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Abstract 

Background: Alcohol-related liver disease (ALD) is one of the main indications for liver 

transplantation (LT). For 20 years, tacrolimus (Tac) is the cornerstone immunosuppressive drug 

used after LT and is very efficient for the prevention of rejection. Nevertheless, the major drawback 

of long-term use of Tac is the risk for developing dose-dependent adverse effects.  

Objective: The aim of the present study was to assess the impact of Tac exposure (trough 

concentrations and concentration/dose (C/D) ratio) during the first year after LT, on short- and 

long-term complications after LT for ALD.  

Methods: All patients who underwent a LT for ALD at Lyon Edouard Herriot Hospital from October 

1990 to September 2010, and who were treated with Tac for at least one year after LT, were 

analyzed.  

Results: The study population consisted in 251 patients, mean age 53.4+/-7.3 years, and followed 

during 11.6+/-4.8 years. Post-LT complications included severe infectious events (44.6%), 

malignancies (41.4%), arterial hypertension (49.4%) dyslipidemia (44.2%), diabetes (18.7%) and 

cardiovascular events (15.5%). De novo hypertension, cardiovascular event, CMV infection, non-

melanoma skin cancers and HCC recurrence after transplantation were significantly associated 

with higher Tac trough blood concentration. In addition, Tac fast-metabolizers (defined as C/D<1.8) 

had significantly more impaired renal function at 1, 5, and 10 years and more cardiovascular 

events, PTLD, diabetes and hypertension than slow-metabolizers.  

Conclusion: Our results strongly support that, in addition to blood trough concentrations, Tac 

metabolism, as estimated by the simple C/D ratio, could be an efficient parameter in daily practice 

to identify LT patients at risk to develop long term general complications of Tac.  
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INTRODUCTION 

 

Since the mid 80’s, since cyclosporine became available, liver transplantation (LT) became the 

effective treatment of end-stage liver diseases, including alcohol-related liver disease (ALD) [1]. 

Over the years, the number of LT increased considerably and nowadays there are more than 

10,000 recipients of a liver graft in France. During the past 30 years, several improvements were 

made in surgical techniques and postoperative management, allowing a better survival of both 

grafts and patients. This includes the development of new immunosuppressive drugs and 

strategies. In particular, tacrolimus (Tac), a calcineurin inhibitor (CNI), replaced cyclosporine in the 

late 90’s, as the cornerstone of immunosuppressive regimen for LT recipients, because of its 

higher ability to prevent acute cellular rejection (ACR) [2]. Nevertheless, the major drawback of 

long-term use of Tac is the risk for developing dose-dependent adverse effects, including 

malignancies, renal failure, hyperlipidemia, diabetes mellitus, arterial hypertension and 

cardiovascular diseases [3-7].  

Tac pharmacokinetics is characterized by a high inter- and intra-patient variability; therefore, 

therapeutic drug monitoring is used to adjust the dosage in order to provide an effective 

immunosuppression and prevent toxicity [8]. New strategies have emerged to reduce doses of Tac 

(“minimizing tacrolimus strategy”) [9-11]. The exposure to Tac can be evaluated from different 

ways in transplant recipients. In daily practice, trough blood concentration is used to adapt Tac 

doses. Therefore, overall mean blood concentration of Tac (for a defined period of time) can be 

used as an estimation of Tac exposure, and it has been suggested that this could have a 

significant impact on renal impairment and risk of de novo malignancies [12]. Recently, Tac 

metabolism rate has been defined as the Tac blood concentration (C) divided by the daily dose of 

Tac (D). This C/D ratio leads to separate Tac fast- and low-metabolizers, and it has been 

suggested that fast-metabolizers could develop more frequently renal impairment than slow-

metabolizers [13, 14]. The impact on other Tac-related adverse events has not been investigated 

yet.  
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In France, ALD (with or without hepatocellular carcinoma (HCC)) is the main indication for LT [7]. 

In this specific population, past or persistent tobacco/alcohol intake has been linked with a 

dramatic higher risk of developing several malignancies [7, 15], especially cancers of the upper 

aero-digestive tract. Moreover chronic alcohol consumption is associated in higher risk of 

developing cardiovascular [16, 17] and infectious diseases [18]. The aim of the present 

retrospective study was to assess the impact of Tac exposure during the first year after LT, on 

short- and long-term complications after LT for ALD. 
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METHODS 

 

Study population 

Since October 1990, we set up a prospective database in our medical center with the aim of 

generating detailed survival data. The present retrospective study included all adult patients who 

were transplanted for ALD (with or without HCC), from October 1990 to September 2010 at 

Edouard Herriot Hospital, Lyon, France, and who received Tac (twice-daily), beginning during the 

first 10 days following LT and maintained for more than one year. Steroids, azathioprine, 

mycophenolate mofetil (MMF), or everolimus (EVR) were either administrated as a part of initial 

triple immunosuppressive regimen or introduced during follow-up as maintenance 

immunosuppressive agents. Patients receiving combined kidney, heart or lung transplantation 

were not included.   

Four hundred and eight patients were transplanted for ALD. We excluded 41 patients because they 

did not receive Tac as initial immunosuppressive therapy, 3 patients who received multi-organ 

transplant, 22 patients who died early (less than a year after LT), and 28 patients because alcohol 

was associated with another cause of liver disease (mainly HCV infection). On the 314 patients 

treated with Tac, 24 patients were exposed less than one year and 32 did not received Tac during 

the first month after LT. Finally, we excluded 7 patients who were lost to follow up and the study 

population consisted in 251 patients. 

The aim of the study was to assess the impact of Tac exposure, during the first year after LT, on 

short- and long-term complications after LT for ALD. 

 

Clinical and biological data collection 

Data collection was based on written medical records and digital information, thereby providing a 

record of medical history of the patients. Recorded clinical data included: gender, age at LT, body 

mass index (BMI) at LT, Child-Pugh class at LT, Model for End Stage Liver Disease (MELD) score 

(retrospectively calculated from our data base for all the patients since 1997) at LT, presence of 

HCC at LT, initial immunosuppressive regimen after LT, smoking (defined as never, current, or 
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past - in case of cessation of smoking before LT), alcohol relapse, occurrence of severe infections 

(requiring hospital stay and including cytomegalovirus (CMV) infections, and classified as early 

post-operative infection during the first month after LT, late post-operative infection between one 

and 6 months after LT or late infection after 6 months after LT), de novo post-LT malignancies 

(cases reported in the first 6 months following LT were excluded because it can be strongly 

assumed that the malignancies were probably present at the time of transplantation and 

undiagnosed), HCC recurrence, diabetes, dyslipidemia, hypertension, and cardiovascular events 

(CVE). Severe hypertension was defined as hypertension needing 3 or more antihypertensive 

drugs to be controlled. 

Cardiovascular event included were stroke, peripheral arterial disease (usually obliterative arterial 

disease of the lower limb or carotid stenosis) and coronary heart disease. 

We separated cancer in several categories: all de novo malignancies, upper aerodigestive tract 

cancers, HCC recurrence, non-melanoma skin cancers, and post-transplant lymphoproliferative 

disorders (PTLD). 

Renal function was assessed at time of LT, and at 1 month, 6 months, 12 months, 5 years and 10 

years after LT. It was estimated by calculating the glomerular functional rate (eGFR) using the 

MDRD (modification of diet in renal disease) formula [19]. 

[186 x (creatinine (µmol/l) x 0.0113)-1.154 x age- 0.203  ] x0.742 if a woman 

Patients were categorized depending on the eGFR as follows:  

• Mild renal impairment: eGFR= 60-90 mL/min 

• Moderate renal impairment: eGFR= 30-60 mL/min 

• Severe renal impairment: eGFR<30 mL/min 

 

Exposure to tacrolimus 

After LT, Tac was routinely monitored using the Tac trough blood concentration (ng/mL). Tac 

concentration measurements were performed using liquid chromatography coupled with tandem 

mass spectrometry. Dose adaptations were made depending on several criteria including 

occurrence of rejection episodes, renal failure, infections or depending on the comorbidities of 

patients. 
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We collected Tac trough blood concentrations at different time points: day 3 (D3), D7, D14, D30, 

then at month 2 (M2), M3, M4, M5, M6, M7, M8, M9, M10, M11, M12, M15, M18, and then every 

year following LT.  

We also estimated the mean exposition by calculating the overall mean concentration of Tac 

during the 1st, 3rd, 6th and 12th months after LT for each patient, using the trapezoidal method as 

described by Vivarelli [20].  

Daily doses of Tac were recorded at 1, 3 and 6 months, and at the end of the first year after LT. 

Tac metabolism rate was determined by dividing the Tac blood trough concentration (C) by the 

corresponding daily Tac dose (D), at M1, M3, M6 and M12 [13]. 

�/� ����	 (��/� × 1/�) =
 blood Tac trough concentration (ng/mL) 

daily Tac dose (mg)
 

 

Statistical analysis 

The main clinical parameters of the patient were determined using mean and median for 

quantitative variable (for age, time from LT to diagnosis cancer or cardiovascular event or severe 

infectious episodes, eGFR, Tac blood concentration, weight) and frequencies and percentages for 

qualitative variable (for the incidence of diabetes, hypertension, dyslipidemia, alcohol consumption, 

tobacco consumption , severe infectious events and such).   

Shapiro-Wilk test was used to assess whether the distribution of each data was normal. If so, 

Student’s t-test was used to compare the data and if not, we used the Mann-Whitney U test. To 

evaluate the independence between 2 variables, chi-square was used. All the analyses were 

performed using the SPSS software, version 13.0 (IBM, Armonk, NY) and p-values under 0.05 

were considered significant.  
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RESULTS 

 

Study population and post-LT complications 

Characteristics of the 251 patients included in the study are summarized in Table 1. There was a 

majority of males (76.9%) and almost all patients were Caucasian (248/251, 98.8%). The median 

age at LT was 53.5 years and the median follow-up after LT was 12.0 years. Most of patients 

(71.3%) were smoker before LT and severe alcohol relapse occurred in 23.9% of the patients after 

LT. During follow up, 44.6% of patients experienced a severe infectious event, 41.4% a 

malignancy, and 15.5% a cardiovascular event. In addition, 47.0% of patient had dyslipidemia after 

LT, 37.8% had diabetes and 69.3% had arterial hypertension. 

After LT, patients were usually treated with double immunosuppressive regimen using Tac with 

mycophenolate mofetil (MMF). During follow-up, immunosuppressive therapy was modified. From 

the initial cohort of 251 patients, Tac was stopped in 107 (42.6%); Table 2 summarizes 

immunosuppressive drugs used after LT.  

Figure 1 describes the evolution of eGFR at and after LT and the evolution of stages of chronic 

kidney disease before and after LT: the mean eGFR before LT was 91.2 mL/min/1.73m², and 

declined to 61.6+/-25.9 the first month after LT, and 63.2+/-24.7mL/min/1.73m² 10 years after LT.   

 

Exposure to tacrolimus and association with post-LT complications 

Tac trough blood concentration 

Figure 2 describe the patients’ exposure to Tac using Tac trough blood concentrations and overall 

mean Tac concentrations. The mean Tac trough blood concentration was 9.1+/-3.7 (median at 8.7) 

1 month after LT and decreased to 7.2+/-3.0 (median at 6.8) one year after LT. The overall mean 

Tac concentration was 9.6+/-3.1 during the first month and 8.0+/-2.1 during the first year.  

Table 3 and 4 describes the association between the mean Tac trough blood concentrations or 

overall mean Tac concentrations and the occurrence of clinical complications after LT.  

Patients with moderate and severe renal impairment (eGFR under 60 mL/min) at 6 months had 

significantly lower overall mean Tac concentrations and Tac trough blood concentrations at 1, 3 
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and 6 months. Patients with moderate and severe renal impairment at 1 and 5 year had also at 6 

and 12 months a lower overall mean Tac concentrations and Tac trough blood concentrations. Tac 

trough blood concentration at 3 months was significantly higher in patients who developed skin 

cancer, cardiovascular event, or de novo hypertension. Patients who presented CMV infection or 

HCC recurrence had significantly higher Tac trough blood concentration at 6 months. 

The Tac trough blood concentrations and the overall mean Tac concentrations were not 

significantly different according to survival and according to the occurrence of de novo 

dyslipidemia, de novo diabetes (or diabetes treated with insulin), de novo hypertension (or severe 

hypertension), severe infectious events (or CMV infection), cardiovascular events, and de novo 

malignancies.  

Finally, there was a trend between recurrence of HCC and a higher overall mean Tac 

concentrations at 6 and 12 months.  

Tac metabolism and C/D ratio 

Figures 3 and 4 describe the time course of the median C/D ratio after LT and the distribution of 

C/D ratio after LT. The median C/D ratio increased with time, from 1.3 at one month to 1.8 at one 

year after LT. We therefore defined fast and slow metabolizers in our cohort, depending on the 

median C/D ratio, at each time point. Thus, fast metabolizers were patients with C/D ratio under 

1.3, 1.4, 1.6 and 1.8 at 1, 3, 6 and 12 months after LT, respectively.  

Using fast/slow metabolizer status based on the median rate of C/D ratio for each time point, we 

evaluate the stability of that status with time: 126 patients (50.2%) kept the same fast/slow 

metabolizers status all along the 1st year after LT. Between the 1st and 3rd month, 186 (74.1%) 

patients kept the same status, between the 1st and 6th month, 153 (61.0%) patients, between the 

3rd and 6th month, 192 (76.5%) patients, and between the 6th month and 12th month, 189 (75.3%) 

patients were classified in the same group. We then evaluated the stability of the fast/slow 

metabolizer status if the median at 6 or 12 months was used. If C/D ratio of 1.6 was taken as the 

cut-off for fast/slow metabolizer, 193 (76.9%) kept the same status between 6 and 12 months vs. 

190 (75.7%) with a C/D ratio of 1.8. We also evaluated the 1.09 cut-off of C/D separating fast and 

slow metabolizers as previously defined by Thölking and coll. [13, 14, 21, 22]. Using this cut-off, 

C/D was not stable over time: between one month and one year after LT, 147 (58.6%) patients 
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kept the same fast/slow metabolizer status. Between the 1st and 3rd month, 199 (79.3%) patients 

kept the same status, between the 1st and 6th month 162 (64.5%) patients, between the 3rd and 6th 

month 197 (78.5%) patients and between the 6th month and 12th month, 214 (85.3%) patients were 

classified in the same group.  

Table 5 describes the association between fast/slow metabolizer status (depending on 3 different 

cut-offs of C/D ratio: 1.6, 1.8 and 1.09) and the occurrence of complications after LT. Table 6 

describes the mean eGFR depending of fast/slow metabolizer status. Using the 1.6 cut-off of C/D, 

at 6 and 12 months after LT, fast metabolizers at 6 months had a significantly lower eGFR at 1, 5 

and 10 year and had more moderate and severe renal impairment at 5 year and more severe renal 

impairment at 10 year than slow metabolizer. There was no other significant association between 

fast/slow metabolizer status defined with C/D ratio<1.6 at 6 or 12 months. Using the 1.8 cut-off of 

C/D, at 6 and 12 months after LT, fast metabolizers at 6 months had a significantly lower eGFR at 

1, 5 and 10 year and had more moderate and severe renal impairment at 5 year, more severe 

renal impairment at 10 year and developed also more cardiovascular events after LT. Fast 

metabolizers at 12 months developed more PTLD, de novo dyslipidemia, de novo hypertension, 

and insulin-treated diabetes than slow metabolizers.   

Finally, using the 1.09 cut-off of C/D from Thölking, there was no significant association between 

fast/slow metabolizer status with the mean eGFR at 1, 5 and 10 year after LT. There was a trend 

for fast metabolizers, defined at M6, to have lower eGFR 5 years after LT.  
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DISCUSSION 

 

Due to significant improvement in both surgical techniques and immunosuppressive therapy during 

the past decades, LT recipients are expected to live longer. Nevertheless, with time, complications 

of immunosuppression and immunosuppressive drugs themselves are frequent and can impact 

survival of patients. Tac became the cornerstone of immunosuppression after LT in the mid 90’s 

and close Tac monitoring is needed because of a high intra- and inter-variability of its metabolism. 

In addition to general complications of immunosuppression, mainly infections and malignancies, 

side-effects of Tac include hypertension, diarrhea, hyperglycemia, hyperlipemia, neurological 

symptom such as tremor, and renal impairment [3-6]. Tac nephrotoxicity could manifest either as 

acute kidney injury, which is a dose-dependent and reversible, or as a chronic kidney disease 

(usually defined as GFR<60mL/min/1.73m²) that appears usually after 6 months use of Tac and is 

irreversible (ranging from  4 to 73% depending on the length of follow up) [23]. Tac use can also 

lead to diabetes (up to 15.9%), arterial hypertension (up to 70%) and hyperlipidemia (up to 69%), 

well known cardiovascular risk factors [24, 25], and cardiovascular events range from 9 to 25% in 

LT recipients [26, 27]. Therefore, the observed rates of all these complications of Tac in our cohort 

with long follow-up were as expected, and we report that the occurrence of a significant part of 

complications of Tac-based immunosuppression is associated with Tac exposure (trough blood 

concentrations and overall mean Tac concentrations) and Tac metabolism (C/D ratio).  

We first focused our attention on trough blood concentrations and overall mean Tac 

concentrations, which are used in daily practice. It has already been demonstrated that high Tac 

blood concentration, especially during the first year after LT leads to renal impairment [3, 4]. In our 

study, the most of renal function loss occurred during the first month after LT confirming that long-

term renal impairment might be determined by early exposition of Tac. Several studies reported 

that the use of lower dose of Tac during the first month after LT could therefore decrease the 

number of patient with eGFR<60mL/min/1.73m² [4, 11]. In our population patients with moderate 

and severe renal impairment (eGFR under 60mL/min/1.73m²) at 6 months had significantly lower 
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Tac concentrations during the first year after LT; it can be hypothesized that clinicians adapted 

(lowered) Tac doses in patients with impaired renal function in the early post-operative period.  

Although different factor contributes as well such as history of smoking or genetic predisposition, 

Tac is also a well-known factor of cancer progression [28]. The risk of solid cancer after LT is two 

to three times higher compared to the general population, and 10 to 30 times higher for skin cancer 

(16% to 22.5% of patients) and PTLD (reported up to 2.8% of patients) [7, 29]. We initially chose a 

LT population of patients with ALD because of the high risk of malignancies. Carenco and coll. 

reported [6] that the mean Tac concentration during the first year after LT was significantly higher 

in patients who developed non-skin solid tumors (10.3 and 7.9 ng/mL, respectively, p<0.0001). In 

our population, we failed to find such association; except for non-melanoma skin cancers and HCC 

recurrence (patients had a higher Tac trough blood concentration at 3 or 6 months). One possible 

explanation is that the mean blood concentration of Tac in our study was lower during the first 6 

months following LT compared to the population of the Carenco and coll. study [12]. For example, 

the mean Tac trough blood concentration at 3 months was 8.2 in our population vs. 9.2 in Carenco 

study, and the overall mean Tac concentration at 3 months for patients with de novo malignancy 

was in our population 8.8 (+/-2.4) vs. 8.6 (+/-2.6) for patient without de novo cancer (10.8 vs. 8.9 in 

Carenco study). Regarding HCC recurrence, our results confirm that a reduced exposure to CNIs 

(for instance by using sirolimus) within the first months after LT could be associated with 

decreased risk of HCC recurrence [30, 31]. Similarly, conversion from CNI to sirolimus is able to 

prevent squamous-cell carcinoma recurrence in kidney transplant recipients [32].  

Finally, we report here that patients who presented CMV infection had significantly higher Tac 

trough blood concentration at 6 months. Since the impact of Tac exposure on CMV infection has 

not been previously reported, this probably needs further evaluation.  

Until now, only Tac trough blood concentration is used to adjust the dosage of Tac, and other tools, 

easy to use in daily practice, to determine patient at risks to developed long-term complications 

related to Tac therapy are needed. Several factors (outside patients’ adherence) are known to 

influence and explained the high intra- and inter-variability of Tac metabolism. Genetic 

polymorphisms of cytochrome P450 enzymes such as CYP3A4 or CYP3A5 and P-glycoprotein, of 

both recipient and donor are involved, but this cannot be used routinely [33, 34]. Some drugs, such 
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as corticosteroids or antibiotics, or food, are able to modify the activity of those enzymes, leading 

to modification in Tac bioavailability [35]. Some studies found contradictory results as to the 

influence of age or sex on Tac metabolism: some reported that females required higher dosage of 

Tac compared to male [36]. Tac metabolism rate, defined as C/D [13, 14, 22] ratio, has been 

recently proposed as an easy tool to predict patient at risk to develop complications after liver or 

kidney transplantation. C/D ratio is usually calculated at 6 months, in order to prevent the 

interaction of corticosteroids or antibiotics with Tac metabolism. The C/D ratio are calculated 

whether directly the 6th month or using the mean C/D ratio at 6 months (using the data at 1, 3 and 

6 months). Interestingly, we demonstrated here that C/D ratio progressively increases with time 

during the first year after LT, as previously reported after kidney transplantation [37].  

Using the median calculated C/D ratio, patients can be separated in 2 groups, patients with a C/D 

ratio over the median (slow-metabolizers) and those with a C/D ratio under the median (fast-

metabolizers). Fast-metabolizers are thought to be exposed to higher risk of Tac adverse effect 

because of the need of higher doses of Tac to achieve target, increasing thus the risk of higher 

(and deleterious) Tac peak. After kidney transplantation, fast-metabolizers could have more BK 

viremia and significantly lower eGFR [37]. In the study of Thölking and coll. [14], LT recipients 

considered as fast-metabolizers (defined with a C/D ratio <1.09), had significantly lower eGFR than 

slow-metabolizers. We did find similar result in our study, using different cut-offs because of  

significant differences in C/D ratio (and median) calculated in our study, which were much higher 

(for instance, 1.6 vs. 1.09 at 6 months). This difference of C/D ratio might reside in the difference in 

the populations: for example, there were less women in our study than in Thölking (23.1% vs. 

49.4%) and gender had already been associated with difference in Tac metabolism (women 

probably require higher doses of Tac). In addition, our study focused only on patients with ALD 

whereas Thölking included all indications for LT: there might exist differences between Tac 

metabolism depending on the clinical profile of LT recipients.  

In the present study, we evaluated 2 cut-offs of C/D, derived from median at 6- and 12 months (1.6 

and 1.8). We consider 1.8 as the most efficient cut-off rather than 1.6, because it was more 

powerful and more associated with long term complications. Defining fast metabolizers patient with 

C/D ratio under 1.8, we found similar results than Thölking and coll.: fast-metabolizers had lower 
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eGFR and more renal impairment (eGFR<60mL/min/1.73m²). Moreover, in our population, C/D 

ratio was more efficient than trough blood concentrations to identify patients with renal failure. In 

addition, we report here for the first time that fast-metabolizers also developed more de novo 

dyslipidemia, more de novo hypertension, more diabetes treated with insulin and presented more 

cardiovascular events while Tac trough blood concentration was only associated with the onset of 

de novo hypertension and cardiovascular events. Interestingly, it has been recently reported that 

kidney transplant fast-metabolizers develop more cardiovascular events [21]. Finally, we report that 

fast-metabolizers had a higher risk of developing PTLD, and this also needs further evaluation. 

In conclusion, our results support that, in addition to blood trough concentrations, Tac metabolism, 

as estimated by the simple C/D ratio, could be an efficient parameter in daily practice to identify LT 

patients at risk to develop long term general complications of Tac, such as renal impairment, but 

also de novo dyslipidemia, diabetes and hypertension. Limitations of our study include its 

retrospective and monocentric nature, the characteristics of the French study population 

(Caucasian men (both ethnicity and gender influence genetic polymorphism on Tac metabolism), 

ALD LT recipients), variation of immunosuppressive regimen all along follow-up (long-term Tac 

withdrawal in almost half of our patients). Further studies are therefore needed to evaluate our 

findings in larger cohorts, including non-ALD LT recipients, and with a specific focus on other than 

Tac immunosuppressants, especially mTOR inhibitors which emerged in the recent years.    

 

 

 

  



16 

 

References 

 

[1] P. Mathurin, R. Bataller, Trends in the management and burden of alcoholic liver disease, J 

Hepatol. 62(1 Suppl) (2015) S38-46. 

[2] V.C. McAlister, E. Haddad, E. Renouf, R.A. Malthaner, M.S. Kjaer, L.L. Gluud, Cyclosporin 

versus tacrolimus as primary immunosuppressant after liver transplantation: a meta-analysis, Am. 

J. Transplant. 6(7) (2006) 1578-1585 

[3] S. Karie-Guigues, N. Janus, F. Saliba, J. Dumortier, C. Duvoux, Y. Calmus, R. Lorho, G. Deray, 

V. Launay-Vacher, G.-P. Pageaux, Long-term renal function in liver transplant recipients and 

impact of immunosuppressive regimens (calcineurin inhibitors alone or in combination with 

mycophenolate mofetil): the TRY study, Liver Transpl. 15(9) (2009) 1083-1091. 

[4] M. Rodríguez-Perálvarez, G. Germani, T. Darius, J. Lerut, E. Tsochatzis, A.K. Burroughs, 

Tacrolimus trough levels, rejection and renal impairment in liver transplantation: a systematic 

review and meta-analysis, Am. J. Transplant. 12(10) (2012) 2797-2814. 

[5] D.H. Peters, A. Fitton, G.L. Plosker, D. Faulds, Tacrolimus. A review of its pharmacology, and 

therapeutic potential in hepatic and renal transplantation, Drugs 46(4) (1993) 746-94. 

[6] C. Carenco, S. Faure, J. Ursic-Bedoya, A. Herrero, G.P. Pageaux, Solid, non-skin, post-liver 

transplant tumors: Key role of lifestyle and immunosuppression management, World J. 

Gastroenterol. 22(1) (2016) 427-434. 

[7] O. Sérée, M. Altieri, E. Guillaume, R. De Mil, T. Lobbedez, P. Robinson, P. Segol, E. Salamé, 

A. Abergel, O. Boillot, F. Conti, O. Chazouillères, M. Debette-Gratien, D. Debray, G. Hery, S. 

Dharancy, F. Durand, C. Duvoux, C. Francoz, J. Gugenheim, J. Hardwigsen, P. Houssel-Debry, E. 

Jacquemin, N. Kamar, M. Latournerie, P. Lebray, V. Leroy, A. Mazzola, M. Neau-Cransac, G.-P. 

Pageaux, S. Radenne, F. Saliba, D. Samuel, C. Vanlemmens, M.-L. Woehl-Jaegle, G. Launoy, J. 

Dumortier, Longterm risk of solid organ de novo malignancies after liver transplantation: a French 

national study on 11,226 patients, Liver Transpl. 24(10) (2018) 1425-1436. 

[8] R. Venkataramanan, L.M. Shaw, L. Sarkozi, R. Mullins, J. Pirsch, G. MacFarlane, D. Scheller, 

D. Ersfeld, M. Frick, W.E. Fitzsimmons, M. Virji, A. Jain, K.L. Brayman, A. Shaked, Clinical utility of 

monitoring tacrolimus blood concentrations in liver transplant patients, J. Clin. Pharmacol. 41(5) 

(2001) 542-551. 

[9] K. Boudjema, C. Camus, F. Saliba, Y. Calmus, E. Salamé, G. Pageaux, C. Ducerf, C. Duvoux, 

C. Mouchel, A. Renault, P. Compagnon, R. Lorho, E. Bellissant, Reduced-dose tacrolimus with 

mycophenolate mofetil vs. standard-dose tacrolimus in liver transplantation: a randomized study, 

Am. J. Transplant. 11(5) (2011) 965-976. 

[10] J.-J. Jia, B.-Y. Lin, J.-J. He, L. Geng, D. Kadel, L. Wang, D.-D. Yu, T. Shen, Z. Yang, Y.-F. Ye, 

L. Zhou, S.-S. Zheng, ''Minimizing tacrolimus'' strategy and long-term survival after liver 

transplantation, World J. Gastroenterol. 20(32) (2014) 11363-11369. 



17 

 

[11] J.M. Neuberger, R.D. Mamelok, P. Neuhaus, J. Pirenne, D. Samuel, H. Isoniemi, L. Rostaing, 

A. Rimola, S. Marshall, A.D. Mayer, R.S. Group, Delayed introduction of reduced-dose tacrolimus, 

and renal function in liver transplantation: the 'ReSpECT' study, Am. J. Transplant. 9(2) (2009) 

327-336. 

[12] C. Carenco, E. Assenat, S. Faure, Y. Duny, G. Danan, M. Bismuth, A. Herrero, B. Jung, J. 

Ursic-Bedoya, S. Jaber, D. Larrey, F. Navarro, G.-P. Pageaux, Tacrolimus and the risk of solid 

cancers after liver transplant: a dose effect relationship, Am. J. Transplant. 15(3) (2015) 678-686. 

[13] G. Thölking, C. Fortmann, R. Koch, H.U. Gerth, D. Pabst, H. Pavenstädt, I. Kabar, A. Hüsing, 

H. Wolters, S. Reuter, B. Suwelack, The Tacrolimus Metabolism Rate Influences Renal Function 

after Kidney Transplantation, PLoS ONE 9(10) (2014). 

[14] G. Thölking, L. Siats, C. Fortmann, R. Koch, A. Hüsing, V.R. Cicinnati, H.U. Gerth, H.H. 

Wolters, C. Anthoni, H. Pavenstädt, B. Suwelack, H.H. Schmidt, I. Kabar, Tacrolimus 

Concentration/Dose Ratio is Associated with Renal Function After Liver Transplantation, Ann. 

Transplant. 21 (2016) 167-179. 

[15] J. Dumortier, O. Guillaud, M. Adham, C. Boucaud, B. Delafosse, Y. Bouffard, P. Paliard, J.Y. 

Scoazec, O. Boillot, Negative impact of de novo malignancies rather than alcohol relapse on 

survival after liver transplantation for alcoholic cirrhosis: a retrospective analysis of 305 patients in 

a single center, Am. J. Gastroenterol. 102(5) (2007) 1032-41. 

[16] A. Toma, G. Paré, D.P. Leong, Alcohol and Cardiovascular Disease: How Much is Too Much?, 

Curr. Atheroscler. Rep. 19(3) (2017) 13. 

[17] J.D. Gardner, A.J. Mouton, Alcohol effects on cardiac function, Comprehensive Physiology 

5(2) (2015) 791-802.  

[18] P. Zhang, G.J. Bagby, K.I. Happel, C.E. Raasch, S. Nelson, Alcohol abuse, 

immunosuppression, and pulmonary infection, Current Drug Abuse Reviews 1(1) (2008) 56-67. 

[19] A.S. Levey, J.P. Bosch, J.B. Lewis, T. Greene, N. Rogers, D. Roth, A more accurate method 

to estimate glomerular filtration rate from serum creatinine: a new prediction equation. Modification 

of Diet in Renal Disease Study Group, Ann. Intern. Med. 130(6) (1999) 461-70. 

[20] M. Vivarelli, A. Cucchetti, G. La Barba, M. Ravaioli, M. Del Gaudio, A. Lauro, G.L. Grazi, A.D. 

Pinna, Liver transplantation for hepatocellular carcinoma under calcineurin inhibitors: 

reassessment of risk factors for tumor recurrence, Ann. Surg. 248(5) (2008) 857-862. 

[21] K. Schütte-Nütgen, G. Tholking, J. Steinke, H. Pavenstadt, R. Schmidt, B. Suwelack, S. 

Reuter, Fast Tac Metabolizers at Risk (-) It is Time for a C/D Ratio Calculation, J. Clin. Med. 8(5) 

(2019). 

[22] G. Thölking, C. Schmidt, R. Koch, K. Schuette-Nuetgen, D. Pabst, H. Wolters, I. Kabar, A. 

Hüsing, H. Pavenstädt, S. Reuter, B. Suwelack, Influence of tacrolimus metabolism rate on BKV 

infection after kidney transplantation, Scientific Reports 6 (2016) 32273. 

[23] C. Duvoux, G.P. Pageaux, Immunosuppression in liver transplant recipients with renal 

impairment, J. Hepatol. 54(5) (2011) 1041-1054. 



18 

 

[24] R. Pfitzmann, N.C. Nussler, M. Hippler-Benscheidt, R. Neuhaus, P. Neuhaus, Long-term 

results after liver transplantation, Transpl. Int. 21(3) (2008) 234-46. 

[25] A. Barnard, P. Konyn, S. Saab, Medical Management of Metabolic Complications of Liver 

Transplant Recipients, Gastroenterol Hepatol (N Y) 12(10) (2016) 601-608. 

[26] D. D'Avola, V. Cuervas-Mons, J. Martí, J. Ortiz de Urbina, L. Lladó, C. Jimenez, E. Otero, F. 

Suarez, J.M. Rodrigo, M.-A. Gómez, E. Fraga, P. Lopez, M.T. Serrano, A. Rios, E. Fábrega, J.I. 

Herrero, Cardiovascular morbidity and mortality after liver transplantation: The protective role of 

mycophenolate mofetil, Liver Transpl. 23(4) (2017) 498-509.. 

[27] S. Desai, J.C. Hong, S. Saab, Cardiovascular risk factors following orthotopic liver 

transplantation: predisposing factors, incidence and management, Liver Int. 30(7) (2010) 948-57. 

[28] M. Maluccio, V. Sharma, M. Lagman, S. Vyas, H. Yang, B. Li, M. Suthanthiran, Tacrolimus 

enhances transforming growth factor-beta1 expression and promotes tumor progression, 

Transplantation 76(3) (2003) 597-602. 

[29] C. Carenco, S. Faure, A. Herrero, E. Assenat, Y. Duny, G. Danan, M. Bismuth, G. Chanques, 

J. Ursic-Bedoya, S. Jaber, D. Larrey, F. Navarro, G.-P. Pageaux, Incidence of solid organ cancers 

after liver transplantation: comparison with regional cancer incidence rates and risk factors, Liver 

Int. 35(6) (2015) 1748-1755. 

[30] M. Rodríguez-Perálvarez, E. Tsochatzis, M.C. Naveas, G. Pieri, C. García-Caparrós, J. 

O'Beirne, A. Poyato-González, G. Ferrín-Sánchez, J.L. Montero-Álvarez, D. Patch, D. Thorburn, J. 

Briceño, M. De la Mata, A.K. Burroughs, Reduced exposure to calcineurin inhibitors early after liver 

transplantation prevents recurrence of hepatocellular carcinoma, J. Hepatol 59(6) (2013) 1193-

1199. 

[31] E.K. Geissler, A.A. Schnitzbauer, C. Zülke, P.E. Lamby, A. Proneth, C. Duvoux, P. Burra, K.-

W. Jauch, M. Rentsch, T.M. Ganten, J. Schmidt, U. Settmacher, M. Heise, G. Rossi, U. Cillo, N. 

Kneteman, R. Adam, B. van Hoek, P. Bachellier, P. Wolf, L. Rostaing, W.O. Bechstein, M. Rizell, J. 

Powell, E. Hidalgo, J. Gugenheim, H. Wolters, J. Brockmann, A. Roy, I. Mutzbauer, A. Schlitt, S. 

Beckebaum, C. Graeb, S. Nadalin, U. Valente, V.S. Turrión, N. Jamieson, T. Scholz, M. Colledan, 

F. Fändrich, T. Becker, G. Söderdahl, O. Chazouillères, H. Mäkisalo, G.-P. Pageaux, R. Steininger, 

T. Soliman, K.P. de Jong, J. Pirenne, R. Margreiter, J. Pratschke, A.D. Pinna, J. Hauss, S. 

Schreiber, S. Strasser, J. Klempnauer, R.I. Troisi, S. Bhoori, J. Lerut, I. Bilbao, C.G. Klein, A. 

Königsrainer, D.F. Mirza, G. Otto, V. Mazzaferro, P. Neuhaus, H.J. Schlitt, Sirolimus Use in Liver 

Transplant Recipients With Hepatocellular Carcinoma: A Randomized, Multicenter, Open-Label 

Phase 3 Trial, Transplantation 100(1) (2016) 116-125. 

[32] S. Euvrard, E. Morelon, L. Rostaing, E. Goffin, A. Brocard, I. Tromme, N. Broeders, V. del 

Marmol, V. Chatelet, A. Dompmartin, M. Kessler, A.L. Serra, G.F.L. Hofbauer, C. Pouteil-Noble, 

J.M. Campistol, J. Kanitakis, A.S. Roux, E. Decullier, J. Dantal, Sirolimus and Secondary Skin-

Cancer Prevention in Kidney Transplantation, N. Engl. J. Med. 367(4) (2012) 329-339. 



19 

 

[33] F. Hendijani, N. Azarpira, M. Kaviani, Effect of CYP3A5*1 expression on tacrolimus required 

dose after liver transplantation: A systematic review and meta-analysis, Clin. Transplant. 32(8) 

(2018) e13306. 

[34] E. Ji, L. Choi, K.-S. Suh, J.-Y. Cho, N. Han, J.M. Oh, Combinational effect of intestinal and 

hepatic CYP3A5 genotypes on tacrolimus pharmacokinetics in recipients of living donor liver 

transplantation, Transplantation 94(8) (2012) 866-872. 

[35] T. Iwahori, H. Takeuchi, N. Matsuno, Y. Johjima, O. Konno, Y. Nakamura, K. Hama, M. 

Uchiyama, T. Ashizawa, K. Okuyama, T. Nagao, M. Abudoshukur, T. Hirano, K. Oka, 

Pharmacokinetic differences between morning and evening administration of cyclosporine and 

tacrolimus therapy, Transplant. Proc. 37(4) (2005) 1739-1740. 

[36] N. Rancic, V. Dragojevic-Simic, N. Vavic, A. Kovacevic, Z. Segrt, B. Draskovic-Pavlovic, M. 

Mikov, Tacrolimus concentration/dose ratio as a therapeutic drug monitoring strategy: The 

influence of gender and comedication, Vojnosanit. Pregl. 72(9) (2015) 813-822.  

[37] L. Rostaing, S. Bunnapradist, J.M. Grinyo, K. Ciechanowski, J.E. Denny, H.T. Silva, Jr., K. 

Budde, Novel once-daily extended-release tacrolimus versus twice-Daily tacrolimus in de novo 

kidney transplant recipients: two-year results of phase 3, double-blind, randomized trial, Am J 

Kidney Dis 67(4) (2016) 648-59. 

 

 



20 

 

LEGENDS FOR FIGURES 

 

Figure 1: Renal function after LT 

A: Evolution of eGFR after LT 

Before LT mean eGFR was 91.2+/-28.1 mL/min/1.73m² and then decrease to 61.6+/-25.9 the first 

month after LT. After there was a small improvement of eGFR: At 6 months, mean eGFR was 

67.1+/-20.5, then 67.0+/-21.4 at 1 year, 65.9+/-21.9 at 5 years and 63.2+/-24.7 at 10 years after 

LT. 

B: Evolution of stages of chronic kidney failure after LT 

 

Figure 2: Tac trough blood concentration and overall mean Tac concentration after LT 

A: Evolution of overall mean Tac concentration after LT 

At day 3, Tac trough blood concentration was 10.4+/-7.5 ng/mL and then decrease to 9.1+/-3.7 

ng/mL at 1 month, then 8.2+/-3.2 ng/mL at 3 month, 8.5+/-3.4 ng/mL at 6 months, 7.2+/-3.0 at 12 

months, 6.4+/-3.0 ng/mL at 2 years, 4.9+/-2.5 ng/mL at 5 years, 3.8+/-2.5 ng/mL at 10 years and 

finally 2.8+/-1.4 ng/mL at 20 years. 

B: Evolution of overall mean Tac concentration after LT   

During the 1st month, the overall mean Tac concentration was 9.6+/-3.1 ng/mL, then 8.7+/-2.5 

ng/mL during the 3rd month, 8.6+/-2.4 ng/mL during the 6th months, and 8.0+/-2.1 ng/mL during 

the 12th month.  

 

Figure 3: Evolution of Tac C/D ratio after LT 

At 1 month, mean+/-SD (cross) Tac C/D ratio was at 1.7+/-1.4, then 1.6+/-1.0 at 3 months, 2.0+/-

1.4 at 6 months and 2.2+/-1.8 at 12 months. Median Tac C/D ratio (straight line) was 1.3 

(IQR=1.1), 1.4 (IQR=1.0), 1.6 (IQR=1.4) and 1.8 (IQR=1.2) at 1, 3, 6 and 12 months respectively. 

 

Figure 4: Distribution of Tac C/D ratio after LT 

At 1 month the median Tac C/D ratio (dotted line) was 1.3. Tac C/D ratio range from 0.3 to 12.9 

At 3 month the median Tac C/D ratio (dotted line) was 1.5. Tac C/D ratio range from 0.2 to 7.3 
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At 6 month the median Tac C/D ratio (dotted line) was 1.6. Tac C/D ratio range from 0.3 to 12.2 

At 1 year the median Tac C/D ratio (dotted line) was 1.8. Tac C/D ratio range from 0.3 to 15.6 

 

 

 

 











Table 1. Characteristics of the study population (n=251) 

Characteristics 
n  (%) or 
median 

Sex (male/female, n) 193 / 58 76.9% / 23.1% 
Age at the time of LT (year, mean±SD) 53.4±7.3 53.5 
HCC (n) 75 29.9% 
eGFR before LT (mL/min/1,73m², mean±SD) 91.6±28.1 89.7 
Follow-up time (year, mean±SD) 11.6±4.8 12.0 
Alive 5 years after LT (n) 233 92.8% 
Alive 10 years after LT (n) 170 67.7% 

Initial immunosuppressive regimen (1st month after LT) 
Tac only (n) 83 33.1% 
Tac + MMF (n) 161 64.1% 
Tac + azathioprine (n) 5 2.0% 
Tac + EVR + MMF (n) 2 0.8% 

Steroids (n and median dose, mg/d)   
1st month  163 64.9% (15.1) 
3rd month 150 59.8% (8.1) 
6th month 55 21.9% (5.6) 
12th month 26 10.4% (5.2) 

CMV prophylactic treatment (n) 247 98.4% 

Tacrolimus dose after LT (mg/d, mean±SD) 
1st month  7.0±3.8 6.0 
3rd month 6.6±4.1 6.0 
6th month 5.5±3.6 5.0 
12th month 4.3±2.4 4.0 

Maintenance immunosuppressive regimen (last follow-up) 
Tac (n) 144 57.3% 
MMF (n) 133 53.0% 
Azathioprine (n) 0 0.0% 
Cyclosporine (n) 11 4.4% 

EVR (n) 75 29.9% 

Co-morbidities 
Before LT 

Tobacco smoking (n) 179 71.3% 
Weight (kg, mean±SD) 75.0±15.2 75.0 
BMI (kg/m², mean±SD) 26.0±4.4 25.3 
Obesity (n) 41 16.3% 
Dyslipidemia (n) 9 3.6% 
Diabetes (n) 51 20.3% 

Diabetes treated with insulin 25 10.0% 
Hypertension (n) 54 21.5% 

Severe hypertension (n) 1 0.4% 
After LT 

Severe alcohol relapse after LT (n) 60 23.9% 
Last BMI (kg/m², mean±SD) 26.0±5.3 25.5 
Obesity (n) 60 23.9% 
Last eGFR (mL/min/1,73m², mean±SD) 66.1±31 64.4 
Dialysis (n) 17 6.8% 
Dyslipidemia (n) 118 47.0% 

De novo dyslipidemia (n) 111 44.2% 
Diabetes (n) 95  37.8% 



De novo diabetes (n) 47 18.7% 
Diabetes treated with insulin 53 21.1% 
De novo diabetes treated with insulin (n) 33 13.1% 

Hypertension (n) 174 69.3% 
De novo Hypertension (n) 124 49.4% 
Severe hypertension (n) 50 19.9% 

Severe Infectious event (n) 112 44.6% 
Time to first infectious event (months, mean±SD /median) 35.8±54.1 / 5.2 
      <1 month (n) 41 16.3% 
      between 1st and 6th month (n) 16 6.4% 
      after the 6th month (n) 55 21.9% 
CMV Infection (n) 34 13.6% 

Cardiovascular event (CVE) (n) 39 15.5% 
Time to first CVE (months, mean±SD /median) 94.6±60.1 / 87.7 

Cancer   
Malignancies (all) after LT (n) 104 41.4% 
Time to first malignancy (months, mean±SD /median) 91.7±47.3 / 86.1 
HCC recurrence (n) 7 9.3% 
PTLD (n) 8 3.2% 
De novo malignancies (excl. PTLD) (n) 90 35.9% 

De novo upper aerodigestive tract malignancies (n) 55 21.9% 
Non-melanoma skin cancers (n) 22 8.8% 
Multiple cancers (n) 19 7.6% 

 

 

  



Table 2. Immunosuppressive drugs used after LT in the study population (n=251) 

 cyclosporine azathioprine MMF EVR Tac 

Patients (n) 27 8 225 111 251 

Mean time before introduction (months) 50.4 12.1 10.6 81.3 0.0 

Median time before introduction (months) 50.2 0.0 0.0 78.0 0.0 

Mean exposition time (months) 75.1 13.0 102.4 43.2 105.1 

Median exposition time (months) 72.3 7.2 103.3 28.1 98.6 

 



Table 3: Tac trough blood concentration and complications after LT 

Tac trough blood concentration 

    M1 p M3 p M6 p Y1 p 

Cardiovascular event Yes 9.2+/-3.4 0.45 9.3+/-3.7 0.02 8.7+/-3.6 0.54 6.9+/-2.4 0.67 

  No 9.0+/-3.8 8.0+/-3.1 8.5+/-3.3 7.3+/-3.1 
Infections          

Severe infection Yes 8.9+/-3.7 0.78 8.1+/-3.2 0.62 8.3+/-3.4 0.18 7.3+/-3.2 0.89 
  No 9.2+/-3.7 8.2+/-3.1 8.7+/-3.4 7.1+/-2.8 
CMV infection Yes 8.4+/-3.5 0.29 7.7+/-3.3 0.32 9.6+/-4.1 0.04 7.7+/-3.2 0.31 
  No 9.2+/-3.7 8.2+/-3.1 8.3+/-3.2 7.1+/-2.9 
Infection <1 month post-LT Yes 9.4+/-4.0 0.81       
  No 9.1+/-3.6       

Infection [1-6] month post-LT Yes 8.9+/-3.7 0.73 8.0+/-2.7 0.83     
  No 9.1+/-3.6 8.2+/-3.2     

Infection > 6 month post-LT Yes 8.9+/-3.3 0.7 8.3+/-3.3 0.61 8.3+/-3.1 0.86   
  No 9.2+/-3.7 8.2+/-3.1 8.5+/-3.4   

Metabolic disorders          
Dyslipidemia Yes 8.9+/-3.6 0.91 8.3+/-3.3 0.73 8.4+/-3.4 0.65 7.0+/-2.8 0.28 

  No 9.2+/-3.8 8.1+/-3.1 8.6+/-3.4 7.4+/-3.1 
De novo dyslipidemia Yes 8.9+/-3.5 0.88 8.3+/-3.4 0.7 8.5+/-3.4 0.9 7.0+/-2.9 0.27 
  No 9.1+/-3.9 8.1+/-3.1 8.5+/-3.3 7.4+/-3.1 
Hypertension Yes 9.0+/-3.8 0.61 8.3+/-3.2 0.36 8.4+/-3.3 0.32 7.0+/-2.9 0.27 
  No 9.2+/-3.4 8.0+/-3.2 8.8+/-3.6 7.6+/-3.1 
De novo hypertension Yes 9.0+/-3.8 0.63 8.6+/-3.2 0.049 8.5+/-3.3 0.95 6.9+/-2.9 0.24 
  No 9.2+/-3.6 7.8+/-3.2 8.5+/-3.4 7.5+/-3.1 
Severe hypertension Yes 9.0+/-3.2 0.89 8.7+/-3.2 0.21 8.2+/-3.2 0.42 7.6+/-3.4 0.38 
  No 9.1+/-3.8 8.1+/-3.2 8.6+/-3.4 7.1+/-2.8 
Diabetes Yes 8.8+/-3.9 0.54 8.3+/-3.4 0.98 8.6+/-3.6 0.91 7.0+/-2.7 0.29 
  No 9.2+/-3.6 8.2+/-3.1 8.5+/-3.2 7.3+/-3.1 
De novo diabetes Yes 9.4+/-4.0 0.6 8.6+/-3.5 0.41 8.8+/-3.2 0.31 7.5+/-3.2 0.75 
  No 9.0+/-3.6 8.1+/-3.1 8.4+/-3.4 7.2+/-2.9 
Diabetes treated with insulin Yes 9.3+/-4.2 0.78 8.3+/-3.2 0.71 8.7+/-3.9 0.92 6.7+/-2.8 0.22 
  No 9.0+/-3.6 8.2+/-3.2 8.5+/-3.2 7.3+/-3.0 
De novo diabetes treated with insulin Yes 9.7+/-4.5 0.53 8.2+/-3.3 0.84 8.3+/-3.1 0.58 6.9+/-3.0 0.58 



  No 8.9+/-3.6 8.2+/-3.2 8.5+/-3.4 7.3+/-3.0 
Malignancies          

De novo malignancy or HCC 
recurrence 

Yes 9.3+/-3.4 0.18 8.5+/-3.3 0.21 8.7+/-3.3 0.61 7.5+/-3.1 0.31 

  No 8.8+/-3.9 8.0+/-3.1 8.4+/-3.4 7.0+/-2.8 
De novo malignancy Yes 9.4+/-3.5 0.2 8.5+/-3.3 0.28 8.6+/-3.3 0.73 7.4+/-3.0 0.27 
  No 8.9+/-3.8 8.0+/-3.1 8.5+/-3.5 7.0+/-2.9 
De novo malignancy (excl. skin 

cancer) 
Yes 9.5+/-3.6 0.22 8.1+/-3.0 0.92 8.4+/-3.3 0.76 7.4+/-3.1 0.58 

  No 8.9+/-3.7 8.2+/-3.3 8.6+/-3.4 7.1+/-2.9 
Non-melanoma skin cancer  Yes 9.0+/-2.8 0.6 10.3+/-4.0 0.01 9.0+/-3.3 0.45 7.8+/-2.7 0.24 
  No 9.1+/-3.8 8.0+/-3.0 8.5+/-3.4 7.1+/-3.0 
PTLD Yes 10.4+/-3.2 0.19 7.5+/-3.2 0.66 7.4+/-2.2 0.38 6.2+/-1.5 0.41 
  No 9.0+/-3.7 8.2+/-3.2 8.6+/-3.4 7.2+/-3.0 
Upper aerodigestive tract cancer Yes 9.0+/-3.3 0.79 8.1+/-2.8 0.92 8.5+/-3.1 0.93 7.7+/-3.3 0.22 
  No 9.1+/-3.8 8.2+/-3.3 8.5+/-3.5 7.1+/-2.9 
HCC recurrence Yes 9.1+/-1.7 0.55 9.1+/-2.8 0.19 10.6+/-5.0 0.04 7.8+/-4.5 0.60 

  No  8.9+/-3.7 7.6+/-2.9  8.0+/-3.0  7.2+/-2.8  

Renal failure          

1 month after LT          

          eGFR<30 Yes 8.6+/-4.1 0.27       

  No 9.2+/-3.6       

          eGFR<60 Yes 9.1+/-3.5 0.92       

  No 9.2+/-3.7       

6 months after LT          

          eGFR<30 Yes 8.1+/-4.4 0.37 8.7+/-3.5 0.77 8.7+/-3.6 0.75   

  No 9.2+/-3.6 8.2+/-3.2 8.5+/-3.4   

          eGFR<60 Yes 8.3+/-3.2 0.01 7.9+/-3.4 0.16 7.6+/-3.1 0.01   

  No 9.6+/-3.8 8.4+/-3.0 9.1+/-3.4    

1 year after LT           

          eGFR<30 Yes 9.8+/-2.6 0.52 8.1+/-4.3 0.67 8.9+/-3.2 0.79 6.5+/-2.4 0.42 

  No 9.1+/-3.6 8.2+/-3.2 8.5+/-3.4 7.2+/-3.0 

          eGFR<60 Yes 8.8+/-3.6 0.48 7.9+/-3.2 0.07 8.1+/-3.5 0.07 7.1+/-3.0 0.4 

  No 9.2+/-3.7  8.4+/-3.2   8.8+/-3.3 7.3+/-2.9  

5 years after LT           



          eGFR<30 Yes 10.1+/-3.2 0.41 9.8+/-2.8 0.08 7.6+/-3.7 0.44 7.6+/-3.2 0.55 

  No 9.1+/-3.6 8.2+/-3.2 8.6+/-3.4 7.2+/-3.0 

          eGFR<60 Yes 8.8+/-3.7 0.27 8.2+/-3.2 0.81 7.8+/-3.3 0.01 6.6+/-2.7 0.02 

  No 9.3+/-3.6 8.2+/-3.2 8.9+/-3.4 7.5+/-3.0 

10 years after LT           

          eGFR<30 Yes 7.1+/-3.4 0.07 8.5+/-2.9 0.51 7.1+/-2.1 0.1 7.8+/-4.4 0.88 

  No 9.2+/-3.6 8.2+/-3.2 8.6+/-3.4 7.2+/-2.9 

          eGFR<60 Yes 9.2+/-3.8 0.94 8.8+/-3.2 0.09 8.3+/-3.4 0.3 7.0+/-3.4 0.25 

  No 9.1+/-3.5 8.0+/-3.2 8.6+/-3.4 7.3+/-2.8 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Table 4: Overall mean tacrolimus concentration and complications after LT 

Overall mean Tac concentration 

    1 month p 3 months p 6 months p 1 year p 

Cardiovascular event Yes 9.6+/-3.1 0.99 9.0+/-2.9 0.35 9.0+/-3.0 0.21 8.2+/-2.6 0.68 

  No 9.6+/-3.1 8.6+/-2.5 8.5+/-2.2 8.0+/-2.0 

Infections          
Severe infection Yes 9.4+/-3.2 0.33 8.6+/-2.6 0.46 8.4+/-2.3 0.28 7.9+/-2.0 0.63 
  No 9.8+/-3.1 8.8+/-2.5 8.7+/-2.4 8.1+/-2.2 

CMV infection Yes 9.0+/-3.0 0.26 8.0+/-2.5 0.08 8.4+/-2.5 0.7 8.1+/-2.3 0.83 
  No 9.7+/-3.1 8.8+/-2.5 8.6+/-2.4 8.0+/-2.1 

Infection <1 month post-LT Yes 9.7+/-3.4 0.73       
  No 9.7+/-3    

Infection [1-6] month post-LT Yes 9.7+/-3.1 0.88 8.6+/-2.9 0.88     
  No 9.7+/-3.0 8.7+/-2.5   

Infection > 6 month post-LT Yes 9.4+/-2.7 0.34 8.7+/-2.5 0.95 8.5+/-2.1 0.89   
  No 9.8+/-3.1 8.7+/-2.5 8.6+/-2.4  

Metabolic disorders          
Dyslipidemia Yes 9.6+/-3.2 0.83 8.6+/-2.6 0.72 8.5+/-2.5 0.36 8.0+/-2.1 0.69 

  No 9.6+/-3.1 8.8+/-2.5 8.6+/-2.3 8.1+/-2.1 

De novo dyslipidemia Yes 9.6+/-3.1 0.97 8.7+/-2.6 0.93 8.5+/-2.5 0.51 8.0+/-2.1 1 
  No 9.6+/-3.2 8.7+/-2.5 8.6+/-2.3 8.0+/-2.0 

Hypertension Yes 9.5+/-3.2 0.38 8.7+/-2.5 0.73 8.5+/-2.3 0.57 8.0+/-2.0 0.66 
  No 9.9+/-3.0 8.8+/-2.7 8.7+/-2.6 8.1+/-2.2 

De novo hypertension Yes 9.5+/-3.2 0.75 8.8+/-2.5 0.55 8.7+/-2.3 0.52 8.0+/-2.1 0.99 
  No 9.7+/-3.1 8.6+/-2.6 8.5+/-2.4 8.0+/-2.1 

Severe hypertension Yes 9.5+/-2.9 0.8 8.8+/-2.6 0.66 8.7+/-2.5 0.73 8.2+/-2.2 0.54 
  No 9.6+/-3.2 8.7+/-2.5 8.5+/-2.3 8.0+/-2.0 

Diabetes Yes 9.3+/-3.2 0.33 8.5+/-2.6 0.36 8.5+/-2.5 0.85 7.9+/-2.1 0.68 
  No 9.8+/-3.1 8.8+/-2.5 8.6+/-2.3 8.1+/-2.1 

De novo diabetes Yes 9.8+/-2.8 0.62 8.9+/-2.4 0.59 8.8+/-2.2 0.35 8.4+/-2.0 0.27 
  No 9.6+/-3.2 8.7+/-2.6 8.5+/-2.4 7.9+/-2.1 

Diabetes treated with insulin Yes 9.9+/-3.1 0.42 8.8+/-2.5 0.83 8.7+/-2.5 0.63 8.0+/-2.1 0.95 
  No 9.5+/-3.1 8.7+/-2.6 8.5+/-2.3 8.0+/-2.1 

De novo diabetes treated with insulin Yes 10.0+/-2.8 0.44 8.8+/-2.4 0.89 8.5+/-2.0 0.85 8.1+/-1.8 0.91 



  No 9.5+/-3.2 8.7+/-2.6 8.6+/-2.4 8.0+/-2.1 

Malignancies          
De novo malignancy or HCC 

recurrence 
Yes 9.9+/-2.8 0.26 8.9+/-2.3 0.38 8.7+/-2.3 0.4 8.2+/-2.0 0.16 

  No 9.4+/-3.3 8.6+/-2.7 8.5+/-2.4 7.9+/-2.1 

De novo malignancy Yes 9.9+/-2.9 0.27 8.8+/-2.4 0.51 8.7+/-2.4 0.5 8.2+/-2.0 0.23 
  No 9.4+/-3.3 8.6+/-2.6 8.5+/-2.4 7.9+/-2.1 

De novo malignancy (excl. skin 
cancer) 

Yes 10.0+/-3.0 0.19 8.7+/-2.4 0.92 8.5+/-2.3 0.8 8.1+/-2.0 0.84 

  No 9.4+/-3.2 8.7+/-2.6 8.6+/-2.4 8.0+/-2.1 

Non-melanoma skin cancer  Yes 9.6+/-1.4 0.97 9.5+/-2.3 0.14 9.4+/-2.4 0.15 8.8+/-1.9 0.12 
  No 9.6+/-3.2 8.6+/-2.6 8.5+/-2.4 7.9+/-2.1 

PTLD Yes 10.2+/-1.9 0.6 8.6+/-2.4 0.95 8.3+/-2.1 0.75 7.9+/-1.6 0.91 
  No 9.6+/-3.2 8.7+/-2.5 8.6+/-2.4 8.0+/-2.1 

Upper aerodigestive tract cancer Yes 9.5+/-2.8 0.86 8.5+/-2.4 0.6 8.5+/-2.4 0.87 8.1+/-2.1 0.61 
  No 9.6+/-3.2 8.7+/-2.6 8.6+/-2.4 8.0+/-2.1 

HCC recurrence Yes 9.8+/-2.4 0.78 9.7+/-1.7 0.78 9.6+/-2.1 0.06 9.0+/-2.2 0.07 

  No 9.5+/-3.0 8.3+/-2.5 8.0+/-2.1 7.6+/-1.8 

Renal failure          

1 month after LT          

          eGFR<30 Yes 8.8+/-4.0 0.22       

  No 9.8+/-2.9       

          eGFR<60 Yes 9.5+/-3.1 2.94       

  No 9.9+/-2.9       

6 months after LT          

          eGFR<30 Yes 8.3+/-3.4 0.25 8.1+/-3.2 0.53 8.0+/-2.4 0.53   

  No 9.7+/-3.1 8.7+/-2.5 8.6+/-2.4   

          eGFR<60 Yes 8.7+/-3.0 0.01 8.1+/-2.6 0.01 8.0+/-2.6 0.01   

  No 10.3+/-2.9 9.1+/-2.4 9.0+/-2.3   

1 year after LT          

          eGFR<30 Yes 10.0+/-1.0 0.61 8.2+/-2.1 0.60 8.3+/-1.5 0.76 7.7+/-1.2 0.67 

  No 9.7+/-3.1 8.7+/-2.5 8.6+/-2.4 8.0+/-2.1 

          eGFR<60 Yes 9.4+/-3.2 0.32 8.4+/-2.5 0.18 8.2+/-2.3 0.02 7.7+/-2.1 0.09 

  No 9.8+/-3.1 8.9+/-2.5 8.8+/-2.4 8.2+/-2.0 

5 years after LT          



          eGFR<30 Yes 10.0+/-2.3 0.77 9.5+/-1.4 0.39 9.1+/-2.6 0.56 7.9+/-2.3 0.89 

  No 9.6+/-3.2 8.7+/-2.6 8.6+/-2.4 8.0+/-2.1 

          eGFR<60 Yes 9.3+/-3.2 0.29 8.4+/-2.3 0.13 8.2+/-2.3 0.03 7.6+/-2.0 0.01 

  No 9.8+/-3.2 9.0+/-2.7 8.8+/-2.4 8.3+/-2.1 

10 years after LT          

             eGFR<30 Yes 10.0+/-3.1 0.1 8.7+/-3.0 0.59 8.6+/-2.2 0.95 8.1+/-2.0 0.89 

  No 8.6+/-3.3 9.1+/-2.5 8.9+/-2.4 8.2+/-2.1 

          eGFR<60 Yes 9.8+/-3.1 0.74 9.1+/-2.5 0.86 8.7+/-2.4 0.3 8.1+/-2.2 0.45 

  No 10.0+/-3.1 9.0+/-2.6 8.9+/-2.3 8.3+/-1.9 

  



Table 5: Fast/slow metabolizers status and complications after LT 

  C/D<1.6 at M6 C/D<1.6 at M12 C/D <1.8 at M6 C/D <1.8 at M12 

  Yes No p Yes No p Yes No p Yes No p 

Cardiovascular event 16.9% 
(21/124) 

11.8% 
(15/127) 

0.1 17.6% 
(18/102) 

14.1% 
(21/149) 

0.45 19.7% 
(27/137) 

17.2% 
(12/114) 

0.046 17.2% 
(21/122) 

14.0% 
(18/129) 

0.48 

Infections   

   Severe infectious 
   event 

48.4%  
(60/124) 

40.9% 
(52/127) 

0.26 43.1% 
(44/102) 

45.6% 
(68/149) 

0.66 49.6% 
(68/137) 

44.3% 
(44/114) 

0.09 44.3% 
(54/122) 

45.0% 
(58/129) 

0.87 

   CMV infection 10.5% 
(13/124) 

16.5% 
(21/127) 

0.16 8.8% 
(9/102) 

16.8% 
(25/149) 

0.07 12.4% 
(17/137) 

9.8% 
(17/114) 

0.56 9.8% 
(12/122) 

17.1% 
(22/129) 

0.1 

Metabolic disorder 

   Dyslipidemia  50.0% 
(62/124) 

44.1% 
(56/127) 

0.35 50.0% 
(51/102) 

45.0% 
(67/149) 

0.43 51.1% 
(70/137) 

52.5% 
(48/114) 

0.16 52.5% 
(64/122) 

41.9% 
(54/129) 

0.09 

   De novo dyslipidemia 49.2% 
(61/124) 

39.4% 
(50/127) 

0.12 49.0% 
(50/102) 

40.9% 
(61/149) 

0.21 49.6% 
(68/137) 

51.6% 
(43/114) 

0.06 51.6% 
(63/122) 

37.2% 
(48/129) 

0.02 

   Hypertension 74.2% 
(92/124) 

64.6% 
(82/127) 

0.1 71.6% 
(73/102) 

67.8% 
(101/149) 

0.52 74.5% 
(102/137) 

73.0% 
(72/114) 

0.05 73.0% 
(89/122) 

65.9% 
(85/129) 

0.23 

   De novo hypertension 54.0% 
(67/124) 

44.9% 
(57/127) 

0.12 68.6% 
(59/86) 

58.6% 
(65/111) 

0.15 52.6% 
(72/137) 

56.6% 
(52/114) 

0.27 56.6% 
(69/122) 

42.6% 
(55/129) 

0.03 

   Severe hypertension 22.6% 
(28/124) 

17.3% 
(22/127) 

0.3 17.6% 
(18/102) 

21.5% 
(32/149) 

0.46 24.1% 
(33/137) 

22.1% 
(17/114) 

0.07 22.1% 
(27/122) 

17.8% 
(23/129) 

0.39 

   Diabetes  36.3% 
(45/124) 

39.4% 
(50/127) 

0.62 36.3% 
(37/102) 

38.9% 
(58/149) 

0.69 38.7% 
(53/137) 

39.3% 
(42/114) 

0.76 39.3% 
(48/122) 

36.4% 
(47/129) 

0.64 

   De novo diabetes 17.7% 
(22/124) 

19.7% 
(25/127) 

0.69 17.6% 
(18/102) 

19.5% 
(29/149) 

0.72 18.2% 
(25/137) 

19.7% 
(22/114) 

0.83 19.7% 
(24/122) 

17.8% 
(23/129) 

0.71 

   Diabetes treated with 
   insulin 

21.0% 
(26/124) 

21.3% 
(27/127) 

0.93 24.5% 
(25/102) 

18.8% 
(28/149) 

0.29 21.9% 
(30/137) 

26.2% 
(23/114) 

0.77 26.2% 
(32/122) 

16.3% 
(21/129) 

0.049 

   De novo diabetes  
   treated with Insulin 

12.9% 
(16/124) 

13.4% 
(17/127) 

0.91 14.7% 
(15/102) 

12.1% 
(18/149) 

0.55 13.9% 
(19/137) 

16.4% 
(14/114) 

0.71 16.4% 
(20/122) 

10.1% 
(13/129) 

0.14 

Malignancies 

   De novo malignancy or               
HCC recurrence 

45.2% 
(56/124) 

37.8% 
(48/127) 

0.24 38.2% 
(39/102) 

43.6% 
(65/149) 

0.4 44.5% 
(61/137) 

38.5% 
(43/114) 

0.28 38.5% 
(47/122) 

44.2% 
(57/129) 

0.36 

   De novo malignancy 43.5% 
(54/124) 

34.6% 
(44/127) 

0.15 37.3% 
(38/102) 

40.3% 
(60/149) 

0.63 43.1% 
(59/137) 

37.7% 
(39/114) 

0.15 37.7% 
(46/122) 

40.3% 
(52/129) 

0.67 



   De novo malignancy  
   (exc. skin cancer) 

32.3% 
(40/124) 

29.9% 
(38/127) 

0.69 28.4% 
(29/102) 

32.9% 
(49/149) 

0.45 32.1% 
(44/137) 

28.7% 
(34/114) 

0.7 28.7% 
(35/122) 

33.3% 
(43/129) 

0.43 

   Non-melanoma skin  
   cancer 

12.1% 
(15/124) 

5.5% 
(7/127) 

0.07 8.8% 
(9/102) 

8.7% 
 (13/149) 

0.98 11.7% 
(16/137) 

9.0% 
(6/114) 

0.7 9.0% 
(11/122) 

8.5% 
(11/129) 

0.89 

   PTLD 4.0% 
(5/124) 

2.4% 
(3/127) 

0.5 5.9% 
(6/102) 

1.3% 
 (2/149) 

0.07 4.4%  
(6/137) 

5.7% 
(2/114) 

0.3 5.7% 
(7/122) 

0.8% 
(1/129) 

0.04 

   Upper aerodigestive 
   tract cancer 

24.2% 
(30/124) 

19.7% 
(25/127) 

0.39 20.6% 
(21/102) 

22.8% 
(34/149) 

0.68 23.4% 
(32/137) 

19.7% 
(23/114) 

0.54 19.7% 
(24/122) 

24.0% 
(31/129) 

0.4 

   HCC recurrence 8.6% 
 (3/35) 

10.0% 
(4/40) 

1 7.1% 
 (2/28) 

10.6% 
 (5/47) 

0.71 2.2% 
 (3/137) 

1.6% 
(4/114) 

0.71 1.6% 
(2/122) 

3.9% 
(5/129) 

0.45 

Renal failure 

   1 year after LT 

              eGFR<30  2.4% 
 (3/124) 

2.4%  
(3/127) 

1 2.0%  
(2/102) 

2.7%  
(4/149) 

1 2.2%  
(3/137) 

2.5% 
 (3/114) 

1 2.5%  
(3/122) 

2.3%  
(3/129) 

1 

              eGFR<60  42.7% 
(53/124) 

34.6% 
 (44/127) 

0.19 34.3%  
(35/102) 

41.6%  
(62/149) 

0.25 43.1% 
 (59/137) 

35.2% 
 (38/114) 

0.12 35.2%  
(43/122) 

41.9%  
(54/129) 

0.28 

   5 years after LT             

              eGFR<30 5.3% 
 (6/114) 

1.9% 
(2/107) 

0.28 4.3% 
 (4/92) 

3.1% 
 (4/129) 

0.72 4.7%  
(6/127) 

4.5% 
 (2/94) 

0.47 4.5% 
(5/110) 

2.7% 
(3/111) 

0.5 

              eGFR<60  46.5%  
(53/114) 

32.7% 
(35/107) 

0.04 45.7% 
(42/92) 

35.7% 
(46/129) 

0.14 47.2% 
(60/127) 

45.5% 
(28/94) 

0.01 45.5% 
(50/110) 

34.2% 
(38/111) 

0.09 

   10 years after LT             

              eGFR<30  13.1% 
 (11/84) 

4.1%  
(3/73) 

0.049 8.6% 
 (6/70) 

9.2%  
(8/87) 

0.89 13.0%  
(12/92) 

9.8%  
(2/65) 

0.03 9.8%  
(8/82) 

8.0% 
 (6/75) 

0.7 

              eGFR<60  45.2% 
 (38/84) 

38.4% 
(28/73) 

0.38 42.9% 
(30/70) 

41.4%  
(36/87) 

0.85 46.7%  
(43/92) 

43.9% 
(23/65) 

0.16 43.9% 
(36/82) 

40.0% 
(30/75) 

0.62 

 

 

 

  



Table 6: Fast/slow metabolizers status and renal function after LT 

    eGFR 

    Y1 p Y5 p Y10 p 

C/D <1.6 at M6 Yes 59.9+/-14.2 0.01 59.3+/-19.23 0.02 59.23+/-2.61 0.04 

  No 68.5+/-22.7 68.72+/-20.63 67.58+/-24.34 

C/D <1.6 at M12 Yes 64+/-17.3 0.76 62.46+/-20.15 0.64 62.6+/-22.47 0.82 

  No 63.9+/-20.6 64.7+/-20.62 63.56+/-26.55 

C/D <1.8 at M6 Yes 60+/-14.4 0.01 59.35+/-18.9 0.01 59.04+/-24.71 0.01 

  No 69.5+/-23.2 69.82+/-20.95 68.9+/-23.85 

C/D <1.8 at M12 Yes 64.8+/-18.0 0.9 62.69+/-20.16 0.38 61.93+/-22.93 0.54 

  No 63.1+/-20.4 64.81+/-20.7 64.44+/-26.69 

C/D <1.09 at M1 Yes 62.3+/-15.7 0.36 62.24+/-19.14 0.29 62.07+/-22.04 0.67 

  No 65.1+/-21.1 64.71+/-21.22 63.86+/-26.53 

C/D <1.09 at M3 Yes 63.4+/-16.7 0.77 61.55+/-17.61 0.46 60.55+/-23.87 0.36 

  No 64.2+/-20.3 64.76+/-21.6 64.39+/-25.19 

C/D <1.09 at M6 Yes 60.9+/-16.4 0.15 57.91+/-19.22 0.07 59.36+/-25 0.27 

  No 65.1+/-19.9 65.78+/-20.46 64.48+/-24.64 

C/D <1.09 at M12 Yes 64.4+/-16.2 0.69 61.87+/-17.83 0.33 65.05+/-23.01 0.60 

  No 63.8+/-19.9 64.2+/-21.05 62.62+/-25.27 

 




