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Rationale & Objective: The benefits of kidney
transplantation compared with treatment with
dialysis, including in older adults, are primarily
limited by the number of donated kidneys. We
studied the potential to expand the use of older
living kidney donors.

Study Design: Secondary analysis of the Berlin
Initiative Study, a population-based cohort.

Setting & Participants: 2,069 adults aged 270
years in Germany.

Exposure: Age and sex.

Outcome: Suitability for living donation assessed
by the absence of kidney-related exclusions for
donation including albuminuria and low
estimated glomerular filtration rate (eGFR) as
well as absence of other medical exclusions.
Willingness for living and deceased kidney
donation assessed by participant survey.

Analytical Approach: Descriptive analysis.

Results: Among the 2,069 participants (median
age 80 years, 53% women, median eGFR

63 mL/min/1.73 m?), 93% had=1 medical
contraindication for living donation at study
entry unrelated to eGFR or albuminuria. Using
2 published eGFR and albuminuria thresholds
for donor acceptance, 38% to 54% of partici-
pants had kidney-related exclusions for
donation. Among the 5% to 6% of participants
with  neither medical nor kidney-related
exclusions for living donation at baseline, 11%
to 12% remained suitable for donation during
8 years of follow-up. Willingness for living or
deceased donation was high (73% and 60%,
respectively).

Limitations: GFR was not measured, and medi-
cal exclusions unrelated to eGFR and albuminuria
were assessed using a cohort database com-
plemented by claims data.

Conclusions: One in 20 older adults were
potentially suitable for living kidney donation, and
willingness for living donation was high. Further
studies are warranted to define the feasibility of
expanding living kidney donation among older
adults.
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he incidence of kidney failure is increasing most

rapidly among older patients 265 years of age.""” The
benefits of transplantation including longer survival and
better quality of life compared with treatment with dialysis
extend to the highly selected group of older patients with
kidney failure who undergo transplantation.” * However,
transplantation remains infrequent among older candidates
in part because the waiting time for a deceased donor
kidney often exceeds the patient’s life expectancy on
dialysis or the patients develop transplant contraindications
during their time on the wait-list.” Therefore, for many
older patients a living donor transplant is often the only
option for transplantation.

Living donor transplantation also provides medical ad-
vantages for older recipients, including elective surgery
and early allograft function, that lead to a lower risk of
perioperative mortality compared with deceased donor
tlransplalntation.5 However, few older patients receive
living donor transplants. Between 2015 and 2017 in the
United States, only 13.8% of transplant candidates aged
65-74 years received a living donor transplant within 3
years of being on the wait-list." The factors contributing to
the low use of living donor transplantation in older pa-
tients include conscious and unconscious bias by health
care providers related to concern about poor outcomes,
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health provider and patient concerns about acceptance of
younger donors for older patients, and uncertainty about
the suitability of older persons to donate and receive or-
gans due to the observational nature of the data about
donation and transplantation among older adults.”
Expanding living donation among older adults may help
meet the need for transplantation especially among older
patients.

Allograft survival in transplant recipients from living
donors aged =65 years is excellent and comparable to that
of similar aged transplant recipients who undergo trans-
plantation from deceased donors younger than 55
years.”"'? Because information about the long-term safety
of living donors is limited to the first 2 decades after
donation, there is increased interest in the use of older
living donors based on the rationale that older donors have
fewer life years at risk to develop postdonation health
concerns.' ' However, donors aged =65 years still ac-
count for only 9% to 11% of living donors in the United
Kingdom and Germany; only 2% of donors in the United
Kingdom were 270 years.'”'" In the United States, living
donors aged =65 years nearly tripled between 2012 and
2022, but still accounted for <1% of all living donors.'”

Older living donors may have a higher risk of minor
postoperative complications compared with younger
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PLAIN-LANGUAGE SUMMARY

Although potentially beneficial, kidney transplantation
remains infrequent among older adults aged =70 years
with kidney failure. Study evaluated the potential to
increase living kidney donation among older adults,
including their medical suitability as well as willingness
to donate. Among 2,069 community-dwelling older
adults (median age 80 years), 5% to 6% had no
exclusion to donation. Among these individuals, 11% to
12% remained suitable for donation during 8 years of
follow-up. Most exclusions were not related to eGFR
and albuminuria. Willingness to living donation was
high (73%). These findings highlight the potential
benefits from expanding the pool of transplantable
kidneys through the use of living donation in older
adults.

donors.'® They may also experience a greater postdonation
decline in glomerular filtration rate (GFR) than younger
donors.'*'* Compared with healthy nondonor controls,
older living donors have a similar or lower risk of death
and cardiovascular disease and an absolute risk of kidney
failure after 15 years that is <1%.' "’

Most studies define old living donors when the age at
donation is 60 or 65 years, and only a few studies report
living donors aged =70 years.”'**” Existing guidelines do
not define an upper age limit for living donation, and
limited studies suggest support for donation among older
adults.””*” To our knowledge, no study has examined the
potential to increase living donation among older adults. It
is known that multimorbidity increases with age, and a
recent meta-analysis found that multimorbidity occurs in
two-thirds of persons aged =74 years.”® Therefore, a high
prevalence of medical comorbidities may limit living
donation in older adults. The purpose of this study is to
examine the potential to increase living kidney donation
among older adults, including medical suitability and
willingness to donate.

Methods

The study protocol was approved by our hospital ethics
committee (Charité—Universititsmedizin Berlin, Germany;
EA2/009/08) and is in accordance with the Helsinki
declaration. The research is consistent with the principles
outlined in the Declaration of Istanbul on Organ Traf-
ficking and Transplant Tourism.

Data Source

This is an analysis of data collected in the Berlin Initiative
Study (BIS), a population-based prospective cohort study
initiated in November 2009 in Berlin, Germany, to eval-
uate the course of kidney function in older people.””"”*
The BIS was supported by the Allgemeine
Ortskrankenkasse—-Nordost (AOK), the largest health
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insurance provider for older adults in Berlin. The criteria
for study inclusion were AOK membership and age =70
years. Exclusion criteria included treatment with dialysis,
kidney transplantation, or need for high level of nursing
care at baseline (Fig S1). All participants gave written
informed consent. The BIS has been shown to be a
representative sample of older members of the AOK.”® The
participants were followed biennially until November
2019. Study visits included a standardized face-to-face
questionnaire with information assessed on sociodemo-
graphic characteristics, comorbidities, medication, and
anthropometric measures as well as blood and urine
samples. Linkage to the individual claims data of the AOK
enabled complementary and detailed phenotyping.
Detailed information about the design of the BIS is pro-
vided in Item S1 and has been described elsewhere.””** All
BIS participants were included in the study.

Suitability for Donation

We applied the Kidney Disease: Improving Global Out-
comes (KDIGO) and the British Transplantation Society
(BTS) guidelines for living kidney donation.”"*** Medical
(ie, non-kidney-related) exclusions for living kidney
donation included body mass index = 30 kg/ m?, use of =3
antihypertensive drugs, diabetes, current smoking, HIV or
hepatitis B or C virus infections, history of cancer, heart
failure, coronary artery disease, history of stroke, periph-
eral artery disease, cirrhosis, chronic obstructive pulmo-
nary disease, and dementia (details on variable definitions
and International Classification of Diseases, Tenth Revision [ICD-10],
code selection criteria are shown in Item S1).”"*°

Kidney suitability for donation was assessed in accor-
dance with the KDIGO and BTS guidelines.”"** The Eu-
ropean Kidney Function Consortium (EKFC) equation
based on serum creatinine and cystatin C was used to es-
timate GFR, which has high precision in people aged over
70 years.”” With regard to predonation kidney function,
the KDIGO guidelines recommend a predonation
measured or estimated GFR (eGFR) using serum creatinine
and cystatin C of at least 90 mL/min/1.73 m” as suitable
for donation irrespective of donor age and sex; donation is
contraindicated when GFR is below 60 mL/min/1.73 m?,
and donation may be considered between 60 and 90 mL/
min/1.73 m*>.** The BTS defines age- and sex-specific
predonation GFR thresholds for donation.”” However,
because no participants presented with an eGFR = 90 mL/
min/1.73 m” at baseline, we defined a suitable predona-
tion eGFR using the KDIGO lower bound of 60 mL/min/
1.73 m* (KDIGO eGFR threshold) as well as the BTS age-
and sex-specific cutoffs (BTS eGFR threshold, detailed in
Table S1).

With regard to albuminuria, the KDIGO and BTS
guidelines suggest variable thresholds. Both guidelines
suggest a urinary albumin-creatinine ratio (UACR)
of <30 mg/g for donation (with adaptation due to con-
version from mg/mmol to mg/g).”*** The KDIGO and
BTS guidelines suggest a UACR of>100mg/g
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and >300 mg/g as a contraindication for donation,
respectively.”*** For study purposes, we examined both a
low threshold of 30 mg/g as well as 2 high thresholds of
100 mg/g (KDIGO UACR threshold) and 300 mg/g (BTS
UACR threshold).

Support for Donation

Donation willingness was assessed by 3 self-reported
survey questions, at the first follow-up visit. Participants
were asked if they agreed or disagreed with the following
statements: (1) “I would agree to have a kidney removed
for a close family member or my spouse/life partner for
the purpose of a living donation if they needed dialysis,”
(2) “Should I be considered an organ donor in the event
of my death, I could imagine donating my kidney for
transplantation to someone on the waiting list,” and (3)
“I would agree to accept a live kidney donation from my
child if T needed dialysis and if my child could donate
from a medical point of view and would be willing to do

”»

SO.

Statistical Analyses

Participant  characteristics were described using
descriptive statistics. In a first step, the prevalence of
nonkidney exclusions and the number of such exclusions
per patient, as well as the prevalence of kidney exclu-
sions to donation using combinations of eGFR and UACR
thresholds, were described at baseline. We then assessed
the prevalence of suitability for donation by combining
the nonkidney and kidney exclusions. Prevalence of
exclusion and suitability for donation were stratified
according to age (<80 and =80 years) and sex. Socio-
demographic characteristics between suitable and un-
suitable donors were compared.

Among participants suitable for donation at baseline,
we determined changes in suitability during follow-up in
the BIS. The proportion of participants who remained
suitable, developed nonkidney or kidney exclusions to
donation, and died or were lost to follow-up were
described. Finally, we studied the association between the
agreement with the statements related to kidney donation
and several sociodemographic and medical characteristics
using univariate logistic regression models. We also pro-
vided the percentages of suitability to donate a kidney to a
relative at the first follow-up visit as a function of partic-
ipant willingness to donate.

Missing values were taken into account by computing
multiple imputations using multiple chained equations,
assuming that the data were missing at random. All
missing data were imputed, except for missing responses
to the survey questions about support for kidney donation.
For each missing value, 20 imputations were computed,
leading to 20 different datasets, using the available infor-
mation for each noncomposite variable included in the
analyses and each participant. The results of the 20 datasets
were pooled according to Rubin’s rules.’” Statistical ana-
lyses were performed using R software (version 4.1.2; R
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Foundation). All statistical analysis were performed in an
exploratory manner.

Results

At baseline, the median age was 80.4 years, and 1,088
participants (53%) were women. The median eGFR was
63 mL/min/1.73 m”, and median UACR was 11 mg/g.
No participant had undergone nephrectomy. The partici-
pants’ characteristics are presented in Table 1.

Nonkidney and Kidney-related Medical Exclusions
to Donation at Baseline

The prevalence of nonkidney exclusions to donation at the
baseline BIS visit are shown in Figure 1. At least 1 exclu-
sion to donation was present in 1,915 (93%) of partici-
pants and ranged from 86% in women aged 70-79 years to
97% in men aged =80 years. The number of exclusions per
participant was 1 for 297 (14%) participants; 2 for 410
(20%); 3 for 418 (20%); 4 for 370 (18%); and 5 or more
for 420 (20%) participants. Coronary artery disease, heart
failure, and cancer were the most frequent exclusions.
Most exclusions had a higher prevalence in men and in
participants aged =80 years.

The prevalence of kidney exclusions to donation at
study entry are shown in Figure 2. Applying the BTS eGFR
and UACR thresholds, 38% of participants had kidney
exclusions to donation. When applying the KDIGO eGFR
threshold and the UACR > 30 mg/g threshold, 54% of
participants had kidney exclusions to donation. When
applying both the KDIGO and BTS eGFR thresholds, and
the UACR > 30 mg/g threshold, 56% of participants had
kidney exclusions to donation.

Initial suitability for donation assessed by the absence of
nonkidney and kidney-related exclusions to donation is
shown in Figure 3. Suitability for donation ranged from
5% to 6%, depending on the acceptance criteria, and was
highest among women aged 70-79 years (ranging from
10% to 13%, depending on the criteria used). A com-
parison of sociodemographic variables by suitability for
donation is shown in Table S2. The participants suitable for
donation were younger, more likely to be women, more
likely to be married, and less likely to have low educational
level and moderate to poor self-rated health as compared
with the unsuitable participants. When applying both the
KDIGO and BTS eGFR thresholds, the UACR > 30 mg/g
threshold, and nonkidney exclusions to donation, 5% of
participants were suitable for donation.

Follow-up of Participants Suitable to Living Kidney
Donation at Baseline

After 2 years of follow-up, 42% to 46% of participants
suitable at baseline were still suitable for donation (Fig 4):
35% to 37% developed at least 1 nonkidney exclusion to
donation while 11% to 12% had a decline in kidney
function that would exclude them from donation based on
the criteria used. After 8 years of follow-up, 11% to 16%
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Table 1. Characteristics of the Study Population at Baseline

Variables (Available Data)

BIS (n = 2,069)

Age 70-79y (n =1,049)

Age 280y (n = 1,020)

Sociodemographic Variables

Age, y
Women
Married
Missing values, n
CASMIN educational level

79.9 [74.5-85.8]
1,088 (53%)
1,091 (53%)

1

74.6 [72.5-76.8]
586 (56%)

657 (63%)

0

85.9 [82.6-89.1]
502 (49%)

434 (43%)

1

Low 1,250 (60%) 661 (63%) 588 (58%)
Middle 413 (20%) 216 (21%) 196 (19%)
High 407 (20%) 171 (16%) 236 (23%)
Missing values, n 9 7 2

Kidney Parameters

eGFR, mL/min/1.73 m? 63 [50-72] 70 [61-76] 54 [44-64]
Missing values, n 1 1 0

eGFR categories
290 mL/min/1.73 m? 0 (0) 0 (0) 0 (0)

60-89 mL/min/1.73 m?
45-59 mL/min/1.73 m?

1,161 (56%)
560 (27%)

794 (76%)
194 (19%)

367 (36%)
366 (36%)

30-45 mL/min/1.73 m? 273 (13%) 49 (5%) 224 (22%)
<80 mL/min/1.73 m? 75 (3%) 12 (1%) 63 (6%)
Missing values, n 1 1 0

UACR, mg/g 11 [6-31] 8 [4-20] 15 [6-44]
Missing values, n 17 7 10

KDIGO categories for albuminuria
Al 1,535 (74%) 848 (81%) 686 (67%)
A2 463 (22%) 173 (17%) 289 (28%)
A3 72 (3%) 27 (3%) 44 (4%)
Missing values, n 17 7 10

Comorbidities

Body-mass index, kg/m? 27 [25-30] 28 [25-31] 27 [24-29]
Missing values, n 1 1 0

Hypertension 1,636 (79%) 781 (74%) 855 (84%)
Missing values, n 6 6 0

No. of antihypertensive agents 2 [1-3] 1 [0-2] 2 [1-3]

Charlson Comorbidity Index 4 [2-6] 3 [1-5] 4 [2-7]
Missing values, n 17 15 2

No. of drugs per patient 5 [3-7] 4 [2-6] 5 [3-7]
Missing values, n 4 3 1

Values are expressed as absolute (relative) frequencies for categorical variables and median [IQR] for continuous variables. Sums of sample size can slightly differ between
variables due to the multiple imputation process. Abbreviations: BIS, Berlin Initiative Study; CASMIN educational level: general and vocational education level defined
using the Comparative Analysis of Social Mobility in Industrial Nations scale; eGFR, estimated glomerular filtration rate using the European Kidney Function Consortium
equation based on serum creatinine and cystatin C; KDIGO, Kidney Disease, Improving Global Outcomes; UACR, urinary albumin-creatinine ratio.

of initially suitable participants remained suitable for
donation depending on the kidney criteria used: 49% to
52% had developed at least 1 nonkidney exclusion to
donation, and 6% to 11% had died. None of the partici-
pants who were suitable for donation at baseline devel-
oped chronic kidney disease (CKD) stage 4 or 5 during
follow-up.

Willingness to Donate and Acceptance of
Transplantation

Among the 1,699 participants evaluated at the first follow-
up visit, 1,674 had available data about willingness to
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donate a kidney to a relative; 1,673 had information on
kidney donation in case of death; and 1,313 had infor-
mation regarding willingness to receive a kidney from
one’s child (lower sample size due to the participants
without children). Among respondents, 1,223 (73%)
agreed to donate a kidney to a relative during life, 1,001
(60%) agreed to donate a kidney to someone on the
waiting list in case of death, and 471 (36%) agreed to
receive a kidney from a child in the event of kidney failure.
The factors associated with agreement to donate or receive
a kidney are shown in Table S3. Participants aged =80 years
were less willing to donate a kidney. Women were less
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Figure 1. Prevalence of non-kidney-related exclusions to living kidney donation in a cohort of older adults by age and sex at baseline.
Abbreviation: COPD, chronic pulmonary obstructive disease.

likely to accept a kidney from a child. Married participants  participants suitable to donate, 85% to 87% would agree to
were more likely to donate or receive a kidney. Participants  donate a kidney to a relative. Suitability for donation at the
unsuitable for living donation were also less willing to  first follow-up visit according to the willingness to donate
donate a kidney to a relative during life. Among a kidney to a relative is shown in Figure S2.
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Figure 2. Prevalence of kidney-related exclusions to living kidney donation in a cohort of older adults by age and sex at baseline.
KDIGO GFR threshold is 60 mL/min/1.73 m?; BTS GFR thresholds are age- and sex-specific; KDIGO ACR threshold is
100 mg/g; BTS ACR threshold is 300 mg/g. Abbreviations: ACR, urinary albumin-creatinine ratio; BTS, British Transplantation So-
ciety; eGFR: glomerular filtration rate estimated by the European Kidney Function Consortium (EKFC) equation based on serum
creatinine and cystatin C; KDIGO, Kidney Disease, Improving Global Outcomes.
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filtration rate estimated by the European Kidney Function Consortium (EKFC) equation based on serum creatinine and cystatin C;
KDIGO, Kidney Disease, Improving Global Outcomes.
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nary albumin-creatinine ratio; eGFR: glomerular filiration rate estimated by the European Kidney Function Consortium (EKFC) equa-
tion based on serum creatinine and cystatin C; KDIGO, Kidney Disease: Improving Global Outcomes.

210 AJKD Vol 85 | Iss 2 | February 2025



Villain et al

AJKD

Discussion

Novel strategies to increase living kidney donation are
desperately needed. Recent publications have highlighted
the limited information about the long-term safety of
living donors and have prompted interest in shifting living
donor practice to increased acceptance of older living
donors.'"'**"** 'We found that for every 100 study
participants aged =70 years, 5 to 6 would be potentially
medically suitable for donation. Fewer than 5% of study
participants aged =80 years were suitable for living dona-
tion, and <10% of men aged 70-79 years were suitable for
living donation. By contrast, suitability for living kidney
donation ranged from 10% to 13% among women aged
70-79 years. A minority of those initially suitable for
donation remained suitable during the 8-year study
follow-up period, and there was strong support for living
kidney donation.

Our findings should be interpreted in the context of a
recent review of 38 studies including potential donors of
all ages that reported the proportion of donor candidates
who ultimately donated ranged from 8% to 86%, with an
average of only 37%." The reasons why potential donors
did not donate were variable and included loss of the
intended recipient due to illness or death and receipt of a
deceased donor transplant. Although the proportion of
older adults potentially suitable for donation in our study
was low, the findings suggest expanding living donation
among older adults may be a feasible strategy to help meet
the need for kidney transplantation and thus warrants
further study.

Our findings also suggest that a different approach to
the current practice of evaluation and follow-up of living
donors will likely be required in older adults. The major
barrier to donation in our study was the presence of
nonkidney medical exclusions for donation by current
guidelines. However, some exclusions, including
multidrug-requiring hypertension, diabetes, or remote
cancer, if well managed, may be compatible with dona-
tion. Of note, because a significant proportion of partici-
pants had multiple medical exclusions at initial testing, our
study’s estimates of donation suitability are likely indica-
tive of the challenges of expanding donation in older
adults. Transplant programs wanting to evaluate older
living donors will likely require robust screening protocols
that allow efficient and accurate triage of medically un-
suitable candidates. Programs will also need to consider
implementation of protocols and access to resources to
ensure new medical conditions diagnosed during the
donor evaluation process are appropriately evaluated, even
for candidates excluded from donation.

Our finding that over half of the study participants who
were potentially medically suitable to donate at baseline
developed new conditions that would preclude donation
during the follow-up period challenges the concept that
old donors who are free of comorbid disease at the time of
donation are unlikely to subsequently develop significant
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medical concerns later in life.'” This finding and the fact
that some older donors will have a postdonation GFR
of <60 mL/min/1.73 m” indicate that older donors may
require direct postdonation specialist surveillance and
care.'® Although opinion-based guidelines recommend
annual follow-up of living donors, it is unlikely that most
transplant programs are directly following previous do-
nors.”” Although there is increasing recognition of the
need for health surveillance and health maintenance after
living donation, dedicated postdonation care programs
remain an unfunded mandate in most countries.”"*”
Advancing living donation in older adults may help
advance the changes in postdonation care paradigms for all
donors that many practitioners of living donation have
advocated for.”**’

In the absence of controlled data, the field of living
donation has necessarily relied on observational studies
and opinion-based guidelines to inform donor evaluation
and acceptance practices. Accordingly, living donor pro-
grams have employed conservative donor acceptance
practices that result in low absolute rates of death and
kidney failure after donation. Expanding living donation
among older adults would likely require less stringent
donor acceptance criteria, which should be informed by
prospective data, ideally from controlled studies. Our
findings highlight the need for prospective studies, espe-
cially since existing registry-based analyses can only
inform the outcomes of death and kidney failure after
donation and single center reports are too small to inform
clinical practice.’*

Due to the variation in existing guidelines for donor
acceptance, we used both the KDIGO and BTS guidelines. It
is notable that none of the study participants would be
accepted for donation using the KDIGO suggested criterion
of a predonation GFR of 290 mL/min/1.73 m”*. With the
exception of men aged 70 to 79 years, the lower KDIGO
GFR threshold led to more exclusions than the BTS age-
and sex-specific GFR thresholds, which contrasts with a
previous study.’® Moreover, the BTS guidelines provide a
higher threshold for UACR, which led to fewer kidney-
related exclusions when BTS GFR and high UACR thresh-
olds were combined.

Measured GFR is recommended to assess kidney
function by the BTS guidelines but KDIGO also mentions
the possibility to use eGFR based on serum creatinine
and cystatin C.”*”° Creatinine-based eGFR equations
have been found to misclassify 5% of donor candidates
compared with measured GFR when using the 60 mL/
min/1.73 m* and age-specific thresholds.’® Therefore,
we cannot completely exclude the possibility of some
bias in our results because we did not include infor-
mation on measured GFR.’” In addition to accurate
assessment of GFR, biomarkers of renal senescence,
physiological tests of renal functional reserve, and even
native kidney biopsies may be useful in the evaluation of
potential older living donors and should be further
studied.””*!
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The question of whether expansion of living donation
in old adults is feasible should also be evaluated from an
economic perspective. The median costs of a living donor
evaluation were 3,115 (IQR, 2,305-4,843) in Canadian
dollars (CAD)."” Therefore, considering our finding that
20 older persons may require evaluation to identify 1
suitable donor, donor evaluation costs may total 50,000 to
100,000 CAD per donor. A formal cost-analysis including
the costs of direct postdonation follow-up would be
needed to inform the cost-effectiveness of expanded uti-
lization of older living donors.

We found that 73% of participants were willing to
donate a kidney to a relative, which is slightly lower than
previous reports among persons >65 years.””"’ Partici-
pants aged =80 years were less likely willing to donate a
kidney to a relative or to a person on the waiting list in
case of death, suggesting the older age of our study pop-
ulation may explain the observed lower willingness to
donate. The finding that older age was associated with
lower willingness to donate has been previously described
and may reflect donor concerns about their fitness for
donation or viability of the donated kidney.”* Consistent
with these observations, we found that participants who
were unwilling to donate were more likely to have poor
self-rated health and more likely to be unsuitable to
donate. Married participants were more likely to both
donate and accept a kidney from a child. Previous studies
have highlighted the importance of family supports and
willingness to donate among older adults.””***®

Suitability for living kidney donation in old and very
old adults has been insufficiently investigated to date. Our
study provides unique insights about the potential and
challenges of advancing living kidney donation in per-
sons 270 years of age and may prompt discussion about
whether expanded utilization of older living donors is
feasible. These findings also inform changes to current
living donor evaluation and follow-up practices that may
be needed to safely expand living donation in older adults.

Readers should consider the following limitations when
interpreting our ﬁndings: First, GFR was estimated not
measured. Suitability during follow-up was assessed in the
absence of kidney donation. Medical exclusions to dona-
tion were assessed using detailed data of a cohort database
complemented by claims data that are insensitive to disease
activity or severity and may not necessarily capture fitness
for surgery. Accordingly, some conditions may or may not
exclude older persons from donation. Although we pre-
viously reported that the BIS is representative for the AOK
insurance fund,”” our findings may not be applicable to
more ethnically and culturally diverse populations.

In summary, in this homogenous community-based
study, we found that there was modest potential for
living organ donation especially among participants 70 to
79 years of age. The participants continued to accumulate
comorbid conditions during the follow-up period, sug-
gesting there is a narrow time frame for donation and or

the need for donor follow-up. These findings highlight
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several challenges with expanding living donation in
older adults and the need for prospective studies to
inform the evaluation, acceptance, and follow-up of older
donors.
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Results ‘

‘ Setting & Participants

== " 93% had 21 medical contraindication for living donation )
=|= @ 38%-54% had kidney-related exclusions for donation

Secondary analysis of the L (using various recommended thresholds of albuminuria & eGFR) )

Berlin Initiative Study
/ 5%=-6% had neither medical nor kidney-related exclusions
0 .
;‘.“ 8 years of follow-up
N = 2,069 adults in Germany , 11%-16% remained suitable for donation
* Median age 80 years

* 53% women
¢ Median eGFR 63 mL/min/1.73 m?

66

73% willing to be a living kidney donor for a relative

CONCLUSION: One in twenty older adults were potentially suitable for living
kidney donation and willingness for living kidney donation was high.
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