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Abstract
Objective—This study evaluated whether worsened outcomes in sex mismatch are related to
mismatch of organ size in heart transplantation.

Background—Sizing for organ allocation in heart transplantation currently incorporates only
body weight differences between the donor and recipient. Weight correlates poorly to cardiac size,
and donor–recipient weight differences are not associated with differential survival. Heart size
correlates with sex, and donor–recipient sex mismatch conveys worse-than-expected outcomes.

Methods—We performed a retrospective cohort study of 31,634 donor–recipient adult heart
transplant pairings from the United Network for Organ Sharing transplantation registry. We used
predictive models to calculate the predicted total heart mass (pHM) for recipient and donor pairs.
We assessed organ size mismatch by calculating the percent difference between the donor and
recipient pHM as [(pHMrecipient − pHMdonor)/(pHMrecipient)]*100.

Results—The most-undersized pHM septile demonstrated higher mortality during the first year
post-transplantation (hazard ratio [HR]: 1.27; p < 0.001), which remained robust in adjusted
models (HR: 1.25; p = 0.03). Survival did not vary across septiles of weight differences. On
univariate analysis, sex mismatch was associated with higher mortality in male patients, but not in
female patients. Controlling for differences in pHM reversed these associations. Adjusted models
demonstrated worse survival associated with sex mismatch in female patients (1-year HR: 1.28; p
= 0.02) but no difference in male patients (1-year HR, 1.00; p = 1.0).

Conclusions—Differences in donor–recipient pHM modulated the survival associated with
donor–recipient sex mismatch and identified donor heart undersizing as an otherwise occult and
potentially preventable cause of mortality following orthotopic heart transplantation.
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Over 3,700 people worldwide undergo heart transplantation each year (1). Organ allocation
for heart transplantation currently incorporates only body weight into sizing considerations.
This sizing method assumes a direct correlation between body weight and cardiac size. It
functions poorly to predict outcomes (2,3). Heart size varies by sex, and studies of heart
transplantation have consistently observed reduced survival associated with donor organ sex
mismatch, particularly for male recipients of female organs (3–9).

Recent studies utilizing cardiac magnetic resonance have provided prediction models of
cardiac mass that incorporate height, weight, age, and sex (10,11). These prediction models
provide estimates of heart size that differ significantly from estimates using body weight
alone. For example, the predicted heart masses (pHM) of a man and a woman both 55 years
of age, 80 kg in weight, and 1.75 m tall yield a difference in pHM of 19%. Applying these
measures again, a man would have to weigh 20 kg (25%) less than an otherwise similar
woman to yield an equivalent pHM. It is therefore likely that the current practice of
matching donor organs to recipients based on body weight differences fails to discriminate
substantial size mismatches.

Using the United Network of Organ Sharing database of heart transplantation, we performed
a retrospective cohort study to examine the relationship between size matching and clinical
outcomes and to ascertain whether mismatched size accounts for differential survival with
sex-mismatched organs.

Methods
Data source

We analyzed data from adult (age ≥18 years) first-time heart transplant recipients who
underwent transplantation between October 1989 and June 2011. Data were extracted from
the Standard Transplant Analysis and Research files, provided by the United Network of
Organ Sharing. These files were compiled from individual centers and entered by data entry
personnel using an electronic system with built-in data validation processes. This study was
approved by the institutional review board at the University of Maryland, Baltimore,
Maryland.

Study design
Our primary interest was in heart size matching. Size was evaluated using pHM values
generated by combining right and left ventricular mass. We used previously published
equations for left ventricular and right ventricular mass (10,11), as follows:

(1) Predicted left ventricular mass(g)

= a · Height0.54 (m) · Weight0.61 (kg),

where a = 6.82 for women and 8.25 for men; and

(2) Predicted right ventricular mass(g)

= a · Age−0.32 (years) · Height1.135 (m) · Weight0.315 (kg),

where a = 10.59 for women and 11.25 for men.
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The difference in pHM was calculated according to the percent difference in pHM between
the donor heart and the recipient heart, which we defined as [(pHMrecipient − pHMdonor)/
(pHMrecipient)]*100. To facilitate comparison with the conventional standard of size
matching, percent differences in body weight were calculated similarly. Patients missing the
information needed to calculate the percent difference in pHM were not included in analysis.
The data were inspected for outliers and implausible values. These were recoded as null
datapoints. Values changed to null included: weight >130 or <40 kg, body mass index >40
or <15 kg/m2 , systolic < diastolic values, cardiac output >10 l/min, creatinine >5 mg/dl,
height >210 or <140 cm, blood urea nitrogen >100 mg/dl, and differences in weight
matching between donor and recipient >100% or <−75%. The primary outcome of the study
was risk of death after transplantation using Kaplan-Meier survival and Cox proportional
hazards survival models, censored at 1 and 5 years. Because the primary causes of death
varied by time after transplantation, we did not assume that survival effects would remain
continuous over time. Furthermore, although graphic evaluation of Schoenfeld residuals
yielded no visibly detectable violation of the proportionality assumptions, formal goodness-
of-fit testing was able to demonstrate imperfect function. We chose these time points as they
both represent survival periods of clinical significance and periods dominated respectively
by early and late phase hazards (8). To further inform considerations of potential
mechanisms contributing to survival differences, we examined survival at 30 days and
uncensored survival as secondary endpoints. We also examined rejection as a secondary
endpoint, as graft rejection and treatment of rejection episodes convey significant post-
transplantation risk, and rejection may differ according to sex matching. Rejection was
evaluated through a dichotomous characterization of treatment given for acute rejection in
the first post-transplantation year.

Statistical analysis
As both oversizing and undersizing of hearts represent mismatch, we did not assume the
effect of sizing on outcomes to be linear and we performed categorical analyses centered on
the best-matched categories. We partitioned differences in weight and pHM between donor
and recipients into 7 quantiles (septiles). We chose septiles to optimize analysis without
impairing presentation of results. An odd number of quantiles was needed so that a “best-
matched” center quantile would be available. For an a priori alternative analytical approach,
we combined quantiles differing from the centered septile (quantile 4) with p ≥ 0.2 into a
single “best-matched” category (online supplement). We compared baseline characteristics
across pHM septiles by Kruskal-Wallis (continuous variables) and chi-square tests
(categorical variables). We performed a time-to-event analysis using the Kaplan-Meier
method to demonstrate unadjusted effects on mortality. We applied multivariate Cox
proportional hazards survival models to assess the independent effect of pHM differences on
survival. Using logistic regression models, we evaluated data for associations with acute
rejection within the first year. We based our selection of variables for inclusion in the
adjusted model on either prior publication (1) or association (p ≤ 0.2) with 1-year mortality
in unadjusted assessments. These variables included recipient age, serum creatinine, total
bilirubin, presence of diabetes, pulmonary vascular resistance index, hospitalized status,
localization in an intensive care unit, mechanical assistance through ventricular assist or
extracorporeal membranous oxygenation, inotrope use, primary indication for
transplantation, donor age, donor cause of death, ischemic time, and transplantation era.
Categories of sex matching were also included in the adjusted models. For all analyses, we
considered p ≤ 0.05 significant. Data are presented as medians with interquartile ranges, and
hazard ratios (HR) with 95% confidence intervals (CI). We performed statistical analysis
using STATA 11 SE software (StataCorp LP, College Station, Texas).
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Results
The initial dataset consisted of 42,765 first-time orthotopic heart transplantations in adult
recipients. Observations removed prior to analysis included 739 transplantations involving
multiple organs, and 138 transplantations associated with implausible differences in body
weight between donor and recipient. Data necessary to calculate the difference in pHM were
available for 31,634 subjects, and this constituted the study cohort. Septiles consisted of
4,519 subjects each. Seventy-seven percent of recipients were male, and the median age was
55 years. Seventy-one percent of donors were male, and the median donor age was 29.
Overall mortality rates at 1 and 5 years were 12% and 23%, respectively. Study population
characteristics for septile 1 (most undersized donor), septile 4 (best matched), and septile 7
(most oversized donor) are presented in Table 1.

Sex
There were 22,439 (70.9%) sex-matched recipient–donor pairs (18,805 male recipients of
male donors and 3,634 female recipients of female donors), and 9,195 (29.1%) sex-
mismatched pairs (5,608 male recipients of female donors and 3,587 female recipients of
male donors). Unadjusted survival in female recipients was worse than in males (HR: 1.09;
p = 0.02). Survival differences among female recipients were not associated with donor sex
(HR: 1.01; p = 0.9). Male recipients of female organs demonstrated worse survival than did
male recipients of male organs (HR: 1.32; p < 0.001) (Fig. 1).

Sizing by difference in weight
Consistent with the common practice of listing organ preference within 30% of recipient
body weight, 86% of donor weights were within 30% of the corresponding recipient’s
weight. Donor–recipient weight differences were distributed similarly across categories of
sex matching (Fig. 2). Unadjusted and adjusted survival rates were similar in the 7 quantiles
of weight differences when compared against the best–weight-matched quantile (Fig. 3,
Online Table S1), reconfirming that weight differences do not predict survival differences.

Sizing by difference in pHM
We noted several variances in subject characteristics across quantiles of pHM difference
(Table 1). Measures of acuity were generally higher, and the indication for transplantation
more commonly nonischemic dilated cardiomyopathy in the oversized quantile. In contrast,
ischemic disease was the primary indication for transplantation in the most undersized
quantile. Male recipients of female organs were uncommon (<1%) in the most oversized
quantile, whereas female recipients of male organs were uncommon (<1%) in the most
undersized quantile.

In contrast to recipient–donor weight differences, differences in pHM were distributed
differently according to categories of sex matching. The hearts of female recipients of male
organs were often oversized, and the hearts of male recipients of female organs were often
undersized by this metric (Fig. 2).

Unadjusted survival analysis according to septiles of difference in pHM demonstrated worse
survival in the most-undersized quantile (HR: 1.27; p < 0.001) (Fig. 3, Table 2). This excess
hazard persisted with a similar point estimate in fully adjusted models censored at 1 year
(HR: 1.25; p = 0.03). Similarly, 5-year unadjusted hazard (HR: 1.18; p < 0.001) persisted in
fully adjusted models (HR: 1.20; p = 0.01). Thirty-day and uncensored adjusted HRs were
1.11 (p = 0.5) and 1.20 (p = 0.002), respectively (Online Table S2).
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In the multivariate model that included pHM by septile, the effect of male–recipient sex
mismatch was no longer present at 1 year (HR: 1.00; p = 1.0) or at 5 years (HR: 0.95; p =
0.4). However, in the multivariate model, sex mismatch in female recipients became
associated with worse survival at 1 year (HR: 1.28; p = 0.02) and at 5 years (HR: 1.22; p =
0.008). Multivariate models also demonstrated worse survival in sex-matched females
compared with sex-matched males at 1 year (HR: 1.26; p = 0.003) and at 5 years (HR: 1.18;
p = 0.003). This suggests a risk factor specific to female recipients that is independent of
size mismatch and is not apparent on univariate analysis due to confounding effects of size
mismatch that conceal the signal.

We assessed for interaction factors between size categories and sex. These were not
significant. Analyses stratified by sex, however, were limited by under-representation of
women in the most-undersized category (n = 167).

Treatment for acute rejection in the first year post-transplantation
Data indicating whether a patient had or had not been treated for acute rejection in the first
year post-transplantation were available in 17,694 of patients (56%) in the cohort.
Multivariate logistic regression assessing this cohort demonstrated a nonsignificant
increased risk of treatment for rejection associated with undersizing (OR: 1.19; p = 0.07)
and a reduced risk of treatment for rejection associated with oversizing (OR: 0.70; p <
0.001) (Table 3).

We applied an a priori alternate analytical approach consisting of combining quantiles
similar to the centered quantile (p ≥ 0.2). Applying this methodology, we combined septiles
3 to 6 into a best-matched referent category (Online Appendix Table S4 to S7). This yielded
similar results overall, with a more apparent association between increased risk of treatment
for rejection with undersizing (OR: 1.25; p = 0.009) and reduced risk with oversizing (OR:
0.70; p < 0.001) (Online Table S7).

Female patients overall had a higher likelihood of treatment for rejection compared with
male patients in both unadjusted (OR: 1.41; p < 0.001) as well as adjusted (OR: 1.45; p <
0.001) models. In unadjusted models, sex mismatch was associated with increased treatment
for rejection in male, but not in female, recipients (Table 3). Similar to the effects on
survival, the model adjusted to control for potential confounders including body weight
differences did not change the associations between sex match and rejection, whereas the
model controlling for the same potential confounders but adjusting for differences in pHM
rather than body weight yielded substantially different findings (Online Table S3). These
adjusted models failed to demonstrate increased risk of rejection associated with sex
mismatch in male (OR: 1.00; p =1.0) or in female (OR: 1.13; p =0.2) recipients. With only
2,745 female patients in fully adjusted models, power was notably limited in female
recipients.

Discussion
In this study we applied models of pHM to evaluate the effects of cardiac size matching in
orthotopic heart transplantation. There were several important findings:

1. We confirmed previous reports suggesting the current system of heart size
matching according to donor–recipient weight difference functions poorly to
inform decisions of optimal organ allocation (2,3,12).

2. We found that contemporary models of pHM permit the identification of
undersized pairings associated with increased risk. Specifically, a mismatch
involving donor organs with a pHM greater than 10% to 15% below that of the
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recipient’s pHM was associated with markedly increase risk of mortality. We term
this the “Grinch effect.”

3. We found that survival differences associated with donor–recipient sex mismatch
are changed by, and largely attributable to, differences in pHM.

4. We found that the likelihood of treatment for acute rejection in the first year after
transplantation is lower in oversized and higher in undersized organ pairings.

Although our data do not allow for determination of mechanism, a transplanted heart carries
a number of physiologic disadvantages that could worsen with under-sizing (13,14). After
transplantation, the heart exhibits chronotropic incompetence due to denervation as well as
diastolic dysfunction. As such, augmentation of workload depends primarily upon increased
stroke volume, which is facilitated chronically through increased filling pressures (12,13).
These high filling pressures could have particularly pronounced effects in undersized hearts,
which likely manifest a relatively greater degree of diastolic dysfunction. By virtue of
having fewer myocardiocytes, undersized hearts are also capable of less work during
systole, and so require a higher heart rate to maintain adequate cardiac output (12). Heart
rate in the denervated graft is augmented through increased levels of catecholamines, which
can be directly detrimental to the long-term function of the heart (15). Furthermore,
tachycardia can potentially contribute to acute rejection and graft failure through a variety of
proposed mechanisms (16). The lack of excess 30-day mortality associated with undersizing
seems inconsistent with an abrupt perioperative effect and suggests a primary mechanism
that manifests more gradually.

It is possible that undersized hearts undergo pathologic hypertrophy over a period of time
and that this process may relate to the worse outcomes observed with undersizing. Mather et
al. (12) performed an echocardiographic study in adult heart transplant recipients and
demonstrated that undersized hearts did indeed exhibit hypertrophy after transplantation,
whereas appropriately matched hearts did not. Pathological cardiac hypertrophy (that not
attributable to exercise) is associated with a multitude of cellular and molecular
derangements, including increased fibrosis as well as increased risk of arrhythmias (17).
Arrhythmias are common in the post-transplantation setting and often herald a
transplantation complication such as rejection (18,19). It is therefore possible that the higher
rates of treatment for rejection that we observed to be associated with undersizing actually
represent empirical treatment for rejection based on more frequent arrhythmias.

The observation that the excess mortality associated with sex mismatch in male recipients
was not significant after controlling for differences in size may suggest that the increased
risk results from physiological mechanisms. Otherwise stated, the sex-mismatch issue in
male recipients appears strictly related to size mismatch alone, and an appropriately sized
heart from a female donor performs as well as does a similarly sized heart from a male
donor. Sex mismatch in female recipients is associated with worse survival that becomes
apparent only in adjusted models. We failed to find a difference in the rates of treatment for
rejection received in the first year to explain this observation, but detection of true rejection
may have been limited by both power as well as nondifferential misclassification bias.
Furthermore, the nature and severity of the rejection episodes were not captured. Female sex
has been shown to be a risk factor for greater severity of rejection (20) as well as recurrent
rejection episodes (21). Female recipients who receive male donor organs are newly exposed
to male antigens encoded on the Y chromosome (22) and have been reported to have
increased acute rejection (20,23,24) and increased coronary artery vasculopathy (25,26).
Based on our findings, we cannot dismiss an immunologic mechanism to explain the
differential outcomes associated with sex mismatch in female recipients.
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The potential impact that our proposed sizing strategy would have on organ allocation
warrants consideration. It is unlikely that a change in sizing allocation would result in a
change in overall organ utilization rates, but rather would redistribute organs to donors most
likely to derive the optimal benefit from them. This could result in expanded opportunities
for transplantation in female patients through improved recognition of the true optimal
sizing of many male donor organs that could otherwise be overlooked and not allocated due
to concern for being undersized by conventional estimates based on weight differences.
Furthermore, the allocation of female donor organs to male recipients could be
accomplished without the excess risk associated with that sex mismatch.

Study limitations
Rejection was defined as a transplant recipient’s having been treated for rejection in the first
year after transplantation. Although transplant programs typically follow a protocol of post-
transplantation surveillance biopsies, patients who are doing poorly are subjected to more
frequent biopsies and are occasionally treated empirically for rejection. This could
potentially lead to misclassification bias. Combined with the reduced power associated with
the more limited number of female recipients, this could lead to type II error (failure to
identify a true association) in the case of female-recipient/male-donor combinations and type
I error (identification of a false association) in the case of the association between sizing and
rejection.

Conclusions
The difference in pHM between donors and recipients of orthotopic heart transplants is a
risk factor for decreased survival. Organ allocation may be improved by avoiding donor
organs undersized for their intended recipients.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Abbreviation and Acronym

pHM predicted heart mass
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Figure 1. Unadjusted Kaplan-Meier Graphs of Survival in the first Year
(A) Survival according to donor sex in female recipients (hazard ratio [HR]: 1.00; 95%
confidence interval [CI], 0.88 to 1.14; p = 1.0). (B) Survival according to donor sex in male
recipients (HR: 1.32; 95% CI: 1.22 to 1.43; p < 0.001). (C) Survival according to recipient
sex (HR: 1.09; 95% CI: 1.01 to 1.18; p = 0.02). (D) Survival according to categories of sex
matching.
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Figure 2. Histograms of Donor/Recipient Differences, by Categories of Sex Matching
(A) Differences in body weight. (B) Differences in predicted heart mass. The differences in
size matching become apparent in the sex-mismatched categories, with tendency toward
oversizing in female recipient/male donor matchings and undersizing in male recipient/
female donor matchings.
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Figure 3. Unadjusted Kaplan-Meier Graphs of Survival, by Septiles of Matching by Body
Weight Versus pHM
(A) Survival by body weight. Compared with best-matched quantile, no significant
differences were found (hazard ratio [HR], most-underweight quantile: 1.07; 95% CI: 0.95
to 1.21; p = 0.25). (B) Survival by predicted heart mass (pHM). Compared with best-
matched quantile, most-undersized had reduced survival (HR: 1.27; 95% CI: 1.12 to 1.43; p
< 0.001). Abbreviations as in Figure 1.
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Table 1

Demographics, By Size Category*

Most Undersized
(Septile 1)

Best Fit
(Septile 4)

Most Oversized
(Septile 7) p Value†

Size matching

  % Heart mass difference −22 (−27 to −19) 0 (–1 to 2) 30 (25 to 40) 0.0001

  % Weight difference −18 (−28 to −9) −4 (−9 to 1) 31 (15 to 46) 0.0001

Sex matching <0.001

  FD/FR (%) 3.5% 15% 9%

  MD/MR (%) 21% 77% 40%

  MD/FR (%) <1% 2% 51%

  FD/MR (%) 75% 6% <1%

Recipient factors

  Male sex 96% 83% 40% <0.001

  Age (yrs) 54 (46 to 60) 55 (47 to 61) 54 (45 to 60) 0.0001

  Hypertension treatment 39% 39% 33% <0.001

  BMI (kg/m2) 27 (24 to 30) 26 (23 to 29) 23 (21 to 27) 0.0001

  Diabetes (%) 8% 11% 9% <0.001

  Serum creatinine (mg/dl) 1.2 (1.0 to 1.5) 1.2 (1.0 to 1.5) 1.1 (0.9 to 1.4) 0.0001

  Serum bilirubin (mg/dl) 0.8 (0.6 to 1.3) 0.8 (0.5 to 1.3) 0.8 (0.5 to 1.3) 0.3

  PRA peak class I 20 (5 to 43) 20.5 (7 to 42) 32 (10 to 65) 0.0001

  PRA peak class II 18 (7 to 51) 22 (6 to 60) 29 (10 to 65) 0.0002

Hemodynamics

  MPAP (mm Hg) 29 (21 to 37) 28 (21 to 36) 30 (22 to 37) 0.03

  CI (l/min/m2) 2.2 (1.8 to 2.6) 2.2 (1.8 to 2.7) 2.2 (1.8 to 2.7) 0.005

  PVRI (Woods units/m2) 0.96 (0.62 to 1.47) 1.02 (0.66 to 1.58) 1.38 (0.89 to 2.10) 0.0001

  PAWP (mm Hg) 20 (13 to 27) 19 (13 to 26) 20 (14 to 26) 0.01

Acuity

  Hospitalized status 56% 50% 60% <0.001

  Intensive care unit location 40% 35% 45% <0.001

  Inotropic support received 46% 43% 50% <0.001

  Mechanical assist support or ECMO 18% 20% 17% <0.001

  IABP 4.8% 5.2% 6.7% <0.001

  Mechanically ventilated 2.9% 2.3% 3.5% 0.002

Indication

  CAD 51% 49% 37% <0.001

  DCM 77% 78% 78% 0.2

  DCM (nonischemic) 40% 42% 51% <0.001

  Other 9% 9% 13% <0.001
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Most Undersized
(Septile 1)

Best Fit
(Septile 4)

Most Oversized
(Septile 7) p Value†

Donor factors

  Male donor 21% 79% 91% <0.001

  Age donor 36 (23 to 46) 28 (20 to 40) 26 (19 to 38) 0.0001

  BMI donor 24 (21 to 27) 25 (22 to 28) 26 (23 to 30) 0.0001

  Donor cause of death <0.001

  Anoxia 9% 8% 9%

  Stroke 43% 23% 20%

  Head trauma 42% 63% 65%

  CNS tumor 1% 1% 1%

  Other diagnosis 5% 6% 5%

Transplantation factors

  Ischemic time (h) 3.1 (2.4 to 3.8) 3.0 (2.3 to 3.7) 2.9 (2.2 to 3.6) 0.0001

  Transplantation year <0.001

    Prior to 1994 17% 14% 13%

    1995–1999 31% 25% 26%

    2000–2005 26% 26% 25%

    After 2005 26% 36% 36%

Rejection and death rates

Treated for acute rejection in first year 45% 38% 38% <0.001

1-yr mortality 14.2% 11.4% 12.3% <0.001

5-yr mortality 26.3% 22.2% 23.0% <0.001

Data are median (interquartile range) or percentages.

*
n =4,519 in each septile.

†
p Values reflect differences across all 7 quantiles, not only the 3 detailed in the table.

BMI = body mass index; CNS = central nervous system; CAD = coronary artery disease; CI = cardiac index; DCM = dilated cardiomyopathy;
ECMO = extra-corporeal membranous oxygenation; FD = female donor; FR = female recipient; IABP = intra-aortic balloon pump; MD = male
donor; MPAP = mean pulmonary arterial pressure; MR = male recipient; PAWP = pulmonary artery wedge pressure; PVRI = pulmonary vascular
resistance index.
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Table 3

Rejection Treated in First Year, by Septiles of Difference in pHM

Unadjusted Models (N = 17,694) Adjusted Models (N = 11,348)*

OR
(95% CI)

p Value OR
(95% CI)

p Value

Quantiles

1 (undersized donor) 1.33 (1.19 to 1.49) <0.001 1.19 (0.99 to 1.44) 0.07

2 1.04 (0.93 to 1.17) 0.5 1.01 (0.86 to 1.18) 0.9

3 1.02 (0.91 to 1.14) 0.7 1.01 (0.87 to 1.18) 0.9

4 (best fit) Referent Referent

5 1.00 (0.89 to 1.11) 1.0 0.90 (0.77 to 1.05) 0.2

6 0.98 (0.88 to 1.10) 0.7 0.91 (0.77 to 1.06) 0.2

7 (oversized donor) 0.99 (0.88 to 1.11) 0.8 0.70 (0.59 to 0.84) <0.001

Sex Categories

MR/MD Referent Referent

MR/FD 1.20 (1.10 to 1.30) <0.001 1.00 (0.86 to 1.16) 1.0

FR/FD 1.43 (1.31 to 1.58) <0.001 1.38 (1.20 to 1.59) <0.001

FR/MD 1.51 (1.37 to 1.66) <0.001 1.55 (1.33 to 1.82) <0.001

FR/MD† 1.05 (0.93 to 1.19) 0.4 1.13 (0.94 to 1.35) 0.2

Data are odds ratios (OR) (CI) for difference in heart mass in patients with rejection treated in first year.

*
Additional variables in the models included: recipient age, serum creatinine, total bilirubin, presence of diabetes, pulmonary vascular resistance

index, hospitalized status, localization in intensive care unit, mechanical assistance through ventricular assist or extra-corporeal membranous
oxygenation, inotrope use, primary indication for transplantation, donor age, donor cause of death, ischemic time, and transplantation era.

†
Hazard ratio referent to female recipient/female donor pairings.

Abbreviations as in Table 1.
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