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Psychosocial support after simultaneous pancreas
and kidney transplantation
doi:10.1111/j.1432-2277.2005.00133.x

We read with interest the article by Otte on the
review of pediatric liver transplantation based on
20 years of experience [1]. In this article, psychological
and mental impact of pediatric liver transplantation
was discussed. Likely, the similar situation may occur
after simultaneous pancreas and kidney transplantation
(SPK), as SPK is indicated exclusively for patients with
uremic type I diabetes with long-standing disease history from younger age. We recently experienced a case
of SPK transplant who required the removal of both
kidney and pancreas allografts for organ failure secondary to hypochondriasis-induced medication noncompliance.
A 36-year-old female with type I diabetes and diabetic
nephropathy was referred to our hospital as a candidate
for SPK. The durations of diabetes treatment and dialysis
were 26 years and 3.5 months, respectively. She was
unmarried and lived with her mother. Her social history
includes dropout from the college at second grade. She
underwent uneventful SPK, received standardized immunosuppression including daclizumub, mycophenolate
mofetil and tacrolimus. Her postoperative course was
complicated by only minor gastrointestinal symptoms
such as constipation, diarrhea and appetite loss; however,
she claimed immediate nursing attention more than
necessary during days and nights, and sometimes threatened discharge against medical advice. She was discharged
on postoperative day 16 with normal blood glucose and
good renal function.
During her outpatient follow-up visits, she became
malnourished and was admitted to the hospital with
severe abdominal pain. Work-up showed no apparent
cause of the pain, and the patient recovered without any
intervention. Renal function and blood glucose level were
within normal limits. During subsequent outpatient follow-up visits, she showed worsening nutritional status,
and she also presented with severe recurrent abdominal
pain. Blood trough levels of tacrolimus were unmeasurable, and the diagnosis of acute rejection secondary to
non-compliance was made. She underwent removal of
kidney and pancreas grafts on the day 42 after transplantation. Histological examination revealed massive necrosis

of kidney and pancreas allografts secondary to severe
acute rejection. She returned to insulin therapy and
hemodialysis.
Psychosocial background of SPK patients is often complicated due to long-standing disease history. The adverse
psychosocial consequences come from dependency on
parents and medical personnel, unrelenting lack of respite
from illness and continuous need for treatment, restricted
diet and fluid intake, and multiple losses (disability,
financial insecurity, loss of self-esteem, delayed independence, etc.) [2,3]. Additionally, psychosocial morbidity in
transplant patients is common as the incidence of major
depression and anxiety neurosis are 2–16% and 2–14%,
respectively [2]. The patients sometimes develop poor
coping and social skills that ultimately leads to frustration. These inappropriate behaviors may eventually lead
to postoperative noncompliance and the loss of transplanted organs. Unfortunately, it is difficult to predict postoperative compliance as preoperative compliance does
not necessarily reflect postoperative compliance [2,4–6].
So, it is important for physicians, transplant coordinators
and other team members to recognize the signs of
psychosocial morbidity in these patients. Addressing these
issues earlier may prevent subsequent noncompliance and
transplant organ loss.
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