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ABSTRACT

Background. Kidney transplantation is the best treatment method for end-stage renal
disease. Outcomes of the preemptive kidney transplantation are better than non-
preemptive kidney transplantation. Preemptive kidney transplantation is performed as a
small percentage of kidney transplantations worldwide. We performed 15 preemptive
kidney transplantations from living donors between November 2010 and April 2014. We
present our experiences and outcomes for these 15 preemptive kidney transplantations.
Methods. We performed 110 kidney transplantations between November 2010 and April
2014. Fifteen of the kidney transplantations were performed from living related donors to
preemptive recipients. These 15 preemptive recipients and their donors’ data were
collected and retrospectively analyzed.
Results. The mean age of recipients and donors was 37.2 years (range, 4e60) and 50.6 years
(range, 28e64), respectively. The male-female ratios were 10:5 in the recipients and 8:7 in the
donors. Nine left kidneys and 6 right kidneys were recovered. Nine kidneys had a single
artery; the other 6 kidneys had 2 renal arteries. The mean warm ischemic time was 219.5
seconds (range, 90e480). The mean hospitalization times were 5.9 days (range, 4e10) and 4.9
days (range, 3e9) for the recipients and the donors, respectively. The mean follow-up time
was 20.3 months (range, 0.5e37) for recipients. Graft survival was 100% in this period. BK
virus nephropathy occurred in only 1 pediatric recipient. One patient had a recurrent disease
that was the cause of the renal failure. They graft functions were stable. No kidney was lost
from rejection, technical causes, infection, or recurrent disease. The donors live their lives
with no problems.
Conclusions. Preemptive kidney transplantation is a better therapeutic option than is
non-preemptive kidney transplantation for patients with chronic renal failure. Kidney
transplantation should be performed if possible before beginning dialysis for these patients.
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KIDNEY TRANSPLANTATION (KT) is the best
therapeutic option for patients with end-stage renal

disease (ESRD). KT is associated with improved quality of
life and better survival in patients with ESRD [1e13]. If KT
is performed before starting dialysis, it is referred to as
preemptive kidney transplantation (PKT). PKT is per-
formed as a small percentage of kidney transplantations
worldwide [5e9,14,15]. Outcomes of the PKT are better
than those in non-preemptive kidney transplantation
(NPKT). PKT is more cost-effective than NPKT, especially
in developing countries [1e9,14,15]. We performed 15
PKTs from living donors between November 2010 and
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April 2014. Our aim was to share the outcomes and our
experiences regarding these 15 PKTs.

MATERIALS AND METHODS

We performed 110 KTs between November 2010 and April 2014.
Fifteen of the KTs were performed from living related donors to
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Table 1. Demographic Traits of Recipients and Donors

Patient No. Age and Sex of Recipient Relation and Age of Donor, Years Side of Donor Nephrectomy Follow-up Time of Recipient

1 4, Male Grandmother, 50 Left 41 Months
2 10, Male Father, 33 Right 39 Months
3 44, Male Wife, 41 Right 36 Months
4 55, Female Husband, 56 Left 29 Months
5 40, Male Wife, 30 Left 24 Months
6 48, Female Husband, 48 Left 22.5 Months
7 43, Male Elder brother, 56 Left 21 Months
8 21, Male Mother, 53 Left 16 Months
9 52, Female Sister’s husband, 28 Right 17 Months
10 60, Male Elder sister, 64 Right 16.5 Months
11 58, Male Elder sister, 61 Left 16 Months
12 34, Female Father, 59 Left 13 Months
13 22, Male Father, 63 Left 8 Months
14 36, Male Father, 57 Right 5 Months
15 31, Female Mother, 60 Right 20 Days

Fig 1. Creatinine levels of recipients at hospital discharge time
and during follow-up (current).
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preemptive recipients. These 15 preemptive recipients and their
donors’ data were collected and retrospectively analyzed.

All recipients and their living donors underwent detailed clinical
and laboratory examination. All donors were evaluated according
the criteria of the Amsterdam Forum [16].

Surgical and other interventions were performed as previously
described in our studies for pre-operative and postoperative periods
[11,13]. Complete blood count, profile of coagulation, and routine
biochemistry tests including renal function tests were performed on
the same night of the operation and daily during the hospitalization
period. Immunosuppressive drug level was controlled and regulated
on postoperative day 2 and then daily during this period. Trans-
planted kidneys were not imaged routinely during the postoperative
hospitalization time. Patients were followed by the outpatient
nephrology clinic after hospital discharge.

RESULTS

Because of the limited organ supply from deceased donors in
our county, we performed all of PKTs from living donors.
Fifteen of the KTs were performed from living related do-
nors to preemptive recipients. The mean age of recipients
and donors was 37.2 years (range, 4e60) and 50.6 years
(range, 28e64), respectively. The male-female ratios were
10:5 in the recipients and 8:7 in the donors. Nine left and 6
right kidneys were recovered. Nine kidneys had a single ar-
tery; the other 6 kidneys had 2 renal arteries. Themean warm
ischemic time was 219.5 seconds (range, 90e480). The mean
hospitalization times were 5.9 days (range, 4e10) and 4.9 days
(range, 3e9) for the recipients and the donors, respectively.
The mean follow-up time was 20.3 months (range, 0.5e37)
for recipients. Demographic traits of the recipients and their
donors are shown in Table 1.
Graft survival was 100% during this period. The 4 recipients

had creatinine levels higher than 1.5 mg/dL; creatinine levels
for the others were lower than 1.5 mg/dL during follow-up. In
2 recipients, creatinine levels in these 4 patients were higher
than 2 mg/dL. One of these patients was a pediatric recipient;
BK virus nephropathy had occurred in his graft. After the BK
virus infection, he had vesicoureteral reflux in the transplanted
kidney. The patient was treated by use of endoscopic surgical
intervention by the Department of Urology. Teflon was
injected into the submucosal area of the ureteroneocystostomy
(patient 2 in Table 1). The other patient had a recurrent
disease that caused of renal failure (patient 13 in Table 1).
Creatinine levels for recipients at hospital discharge time and
during follow-up are shown in Fig 1. Graft functions were
stable. No kidney was lost from rejection, technical causes,
infection, or recurrent disease.
Their donors live their lives with no problems. Creatinine

levels in 2 donors were higher than 1.2 mg/dL, lower than
1.4 mg/dL. Creatinine levels in the other donors were lower
than 1.2 mg/dL during follow-up. Creatinine levels of donors
at hospital discharge time and during follow-up are shown in
Fig 2.
DISCUSSION

KT improves overall quality of life and better survival in pa-
tients with ESRD when compared with dialysis methods
[1e13]. Outcomes of the PKT are better than NPKT
[1e9,14,15]. According to the Simforoosh et al [1] study, 2-year
graft survival rates were significantly better in PKT patients
than in NPKT patients. PKT has also survival benefit for pa-
tients with diabetic ESRD [3,8].



Fig 2. Creatinine levels of donors at hospital discharge time and
during follow-up (current).
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Mineral and bone disorders often occur in patients with
ESRD and in recipients of KT. According to the Tsujita
et al [15] study, PKT has beneficial effects on calcium and
phosphorus metabolism.
PKT protects patients with ESRD from cardiovascular dis-

ease, the side effects of dialysis, and interventional procedures
for arterio-venous fistula or peritoneal catheters [1e9,14,15].
PKT is also more cost-effective than NPKT, especially in
developing countries [1e5,7,8].
The number of patients with ESRD on the waiting list for

KT is increasing, and the time spent on the waiting list is
progressively increasing all over the word, as in our country.
Both PKT and NPKT options are limited because of inade-
quate organ supply. Because of the limited organ supply from
deceased donors in our country, we performed all of the PKTs
from living donors. Another limitation of PKT is late referral
from nephrologists to the transplantation centers [5,7].
CONCLUSIONS

Thebest treatmentoption forESRDisKT, especiallyPKT.The
percentage of the PKT in KT may be increased by educating
patients and their relatives for thismethod and also by referring
patients to transplantation units. KT should be performed if
possible before beginning dialysis for these patients.
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