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Patients who might only be considered 
candidates for a living donor transplant 

 These are not necessarily exclusive categories

▪ Patients with limited life-expectancy 

▪ Patients in whom the likelihood of death or removal from 
the waiting list is > than the likelihood of transplantation

▪ Patients with high perioperative risk 



Why treat people with transplant rather than 
dialysis?

 Increase survival

 Increase quality of life 

 Save health resources 



If we delay transplantation in elderly patients ≥ 4 years  - it is 
unlikely that transplantation will increase survival 

Schold et al. CJASN. 2006



We still expect a quality of life improvement 





Health care savings:
A elderly transplant must function for two years to “break 
even”                                                      c/o  Matthew Kadatz



Ethical Question?

 When the main benefit is Quality of Life – what is 
the minimum duration of allograft survival that 
would warrant the use of a scarcely available 
deceased donor kidney?

1. One year ?

2. Three years ?

3. Five years ?





Discussion point

 In patients where the primary benefit is QOL 
and expected post transplant survival is 
limited (less than some minimal threshold 
e.g. 3 years), should only LD transplantation 
be considered?
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Case: 69 yr male retired accountant on 
dialysis for 1 year 

“Still helps with books during tax season”
Mature onset DM diagnosed 3 years ago – oral meds 
Ex- smoker – quit when he started dialysis
Stroke 2 years ago– recovered, independent of ADLs
CHF 11 mos ago – Stent to RCA, non-critical LAD lesion 
Rarely “crashes” on dialysis, walks 2 – 3 blocks 
EF 50%, mild AS
No retinopathy, PVD
Hypertensive– well controlled 
Gout 
BMI = 30 kg/m2
Blood Group B, cPRA 30 %





Relative risk of NOT being transplanted is 
higher in elderly                     Schold et al CJASN 1: 532-8, 2006



Probability of transplantation after wait-listing                                          
Schold et al CJASN 1: 532-8, 2006                 



Rapid transplantation is critical in elderly

 Competing risk of death/ delisting on WL

 Elderly ESRD patients have a limited life 
expectancy

▪ At some point there will be no survival benefit 
transplantation (irrespective of donor source)



Probability of bad things on waiting list
CJASN 2012 Mar 22 



This patient 

 Equal likelihood of deceased donor transplant 
or death/removal from WL

 Is a candidate for high KDPI kidney but blood 
type and sensitization  make it unlikely he will 
be rapidly receive a transplant

 Accepted only for LD transplantation



Discussion point

 Should such patients be prioritize for high 
KDPI kidneys ?
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Peri-operative risk

 Some patients may be 
deemed ineligible for 
kidney transplantation 
(KTX) not because they 
won't benefit from 
KTX but because they 
are felt to have an 
unacceptably high 
peri-operative risk





MV adjusted risk of death in transplant vs wait-listed elderly 
patients                                                             

Gill et al. Am J  Transplant. 2013 Feb;13(2):427-3.



Peri-operative risk in elderly - dramatically 
reduced with LD Tx       Gill et al. Am J  Transplant. 2013 Feb;13(2):427-

3.

Living Donor SCD ECD
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Low 3 0 8 203 10 264

Inter. 3 0 8 285 14 304

High 6 76 11 368 16 521



Conclusions 

 Given the reality of an inadequate supply of deceased donor 
kidneys to meet the need for kidney transplantation, some 
patients who will benefit from transplantation cannot be 
offered a deceased donor transplant

 These patients may be candidates only for a living donor 
transplant

 Donor must understand expected outcomes for the 
transplant
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