
SYNERGY
2 0 1 7  T R A N S P L A N T  M E D I C I N E  R E P O R T

The kidney transplant process is composed of multiple phases, each of which is  

part of a synergetic program of care focused on a single, overall goal: the delivery 

of exceptional outcomes to patients, their families, and referring physicians.
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 Kidney Transplant Program 
Interim Surgical Director Justin 
Parekh, M.D., adds that the enhance-
ments to the donor aspects of the 
program help put patients at ease. 
“We’re ensuring that donors get the 
best possible care so their recipients 
can rest assured their loved one is 
not taking on any undue risk on 
their behalf."

First-in-Texas fellowship

 An additional development 
in the Kidney Transplant Program 
in 2017 was the opening of a 

transplant nephrology fellowship at 
UT Southwestern – the first in Texas. 
The one-year training program 
allows fellows to gain experience 
in the evaluation and management 
of living kidney donors and kidney 
transplant recipients and their 
potential complications. Training in 
transplant immunology, transplant 
pathology, renal imaging, biopsy, 
and infectious diseases is also em-
phasized, as well as understanding 
the principles of candidate selection 
for renal transplantation, including 
multi-organ transplants.

 Combined organ transplants 
– liver/kidney, heart/kidney, lung/
kidney – remain a strength of the 

Enhancements to donor care 
highlight Kidney Program’s 
efforts

 UT Southwestern’s Kidney 
Transplant Program continued to 
post strong results in 2017, with 55 
transplants performed throughout 
the year – the program’s second 
highest yearly total ever – while still 
recording excellent outcomes.

 The program’s biggest strides 
during the year were made on the 
donor side of transplant – specifi-
cally, a restructuring of the living do-
nor evaluation process that results 
in expedited workup for the donor. 
Some 36 percent of UT Southwest-
ern kidney transplants are now 
done with living donors.

 “We implemented an online 
health history questionnaire system, 
called BREEZE, where people 
considering donating a kidney 
can apply online and instantly get 
a response as to their eligibility 
based on 20 to 30 questions,” says 
Bekir Tanriover, M.D., M.P.H., Medical 
Director of the Kidney Transplant 
Program. “It streamlines the process 
and is so much easier for potential 
donors.”

 Dr. Tanriover also points to an 
enhancement in the way donors’ 
kidney function (glomerular filtra-
tion rate – GFR) is measured as 
another key development at  
UT Southwestern. “It’s called ‘plasma 
iohexol clearance,’ and only selected 
centers in the country are using it,” 
he says. “We inject a small amount 
of iohexol through an IV and then 
measure the levels via mass spec-
trometry to calculate GFR precisely.” 
Most centers, he says, rely on 24-
hour urine samples, which are not 
necessarily accurate and often need 
to be repeated.

 Accurate measurements are 
important, he notes, because “you 
need to know how much kidney 
function a donor is going to be 
left with and how much function a 
recipient is getting.”

Kidney Transplant Program, with 
three lung/kidney transplants per-
formed within the past year alone, 
along with five liver/kidney.

 Being part of an academic 
medical center and a robust 
solid-organ transplant program 
contributes to the kidney program’s 
ability to handle complicated alloca-
tion of multi-organ transplants, Dr. 
Tanriover notes.

 “If patients have kidney failure, 
we assess them and decide if they 
need a combined transplant or 
not,” he says. “If so, our synergistic 
approach enables us to expertly 
handle multi-organ procedures 
from start to finish.”

 Dr. Parekh echoes that thought. 
“Being part of an academic medical 
center and a collaborative trans-
plant effort is perhaps the greatest 
strength of our program,” he says. 
“This obviously includes combined 
organ transplants but also extends 
to patients with complex problems 
in other areas – neurologic, cardiac, 
immunologic, and endocrine, for ex-
ample. We can help those patients.”

Difference makers

 Aside from expertise, the 
Kidney Transplant Program offers 
something else not seen at every 
transplant center: personalized 
service.

 “In some transplant centers,  
patients are seeing a different  
provider each time they come to 
the clinic. That’s not the case at  
UT Southwestern,” Dr. Tanriover says. 
“Here, patients are assigned to one 
physician and they are followed by 
the same people throughout their 
surgery and care. That makes a real 
difference.”

 Personalized care extends 
to referring physicians as well, Dr. 
Tanriover adds. “It’s very easy for 
referring physicians to contact us. 
They have our numbers. Communi-
cation and knowing the details of a 
referred patient’s care are important 
to us."

A 45-year-old man presented with 

polycystic kidney disease (PKD) 

complicated by pain, hematuria, 

and early satiety.

 Originally diagnosed at age 30, 

the patient spent the next 15 years 

suffering progressive renal failure 

along with increasing abdomi-

nal pain and fatigue. His disease 

progressed to the point where his 

kidneys occupied most of his abdo-

men, taking up so much space he 

could barely eat.  

 With kidney failure on the 

horizon, the patient was able to 

leverage the strengths of UT South-

western’s PKD clinic – which guided 

the management of his symptoms 

and chronic kidney disease and 

provided genetic counseling to help 

him and his family – and then utilize 

the clinic’s close relationship to the 

UTSW Kidney Transplant Program. 

 Through multidisciplinary 

care and the generosity of his 

half-brother, UTSW was able to ar-

range for a living donor transplant. 

Careful testing proved the brother 

was an appropriate donor with no 

risk for PKD. The surgical team also 

consulted with the patient and his 

nephrologists and developed a 

plan that would address his renal 

failure and the terrible discomfort 

caused by his massive kidneys. In 

a single operation, the patient had 

successful living donor transplant 

and removal of his diseased kidneys. 

The patient left the hospital four 

days after surgery and has returned 

to an active lifestyle – working and 

running marathons.

 PKD is the result of a genetic 

mutation that can affect multiple 

family members. Early detection 

and management are critical. A true 

multidisciplinary approach can help 

patients by offering both medical 

management of the disease and 

surgical options that range from 

cyst removal to nephrectomy to 

transplantation. UTSW is leading 

the way in treatment of this disease, 

developing therapies to thwart the 

progression of PKD, thereby prevent-

ing renal failure and the need for 

surgical intervention.

Bekir Tanriover, M.D., M.P.H.
Medical Director

Justin Parekh, M.D.
Interim Surgical Director
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The practice of using combination induction and maintenance immunosuppressive agents  
to optimize post-transplant outcomes has become increasingly widespread.

 IL-2 receptor antagonist (IL2-RA) is recommended as a first-line agent for induction 
therapy in renal transplantation. However, this remains controversial in deceased donor renal 
transplantation (DDRT) maintained on tacrolimus (TAC)/mycophenolic acid (MPA) with or 
without steroids.

 We studied the 74,627 patients on the United Network for Organ Sharing Registry who  
received DDRT from 2000 to 2012 and who were maintained on TAC/MPA at hospital  
discharge to compare outcomes of IL2-RA and other induction agents. We initially divided the 
cohort into two groups on the basis of steroid use at the time of discharge: steroid (59,010) 
versus no steroid (15,617). 

 Each group was stratified into induction categories: IL2-RA, rabbit antithymocyte  
globulin (r-ATG), alemtuzumab, and no-induction. The main outcomes were incidence of 
acute rejection within the first year and overall graft failure post-transplantation.

 Acute rejection within the first year and overall graft failure within five years of transplan-
tation were more common in the no-induction category in the steroid group, and in the  
IL2-RA category in the no steroid group. Compared with IL2-RA, outcomes in the steroid 
group were similar among induction categories, except that acute rejection was significantly 
lower with r-ATG. In the no steroid group, compared with IL2-RA, odds of acute rejection  
with r-ATG and alemtuzumab were lower, and r-ATG was associated with better graft survival.

 In DDRT, compared with IL2-RA induction, no induction was associated with similar 
outcomes when TAC/MPA/steroids were used. r-ATG seems to offer better graft survival over 
IL2-RA in steroid avoidance protocols.

“I decided to  
become a living  
donor in honor 
of my father, who I 
lost in 2013 to kid-
ney failure. I called 
UT Southwestern 
and told them ‘I 
want to donate a 
kidney; you tell me 
who to give it to.’” 

Kidney 
Transplant 

Volume

2008 39
2009 29
2010 36
2011 31
2012 52
2013 35
2014 62
2015 53
2016 49
2017 55

R E S E A R C H  S P O T L I G H T

— Susana Margraf
 Kidney Transplant Donor
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To refer a patient to UT Southwestern for transplant,

call 877-391-1528 (Heart, Lung) or 

877-392-1528 (Kidney, Liver).

Answered 24/7 by a registered nurse. 

Solid Organ Transplant Program

Professional Office Building 2

5939 Harry Hines Blvd.

Suite 600

Dallas, Texas 75390

utswmed.org/transplant

UTSW Transplants by the Numbers

Heart transplants in the  
past five years (16th  
nationally in volume)

185

Lung transplants in the 
past five years (9th  
nationally in volume)

346

Percentage of kidney  
transplants in 2017 with  
living donors (highest in 
North Texas)

36%

Liver program compounded 
adjusted growth rate over  
the past 10 years (among  
the top 10 nationally)

13.5%


