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Transplanting a Kidney and having Low-Risk Prostate Cancer
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Abstract

Male kidney transplant recipients and matched control men without kidney transplants showed similar rates of prostate cancer diagnosis, clinical
prostate cancer features, and prostate cancer-specific death. In comparison to control males, the likelihood of developing an advanced or poorly
differentiated prostate cancer did not rise with time in transplant recipients. More than half of transplant recipients had been on immunosuppression
for more than 9 years, and almost half had received their transplants before PSA testing was a standard part of the pre-transplantation examination.
Thus, it is unlikely that immunosuppression following kidney transplantation will have a negative impact on the beginning or advancement of

prostate cancer.
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Introduction

The average age of patients who have been listed for and treated with a
kidney transplant (KT) for end-stage renal disease renal failure has become
more prevalent. France's ratio is grown from 2.5% to 6% of patients over
65 years old on the waiting list. Using PubMed, a thorough literature search
was carried out to find and evaluate original publications explaining patient
life expectancy (LE) while receiving RRT. Similar to this scholarly works that
detail either untreated or treated natural historytypes of low-risk PCa were
chosen. Any form of cancer that is associated with a high chance (>75%) of
survival past 10 years was classified as falling under the low-risk PCa group.
A consensus among all writers was reached when reviewing and choosing
articles that were published between 1991 and 2018. Immunosuppression,
which is necessary for organ transplantation and was previously thought to
be a risk factor for tumour induction and tumour progression in all forms of
malignancy, is required. Therefore, organ transplantation was formerly thought
to be contraindicated in any case of active neoplasia. However, mounting
research suggests that the elevated risk of tumours by immunosuppression,
which only affects some subgroups of malignancy while having no effect on
others, including prostate cancer (PCa).

Description

A large percentage of elderly men undergoing KT must,be expected to
have PCa that is subclinical. These men would be at a high risk of developing
symptomatic PCa if immunosuppression promoted PCa progression. Despite
the fact that transplant recipients are getting older, there hasn't been any
evidence of an increase in PCa incidence, morbidity, or mortality when
compared to the general population, indicating that KT and immunosuppression
have no impact on PCa's normal course.
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Using PubMed, a thorough search of the literature was carried out to find
unique articles and evaluate posts explainingPatient life expectancy (LE) after
RRT [1]. Along the same lines,articles documenting natural history that has
either been treated or notwere chosen from low-risk PCa groups. Any type
of disease that is linked to a high likelihood (>75%) of survival past 10 years
is considered to fall into the low-risk PCa group. All of the authors evaluated
and agreed upon the selection of articles that were published between 1991
and 2018.

The best current research suggests that it is sufficient to tell patients who
are worried that KT and immunosuppression are unlikely to enhance PCa-
related risks. Therefore, it is desirable to base the decision to list or not list
on an acceptable balance between the LE following transplantation and the
potential life-limiting effect of PCa under various circumstances or treatment
approaches [2].

89% of programmes conducted a regular prostate-specific antigen (PSA)
screening programme, and 71% had PCa screening recommendations
in place. 50 years old was the average age to begin screening, and 79%
of the programmes had no set maximum age. Before moving forward with
transplantation, 45% of the responding hospitals believed that definitive PCa
treatment was necessary. But 67% of the respondents said active surveillance
was a good idea.

The finest studies of the natural course of disease in low-risk PCa compare
active curative treatment with no curative treatment (watchful waiting, WW),
like SPCG-4. After 18 years of follow-up, PCa-related deaths had been noted
in 20/131 patients who were receiving WW (14.0%) and in 11/118 patients
who had undergone prostate surgery (10.2%). Given the dramatic decline in
quality of life that occurs years before tumor-related death [3], the presence
of metastases must be considered the more trustworthy endpoint for clinical
interpretation of such research. After prostatectomy and WW, the metastatic
rates were 15/118 (13.6%) and 35/131 (24.2%), respectively (p = 0.006).

The series was created at a period when the clinical importance and
available BR treatments were not fully understood. Palliative androgen
deprivation therapy (ADT) had previously only been advised in cases of
apparent distant or symptomatic metastases. Despite therapeutic strategies
that, from a practical standpoint, must be considered outmoded, median
survival had not been attained after 16 years of observation [4].

The statistics show, on the one hand, that many individuals with low-
risk PCA do not benefit from curative treatment. In this experiment, this was
especially true for older patients over the age of 65. However, after 18 years of
follow-up, curative treatment greatly decreased the probability of metastasis.
Further LE and competing mortality emerge as significant covariables that
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must be taken into account when interpreting these data: in the WW-arm of
SPCT-4, 65/131 low-risk patients had died without developing PCa, indicating
a relatively high risk of PCa metastases in the 66 remaining patients with a
proven LE of more than 18 years.

Even if KT patients must be considered to have LE that is not much longer
than 15 years, their risk of developing an untreated low-risk PCa may still be
minimal: These patients are anticipated to live significantly fewer years when
they are not included in the transplant programme than they would have
otherwise due to their untreated tumour [5]. Low-risk PCa cannot be viewed as
strictly contraindicative to a KT based on pure lifetime estimates, even when
it is kept untreated.

According to a recent study, individuals who had prostatectomy and had
unfavorable pathology (Gleason score 8, pT,b, pT,, pN*, and/or Gleason 7 with
positive margins) had their clinical outcomes examined. Patients had received
adjuvant ADT Mitoxantron treatment for two years. Ten-year overall survival
rates in both arms were 86-87%, much better than the protocol's original
expectation of 50% [6]. Multimodal postoperative treatment can therefore
prolong the LE to an amount that may allow qualification for KT listing, even in
individuals whose condition cannot be treated by surgery alone.

Conclusion

We are unaware of any conclusive evidence that immunosuppression and
KT increase the risk of PCa, either in terms of incidence or aggressiveness.
Therefore, in patients receiving KT or in candidates for KT, PCa screening
and treatment should be done individually based on lifetime risk assessments.
Particularly, it is not possible to consider low-risk PCa symptoms that are
ignored or perhaps incurable as a strong contraindication to KT. The findings
likely apply to organ transplantation in general and are not specific to KT. When
years of life aren't taken into account, the lack of an organ replacement therapy
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comparable to dialysis is extremely detrimental to patients awaiting liver or
lung transplants.

Acknowledgement

None.

Conflict of Interest

There are no conflicts of interest by author.

References

1. Kalble, T., M. Lucan, G. Nicita and R. Sells, et al. "EAU guidelines on renal
transplantation." Euro Urol 47 (2005): 156-166.

2. Kasiske, Bertram L., Jon J. Snyder, David T. Gilbertson and Changchun Wang.
"Cancer after kidney transplantation in the United States." Am J Transplant 4
(2004): 905-913.

3. Foucher, Yohann, Ahmed Akl, Vanessa Rousseau and Katy Trébern-Launay, et
al. "An alternative approach to estimate age-related mortality of kidney transplant
recipients compared to the general population: Results in favor of old-to-old
transplantations." Transpl Int 27 (2014): 219-225.

4. Butler, Anne M., Andrew F. Olshan, Abhijit V. Kshirsagar and Jessie K. Edwards, et
al. "Cancer incidence among US Medicare ESRD patients receiving hemodialysis,
1996-2009." Am J Kidney Dis 65 (2015): 763-772.

5. Resnick, Matthew J. "Re: The association between vasectomy and prostate cancer:
A systematic review and meta-analysis." J Urol 200 (2018): 19-21.

6. Kleinclauss, Frangois, Marc Gigante, Yann Neuzillet and Marc Mouzin, et al.
"Prostate cancer in renal transplant recipients." Nephrol Dial Transplant 23 (2008):
2374-2380.

How to cite this article: Ali, Mansoor and Zaheed Ahmed. “Transplanting a
Kidney and having Low-Risk Prostate Cancer in Men." J Nephrol Ther 12 (2022):
423.



https://www.sciencedirect.com/science/article/pii/S0302283804004002
https://www.sciencedirect.com/science/article/pii/S0302283804004002
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1600-6143.2004.00450.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/tri.12241
https://onlinelibrary.wiley.com/doi/abs/10.1111/tri.12241
https://onlinelibrary.wiley.com/doi/abs/10.1111/tri.12241
https://www.sciencedirect.com/science/article/pii/S0272638615000177
https://www.sciencedirect.com/science/article/pii/S0272638615000177
https://www.auajournals.org/doi/abs/10.1016/j.juro.2018.04.023
https://www.auajournals.org/doi/abs/10.1016/j.juro.2018.04.023
https://academic.oup.com/ndt/article-abstract/23/7/2374/1861680

