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Abstract# 468
PANCREAS TRANSPLANTATION IN PATIENTS WITH TYPE-I AND
TYPE-II DIABETES MELLITUS: A COMPARISON. Kimi Ueda, Lawrence
Bohannon, William Bry, Assad Hassoun, Garrett Hisatake, Steven
Katznelson, Harish Mahanty, John Silkensen, Vasyl Warvariv, V Ram Peddi.
Transplantation, California Pacific Medical Center, San Francisco, CA.

Simultaneous pancreas and kidney transplantation (SPK) or pancreas after
kidney transplantation (PAK) are the procedures of choice for pts with
type 1 Diabetes Mellitus (DM1) and end-stage renal disease (ESRD). However,
for pts with type-2 Diabetes Mellitus (DM2), while kidney transplantation
is offered universally, SPK and PAK are offered only at select centers. In
the present single-center study we compare the pt characteristics and
outcomes following pancreas transplantation (SPK or PAK) in pts with
DM1 (defined as c-peptide level of < 0.5 at any age or onset of diabetes
prior to the age of 25 years with a body mass index or BMI <25) and DM2.
54 sequential SPK and PAK recipients transplanted between 1/04 and 12/
05 were included in the analysis. All recipients received thymoglobulin
induction, tacrolimus, mycophenolate mofetil and corticosteroids.
Recipient and organ characteristics were as follows:

DM1 DM2 P
N 27 (50%) 27 (50%)
Mean age 44.1 y 48.6 y 0.02
Gender M:F 20:7 18:9
Race C:H:B:A1 18:7:2:0 12:11:2:2
Number of PAK transplants 2 0
Pre-txp C-Peptide level 0.5 7.5 <0.01
Mean BMI 24.2 27 0.06
Mean Pancreas CIT (min) 572.8 592.3 0.50
Median LOS2 (days) 8 d 9 d 0.17
1C=Caucasian; H=Hispanic; B=African American; A=Asian. 2LOS=Length of Stay
during transplantation

Mean blood glucose, Hemoglobin A1C, and Serum Creatinine levels in
patients with DM1 and DM2 were:

Pre-txp 1 w 1 m 3 m 6 m 12 m
Blood Glucose - DM1 194 102 94 90 91 90
Blood Glucose - DM2 165 115 105 96 105 106
HBA1C - DM1 8.6 5.5 5.6 5.6
HBA1C - DM2 7.1 5.5 5.8 6.1
Serum Creatinine - DM1 7.1 1.2 1.5 1.3 1.3 1.4
Serum Creatinine - DM2 8.6 1.2 1.2 1.2 1.2 1.2

Acute rejection of the pancreas allograft occurred in 1 recipient in each
group (4%). Two pts (7.4%) in the DM2 group had acute rejection of the
kidney. There were 5 (18.5%) pancreas allograft losses including 1 death in
DM1 group and 6 (22.2%) pancreas allograft losses including 2 patient
deaths in DM2 group. Freedom from a composite end-point of kidney or
pancreas rejection, kidney or pancreas graft loss, and pt death at 1-year
post-transplantation was 72.4% and 64.8% in DM1 and DM2 groups
respectively (Kaplan-Meier analysis; P=0.54 Log-Rank test).
In conclusion, short-term outcomes following SPK or PAK transplantation
are similar in recipients with type-1 and type-2 Diabetes Mellitus and
ESRD.

Abstract# 469
DONOR AND RECIPIENT RELATED RISK FACTORS FOR DELAYED
GRAFT FUNCTION (DGF) IN PANCREAS TRANSPLANTATION.
Manuel Maglione,1 Matthias Biebl,1 Christian Margreiter,1 Natalie Berger,1

Gerald Brandacher,1 Stefan Schneeberger,1 Paul Hengster,1 Hugo Bonatti,1

Raimund Margreiter,1 Walter Mark.1 1General and Transplant Surgery,
Innsbruck Medical University, Innsbruck, Austria.

Background:
In pancreas transplantation DGF is poorly defined and contributes to post
transplant morbidity and costs. The goal of this study was to determine its
incidence and risk factors in a retrospective analysis.
Methods:
Between 1/2003 and 12/2005 we have performed 82 pancreas
transplantations (72 SPK, 8 PAK, 2 PTA) with enteric/systemic venous

drainage for type I (n=71) or type II diabetes (n=11) respectively.
Prophylactic immunosuppression consisted of ATG induction followed by
tacrolimus based therapy including a rapid steroid tapering regimen.
Postoperatively, insulin was administered by i.v. pump infusion or given
subcutaneously to keep blood glucose levels below 120 mg/dl. DGF was
defined as need for exogenous insulin beyond postoperative day 10. The
DGF group (DGFG) was identified and compared with the remaining
individuals (control group, CG). Data are expressed as mean ± SD.
Results:
DGF occurred in 18/82 (22%) patients (36 females, mean age 45.6±9.7
years). Donor age was significantly higher in the DGFG (35.7±9.7 years
DGFG vs 29.7±10.4 years CG; p=0.03), whereas body mass index and
donor sex was not related to DGF. There was a significant difference in the
type of preservation fluid in that HTK was used more often in the DGFG
(39%) compared to the CG (UW; 14%; p=0.03). Duration of cold and
warm ischemia however did not influence DGF. Steroid treated episodes of
acute rejection were not indicative for DGF (17% DGFG vs 11% CG;
p=0.38) as well as elevated levels of panel reactive antibodies (p=0.23). C-
reactive protein and tacrolimus trough levels did not differ between both
groups. C-peptide levels stabilised 12.6±12.8 (DGFG) vs 6.4±4.2 (CG) days
post transplant (p=0.01). Of note, a complete HLA-B mismatch (MM)
was associated with DGF (p=0.04), which was not observed for any other
HLA-MM. There was a trend towards a higher incidence of DGF in CMV-
positive organs (76% DGFG vs 51% CG; p=0.05) as well as for recipients
with diabetes type II (28% DGFG vs 9% CG; p=0.06).
Conclusion:
In our series, we have observed 22% DGF after pancreas transplantation.
Donor age, type of preservation solution, HLA-B mismatch, positive
CMV donor status and type II diabetes were identified as risk factors for
DGF. Recognition of these factors may provide new strategies to improve
initial graft function with all its implications.
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Abstract# 470
COLD ISCHEMIC TIME ACCELERATES ORGAN AGEING:
SENESCENCE ASSOCIATED GENE EXPRESSION PRE-
TRANSPLANT IS PREDICTIVE FOR POST TRANSPLANT GRAFT
FUNCTION. Karen S Stevenson,1 Kelly J Lamb,1 Samer Zino,1 Alan
MacIntyre,1 Paul Montague,1 Claire Nolan,1 Lorna Marson,2 John LR
Forsythe,2 Alan G Jardine,1 David Kingsmore,3 Paul G Shiels.1 1Div Cancer
Sciences & Molecular Pathology, University of Glasgow, Glasgow, United
Kingdom; 2Liver Transplantation Unit, Royal Infirmary Edinburgh,
Edinburgh, United Kingdom; 3Renal Unit, Western Infirmary Glasgow,
Glasgow, United Kingdom.

Aim:
To determine how individual peri-transplant stresses accelerate renal
senescence and  whether senescence associated gene expression is prognostic
for post transplant graft function.
Materials and Methods
Renal cortical biopsies (donor ages 9-78 years ) were derived  at time zero
(T0), or post perfusion (PP) and from organs removed due to late graft
dysfunction(LGD). The late graft dysfunction biopsies were identified and
classified according to the Banff criterion. Quantitative real time PCR was
used to estimate mRNA levels corresponding to the candidate senescence
associated genes (SAGs), comprising the DNA damage repair gene XRCC5,
the telomere protection protein POT1 and the cell cycle regulators p16
ink4a  and SIRT2.
Results
We have investigated the expression of genes involved in cellular ageing
and stress responses in human renal transplant biopsies and in organs which
have established late graft dysfunction. We have evaluated SAG expression
in the context of donor chronological age, cold ischemic time and post
transplant creatinine clearance at 6 months.  Cold ischemic time significantly
affected the expression of the cell cycle regulator SIRT2 (n=14, p<0.043).
Furthermore, decreased XRCC5 expression significantly correlated with
creatinine clearance at 6 months post transplant (n=23, p<0.009). The
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expression of the telomeric binding protein POT1 was also altered in
kidneys displaying late graft dysfunction (n=22, p<0.002). Furthermore,
the expression of SIRT 2 (p<0.046) and POT 1(p<0.009) correlated with
donor sex.
We have also confirmed the elevation of p16 ink4a expression with
increasing chronological age in time zero transplant biopsies (n=8, p<0.008)
and in relation to expression levels between peri-transplant and late graft
dysfunction biopsies (p<0.007).
Conclusions
These data indicate elevated DNA damage, telomere dysfunction and
apoptotic processes in renal allografts peri- and post-transplant. The provide
direct evidence that senescence processes contribute to post transplant
graft function and provide novel  prognostic indicators for graft suitability
and therapeutic intervention.

Abstract# 471
SHOULD WE DISCARD THE RENAL ALLOGRAFTS FROM
CARDIAC DEATH DONORS WHICH HAVE TOTAL ISCHEMIC
TIME LONGER THAN 24 HOURS? Kunihiro Hayakawa,1 Yusuke
Kubota,1 Hitomi Sasaki,1 Mamoru Kusaka,1 Takahiro Maruyama,1 Ryouichi
Shiroki,1 Kiyotaka Hoshinaga.1 1Department of Urology, Fujita Health
University, Toyoake, Aichi, Japan.

Purpose: In some centers, kidney grafts recovered from deceased donors
applying donation after cardiac death (DCD) were not used for
transplantation when they had total ischemic time (TIT) longer than 24
hours. The objective of this study is to evaluate the outcomes of
transplantation using kidney grafts from DCD donors with TIT longer
than 24 hours.
Patients and Methods: In this study, 373 kidneys recovered from DCD
donors and transplanted at 41 centers were enrolled. Kidneys were procured
from DCD donors using in situ regional cooling technique with a triple
lumen double balloon catheter and a specially designed portable infusion
pump. After procurement, kidneys were cold preserved and transplanted.
All grafts were divided into 2 groups according to TIT, longer than 24
hours or not. In every graft, the renal function and the duration of survival
period were put on record. The survival rate of each group was calculated
by Kaplan-Meier method.
Results: Fifty three grafts had TIT longer than 24 hours (group 1: G1),
and the mean TIT was 27.7±3.8 hours (range 24.0– 43.4). In the others
320 grafts (group 2: G2), which had TIT less than 24 hours, the mean TIT
was 11.4±5.2 hours (range 4.1- 23.7). The numbers of never functioning
grafts were 3 in G1 and 17 in G2 without difference in incidences. Immediate
graft function was noted 6 in G1 and 49 in G2, and delayed graft function
was 47 in G1 and 271 in G2 without any difference between 2 groups. The
mean ATN periods were 13.5 days in G1 and 10.9 days in G2. Postoperative
nadir serum creatinine levels were 1.34±0.51 mg/dl in G1 and 1.40±0.60
mg/dl in G2, respectively. Graft survival rates at 3, 5, 10 years posttransplant
were 84.9%, 73.0%, 64.1% in G1, and 76.3%, 69.9%, 57.1% in G2,
respectively. All those parameters were not statistically different between
2 groups.
Conclusions: Our result indicates the grafts from DCD donors, which
have TIT longer than 24 hours should be considered as a good resource of
renal grafts since they are expected to have excellent graft function.

Abstract# 472
DISPARITIES IN PRELISTING DIALYSIS EXPOSURE AMONG
POTENTIAL DECEASED DONOR KIDNEY RECIPIENTS. Douglas S
Keith,1 Alan Leichtman.2 1Nephrology, McGill University, Montreal, QC,
Canada; 2Nephrology, University of Michigan, Ann Arbor, MI.

Delayed referral and listing leads to unnecessary dialysis exposure prior to
transplantation which is associated with poorer long-term graft outcomes.
The purpose of this study was to determine factors that influence dialysis
exposure prior to wait listing among potential primary deceased donor
renal transplantation recipients placed on the U.S. waiting list from January
2001 to December 2004 in the SRTR database (N=65,653). Table one
shows the preemptive listing rates and median dialysis exposure prior to
listing based on demographic and socioeconomic variables.

Preemptive Listing Rate and Median Dialysis Exposure Prior to Listing
Percent of Total Listings Median Dialysis
that Occurred Prior to Exposure Prior to
Initiation of Dialysis Listing in Months (95% C.I.)

Year of Listing
2001 14.1% 11.8 (11.5-12.0)
2002 15.9% 11.9 (11.6-12.1)
2003 17.0% 11.7 (11.4-12.0)
2004 19.9% 11.2 (10.9-11.5)
Age Group
18-29 13.0% 10.5 (10.1-11.0)
30-39 15.6% 11.3 (10.9-11.6)
40-49 18.0% 11.2 (10.9-11.5)
50-64 17.2% 11.9 (11.8-12.1)
65 or Older 17.8% 12.1 (11.8-12.5)
Gender
Male 15.6% 11.7 (11.5-11.9)
Female 18.8% 11.5 (11.3-11.8)
Race/Ethnicity
Caucasian 24.6% 8.4 (8.2-8.5)
African American 10.2% 15.4 (15.1-15.7)
Hispanic 9.5% 14.5 (14.2-14.8)
Other 16.5% 10.8 (10.3-11.3)
Educational Status
Junior High or Less 7.0% 16.2 (15.7-16.7)
High School 15.1% 12.5 (12.2-12.7)
College/Vocational 20.1% 10.0 (9.7-10.2)
Post-Graduate 29.2% 7.1 (6.5-7.7)
Unknown 17.0% 11.6 (11.3-11.9)
Primary Insurance
Medicare 7.0% 17.4 (17.2-17.6)
Medicaid 13.6% 10.9 (10.3-11.4)
Private 27.9% 6.5 (6.4-6.7)
Other 24.0% 8.5 (7.8-9.1)

Although the preemptive listing rates increased in the 4 years of observation,
the median time on dialysis improved only 18 days. Table 2 shows the
interaction of the three most important socioeconomic factors, education,
race and insurance on dialysis exposure prior to listing.

Median Dialysis Exposure Prior to Listing in Months
Race and Insurance

Educational Caucasian with Minority with Caucasian Minority
Attainment Private Insurance Private Insurance with Medicare with Medicare
High School or Less 5.3 9.6 14.4 20.2
College or More 2.2 6.2 11.1 18.7
Unknown 4.4 8.6 13.3 20

Large disparities exist in the exposure to dialysis based on these factors.
Back dating the start of waiting time to the initiation of dialysis should be
considered to decrease these disparities.

Abstract# 473
THE DISPARATE EFFECT OF AGE AND INSURANCE ON ACCESS
TO THE DECEASED DONOR KIDNEY WAITING LIST. Douglas S
Keith,1 Alan Leichtman.2 1Nephrology, McGill University, Montreal, QC,
Canada; 2Nephrology, University of Michigan, Ann Arbor, MI.

Rules governing qualification for Medicare change at age 65. Under the age
of 65 years patients must be on dialysis for at least 3 months before they
qualify for Medicare. At age 65 years all adult citizens of the United States
qualify for Medicare effectively providing universal coverage for this age
group. This difference in access to public insurance provides an unique
opportunity to better understand the impact of insurance on access, and
whether access is primarily related to having insurance or to other difficult
to measure socioeconomic factors associated with the need for public
insurance. We compared the effect of private vs. Medicare insurance on
access to the waiting list in patients under and over the age of 65 years who
were wait listed between the years 2001 and 2004 in the SRTR database
(N=57,968). Access to the wait list was determined by the percentage of
patients preemptively listed prior to initiation of dialysis and the duration
of dialysis prior to listing. The logistic regression analysis of preemptive
listing rate showed the large difference in preemptive listing rate virtually
disappears in the group over the age of 65 years (O. R. 6.63 under the age


