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BK Polyomavirus (BKPyV)

e 1971 yilinda Ureteral darligi olan bébrek nakil
hastasinin idrarindan izole edilmistir.

* Polyomaviridae ailesinden

 Cift sarmalli

e Zarfsiz, ikozahedral

* DNA virusu

* Tur spesifik

* 14 adet insan polyoma virus

circular dsDNA
(~S5kb)




BKPYV Genom

Y / — e Erken viral gen bolgesi (EVGR)
sTag |

* TAg ve tAg kodlayan, viral transformasyon ve
gen ifadesinin dizenlenmesinden sorumliu
duzenleyici proteinleri iceren bolgedir.

e Geg viral gen bolgesi (LVGR)

circular dSDNA VP3 * VP1, VP2 ve VP3'l ve yapisal olmayan ancak
(~5 kb) coklu diizenleyici 6zellikleri olan agnoproteini
kodlar.

e Kodlama yapmayan kontrol bolgesi (NCCR)

* Viral erken ve gec genlerin ekspresyonunu,
konakgi hiicrenin farklilasmasi ve aktivasyonu ile
uyumu duzenler.



BKPyV Yasam Dongusu

baglanma

2. Caveolae aracili endositozla giris

3. BKV/ICV endozomal asitlenme ve ER
ile fizyondan gecis.

4. ER’de kismen zarsiz virls haline gelir.

5. Kismen zarfsiz virls cekirdege girer.

6 & 7. EVGR cekirdekte transkripsiyonlanir
ve sitozolde translasyonlanir.

8 & 9. EVGR proteini ¢cekirdege girer ve viral
genom replikasyonunu baslatir.

1.A-(2,3) sialik asit veya gangliosidlere ...L,

BKPYV

13 & 14. Virion BKV/JCV ¢ekirdekten ve
plazma membranindan disari ¢ikar.

12. Replike viral genom, LGVR bir araya gelir.

10 & 11. LVGR ¢ekirdekte transkripsiyonlanir
ve sitozolde translasyonlanir.

Hussain I, et al. Virus Res. 2020;278:197860.



BKPyV-Epidemiyoloji

Seropozitiflik cografik bolgeye goére - % 40-100

Countries BK-seroprevalence (%)

England 83-91

:::;and 22 Ulkemizde % 78.5
Germany 71 (11-17 Ya$s grubunda % 89 )
Switzerland 82

Czech Republic 69

Maryland, United States 69-100

Australia 97

China 45

Japan 80.8

Iran 41.8 Us D, et al. Mikrobiyol Bul. 1991;25(2):173-177.

Us D. Enfekiyon Hast ve Mikr. 2017:151
Fakhriya A, et al. JONEST 2020,;20:127-150.




BKPyV Prevalans

2Il_i&k\ﬁnus De novo
Enfeksiyon

Reakfivasyon

(\ {\ {\ Zaman

Primer Epizodik Tr ansplanfasyon:

Enfeksiyon asemptomatik Ureterik Travma

(Cocuklukta) viral dokiinti immunsupresyon
Donér aracih de novo enfeksiyon

v’ Saglikh gebelerin %3,2’sinde 2. trimestir
sonu ve 3. trimestir basinda

v Immiinkompetan bireylerin %0 -20’sinde
v  Immiinsupresyonlu bireylerde %10-60
Coleman, D.V. J Infect Dis, 1980;42(1):1-8.

Knowles, W.A. Adv Exp Med Biol, 2006,577:19-45.
Nickeleit, V. N Engl J Med, 2000,;342(18):1309-15.



Bulasma Yolu

v'Solunum yolu
e Ust solunum yolu, tonsiller, waldeyer halkasi

v’ Oral-fekal - Kanalizasyon bulasi

v’ Kan transfiizyonu — Lokositler

v’ Transplasental -Fetus



BKPyV-Klinik

* Bobrek transplant alicilarinda
* Asemptomatik hematuri, kreatinin yuksekligi
* Nefropati (% 1-10)
e Uretral stenoz

* Allojenik hemapoietik kok hicre alicilari (HKHN)
* Hemorajik sistit (% 5-15)




Bobrek Nakli (BN)-BKPyV

Healthy PyVAN

Low urme BEKPyV n
)

Transplantasyon sonrasi (6 giin-5 yil)
10-13 ay

v High vel BXPYyV-coplication

+ Cytopathic danudation of tubular
epithedial colis

+  Interslitiad inflamreration

+  Interstitial fbross

+ Exhausted regeneration and
Tubstar atrophy




Hemapoietik Kok Hlcre Nakli-BKPyV
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Hemorajik Sistit



Hemapoietik Kok Hucre Nakli-BKPyV-HC

Conditioning/
immf:rnosuppression
allo-HSCT
— %5-15 oraninda
/ \
" Riskfactors
y \ e
Con#yit:non:ftgmm 4 CMI allows BKPyV mlate:iourmal
7 GVHD :' replication dl:pTxgg;s:ngﬂde :
_—\f 2 ECIL-6 asemptomatik hastada rutin tarama

onermiyor.

Klinik seyri akut ve kendini sinirlar, siddeti
degiskenlik gosterir.

Immune reconstitution
may exacerbate
bladder mucosal

damage




ECIL guidelines for the prevention, diagnosis and treatment of BK
polyomavirus-associated haemorrhagic cystitis in haematopoietic
stem cell transplant recipients

Simone Cesaro’*t, Tina Dalianis?, Christine Hanssen Rinaldo®*, Minna Koskenvuo®, Anna Pegoraro®,
Hermann Einsele®, Catherine Cordonnier’” and Hans H. Hirsch®®f on behalf of the 6th European Conference on

BKPyV-HC
Table 2. Triad of diagnostic criteria for BKPyV haemorrhagic cystitis

Criterion Definition

1 clinical symptoms/signs of cystitis, such as dysuria
and lower abdominal pain

2 haematuria grade 2 or higher

3 BKPyV viruria of >7 log,g copies/mL°

“Plasma viral loads of >3-4 log1o copies/mL are found in more than two-
thirds of episodes of BKPyV haemorrhagic cystitis.

J Antimicrob Chemother 2018;73;12-21.



Bobrek Nakli-BKPyVAN

6-12 hafta

Decoy Hiicreleri
%20-30

2-6 hafta

Nefropaﬁ Greft Kaybl

%0-10 7%0-5 .
8-12 hafta




BKPyV-DNAemia’ Biopsy-proven BKPyV-nephropathy®
sk factor Evidence level® Risk factor Evidence level®

factors Donor factors

Urinary BKPyV shedding Low, C Urinary BKPyV shedding Low, C
BKPyV genotypes and subgenotypes Very low, D BKPyV genotypes and subgenotypes Very low, D
BKPyV-seropositive antibody status (D*) if antibody Low, C BKPyV genotypes different from the Very low, D
levels are very high in living donors recipient (mismatching)
BKPyV genotypes different from the recipient Very low, D
(mismatching)

LVGR polymorphisms Very low, D
ecipient factors Recipient factors
Older recipient age Moderate, B Older recipient age Low, C
Male recipient sex Moderate, B Male recipient sex Low, C
BKPyV-seronegative recipient antibody status (R) if the
donor is BKPyV-seropositive D*
Low recipient neutralizing antibody” levels againstthe ~ VeryTow, D Low recipient neutralizing antibody levels®  Very low, D
donor BKPyV serotype against the donor BKPyV serotype
Previous kidney transplantation Low, C
HLA class | (absence of A2, B7, B8, B51, B44, B51, Very low, D
B13,CW7)
HLA class Il (DR15) Very low, D HLA-E*01:03 vs protective HLA-E*01:01 Very low, D
Interferon-y gene rs2435061 Very low, D
Younger pediatric recipient age Very low, D
Obstructive uropathy as primary renal disease of Very low, D
pediatric recipients
ransplantation factors Transplantation factors
Tacrolimus (compared with cyclosporine A) M Tacrolimus (compared with cyclosporine
Lymphocyte-depleting agents Low, Lymphocyte-depleting agents LOW
Acute rejection SXTA Acute rejection DG
Corticosteroids (higher maintenance; cumulative, Corticosteroids (higher maintenance; cumu-
rejection therapy) lative, rejection therapy)
mTOR inhibitors (decrease risk) Low, C mTOR inhibitors (decrease risk) Low, C
Ureteric stents Low, C Ureteric stents Low, C

BKPyV genome rearranged NCCR Low, C

Transplantation 2024;108: 1834-66



Patogenez

BK polyomavirus renal pathogenesis

Peritubular capillary

Tubular lumen  Distal tubular celis

" ::"m"", n:‘::';ny) Early events in
yo— BKV-associated
Immunocompetent host . nephropathy
- Viral replication and . .
nucleus enlargement 2 - Podocytes =
- Controfled by the immune system 08 IFNB
‘ CXCL10
Immunocompromised host ' Glomerular
- Viral lytic replication . m. - endothelial
- |nadequate immune response cells
- i &
Cellular necrosis g o ® 3 >
* o 'L &
Viruna ° .
- Infection of adjacent cells * » - Mesan
- Basal membrane denudation e o 0% gal
» e ® Ce“s
- Viremia -/
IFNG

- Non-specific inflammation CXxcL10

- Nephropathy .

- Fibrosis

BKV- infected

Sessiz viral
replikasyon

kut tubUler nekrroz

Viral tubulointertisye
nefrit

Kronik allogreft
nefropatisi



Diger Organ Nakilleri ve BKPyV

Brief Communication

BK DNAemia and native kidney polyomavirus nephropathy following
lung transplantation

Geoffrey K. Dube * @, Ibrahim Batal ", Lori Shah ¢, Hilary Robbins ¢, Selim M. Arcasoy @,
Syed Ali Husain “®

2016 Liver Transplantation: Global view

Different behaviour of BK-virus infection in liver transplant
recipients

BK virus-associated nephropathy in a lung
transplant patient: case report and
literature review

Thormas Crowhurst' = 2, Jame< Nolan®, Randall Faull**, Mark Holmes'” and Chien-Li Holmes-Liew '~




Tani

e idrarda decoy hicresi
* Haufen yontemi

* |drarda PZR Kantitatif viral yik 6lcimu BKPyV enfeksiyonu

icin kabul edilen tarama aracidir

e Kanda PZR

* Histopatoloji



Decoy Hucresi

A

Papanicolaou Boyasi Hematoksilen-Eozin Boyasi



Haufen Goruntisu




Tani

Tani yontemlerinde
/\ NEGATIFLIK DAHA DEGERLI

Screening Sensitivity Specificity PPV [ NPV Advantages and limitation References
technique (%) (%) (%) (%)
Decoy 25 84 29 100 Widely available, useful marker in identification of BKV infection, but [175]
cells a poor diagnostic tool in predicting BKVN. Not useful for monitoring
decline in viral load

Haufen 100 99 97 100  Higply predictive for BKVN, but not practical for routine practice as it (176]

refjuires electron microscopy with interpretation from a pathologist
Urinary 100 78 40 100 Measurement variations between laboratories limit its use (175]
BK-PCR
Urinary 100 97 86 100 Stilj under assessment and requires further validation (177,178)
BK-mRNA
Plasma 100 88 0-60\ 100 Byoadly available but costly. Has good sensitivity and specificity but [95,175]

BK-PCR gw PPV for BKVN

\_/
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Ta n |— Pato | OJ I The Second International Consensus Guidelines

on the Management of BK Polyomavirus in
Kidney Transplantation

Consensus recommendations: pathology

» We recommend that in the context of detectable BKPyV-DNAemia, a kidney biopsy be performed as clinically indicated (eg, rise in serum creatinine,
proteinuria, hematuria; strong, A

* e s v" Rutin biyopsi 6nerilmiyor!
WZEE v Biyopsi: BKPyV-DNAemi var ancak klinik endikasyon var ise, ak, C)
e We reco

BKPyV-DNAemi+klinik stabil yiksek immunolojik ve virolojik risk var ise |
o We recomh

-B2, -B3, and -C to accommodate inflammation and tubulitis (strong, C)
» We recommend that antibody-mediated rejection be diagnosed in a patient with detectable BKPyV-DNAemia if Banff diagnostic criteria are met (strong, C)
o We recommend that concomitant interstitial TCMR (Banff grade IA/B) is not diagnosed on the basis of inflammation and tubulitis; instead, an explana-
tory diagnostic comment incorporating interdisciplinary discussion should be used (strong, B)
o We recommend immunohistochemistry (clone PAb 416 against SV40 large T-antigen) for confirming the diagnosis of biopsy-proven PyVAN (strong, A)
e We recommend routine SV40 (LTag) immunohistology in patients with detectable BKPyV-DNAemia (strong, B)
o We suggest to use SV40 (LTag) immunohistology in patients with unknown BKPyV-DNAemia status with inflammatory changes in the biopsy (weak, D)
o We suggestto not use routine SV40 (LTag) immunohistology staining in patients with undetectable BKPyV-DNAemia (weak, C)
» We suggestto not perform an allograft biopsy during the course or resolution of BKPyV-DNAemia/-nephropathy unless rejection or another renal
disease is a matter of concern and its detection will alter management (weak, D)

Transplantation 2024;108: 1834-66



Tani

Fokal tutulum (%10-30 negatif)

Medlller doku da dahil olmak tizere en az 2 kor ornek

SV40 buyuk T antijenine yonelik immunohistokimyasal
boyama (PAb416 klon SVO LTAg)

Transplantation 2024;108: 834-66



BKPyV Nefropati- Akut Rejeksiyon
Histopatolojik Ozellikler

Feature BK virus nephropathy Cell-mediated rejection Antibody-mediated rejection

Interstitial inflammation More CD20+ cells, plasma cells, neutrophils  More T cells, eosinophils No
Clusters of CD68+ cells

Kidney localization Medullary > cortical Cortical Cortical
Geographic involvement

Tubulitis Predominantly in infected tubules Distant from infected tubules, more severe No

Vascular inflammation Yes Yes

Glomerulitis No No Yes

Transplant glomerulopathy No No Yes

CAd+ PTCs No No Yes

Clin Transplant Res 2024,;38(2):71-89
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OPEN @W\f
The Second International Consensus Guidelines

on the Management of BK Polyomavirus in
Kidney Transplantation

e
NN N

Transplantation 2024;108: 834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

Laboratory testing

* We recommend that the same specimen type and assay be used in the same diagnostic laboratory to avoid uncertainty because of assay variability
when monitoring the dynamics of BKPyV-DNAemia (strong, B)

* We recommend using QNAT assays that target conserved BKPyV genome sequences to permit the detection of all genotypes and variants (strong, C)
* e recommend using QNAT assays with a short amplicon size of <150bp to avoid significant underquantification (strong, C)

* [/ recommend that clinical virology laboratories serving transplantation programs participate in external quality assurance programs for quantitative
BKPyV-DNA load testing (strong, C)

e Further data are needed:
- before pretransplant BKPyV serology of donor or recipient can be recommended for risk stratifying kidney transplant recipients for posttransplant
BKPyV-DNAemia/-nephropathy
- before pretransplant BKPyV-specific CMI measurement can be recommended for routine clinical use to predict posttransplant
BKPyW-ONAREMI&/-nepnropatny. -+

- before postiransplant BKPyV serology can be recommended for routine clinical use to predict the course of BKPyV-DNAemia/-nephropathy

- before postiransplant BKPyV-specific CMI can be recommended for routine clinical use to predict the course of posttransplant
BKPyV-DNAemia/-nephropathy

- before posttransplant BKPyV-specific CMI can be used to safely guide changes in immunosuppression

- before recommendations can be made as to how best to screen for BKPyV-associated urothelial carcinoma in kidney transplant recipients with ongo-
ing BKPyV-DNAemia/-nephropathy

ransplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomaviriie in
Kidney Transplantation

Nakil sonrasi
Screening ilk 9 ay — Ayda bir kez
e We recommend regular screening of kidney transplant recipients for BKPyV replication to i 9 ay- 2yil —Uc ayda bir
biopsy-proven BKPyV-nephropathy (strong, A) _ ‘o -
e We recommend screening kidney transplant recipients for plasma BKPyV loads monthly ur Greft fonksiyon bozuklugu ? Biyopsi

(etrona_R: Finiire 1)

* Plazma BKPyV-DNA 1000-10 000 c/mL - 2-3 hf icinde dogrulama
* >1000 c/mL; BKPyVDNAemi 2-4 haftada izlem

immunsupresyon arttirilmasi gerekiyor veya rejeksiyon tedavisi yapilacaksa ayda bir 3 ay izle
DNAemia for the next 3 mo (weak, D)

settings, we recommend using urine cytology for decoy cells as the minimal screening approach (strong, B) at similar time points to
the above (weak, D)

If blood sampling is not available or considered inappropriate for screening, we suggest measuring urine BKPyV-DNA loads by QNAT at similar time

points as recommended above (weak, D)

If urine decoy cells or urine BKPyV-DNA loads of >10 million copies/mL (or equivalent) are detected, we recommend measuring plasma BKPyV-DNA
loads to guide clinical management (strong, B
e For combined kidnev/solid organ transplants. including pancrea

transplant (weak, C)

* For non-kidney solid organ transplant recipients, we recommend to not routinely screen for BKPyV-DNAemia (strong, B)

* For non-kidney solid organ transplant recipients presenting with declining renal function, in the absence of other reasons for the renal compromise, we
aaest testing for BKPyW-DONAemia and lnokina for BKPW-nephranathw.if 2 ren

we syggest extending screening for BKPYW-DNAemia everv 3 mo up to 36 mo post-

dl D10 DELIOCITIE(] LW

Transplantation 2024;108:1834-66



Diger Kilavuzlar

Nakil sonrasi ilk 3-6 ay boyunca her ay ve daha
sonra nakil sonrasi ilk yilin sonuna kadar 3 ayda bir

[

[Nakil sonrasl ilk 2 yil 3 ayda bir,

Transplantation
Society

AST

Nakil sonrasi 9. aya kadar her ay, nakil sonrasi 2. yila

TRANSPLANTATION EEToEISRIE\oEN ol
N\

AMERICAN SOCIETY OF*




Cocuklarda
3 ayda bir -3 yil izlem
idrarda Decoy hiicresi
BKPvDNAuria (10 milyon ¢/mL)
Plazma BKPyVDNAemi izlem

BKPyVDNAemi
1 000-10 000 c/mL iki kez > 2hafta

e VEYA
Bobrek biyopsisi
Klinik+lab+virolojik
bulgular ve dnceki  Yksek BKPyVDNAemi
i ) ) Immunolojik
biyopsi bulgulari ile Risk >10 000 ¢/ mL bir kez
yorumla

Transplantation 2024;108:1834-66




Bobrek biyopsisi

Klinik+lab+virolojik Yiiksek
. : e _
t?ulgul-arve once!q . Immunolojik gy
biyopsi bulgulari ile Risk
yorumla =

no
Rejeksiyon? ‘
| / supresyonu [
| Anti Histologystag!ng
l rejeksiyon tedaV| %Témlfg,,,c)

Klinik+Lab Kreatinin
Kreatinin ( 1 kez/ 1-2 hf) artisi
L BKPyVDNAemi (1 /2-4 hf) |

Ayda bir
BKPyVDNAemi izle
3 ay

Rem |syonda
BKPyVAN Transplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

Genel Tedavi Yonetim Yaklasimi

* Merkez protokoliine gore (ilac dozlari ve doz konsantrasyonlari)

« BKPyV-DNA-emi temizlenene ya da stabil (<1000c/mL) kalana kadar 2-4
hafta bir takip

* En dusuk kabul edilebilirimmunosupresyon tedavisi goren ve BKPyV-
DNAemi seviyesi <1000 c/mL'nin nadir hastalar icin;

* BKPyV-DNAemi ve serum kreatinin her 3 ayda bir

Transplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

Immunsupresyonu AZALT

Strategy 1: Antimetabolite is reduced first

|. Reduction of the dose of antimetabolite by at least 50%
o W ' — o 5’
" - Antimetabolit dozu % 50 azaltilmasi,

ILDi BKPyV-DNAemi 4 hafta icinde 10 kat veya tespit sinirinin altina diismezse antimetabolit kesilir,
o |/ - Almiyorsa CNI yanina prednizon ekle ,aliyorsa dozu 5-10mg/gtin olarak azaltilir.
Il -iS’nun daha da azaltilmasi gerekiyorsa, CNI dozunun kademeli azaltilir.

- llac hedef konsantrasyonlari tanimlanmamistir ve bireysellestirilmesi gerekir.

o The 1arget concentrauons Tor TUMNer reauction are Not Well aennea ana neea 1o De INAIVIOUNIZEa. EXPErT OpinIon ana Case reports QISCUSS 1acroimus
target trough concentrations of 3ng/mL and cyclosporine target trough concentrations 75 ng/mL followed by tacrolimus target trough of 1.5ng/mL;
cyclosporine target trough of 50ng/mL (no recommendation—statement only)

Transplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

Strategy 2: CNI is reduced first
|. Reduction of the dose of CNI by 25%-50% in 1 or 2 steps to target trough concentrations of tacrolimus of 3-5ng/mL and cyclosporine trough concen-

trafione ~ 75 495 nalmi \

o Wesue ¥° CNI dozunu kademeli azaltilmali,

dete ¥ 4 hafta iginde yanit yok antimetabolit %50 azaltiimali ve prednizon dozu 5-10mg/giin,
I Red v Antimetabolit kesilmeli,

v ila¢ hedef konsantrasyonlari net tanimlanmamistir ve bireysellestirilmeli

limit of

ll. Disco

» We suggest adding prednisone (or equivalent) 5-10mg/d for patients who are not on corticosteroids to avoid CNI monotherapy (weak, C)
» The target concentrations of further reduction are not well defined and need to be individualized. Expert opinion and case reports discuss tacrolimus

target frough concentrations of 3ng/mL and cyclosporine target trough concentrations of 75ng/mL followed by tacrolimus target trough of 1.5ng/
mL; cyclosporine target trough of 50ng/mL (no recommendation—statement only)

Transplantation 2024;108:1834-66



Diger Kilavuzlar

3BTS IS azaltilmasiyla viral klerens saglanamazsa standart

2t IS alternatif bir ajana doniistiiriilmesi

AS' AMERICAN SOCIETY OF*
I TRANSPLANTATION

: Dusuk doz
Takrolimus

Siklosporin

CNI MTORI

Mikofenolik asit Sirolimus
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

mTOR inhibitor regimens
e For kidney transplant recipients developing BKPyV-DNAemia or biopsy-proven BKPyV-nephropathy while receiving a combination of mTOR inhibitors

and calcineunn inhihitore there ie inaufficient data ta nuide tha raduction of immunonsuinnraseinn
PE mTOR inhibitorid ve CNI kombinasyonu ya da Belatacept temelli tedavi alirken BKPyVDNAemi ve

biyopsi ile kanitli nefropati gelisen nakil alicilarinda immunstpresyonun azaltilmasi konusunda

: kilavuzluk yapacak yeterli veri bulunmamaktadir.
Erataceptreginnens

* For kidney transplant recipients developing BKPyV-DNAemia or biopsy-proven BKPyV-nephropathy while receiving a belatacept-based regimen, there is
insufficient data to guide the reduction of immunosuppression.

Possible approaches include

-to first reduce or discontinue the antimetabolite (expert opinion)

-to increase the interval of belatacept administration to every 6-8 wk (expert opinion)

-to switch to a low-level calcineurin-based or mTOR inhibitor—based immunosuppressive regimen (expert opinion)

Transplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

IVIG ?

IS'un azaltilmasina vyeterli yanit vermeyen alicilarda viral temizlenmeyi |
Adjunctive therapies koIayIa§t|rmak icin adjuvan tedavi olarak ve IS’un azaltllma5| S|rasmda yiksek

nosuppression reducnon IS necessary fo faulnate wral ciearance (weak, D)

¢ We recommend't | Sidofovir hia/-nephropathy in kidney transplant recipients (strong, B)
o We recommendto \emia/-nephropathy (strong, B)
* We recommendt Y il0TaYe 0211 IR |22t BKPYV-DNAemia or BKPyV-nephropathy in kidney transplant recipients (strong, A)

* We recommend t0'Wot -DNAemia or BKPyV-nephropathy in kidney transplant recipients (strong, A)
Florokinonlar

Statinler

Transplantation 2024;108:1834-66
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The Second International Consensus Guidelines
on the Management of BK Polyomavirus in
Kidney Transplantation

. Akut rejeksiyon?? E—
* | (he absence of gat Pr1S apply nign-

dose steroid theraf ‘/YU ksek doz kortikosteroid UygUIamaS| omia for the |
etdnbmlex  v'Allograft renal fonksiyon takibi

* Jepending on the cl - : Sider decreas-
g teclt 7 avlik BKPyVDNAemi izlemi (3-6 ay) e
00 immunoSupore on) |

Transplantation 2024;108:1834-66



BKPyV Nefropati Sonrasi Retransplantasyon?

BKPyV DNAemi tespit edilmeyen, kanitlanmis
BKPyV nefropatisi nedeniyle allogreft

\ . A ;
DON'T PANIC W ’:t

vetmezligi sonrasi retransplantasyonda
3 villik greft sag kalimi %93 €

lig»




BKPyV Nefropati Sonrasi Retransplantasyon?

* We recommend retransplantation in otherwise eligible patients who lost
their prior allograft from BKPyV-nephropathy (strong, B)

* We suggest that BKPyV-DNAemia be resolved before retransplantation
(weak, C)

* \We suggest not routinelv nerforming eraft nenhrectomy before
retransplantation in thc¢ Rutin greft nefrektomi 6nerilmez re subsequent to
BKPyVnephropathy having undetectable BKPyV-DNAemia (weak, C)

* There is insufficient informatinn tn make recnmmendations on the choice
of immunosuppression for Immunosupresyon secimi? splant after a prior
kidney transplant failed because of BKPyV-nephropathy (no
recommendation—statement only)

Transplantation 2024;108: 1834-66



Tekrar nakil ne zaman yapilmalidir?

Bazi merkezler
Immunsupresyona ara
verildikten (6rn. 6 ay)
sonra BKPyVDNAemi
saptanmaz ve dusuk
seviyede BKPyVUri
durumunda izin
vermektedir.



Gelistirilmekte Olan Tedaviler

MAU868 Potravitug

. ‘ . Invitro etkili, ‘ .
- Faz 2 hedef : | . |
anti-BKPyV \WiCI: anti-BKPyV \WiCEA
. hastasayisina
Brinsidovir lendLREIR calismanin monoklonal™ EYeJs [V« E]q

: ulasamadi ve S sonuglard LUl vayinlanmadi.
" durduruldu. " "
yayinlanmadi..

Q

~ .
~ Kok hiicre nakil

lfleie ) calismalanindaki

=162\ /1s zorluklar Faz 3
" planlanmamistir.

Posoleucel

Kidney360. 2025 Aug 19. doi: 10.34067/KID.0000000967



Sonuc Olarak

* Merkezler;
v'Hastalarin duzenli takipleri icin standart tarama protokolii olusturmali,

v'Tani icin kurumsal algoritma diizenlemels,
v'Tedavi icin kilavuzlara dayali protokoller hazirlamal,

v'BKPYVAN remisyonu sonrasinda hastalarin bireysel 6zellikleri ve immuinolojik
riskleri g6z dnline alinarak IS tedavilerini arttirmahidirlar.




'I'IIAHI( YOU FOR YOUR MTEHTIIIH'




