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ABSTRACT
Background: IgA nephropathy is a leading cause of chronic kidney disease. Recurrent IgA nephropathy in post renal
transplant can cause proteinuria, hematuria and progressive renal dysfunction. In this study, we planned to evaluate the
clinical course of patients with IgA nephropathy who underwent renal transplant. Methods: It is a retrospective study
conducted in Madras medical college retrieved from the renal case records from the year 2006 to 2017. Patients who had
IgA nephropathy as their native kidney disease or IgA nephropathy diagnosed in a post-transplant allograft biopsy when
the native kidney disease was not known were included. Results: Of the 28 patients, 23 (82.1%) were males. The age of
the recipients was 34.6±9.4 years while at the time of transplant the mean age was 28.7±7.7 years. The age of onset of
native kidney disease was 26.7±7.9 years. The native kidney disease was biopsy proven IgA nephropathy in 24 (85.7%)
patients .Twenty two (78.6%) underwent live related renal transplant. Six (21.4%) underwent deceased donor transplant.
The mean age of donors was 43.6±9.2 years of which 17 (60.7%) were female. Seventeen (60.7%) received tacrolimus
based regimen while 11 (39.4%) received cyclosporine based immunosuppression. Recurrence of disease was observed
in 7 (25%) patients. The median time to recurrence after transplant was 67.3 (14.3 – 101.5) months. Graft loss was
observed in 3 patients (42.8%). We did not find any significant risk factors associated with recurrence. Conclusion:
Although post renal transplant recurrence was common with IgA nephropathy, significant association with risk factors are
lacking in our study.
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INTRODUCTION

MATERIALS AND METHODS

IgA nephropathy is a leading cause of chronic
kidney disease. As with native kidney disease,
deposition of IgA in renal parenchyma can occur in
the renal allograft and cause functional decline
resulting in recurrent IgA nephropathy. Recurrent
IgA nephropathy can cause proteinuria, hematuria
and progressive renal dysfunction. In some it
presents as completely asymptomatic where there is
IgA deposition without any clinical manifestations.[1]
The reported incidence of graft loss due to recurrent
IgA nephropathy is approximately 7 to 10 percent at
10 years. The risk of graft loss is even higher among
patients with graft dysfunction when the graft
dysfunction is attributed to recurrent IgA disease.
Thus recurrent IgA imposes a significant threat to
the graft survival.[2] Although many of the risk
factors have been postulated, none of them has been
adequately validated in clinical studies. In this study,
we planned to evaluate the clinical course of patients
with IgA nephropathy who underwent renal
transplant.

It is a retrospective study conducted in the Institute
of nephrology of Madras medical college in South
India. Patients who had IgA nephropathy as their
native kidney disease or IgA nephropathy diagnosed
in a post-transplant allograft biopsy when the native
kidney disease was not known were included in the
study. Demographic parameters and investigations
were retrieved from the renal case records from the
year 2006 to 2017. Statistical analysis was done
using SPSS version 23. Continuous variables were
expressed as mean± standard deviation or median
(interquartile range) whereas categorical variables
were expressed as absolute number (percentage).
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RESULTS
Table 1: Demographics and clinical characteristics
Recipient characteristics
Male (Number and percentage)
Female (Number and
percentage)
Mean age at diagnosis of IgA
nephropathy (years)
Mean age at transplant ( years)

23(82.1)
5(17.9%)
26.7±7.9
28.7±7.7

Of the 28 patients included in the study, 23 (82.1%)
were males. The age of the recipients was 34.6±9.4
years while at the time of transplant the mean age
was 28.7±7.7 years. The age of onset of native
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Table 4: Risk factors associated with recurrence of IgA
nephropathy
Parameters

No. of
events

No. of
events

p value

Sex
NKD

Male (7/23)
Crescentic
(1/8)
LRRT
(5/22)
1st degree
(3/17)
No
induction
(4/16)
Tacrolimus
based
(5/13)

Female (0/5)
Chronic
(6/20)
DDRT (2/6)

0.21
0.32

Others
(2/11)
Basiliximab
(2/7), ATG
(2/5)
Cyclosporine
based (3/11)

0.31

Type of transplant
Relationship
Induction agent

Table 2: Donor characteristics
Parameters

Number and percentage

Male
Female
LRRT
DDRT
Tacrolimus based
immunosuppression
Cyclosporine based
immunosuppression

11(29.3%)
17(60.7%)
22(78.6%)
6(21.4%)
17(60.7%)
11(39.4%)

Twenty two (78.6%) underwent live related renal
transplant. Six (21.4%) underwent deceased donor
transplant. The mean age of donors was 43.6±9.2
years of which 17 (60.7%) were female. Seventeen
(60.7%) received tacrolimus based regimen while 11
(39.4%)
received
cyclosporine
based
immunosuppression.
Table 3: clinical characteristics of post renal IgA
recurrence patient
Parameters
Male (Number and percentage)
LRRT (Number and
percentage)
DDRT (Number and
percentage)
Second transplant (DDRT)
Median time of recurrence in
months
Mean duration of follow up in
months
Graft loss (Number and
percentage)

7(100%)
4(57.1%)
3(28.6%)
1(14..3%)
67.3
56 months
3(42.8%)

Recurrence of disease was observed in 7 (25%)
patients. The median time to recurrence after
transplant was 67.3 (14.3 – 101.5) months. The
mean serum creatinine and urine protein creatinine
ratio at the time of diagnosis of recurrent disease
were 1.9±0.81mg/dl and 3.6 (1.9 – 4.8) respectively.
The duration of follow up during post renal
transplant period was 56 (32.3 – 103) months.
Graft loss was observed in 3 patients (42.8%). All
three patients became dialysis dependent at the end
of the follow up period. There was no significant
difference in serum creatinine from disease
recurrence to last follow up (p=0.21). We did not
find any significant risk factors associated with
recurrence like sex, native kidney disease, type of
transplant, relationship, induction agent and types of
immune suppressive drugs [Table 4]. Even though
all who presented with recurrence were males, there
is no statistical significance.

Immunosuppression

0.48

0.69

0.58

DISCUSSION
Recurrence of IgA nephropathy post-transplant is a
common problem encountered in nephrology
practice. The reported recurrence rate both
histologically and clinically varies and was between
21 and 58% when biopsies were done to find out the
cause.[2] In our study, recurrence IgAN was seen in
25%. IgA recurrence was documented in 19% in
other study.[3] Chaco et al. showed recurrence in 5
out of 20 biopsies (25%).[4] The risk of recurrence
was found to increase with the duration of follow
up.[5] In few reports from Japan, it was hypothesized
that presence of IgA deposits in the donor kidneys is
associated with increased risk of recurrence.[6]
The various risk factors proposed to be associated
with IgA recurrence include live related donors,
close HLA match between the donor and recipient,
high serum IgA concentration, high levels of serum
galactose deficient IgA1 specific IgG autoantibodies,
the type of immunosuppressive regimen and genetic
variants of complement factor H related
protein
5.[7-10]
In our study, we did not find any significant risk
factors predicting the recurrence of IgA
nephropathy. Some studies found no recurrence risk
in allograft whereas others had shown increased
recurrence
among
living
close
related
transplantation.[11-13] The type of posttransplant
immunosuppression had no impact on IgAN
recurrence.[14] Some studies reported a positive effect
of ATG in preventing the recurrence,[15] but it needs
prospective trial. Our study did not show any
significant association of recurrent disease with
induction immunosuppressive regimen probably to
the lesser number of patients in each group.
Graft loss was 42.8% in our study and one among
them was a recurrent crescentic IgA nephropathy..
One study by Singh T et al., recently reported no
difference in graft loss in those with recurrence
compared to those with acute rejection.[16] A recent
ANZDATA publication showed that 60% of graft
loss were due to allograft recurrence.[17] Recurrent
and de- novo crescentic IgAN is a rare entity and
was documented as 3–5%.[18,19] Few reports from
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kidney disease was 26.7±7.9 years. The native
kidney disease was biopsy proven IgA nephropathy
in 24 (85.7%). The remaining had IgA nephropathy
in the allograft biopsy and thus were presumed to
have native kidney IgA nephropathy. The median
time to progression to end stage renal disease was 12
months (0 – 23). Thirty percent of them presented
with chronic kidney disease stage 5. The dialysis
vintage before transplant was 15 (4 – 16) months.
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CONCLUSION
Although post renal transplant recurrence was
common with IgA nephropathy, significant
association with risk factors are lacking in our study.
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Japan hypothesized the higher rate of recurrence in
allograft when the donated kidney had IgA deposits
at the time of transplantation.[20]
The limitations of our study include its retrospective
nature, lesser sample size and lesser duration of
follow up since the median duration of follow up
was 56 months. A prospective study with a larger
sample size and duration of follow-up of more than
10 years will throw more insight into nature and
impact on graft survival in allograft IgA nephropathy
recurrence.

