
concentration defect in 71% of patients, increase of urinary volume in 55.6% and
increase in the excretion of tubular proteins. The percentage of patients with a high uri-
nary elimination of b2m was 70%, high urinary elimination of CC16 61%, and NAG
20%. We found hyperphosphaturia (TRP<75%) in 35% of patients and hypercalciuria
in 27%. We found a high percentage of patients with urinary concentration defect, and
44% of these patients also showed high excretion of tubular proteins. When we com-
pared patients with urine concentration defect and high excretion of tubular proteins
(n¼ 28, 44% of patients), with those with a normal tubular function study (n¼ 8), we
only found significant differences in phosphate plasmatic levels (3.24 6 0.54 vs 3.6 6

0.34 mg/dl, p¼0.02), TP/GFR (2.5 6 0.44 vs. 2.97 6 0.41 mg/dl, p¼ 0.02) and the
mean plasmatic levels of tacrolimus of the postrasplant follow-up (9.03 6 1.38 vs 7.87
6 0.48 ng/ml). We observed that the tacrolimus plasmatic level of the postrasplant fol-
low-up that predicts the development of this tubulopathy was 8.05 ng/ml (RR¼9; CI
95%: 1.25-64.89; p¼ 0.006). We found tubular defects in KT patients that resemble
those found in a proximal tubulopathy called "Dent disease". We could hypothesize
that this defect at the proximal tubular transport may be due to a defect in the endocy-
tosis of proximal tubular cells, as well as Dent disease, and in KT patients this could be
related with the exposure to calcineurin inhibitors drugs, but further studies are
needed.

CONCLUSIONS: We found a high percentage of tubular defects in KT patients, that
resemble those found in a proximal tubulopathy called "Dent disease". This could be
explained by a defect in the endocytosis of proximal tubular cells, as well as Dent dis-
ease, and in KT patients may be related with the exposure to calcineurin inhibitors
drugs.

SP750 SUCCESSFUL ABO BLOOD TYPE INCOMPATIBLE KIDNEY
TRANSPLANTATION WITHOUT SPLENECTOMY, ANTI-CD20
TREATMENT OR PLASMAPHERESIS

Amit Sharma1, Harinderjit Gill1, Mukut Minz3, Sunil Kumar3, Apra Kalra2,
Divya Singh4, Rupinderjit Kaur1
1Renal Sciences (Nephrology, Dialysis and Kidney Transplant), Fortis Hospital, Mohali,
India, 2Transfusion Medicine, Fortis Hospital, Mohali, India, 3Transplant Surgery, Fortis
Hospital, Mohali, India and 4Radiodiagnosis, Prime Diagnostic and Heart Institute,
Chandigarh, India

INTRODUCTION AND AIMS: ABO-incompatible (ABOi) renal transplants are an
effective tool for increasing the overall donor pool for kidney transplants. They involve
preconditioning the patient by lowering the isoagglutinin titers and preventing their
further rise. The study was conducted to evaluate the outcomes of ABOi renal trans-
plants in patients with initial isoagglutinin titers less than 1:8 without the use of Anti
CD20 antibody or splenectomy and without undergoing plasmapheresis for antibody
removal.

METHODS: This was a prospective study, conducted at a tertiary care renal transplan-
tation center. It included patients with ESRD for renal transplant having an ABOi living
kidney donor. The study period was from December 2014 to November 2016. A total of
5 patients were included in the study. Patients received triple drug immunosuppression
in form of Tacrolimus, Mycophenolate mofetil and Prednisolone, started 10 days prior
to tentative date of renal transplantation. All patients received Injection
Thymoglobulin (1 mg/kg/day for 3 days) as induction therapy. Isoagglutinin titers
were regularly monitored postoperatively. One year patient and allograft survival;
serum creatinine at 1 year; infectious complications; and incidence of rejection were
evaluated.

RESULTS: 20% of the recipients and 80% of the donors were females. Mean age of the
recipients was 36.6 years while that of the donors was 42 years (Table 1). Donor to
recipient transplantation was A to O in 2 cases, B to O in one case, A to B in 1 case and B
to A in 1 case (Table 2). At one year, the patient survival was 100% and the allograft sur-
vival was 100%. Mean creatinine levels were 1.28 mg/dL at 1 month, 1.28 mg/dL at 3
months, 1.24 mg/dL at 6 months and 1.3 mg/dL at 12 months post-transplant. There
was one episode of antibody mediated rejection (AMR), which was successfully treated.
No episodes of infectious complications were witnessed in the patients.

CONCLUSIONS: This study suggests that successful ABOi renal transplantation is pos-
sible without plasmapheresis, the use of splenectomy or Anti-CD20 treatment in
patients with low isoagglutinin titers. Post-operative monitoring of isogglutinin titers
with readily available facilities for antibody removal is important for timely identifica-
tion and treatment of AMR episodes.

SP751 MARINE n-3 FATTY ACID SUPPLEMENTATION REDUCES
INFLAMMATION & PREVENTS RENAL GRAFT FIBROSIS

Ivar Eide2, Finn Reinholt3, Trond Jenssen4, Anders Hartmann4, Anders Åsberg4,
Erik Schmidt1, My Svensson2

1Cardiology, Aalborg University Hospital, Aalborg, Denmark, 2Renal Medicine, Akershus
University Hospital, Lørenskog, Norway, 3Pathology, Oslo University Hospital, Oslo,
Norway and 4Transplantation Medicine, Oslo University Hospital, Oslo, Norway

INTRODUCTION AND AIMS: Marine n-3 fatty acids (FAs) possess anti-inflamma-
tory & possibly anti-fibrotic properties that may halt progressive renal graft fibrosis &
preserve renal function.

METHODS: In this investigator initiated single center randomized double blind pla-
cebo controlled trial, 132 renal transplant recipients were randomized to receive daily
either 2.6 g of marine n-3 FAs or an equivalent dose of olive oil (controls) on top of
standard care, which included all patients on triple immunosuppression & most
patients on statin therapy (n¼84). Patients were followed for 44 weeks (from baseline 8
weeks post-transplant until one year after transplantation). Study measurements were
performed at baseline & end of study, & included iohexol clearance (mGFR), C-reactive
protein (CRP), semi-quantitative estimation of degree of interstitial fibrosis in graft
biopsies & plasma phospholipid fatty acid composition. Results were expressed as
change during follow-up (D).

RESULTS: Thirty patients withdrew from the study, many because of gastrointestinal
side-effects in both the marine n-3 FA group (n¼6) & control group (n¼8). The cumu-
lative incidence of adverse events did not differ between the marine n-3 FA group
(n¼218) & controls (n¼240). Compared with placebo, the marine n-3 FA group had
lower D CRP (intention-to-treat [ITT]: -1.20 6 10.98 mg/L vs 2.76 6 7.07 mg/L,
p¼0.02, per-protocol [PP]: -1.89 6 11.64 mg/L vs 2.27 6 7.42 mg/L, p¼0.03), lower D
percent graft fibrosis (PP: -0.57 6 8.96 % vs 3.64 6 11.13 %, p¼0.04) & a trend towards
higher D mGFR (PP: 6.69 6 11.62 ml/min vs 4.33 6 10.40 ml/min, p¼0.29). Post hoc
analyses showed that the degree of anti-fibrotic effect was related to plasma phospholi-
pid marine n-3 FA levels (Figure 1).

CONCLUSIONS: Marine FA supplementation was safe, reduced inflammation & pre-
vented renal graft fibrosis.

SP752 IMPACT OF TACROLIMUS TROUGH LEVEL IN KIDNEY
TRANSPLANT RECIPIENTS ON THE POST-TRANSPLANT
CLINICAL OUTCOME

Woo Yeong Park2,1, Ha Yeon Park2, Sang Mok Yeo2, Seong Sik Kang1,2, Sung
Bae Park1,2, Jeongsoo Yoon3, Kyubok Jin2,1, Seungyeup Han2,1

1Internal Medicine, Keimyung University Kidney Institute, Daegu, Korea, Republic of,
2Internal Medicine, Keimyung University School of Medicine, Daegu, Korea, Republic of
and 3Internal Medicine, Yoon’s Internal Medicine Clinic, Daegu, Korea, Republic of
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INTRODUCTION AND AIMS: Tacrolimus is a main maintenance immunosuppres-
sant in kidney transplantation (KT), and the level at the early period after KT is very
important for the prognosis of allograft. However, the common criteria of tacrolimus
trough level (TTL) are uncertain. We investigated the impact of TTL in KT recipients
on the post-transplant clinical outcome.

METHODS: We retrospectively investigated the patients performed KT between July
2007 and June 2016. We investigated TTLs at 1 week, 2 week, 3 week, 1 month, 3
months, 6 months and 12 months after KT. We evaluated the incidence of acute rejec-
tion and cytomegalovirus (CMV) infection, and graft survival according to the TTLs.

RESULTS: A total of 429 patients who received KT during the study period were
enrolled. The mean age of KTRs was 46.3 6 11.5 years and male was 55.5%. TTLs (ng/
mL) at 1 week, 2 week, 3 week, 1 month, 3 months, 6 months and 12 months after KT
were 6.2 (5.0 - 7.9), 7.1 (5.8 - 8.6), 7.8 (6.3 - 9.6), 7.6 (6.0 - 9.5), 6.8 (5.5 - 8.4), 6.5 (5.2 -
7.8), and 5.9 (4.8 - 7.1). The incidence of acute rejection within 1 year after KT was sig-
nificantly higher when TTLs at 3 months was less than 4.0 ng/mL (P¼ 0.020). On the
contrary, the incidence of CMV infection after 1 year was significantly higher when
TTLs at 12 months was 10 ng/mL or more (P¼ 0.015). However, the incidence of CMV
infection within 1 year was not associated with TTL within 1 year. Death-censored graft
survival rate was significantly lower in KTRs with acute rejection and CMV infection (P
< 0.001 and 0.008). In multivariate analysis, TTL less than 4 ng/mL at 3 months after
KT was an independent risk factor for graft failure.

CONCLUSIONS: Acute rejection and CMV infection are important risk factors for
allograft failure. Therefore, TTL should be kept at least 4 ng/mL or more at 3 months
after KT to reduce the incidence of acute rejection within 1 year after KT and below 10
ng/mL since 1 year after KT to reduce the incidence of CMV infection since 1 year after
KT.

SP753 MALIGNANCY COMPLICATIONS AFTER KIDNEY
TRANSPLANTATION, SHOULD WE USE INDUCTION
THERAPY?

Maria Molina2, Esther Gonzalez2, Jimena Cabrera1, Ana Hernandez2,
Natalia Polanco2, Eduardo Gutierrez2, Enrique Morales2, Manuel Praga2,
Amado Andres2

1Nephrology Department, Hospital Evangelico, Montevideo, Uruguay and 2Nephrology
Department, Hospital Universitario 12 de Octubre, Madrid, Spain

INTRODUCTION AND AIMS: Immunosuppression therapy is essential to avoid
rejection after kidney transplantation. The chronic use of this drugs increases the risk of
malignancy compared to general population. Oncology complications are a main cause
of recipient death. The increase the knowledge about the prevalence and risk factors
could decrease the incidence and implement screening protocols for an early diagnosis.

METHODS: We compared the incident of non-cutaneous cancers after 10 years of fol-
low-up in three cohorts of kidney transplantations: Group A non-induction antibodies
therapy, Group B received thymoglobulin and Group C received antiCD25. All patients
received steroids, calcineurin inhibitors (tacrolimus vs cyclosporine) and mycopheno-
late vs azathioprine. We performed a Kaplan Meier survival curves freedom of neo-
plasm between the three different groups. We analysed risk factors associated with the
development of neoplasm.

RESULTS: Of the 474 kidney transplantations, 9% (43) had a non-cutaneous neoplasm
after 10 years of follow up. The neoplasms were: 9 kidney-urinary tract malignancies, 9
gynecologic, 5 prostate, 5 haematological, 3 gastrointestinal, 3 lung, 2 otorhinolaryng-
ology, 2 thyroids, 2 neurological, 2 pancreas and 1 non differentiated. We shown in
Table 1 the characteristics of the patients in the Group A, B and C.

The Graphic 1 shown the survival free-neoplasm in the three groups, but there isn’t any
difference between the groups (p>0.05).

The multivariate analysis shown that recipient age> 55 years (HR: 2.4 [CI 1.3-4.5,
p¼0.006]), previous hemodialysis as renal replacement therapy (HR: 1.9 [CI 0.96-3.7,
p¼0.06]) and previous neoplasm (HR: 4.1 [CI 1.8-9.3, p¼0.001]) were the main factors
to develop a neoplasm after kidney transplantation. 33 patients died after 10 years of
the follow up, the main causes of deaths were cardiovascular (48.5%) and neoplasm
(36.4%) causes.

CONCLUSIONS: The main non-cutaneous neoplasm were related with urinary tract,
gynecologic and haematological. The age older than 55 years old, previous hemodialysis
renal replacement therapy and previous neoplasm were the factors related with a
develop of a neoplasm after kidney transplantation. We didn’t find any relationship
with immunosuppression induction therapy. Oncology cause was the second cause of
death in our cohort. The introduction of a neoplasm screening programme after kidney
transplantation could decrease the incidence of tumor and increase recipient survival.

SP754 TREATMENT WITH GRAZOPREVIR/ELBASVIR FOR RENAL
TRANSPLANT RECIPIENTS WITH CHRONIC HEPATITIS C
VIRUS INFEKTION AND IMPAIRED ALLOGRAFT FUNCTION

Ute Eisenberger4, Justa Friebus-Kardash4, Hana Rohn3, Andreas Kribben4,
Oliver Witzke3, Anja Gaeckler4, Katharina Willuweit1, Guido Gerken1,
Kerstin Herzer1,2

1Gastroenterology, University Hospital Essen, Essen, Germany, 2General, Viszeral and
Transplantation Surgery, University Hospital Essen, Essen, Germany, 3Infectious
Diseases, University Hospital Essen, Essen, Germany and 4Nephrology, University
Hospital Essen, Essen, Germany

INTRODUCTION AND AIMS: Direct-acing antiviral agents are highly efficient treat-
ment options for chronic hepatitis C virus (HCV) infection after renal allograft trans-
plantation. Treatment options for patients with impaired graft function remain
limited. Therefore, we assessed the effectiveness and safety of grazoprevir/elbasvir ther-
apy for patients with chronic HCV- infection and impaired renal allograft function.

METHODS: Eleven renal allograft recipients with therapy-naı̈ve HCV genotype (GT)
1a, 1b, or 4 were treated with the fixed-dose combination of elbasvir/grazoprevir with-
out ribavirin for 12 weeks. All recipients exhibited impaired graft function with a glo-
merular filtration rate (GRF) lower than 30 ml/min/1.73 m2. Clinical data were
retrospectively reviewed for renal and liver function parameters. Patients were closely
monitored for trough levels of immunosuppressive agents, viral load, laboratory values,
and potential adverse effects.

RESULTS: Seven patients (64%) exhibited a rapid virologic response within 4 weeks
(HCV GT1a, n¼ 2; HCV GT1b, n¼ 5). The other four patients exhibited a virologic
response within 8 weeks (HCV GT1b, n¼3, HCV GT 4 n¼1). All patients exhibited a
sustained virologic response at week 12 after the end of Treatment (Figure1). Clinical
measures of liver function improved substantially for all patients. Adverse effects were
scarce. Impaired renal allograft function and proteinuria remained stable. For most
patients only moderate adjustments to tacrolimus dosage were necessary for maintain-
ing sufficient trough levels.

CONCLUSIONS: This treatment appears to be safe and effective for renal transplant
recipients with impaired allograft function and is a promising treatment option for
eradicating HCV infection in this patient population.
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