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ISSUE

Should those with pre-existing hypertension be allowed to donate a kidney?

DATA

Transplant centers are accepting living donor candidates with borderline and drug treated
hypertension on the premise that these individuals are at low risk for future development of
kidney disease. A recent survey reports that an increasing number of transplant centers are
accepting non-Black living donor candidates with hypertension controlled with a single agent
and in absence of end organ damage. There was considerable variation in practice in
accepting Black living donor candidates with hypertension and non-Black donors with mild
diastolic dysfunction (1). The Amsterdam Forum consensus guidelines in 2004 stated that
some patients (age >50, GFR >80 and with low urine albumin excretion of <30 mg/d) with
easily controlled hypertension could represent a low-risk group for the development of
kidney disease and could be considered as donors (2).

ABPM is often used to assess blood pressure on donor candidates with office BP > 130/80.

Data regarding long-term kidney outcomes in donors with pre-existing hypertension is
limited. A large meta-analysis demonstrated that donors have an increase in their systolic
BP by 5 mmHg after 5-10 years post-donation (3). A recent study examining outcomes on
former donors registered in the UNOS database (80% white) reported that donors with
hypertension were at a 4- to 6- fold higher risk of developing end stage kidney disease
(ESKD), but the absolute risk ESKD was small at 0.8% (4). No effects of arterial blood
pressure on kidney function, such as GFR or urinary microalbumin, were found in studies
on donors with pre-existing hypertension up to 1 year (5) and 2 years (6) post donation.
However, the populations in these studies were predominantly Caucasian, and there is
legitimate concern that Blacks and Hispanics may have higher risks of hypertension-
associated kidney disease after donation.
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RECOMMENDATIONS

1.

Preexisting hypertension that is well controlled should not preclude donation in
select living donor candidates who agree to long-term follow-up.

Due to possible genetic predispositions to ESKD and higher rates of ESKD in
Black living donors, use of hypertensive donors from this group, especially if they
are young, is not advised.

Medical evaluation of those suspected to be hypertensive should include
ambulatory blood pressure monitoring to establish goal control of blood pressure
and studies to assure no end organ damage from hypertension, such as retinal
disease or left ventricular hypertrophy.
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The Living Donor Community of Practice of AST acknowledges Todd Pesavento, MD, who
contributed to an earlier version of this chapter.

The recommendations in these chapters are the opinions of the Living Donor Community of
Practice of AST. They are not meant to be prescriptive and opinions by other groups or
institutions may be equally valid.
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