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Successful renal transplant during the first trimester of
pregnancy
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We wish to report a successful outcome of pregnancy

diagnosed with 24 h of renal transplantation at 6-week

gestation. The patient was a 27-year-old woman, with

end-stage renal failure secondary to reflux nephropathy,

who received a 110-mismatched cadaveric renal trans-

plant. Both the recipient and the donor were cytomegalo-

virus (CMV)-negative and the left kidney was transplanted

into the right iliac fossa with a standard anastomosis, fol-

lowing a total ischaemia time of 29 h and 30 min. The

kidney started functioning immediately and she was given

basiliximab (Simulect, Novartis, Camberley, UK) induc-

tion therapy and methylprednisolone 1 g i.p.

Twelve hours following transplant, her urinary output

fell slightly and an ultrasound was performed to assess

the graft. This revealed that the kidney was well perfused

and unexpectedly also revealed the presence of a viable

intrauterine pregnancy of approximately 6-week gestation.

Despite extensive counselling regarding the risks of

pregnancy in this situation, the patient was delighted and

keen to continue with the pregnancy. A paucity of infor-

mation regarding the use of Simulect in pregnancy

prompted a decision to withhold the second dose and a

duel immunosupression regime of azathioprine and tacr-

olimus was commenced. In view of her previous history

of thrombosis, she was also treated with low-molecular-

weight heparin. The patient made a rapid post-operative

recovery and was discharged 7 days following the trans-

plantation. At the time of discharge, her serum creatinine

was 60 lmol/l.

The patient remained well throughout the first and sec-

ond trimesters, with stable renal function (serum creati-

nine range 60–81 lmol/l in the second trimester) and no

episodes of acute rejection. Her blood pressure remained

consistently normal and she never required antihyperten-

sive treatment. Repeated detailed ultrasound examination

showed normal fetal anatomy and growth.

During the third trimester her serum creatinine

climbed slowly and at 36 weeks suddenly increased to

141 lmol/l. Her tacrolimus levels were within the normal

range and her blood pressure was normal. Labour was

therefore electively induced and a healthy live born-male

infant weighing 2.25 kg (25th Individualized Birth Centile

[1]) was delivered normally. Following delivery, her

serum creatinine slowly decreased and 6 weeks post-natally

was 109 lmol/l.

The patient had first presented with renal failure at 16-

week gestation in her first pregnancy 2 years earlier. One

twin died in utero at 17-week gestation and she subse-

quently underwent medical termination at 18-week gesta-

tion. Following this, two unsuccessful attempts were made

at fistula formation in her left arm, but on both occasions

the vessels thrombosed. She therefore commenced contin-

uous ambulatory peritoneal dialysis (CAPD) and at the

time of admission for transplantation she had a serum

creatinine of 486 lmol/l and a glomerular filtration rate

(GFR) of 10 ml/min/l. Her periods had been infrequent

whilst on dialysis and she had been amenorrhoic for

5 months prior to transplantation.

Whilst pregnancy following renal transplant is well

documented, spontaneous pregnancy in women with end-

stage renal failure undergoing dialysis is rare. Estimates of

the frequency of conception in dialysis patients range

from 0.3% to 0.5% per year [2,3]. Impaired ovulation

and amenorrhea, which may be related to uremia or to

co-morbidities of chronic renal failure, are common [4].

However, there is a widespread impression that concep-

tion among dialysis patients is becoming more frequent

because of advances in dialysis techniques. The manage-

ment of pregnant patients undergoing dialysis remains

difficult [5–7]. Advances in care and surveillance have led

to improved pregnancy outcomes in such patients in

recent years. Nevertheless, fetal mortality in pregnant

women on dialysis is still extremely high. Frequent peri-

natal complications include miscarriage, preterm delivery,

perinatal and infant death, or other adverse sequelae

[8,9]. This is in marked contrast to pregnancy outcomes

in women who have undergone transplantation. The US

Renal Data System shows that since 1991 only 16–37% of

pregnancies in dialysis patients have resulted in live births

compared with up to 63% of pregnancies among women

with a transplant. Indeed recent reports suggest that after

the first trimester, the majority (94%) of pregnancies to

allograft recipients are successful. However, concerns

remain regarding the possible adverse interaction between
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pregnancy and transplantation. There is clear evidence

that women with allografts have a higher rate of

complications than the general population including late

pregnancy hypertension, pre-eclampsia, preterm delivery

and fetal growth restriction. The likelihood of complica-

tions appears to be related to the function and stability of

the graft – with an increase in frequency of complications

observed with progressively poor renal function. The time

interval between transplantation and conception is also

thought to be important for successful obstetric outcome

in renal transplant patients. Conceptions occurring

<2 years after transplantation have a higher rate of thera-

peutic and spontaneous abortions, preterm deliveries and

low-birth weight infants. This effect is attributed to the

time it takes to stabilize renal function and adjust immu-

nosuppression to maintenance levels and consequently

some centres recommend avoiding pregnancy within

2 years of transplantation [10]. Immunosupression

remains a concern in pregnancy. However, to date, no

specific patterns or increased incidence of developmental

abnormalities have been observed in the transplant popu-

lation despite changes in regimes in recent years [11].

Many of these documented predictors of outcome are,

however, challenged by this case. A poor outlook for this

pregnancy was extremely likely if the mother had remained

on dialysis. This is in marked contrast to the success that

the transplant, which was admittedly unplanned, provided.

This is the fifth reported case of renal transplant during

pregnancy. All four previously reported cases have resulted

in the birth of healthy infants at or close to term [12–14].

This emerging series prompts the question of whether

transplantation could provide a genuine management

option to improve the outcome for women, with end-stage

renal disease, who become pregnant.

This case also highlights the importance of thorough

pre-operative evaluation of transplant recipients. Preg-

nancy testing and counselling is mandatory in women of

reproductive age regardless of a history of amenorrhea.

Previously, this unit did not undertake pregnancy testing

in all women of child-bearing age prior to transplanta-

tion. As a consequence of this case, it is now performed

routinely. At 12-month post-transplantation and 6-month

post delivery, mother, baby and kidney remain well.
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