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Introduction

Arterial hypertension is a common complication in children after kidney trans-
plantation (prevalence 60 – ​90 %) and is an important risk factor for graft failure 
and increased cardiovascular morbidity and mortality in children. Therapeutic 
control of hypertension is often inadequate; 50 – ​80 % of treated transplanted 
children have persistent hypertensionand isolated nocturnal hypertension is a 
common finding.

Diagnosis

Ambulatory 24-hour blood pressure monitoring (ABPM) is the method of 
choice to diagnose hypertension and blood pressure rhythm disturbances in 
transplanted children. It should be performed once a year in all transplanted 
children and 3 – ​6 months after any change in antihypertensive therapy. Regu-
lar clinical follow-up should always include standardised office blood pressure 
measurement (ESH Guidelines 2016) at each outpatient visit. In addition, home 
blood pressure measurements are recommended and should be encouraged. 
Regular checks for hypertension-mediated organ damage (HMOD) should be 
carried out including echocardiography (once a year), albuminuria/proteinuria 
(once a month) and fundoscopy (especially in high-risk patients, to be included 
in the annual check by an ophthalmologist).
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Antihypertensive medication

No controlled trials have been conducted on the treatment of hypertension in 
transplanted children. In transplanted adults, the antihypertensive effects of dif-
ferent classes of antihypertensive drugs are comparable, with ACE inhibitors/
angiotensin receptor blockers also having antiproteinuric effects.

All five basic classes of antihypertensive drugs can be prescribed (calcium 
channel blockers, diuretics, beta-blockers, ACE inhibitors, angiotensin recep-
tor blockers). Some antihypertensive drugs approved for the use in children 
are listed in table 1. The choice of drugs is empirical, but in certain conditions 
and comorbidities the use of specific antihypertensive drugs may be beneficial 
(e. g. ACE inhibitors/angiotensin receptor blockers for concomitant proteinuria 
or left ventricular hypertrophy, or diuretics for volume or salt overload). Com-
bination antihypertensive therapy is often required to achieve adequate blood 
pressure control. In severe, refractory hypertension, use of additional antihyper-
tensive drug classes (e. g., mineralocorticoid receptor antagonists (MRA), al-
pha1-blockers, centrally acting agents or vasodilators) may be required.

Contraindications: Same as for antihypertensive therapy in non-transplanted 
children (e. g., ACE inhibitors/angiotensin receptor blockers in renal graft artery 
stenosis). It should be kept in mind that graft function in transplanted children 
may be more sensitive to dehydration events than in children with native kidney 
CKD. In girls with child-bearing potential RAAS blockers can be prescribed, but 
contraceptive measures are mandatory.

Goal of therapy: The target blood pressure for transplanted children and adults 
is not known and the recommended limits are based on expert consensus (EBM 
level C). The office blood pressure target should be at least < 95th percentile for 
both systolic and diastolic blood pressure. For ABPM, the target blood pressure 
should be < 95th percentile for both day and night. There is currently no data 
on whether a target blood pressure of < 90th percentile or even lower (as rec-
ommended for children with native kidney CKD) is more beneficial for trans-
planted children.
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