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Risk Factors for Development of Posttransplant Diabetes Mellitus
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Abstract; [Objective] To investigate the risk factors for post transplant diabetes mellitus (PTDM) undergoing
renal transplant recipients. [Methods] Clinical data of 237 patients undergoing renal transplant from January 2002
to July 2006 were retrospectively analyzed. All patients were divided into 2 groups: PTDM group (22 cases) and
control group (215 cases). Variables were analyzed using T-test and chi-square analysis methods. Logistic
regression analysis was done to rank the relative risk of potential variables and calculate the 95% CI. [Results]
Twenty-two (9.3%) PTDM patients were diagnosed, among which 12 cases had their onsets within the first year
posttransplant. Cumulative incidence of PTDM at the first and the third year postransplant were 5.1% and 6.8%,
respectively. Univariate and Logistic regression analysis revealed that the risk factors for PTDM were identified as:
age over 40 years (RR = 1.08; 95% CI 1.02 ~ 1.14; P = 0.007), acute rejection episodes (RR = 26.9; 95% CI
5.61~ 129.8; P < 0.001) and cumulative dosage of steroids (RR = 1.54; 95% CI 1.21 ~ 1.96; P < 0.001).
[ Conclusions] PTDM is a common allograftic complication in the renal transplant recipients. Age over 40 years,

rejection and subsequent increase of cumulative dosage of steroids were independent risk factors for the development

of PTDM. The relationship between acute rejection and PTDM deserves further investigation in order to learn more
about the role that inflammatory mechanisms may play in this association.
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Table 1 Univariate analysis identifying post-transplant
- factors that predispose to the development of PDTM

Variables PTDM Without PTDM P value

Age > 40 at the time 53.7x11.0 48.7+8.3 0.08
of transplantation(y)

BMI 1(kg/m?) 23.743.4 22.9+1.9 0.1

Graft rejection=1, 17(71.3%)  76(35.3%) 0.009

episodes(%)

Dosage of Steroids(mg) 11.9x1.6 10.1+1.9 0.000

PDTM: post transplant diabetes mellitus; BMI 1: body mass

index at the first year post—transplant
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Table 2 Multivariate analysis identifying post-transplantation factors that predispose to the development of PDTM

B S Wald P RR 95% CI
Age > 40 0.077 0.028 7.400 0.007 1.080 (1.022,1.142)
Rejection episodes 3.295 0.801 16.900 0.000 26.927 (5.607,129.758)
Dosage of Steroids 0.434 0.124 12.290 0.000 1.544 (1.211,1.968)
Constant -12.021 2.176 30.521 0.000 0.000

PDTM: post transplant diabetes mellitus
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