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OBJECTIVES METHODS

- Aim_: To evaluate in IgAGN de novo or recurrent in KT the results of the steroid-based
protocol of treatment proposed by Pozz1 (The Lancet 1999).

- Population: 1948 KT in 1922 recipients over 17 years ( January 1995-December 2012).
1098 biopsies were performed for cause: increase 1n serum creatinine >30% or mcrease 1n

| | protemnuria >0,5 g/day.

kidney, PO_ZZI cl al_‘ ha_ve proposed a - In 75/1098 biopsies (6.8%) the histological diagnosis was IgAGN: 23 recurrence GN, 7 de
therapy with steroids 1v and oral for 6 novo GN, 45 GN of an uncertain attribution (ESRD or unknown dignosis in native kidney).

months with fjavoumble results on long - The treatment was performed 1n 18 patients (one patient perfomed the steroid course twice)
term.In KT with IgAGN recurrent or de starting 1n July 2007 as described in Table 1

novo no therapeutic regimen has been - Treatment: methylprednisolone intravenously 500 mg/day for three consecutive
apporved or sustained by numerous days repeated at month 3 and 5; oral prednisone at a dose of 0,5 mg/Kg every
favourable results. other day for 6 months)
-Indication: protemnuria (>1,5 g/day), crescents on kidney biopsy possibly associated with
Increasing serum creatinine.

[gAGN 1s the most common primary
glomerular disease. In KT, IgAGN can be
recurrent or de novo, leading to graft loss
in at least 5-10% of cases. In native

Male/Female 17/2 47/10
I | - ! paicns compleed th therapy without xperiencig an
native kidney disease * majOI' Side-effeCtS. They are all alive.
Chronic GN (no biopsy) 5/18 ( 27,7%) 14/57 (24,6%) - 2/18 cases graft loss occurred 1 and 3 years after the Pozzi
ESRD (of unknown origin) 6/18 ( 33,,3%) 15/57 ( 26,3%)
IgAGN 4118 ( 22.3 %) 18/57 ( 31.6%) course.
ADPKD 218 (5.5%) B 0% - Data of the 16 patients who are still in follow up are reported

in Table 2.

Urine Protein excretion (g/day) 2,2 +/-1,9 0,75+/-0,5

Steroid withdrawal pre-biopsy 8/18 ( 44,4%) 33/57 (57,8%)

Infections/Cardiovascular 0 0
events /Fractures

Follow up duration LUz s URPl Toc i Diabetes 1 b(transientin 3/5 patients)
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