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surgery must be considered. Many
patients with ESRD, particularly if they
have been on dialysis for a long time,
have extensive vascular calcification. 
It may be impossible to clamp the
vessels successfully and achieve
vascular anastomoses. 

In patients with previous transplants
or multiple femoral venous catheters for
central access, there may be previous
vascular disruption limiting the options
for implantation of a transplant. 

An important minority of patients
have renal failure because of urological
problems such as obstruction or
abnormal bladder function. In such
cases it is important to ensure there can
be appropriate drainage from a
transplanted kidney, or inevitably it will
have the same fate as the native kidneys. 

For patients who have had two or
more transplants already or have very
large polycystic kidneys that extend into
the pelvis, consideration has to be given
to nephrectomy to allow space for
transplantation.  

Finally, the risks of immunosuppression
are evaluated. Antirejection drugs reduce
the body’s normal immunosurveillance
function thereby increasing the risk of
malignancy. For those patients with
treated malignancy the risk of
(potentially aggressive) recurrent
disease must be considered.
International guidelines advise on
obligatory waiting periods following
treatment for different types of cancer
before solid organ transplantation. 

Those with chronic infection 
e.g. osteomyelitis in dialysis patients with
concurrent vascular disease, are also
precluded from transplantation until
they are infection free. Patients with
recurrent infections must have careful
consideration of the risk-benefit ratio
with transplantation, and all steps to
minimise the risk of sepsis taken. 

Those who have been non adherent
with immunosuppression previously,
particularly if it has resulted in the loss 
of a transplanted organ, must be very
carefully assessed before a further
transplant can be considered.

The only additional consideration is
the risk of recurrent disease in the new
kidney. There are a tiny number of cases
where the original (typically glomerular)
disease returns so rapidly and aggressively
that a transplant is not a feasible option.  

LIVING VS DECEASED
DONATION OUTCOMES 
Transplantation from a living donor is
associated with better graft and patient
survival than that from a deceased
donor.4,5 This persists despite
adjustment in analysis for the other
factors known to influence outcomes,
and is consistently reported in different
countries and healthcare settings. 
In the latest reported outcomes in the
UK, five-year patient survival rates
following deceased and live kidney
donation were 87% and 94% respectively.6

The reasons for the better outcomes
associated with living donor
transplantation can be categorised into
donor and recipient factors. 

Donor factors
Injury to a deceased donor kidney can
be sustained in the premortal period, at
time of death, and in the post-donation
stage. 

The demography of donors has
changed substantially from the early
years of transplantation, when the
typical donor was young and male. Road
safety and drink-driving campaigns have
contributed to a great reduction in this
cohort of donors, (in the UK in 2017-18
only 3% of deceased donors died
because of trauma7 compared with 25%
in 1999,8 and the average age of donors
has risen substantially. In 1992 only 5% of
donors were over 65 years old,8 while
33% in 2017/18 were over 60 years old.7

Donors often have preexisting
comorbidities such as hypertension or
diabetes. Many kidneys now available for
transplantation from deceased donors
have established chronic damage.

A physiological calamity has occurred
in all deceased donors, so inevitably
there is a degree of insult to renal
function at the time of death. The extent
of this is impossible to establish
definitively, a substantial proportion of
kidneys that are offered for donation are
declined as the clinical impression is that
there may be irreversible damage.
Despite this careful consideration some
transplanted kidneys never work.

In comparison to living donor
transplants, deceased donor organs
have a prolonged period of ischaemia
given the obvious inability to organise
the transplant in advance. This adds
further to the injury to a deceased donor
kidney.

Recipient factors
The longer a recipient has been dialysis
dependent before transplantation the
poorer the outcome. Length of time on
dialysis is the strongest independent
modifiable risk factor for renal transplant
outcome. Having an available living
donor provides the opportunity for a
pre-emptive transplant (i.e. avoidance of
dialysis altogether). This offers a distinct

Table 1

Assessing suitability for renal transplantation

General anaesthesia/
intermediate surgery

Transplant surgery

Immunosuppression

Comorbidity
Cardiovascular disease 
is common in patients 
with ESRD

Vascular
Vascular 
calcification

Malignancy
Previous malignancy with
potential obligatory delay

Frailty
Age per se is not a contraindication
Some young/middle-aged patients have
had lifelong disease and are unsuitable 

Urological
Adequate bladder or 
alternative drainage

Infection
Chronic 
infection

Obesity
Some transplant centres have an
absolute cut-off BMI, others do not

Space
≥2 previous 
transplants

Adherence
Psychiatric illness

Vascular
stenosis

Recurrent
infections

Polycystic
kidneys

Previous 
non adherence

‘Patients live longer
if they have a living
donor compared
with a deceased
donor transplant’


