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ISSUE

Should a potential living kidney donor with microscopic hematuria be allowed to donate?

DATA

A potential kidney donor with persistent microscopic hematuria, defined as >= 3 RBC per
high power field, requires further evaluation. Urine samples should be repeated on 3
occasions to ensure accuracy and to rule out spurious results from exercise, menstruation,
sexual activity, and trauma. Microscopic hematuria related to urinary tract infection should
be followed for resolution. Prostatitis and benign prostate hypertrophy may contribute to
microscopic hematuria.

Evaluation to rule out glomerular diseases, nephrolithiasis/microlithiasis, and malignancy
should be considered when the above potential causes of microscopic hematuria are absent.

Nephrolithiasis can readily be detected on donor CT renal imaging studies. The presence of
hypercalciuria and hyperuricosuria causing microlithiasis may be confirmed by collecting a
24-hr urine collection (1).

Malignancy should be ruled out in donors with the appropriate risk factors (2) and
necessitates evaluation by urology. Risk factors include older age (female > 50, male >40),
history of smoking (>10 pack-years), and degree of microscopic hematuria (> 10 RBC/HPF).
Urological work up includes urine cytology, renal/bladder imaging (CT urogram), and
cystoscopy.

Glomerular diseases should be considered if other causes are not present. This will require
a kidney biopsy. Abnormalities are not uncommon on kidney biopsy in donors with persistent
microscopic hematuria (3). Thin basement membrane nephropathy is a common cause
affecting up to 1% of the population (4). Thin basement membrane nephropathy, while
generally benign, is associated with an increased risk for chronic kidney disease (CKD)
when there is proteinuria or a family history of CKD (5). Other glomerular pathologies to
consider include Alport syndrome and IgA nephropathy (3). An important consideration
when evaluating a potential donor is that in contrast to the favorable short-term prognosis of
isolated microscopic hematuria, the lifetime risk of ESRD is increased in a study with over
1.2 million participants (6). The incidence of ESRD was 34.0 versus 2.05 per 100,000
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person-years in patients with or without persistent asymptomatic isolated microscopic
hematuria respectively. The adjusted hazard ratio for ESRD was 18.5 in individuals with
persistent asymptomatic microscopic hematuria during 22 years of follow-up (6). This may
call for a lower threshold than > 3mm rbc/hpf for evaluation but there is no published data to
support this.

RECOMMMENDATIONS

1. Potential kidney donors with persistent microscopic hematuria require further
evaluation prior to approval for kidney donation. Those with a negative urological
workup may need a kidney biopsy to exclude glomerular disease.

2. Individualized counseling/risk stratification is recommended prior to proceeding
with donation for living donors with microscopic hematuria.
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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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