
The imbalance between the number 
of kidney transplant candidates and 

the number of ideal kidneys donated for 
transplantation has led surgeons to seek 
alternative ways for kidney donations. 
Use of kidneys from extended criteria do-
nors (ECD) is becoming more common 
worldwide. However, reuse of transplant-
ed organ is a rare event. There are only 10 
case reports on reuse of kidneys since Al-
Hasani et al. reported the first successful 

with an interval of up to 9 years from the 
first transplantation to the re-transplan-
tation of the same kidney. Other organs 
have also been reused after transplant, 
including heart and liver [4]. Since these 
cases are rare and sporadic, there is no 
consensus on which organs are eligible 
for re-transplantation and whether the 
time passed since these organs were first 
transplanted is considered in the outcome 
of reusing the transplanted organ. 

Transplanted kidneys undergo chron-
ic allograft nephropathy characterized by 
typical histological changes of glomeru-
lar sclerosis and tubular atrophy leading 
to graft failure at a median time of 10–15 
years. The majority of reused transplant-
ed kidneys reported in the literature were 
reused shortly after the original trans-
plant. Therefore, the use of a transplant-
ed kidney years after it was originally 

transplant has to be carefully considered. 
In this report, we present a case of a suc-
cessful kidney re-transplanted 9 years 
after it was first transplanted.

We present the case of a 46-year-old 
woman with chronic renal failure due to 
polycystic kidney disease who underwent 

-
plantation took place outside the borders 
of Israel; hence, we had no information 
of the first donor. The patient had her 
follow-up in our post-transplant clinic 
and was maintained on a triple immuno-
suppressive protocol of Prograf (Astellas 
Pharma US, Inc.), CellCept® (Genentech 
USA, Inc.), and prednisone. Throughout 
her 9-year follow-up creatinine levels 
were normal without any acute rejection. 
In addition to her renal insufficiency, her 
polycystic disease also caused several 
know brain aneurysms that were treated 
with angioembolizations prior to her trans-
plant. In May 2016, 9 years following her 
kidney transplant, she had a spontaneous 
intracranial hemorrhage from which she 
did not recover and was declared brain-
dead. During this period, her creatinine 
levels were normal at 0.8 mg/dl.

The kidney was allocated according 
to the family request to her brother, a 
51-year-old man who had the same poly-
cystic kidney disease. The patient was 
on the kidney transplant waiting list and 

between the siblings was negative, but 
a virtual cross-matching with the first 

donor was impossible to perform, as the 
first donor was unknown and his HLA 
typing was unavailable. 

Organ procurement of the renal graft 
was conducted by insertion of a femoral 
cannula through the left femoral artery 
with perfusion of the grafted kidney on 
the right side while clamping the infra-
renal aorta .The graft was removed with 
a patch of the iliac vein and artery and 
the ureter was taken with a patch of the 
bladder. Since the donor renal functions 
remained normal all through her hospi-
talization, we decided to proceed to trans-
plant without taking a biopsy. The kidney 
was then transplanted to the right flank 
with no intra-operative complications. 
Vascular anastomoses were performed 
in an end to side fashion to the external 
iliac vein and artery and the ureter was 
connected to the bladder after cutting the 
bladder patch with a slight shortening of 
the ureter to avoid the scar tissue. Over-
all, cold ischemia time was 5 hours.

Post-operative hospitalization was 
impeccable, the patient started to pass 
urine immediately and creatinine levels 
dropped from 14 mg/dl to 1.15 mg/dl 6 
days following the kidney transplant. The 
patient was treated with immunosuppres-
sive agents including Prograf, mycofeno-
late mofetil, and prednisone. The patient 

Two weeks after the transplantation the 
patient was admitted with a high potas-
sium level of 6 meq/l combined with 
non-anion gap metabolic acidosis that 
was diagnosed as type 4 renal tubular ac-
idosis (RTA). He responded well to treat-



ment with kayexalate and bicarbonate. At 
last follow-up 46 months after transplant 
creatinine level were 1.2 mg/dl (calculat-

There are approximately 850 patients listed 
for kidney transplantation in Israel to date. 
This number has remained stable over the 
last few years. In 2018, approximately 
320 kidneys were transplanted from living 
and deceased donors. The average waiting 

for organ, varied by blood type. In an effort 
to increase the number of possible grafts 
there is a growing acceptance of margin-
al organs that were not widely considered 
adequate in the past, including high kidney 
donor profile index donors, donor after 
cardiac death (DCD) donors, and donors 
with multiple arteries or with certain neo-
plastic tumors. 

We report here a case of using a trans-
planted kidney 9 years after the initial 
transplantation. The transplant main-
tained good graft function in the second 
recipient almost 4 years after re-trans-
plantation. Although a similar case 
has been recently reported [3] our case 
strengthens the assumption that a stable 
graft can be reused if needed, even a long 
time after the first transplant 

In our case, we faced several chal-
lenges, mainly with issues related to tis-
sue matching, since there was no medi-
cal record from the first donor. A formal 
cytotoxic crossmatch was made between 
the first recipient who became the donor 
and her brother, the second recipient, 
which was negative. We could not test 

the matching between the first donor and 
the second recipient. However, the sec-
ond patient was not pre-sensitized and 
had a negative panel-reactive antibody 
(PRA), placing him at a very low risk to 
harbor antibodies against any donor of a 
matched blood type. Therefore, after we 
informed the patient of the calculated 
risk, we progressed with the transplant. 

Harvesting a previously transplanted 
kidney can be technically challenging. 
Access to the transplanted kidney and 
achieving a proper length of the blood 
vessels and the ureter may be difficult 
and damaging. In previous reports, thick 
adhesions caused decapsulation of the 
harvested kidney [1]. In a case described 
by Goralczyk et al. [5] the ureter was too 
short to reach the bladder and the pelvis 
of the graft was directly anastomosed 
with the ureter of the recipient. In our 
case the consent was given specifically 
to harvest only the kidney. We used the 
opposite side common iliac artery for 
cannulation and ligated the iliac artery 
distal to the cannula and the infra-renal 
aorta proximally. We managed to har-
vest the kidney intact with its capsule 
and with sufficient length of both blood 
vessels and ureter, which was removed 
with a patch of the bladder. There were 
no technical issues in the transplantation.

Another issue was the long interval 
between the first and the second trans-
plant that might have shortened the life 
span of the graft. Although we decid-
ed not to perform a biopsy prior to the 
re-transplant, we assumed that the biopsy 
might have shown some chronic allograft 
nephropathy changes, which would not 
change the decision to transplant the or-

gan, since the patient would remain on 
the waiting list with the associated risk of 
death. Furthermore, the favorable clinical 
parameters of normal creatinine levels, 
without any proteinuria, and in light of 
the first recipient, who became a donor 
was without any significant co-morbid-
ities, made this kidney favorable for a 
successful outcome. 

Re-use of transplanted kidneys is feasible 
in certain conditions, despite higher risks 
of adverse events following the re-trans-
plantation of a kidney. Long periods 
between the original transplant and the 
reimplantation of a transplanted kidney 
should not exclude organs for donation. 


