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[ Abstract] Objective To analyze the risk factors of high-level BK viruria after renal transplantation and the
significance in preventing BK virus-associated nephropathy (BKVAN). Methods Clinical data of 262 renal transplant
recipients with regular follow-up data were retrospectively analyzed. According to the DNA load of BK virus, all recipients
were divided into the high-level BK viruria group (#=35) and non-high-level BK viruria group (#=227). The incidence
of high-level BK viruria after renal transplantation was summarized. The risk factors of high-level BK viruria after renal
transplantation were analyzed by univariate analysis and multivariate analysis. Survival curve was delineated by Kaplan-
Meier method, and survival analysis of recipients was performed. Results Among 262 renal transplant recipients, 35 cases
developed high-level BK viruria with an incidence of 13.4%. The median time of occurrence of high-level BK viruria was

181 (126, 315) d. The incidence was the highest within 6 months after renal transplantation, gradually decreased from 6
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months to 2 years, and then increased after 2 years. Univariate analysis showed that the history of antithymocyte globulin

(ATG) treatment, acute rejection (AR), donation type and delayed graft function (DGF) were the risk factors of high-level BK

viruria after renal transplantation (all £<0.05). Multivariate Cox regression analysis demonstrated that donation after brain
death followed by cardiac death (DBCD), AR and DGF were the independent risk factors of high-level BK viruria after renal
transplantation. The 1-, 3- and 5-year survival rates of recipients with ATG treatment history, AR, DGF and donation type

of DBCD were significantly lower than those with non-ATG treatment history, non-AR, non-DGF and other donation types

[donation after brain death (DBD), donation after cardiac death (DCD) and living organ donation] respectively (all P<0.05).

Conclusions DBCD, AR and DGF are the independent risk factors of high-level BK viruria after renal transplantation.

Strengthening the postoperative monitoring of these recipients and delivering early intervention may effectively prevent BKVAN.

[ Key words] Renal transplantation; BK virus; BK viruria; BK viremia; BK virus-associated nephropathy (BKVAN);
Acute rejection (AR); Delayed graft function (DGF); Donation after brain death followed by cardiac death (DBCD)
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Table 1 Univariate analysis of the risk factors for high level BK viruria after renal transplantation
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PR [n (%) ] 0.543 0.461
3 28 (80) 169 (74)
© 7 (20) 58 (26)
FEE [n (%) ] 0.589 0.745
<18 % 3(9) 24 (11)
18~59 % 32 (91) 200 (88)
=60 % 0 3(1)
BMI[n (%) ] 0.886 0.829
<18.0 kg/m’ 3(9) 24 (11)
18.0~23.9 kg/m’ 24 (69) 137 (60)
24.0~27.9 kg/m’ 7 (20) 57 (25)
=28.0 kg/m’ 1(3) 9 (4)
RIS [n (%) ] 26.160 <0.001
AL HAEEELIN 4 (11) 36 (16)
DBD Y 1(3) 11 (5)
DCD? 9 (26) 129 (57)
DBCD® 21 (60) 51 (22)
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HEE 7 B 0.001 0.980
Y= 19 (54) 122 (54)
=5 16 (46) 105 (46)
P Tn (%) ] 1.593 0.207
% 22 (63) 167 (74)
'S 13 (37) 60 (26)
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24.0~27.9 kg/m’ 3(9) 33 (15)
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Tac+MMF-+Pred ¥ 34 (97) 225 (99)
HE 1(3) 2(1)
BAHREL [n (%) ] 0.565 0.754
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Figure 1 Survival curves of renal transplant recipients
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