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Objetivos de aprendizaje

9o Conocer el riesgo de recidiva de la enfermedad en el injerto renal.

CRY

Conocer la mejor opcion de trasplante: ;quée donante y que tratamientos?

Marcadores de recidiva/ Seguimiento/ Opciones de tratamiento si recidiva.
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Recidiva de GNMP/ C3G tras trasplante renal

Paciente Grupo sanguineo Presentacion clinica inicial Datos relevantes pretrasplante Academy
Mujer de 36 afios B Prote.illﬂuria rango nefrético con albumina normal - Microhematuria - HTA - E§tudio genético: sin \{griantes causales.
id 1988 . Funcion renal normal. Sin antecedentes familiares de enfermedad renal.
(nacida en ) VPRA 98% C3 bajo oscilante; en ocasiones, elevacion de C5b9. Propuesta para trasplante renal en sept-2024 (36 anos).
Evolucion cronologica Estudios solicitados Panel genetico del complemento
Sin variantes que puedan considerarse
. o i Kee Dos gestaciones a término. » Inmunologia: ANAs, anti-DNAs, anti-ENAs, causantes del sindrome
anti-Ro, anti-La... negativos repetidos en e : =
: : - | COBERTURA |  PROI
varias ocasiones. oA | N 01598) | 2w 100M. gn:,,:gu I
, _ . Er ) T, W o
. P GNMP tipo | con semilunas. » Complemento: CH50, FB, FH, FIl, anti-FH... BGoe . W we ooitiaios [ o
) : : : . 2 ‘o ; | wM_Do135834 B 100 |
24 afios Rebiopsias en 2020y 2023; negativos; elevacion de C5b9 sérico no 3‘; f“‘?ofs?“ B o 130
diagndstico actualizado: C3G. confirmada en IHQ. = T ‘—:__:% ‘35 -
. ) [ —— = g T | T |
~ Proteinograma: sangre y orina con cadenas o e e
. . i , ligeras e inmunoelectroforesis en sueroy Fe HApOCYS R -
Inicio de dialisis, 11 anos después orina negativos. ot Hird 0066 T 230 100% Yo TH
b del diagnodstico s oo R S -
' » TC body: normal. o WMo | 5. Joom 130G
CIMG NM 172359 >k 100% 100w :
K=" L] NMZDO100S6E. | >20d" 100%- 110% ]
, . : | Cos3 A MM 006115 20x 1008 120n
- . , , » Serologias virales: negativas. i NM_D3§710 i 130w 1
Sept-2023 Artritis reumatoide diagnosticada. a0 [ nee 009317335 | g0n IO 00 |
 Ch | NM_D20186 - >Nwcntoo% |7 3308 |
e . - CIIRL | NM 002113 >0 1008 200X
» Genetica del complemento: sin iRz NMD0S668 T >am 100m | 1cos ;
alteraciones. e TG T i i [
Sept-2024 Se propone para trasplante renal » HTA secundaria: estudio negativo Bl ETRTOTTT 7
o prop P P - : : ar | AW_ooiesasE T>20x 100 |t |
anes FON3 I'.‘l{-.?:"?.‘:'-;--, < Y= |
. . : , _MAsP NM_SC6610.  >20m t008 )T TR
» Fondo de 0jo: sin drusas; retinopatia CSERPING] | NM_0X0062.2 I T 110s
. . RULE S NM_ Q00 36) J >0 100%. 140
hipertensiva grado IV. :
Objetivo clinico: valoracion para trasplante renal en paciente con Lectura: estudio amplio sin causa secundaria ni variante genética Cobertura conservada del panel; interpretacion clinica integrada con
C3G. causal identificada. complemento y biopsia.
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Abordaje terapeutico Academy

La paciente tiene dos donantes de vivo, su esposo y suhermana.
¢Qué tipo de trasplante le recomendariamos?

B Trasplante de vivo con su hermana como donante.
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L Trasplante de vivo con su esposo.

Trasplante de donante fallecido.
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Abordaje terapeutico
Tasas de recurrencia

Table 1: Retrospective case series investigating recurrence of C3G post-transplant.

Andresdottir
et al. (1999) [7]

Zand et al. (2014) [3]

Regunathan-Shenk
et al. (2019) [2]

Kumar et al. (2021) [15]

Caravaca-Fontan
(2023) [8]

Tarragon et al. (2024)
[12]

Number of patients
Date of kidney transplant

Median age at transplant (years)
Median follow-up duration (months)

Recurrence rate

Proportion of LRKTx

Autoantibodies (CFB Ab, CFH ab, C3Nef)
detected (out of patients tested)

Genetic complement mutations (out of
patients tested)

Paraproteins detected (out of patients tested)

Median time-to recurrence (months
post-transplant)

Detection of recurrence

Median eGFR at recurrence (mL/min/1.73 m?)
Patients with proteinuna at recurrence

Median proteinuria at recurrence

Hematuria at recurrence (out of patients
tested)

Low C3 at recurrence (out of patients tested)
Transcriptomic analysis

Graft failure in patients with recurrent C3G
Median time from transplant to graft failure

(months)

Receipt of anti-complement therapy

13 (all DDD)
1983-1994

23
29
62%

8%
NE

NE

NE
2.9

85% on for-cause
biopsy
MNE

100%
NE

MNE

%%

N/A

62%

14

MNone

21 (all C3GN)

1996-2010

35.5
739
6/ %

Not specified
NR

NR

21%
28

71% on for-cause
biopsy
ME

NR
799 mg/24 h

(22-4288)

43%

45%

Not performed
50%

18

MNone

19 (12 C3GN, 7 DDD)
1999-2016

28
/6

B4% (83% in C3GN
and 86% in DDD)

4/ %
70%

30%

43%

14 1n C3GN, 15in
DDD

94% on for-cause
biopsy

NR
31%
NR

25%

NR

Not performed
47% (25% in C3GN
and 86% in DDD)

42

37%

21 (12 C3GN, 9 DDD)

Unclear (biopsies
performed 2012-2017)

NR
50 (5-140)

67% DDD,
42% C3GN

81%

0%, 11% and 44% of DDD
cases, respectively, and
in 17%, 17% and 33% of
C3GN

cases, respectively
non-pathogenic CFH
gene variants in 93%

NR
16 in C3GN, 8 in DDD

100% on for-cause
biopsy

NR
36%
1.75 g/day

MR

100% in C3GN, 89% in
DDD

Not performed
38% in C3GN and 56% in
DDD

44 1n C3GN, 10 in DDD

MNone

34 (26 C3GN, 3 DDD,
5 unspecified C3G)

1981-2021

47
53 (24-140)

62% (42% in C3GN
and 100% in DDD)

0%
12%

29% with pathogenic
variants and 3% VUS

0%

14 (3-81)

Most (unspecifed)
on for-cause biopsy
30 (16-44)

6/ %

3.5 g/day (1.5-6.8)

33%

Not performed

=T

NR

43%

18 (12 C3GN, 6 DDD)

2016-2023

31
37 (18-56)

89% (92% in C3GN and
83% in DDD)

>0
33%

0%

0%
1.1 (0.5-4.7)

62% on for-cause
biopsy

42
31%

0.26 g/g

4%

36%

No characteristic
transcriptomic signals
0%

N/A

25% in C3GN, 17% in
DDD

For cause biopsy reasons: one or more of the following: acute kidney injury, proteinuria, hematuria, DGF, elevated serum creatinine of unclear cause.

LRKTx: transplant from living related kidney donor; NR, not reported; VUS: variant of undetermined significance.

Attieh RM, Bharati J, Sharma P, Nair G, Ayehu G, Jhaveri KD; Kidney transplant in patients with C3 glomerulopathy. Clin Kidney J. 2025.

JEraf #
Clinical
Kidney SLLL
Journal
C3 glomerulopathy (C3G) is
transplant (Tx), In thi i
Risk factors

Conclusion: There is currently no established tool to predict C3G recurrence

and no effective strategies to prevent recurrence. Novel proximal complement
inhibitors show promise for treatment.

y

> &0% recurrence rate

Genelic variants do not
determine recurrence risk

Functional complement

and antibady levels cannat
be used to determine
recurrence risk or guide
peri-frunsph nt management

Academy

ressive kidney disease primarily affecting young individuals and frequently needing kidney
plore risk factors for post-Tx C3G recurrence, as well as prevention and management strategies.
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Prevention

Living doner Tx is preferred
over deceased-donor Tx, but
counseling is challenging if
recipient and donor share a
pathogenic genetic mutation

There is no proven strategy

to prevent recurrence

>50% of recurrent cases
lose their graft within 5 years

Management

“ Conservative thera py

and non-specific

o

immunosuppression

Eculizumab (limited success)

MNovel complement blockers
(extra pc:h:l‘red from native
C3G), with |ptacopan and

Pegceta coplan most promising

Attieh, R. et al.
Clinical Kidney Journal (2025)
@CKJsocial
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Abordaje terapeutico

* Tipo de mutacion genetica.

* Grado de activation funcional del complemento al tiempo del Tx.

* Factores derivados del donante o relacionados con la cirugia.

 Edad al diagnostico en los rinones nativos.

* Curso agresivo de la enfermedad en los rinones nativos (semilunas con rapida progresion).
* Sexo masculino.

* Trasplante preventivo.

Attieh RM, Bharati J, Sharma P, Nair G, Ayehu G, Jhaveri KD; Kidney transplant in patients with C3 glomerulopathy. Clin Kidney J. 2025.
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Abordaje terapeutico Academy

La paciente tiene dos donantes de vivo, su esposo y suhermana.
¢Qué tipo de trasplante le recomendariamos?

B Trasplante de vivo con su hermana como donante
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L Trasplante de vivo con su esposo

Trasplante de donante fallecido
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Abordaje terapeutico Academy

El dia del trasplante renal

- Trasplante renal de donante fallecido en 2025 (10 de junio 2025); 1 incompatibilidad en A; No DSA; (donante
homocigoto).

- Donante asistolia tipo lll; 37 anos; T. isquemia fria 10 horas.
- ISinducciéon: Timo + P + Tac + AMF + PF + Ig iv.

- Adecuada evoluciéon: no DGF, no rechazo, mejoria rapida; al alta Cr: 1,2, (13 dias de hospitalizacion por las PF).

No difundir sin el permiso del Dr. Carlos Jiménez

- Metabolizadora rapida de Tac (49 kg, 18 mg de tacrolimus).

**Solicitado estudio funcional del complemento durante el ingreso: C3 disminuido (63, rango normal 75), C5b9 628 (limite

600), resto en rango. Influido también por dano isquemia-reperfusion.

@SODI
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Evolucion postrasplante: sospecha de recidiva precoz academy

Situacion clinica

2 meses Fracaso renal agudo hasta creatinina de 2,1 mg/dL desde 1,3 mg/dL + proteinuria de 3 g + microhematuria persistente + DSA de
post-Tx novo frente a A24 con MFIl de 3800 + C3 disminuido (67). Resto de estudio funcional del complemento en rango.

Cr2,1 Proteinuria3 g DSA anti-A24 C367 C06,8

desde 1,3 mg/dL + microhematuria MFI 3800 de novo resto complemento en rango Tacrolimus

Tratamiento inmunosupresor

P15 mg+Tac + AMF 720/12h - AUC 0-12 calculada: 115,05 ng/mL*h (objetivo 150-210 ng/mL*h) - CO: 6,8

.
-
\“ |
Resultado anatomopatologico
En biopsia del injerto: glomerulonefritis proliferativa mesangialy focal endocapilar con Sin cronicidad - Sin datos de rechazo

depodsitos dominantes por IFD frente a C3 compatible con C3G (recaida) sin datos de
cronicidad (0/10). No datos de rechazo, con C4d en capilares peritubulares negativo.

Hospital Universitario La Paz - Servicio de Nefrologia - Seccion de Trasplante Renal O SO bl
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La paciente presenta una recidiva de la C3G Academny

cQue tratamiento aplicarias?

BB Observacion

' Intensificar lainmunosupresién: dosis altas de esteroides + dosis maximas de micofenolato
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Inicio de iptacopan/ pegcetacoplan
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Evidencia en recurrencias de C3G e IC-MPGN

e, o
(N=134) (n=80)
Management
Optimized supportive care, N (%) 87 (65) 54 (68)
Corticosteroids, N (%) 76 (57) 41 (51)
MMF, upitration, N (%) 38 (28) 21 (26)
Eculizumab, N (%) 29 (22) 21 (26)
Rituximab, N (%) 23(17) 11(14)
PLEX, N (%) 16 (12) 8(10)
Outcomes
Follow-up, months 62 (25-116) 60 (25-119)
¢GFR slope, ml/min/1.73m?*/year 2(-1.310-3.3) -2(-1.210-3.9)

Proteinuria change, g/day per year

0.2(003t00.4) 0.1(0.02t00.4)

Graft failure, N (%) 77 (58) 42 (53)
Death with functioning graft’, N (%) 7(5) 3(4)
Graft folture No graft failure
N77) (N=S7) o
AQe At recutTende. yean 47 (35-5%5) 49 (36-57 033
Age <»18 years N (W) 16121) 1(6) 0.12
Type of recrarrence
Clacorsitis 17122) 23 (40) 0.01
i ~C3 deponita 17 (23) 519
s 2 feaures 19 (29) S (9
» 2 foslures 24 (31) 24 (4D
Clisvcal prosentation at recurrence, N (%)

Nepheotic syndroene 25 (33) 5(14)

Nephete eyndvene 28 136) 21014)

Neplhootic smyodrome + protesnusia 23129) 40 (7)) -
Senam creatinine a2 rocurronce, mg/dl 2100447 1.3109-27) 0002
¢GFR & recurrence, ml/miny’1. 75m’ 56 (25-5D 46 155-61) 0.001
Serum alinenun, g/dl 30 (2636 4110649) 0.001
Proteinuria ot recuorence, g/day 371764 1.507-27 0.01
Hematurta, RBCaMPF 30 (15-85) 20 (5-4)) 0.01
Therapios before graft recwrrence

Plaama eachange {before recurrence) 2(3) 5(10) «<0.001

No complement lnlubition 6 (§) 1nae 0.04

Treatmend periad

Nonarmad 26 (34) 24 (42)

MMF and/or zrathiopeine 18123 911§

Ecudirumad 1307 6(11)

CaA ancljor Tacrolamus 810) 59

Ne IS 65 2(4)
Clmical fallowup (before graft recurrence)

< 100% 18 123) 22 (3 0.03

2 100% 39151) 27 (a7) .
CI0 hastologic features (ndex at recurmence 8(1-12) 6109 «<0.001
CIG histologic index 1otal chronicity score 4(2-6) 2(1-3 <0.001
Outcomes
Gealt recurrence, N (W) 47 161) 28 (49) 0.21
eGFR, ml/min/1. 73w’ 34 (21-50) 51 (36-6S) 0.01
Proteimena, N (W) S1 (66) 23 (40) 0.003
Eculiromab, N (%) 14 (18) 11119 007
MLEX. N (W) 13117 6(11) 033
Ouvtcomes

«GPR slope, ml/min/1.73m"/year
Proteinunia change, g/day per year

. -

fFa

Modificado de Caravaca et al., en revision en CJASN.

2538w -3.7)
0.5 (0.02 10 0.5)

04 (0710-12) <0001
0,02 (-0.02 10 0.06) «0.001

- Esta tabla estan incluidas todos los subtipos perdidas vs no perdidas de injerto

Mensaje clave

Academy

Las terapias utilizadas no han sido eficaces en el manejo

de las rec
con

hibidores proximales del complemento.

las, lo que conduce a intentar tratarlos

Conventional immunosuppression and PLEX have shown inconsistent and largely unsustained efficacy
for recurrent C3G and primary IC-MPGN in the allograft, a pattern reinforced by our cohort'6, Recurrent
C3G and IC-MPGN may represent a highly selected population enriched for patients with aggressive,

treatment-refractory disease in their native kidneys, many of whom progressed despite
Immunosuppression before transplantation.

Isolated reports have suggested benefit with rituximab or eculizumab in selected patients, but these
observations stem from small, heterogeneous cohorts subject to bias's17.184243 Notably, eculizumab, has
produced mixed and often unpredictable outcomes: while some patients may experience stabilization or
partial improvements, others continue to progress444, This provides strong rationale for proximal
complement inhibitors (iptacopan and pegcetacoplan) which have demonstrated efficacy in recurrent
disease through lower proteinuria, e GFR stabilization, and histologic improvement, marking a pivotal shift

in the therapeutic landscape4s-49,

@ SODI
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2 meses post-Ix (agosto) Academy

Fracaso renal agudo hasta creatinina de 2,1mg/dL desde 1,3mg/dL + proteinuria de 3gr + microhematuria
persistente + DSA de novo frente a A24 con MFl de 3800 + C3 disminuido (67), resto de estudio funcional del
complemento en rango.

Tto IS: P (15 mg) + Tac + AMF (720/12h) (AUCO0-12 calculada: 115,05 ng/ml*h (150-210 ng/ml*h); CO: 6,8).

IADEL INJE

En biopsia del injerto: Glomerulonefritis proliferativa mesangialy focal endocapilar con depositos dominantes por IFD
frente a C3 compatible con recaida) sin datos de cronicidad (0/10). No datos de rechazo con C4d en capilares
peritubulares negativo.

INICIO 1]

3"mes: Funcion renal mejor (CrS de 1,7mg/dL, proteinuria de 2,5gr, microhematuria), normalizacion del C3.

SODI
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IptaCOpén Academy

74 pacientes (no incluido trasplante renal) con FG mayor a 30mL/min,
ENSAYO APPEAR-C3G proteinuria mayor a 1gry diagnostico de C3G aleatorizados a iptacopan o placebo.

Endpoint primario: reduccion relativa de proteinuria a los 6 meses.

Reduccion relativa del 35,1% a los 6 meses, estabilizacion del filtrado glomerular estimado (FGe) segun CKD-
EPly disminucion de los depositos glomerulares de C3 (a las 26 semanas). Aumento de C3 serico, disminucion
de C5b9 vy perfil de seguridad favorable.

B
-@- Iptacopan  —&— Placebo - - Placebo-iptacopan
O —
A 6 months [ Iptacopan (N=38) [ Placebo (N=36) 4 Double-blind period Open-label period
— O -
100 90% 89% OR 7-15(95% (1 1-43-35-72) > 3
90 p=0-0166* 5 20-
X 80+ < -c; 10
V) C \\‘
E 70 g g A B i SCDLLEIILELLLIL 1\1:: """"""""""
- _ o ™N Seo
E 60 g ‘S -10 -
5 50 S3 -
- O =20 - SO |
Q  40- T *~.] -31%
'g 30 30% 30% o @ -30- from month 6*
- o]
& S5 2 -40 - —® -40%
= — O
& 20 T e from baseline
10 - 6% 6% 5 oA
0 ] ] | -60 ——- l l !
Stable eGFR Reductionin Composite renal Baseline Day 90 Day 180 Day 360
_1co , . . -
(=15% reduction) %L?tel SU rlte.a endpoint Number of participants Visit
(250% reduction) Iptacopan 38 36 37 37
Placebo-iptacopan 36 35 36 34
Cortesia del Dr. Azores.
Kavanagh D, Bomback AS, Vivarelli M, Nester CM, Remuzzi G, Zhao MH, Wong EKS, Wang, Krishnan |, Schuhmann |, Trapani AJ, Webb NJA, Meier M, Israni RK, Smith RJH; APPEAR-C3G investigators.
Oral iptacopan therapy in patients with C3 glomerulopathy: a randomised, double-blind, parallel group, multicentre, placebo-controlled, phase 3 study. Lancet. 2025 Oct 11;406(10512):1587-1598. SO I
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4 meses post-1x

pi te. | &
son inicio de |E

* Eco-doppler sin datos de estenosis de arteria renal.
* C3enrangoyestudio del complemento (C5b9, CH50...) normal.

e DSA con misma MFI.

* No semiologia infecciosa.

BIOPSIA

Persistencia de mismo patron que en previa biopsia, sin semilunas, con misma intensidad de C3 en la IFD, sin
restriccion de cadenas, MVI, pero con datos de toxicidad por inhibidores de calcineurina.

Academy

SODI
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* En los analisis persiste dudosa banda monoclonal en proteinograma no confirmada previamente por IFEy
persistiendo con ratio K/L en rango.

* BAMO: en aspirado displasia granulocitica probablemente secundaria a toxicidad por inmunosupresores.
Escasa poblacion de celulas plasmaticas patoldégicas que no se confirman en biopsia de médula:
3% plasmaticas CD38+ sin restriccion de cadenas.

Toxicidad por tacrolimus en paciente Asociar belatacept con el objetivo
PATHI con DSA... de disminuir tacrolimus

Academy
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8 meses post-Tx; 6 meses con iptacopan

Proteinuria con albuminuria en rango no nefrotico y persistencia de microhematuria,
oresentando una respuesta parcial tras el inicio del tratamiento con iptacopan (pico de
oroteinuria: 5458 mg/g)...

Ultimo control analitico: Cr: 1,4 mg/dl, proteinuria: 2059 mg/g, albuminuria: 1343 mg/g,
sistematico orina: 2+ hematies. Niveles tacrolimus CO: 1,5 ng/ml (estuvo por debajo de 4
ng/mL); niveles de AMF: 0,8.

Ultimo tratamiento: Prednisona 5 mg/dia + Prograf 2-0-2 + AMF AMF 180 -180 +
belatacept 350 mensual + iptacopan 200/ 12 h. + adalimumab sc cada mes.

Academy

SODI
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Tercera biopsia renal post-Tx Academy
(8 meses post-Tx; 6 meses con iptacopan)

* Otros diagnosticos: Minima vacuolizacion a nivel tubular, sin datos histologicos de rechazo mediado por
anticuerpos. Ligera fibrosis intersticial y atrofia tubular.

 Datos de cronicidad: 2/10 (leves cambios cronicos).

* Respecto a las biopsias previas post-trasplante: se produjo un descenso respecto a larecaida post-
trasplante (julio 2025) en la biopsia de septiembre de 2025 y marzo 2026, pero en la biopsia actual los
niveles de C3 son similares a los observados en la biopsia de septiembre de 2025 y la del ano 2020.

 Respecto a los datos de toxicidad, la afectacion es muy focal en comparacion con la biopsia de septiembre.
No hemos observado restriccion de cadenas ligeras en ninguna de las biopsias, como tampoco un
predominio de cadenas ligeras por espectrometria de masas. En todas las biopsias se observaron depositos
de C1qe lgG (+/+++), en menor proporcion que C3 (+++/+++), por lo que hay que considerar que puede haber
afectacion de la via clasica del complemento.

* Esimprescindible correlacion los datos histologicos, de inmunofluorescenciay de espectrometria de masas
en el contexto actual de la paciente.

SODI
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Resultados de espectrometria de masas
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10 meses post-Tx (mayo-26). Inicio de pegcetacoplan
(1080 mg, subcutanea, dos veces a la semana)

Cr: 1,6 mg/dL, proteinas: 3068 mg/g, albuminuria: 2050 mg/g, sistematico orina: 2+ proteinas, 2+ hematies,
1+ leucocitos, (bacterias abundantes). Niveles tacrolimus: 1,8.

c3
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Pegcetacoplan

INTERNATIONAL SOCIETY
OF NEPHROLOGY

Efficacy and Safety of Pegcetacoplan in Kidney Transplant ?\ | s N
Recipients With Recurrent C3G or Primary IC-MPGN \"

-@E NOBLE trial 5 e Pegcetacoplan-treated patients:
/ D

treatment 50% patients achieved 22

Pegcetacoplan OOM reductionin C3
n= 10 staining and 80% achieved
21 OOM reduction

.‘.\,
= &
A %/ 54.4% reduction in Showed stable eGFR,

Prospective Mean C3G histology

activity score decreased
by >54% in 80% patients

Open-label

Randomized controlled

- o/ proteinuria reduced plasma sC5b-9,

(patients with baseline uPCR
21000 mg/g)

= and increased serum C3.

Efficacy and safety of

pegcetacoplan 1080 mg twice weekly +

standard of care (SOC
( ) Pegcetacoplan was well tolerated, and most adverse

SOC only events were mild/moderate. No discontinuations,
n=3 treatment withdrawals, or deaths were reported.

Post-transplant patients
with recurrent C3G or
IC-MPGN

OOM, orders of magnitude

Bomback A et al, 2024 Conclusion NOBLE demonstrated efficacy, safety, and tolerability of
K I R E PO R T S Visual abstract 3 pegcetacoplan for patients with post-transplant recurrent C3G and primary

Kidney International Reports Denisse Arellano, MD IC-MPGN.

X @deniise_am

Cortesia del Dr. Azores.
Bomback AS, Daina E, Remuzzi G, Kanellis J, Kavanagh D, Pickering MC, Sunder-Plassmann G, Walker PD, Wang Z, Ahmad Z, Fakhouri F. Efficacy and Safety of Pegcetacoplan in Kidney Transplant
Recipients With Recurrent Complement 3 Glomerulopathy or Primary Immune Complex Membranoproliferative Glomerulonephritis. Kidney Int Rep. 2025;10(1):87-98.
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E—

Técnicas 201098590 201092022 201091975 201091963 201088643 201084864 201081984
=03 27/06/202508:12 | 23/06/2025 08:12 | 22/06/202508:09 | 21/06/2025 08:40 20/06/2025 08:05 19/06/2025 08:47 18/06/2025 09:08
Srm/Pla-Creatinina (100170) 1.50 mg/dL 1.24 mg/dL 1.20 mg/dL 1.22 mg/dL 1.31 mg/dL 1.15 mg/dL 1.14 mg/dL

Filtrado glomerular Creatinina (CKD-EPI 2009) (100190)

Uri{mic)-Proteina/creatinina (mg/g) (106010)

444.9 mg/g crea

355.3 mg/g crea

Uri{mic)-Albamina/creatinina (mg/qg) (106100)

51.0 mg/g crea

715.1 mg/g crea

205.4 mg/g crea

im2 45 mL/min/1.73m2 56 mL/min/1.73m2 58 mL/min/1.73m2 57 mL/min/1.73m2 52 mL/min/1.73m2 61 mL/min/1.73m2 | 62 mL/min/1.73m2

Uri(24h)-Proteina/creatinina (106060)

01/08/2025 08:37 | 31/07/2025 08:37 | 30/07/2025 08:01 | 29/07/2025 08:24

21/07/2025 12:56

I — .

21/07/2025 08:47 | 18/07/2025 08:23 |

Srm/Pla-Creatinina (100170)

2.08 mg/dL

Filtrado glomerular Creatinina (CKD-EPI 2009) (100190)

Uri{mic)-Proteina/creatinina (mg/g) (106010)

Uri{mic)-Albimina/creatinina (mg/g) (106100)

2.02 mg/dL

1.86 mg/dL

2377.0 mg/g crea

2.12 mg/dL

30 mL/min/1.73m2 31 mL/min/1.73m2 34 mL/min/1.73m2 29 mL/min/1.73m2

3001.5 mg/g crea

1.42 mg/dL

2.49 mg/dL

48 mL/min/1.73m2

7616.7 mg/g crea

1442.5 mg/g crea

5163.6 mg/g crea

24 mL/min/1.73m2
1572.4 mg/g crea
688.8 mg/g crea

2 | 20/09/2025 10:49

| 19/09/2025 13:54

15/09/2025 09:19

Inicio iptacopan

09/09/2025 09:11 | 22/08/2025 08:56 | 06/08/2025 07:58 | 05/08/2025 08:26

srm/Pla-Creatinina (100170)

2.90 mg/dL

Filtrado glomerular Creatinina (CKD-EPI 2009) (100190)

2 20mL/min/1.73m2

Uri{mic)-Proteina/creatinina (mg/qg) (106010)

1328.6 mg/g crea

2.94 mg/dL

20 mL/min/1.73m?2

3.28 mg/dL

3.92 mg/dL

17 mL/min/1.73m2

4081.8 mg/g crea

1.66 mg/dL

1.91 mg/dL

2.18 mg/dL

14 mL/min/1.73m2 39 mL/min/1.73m2 33 mL/min/1.73m2 28 mL/min/1.73m?2

1753.3 mg/g crea

2493.6 mg/g crea

Uri{mic)-Albaimina/creatinina (mg/qg) (106100)

1398.3 mg/g crea

Uri(24h)-Proteina/creatinina (106060)

R Ty N LT

3 | 13/02/2026 07:44

T e e e

08/01/2026 07:43

R e ey e

18/12/2025 07:44

1664.3 mg/g crea

o e T N N

09/12/2025 08:00

3935.3 mg/g crea

MW B W LW W

05/12/2025 07:46

2828.3 mg/g crea
1822.2 mg/g crea

EAF B uF S & WFRF

07/11/2025 08:09

24/10/2025 07:45

Srm/Pla-Creatinina (100170)

1.39 mg/dL

Filtrado glomerular Creatinina (CKD-EPI 2009) (100190)

1.56 mg/dL

Uri{mic)-Proteina/creatinina (mg/qg) (106010)

2059.5 mg/g crea

Uri(mic)-Albamina/creatinina (mg/q) (106100)

1343.8 mg/qg crea

3066.3 mg/g crea
1845.2 mg/g crea

1.79 mg/dL

829.7 mg/g crea
436.5 mg/g crea

2.15 mg/dL

1159.8 mg/g crea

2.61 mg/dL

1549.3 mg/g crea

1.91 mg/dL

1462.5 mg/g crea

1.92 mg/dL

12 48 mL/min/1.73m2 42 mL/min/1.73m2 36 mL/min/1.73m2 | 29 mL/min/1.73m2 23 mL/min/1.73m2 33 mL/min/1.73m2 33 mL/min/1.73m2

2874.6 mg/g crea

Inicio pegcetacoplan

09/06/2026 07:43

Srm/Pla-Creatinina (100170)

Filtrado glomerular Creatinina (CKD-EPI 2009) (100190)

Uri{mic)-Proteina/creatinina (mg/g) (106010)

1.56 mg/dL 1.60 mg/dL 1.71 mg/dL 1.49 mg/dL 1.54 mg/dL

42 mL/min/1.73m2 | 41 mL/min/1.73m2 38 mL/min/1.73m2 | 45 mL/min/1.73m2 | 43 mL/min/1.73m?2

Disminucion de Tac
e inicio Belata

Uri{mic)-Albamina/creatinina (mg/qg) (106100)

3068.8 mg/g crea
2050.5 mg/g crea

786.5 mg/g crea
475.1 mg/g crea

2059.9 mg/g crea
1172.2 mg/g crea

2308.9 mg/g crea
1544.6 mg/g crea
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Evolucion de niveles del complemento

Academy

04/03/2026 09:43 | 23/09/2025 09:40 | 15/09/2025 09:19 | 22/08/2025 08:56 | 30/07/2025 08:54 | 18/07/2025 08:23 | 23/06/2025 08:12 | 17/06/2025 038!
C3 SUERO (225000) 101 mg/dL 91 mg/dL 129 mg/dL 78 mg/dL 67 mg/dL 111 mg/dL 79 mg/dL 81 mg/dL
C4 SUERO (225010) 21 mg/dL 29 mg/dL 49 mg/dL 17 mg/dL 22 mg/dL 40 mg/dL 18 mg/dL 19 mg/dL
sC5b-9 (225690) 228.60 ng/mL 181.15 ng/mL 262.28 ng/mL 342.88 ng/mL
[J 3 suero 78 mg/dL (75-135)
) c4 suero 17 mg/dL (14-60)
) cH-s0 211.20 UI/mL ( = 150.00 )
[ ap-s0 En Curso UT/mL ()
OJ Control APS0 En Curso ()
L ci1q 237.50 pg/mL ( 120.00 - 190.00 )
) Factor H 24.03 mg/dL ( 12.00 - 56.00 )
U rmadors 43.93 mg/dL ( 12.00 - 70.00 )
] sC5h-9 181.15 ng/mL ( < 600.00 )
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Natural History and Progression of Recurrent C3 Glomerulopathy and
Primary Immune-Complex Membranoproliferative Glomerulonephritis in
Kidney Transplantation

Running Title: Natural history of Recurrent C3G and IC-MPGN
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Recurrencia de la GN C3: 60 %.

Academy

In this multinational cohort of 134 kidney transplant recipients

with recurrent C3 glomerulopathy or primary immune complex—

mediated membranoproliferative glomerulonephritis, 58%

progressed to graft failure, confirming the poor long-term
prognosis of recurrent disease in the allograft.

Longitudinal trajectories of proteinuria and eGFR were strongly

associated with graft failure risk, and two clinically meaningful

prognostic thresholds were identified: time-averaged proteinuria

>1 g/day and eGFR decline steeper than -5 ml/min/1.73 m?®/year.

Complement genetic and autoantibody profiling revealed

biological heterogeneity, with autoantibody-positive patients

experiencing earlier graft failure, supporting the need for
Individualized risk stratification and evaluation of emerging
complement-targeted therapies Expand and explain the
abbreviation at its first mention in this section.
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e recidiva post-trasplante. Atentos a la misma.
mi opinion.
mpler ,\escaso valor como marcador.

Biopsias de seguimiento.

s de complemento de forma precoz.
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iMuchas gracias!
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