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Comment on the Article “OPTN/SRTR 2015 Annual

Data Report: Pancreas”

We read with great interest the most recent “"OPTN/
SRTR 2015 Annual Data Report: Pancreas” (1).

We would like to bring to the attention of the editors and
authors our serious concerns with respect to flaws in
this SRTR report specifically related to pancreas trans-
plantation alone (PTA).

First, we noted substantial discrepancies in the number
of PTAs (Table PA 1) presented in this article versus the
number of PTAs that the International Pancreas Trans-
plant Registry (IPTR) uses for its current analyses. For
example, this SRTR report listed 106 adult PTAs in 2015
versus 68 adult PTAs identified by the IPTR. Of note, the
two registries are based on identical OPTN/UNOS data.

When we analyzed the observed difference in PTA num-
bers, we realized that the SRTR report, much to our sur-
prise, included multiorgan transplantations in the PTA
category. However, combining true PTAs with pancreas
transplantations as part of multiorgan transplantations is
incorrect and leads to misinterpretation. These multior-
gan transplantations include pancreas transplantations in
various combinations with liver, intestine, lung, and/or
heart transplantations.

In general, PTAs are performed only in patients with
labile/brittle diabetes mellitus and stable function of
native kidneys. A successful PTA achieves long-term
insulin independence; may prevent, halt, or reverse sec-
ondary complications of diabetes; and may prevent the
need for future kidney transplantation secondary to dia-
betic nephropathy. The intent of a PTA is, therefore, very
different from that of a multiorgan transplantation. PTA
and multiorgan transplant categories represent two com-
pletely different patient cohorts. Multiorgan transplanta-
tions are usually performed for liver and/or intestinal
failure. The pancreas is mostly included to facilitate the
surgical aspect of this complex procedure. Inclusion of
the pancreas basically abrogates the need for a separate
and tedious bile duct anastomosis. This is by and large
the primary intent for including a pancreas.

Second, we noted a significant higher mortality rate for
PTAs in the SRTR report versus current IPTR analyses.
In fact, PTA mortality as reported in the SRTR article
was higher than for simultaneous pancreas—kidney
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transplantations (SPKs) and for pancreas after kidney
transplants (PAKs), as shown in Figures PA 61, 62, 63,
and 64. As an example, Figure 1 now shows the cor-
rected outcome for Figure PA 61.

Because of its surgical complexity, the mortality of multi-
organ transplantations is one of the highest in the field
and significantly higher that than for PTAs. By combining
pancreas transplants in the PTA and multiorgan trans-
plant categories, the mortality rate in the PTA category is
falsely increased (2).

Third, we noted that pediatric recipients were part of the
SRTR report. Of note, according to IPTR data, not a sin-
gle child received a PTA, SPK, or PAK in 2015 for the
treatment of diabetes mellitus alone. Those cases should
be clearly marked as multiorgan transplantations.

Although we did not examine the reported PTA graft sur-
vival, we cannot rule out an incorrectly low survival rate
based on the inflated PTA transplant numbers and the
fact that pancreas survival as part of a multiorgan trans-
plantation is much lower than in the PTA category.

The errors that we identified in the current SRTR report
and as being specific to the PTA category may lead not
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Figure 1: Patient death at 1 year among adult primary pan-
creas transplant recipients according to corrected transplant
category.



only to a misrepresentation but also to an unwillingness
to perform this safe, life-enhancing, and potentially life-
saving procedure.

We decided to write this letter based on a previous
experience that had a major negative impact on the field
of pancreas transplantation. In 2003, an article was pub-
lished in JAMA about unfavorable outcomes after solitary
pancreas transplantations (PTA and PAK) (3). The mortal-
ity risk was clearly overstated as a subsequent IPTR anal-
ysis in this journal (AJT) showed, using the same patient
cohort (4). The impact of that faulty report was massive.
It contributed to the significant decrease in the number
of solitary pancreas transplantations since 2004. The
intention of this letter is to avoid a similar development
in the PTA category, which remains associated with a
low mortality rate.
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