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ABSTRACT W

Objective: To assess the factors associated with anemia in renal transplant recipients with functioning
grafts in Sana’a city, Yemen.

Methods: One hundred and thirteen adult renal transplant recipients with functioning grafts were
enrolled in this study in the period from Janury to December 2014. Biodata and clinical data were collected
using a pre-designeddata collection sheet. Hemoglobin (Hb) concentration was measured, and anemia was
defined as Hb concentration less than13.0 g/dLin males and less than 12.0 g/dL in females. The factors
associated with anemia were analyzed, and independent predictors of post-transplant anemia (PTA)
among renal transplant recipients were identified using a multivariable logistic regression model.

Results: PTA was detected in 23.0% of renal transplant recipients with functioning grafts. Bivariate
analysis showed a significant association of PTA with age of 50 years or older (Odds ratio (OR) = 2.7; 95%
Cl: 1.10-6.72; P = 0.03), history of acute rejection (OR = 3.6; 95% CI: 1.17-11.28; P = 0.019) and delayed
graft function (OR = 6.2; 95% CI:1.60-24.16; P = 0.004). Multivariable analysis using a logistic regression
model identified history of acute rejection (adjusted OR = 3.9; 95% CI: 1.11-12.94; P = 0.034) and delayed
graft function (adjusted OR = 4.6; 95% CI: 1.07-19.81; P = 0.04) as independent risk factors for PTA among
recipients. However, no association was found between PTA and recipient’s gender, graft source,
immunosuppressive protocols, erythropoietin treatment or use of antihypertensive drugs.

Conclusions: The prevalence of PTA among Yemeni renal transplant recipients is high, with history of
acute rejection and delayed graft function being the independent risk factors. Therefore, it is
recommended that physicians involved in renal transplantation consider the investigation and follow-up
of transplant recipients for PTA and adopt appropriate preventive and therapeutic measures.
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1. Introduction

Anemia is an important risk factor for
cardiovascular diseases and is related to left
ventricular hypertrophy in renal transplant
recipients. Moreover, severe anemia is shown to
be strongly associated with reduced patient and
graft survival (1-3). Therefore, early treatment
of post-transplant anemia (PTA) may improve
clinical outcomes in renal transplant recipients.
Chronic anemia is commonly observed in
patients with kidney dysfunction. The primary
cause of anemia in this situation is the reduced
production of erythropoietin (EPO) hormone by
the kidneys. Renal transplantation is the
treatment of choice for patients with end-stage
kidney disease. Following successful renal
transplantation, PTA is corrected via endogenous
production of EPO by the renal transplant.
However, such renal transplants may not
function optimally in the majority of renal
transplant recipients, leading to a high rate of
PTA (4, 5).

PTA prevalence rates were reported to range
from 20.0% to 60.0%, depending on the criteria
used for defining anemia (6-13). For instance,
PTA was reported to be prevalent among 39.5%
of Sudanese renal transplant recipients (14). In
Egypt, 74.0% and 45.0% of renal transplant
recipients were reported to show PTA within
three and six months after renal transplantation,
respectively (15). In addition, PTA prevalence
rates ranging between 20.0% and 49.3% have
been reported from several countries in Asia,
Europe and the Americas (4, 6-13).

Etiology of PTA is multi-factorial, where
reported causes include blood loss either
secondary to the transplantation surgery or
during outpatient follow up for monitoring the
renal allograft, insufficient diet that results in
iron, vitamin B12 and folate deficiencies,
infectious agents (e.g. cytomegalovirus or
parvovirus B19 infection), donor age,

different immunosuppressive regimens, acute
rejection episodes, the degree of renal function
and use of angiotensin-converting enzyme
inhibitors (ACEIs) or angiotensin receptor
blockers (ARBs) (6, 8, 11, 16-19).

To the best of our knowledge, no published
data are available on the prevalence and risk
factors for PTA among Yemeni renal transplant
recipients, which are necessary for the
management of post-transplant complications.
Therefore, the present study aimed to assess the
prevalence and risk factors associated with PTA
among renal transplant recipients with
functioning grafts.

2. Methods

2.1. Study design, setting and subjects

This cross-sectional study was conducted in Al-
Thawra Modern General Hospital (AMGH) in
Sana'a city in the period from Janury to
December 2014. One hundred and thirteen renal
transplant recipients who had undergone renal
transplantation at the Kidney Center of the
hospital were recruited. All recipients had
transplantation surgery before four months or
longer and were
immunosuppressive treatment to prevent graft
rejection. Serum creatinine levels of all included
recipients were less than 2 mg/dL, indicating
functioning grafts. Patients who underwent a
second renal transplantation, pregnant women,
recipients aged less than 18 years were excluded
from the study.

subjected to

2.2. Data and sample collection

Five milliliters of venous blood were collected
from each participant. In addition, data about
recipient’'s gender and age, donor-recipient
relationship, immunosuppressive regimens, use
of ACEIs and ARBs, EPO treatment prior to renal
transplantation, graft function and history of
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acute rejection episodes were collected using a
pre-designed data collection sheet.

2.3. Hemoglobin measurement

Hb was measured using an automated ADVIA®
2120i Hematology System (Siemens Healthcare
Diagnostics, Dublin, Ireland). Anemia was
defined as Hb concentrations less than 13.0 g/dL
in males and less than 12.0 g/dL in females as
established by the World Health Organization
and adopted by the American Society of
Transplantation (20).

2.4. Statistical analysis

Statistical analyses of data were performed using
the Statistical Packages for Social Sciences (SPSS)
software, version 13.0 (SPSS Inc., Chicago, IL,
USA). Categorical variables were presented as
frequencies and proportions. Differences or
associations between variables were tested using
Pearson’s chi-square test, which were considered
statistically significant at P values <0.05. A
bivariate logistic regression
developed to identify the possible risk factors
associated with PTA, and odds ratios (ORs) with
their corresponding 95% confidence intervals
(CIs) were reported. To identify the independent
predictors of PTA, a multivariable logistic
regression model was developed for variables
with P values <0.07, and adjusted ORs with their
95% Cls were reported.

model was

3. Results

3.1. Characteristics of renal transplant
recipients

Table (1) shows the characteristics and PTA
prevalence rates among renal transplant
recipients in AMGH in Sana’a. The majority of
recipients were males (63.7%; 72/113), aged
less than 50 years (70.8%; 80/113), had a late
PTA (71.7%; 81/113) and receiving renal
transplants from a living related donor (77.9%;

88/113). On the other hand, 59.3% (67/113) of
renal transplant patients received a triple
therapy of cyclosporine A (CsA), mycophenolate
mofetil (MMF) and prednisone, while
40.7%(46/113) received tacrolimus (Tac), MMF
and prednisone. In addition, the majority of
recipients had no history of acute graft rejection
(86.7%; 98/113), receivedtreatment with
ACEIs/ARBs (62.0%; 70/113), but did not
receive EPO treatment (65.5%; 75/113).
Regarding the graft function, immediate and
delayed functions were observed in 91.2% and
8.8% of renal transplant recipients, respectively.

Table 1. Characteristics and prevalence of PTA among renal
transplant recipients attending the Kidney Center of AMGH, Sana’a
city (2014)*

Characteristic n (%)
Gender

Male 72 (63.7)

Female 41 (36.3)
Age (years)

<50 80 (70.8)

=50 33(29.2)
PTA type

Early 7 (22.0)

Late 19 (23.0)
Donor type

Living related donor 88 (77.9)

Living unrelated donor 25 (22.1)
History of acute rejection

Yes 15 (13.3)

No 98 (86.7)
Immunosuppressive drugs used

CsA with MMF and prednisone 67 (59.3)

Tac with MMF and prednisone 46 (40.7)
Treatment with ACEIs/ARBs

Yes 70 (62.0)

No 43 (38.0)
Pre-transplant EPO treatment

Yes 39 (34.5)

No 74 (65.5)
Graft function

Immediate 103 (91.2)

Delayed 10 (8.8)

* Total number of recruited renal transplant recipients is 113; CsA,
cyclosporine A; MMF, mycophenolate mofetil; Tac, tacrolimus; ACEIs,
angiotensin-converting enzyme inhibitors; ARBs, angiotensin-receptor
blockers; EPO, erythropoietin.

Prevalence of PTA in the study was 23%.
Seven (22.0%) of renal transplant recipients had
early anemia (occured within 4-12 months post-

transplantation) while 19 (23.0%) of renal
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recipients had late anemia (occured one year
post-transplantation).
3.2. Factors associated with PTA

Bivariate analysis showed a significant
association of PTA with age of 50 years or older
(OR= 2.7; 95% CI: 1.10-6.72; P = 0.030), history
of acute rejection (OR = 3.6; 95% CI: 1.17-11.28;
P = 0.019) and delayed graft function (OR = 6.2;

95% CI: 1.60-24.16; P = 0.004). However, no

statistically significant association was observed
between PTA and gender, treatment with CsA,
Tac, or ACEIs/ARBs, graft source, pre-
transplantation treatement with EPO (Table 2).
On the other hand, multivariable analysis
identified history of acute rejection (adjusted OR
= 3.9; 95% CI: 1.11-12.94; P = 0.034) and
delayed graft function (adjusted OR = 4.6; 95%
CI: 1.07-19.81; P = 0.040) as independent risk
factors for PTA (Table 3).

Table 2. Bivariable analysis of factors associated with PTA among Yemeni renal transplant recipients attending the Kidney Center of AMGH,
Sana'a city (2014)

Variable N Anemia n(%) OR (95% CI) Pvalue
Gender

Female 41 6 (14.6) Reference

Male 72 20 (27.8) 2.2 (0.82-6.15) 0.110
Age (years)

<50 80 14 (17.5) Reference

=50 33 12 (36.4) 2.7 (1.10-6.72) 0.030*
Donor type

Living related donor 88 20 (22.7) Reference

Living unrelated donor 25 6 (24.0) 1.1 (0.38-3.05) 0.890
History of acute rejection

No 98 19 (19.4) Reference

Yes 15 7 (46.7) 3.6 (1.17-11.28) 0.019*
Immunosuppressive drugs used

CsA 66 17 (25.8) Reference

Tac 47 9 (19.1) 0.68 (0.27-1.70) 0.410
Treatment with ACEIs/ARBs

Yes 70 18 (25.7) Reference

No 43 8 (18.6) 0.72 (0.35-1.52) 0.380
Pre-transplantation EPO treatment

Yes 39 5(12.8) Reference

No 74 21(28.4) 2.7 (0.93-7.83) 0.060
Graft function

Immediate 103 20 (19.4) Reference

Delayed 10 6 (60.0) 6.2 (1.60-24.16) 0.004*

N, Number of renal transplant recipients; n, anemic patients; OR, Odds ratio; CI, confidence interval; CsA, cyclosporine A; Tac, tacrolimus; ACEIs, angiotensin-
converting enzyme inhibitors; ARBs, angiotensin-receptor blockers; * statistically significant at P value <0.05.

Table 3. Multivariable analysis of factors associated with PTA
among Yemeni renal transplant recipients attending Kidney Center
of AMGH, Sana'a city(2014)

4. Discussion

Anemia remains a common renaltransplant

Variable Adjusted OR (95% CI) P value

History of acute rejection 3.9 (1.11-12.94) 0.034
Delayed graft function 4.6 (1.07-19.81) 0.040

OR, Odds ratio; CI, confidence interval.

complication. The prevalence of PTA among

Yemeni renal transplant recipients with

functioning grafts was 23%. Early anemia
represents 22.0%, while late anemia represents
23.0%. Such a high PTA prevalence rate is in line
with the published literature that PTA represents
a common problem among renal transplant
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recipients (6-11, 14, 15). However, the PTA
prevalence rate concluded by the present study
is lower than those reported by several previous
studies elsewhere (6-11, 14, 15). This could be
attributed to the inclusion criteria adopted in the
present study, where only renal transplant
recipients with functioning grafts were recruited.
With this respect, Iwamoto et al. (21) reported a
significant correlation between PTA and poor
kidney graft function.

The significant association of recipient’s age
with PTA and the significantly higher proportion
of PTA among renal recipients of 50 years or
older than younger recipients are in agreement
with previous studies (7, 21). The increase in
PTA prevalence with age could be attributed to
multiple factors such as iron and vitamin B12
deficiencies, occult blood loss or chronic
infections. However, several previous studies
reported no statistically significant association
between recipient’s age and PTA (4, 6, 12, 14,
22). On the other hand, the significant
association between the delayed graft function
PTA among renal transplant recipients in the
present study is in agreement with those
reported from Egypt, where delayed graft
function was found to be a risk factor for PTA
(15, 23). Therefore, poor graft function could be
a reason for developing PTA. In contrast,
Banjeglav and Zibar (24) found no statistically
significant association between delayed graft
function and PTA among Croatian renal
transplant recipients.

The lack of association between PTA and the
gender of Yemeni renal transplant recipients is
consistent with the findings of previous studies
elsewhere (4, 6, 22). In contrast, other studies
reported that the female gender as a risk factor
forthe development of PTA, which was explained
by menstruation regain after the improvement of
renal function (15, 24, 25). In another context,
Yorgin et al. (26) showed that male American

renal transplant recipients are more likely to
have PTA than females (26). In the present study,
the significant correlation between PTA and
acute rejection episodes could be attributed to
the kidney damage as a result of the
inflammatory process. Similarly, acute rejection
episodes were found to be associated with PTA
among Egyptian renal transplant recipients (15,
25). In contrast, a European multicenter study
did not find acute rejection to be a risk factor for
PTA, although patients who experienced more
episodes of treated acute rejection had lower
mean Hb levels (4). In contrast, Jalalzadeh et al.
(27) reported that acute rejection episodes had
no adverse effects on long-term renal graft
function of Iranian renal transplant recipients
after successful treatment. Moreover, some
previous studies found no significant correlation
between PTA and acute rejection (12, 14). On the
other hand, the lack of association between PTA
and EPO non-use prior to transplantation in the
present study is contradictory to the findings of
previous studies among Sudanese and Turkish
renal transplant recipients (6, 14).

In the Kidney Center of AMGH, the most
frequently used calcineurin inhibitor is CsA
followed by Tac, and all patients also receive
MMF and prednisone. However, no significant
association was found between PTA and the use
of either drug. This finding is consistent with
those reported by several previous studies (14,
15, 22, 28). In contrast, this finding is in
disagreement with those
European countries, where PTA was found to be
associated with immunosuppressive treatments
(4, 9, 29). Kolonko et al. (9) attributed the
between PTA and
immunosuppression with CsA to the greater
doses of MMF compared to those prescribed with
Tac-based immunosuppressive treatment. On the
other hand, the common treatment with ACEIs or
ARBs among about two-thirds of renal transplant
recipients in the present study was not

reported from

association
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significantly associated with PTA. This finding is
compatible with the findings in several previous
studies reporting the lack of association between
PTA and treatment with ACEIs and ARBs (6, 12,
14, 15, 19, 22, 28, 30).

The present study reveals that the majority
of renal transplants (77.9%) were donated by
living related donors, with absence of cadaveric
donors. This finding is in agreement with those
reported from Sudan and Turkey (6, 14). This is,
however, dissimilar to those reported from the
developed countries, where deceased donors are
the major donor type in renal transplantation
(11, 12). Like Sudanese and Turkish reports (6,
14), no association was found between PTA
among Yemeni renal transplant recipients and
the source of grafts.

5. Conclusions

PTA is a common complication after kidney
transplantation among Yemeni recipients with
functioning grafts. Age of 50 years or older,
history of acute rejection and delayed graft
function are risk factors for PTA among renal
transplant recipients. Moreover, history of acute
rejection and delayed graft function represent
independent predictors of PTA among Yemeni
patients undergoing renal transplantation.
Therefore, it is recommendedthat physicians
involved in renal transplantation consider the
investigation and follow-up of transplant
recipients for PTA andadopt appropriate
preventive and therapeutic measures.

Acknowledgments

The authors thank Sokina Al-Montaser, Huda Balas H,
Marwa AL-Radaeey, Botheina Al-Emadi, Anwar Atwan,
Basma Abu Amra, khawla Toafic, Maimona Al-showaibi,
A. Faraj, Afaf Senan, Fatma Al-Quhali and Sarah Albaraty
for their assistance during the implementation of the
study.

Authors’ contributions

All authors contributed equally to the design,
implementation, statistical analysis and manuscript
drafting. They also read and approved the final version of
the submitted manuscript.

Competing interests

The authors declare that they have no competing
interests associated with this article.

Ethical approval

The protocol of the present study was approved by the
Research Ethics Committee of the Faculty of Medicine
and Health Sciences, Sana'a University. Written informed
consent was obtained from all participants in the study.

References

1. Chhabra D, Grafals M, Skaro Al, Parker M, Gallon L.
Impact of anemia after renal transplantation on patient
and graft survival and on rate of acute rejection. Clin J
Am Soc Nephrol 2008; 3: 1168. DOl e PubMed e
Google Scholar

2. Gheith O, Wafa E, Hassan N, Mostafa A, Sheashaa
HA, Mahmoud K, et al. Does posttransplant anemia at
6 months affect long-term outcome of live-donor kidney
transplantation? A single center experience. Clin Exp
Nephrol 2009; 13: 361-6. DOl e PubMed e Google
Scholar

3. Liefeldt L, Budde K. Risk factors for cardiovascular
disease in renal transplant recipients and strategies to
minimize risk. Transpl Int 2010; 23: 1191-204. DOI e
PubMed e Google Scholar

4. Vanrenterghem Y, Ponticelli C, Morales  JM,
Abramowicz D, Baboolal K, Eklund B, et al. Prevalence
and management of anemia in renal transplant
recipients: a European survey. Am J Transplant 2003;
3: 835-45. DOI e PubMed e Google Scholar

5. Shibagaki Y, Shetty A. Anemia is common after kidney
transplantation, especially among African Americans.
Nephrol Dial Transplant 2004; 19: 2368-73. DOl e
PubMed e Google Scholar

6. Unal A, Sipahioglu MH, Akcakaya M, Tokgoz B, Sav T,
Oymak O, et al. An underappreciated problem in renal
transplant recipients: anemia. Transplant Proc 2008;
40: 1399-403. DOI e PubMed e Google Scholar

7. Rostami Z, Einollahi B, Teimoori M. Prevalence of
anemia in elderly patients one year after renal
transplantation. Nephro-Urol Mon 2011; 4: 361-5.
PubMed e Google Scholar

8. Lorenz M, Kletzmayr J, Perschl A, Furrer A, Horl WH,
Sunder-Plassmann G. Anemia and iron deficiencies
among long-term renal transplant recipients. J Am Soc
Nephrol 2002; 13: 794-7. DOl e PubMed e Google
Scholar

9. Kolonko A, Pinocy-Man” dok J, Kocierz M. Anemia and
erythrocytosis after kidney transplantation: a 5-Year
graft function and survival analysis. Transplant Proc
2009; 41: 3046-51. Google Scholar

10. Molnar Mz, Czira M, Ambrus C, Szeifert L, Szentkiralyi
A, Beko G, et al. Anemia is associated with mortality in
kidney-transplanted patients -- a prospective cohort
study. Am J Transplant 2007; 7: 818-24. PubMed e

Google Scholar

© 2017 University of Science and Technology, Sana'a, Yemen. This article can be unrestrictedly used, distributed or reproduced
in any medium, provided that credit is given to the authors and the journal.

29


file:///C:/Users/rabdu/Downloads/dx.doi.org/10.2215/CJN.04641007
https://www.ncbi.nlm.nih.gov/pubmed/?term=18463170
https://scholar.google.com/scholar?cluster=11849166650170878350&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1007/s10157-009-0171-9
https://www.ncbi.nlm.nih.gov/pubmed/?term=19350348
https://scholar.google.com/scholar?cluster=3714422436977685735&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=3714422436977685735&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1111/j.1432-2277.2010.01159.x
https://www.ncbi.nlm.nih.gov/pubmed/21059108
https://scholar.google.com/scholar?cluster=4942594734888629034&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1034/j.1600-6143.2003.00133.x
https://www.ncbi.nlm.nih.gov/pubmed/12814475
https://scholar.google.com/scholar?cluster=8243023970950233639&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1093/ndt/gfh256
https://www.ncbi.nlm.nih.gov/pubmed/15213318
https://scholar.google.com/scholar?cluster=17406941754643957578&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1186/1471-2369-12-37
https://www.ncbi.nlm.nih.gov/pubmed/?term=21827693
https://scholar.google.com/scholar?cluster=4410610621172954572&hl=ar&as_sdt=0,5
https://www.ncbi.nlm.nih.gov/pubmed/22569428
https://scholar.google.com/scholar?cluster=12265539434035681061&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2008.03.080
https://www.ncbi.nlm.nih.gov/pubmed/?term=18589116
https://scholar.google.com/scholar?cluster=121430491018729894&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=121430491018729894&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=17963854195260669744&hl=ar&as_sdt=0,5
https://www.ncbi.nlm.nih.gov/pubmed/?term=11856787
https://scholar.google.com/scholar?cluster=12916178498817345256&hl=ar&as_sdt=0,5

Othman et al., Yemeni J Med Sci 2017; 11: 24-30.
https://doi.org/10.20428/YIMS.11.1.A4

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Petrone H, Arriola M, Re L, Taylor F, Bruzzone M,
Chiurchu C, et al. National survey of anemia
prevalence after kidney transplantation in Argentina.
Transplant Proc 2010; 42: 288-90. DOl e PubMed e
Google Scholar

Imoagene-Oyedeji AE, Rosas SE, Doyle AM, Goral S,
and Bloom Roy D. Posttransplantation anemia at 12
months in kidney recipients treated with
mycophenolate mofetil: Risk factors and implications
for mortality. J Am Soc Nephrol 2006; 17: 3240-7. DOI
e PubMed e Google Scholar

Saito S, Fujiwara T, Sakagami K, Matsuno T, Tanaka

N. Anemia following renal transplantation. Transplant
Proc 1998; 30: 3025-6. DOl e PubMed e Google
Scholar

Banaga AS, Yousif ME, Elmusharaf K. Risk factors of
post renal transplant anaemia among Sudanese
patients, a study in three renal transplant centers. BMC
Nephrol 2011; 12: 37. DOl e PubMed e Google
Scholar

Elsayed H, Sany D, Nour Eldin, El-shahawy Y, Shawki
S, Aziz A. Prevalence and association of post-renal
transplant anemia. Saudi J Kidney Dis Transpl 2012;
23: 461-6. DOI e PubMed e Google Scholar

Geetha D, Zachary JB, Baldado HM, Kronz JD, Kraus
ES. Pure red cell aplasia caused by Parvovirus B19
infection in solid organ transplant recipients: a case
report and review of literature. Clin Transplant 2000;
14: 586-91. DOl e PubMed e Google Scholar

Karakus S, Kanbay M, Koseoglu HK, Colak T, Haberal
M. Causes of anemia in renal transplant recipients.
Transplant Proc 2004; 36:164-5. DOl e PubMed e
Google Scholar

Shah N1, Al-Khoury S, Afzali B, Covic A, Roche A,
Marsh J, et al. Post-transplantation anemia in adult
renal allograft recipients: prevalence and predictors.
Transplantation 2006; 81: 1112-8. DOl e PubMed e
Google Scholar

Yabu JM, Winkelmayer @ WC. Posttransplantation
anemia: mechanisms and management. Clin J Am Soc
Nephrol 2011; 6: 1794-801. DOl e PubMed e Google
Scholar

Kasiske BL, Vazquez MA, Harmon WE, Brown RS,
Danovitch GM, Gaston RS, et al. Recommendations

for the outpatient surveillance of renal transplant
recipients. American Society of Transplantation. J Am
Soc Nephrol 2000; 11: S1-86. PubMed e Google
Scholar

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

Iwamoto H, Nakamura Y, Konno O, Hama K,
Yokoyama T, Kihara Y, et al. Correlation between post
kidney transplant anemia and kidney graft function.
Transplant Proc 2014; 46: 496-8. DOl e PubMed e

Google Scholar

Wu Z, Guo J, Liao L, Wu W, Yang S, Tan J.
Prevalence and management of  post-transplant
anemia in long-term follow-up of Chinese kidney
transplant recipients: a single-center report. Eur J Med
Res 2013; 18:45. DOI e PubMed e Google Scholar

Oliveira C, Timbé P, Pinheiro S, Leite J, Timbd L,
Esmeraldo R. Post-transplant anemia and associated
risk factors: the impact of steroid-free therapy. Sao
Paulo Med J 2013; 131:369-76. DOl e PubMed e
Google Scholar

Banjeglav J, Zibar L. Posttransplantation anemia 6
months after kidney transplantation. Acta Med Croatica
2012; 66: 4-11. PubMed e Google Scholar

Sert |, Colak H, Tugmen C, Dogan SM, Karaca C.
Anemia in living donor kidney transplantation.
Transplant Proc 2013; 45: 2238-43. DOl e PubMed e
Google Scholar

Yorgin PD, Scandling JD, Belson A, Sanchez J,
Alexander SR, Andreoni KA. Late posttransplant
anemia in adult renal transplant recipients. An under-
recognized problem? Am J Transplant 2002; 2: 429-

35. DOI e Google Scholar

Jalalzadeh M, Mousavinasab N, Peyrovi S, Ghadiani
MH. The impact of acute rejection in kidney
transplantation on long-term allograft and patient
outcome. Nephrourol Mon 2015; 7: e24439. DOl e

PubMed e Google Scholar

Ott U, Busch M, Steiner T, Wolf G. Anemia after renal
transplantation: an underestimated problem.
Transplant Proc 2008; 40: 3481-4. DOl e PubMed e
Google Scholar

Marcén R, Galeano C, Fernandez-Rodriguez A,
Jiménez S, Teruel JL, Burgos FJ, et al. Anemia at 1
year after kidney transplantation has a negative long-
term impact on graft and patient outcomes. Transplant
Proc 2012; 44, 2593-5. DOl e PubMed e Google
Scholar

Turkowski-Duhem A, Kamar N, Cointault O,
Lavayssiere L, Ribes D, Esposito L, et al. Predictive
factors of anemia within the first year post renal
transplant. Transplantation 2005; 80: 90. PubMed e
Google Scholar

© 2017 University of Science and Technology, Sana'a, Yemen. This article can be unrestrictedly used, distributed or reproduced
in any medium, provided that credit is given to the authors and the journal.

30


file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2009.07.090
https://www.ncbi.nlm.nih.gov/pubmed/?term=19857673
https://scholar.google.com/scholar?cluster=2578045184264002457&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1111/j.1600-6143.2006.01727.x
https://www.ncbi.nlm.nih.gov/pubmed/?term=17391125
https://scholar.google.com/scholar?cluster=6031306315510000809&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2009.12.053
https://www.ncbi.nlm.nih.gov/pubmed/?term=20172333
https://scholar.google.com/scholar?cluster=16256400310696357150&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=16256400310696357150&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1681/ASN.2006010027
https://www.ncbi.nlm.nih.gov/pubmed/?term=17035616
https://scholar.google.com/scholar?cluster=2577683103290827060&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=2577683103290827060&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/S0041-1345(98)00914-2
https://www.ncbi.nlm.nih.gov/pubmed/9838333
https://scholar.google.com/scholar?cluster=166594324508714704&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1034/j.1399-0012.2000.140612.x
https://www.ncbi.nlm.nih.gov/pubmed/11127313
https://scholar.google.com/scholar?cluster=10684884269703102151&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2003.11.005
https://www.ncbi.nlm.nih.gov/pubmed/15013334
https://scholar.google.com/scholar?cluster=11127667408212540630&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1093/ndt/gfl121
https://www.ncbi.nlm.nih.gov/pubmed/?term=16595586
https://scholar.google.com/scholar?cluster=4548275698618883581&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.2215/CJN.01190211
https://www.ncbi.nlm.nih.gov/pubmed/?term=21734096
https://scholar.google.com/scholar?cluster=6587878875048164649&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=6587878875048164649&hl=ar&as_sdt=0,5
https://www.ncbi.nlm.nih.gov/pubmed/?term=11044969
https://scholar.google.com/scholar?cluster=7853841529871878447&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=7853841529871878447&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2013.12.043
https://www.ncbi.nlm.nih.gov/pubmed/24655998
https://scholar.google.com/scholar?cluster=14713402424264720204&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1186/2047-783X-18-45
https://www.ncbi.nlm.nih.gov/pubmed/?term=24237955
https://scholar.google.com/scholar?cluster=17564908813087566229&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1590/1516-3180.2013.1316523
https://www.ncbi.nlm.nih.gov/pubmed/?term=24346775
https://scholar.google.com/scholar?cluster=15400456224551308688&hl=ar&as_sdt=0,5
https://www.ncbi.nlm.nih.gov/pubmed/23513410
https://scholar.google.com/scholar?cluster=18054214303922188742&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2012.12.008
https://www.ncbi.nlm.nih.gov/pubmed/23714109
https://scholar.google.com/scholar?cluster=1105181781166529805&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1034/j.1600-6143.2002.20506.x
https://scholar.google.com/scholar?cluster=9793335586292042878&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.5812/numonthly.24439
https://www.ncbi.nlm.nih.gov/pubmed/25738128
https://scholar.google.com/scholar?cluster=13455907497510952114&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2008.07.139
https://www.ncbi.nlm.nih.gov/pubmed/19100418
https://scholar.google.com/scholar?cluster=10009762618788577473&hl=ar&as_sdt=0,5
file:///C:/Users/rabdu/Downloads/dx.doi.org/10.1016/j.transproceed.2012.09.033
https://www.ncbi.nlm.nih.gov/pubmed/?term=23146465
https://scholar.google.com/scholar?cluster=13731817078223096448&hl=ar&as_sdt=0,5
https://scholar.google.com/scholar?cluster=13731817078223096448&hl=ar&as_sdt=0,5
https://www.ncbi.nlm.nih.gov/pubmed/16249737
https://scholar.google.com/scholar?cluster=9161803422396450992&hl=ar&as_sdt=0,5

