














Figure 14: HLA-match dependent impact of cold ischaemia time on graft survival in deceased-donor
kidney transplantations performed between 1990 and 2005
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Reproduced from CTS Collaborative Transplant Study by kind permission of Prof. Dr. G. Opelz, Heidelberg,
Germany.

10.7 Time on dialysis
According to CTS data, graft outcome is best if the patient never received dialysis and diminishes with every

additional year of dialysis treatment (Figure 15). These findings are in agreement with data from reports that
underline the importance of pre-emptive transplantation (9).

Figure 15: Impact of time on dialysis on graft survival in deceased-donor kidney transplantation
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Reproduced from CTS Collaborative Transplant Study by kind permission of Prof. Dr. G. Opelz, Heidelberg,
Germany.
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11. ABBREVIATIONS USED IN THE TEXT

This list may not include the most commonly known abbreviations

ABO blood group system consisting of groups A, AB, B and O
ACD acid-citrate-dextrose

ACE angiotensin-converting enzyme

ACKD acquired cystic kidney disease

ACR acute cellular rejection

ADPKD autosomal dominant polycystic kidney disease
AHG anti-human globulin

AHR acute humoral rejection

ALG, ATG anti-lymphocyte globulin

AM acceptable mismatch

Anti-GBM anti-glomerular basement

AVF arterio-venous fistula

AZA azathioprine

BMI body mass index

CAR chronic allograft rejection

CDC complement-dependent cytotoxicity test
CMV cytomegalovirus

CNIs Calcineurin-inhibitors

CsA-ME cyclosporine A micro-emulsion

CT computed tomography

CTS Collaborative Transplant Study

CYA cyclosporine A

DTT dithiothreitol (test)

DRE digital rectal examination

EAU European Association of Urology

EBV Epstein-Barr virus

EC EuroCollins (solution)

EC-MPS enteric-coated mycophenolate sodium
EDTA ethylenediaminetetra-acetic acid

EDHEP European Donor Hospital Education Program
ELISA enzyme-linked immunosorbent assay
ESRD end stage renal disease

ESWL extracorporeal shockwave lithotripsy

ET Eurotransplant

FSGS focal and segmental glomerulosclerosis
GFR glomerular filtration rate

GR grade of recommendation

HAR hyper-acute rejection

HbA1C glycosylated haemoglobin

HBcAb hepatitis B core antibody

HBsAg hepatitis B surface antigen

HBV hepatitis B virus

HCA human leucocyte antigen

hCG human chorionic gonadotrophin

HCV hepatitis C virus

HDV hepatitis D virus

HEV hepatitis E virus

HIV human immunodeficiency virus

HLA human leukocyte antigen, histocompatibility antigen
HTK histidine-tryptophan-ketoglutarates

IF interstitial fibrosis

IL-2 interleukin-2

IMPDH inosine monophosphate dehydrogenase (inhibitors)
IVIG intravenous immunoglobulin

LCDD light-chain deposit disease

LE level of evidence
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LLDN laparoscopic live donor nephrectomy

LURD living unrelated donor

MMF mycophenolate mofetil

MPA mycophenalic acid

MR magnetic resonance

MRT magnetic resonance tomography

NHBD non-heartbeating donor

OKT3 anti-CD3 monoclonal antibody

OLDN open live donor nephrectomy

PBS phosphate-buffered sucrose

PRA panel-reactive antibody

PSA prostate-specific antigen

PTLD post-transplantation lymphoproliferative disease
RAPA rapamycin

RCC renal cell carcinoma

ST Scandia Transplant

STE steroids

TA tubular atrophy

B Tuberculosis

UNOS/OPT United Network for Organ Sharing/The Organ Procurement and Transplantation Network
uw University of Wisconsin (solution)

VATER Vertebrae, Anus, Trachea, Esophagus, and Renal
WHO World Health Organization
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