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BACKGROUND AND AIMS: SARS-CoV-2 infection has a severe course in
immunocompromised (RTR) patients. The aim is to study the clinical course and risk
factors for adverse outcomes and results of COVID-19 treatment in RTR.
METHOD: At the beginning of the study there were 2580 RTR observed at Moscow
Nephrology Center, by the end of it there were 2776 RTR. A retrospective uncontrolled
observational study included 279 RTR (M: 172/F: 107, aged 49.9610.9 yrs.), infected
with SARS-CoV-2 from April 1 to November 30, 2020. The period after kidney
transplantation before the onset of the disease was 54,0 months (14.0;108.0). After
confirmation of COVID-19 by PCR and chest �� MMF/ffza were canceled, CNI dose
was minimized (target blood level was CyA 30-50 ng/ml, �ac 1,5-3 ng/ml), a CS dose
was increased to 10-15 ng/day. Observation endpoints: discharge/recovery or death.
RESULTS: The number of RTR infected with SARS-CoV-2 from April 1 to May 31,
2020 was 108; there were 42 RTR from June 1 to August 31, 2020; and 129 RTR - from
September 1 to November 30, 2020. 59 RTR (21,1%) had a mild course of COVID-19.
Patients with moderate and severe course (220/78.9%) were treated in the hospital. The
period from the onset of the disease to the hospitalization was 7.1 6 5.1 days. Severe
lung damage (> 50%) occurred in 97 of 220 (44.1%); decrease in SpO2 <95% was seen
in 128 of 220 (58.2%); 31 patients died. Thus, hospital mortality was 14.1%, overall
mortality was 11.1%. Scr during the course increased from 160.9 6 68.2 lmol/l to
185.4 6 130.9 lmol/l (p <0.01) with no signs of acute rejection; and after the recovery,
it decreased to 158.1 6 63.2 lmol/l (p <0.01). Risk factors associated with fatal
outcome were analyzed among the survivors (group 1; n-189) and the deceased (group
2; n-31). Groups 1 and 2 differed in the frequency of severe lung damage (69/36.9% vs
24/77.4%, p <0.001); the Charlson comorbidity index (4.4 6 1.7 vs 6.1 6 2.5, p
<0.001); the frequency of IMV use (0 vs 23, p <0.0001), Scr upon admission (160.3 6

67.1 mmol/l vs 208.9 6 99.4 mmol/l, p <0.03), Hb levels (116.3 6 21.8 g/l vs 91.7 6

23.9 g/l, p <0.001), white blood cell count (11.1 6 4.8� 109/L vs 18.1 6 7.5� 109/L,
p <0.001), lymphocyte count (0.7 6 0.4� 109/l vs 0.4 6 0.4� 109/L, p <0.02),
albumin (32.4 6 4.1 g/l vs 25.8 6 2.8 g/l, p <0.001), glucose (6.1 6 1.9 mmol/l vs 7.8 6

2.8 mmol/l, p <0.001), LDG (305.6 6 135.6 U/l vs 800.8 6 313.8 U/l, p <0.0001), CRP

(74.1 6 68.4 mg/L vs 160.7 6 74.4 mg/L, p <0.0001), D-dimer (967.3 6 949.0 lg/L vs
2810.1 6 1807.7 lg/L, p <0.0001) and the frequency of procalcitonin increase (29.5 vs
86.4%, p <0.001). The independent factors of adverse outcome (Cox model) were high
levels of comorbidity index (p <0.006) and procalcitonin (p <0.006), as well as the
IMV use (p <0.0001). It was not possible to establish differences in Groups 1 and 2
depending on the use of individual drugs (Corticosteroids, Baricitinib, Monoclonal Ab
IL-6/IL-17/IL-1b, antiCOVID plasma) as well as their combinations.
CONCLUSION: The frequency of SARS-CoV-2 infection in RTR was more than 2
times lower in summer compared to spring and autumn, which suggests a seasonal
nature of this infection. The course of the disease was characterized by high hospital
and general mortality. High values of the comorbidity index, procalcitonin and the
IMV use were independent predictors of the fatal outcome.
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BACKGROUND AND AIMS: Health-related quality of life (HRQOL) is becoming an
increasingly important outcome in kidney transplantation besides graft function and
patient survival. It is of clinical interest to understand whether kidney transplant
recipients (KTRs) experience better HRQOL after the invasive procedure and to what
extent they can restore HRQOL. To the best of our knowledge, the last relevant
systematic review and meta-analysis, which compared HRQOL in KTRs to patients on
dialysis, only included eligible publications before 2005. With the considerable
improvement in nephrology care and the exponential increase in studies focusing on
HRQOL in the past two decades, an updated overview of the current literature is
needed. Moreover, to gain a comprehensive picture of HRQOL in KTRs, it is also
necessary to include relevant comparison groups such as the general population and
healthy controls to understand to which extent HRQOL can be restored to a “pre-
CKD” level. To describe HRQOL in KTRs, this systematic review summarizes the
published literature to date that compared HRQOL of KTRs with other relevant
populations (i.e. patients receiving dialysis, patients on the waiting list for kidney
transplantation, patients with chronic kidney disease [CKD] not receiving dialysis, the
general population, and healthy controls) and themselves before kidney
transplantation. To avoid potential bias, we include studies using different HRQOL
questionnaires.
METHOD: A thorough literature search was conducted in PubMed, EMBASE, Web of
Science, and COCHRANE Library. Studies were included when published between
January 2000 and October 2020, and when comparing HRQOL in adult KTRs to the
relevant populations. The quality of included studies was assessed using the Risk Of
Bias Assessment tool for Non-randomized Studies (RoBANS). Prespecified study
characteristics and HRQOL scores were extracted. Due to substantial clinical and
methodological heterogeneity, results were summarized in a narrative manner without
pooled estimates.
RESULTS: 44 studies comprising 6929 KTRs were included in this systematic review.
The mean age of KTRs in all studies ranged from 29 to 72 years old, and only two
studies were conducted in an elderly cohort (� 65 years). The majority of studies (93%)
reported a higher percentage of male KTRs (median 62%; range 43% to 86%). The
average time of HRQOL-measurements after kidney transplantation ranged from 1 to
234 months after the operation. 50% of the studies had a cross-sectional design; 32%
had a prospective, and 18% had a retrospective design; and 55% of the studies were
single-center studies. While taken into account study heterogeneity, KTRs reported a
higher HRQOL after kidney transplantation compared to pre-transplantation and
compared to patients receiving dialysis with or without being on the waiting list,
especially in disease-specific domains (i.e. burden of kidney disease, effect of kidney
disease, and symptoms). Additionally, KTRs had comparable to marginally higher
HRQOL compared to patients with CKD stage 3-5. When compared to healthy
controls or the general population, KTRs reported similar HRQOL in the first one or
two years after kidney transplantation, and lower physical HRQOL and lower to
comparable mental HRQOL with an average post-transplant time longer than two
years.
CONCLUSION: Patients generally report better HRQOL after successful kidney
transplantation compared to themselves before the operation and patients receiving
dialysis with or without waiting for kidney transplantation, but HRQOL of KTRs does
not return to “pre-CKD” HRQOL levels. Future studies investigating risk factors for
impaired HRQOL are needed to maximize the long-term benefit of kidney
transplantation.
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