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Summary
Objective:  To assess the clinical outcome of renal transplant patients who developed coronary artery disease and were 
treated with coronary stenting (TCA-ST).

Methods: Hospital do Rim e Hipertensão

medical visits and phone calls. 

Results:

drug-eluting stents.

Conclusion: In conclusion, renal transplant patients who developed CAD and were treated with coronary stenting had a 
low rate of in-stent restenosis, probably related to the immunosuppressive regimen given to prevent kidney rejection.
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Introduction
Two hundred seventy five thousand patients with chronic 

renal failure (CRF) undergoing dialysis were registered in the 
United States, from 1997 to 1999, with 239 deaths/1000 
patients/year. Cardiovascular diseases were the cause of death 
in 44% of the cases. In the same period, 107 thousand renal 
transplant patients were registered. Mortality in this population 
was 34 deaths/1000 patients/year, of which 41% resulted from 
cardiovascular diseases. The lower mortality in transplant 
patients is related to factors such as selection of patients at a 
lower risk for transplantation and risk reduction resulting from 
the transplantation itself. It is important to observe that despite 
the lower mortality of transplant patients when compared to 
that of patients undergoing dialysis, cardiovascular diseases 
remain the main cause of death1-5.

Patients with CRF associated with diabetes mellitus have 
a higher risk of death of 70% in 7 years5-7. It is worth pointing 
out that the majority of patients with CRF present associated 
diabetes mellitus.

CRF patients undergoing stent angioplasty present a 2.2-
fold higher need for repeated target vessel revascularization 

when compared to non-CRF patients (35% versus 16%)8,9.
CRF is a predictor of in-stent restenosis, with an angiographic 

restenosis rate after balloon angioplasty of approximately 60 
to 81%10,11 and clinical restenosis rate after stent implantation 
of approximately 10 to 50%12,13,14.

The use of cyclosporine in experimental studies has 
demonstrated inhibition of smooth muscle cell proliferation 
in response to vascular injury15,16. The use of prednisone 
in patients undergoing angioplasty and who had high CRP 
levels demonstrated a reduction of clinical events and of 
angiographic restenosis17.

Using intracoronary ultrasound, we have previously 
demonstrated a minimal in-stent intimal hyperplasia 
in the group of renal transplant patients using routine 
immunosuppressive regimen18.

Data on the clinical course, clinical restenosis rates, and 
progression of the coronary artery disease (CAD) in this 
population of renal transplant patients undergoing coronary 
angioplasty with stenting (TCA-ST) are not available in the 
literature.

The objective of this study was to assess the clinical course 
of renal transplant patients with CAD, undergoing TCA-ST. 
The following cardiovascular events were considered in the 
clinical course: clinical restenosis, acute coronary syndrome 
with ST-segment elevation (ACSSTE), acute coronary syndrome 
without ST-segment elevation (ACSWSTE), stroke, congestive 
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transplantation and coronary stenting of 37 months (ranging 
from three days to 121 months) were included. Demographic 
characteristics of these patients are shown in Table 1.

All patients were using aspirin and thienopyridine derivatives 
routinely for at least three days prior to stent implantation. 
Aspirin was maintained continuously, and thienopyridine 
derivatives for at least 30 days after TCA-ST (Table 2). 

The median dialysis time until renal transplantation was 12 
months, ranging from patients who did not undergo dialysis 
to those who underwent dialysis for 84 months. 

Fifty five percent of the patients received renal transplants 
from living donors. 

Immunosuppression regimen was distributed as follows: 
90% prednisone, 70% cyclosporine, 64% azathioprine, 33% 
mycophenolate mofetil, and 12% tacrolimus.

Indications for coronary angioplasty were: ACSWSTE in 
67%, ACSSTE in 18%, and stable angina in 15%. 

All stents were successfully implanted and all patients 
were discharged with no complications within 48 hours 
of the procedure. A mean of 1.88 ± 1.11 stents/patient 
were implanted. 

The median clinical follow-up period was 30 months 
(ranging from six months to 82 months).

A favorable clinical outcome was observed, with 67% of 
the patients remaining asymptomatic, 18% remaining with 
stable angina, 6% presenting ACSWSTE, and 3% presenting 
ACSSTE.

No patients with stroke were observed after the procedure. 

heart failure (CHF), and death.

Methods
A total of 3,334 renal transplants were performed in our 

service, Hospital do Rim e Hipertensão (HRH) from July, 1998 
to November, 2004 (Figure 1). During this period, 33 of the 
renal transplant patients underwent TCA-ST to treat 62 severe 
stenoses in 54 coronary arteries. 

A retrospective analysis of the renal transplant patients 
routinely using conventional immunosuppression with 
cyclosporine, azathioprine, prednisone, mycophenolate 
mofetil, or tacrolimus, and who had undergone TCA-ST was 
performed at HRH.

Patients using oral rapamycin, patients who used drug-
eluting stents, patients undergoing TCA-ST prior to renal 
transplantation, and those with unavailable clinical follow-up 
were not included.

The clinical events were registered using medical charts, 
medical visits and phone calls. 

Demographic characteristics, risk factors for cardiovascular 
diseases, immunosuppressive drugs used, cardiovascular 
drugs used by the time of angioplasty, dialysis time prior to 
transplantation, the type of donor, number of stented coronary 
arteries, number of stents implanted, and the clinical course 
for at least six months after TCA-ST were analyzed. 

Patients underwent repeat cardiac catheterization when 
presenting symptoms of CAD, or when presenting a non-
invasive test positive for myocardial ischemia. 

Results
A total of 33 patients with a median time between renal 

Fig. 1 - Number of renal transplants per year at HRH.

Table 1- Clinical characteristics of the population

Mean age 

Male gender 88%

Systemic hypertension 96%

Diabetes mellitus* 45%

Smoking 42%

Dyslipidemia 58%

Family history of cardiovascular 
disease 45%

Table 2- Medication used by the time of TCA-ST

Aspirin 100%

Thienopyridine derivatives 100%

Beta blocker 79%

Diuretics 36%

Calcium channel blocker 30%

Angiotensin converting enzyme inhibitor 39%

Statin 36%
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No cardiac deaths occurred. Three non-cardiac deaths 
occurred: two deaths due to urinary sepsis, and one death 
due to colon adenocarcinoma. 

Three patients presented clinical restenosis, defined as an in-
stent stenosis of more than 50% in a patient undergoing repeat 
coronary angiography, and obtaining a rate of 9%. In the analysis 
of restenosis by stent implanted, five stents with restenosis in 62
stents implanted were observed, with a rate of 8%.

Ten patients presented coronary artery disease progression, 
defined as stenosis > 50% in another site not approached by 
coronary angioplasty, and obtaining a rate of 30% (Figure 2).

Discussion
A low rate of 9% clinical restenosis was found for this 

population at a high risk for restenosis: renal transplant 
patients, 45% of whom with diabetes mellitus, most of them 
taking insulin, and a high mean of 1.88 ± 1.11 stents per 
patient. These results are similar to the clinical restenosis rates 
of studies on drug-eluting stents in diabetic patients19. The use 
of a great number of stents per patient is similar to the use of 
approximately two stents per patient demonstrated in recent 
studies with drug-eluting stents in multivessel disease20.

Most of the patients undergoing TCA-ST remained 
asymptomatic, and few major cardiovascular events occurred. 
A low percentage of coronary disease progression was 
observed, probably because of the short follow-up period of 
some patients in this case series of 33 patients. 

The study limitations were: 
- Not all patients underwent coronary angiography, because 

it would not be ethical to make asymptomatic patients undergo 
a repeat invasive procedure.

- Serum level of immunosuppressors is not available 
for all patients, thus not allowing for a correlation with 
restenosis rates. 

- Due to the small number of patients, statistical power was 
not achieved to determine which immunosuppressor had the 
highest impact on the reduction of clinical restenosis.

- This is an observational retrospective study whose 
objective was to perform a clinical analysis of the patients, and 
other mechanism and surrogate variables, such as reference 
vessel diameter, stenosis length, stent length per patient, 

minimum lumen diameter, and acute lumen gain or late lumen 
loss were not assessed.

Conclusion
Renal transplant patients who developed coronary artery 

disease and were treated with stent implantation presented 
a low percentage of clinical restenosis, probably related to 
the immunosuppressive regimen used to prevent kidney 
rejection.

Asymptomatic 64%

Stable angina 18%

ACSWSTE 6%

ACSSTE 3%

Death 9%*

* Two patients with urinary sepsis and one with sigmoid 
adenocarcinoma.
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Fig. 2 - Clinical Restenosis Rate and Coronary Artery Disease Progression. 

9%

30%

0%

10%

20%

30%

40%

50%

CLINICAL
RESTENOSIS

DISEASE
PROGRESSION



Original Article

Mota el al
Clinical outcome of renal transplant patients after coronary stenting

Arq Bras Cardiol 2007; 88(5) : 459-462

7. Szczech LA, Best PJ, Crowley E, Brooks MM, Berger PB, Bittner V, et al., for 
the Bypass Angioplasty Revascularization Investigation (BARI) Investigators. 
Outcomes of patients with chronic renal insufficiency in the bypass angioplasty 
revascularization investigation. Circulation. 2002; 105 (19): 2253-8.

8. Gaston RS, Basadonna G, Cosio FG, Davis CL, Kasiske BL, Larsen J, et al. 
Transplantation in the diabetic patient with advanced chronic kidney disease: 
a task force report. Am J Kidney Dis. 2004; 44 (3): 529-42. 

9. Azar RR, Prpic R, Ho KK, Kiernan FJ, Shubrooks SJ Jr, Baim DS, et al. Impact of 
end-stage renal disease on clinical and angiographic outcomes after coronary 
stenting. Am J Cardiol. 2000; 86 (5): 485-9.

10. Leier CV, Boudoulas H. Cardiorenal disorders and diseases. Armonk, NY: 
Futura Publishing Co.; 1992.

11. Anderson RJ, O’Brien M, MaWhinney S, VillaNueva CB, Moritz TE, Sethi GK, et 
al. Renal failure predisposes patients to adverse outcome after coronary artery 
bypass surgery. VA Cooperative Study #5. Kidney Int. 1999; 55: 1057-62.

12. Schoebel FC, Gradaus F, Ivens K. Restenosis after elective coronary balloon 
angioplasty in patients with end stage renal disease: a case-control study using 
quantitative coronary angiography. Heart. 1997; 78: 337-42.

13. Lowe HC, Oesterle SN, Khachigian LM. Coronary in-stent restenosis: current 
status and future strategies. J Am Coll Cardiol. 2002; 39: 183-93.

14. Fischman DL, Leon MB, Baim DS, Schatz RA, Savage MP, Penn I, et al., 
and The Stent Restenosis Study Investigators. A Randomized Comparison 
of Coronary-Stent Placement and Balloon Angioplasty in the Treatment of 

Coronary Artery Disease. N Engl J Med. 1994; 331: 496-501.

15. Jonasson L, Holm J, Hansson GK. Cyclosporin A inhibits smooth muscle 
proliferation in the vascular response to injury. Proc Natl Acad Sci USA. 1988; 
85: 2303-6.

16. Voisard R, Seitzer U, Baur R, Dartsch PC, Osterhues H, Höher M, et al. A 
prescreening system for potential antiproliferative agents: implications for 
local treatment strategies of postangioplasty restenosis. Int J Cardiol. 1995; 
51: 15-28.

17. Versaci F, Gaspardone A, Tomai F, Ribichini F, Russo P, Proietti I, et al. 
Immunosuppressive therapy for the prevention of restenosis after coronary 
artery stent implantation (IMPRESS study). J Am Coll Cardiol. 2002; 40: 
1935-42.

18. Arruda JA, Costa MA, Brito Jr FS, Tedesco H, Barbosa AHP, Ribeiro EP, et al. 
Effect of systemic immunosuppression on coronary in-stent intimal hyperplasia 
in renal transplant patients. Am J Cardiol. 2003; 91 (11): 1363-5.

19. Hausleiter J, Kastrati A, Schülen H, Mehilli J, von Beckerath N, Dibra N, et 
al. Efficacy of drug-eluting stents in the treatment of patients with In Stent 
Restenosis and Diabetes Mellitus: results of the randomized ISAR-DESIRE 
trial. J Am Coll Cardiol. 2005; 45 (3 Suppl A): 8A.

20. Legrand VMG, Serruys PW, Unger F, van Hout BA, Vrolix MCM, Fransen 
GMP, et al., on behalf of the Arterial Revascularization Therapy Study (ARTS) 
Investigators. Three-year outcome after coronary stenting versus bypass 
surgery for the treatment of multivessel disease. Circulation. 2004; 109 (9): 
1114-20.


