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renal transplantation in systemic vasculitis: when is it safe?
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The impact of persistent ANCA (antineutrophil cytoplasmic antibody) positivity on renal allograft outcome is unknown. The presence of anti-vimentin antibodies adversely affects cardiac transplant survival, with evidence of an increase in the incidence of vasculopathy. As there is now evidence that ANCA have pathogenic effects, we hypothesised that transplantation in the face of persistent ANCA increases microvascular damage in renal transplants. To address this issue, we firstly undertook a survey of renal transplant centres across the UK & Ireland to assess whether there was consensus about how to manage patients with vasculitis in the context of transplantation. Of the 21 responses received, only 15% felt that ANCA should be negative pre-transplant, 38% felt that one should wait >12 months after remission before transplanting and 14% would transplant <6 months post remission. Based on this survey, we sought to ascertain the outcome in vasculitic patients receiving a renal transplant across the UK & Ireland. We identified 90 patients (50% Wegener’s granulomatosis, 40% microscopic polyangiitis, 10% renal limited vasculitis / 57% male) who were followed for a mean of 6.4yrs (577 patient-years) post transplant. Of the 61 who had ANCA testing within the 1st year of transplant, 27 (44%) were positive and 34 (56%) were negative, while 13 (14.4%) were transplanted <1yr post remission. Overall graft survival was favourable (72% after 10 years, censored for death; 95% C.I. 60-88). There was a trend towards the development of vasculopathy in ANCA positive patients (Odds ratio 2.9, 95% C.I. 0.7-13, p=0.1) and vasculopathy significantly reduced 10yr graft survival to 55% (p=0.02). However, ANCA status per se was not significantly associated with graft failure. The commonest cause of graft failure (n=30) was death with a functioning graft in 15 (50%); 3 failed due to recurrent disease (10%). 23 patients (25%) died during follow up. The strongest predictor of this outcome was transplantation <1yr post vasculitis remission: 5yr patient survival was 77%, 90% and 96% in the 1st, 2nd and 3rd tertiles of vasculitis duration pre-transplant respectively. Using Cox regression multivariate analysis, transplantation <1yr after remission was the only significant predictor of death (Hazard ratio 2.4, p=0.05, adjusted for age, gender, cohort and vasculitis type). In conclusion, we could not detect a clear effect of ANCA status on graft outcome or vascular injury. However, most grafts were lost due to death of the patient, an outcome that was more likely if one did not wait 12 months after vasculitis diagnosis before proceeding with transplantation.


