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[ Abstract] 1In recent years, clinical efficacy of pediatric kidney transplantation has been gradually enhanced
with persistent progress of organ allocation policy, surgical technologies and perioperative management, etc. However,
immunosuppressive management still plays a significant role in the long-term prognosis of pediatric kidney transplant
recipients. Due to the disparity from adults in physiology, psychology, immune system and drug metabolism,
immunosuppressive management in children should be delivered in a specific manner. Therefore, it is necessary to select
appropriate immunosuppresants and formulate individualized immunosuppressive regimens according to the characteristics
of pediatric kidney transplant recipients in clinical practice. In this article, the characteristics of immunosuppressive therapy,
selection of immunosuppresants, glucocorticoid withdrawal, immune monitoring and medication compliance management
of pediatric kidney transplant recipients were investigated, aiming to provide reference for optimizing immunosuppressive
management and improving clinical prognosis of pediatric kidney transplant recipients.
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1.1

S5, JLE R R G R SRR
(1) ZhHE T dliffui 2, PUssesrk T 4, T4
it 2 T (5 S i CD4OL RisHA%;  (2) 4MA
SHBhYE T 4000 (helper T cell, Th) 2 4 T ik,
1Ml Th1 4 P R ik, FRIA Th2 i 281k 5o
(3) BLEAHY B 20 B AR SR A B D T 3k SR AT
BRI F L B B2 R B s s
1.2

JLER TIEA THREARK L EN B, HAW0
N EWANAERRZES, WLENGRRE, HK
WA, RN 25 R T AR R . EAh,
B JLBRIE & AR T RN, PR3 AIPG % 5w SRV
PEEIARE R S 2 E5 G, FTRESEUn S e 259
W e . A LA AN AR R, KR
BIRF RN, b 5 B =) S5 K M 24 P A 40 4 M Dl A
Be, AARARTTR L2, WA BB B WA I K T Y
IR DN i

TEZ5 WA T, 408 {4 % P450 ( cytochrome
P450, CYP) 3A4/5fE NI . oo 5 ] FIPE 2 52
Al fe BRI, HARAIRMEE LA KRB
FAEAL W CYP3A4 [ F A N A RTARAL, 6~12 4
A R B AR 50%, FFAE LRIk R,
B o 76 B IR 2K B Hk, 5Kk L
RS AR, R LEZ H IR RS, 24
Py b: 5 T J, R R 46 24 T o R v
GaJZE Ml 700 ) B (A PR iR R AR AR T ) LA
S5 AALI 25 R EE R, A CYP3A4/S HYSEIA
MRS BELWILEZ E WA, nkik
CYP3A5*1/*1 8, CYP3AS5*1/*3 ( PRACISI ) 10 L
AT B T m A E A s E P
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2.1

B, JLEERBH R AN REA SR RS
AT, —RENBER MR (R ) BAME 4
RS S R DA
2.1.1 H b i i 40 i 2R 28
(antithymocyte globulin, ATG ) & JJL#E %% SR
I7 R E IR L A M BR PR LIR, A dE St A M AR
AN ERE 1 (rATG) LA T 4 S s Bk &
1 (ATG-F) Wifl, EEJLEBSBHZE T, 2 60%
% ATG HREE FIRIT o oA T e HE T UM
4 ] B A AR R e S AN RO I R AR, 1D ATG 1Y
SRR ATk C . JRT, EILE RS SR
I ATG MIH AR 25075 R B30 1.5 mg/kg, M H
45, ZRHE 6 mgkg ™, MAHN, EIIFFIE TR/
) ATG ( RFF <45 mgkg ) KR LIRES
WL T R TR

BT PA 40 (alemtuzumab ) U] & — Fh 41 X} CD52
F TR PR ERERTAR, RTLABRE SIS T 400 . B 4000
BARNL . HARAM (natural killer, NK ) 2 i Fl =
AN, FLFROTRESEROA Z A JLIT/INEEAR [ )L
FOAR R ST LRSS T B S BAbT e SR Y7 Hh A e A
A
212 LR T ( baliximab )
VE R —Fh 404 % (interleukin, IL) -2 SZRIEPT
N, 2 HETE— T e a7 Ik 4
THERTEDUIA . DFFEERE, ZEAR e XS i L2 5
EL R BT I e 5 R T AR S ATG 250, AR
LS I B I 2 0 4 2 2B UG I 7 o L
PUAE R ILE R IRV IR R 2 E R KR
i <35 kg, Bl 10 mg, i =35kg, 5] 20 mg,
SITETFARY HFIARSES 4 HE4A T 157,
2.2

iR 2 80 L3 B B 2 # R G 5
SRR EYEREIR T 7 S, LA B A Wl R 0 A )
( calcineurin inhibitor, CNI) + HUIFEISZHY) + LK.
2.2.1 CNI B S (I RN KB ST 1) NP A
FHW R CNI 28259, 76 B HE R B2 N A A7 4
JIAF05 T AR, R b e B R RS RSN T
BARTHME, Bk, HEDLE B Al
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T LB A v 5w B I R R m TN, Rt
B2 TN A R A Rl Tk B R A ot 24k g 1YL L
W RS AT A2 2 1 v 5w 1 RGRS B 3R B — R 0.2~
0.3 mg/ (kg-d) , 232 IR, ARJE 1AHHNIMLZG5Hk
FEAERFAE 10~15 ng/mL. — M JLEFR N, HR T
piie R N O A LB oy NG B 2 7 NSRS
R I B DRIl 24 i T R R B A A L, 1T SESh T
24 h R DK A 52 5 H) [0.05 mg/ (kged) ], LA
PR T2 B, Bl S FER 40 DUIRIGYT . A,
H AT 18 A 240 ) L FH B4 s 790 780 m] b Rk 12
VTAER, At 5 B2 W) G R M 1 I DA 1 FH A 780 i 1 22,
SR RGBAR L, AR I 25V BT RS PR s 32
MNPE Ty LA RO, B H R0 28 1) 2 0] A
bt — B IR R 10 1.2 B9 Hel ke
222 %% W R ( mycophenolic acid,
MPA ) & B Hile RN 5 = 2 hig 525 . st
o~ , TEMFEEFE T JLE MPA (4 N A (area
under the curve, AUC) KFaA, H MPA ¥ 57 L
25| il R R S0 B MY BT R
TNV E LI MPA. [ 1l 24 6 B H i JCE I8 o

[ MPA #b, BEKME ST 2 ( mizoribine ) 1, & IIfi IR
B —FPG2E ), BT FEEAE HARSEAR T E
K. BIRE MPA AL, R 8 DK e 37 02 1 B
PEIRIRCRAE S, (BHEAEREMEIENR . HipE
AN RO /INFIURR G A SRR AR LA . H AR — T
53R, BRI BT 22 A A H T L A
Z#H
223 ENii3ZS A
FHA 2L 3h Y F A 7 R FE A 1 ( mammalian target of
rapamycin, mTOR ) 5] 3= L4245 P4 2 5 m] AR 4
5ir], BT mTOR #0525 D S AR ILE . &5 i
HEERMG A EmEAREANR RN, FealEsssgnm L
BB RTET, H—BAERLE S BN —4
GEEHIR . HAT, mTOR #Pi5—M 5 57 CNI
W, AUH T8 MR B B LR R 1
224 DIRIPE Y (belatacept ) J&—Fhik
PEPEILBBE R, ol ik BT T 4 1 CD28 52
R 55T S 5 40 i 3R 1HT Y CD80 Al CD86 BT i 45 45,
EMTBE L T A0 A TG ARG AE . DLHPE 8 AT e KPR
HbgkE S CNT B e, Hofg H AT w bk 1k, o]
W E R A AR, SR, DLRLpE S i Az
AR RS T IR L 2H UG A e B XU, R A

WL UE T 20k WH - /R 7 ( Epstein-Barr virus,
EBV) I BHPEZ, AR JLE 235 1 EBV I
B SR A 7 R R BR A T DL A L
FZF TP
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BWE RN 2T M MRS . B
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JLEM AR KRB AR " Hk, 3T LA
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TPEFH TR T AL T 75 m] . MPA IR 4ERHn
JPITROL T, O sl R DOy 58 nl 28 s
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WA AR R EBUA (donor specific antibody,
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