KT (18d
. oy (15:27) vs not reached, p=0.04 (figure 5).
sl K'dnely s v Compared to FK levels, CyA levels were not stabilized in KT patients after one month
Co T:“plz(jy) > (not reached vs 20.5d [10; not available], p=0.02), but no difference was seen on
Figure 4. Discharge from hospital discharge.

 Liver Univariate analysis of associated factors with stabilization in LT
v Living donor transplant was significantly associated with an earlier discharge from

Intensive care (p=0.02). Age <30 years and transplant weight 2 291g were associated with a
trend to earlier discharge from hospital (p=0.048;resp. p=0.06). Metabolic disease and
A weight-ratio transplant/patient =2 0.03 were associated with an earlier stabilization of FK

Time since tansplant days) levels (p=0.01 resp. p=0.05).

Figure 5. Trough levels stabilization
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Immunosuppressant trough level variability was high in the first month after liver
Conclusion transplantation and in kidney patients receiving cyclosporin A. Associated factors
with an earlier stabilization in liver transplantation have to be confirmed In a larger
StUdy Ecole de Pharmacie

—— \'}: ea h p 17th Congress of the EAHP  PHCO022 E P G L
L sty

. Genéve — Lausanne
21-23 March 2012 - Milan, Italy Authors report no conflict of interest

http://pharmacie.hug-ge.ch/rd/posters.ntml

Hopitaux Universitaires de Geneve



