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114 adults kidney transplant recipients (KTR) between 03/09 to 08/12 (all from LD). 
Pre-KT sera were screened for AT1Rab (ELISA, CellTrend GmbH, Luckenwalde, 
Germany) and HLA-DSA (Labscreen, SAB cI & cII, One Lambda). AT1Rab was 
considered positive  ≥ 17 IU. 3 groups were analyzed: AT1Rab only; HLA-DSA 
only; and w/o AT1Rab and HLA-DSA. Multivariate linear regression analysis to 
1st yr eGFR were done including all the variables with a p value <0.1 from the 
univariate analysis. Results are depicted in the Table. No differences were observed 
in donor´s (D) eGFR, D/R gender/age, R BMI, KT number, HAP-matches, ischemia 
times across the groups nor tacrolimus trough levels, ACE inhibitor/AT1R blocker 
use or HTN during the 1st yr. Multivariate analysis showed 4 factors independently 
and signifi cantly associated with eGFR at 12mo PT: BPAR (-18.7 -28.2 to -9.26 
p<0.001), AT1Rab (-10.51 -20.9 to -0.095 p=0.048), D age (-0.42 -0.75 to -0.103 
p=0.010), and R age (-0.36 -0.67 to -0.048 p= 0.024).

Variable AT1Rab 
(n=13) DSA (n=8) w/o AT1Rab & 

DSA P
Mdn SCr mg/dL, eGFR ml/
min/1.73m2 @ 3 mo 1.36, 58.6 1.18, 65.7 1.09, 74.1 0.10, 0.08
Mdn SCr, eGFR @ 12 mo 1.48, 58.7 1.21, 58.4 1.14, 78.5 0.03, 0.03
Pts w/ BPAR, n(%)Time to 1st 
BPAR, moTCMR events, n AMR 
events, n

4 (31)6.1 (3.9-
10.3)3 2 1 (11)0.1601 12 (13)1.2 (0.2-

5.4)77
0.25 
0.090.120.65

Conclusions. In this study AT1Rab in pre-KT sera was an independent and signifi cant 
risk factor for decreased eGFR at 12 mo PT. This fi nding deserves to be confi rmed 
in a larger KTR population.

Abstract# D2486 
KDOQI Recommendations in Renal Transplant Patients Returning in 
Dialysis: Impact On Morbidity and Mortality. J. Aniort,12 B. Pereira,3 
S. Kaysi,1 C. Garrouste,1 C. Philipponnet,1 A. Tiple,1 M. Hadj abelkader,1 
A. Heng.12 1Nephrology Department, CHU Clermont-Ferrand, Clermont-
Ferrand, France; 2Faculte de Medecine, Auvergne University, Clermont-
Ferrand, France; 3Biostatistic Department, CHU Clermont-Ferrand, 
Clermont-Ferrand, France.
Introduction: Kidney transplanted patients returning to dialysis have a high morbidity 
and mortality rate. The factors responsible for this poor outcome are unknown. The 
management of chronic kidney disease complications is important to ameliorate the 
outcome of patients restarting dialysis. We compared retrospectively the proportion 
of renal transplant patients (T + ) and no-transplanted patients ( T -) who reached the 
recommended KDOQI targets at the moment of starting dialysis and also compared 
the 5-year mortality and number of hospitalization during the year after starting 
dialysis. Finally, we investigated whether better control of CKD complications 
could improve the prognosis of T +.
Patients and methods: 49 T+ and 49 T- matched for: age, center and comorbidities 
were included in the study at the time starting dialysis in fi ve dialysis centers in 
the Auvergne region between Janv 2000 and Dec 2010. Data regarding the CKD 
complications, medications, number of hospitalization one year following the 
beginning of dialysis, and cause of death if applicable were recorded.
Results: T+ patients achieved less frequently KDOQI targets for serum levels of 
hemoglobin, bicarbonate, albumin, calcium and phosphate and blood pressure 
control in comparison with T- patients. The differences observed could be explained 
in part by a lesser use of appropriate therapeutic for the T + patients. T + patients 
were hospitalized more frequently than T- patients. The major cause of T+ patients 
hospitalizations was infection. T+ patients mortality was higher in comparison with 
T-. In T+ patients the number of hospitalization days was independently related to 
malnutrition and infl ammation.
Conclusion : A better control of CKD complications is necessary in patients with T 
+ during the period prior to dialysis restarting .

Abstract# D2487 
The Faster the Better: Anastomosis Time Infl uences Patient Survival 
Significantly After Deceased Donor Kidney Transplantation. A. 
Weissenbacher,1 R. Oberhuber,1 S. Weiss,1 B. Cardini,1 H. Ulmer,2 C. 
Boesmueller,1 S. Schneeberger,1 J. Pratschke,1 R. Oellinger.1 1Department 
of Visceral, Transplant and Thoracic Surgery, Innsbruck Medical 
University, Innsbruck, Austria; 2Department of Medical Statistics, 
Informatics and Health Economics, Innsbruck Medical University, 
Innsbruck, Austria.
Introduction: Few data are available regarding anastomosis time (AT), often 
referred to warm ischemia time, and its impact on the long-term results after kidney 
transplantation. Aim of the study was to investigate whether AT correlates with 
patient and graft survival after kidney transplantation.
Methods: Retrospective analysis of 1245 consecutive deceased donor renal 
transplantations (DDRT) carried out between January 2000 and December 2010 
at the Medical University Innsbruck. Kaplan-Meier and log-rank analyses were 
carried out for one and fi ve year patient and graft survival. Multivariate Analysis 
(Cox regression) was carried out for parameters known to infl uence long-term 
survival. Anastomosis time was defi ned as the time from the start of anastomosis 
until reperfusion.

Results: Mean AT was 30.9 ± 9.6 SD minutes. Five year graft survival of allografts 
with an AT > 30 minutes was 76.6% and 80.6% in the group with an AT <30 
minutes (p=0.027).

Five year patient survival in the group with an AT > 30minutes was 86.9% compared 
to 85.7% in patients with an AT < 30 minutes (p<0.0001).

Cox regression analysis revealed AT, beside recipient BMI <18.5 kg/m2, recipient 
age, recipient gender, HLA-A-mismatch, DGF and HCV-infection, as an independent 
signifi cant factor for patient survival (HR, 1.021 per minute; 95% CI 1.006 to 
1.037; p=0.006).
Conclusion: As a longer AT closely correlates with inferior long-term patient survival, 
the warm ischemia time has to be considered as a major risk factor for inferior 
long-term results after DDRT.

Abstract# D2488 
Causes and Risk Factors for Early Re-Hospitalization After Kidney 
Transplant Surgery. A. Nasser, A. Noles, M. Doshi. Wayne State 
University School of Medicine, Detroit, MI.
Early re-hospitalization (ER) is common after kidney transplant surgery (KT), 
resulting in increased healthcare costs and recipient mortality. The goal of our study 
is to determine the incidence, causes, and risk factors, both medical and social, for 
ER in inner city population. A retrospective chart review was performed on all 
patients receiving KT between 2005 and 2012 at Harper Hospital, Detroit, Michigan; 
with graft function 90 days after KT. ER is a hospital stay of least 24 hours within 
90 days of KT. With 268 patients, the mean age was 49±12 years with 60% males, 
88% African-Americans (AA), 84.7% received a kidney from a deceased donor, 
5.6% were repeat KT, and 6.4% were pre-emptive KT. Patients were grouped as 1) 
requiring ER 142 (53%) and 2) no ER 126 (47%). Of the 142 experiencing ER, 71 
(50%) had multiple ERs. The most common causes of fi rst ER were AKI (15.5%), 
GI issues (12.7%), infections (14.8%), and surgical complications, including both 
technical issues and surgical wound infections, (14.1%). The reason for fi rst ER 
varied signifi cantly between genders (p=0.013). Infections, primarily UTIs, were a 
more common reason for ER in females, despite being on bactrim (18.6% vs. 4.8%). 
Males returned more frequently with AKI and surgical complications (14.3% vs. 
10.2% and 16.7% vs. 6.8, respectively). The most common reasons for subsequent 
ER were GI issues (26.2%), infections (21.4%), and AKI (10.7%). In univariate 
analysis, the patients requiring ER were more likely to be diabetics (68.5% vs. 31.5%; 
p=0.001), AA (57% vs. 27%; p=0.004), have a longer duration of dialysis (55.9 vs. 
66.4 months; p=0.041) and prolonged hospitalization following KT, i.e., >5 days 
(58% vs. 26%, p=0.042). Social variables such as provider of support after surgery, 
living arrangements, functional status, working status, and type of insurance did not 
signifi cantly affect the ER. In multivariate logistic regression analyses, the following 
were associated with increased risk of ER: history of diabetes, (OR 3.1,1.6-5.9; 
p<0.01), AA (OR 3.8, 1.2-12.5; p=0.03), and prolonged length of stay after initial 
KT (OR 3.1,1.0-9.5; p=0.04). ER remains a major problem in inner city transplant 
programs, with the majority of admissions occurring due to AKI, GI issues, and 
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