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Integrated ESRD Care
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Retransplanting a previously 
transplanted kidney
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Retransplanting a previously 
transplanted kidney
Karakizlis Clin Transplant 2022, 36/3

• ET database 1995-2015 : 9 out of 68554 allocated 
kidneys

• Mean 1st serum creatinine 1 mg/dl and 2nd S creatinine 
1,4 mg/dl

• Mean graft survival 1st graft 50 months (2-110m)
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Retransplantation : solid organ 
transplantation after kidney 
transplantation
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Retransplanting a previously 
transplanted patient
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Listing for transplantation
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Death-censored graft survival
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Risk factors for graft loss in 1st and 2nd KTx
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Likelihood of retransplantation
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Risk factors for graft loss in retransplant
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Factors to be considered for repeated KTx
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Factors to be considered for repeated KTx
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Outcomes of third and subsequent KTx
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Risk factors for graft thrombosis
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Indications for kidney transplantectomy
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Early vs late start of dialysis in ESRD
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PD vs HD in failed transplants
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Vascular issues
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Cohort
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HR retransplant vs never retransplant
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Survival outcomes graft
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Patient and death-censored survival
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Guideline 2.1 – Tx : Pre-transplant 
assessment UK 2011 
We recommend that the object of pre-transplant assessment is: 

a) to ensure transplantation is technically possible; 

b) to ensure the recipient’s chances of survival are not 
compromised by transplantation; 

c) to ensure that graft survival is not limited by premature 
death (maximum benefit obtained from a limited 
resource); 

d) to ensure pre-existing conditions are not exacerbated 
by transplantation;

e) to identify measures to be taken to minimise peri- and 
post-operative complications; 

f) to inform patients of likely risks and benefits of 
transplantation. (1C)
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Guideline 2.3 – Tx : Preparation of the 
renal transplant recipient UK 2011 

We suggest that the use of pre-operative beta-
blockers may be considered in patients at high 
cardiovascular risk undergoing renal 
transplantation but must be introduced at least 1 
month before transplantation. Beta-blockers 
should not be discontinued abruptly peri-
operatively. Low dose aspirin therapy is not a 
contraindication to transplantation and can be 
continued peri-operatively. (2C)
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Guideline 2.5 – Tx : Preparation of the 
renal transplant recipient UK 2011 

We recommend that obese patients (BMI >30 
kg/m2) present technical difficulties and are at 
increased risk of peri-operative complications. 
They should be screened rigorously for 
cardiovascular disease and each case considered 
individually. Although obesity is not an absolute 
contra-indication to transplantation, individuals 
with a BMI >40 kg/m2 are less likely to benefit. 
(1B)
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The paradox of transplantation
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Cardiovascular death and renal function



Take away messages

• Similar survival rates for retransplantation

• Reinitation on eGFR alone is not indicated

• Continuation of low-dose immunosuppression 
is appropriate/beneficial for the risk of de novo 
allosensitization

• Allograft nephrectomy should be considered 
only after an accurate balance of indications 
and contra-indications
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