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Abstract
Introduction
Kidney transplantation is one of the most important treatments in end stage renal disease (ESRD). We aimed to
share our experiences in 60 (57 deceased donors, 3 living donors) kidney transplantation cases performed in our
center between July 2017 and August 2020.
Material and Methods
The demographic data of 60 patients with kidney transplantation performed in our kidney transplant center were
evaluated in terms of causes and duration of renal failure human leucocyte antigen (HLA) tissue compatibility,
immunosuppressive protocol used, antimicrobial agents, rejection status, graft loss, patient loss, postoperative
surgical complications.
Results
Fifty-seven of our kidney transplants were made from deceased donors and 3 from living donors. The mean
age of the patients was 44.66 (23-68) years. Kidney transplantation was performed in 8 patients (13.33%) in
the preemptive period. The mean number of mismatches in kidney transplants was 3.95 (2-5) and the mean
duration of renal replacement therapy (RRT) was 54.73 (0-270) months. While the mean follow-up period after
transplantation was 18.86 (2-37) months, it was observed that the mean cold ischemia time was 742.8 (60-1080)
minutes. Serum creatinine levels of 56 patients with functional grafts at the end of the first month 1.39 (0.54.9) mg/dL, 54 patients at the end of the sixth month, creatinine levels 1.29 (0.56-5.9) mg/dL, The creatinine
levels of the 52 patients as of October 2020 were 1.37 (0.75-5.16) mg/dL. As surgical complications, hematoma
developed in 5 patients (8.33%) and lymphocele in 3 patients (5%). Early graft loss developed in one patient with
renal artery embolism and two patients with renal vein thrombosis, while chronic rejection developed in two
patients. We performed a deceased kidney transplant again 14 months later in a patient who developed graft loss
in the early period due to renal vein thrombosis. The kidney inserted later is functional in the 10th postoperative
month. One of our patients died due to rhino-orbital mucor mycosis in the postoperative 2nd month, and one
patient due to the development of sepsis due to infection in the hip prosthesis in the postoperative 6th month,
while another patient died due to myocardial infarction in the postoperative 2nd month.
Conclusions
As a result, our kidney transplant center is in development. Our results obtained from 60 kidney transplants,
almost all of which were performed from deceased donors, seem to be compatible with the literature. More
detailed results can be obtained with the long-term follow-up results and the increase in the number of living
donor transplants.
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Introduction
Organ transplantation is a life-saving treatment
option for patients with end-stage renal disease
(ESRD). Compared to the number of patients
waiting for transplantation, the insufficient
number of donors is the most important limiting
factor of transplantation.1,2 Organ transplantation
is a condition provided by the transplantation
of organs taken from living donors or deceased
donors to the recipient after brain death.3-5
There has been a significant increase in the
number and success rate of kidney transplants
with the development of drugs that prevent/treat
rejection and effective antimicrobial therapy. Due
to these developments, there has been a decrease in
the incidence of acute rejection and a remarkable
increase in graft survival rates. For these reasons,
kidney transplantation has become the preferred
renal replacement therapy (RRT) in the treatment
of ESRD, as it both prolongs the survival and
increases the quality of life.6
The first successful kidney transplant in the
world was performed in 1954. In our country,
Haberal et al. performed the first successful
living donor and the first deceased donor kidney
transplant in1975 and 1978, respectively.4,7
The number of kidney transplants performed in
our country has been increasing in recent years.
According to the Ministry of Health data, a total
of 3,861 kidney transplants were performed from
3,054 deceased donors and 807 living donors in
2019.8 In our country, when compared to the
number of patients receiving RRT due to ESRD,
it is observed that the number of transplants is far
below the desired.
The sharing of the first experiences of the newly
established transplant centers may be beneficial in
terms of raising the awareness of the physicians
who will work in the new centers about the risks
and possible situations related to the transplants,
as well as determining the issues that will be taken
into consideration by the bodies authorized to
establish the center.
Kidney transplantation has become the preferred
treatment option in the treatment of ESRD due to
both survival advantage and high quality of life,
along with developments in immunology, and the
use of new immunosuppressive and antimicrobial
drugs.9,10
Compared to dialysis, successful kidney
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transplantation is superior in terms of both life
expectancy and quality of life.11-13 In this study, it
is aimed to share our experience with 60 kidney
transplantation performed in the kidney transplant
center of the University of Health Sciences, Bursa
Yüksek Ihtisas Training and Research Hospital
(established in July 2017), in the light of the
literature.

Material and Methods
Sixty kidney transplant cases (57 from deceased
donors, 3 from living donors) performed in our
transplant center between July 2017 and August
2020 were evaluated retrospectively, after the
local ethical committee approval (2011-KAEK-25
2019/02-05). Organs were taken from deceased
donors that emerged in hospitals in 5 provinces
affiliated to Bursa regional coordination unit,
whose brain death was declared, and organ
donations were made. The selection of all kidney
transplant recipients was made by the delegation
formed by the regional coordination unit under
the national coordination unit in line with the
organ sharing criteria.
Organ extraction from donors was done by
the same team. After the potential recipients
were informed about the risks of the surgery by
the transplant team, their consent was obtained.
Demographic data, immunosuppressive protocol,
rejection status, graft or patient loss, intraoperative
or postoperative surgical complications and
infection status were evaluated.
Transplant surgeries were performed by the
same team. Left kidneys taken from the donor
were placed in the right iliac fossa, and the right
kidneys were placed in the left iliac fossa. An
end-to-side anastomosis was made from the
renal artery to external iliac or common iliac
artery, and the renal vein to the external iliac
vein. Ureteroneocystostomy was performed using
extravesical technique (Lich-Gregoir). A 12 cm
4.8 F double J ureter catheter was used in all cases.
Deceased donors were considered to be
at high immunological risk, and polyclonalantithymocyte globulin (ATG) were given to the
recipients in a total of 9 mg/kg (peroperative 3
mg/kg/day for induction and 1.5 mg/kg/day on
the following days). In maintenance treatment,
triple immunosuppressive therapy consisting of
prednisone (500 mg peroperative, 20 mg/day
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postoperative 6th day, 5 mg/day postoperative 6th
month), tacrolimus (TAC) [(0.15 mg/kg), target
serum level 8-10 ng/mL for the first 3 months,
then 5-7 ng/mL) and mycophenolate mofetil
(MMF) (2 g/day) was preferred. In living donor
transplants, those with low risk were given 1.5-2.5
mg ATG for 3 days and continued with TAC +
MMF treatment. High risk patients were given
ATG at the same dose for 5 days and continued
with TAC + MMF treatment.
All
patients
received
trimethoprim/
sulfamethoxazole and oral nystatin for nine
months and valganciclovir for three months for
infection prophylaxis.

Results
The demographic characteristics of the
recipients and diseases causing ESRD are given
in Table 1. While the mean age of all patients was
44.66 (23-68 years), 25 (41.66%) of the patients
were male and 35 (58.33%) were female. Although
the mean duration of RRT was 54.73 (0-270)
months, preemptive kidney transplantation was
performed in 8 patients (13.33%). The average
number of HLA mismatches in kidney transplants
performed is 3.95 (2-5).
The average operation time was 225 (160-400)
minutes and it was observed that the average
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duration of our last 10 operations decreased to 195
(160-225) minutes with the increased in experience.
The mean follow-up time after transplantation was
18.86 (2-37) months, and the mean cold ischemia
time was 742.8 (60-1080) minutes. While the
mean serum creatinine levels of the patients with
functional grafts in the first and sixth months
were 1.39 (0.5-4.9) mg/dL and 1.29 (0.56-5.9) mg/
dL, respectively, the mean creatinine levels of 52
patients with functional grafts were 1.37 (0.755.16) mg/dL by October 2020.
As a standard protocol, a 12 cm 4.8 F double
J catheter was placed in each recipient and
removed on an average of 30 days. As surgical
complications, hematoma developed in five
patients (8.33%), and lymphocele developed in
three patients (5%). The hematoma that developed
in two patients was evacuated, three wound
infections were treated with incision and drainage.
One of 3 lymphoceles (10.3%) was treated with
percutaneous drainage and two with fenestration.
Developing complications are given in Table 2.
One patient with renal artery embolism and
two patients with renal vein thrombosis developed
graft loss in the early period and chronic rejection
was observed in two patients. We performed a
deceased kidney transplant again 14 months later
in our patient who developed graft loss in the early
period due to renal vein thrombosis. After the
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second transplant, the blood creatinine level was
1.1 mg/dL in the 10th postoperative month.
A total of three recipient died after kidney
transplantation. One of our patients died as a result
of rhino-orbital mucormycosis in the postoperative
2nd month, a patient died of the development of
sepsis from the hip prosthesis infection in the
postoperative 6th month, and a patient died after
myocardial infarction in the postoperative 2nd
month. Kidney functions were normal in all three
cases.

Discussion
The most important problem in front of organ
transplantation is the inability to provide enough
organ donors. In our country, as of 2020, 21,686
people are waiting in line for deceased kidney
transplantation.8 According to the Ministry of
Health data, 21% of kidney transplants in our
country in 2019 were performed from deceaseds.8
While 95% of our transplants have been carried
out from deceased donors since the opening of
our center, in March 2019, the first living donor
kidney transplant was successfully performed in
our center. Until today, we have performed kidney
transplantation with living donors for 3 people with
the experience we have gained in transplantations
with deceased donors. In living donor transplants,
patients were discharged after an average of 6
days because of functioning kidney in the early
postoperative period. Donors were discharged on
the 4th postoperative day.
Yakupoglu et al.7 evaluated 79 patients, 64 from
living donors and 15 from deceased donors, in their
study, and reported the mean serum creatinine of
76 patients with functional grafts as 1.24 mg/dL at
the end of the first month. Reported lymphocele
in 4 patients, venous thrombosis in 2 patients,
arterial thrombosis in 2 patients, urinary leakage
in 1 patient, hematoma in 2 patients, and wound
116

Early Experience of Kidney Transplantation

infection in 6 patients. Ay et al.14 evaluated 115
kidney transplant patients, 103 from living donors
and 12 from deceased donors, and evaluated oneyear graft and patient survival rates as 98.3% and
100%, respectively. Researchers also reported graft
loss in 4 cases, ureteral stenosis in 1 case, and
lymphocele in 5 cases. Krajewski et al.15 evaluated
postoperative urological complications in their
study of 460 cases, ureteral stenosis, lymphocele,
nephroureterolithiasis and urethral stenosis were
detected in 38 (8.2%), 10 (2%), 5 (1%), and 5 (1%)
cases, respectively. In our study, 3 patients (10.3%)
developed lymphocele, one patient was treated
with percutaneous drainage and the other two
patients with fenestration. The hematoma that
developed in five patients was drained, and three
wound infections were treated with incision and
drainage. The complication rates in the current
study are slightly higher than the literature, which
can be explained by the low rate of living donors
(95% [n = 57] of our transplants were made from
deceased donors).
Kidney transplants performed in the preemptive
period (before dialysis treatment begins) have
positive effects on both patient and graft survival
and cost compared to kidney transplants performed
after dialysis treatment begins. Especially, living
donor kidney transplants are recommended to be
performed in preemptive patients.16 In our center,
13.33% of kidney transplants have been done to
patients in preemptive period. Increasing this rate
will increase our success rates.
As a result, the number of organ transplant
centers is increasing day by day in our country.
Most of these centers work under general surgery
clinics. In fewer centers, kidney transplants are
performed by urologists. It is important that
urologists, who successfully perform all kidney
and bladder-related surgeries, be more active
in kidney transplant surgeries. The interest of
more urologists in this field can be increased
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by establishing transplantation training units
as a sub-branch of urology in universities. The
statistics of about 3 years in our relatively newly
established center will become more meaningful
with increased living donor transplants and longer
follow-up.
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