
 

QUALITY IN SPORT 

eISSN 2450-3118 · Open Access · Peer-reviewed 
apcz.umk.pl/QS    Nicolaus Copernicus University in Toruń 

 

 

 

NAPIERAJ, Filip, HERC, Bartosz Przemysław, TESLA, Małgorzata, GĄSKA, Anna Agnieszka, GUTKOWSKA, Marta, 

JABŁOŃSKA, Joanna, WASIK, Joanna, ARMUŁA, Marta, BONGAGE, Claire and PIECHOWIAK, Arkadiusz. Pregnancy in 

Kidney and Liver Transplant Recipients: Maternal and Fetal Risks and Management Challenges - narrative review. Quality in Sport. 

2026;56:72430. https://doi.org/10.12775/QS.2026.56.72430 

 

ARTICLE TIMELINE 
Received: 23.05.2026   Revised: 26.05.2026 
Accepted: 26.05.2026   Published: 30.05.2026 

INDEXING & EVALUATION 
MEiN points: 20   Unique ID: 201398 
Disciplines: Economics & Finance; Management & 

Quality Sciences 

 

The journal has been awarded 20 points in the parametric evaluation by the Polish Ministry of Higher Education and Science (Annex to the announcement of 05.01.2024, No. 32553). Unique Journal Identifier: 

201398. Scientific disciplines: Economics and Finance (Social Sciences); Management and Quality Sciences (Social Sciences). 

Punkty Ministerialne z 2019 – aktualny rok 20 punktów. Załącznik do komunikatu Ministra Szkolnictwa Wyższego i Nauki z dnia 05.01.2024 Lp. 32553. Posiada Unikatowy Identyfikator Czasopisma: 201398. 

Przypisane dyscypliny naukowe: Ekonomia i finanse (Dziedzina nauk społecznych); Nauki o zarządzaniu i jakości (Dziedzina nauk społecznych). © The Authors 2026. 

 

OPEN ACCESS · CC BY-NC-SA 4.0   This article is published with open access under the License Open Journal Systems of Nicolaus Copernicus University in Toruń, Poland, and is distributed under the terms 

of the Creative Commons Attribution Non-commercial Share Alike License (http://creativecommons.org/licenses/by-nc-sa/4.0/), which permits unrestricted non-commercial use, distribution, and reproduction 

in any medium, provided the work is properly cited. The authors declare no conflict of interest regarding the publication of this paper. 

 

 

 1 

Pregnancy in Kidney and Liver Transplant Recipients: Maternal and Fetal 

Risks and Management Challenges - narrative review  
 

Filip Napieraj1, ORCID https://orcid.org/0009-0001-1589-6853  

E-mail filipnapieraj7@interia.pl 

1Medical University of Warsaw, Warsaw 

 

Bartosz Przemysław Herc1, ORCID https://orcid.org/0009-0008-2386-326X 

E-mail bherc00@wp.pl 

1Medical University of Warsaw, Warsaw 

 

Małgorzata Tesla1, ORCID https://orcid.org/0009-0001-4871-9650 

E-mail malgosia.tesla@gmail.com 

1Medical University of Warsaw, Warsaw 

 

http://creativecommons.org/licenses/by-nc-sa/4.0/
https://orcid.org/0009-0001-1589-6853
mailto:filipnapieraj7@interia.pl
https://orcid.org/0009-0008-2386-326X
mailto:bherc00@wp.pl
https://orcid.org/0009-0001-4871-9650
mailto:malgosia.tesla@gmail.com


 

Anna Agnieszka Gąska1, ORCID https://orcid.org/0009-0002-1319-5313 

E-mail annagaska5858@gmail.com 

1Medical University of Warsaw, Warsaw 

 

Marta Gutkowska1, ORCID https://orcid.org/0009-0008-1869-6735 

E-mail s082457@student.wum.edu.pl 

1Medical University of Warsaw, Warsaw 

 

Joanna Jabłońska1, ORCID https://orcid.org/0009-0008-6524-8046 

E-mail Jabco2001@gmail.com 

1Medical University of Warsaw, Warsaw 

 

Joanna Wasik2, ORCID https://orcid.org/0009-0001-2425-9311 

E-mail joanna.wasikk@gmail.com 

2 Cardinal Stefan Wyszyński University, Warsaw 

 

Marta Armuła1, ORCID https://orcid.org/0009-0000-5175-1355 

E-mail Marta.armula@gmail.com 

1Medical University of Warsaw, Warsaw 

 

Claire Bongage1, ORCID https://orcid.org/0009-0006-4052-2198 

E-mail claire01.bongage@gmail.com 

1Medical University of Warsaw, Warsaw 

 

Arkadiusz Piechowiak1, ORCID https://orcid.org/0009-0004-0344-3381 

E-mail arekp246@outlook.com 

1Medical University of Warsaw, Warsaw 

 

Corresponding Author 

Filip Napieraj E-mail filipnapieraj7@interia.pl 

 

 

 

 

 

https://orcid.org/0009-0002-1319-5313
mailto:annagaska5858@gmail.com
https://orcid.org/0009-0008-1869-6735?fbclid=IwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR7DiyUyqMBH5vnN9efzs_kBR-oh6Q3ttfjWY2Mnk3b9MWNtYFlq9usIhxgSFw_aem_aXvGNKN6Nu9_1UNUH4Zcbw
mailto:s082457@student.wum.edu.pl
https://orcid.org/0009-0008-6524-8046?fbclid=IwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR6eHXS7Fr8v8yZgoTpCyysCCB5tsedIYeDPftxji5oLjOQWdrrwhP0iafC3Zw_aem_44dzwj0ZGtWTRuvaP6tmjg
mailto:Jabco2001@gmail.com
https://l.facebook.com/l.php?u=https%3A%2F%2Forcid.org%2F0009-0001-2425-9311%3Ffbclid%3DIwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR6eHXS7Fr8v8yZgoTpCyysCCB5tsedIYeDPftxji5oLjOQWdrrwhP0iafC3Zw_aem_44dzwj0ZGtWTRuvaP6tmjg&h=AT6w1pcXjnZollbpcF89wYeUzzZMKfiMrwYJbL7h9BnIy-yQeSCrL_EZ4Al957MS0_YOR_-_YLsjIs8uCDCsS_e0FbNzGZJFNvBjxEUC6strk-xzX06emko8l0f4MaDS1b90Tr9ODqTklWPmkkscbMQa_GE
mailto:joanna.wasikk@gmail.com
https://orcid.org/0009-0000-5175-1355?fbclid=IwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR7Ycy-i1mi3derywM1jYidWVwRBjr-WPJYYfjSwvjM43j2vn8uOLPOH8VfHcw_aem_qLKieEmKn1cU0TrLvsU35Q
mailto:Marta.armula@gmail.com
https://orcid.org/0009-0006-4052-2198?fbclid=IwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR7av1caugFdar3vA9ELXUVoZLh510wOfax4U1eqPF05C5Nv_AdO_QEX24lFng_aem_8BvaNeL73nqknQmUGQ-D0g
mailto:claire01.bongage@gmail.com
https://orcid.org/0009-0004-0344-3381?fbclid=IwZXh0bgNhZW0CMTAAYnJpZBEwVWkwN3A5TkpBcERQYkVTQnNydGMGYXBwX2lkEDIyMjAzOTE3ODgyMDA4OTIAAR6g4uQt8fPNi5D2UrBcyqjF3C-JBOvXE9cx8RI6HHTe_BuVw_9You9cMjlcvg_aem_4tCrniZvalV1Z_BtjIhg4g
mailto:arekp246@outlook.com
mailto:filipnapieraj7@interia.pl


 

Abstract  

Background. The rising success of SOT among younger pacients has made pregnancy an 

increasingly viable reality. However, these cases remain inherently high-risk, requiring a 

delicate clinical balance between maintaining graft stability, ensuring maternal safety and 

supporting fetal development. 

Aim. This review synthesizes current evidence regarding pregnancy management and 

outcomes in kidney and liver transplant recipients, focusing on clinical strategies to optimize 

maternal and neonatal health. 

Material and methods. A systematic search was conducted across PubMed, Scopus, and 

Google Scholar. The analysis included randomized trials, systematic reviews and clinical 

guidelines published in English, with a focus on high-quality, recent evidence. 

Results. SOT typically restores fertility within 6–12 months post-transplant, yet pregnancies in 

this cohort are frequently complicated. Maternal risks are dominated by hypertensive disorders, 

which occur at significantly higher rates than in the general population. Fetal outcomes are 

primarily impacted by preterm birth, leading to higher incidences of low birth weight and 

intrauterine growth restriction. Success hinges on a multidisciplinary approach and the strict 

optimization of immunosuppression. Current protocols emphasize the mandatory transition 

from teratogens to safer alternatives, such as Tacrolimus. However, altered pharmacokinetics 

during pregnancy necessitate proactive serum monitoring and dosage adjustments to 

compensate for accelerated drug clearance. 

Conclusions. While transplant pregnancies are complex, favorable outcomes are achievable 

through meticulous, multidisciplinary care. Key success factors include the avoidance of 

teratogens and rigorous monitoring of both blood pressure and drug levels. When managed 

proactively, most recipients can achieve successful gestational results without compromising 

long-term graft survival. Continued research remains essential to further refine these high-risk 

protocols. 

Key words: pregnancy, solid organ transplantation, maternal outcomes, fetal outcomes, kidney 

transplantation, liver transplantation 

 



 

1. Introduction 

The history of pregnancy in transplant medicine began in 1958, with the first successful 

birth reported in a kidney transplant recipient who had received a graft from her identical twin 

(1). A significant milestone followed in 1963, marking the first successful pregnancy 

maintained under an immunosuppressive regimen consisting of corticosteroids and azathioprine 

(2). The field of transplant obstetrics underwent another major shift in the early 1980s when 

cyclosporine was introduced (3,4). This advancement allowed for the development of more 

effective management strategies and expanded the possibility of motherhood to recipients of 

other organs. Consequently, the first successful pregnancies were reported following liver 

transplantation in 1978 and heart transplantation in 1988 (5,6). The field of transplant obstetrics 

is undergoing rapid evolution, characterized by continuous advancements in surgical techniques 

and the development of novel immunosuppressive agents. Given these rapid clinical 

advancements, continuous integration of the latest evidence is crucial for optimizing the care 

of this multifaceted patient group.  Precise, evidence-based protocols are required to balance 

the requirements of graft stability with the physiological demands of pregnancy. 

The primary objective of this review is to synthesize current evidence regarding pregnancy 

outcomes in solid organ transplant recipients and to provide a comprehensive overview of the 

associated clinical challenges. This study specifically addresses the primary maternal and fetal 

risks associated with pregnancy across various types of solid organ transplantation, including 

kidney and liver. It further explores the influence of modern immunosuppressive protocols on 

long-term graft survival and the specific risks of congenital malformations. Furthermore, this 

review highlights the primary clinical complications managed by multidisciplinary teams, 

providing insights that may help standardize protocols and improve outcomes for these high-

risk pregnancies. It is hypothesized that while pregnancy in transplant recipients carries a higher 

risk of complications such as preeclampsia and preterm birth, optimized pharmacological 

management and multidisciplinary care allow for favourable outcomes without compromising 

the stability of the allograft. 

2. Research materials and methods 

The literature search was performed across three major electronic databases: PubMed, 

Scopus, and Google Scolar. The search focused on publications from the last 15 years  

(2011–2026) to ensure a focus on modern immunosuppressive protocols and the most recent 

clinical outcomes. Earlier publications were consulted exclusively for historical context 



 

regarding the evolution of transplant obstetrics. The following keywords and their combinations 

were utilized: "pregnancy," "solid organ transplantation," "graft survival," "kidney 

transplantation," "liver transplantation, "fetal outcomes," and "maternal outcomes." Boolean 

operators (AND, OR) were applied to refine the search and maximize the relevance of the 

results. Inclusion criteria encompassed retrospective studies, cohort studies, reviews, systematic 

reviews, guidelines and randomized controlled trials.  Exclusion criteria included case reports, 

conference abstracts, papers without full text, non-English publications, duplicate records, and 

studies not directly related to pregnancy in solid organ transplantation recipients.  

 

This review relies on the statistical findings reported in the original studies and meta-

analyses. Consequently, no independent data synthesis or statistical re-analysis was performed, 

and no specialized statistical software was utilized 

 

AI tools were used strictly for linguistic editing and grammatical refinement to ensure 

clarity and adherence to academic writing standards. All analytical processes, data 

interpretation, and conclusions were conducted exclusively by the human authors without AI 

intervention in the research findings. 

 

3. Research results 

3.1. Kidney transplantation 

According to the 2024 report from the Global Observatory on Donation and 

Transplantation, kidney transplantation remains the most frequently performed solid organ 

procedure worldwide. Kidney transplantations accounted for 110,467 cases, representing 

roughly 63.6% of all procedures (7). 

For women of childbearing age, the significance of this procedure extends beyond life 

expectancy. End-stage renal disease is frequently complicated by infertility, primarily due to 

severe disruptions in the hypothalamic-pituitary-gonadal axis. These hormonal imbalances and 

the resulting insufficiency of sex hormones create significant barriers to conception. However, 

successful transplantation offers an intervention for these reproductive issues. With the 

recovery of kidney function, the endocrine environment typically stabilizes in a relatively short 

timeframe, often returning to baseline within six months of the procedure. Consequently, for 



 

women facing ESRD, a kidney transplant often represents the most viable path toward a 

successful pregnancy (8). 

Establishing the appropriate interval between transplantation and conception is a critical 

clinical decision that requires a thorough assessment of maternal health and allograft stability. 

Current consensus from the American Society of Transplantation suggests that recipients 

should generally delay pregnancy for at least one year following a successful transplant. This 

indicates a significant evolution beyond the outdated European Best Practice Guidelines, which 

recommended a more conservative two-year waiting period. This transition toward a shorter 

interval reflects advancements in immunosuppressive strategies that have effectively reduced 

the incidence of early acute rejection. Despite these general benchmarks, the timing of 

pregnancy must be determined on an individual basis, ensuring that several strict clinical criteria 

are satisfied to protect both the mother and the graft. A candidate for pregnancy must 

demonstrate optimal allograft function, typically defined by a stable serum creatinine level of 

less than 1.5 mg/dL (133 µmol/L) and the absence of significant proteinuria and well controlled 

hypertension or normal blood pressure. It is also essential that the patient has not experienced 

any acute rejection episodes within the preceding year and is maintained on a stable dose of 

immunosuppression (9,10). 

Evidence suggests that while conceiving within two years of transplantation 

significantly elevates the risk of hypertension and preeclampsia, it does not appear to worsen 

other perinatal outcomes. Their findings suggest that patients who chose to become pregnant 

before the two-year mark did not experience a significant increase in the rates of preterm 

birth, low birth weight, or premature rupture of membranes. Furthermore, the study noted that 

early pregnancy was not associated with a higher incidence of maternal infections or long-

term graft dysfunction (11). 

Clinical data highlights that pregnancy in solid organ transplant recipients involves a 

high frequency of obstetric interventions and medical complications. The most prevalent 

maternal outcome is delivery via caesarean section, occurring in 68.67% of cases. This rate is 

approximately twice as high as that observed in the general U.S. population. Hypertensive 

disorders constitute a significant clinical challenge in the management of this patient 

population. Chronic hypertension is particularly prevalent, affecting an estimated 52–69% of 

recipients even before conception.  Pregnancy-induced hypertension is reported in 24.30% of 



 

recipients, while preeclampsia affects 20.87%. Notably, the risk of developing preeclampsia in 

renal transplant recipients is estimated to be six times higher than in the general population. 

Other frequently encountered complications include urinary tract infections and anaemia, both 

of which require proactive screening and management throughout the gestational period (12–

15). In contrast to hypertensive risks, the incidence of gestational diabetes in renal transplant 

recipients ranges from 3% to 8%. This rate is generally considered comparable to that of the 

normal population (16). Fetal outcomes and long-term graft stability are central concerns in 

transplant obstetrics. Evidence from meta-analyses indicates that solid organ transplantation is 

strongly associated with an increased risk of adverse neonatal outcomes. Specifically, 

transplantation is linked to a significantly higher likelihood of low birth weight, with an OR of 

5.50. Furthermore, the risk of preterm birth is substantially elevated in this population, showing 

an even stronger association with an OR of 7.48 (17). 

 

Regarding maternal health, the outlook for graft survival is generally encouraging. In 

patients with a well-functioning graft before conception, kidney allograft performance during 

pregnancy remains comparable to that observed in non-pregnant transplant recipients. While 

some meta-analyses have noted a minor reduction in the estimated glomerular filtration rate 

within the first two years following delivery, this decline does not appear to translate into an 

increased risk of long-term graft loss. When pre-gestational organ function is well-maintained, 

the majority of transplant patients do not experience a decline in graft longevity, despite the 

significant hemodynamic stress associated with pregnancy (18,19). 

 

3.2. Liver transplantation  

Following kidney transplantation, liver transplantation represents the second most 

frequent solid organ procedure performed globally. According to current international data, 

LTx accounts for 42,497 documented procedures, representing approximately 24.5% of the 

total global transplant volume across 71 reporting countries (7). 

 

In women suffering from advanced liver disease, infertility is frequently driven by 

significant hormonal imbalances, including altered estrogen metabolism and a fundamental 

disruption of the hypothalamic-pituitary-gonadal axis. These disturbances, characterized by 

suppressed levels of FSH and LH, typically lead to chronic anovulation and amenorrhea (20). 



 

However, the restoration of hepatic function through transplantation often acts as a definitive 

treatment for these reproductive issues. Most recipients experience a rapid return of regular 

menses within the first-year post-transplant, though it is noteworthy that ovulation and the 

potential for conception can resume as early as the first month after the procedure (21,22). 

 

Although fertility can return remarkably fast after liver transplantation, the American 

Society of Transplantation emphasizes a cautious approach to family planning. Current 

guidelines generally recommend that recipients postpone pregnancy for a minimum of one year 

following the procedure. This interval is vital for establishing clinical stability, as it provides 

the multidisciplinary team with sufficient time to monitor for any recent rejection episodes and 

ensure the graft is functioning reliably. Furthermore, this period allows for the effective 

management of opportunistic infections, such as cytomegalovirus and the careful titration of 

maintenance immunosuppressive regimens to the lowest effective doses before conception (10). 

Supervised by a specialized multidisciplinary team, the overall clinical outcomes are 

encouragingly positive. Pregnancy in liver transplant recipients involves a correlation of 

maternal and fetal risks, with pregnancy-induced hypertension, pre-eclampsia and intrauterine 

growth restriction being the most significant concerns (23). Research indicates that liver 

transplant recipients present with more severe clinical profiles. The incidence of fetal mortality, 

antepartum hospitalizations, and general maternal or fetal complications is two to three times 

higher than in the general population. Research by Coffin et al. highlighted this disparity, noting 

a 30% PIH rate among LT recipients compared to just 9% in healthy controls (24). It is also 

significant that LT recipients generally experience fewer hypertensive complications compared 

to kidney transplant recipients, who face a substantially higher prevalence, often cited at 54% 

(25). The literature indicates that pre-eclampsia rates have stabilized between 7% and 12%, 

though it remains the primary clinical driver of preterm delivery in this population (26–29). 

Beyond cardiovascular concerns, metabolic complications such as gestational diabetes present 

a notable challenge. Evidence from a large-scale American population-based study indicates 

that LT recipients face a significantly higher risk of developing GD with an incidence rate of 

8.6% compared to 5.4% in the non-transplant control group (30). Haemorrhagic complications 

also require careful attention. While antepartum haemorrhage rates remain similar to those of 

the general population, the risk of postpartum haemorrhage is statistically higher in LT 

recipients, occurring in 8% of cases compared to 3% in controls. This may be linked to the 

higher frequency of surgical interventions and the underlying effects of chronic 



 

immunosuppression(24).Fetal outcomes reflect the high-risk nature of these 

gestations. Systematic reviews indicate a spontaneous abortion rate of approximately 8%. 

Prematurity remains a significant challenge with recent reviews reporting an incidence of 

approximately 30%(36). Furthermore, IUGR is significantly more frequent in this 

population. Deshpande et al. found that 45% of infants born to LT recipients were affected by 

growth restriction, compared to the 32% rate observed in the general U.S. population (25). 

Regarding graft stability, rejection during pregnancy is highly variable, with reported 

rates ranging from 0% to 20%. In the postpartum period, this risk persists at a level of 3% to 

12%, necessitating rapid adjustments to medication levels after delivery (31–35). 

3.5 Immunosuppressive treatment  

 

Managing a successful pregnancy in transplant recipients depends on maintaining 

consistent immunosuppressive therapy to safeguard both maternal and fetal health. Adherence 

to the prescribed therapeutic regimen is essential for maintaining graft function and preventing 

autoimmune exacerbations, as suboptimal dosing or treatment discontinuation may result in 

serious adverse outcomes, including irreversible graft loss. Most conventional 

immunosuppressive agents, including prednisone, azathioprine, cyclosporine, and tacrolimus, 

are regarded as relatively safe for use during pregnancy, as they do not appear to increase the 

baseline risk of congenital malformations. In contrast, exposure to mycophenolic acid presents 

a significantly different risk profile. Data from the National Transplantation Pregnancy 

Registry indicates that MPA exposure is strongly linked to a higher frequency of spontaneous 

abortions (48%) and a 24% incidence of structural birth defects and fetal 

abnormalities. Consequently, MPA is strictly contraindicated and patients should be 

transitioned to safer alternatives at least six weeks before attempting conception(37–

39).Currently, tacrolimus serves as a cornerstone of transplantation medicine. The 

pharmacokinetics of tacrolimus are significantly altered by the physiological changes of 

pregnancy. Factors such as increased volume of distribution and heightened CYP3A4 enzyme 

activity often result in lower systemic drug levels. To maintain a therapeutic trough range, 

typically between, depending on the indication, pregnant patients often require higher oral doses 

(40–42). The Society for Maternal-Fetal Medicine recommends monitoring tacrolimus serum 

levels at least every four weeks during the first two trimesters, increasing the frequency to every 

one to two weeks after the 32nd week of gestation as delivery approaches. Immediately 



 

following childbirth, pre-pregnancy dosages should be reinstituted to avoid toxicity, with drug 

levels checked within the first week postpartum. Additionally, serial ultrasounds are suggested 

starting at 24–28 weeks to monitor fetal growth in patients receiving tacrolimus (43). 

 

4. Conclusions 

The evolution of transplant medicine has transformed pregnancy from a contraindicated 

risk into a viable clinical reality for organ recipients. This review confirms that while these 

pregnancies are inherently high-risk, favourable outcomes for both the mother and the newborn 

are achievable through a meticulously coordinated, multidisciplinary approach. To ensure that 

maternal and fetal outcomes remain satisfactory, it is imperative to strictly adhere to current 

clinical guidelines and evidence-based protocols. 

Current evidence suggests that the timing of pregnancy should be delayed for at least 

one year following a successful transplant to ensure graft stability and the achievement of 

maintenance immunosuppression. Preeclampsia remains the most significant maternal 

challenge in this population, as it is a condition that can precipitate preterm birth or progress to 

eclampsia, carrying severe risks for maternal health. Consequently, rigorous blood pressure 

control and frequent monitoring are essential components of antenatal care. Pregnancy-induced 

hypertension is remarkably prevalent, appearing at a rate three times higher in liver transplant 

recipients than in healthy controls, while in the kidney transplant population, hypertension 

affects approximately half of all recipients. 

The selection of appropriate immunosuppressive agents is critical for the safety of the 

developing fetus. Specifically, mycophenolate mofetil is strictly contraindicated due to its high 

association with spontaneous abortions and structural birth defects. Conversely, tacrolimus has 

become the cornerstone of modern immunosuppressive treatment in organ recipients during 

pregnancy. While many questions regarding the long-term optimization of outcomes remain 

unanswered and ethical constraints make randomized clinical trials difficult to implement, a 

successful pregnancy is certainly possible. Achieving this requires integrated care, necessitating 

close collaboration between obstetric and transplant specialists to ensure maternal and fetal 

safety. 
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