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Decision making in pretransplant nephrectomy for
polycystic kidneys, is it valid for horseshoe kidneys?
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Dear Sirs,

Autosomal dominant polycystic kidney disease (ADPKD)

is the most common genetic cause of chronic kidney dis-

ease. In ADPKD patients who are candidates for kidney

transplantation, indications and timing for uni- or bilat-

eral native nephrectomy remain controversial [1]. Indica-

tions for nephrectomy include creation of space,

recurrent urinary tract infection, chronic pain, and hema-

turia [2]. Even in the absence of symptoms, some authors

advocate pretransplant native nephrectomy to decrease

the risk of post-transplant infection and hematuria [3,4].

However, preservation of residual native renal function is

associated with prolonged survival in dialyzed patients [5,

6]. Rendering these patients anephric predisposes them to

anemia, congestive heart failure, and hyperkalemia [7].

Furthermore, blood transfusions - sometimes required in

case of bilateral nephrectomies – may sensitize the recipi-

ent, increasing the risk of allograft rejection [8]. There-

fore, bilateral pretransplant nephrectomies are usually

avoided unless a consequent living donor transplantation

can be planned, thus limiting the dialysis period. Unilat-

eral post-transplant nephrectomy is advocated by others

to relieve chronic pain, early satiety, recurrent bleeding

and/or infections, or in case of suspected malignancy [9].

Finally, certain authors combined simultaneous nephrec-

tomy and transplantation to increase patient satisfaction

caused by a single incision/procedure. Albeit performed

safely in some series, the risks of this combined approach

include unforeseen complications during the native

nephrectomy, rupture of infectious cysts, torsion of the

intra-abdominally located graft, significant fluid shifts,

hypotension with ensuing allograft hypoperfusion, pro-

longed anesthetic exposure, all potentially jeopardizing

immediate graft function or even leading to cancellation

of the transplant [10,11]. Fuller therefore recommended

this approach only in living donor kidney transplant

recipients in case of a suspected renal mass and hematuria

requiring blood transfusions [2].

Recently, we were confronted with a unique case in

which a pretransplant bilateral nephrectomy seemed inev-

itable. A 56-year-old man with end-stage chronic kidney

disease caused by ADPKD without history of hematuria,

pain, or cyst infection was referred for transplantation.

Physical examination revealed two large kidneys leaving

insufficient space in the iliac fossae for an allograft. CT

scan revealed a polycystic horseshoe kidney with a large

isthmus connecting the lower poles besides limited space

in the iliac fossae (Fig. 1). Two arteries supplied the right

and one the left side, whereas a branch coming from the

right common iliac artery supplied the isthmus. Horse-

shoe kidney is the most common renal fusion anomaly

with an estimated incidence of 1/400 to 1/800 [12–14].

ADPKD has an estimated incidence of 1/250 to 1/5000

[13,14]. Consequently, the incidence of a polycystic

horseshoe kidney is extremely rare and estimated between

1/134 000 and 1/8 000 000 [13].

The horseshoe kidney, with its lower poles and large

isthmus located in both iliac fossae justified a pretrans-

plant ‘‘bilateral’’ nephrectomy. The aberrant arterial blood

supply (Graves type 3) [15] was an extra reason to per-

form a bilateral nephrectomy because of the lack of a

clear surgical plane and the risk of compromised blood

supply to the remaining kidney. Nephrectomy was done

through a longitudinal midline incision; the resected kid-

Figure 1 Coronal reconstructed CT image revealing the size and

abdominal-pelvic position of the right and left halves of the polycystic

horseshoe kidney at the level of the isthmus.
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neys measured 221 · 125 · 105 mm and 220 · 120 ·
131 mm, weighing 880 and 914 g, respectively. After an

uneventful postnephrectomy course, a successful trans-

plantation was performed 27 months later.
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