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Background: New onset diabetes is a common complication after kidney transplantation. However, the clinical course of
post-transplant diabetes mellitus (PTDM) remains unclear. The aim of the present study is to analyze the natural courses

and risk factors of PTDM according to the time of onset.

Methods: A total of 216 consecutive kidney transplant recipients were enrolled and patient medical records were investigated
retrospectively. PTDM was defined as glucose =126mg without previous diabetic history. Patients were classified according
to the onset (12 months): early PTDM (E-PTDM) and late PTDM (L-PTDM).

Results: PTDM was observed in 34 (17.4%) patients. The number of E-PTDM and L-PTDM patients was 17 and 17. Compared
with normoglycemic patients, the PTDM group was older and showed higher pre-transplant HbA1c level. The use of tacroli-
mus was associated with the development of E-PTDM (OR=4.87, 1.71~13.8 in 95% Cl) but not L-PTDM (OR=0.34, 0.04~2.70

in 95% Cl)

Conclusions: The development of E-PTDM and L-PTDM may have different risk factors. It will be important to choose different

therapeutic strategy according to the onset of PTDM,
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Table 1. Baseline clinical characteristics in Non-PTDM vs. PTDM

Non-PTDM

(6=161) PIDM (n=34) P
Age (years)* 46.1%£9.0 51.6£8.7 0.001
Month (F/U)* 90+51.1 97.5+64.4 NS
Donor age (years)* 35.2%12.9 35.9£11.9 NS
Insulin (microIU/mL)* 10.4%11.4 98%+11.5 NS
HbAlc (%)* 5.6£0.9 63+1.4 0016
Cholesterol (mmol/L)* 186+35.9 181.2+34.8 NS
HLA match (A,B)* 1.4%1.0 1.6+0.9 NS
HLA match (DR)* 0.9%0.5 0.9%0.4 NS
Postop BP* 133.1t14.4 130.1*x14.5 NS
Preop BMI (kg/m’)* 20.7+2.2 22331 0.049
Postop BMI (kg/m’)* 21.9%2.4 229%33  0.049
Sex (M/F)T 94/67 23/11 NS

(58.4%/41,6%)  (67.6%/32.4%)

IL-2 Ab use' 52 (32.3%) 10 (29.4%) NS
Tacrolimus use " 24 (14.9%) 9 (265%) NS
Acute rejection” 40 (24.8%) 9 (26.5%) NS
Donor type 71/44/46 14/9/11 NS
(LR/LUR/D) '

*Data are n (%); TData are means*SD unless otherwise indicated,
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Table 2. Clinical characteristics of different courses of PTDM at
1 year posttranplant

E-PTDM L-PTDM

(n=17) w1y L
Age (years) " 49.4+7.8 539492 NS
Sex (M/F)* 10/7 13/4 NS
(58.8%/41.2%) (76.5%/23,5%)

Month (F/U) " 62.1+57.3  133.1+511 NS
Donor type (LR/LUR/D) 8/3/6 6/6/5 NS
Acute rejection 5 (29.4%) 4 (23.5%) NS
Tacrolimus use 8 (47.1%) 1(5.9%)  0.017
IL-2 Ab use 8 (47.1%) 2 (11.2%) NS
HbAlc (>6) 6 (42.9%) 10 (76.9%) NS
Cholesterol (>200) 5 (29.4%) 5 (29.4%) NS
HLA match (A,B) NS
0 2 3

1 8 0

2 3 13

3 3 1

4 1 0

HLA match (DR) NS
0 2 3

1 14 13

2 1 1
Uncontrolled HTN 7 3 NS
BMI change (>10%) 8 (47.1%) 9 (52.9%) NS

*Data are n (%); TData are Means=SD unless otherwise indicated.
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Table 3. Risk factors associated with overall PTDM development

Risk factors Odds ratio I O5%)

Lower  Upper
Recipient age (>50) 0.989 0.410 2.387 0.980
Tacrolimus use 1.470 0.562 3.850  0.433
HbAlc (>06) 6.90 2.663 17.877 0.000
BMI change (> 10%) 1.862 0.820 4.224 0,137

Table 4. Risk factors associated with the E-PTDM development

CI (95%)

Risk factors Odds ratio P
Lower  Upper
Recipient age (>50) 1.105 0.340 3597  0.868
Tacrolimus use 4,143 1.380 12.443 0.011
HbAlc (>06) 1.548 0.778 11.095 0.112
BMI change (> 10%) 0.044 0.528  4.540 0.426

Table 5. Risk factors associated with L-PTDM development

CI (95%)
Risk factors Odds ratio P
Lower  upper
Recipient age (>50) 0900  0.257 3.134  0.870
Tacrolimus use 0.150 0.017 1.358 0.092
HbAlc (>06) 16,035 4373 58.792  0.000
BMI change (>10%) 2,103 0.670  6.5399  0.203
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