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General principles

• Renal transplantation is the treatment of choice for many patients 
with ESRD. Despite an increased risk of death in the early post-
transplant period, transplantation improves long term  survival 
and quality of life compared with dialysis.

• All patients with end-stage renal disease should be considered for 
kidney transplantation provided no absolute contraindications 
exist.

• Eligibility for kidney transplantation should be determined on 
medical and surgical grounds. Criteria for eligibility should be 
transparent and made available to patients and the public. 
Eligibility should not be based on social status, gender, race or 
personal or public appeal.

• Preemptive kidney transplantation is the preferred form of  renal 
replacement therapy and should be encouraged where feasible.

• Preemptive kidney transplantation should not proceed unless the 
measured or calculated glomerular filtration rate is < 15 (20) 
mL/minute and there is evidence of progressive and irreversible 
deterioration in renal function over the previous 6–12 months. 









Absolute contraindications to renal

transplantation

• Active infections.

• Active malignancy.

• Active substance abuse.

• Reversible renal failure.

• Uncontrolled psychiatric disease.

• Documented active and ongoing treatment nonadherence.

• A significantly shortened life expectancy. There is no universally 

accepted life expectancy below which an individual is ineligible for 

renal transplantation, although a life expectancy of less than one year 

posttransplant precludes the possibility of transplantation at virtually 

all centers (depending upon the nature of the chronic illness).

• Selected patients with ESRD and other types of organ failure 

may be considered for combined organ transplantation,

performed either simultaneously or sequentially (e.g., liver–

kidney transplantation in a patient with cirrhosis who has 

developed kidney failure).



Age
Diabetes
Time on dialysis
Previous KTx







Transplantation in erderly

Recipient age alone is not a contraindication to transplantation. Many 
patients >60 years of age and selected patients >70 years have been 
transplanted safely and with an acceptable rate of long-term graft 
function.

Life expectancy is less, older recipients experience death-censored graft 
survival rates that are as good as those of younger patients. Survival of the 
older patient is superior with transplantation compared with remaining on 
the waiting list. 

The older recipient is at greater risk of perioperative complications, including
death, largely due to infection and cardiovascular disease. Older patients 
with significant comorbidities, should be encouraged to consider their 
current quality of life on RRT in the context of what they could reasonably 
expect following kidney transplantation. Because physiologic age and the 
burden of comorbid conditions is more likely to influence outcome, a 
detailed evaluation with emphasis on screening for cardiovascular disease, 
occult gastrointestinal disease, infection and malignancy is warranted.



Timing of referral

• Potential transplant recipients should be referred for evaluation by a
transplant program once renal replacement therapy is expected to be
required within the next 12 months.

• Patients already requiring dialysis support should be referred

for transplant evaluation as soon as their medical condition stabilizes

• The process of evaluation for transplantation may be complex

and involve health professionals from multiple disciplines, many of
whom may be external to the transplant program. In a patient with
significant comorbid conditions, completion of the evaluation may take
as long as 6–12 months.

• Sufficient time must also be allowed for patients to receive adequate
information concerning the risks and benefits of transplantation and the
options with respect to type of transplantation (living donor vs.
deceased donor, usual vs. extended-criteria deceased-donor kidneys,
kidney transplantation alone vs. a combined procedure, such as
simultaneous kidney–pancreas transplantation).



Risk of recurence of kidney disease



Cause of end-stage renal disease

• Despite the risk of recurrent glomerulonephritis, there is no contraindication 
to a first kidney transplant in patients with ESRD due to primary 
glomerulonephritis, independent of the specific histologic type.

• Retransplantation should be considered in otherwise eligible patients who 
experienced recurrence of primary glomerulonephritis in a prior renal 
allograft. Further recurrence may occur in up to 80% of such patients in some
settings, but the rate of progression of recurrent disease is unpredictable .

• Simultaneous kidney–pancreas transplantation should be considered in 
selected patients with type 1 diabetes mellitus.

• Renal transplant candidates with primary hyperoxaluria should be 
considered for isolated renal transplantation if they are pyridoxine-sensitive 
and have minimal oxalate deposition . Combined liver–kidney 
transplantation should be considered in patients with severe systemic
oxalosis.

. Renal transplant candidates with anti-glomerular basement membrane (anti-
GBM) disease should be considered for renal transplantation if the 
circulating anti-GBM antibody is undetectable and they have quiescent 
disease (off cytotoxic agents) for at least 6 months post-treatment .





Cause of end-stage renal disease

• Renal transplant candidates with amyloidosis (primary or secondary) should be 
considered for renal transplantation if there is no evidence of cardiac involvement .
Patients with secondary amyloidosis should not undergo renal transplantation until the 
underlying inflammatory condition is in remission. Patients with familial Mediterranean 
fever should receive colchicine to prevent recurrent disease in the allograft .

• Renal transplant candidates with systemic lupus erythematosus should be considered 
for renal transplantation if they have clinically quiescent disease for at least 6 months
off cytotoxic agents .

• Renal transplant candidates with scleroderma should be considered for renal 
transplantation if they have quiescent disease for at least 6 months off cytotoxic agents 
and have limited extra-renal disease .

• Renal transplant candidates with vasculitis should be considered for renal 
transplantation if they have quiescent disease for at least 12 months off cytotoxic agents. 
Pretransplant anti-neutrophil cytoplasmic antibodies are not predictive of outcome and 
may still be positive at the time of transplantation .

• Renal transplant candidates with cystinosis should be considered for renal 
transplantation .



















Cerebral vascular disease and 
peripheral vascular disease

• Kidney transplantation should be deferred in patients with a history of 
stroke or transient ischemic attack for at least 6 months following the 
event. The patient should be stable, fully evaluated and treated with 
risk-reduction strategies before kidney transplantation

• The presence of pretransplant peripheral vascular disease

(PVD) is not an absolute contraindication to kidney transplantation.
However, the risk of death is increased and the presence of PVD should 
be considered in the context of other comorbidities in determining 
eligibility for kidney transplantation.

• Patients with large uncorrectable abdominal aneurysms,

severe occlusive common iliac disease, active gangrene or

recent atheroembolic events are not candidates for kidney

transplantation



Infections





Infections

All patients being assessed for kidney transplantation should be screened 
for HIV infection. HIV-infected patients with end-stage kidney failure 
may be considered for kidney transplantation if they meet the following
criteria :

• Demonstrated adherence to a highly active anti-retroviral

therapy (HAART) regimen

• Undetectable (< 50 copies/mL) HIV viral load for

> 3 months

• CD4 lymphocyte count > 200/mL for > 6 months

• No opportunistic infections

BKV- retransplantation should be considered in otherwise eligible patients 
who have experienced prior renal allograft loss due to polyomavirus-
associated nephropathy. 



Vaccination











Pulmonary disease

Patients should be strongly encouraged to stop smoking

before kidney transplantation;

Patients with the following respiratory conditions and severity 
are not candidates for kidney transplantation:

• Requirement for home oxygen therapy 

• Uncontrolled asthma

• Severe cor pulmonale

• Severe chronic obstructive pulmonary disease (COPD)–
pulmonary fibrosis or restrictive disease: (FEV1) < 25%
predicted value, - PO2 room air < 60 mmHg, SaO2 < 90%, > 4 
lower respiratory infections in the last 12 months

• Patients with moderate COPD–pulmonary fibrosis or 
restrictive disease have a relative contraindication for kidney 
transplantation



Gastrointestinal disease

Patients with active peptic ulcer disease should not be transplanted until the 
disease is successfully treated.

Upper gastrointestinal endoscopy before transplant should be considered in 
selected patients (i.e., those with symptoms or prior peptic ulcer disease).

The presence of asymptomatic cholelithiasis is not a contraindication

to kidney transplantation. Patients with previous cholecystitis or suggestive 
symptoms if gallstones are found, these patients should be considered for 
cholecystectomy before kidney transplantation

Patients with a history of diverticulitis should be evaluated and considered for 
partial colectomy before transplant

Acute pancreatitis within 6 months is a contraindication to

kidney transplantation. Chronic pancreatitis in remission for less than 1 year is 
a relative contraindication to transplantation.

Active inflammatory bowel disease is a contraindication to

transplantation



Liver disease
All transplant candidates should be screened for evidence of liver disease. 

Regularly monitored for hepatitis B surface antigen (HBsAg),antibody to 
surface antigen (HBsAb) and anti-body to core antigen (HBcAb).

Transplant candidates with cirrhosis should not be considered for kidney 
transplantation alone, but may be considered for combined liver–kidney 
transplantation.

All transplant candidates infected with HBV should be assessed for evidence 
of viral replication by testing for serum transaminases, hepatitis B e-antigen 
(HBeAg) and HBV DNA.  Patients with active liver disease should be treated 
with entecavir  or tenofovir pre- and post-transplant period. 

Patients with hepatitis C virus (HCV) should be considered for kidney 
transplantation. All transplant candidates with anti-HCV antibodies should
be tested for the presence of HCV RNA. Treatment with DAA before or after 
transplantation.

Patients at high risk for liver cancer (i.e., patients with chronic HBV or HCV 
infection or both) should be screened using CT or ultrasound and alpha-
fetoprotein testing.





Genitourinary disease
A urologic cause of ESRD is not necessarily a contraindication

to kidney transplantation provided appropriate urinary

tract drainage can be achieved.

• Kidney transplantation is not contraindicated in patients

with a dysfunctional bladder. Most patients can be managed

without surgery using self-catheterization, if necessary.

• A surgical approach, if needed, should be individualized

• Persistent infection of the native kidneys may be a relative

contraindication to immunosuppressive therapy. To reduce

the risk of post-transplant complications, consideration

should be given to the need for native nephrectomy in

selected patients.

• Massive kidneys in the setting of autosomal dominant 

polycystic kidney disease may preclude placement of a renal 

allograft. Such patients may require unilateral or bilateral native

nephrectomy before renal transplantation.



Hematologic disorders

• The presence of thrombophilia, hypercoagulable state or

cytopenias is not an absolute contraindication to kidney

transplantation, but these conditions should be fully 

investigated.

• Patients requiring long-term anticoagulation for recurrent

deep venous thrombosis, atrial fibrillation, prosthetic

heart valves or hypercoagulable states are candidates for

kidney transplantation. A perioperative anticoagulation

plan should be developed as part of the transplant assessment.

Patients should be informed of the risk of bleeding,

including life-threatening hemorrhage, with perioperative

anticoagulation.





Work Group recommends assessment of all candidates
for obesity using either BMI or waist to- hip criteria.
Obesity is a relative contraindication to kidney
transplantation. Patients found to be obese or particularly
those with class II or class III obesity (BMI ≥ 35 kg/m2)
should be considered for intervention such as dietary
counseling or bariatric surgery. The Work Group did not
establish a firm BMI cutoff, but encourages each
transplant program to consider their own resources and
skills in caring for this population. For example, early
experience with robotically assisted transplantation has
demonstrated improved outcomes among obese patients.
Pre-transplant panniculectomy may be useful in reducing
BMI and improving wound outcomes following transplant.
Transplantation in patients with a BMI ≥ 40 kg/m2 should
be approached with caution; patients need to understand
the increased risk of postoperative complications in this
situation.












