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Sirs,

We read with interest the letter from Dr Kute, ef al. [1],
regarding our article ‘Comparison of time on the cadaveric
kidney donor waitlist versus time on the kidney paired
donation registry in the Australian program’ published in
the October, 2012 edition of Transplant International [2].
The authors raise several important points with regard to
kidney paired donation (KPD), which need to be inter-
preted in the context of the country or region where a KPD
programme is operating, the individual centres’ experiences
in managing immunological complex patients and the
available resources.

Since the concept of KPD was first introduced [3],
improved outcomes of ABO incompatible transplantation
associated with modern immunosuppression [4,5] and in
many cases with standard immunosuppression [6] have
removed an important source on unsensitized recipients
from potential KPD pools [7,8]. Thus, in many devel-
oped countries with sufficient resources ABO incompati-
ble transplantation has become standard of practice, and
unsensitized ABO incompatible pairs tend to proceed to
directed live donor transplantation, unless the high base-
line anti-ABO antibody titre is not amenable by aphere-
sis [5]. Removing unsensitized ABO-incompatible pairs
from a KPD programme has the significant disadvantage
of reducing the pool size and thus the chance of match-
ing. However, Kute et al. point out that in developing
countries like India, the costs of antibody removal proto-
cols and risk of infections in ABO incompatible renal
transplantation make a KPD programme more attractive
[1]. As a consequence, a larger number of donors are
available to be matched to recipients registered in a KPD
programme. This observation is very important and use-
ful to advice policy makers at a regional or national
level.

The authors also advocate wider participation of
compatible live donor pairs in a KPD programme [9],
also known as unbalanced KPD [10-12], which occurs
when a compatible pair (say O donor with A patient)
participates in KPD helping an incompatible pair also
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receive a kidney. Patients are most amenable to partici-
pate in unbalanced KPD if they perceive a benefit from
trading away a compatible donor. One benefit would be
if matching allocation can guarantee a better HLA-
matched KPD donor, which will allow less immunosup-
pression and lower infective risk, which is particularly
important in developing countries as identified by Kute
et al. [1]. To achieve this goal, the metrics of the match-
ing software are critical and an algorithm that considers
HLA matching [13], rather than a virtual cross-match
approach [8] is preferred. Other benefits in unbalanced
KPD can be considered, for instance, the patient of the
compatible pair will, in exchange, receive priority in the
cadaveric list in the event that the live kidney he receives
through KPD fails in the future. So by participating in
exchange, the patient of the compatible pair will receive a
‘guarantee’ in the future for cadaveric list. While in
developed countries the willingness to register compatible
pairs may be very limited, the experience from countries
like India is likely to demonstrate that inclusion of a
small number of ABO and HLA compatible pairs will
result in a significant increase in the number of matched
pairs. By demonstrating that a pair including a highly-
sensitized recipient at one centre could be transplanted
by including an ABO and HLA compatible pair at the
same centre should encourage the transplant community
to include these pairs in the KPD programme.

The probability to find a suitable pair for a KPD
exchange is greatly influenced by the pool size. Because
recipients with broad sensitization only have a limited
number of rare donor HLA genotypes they can source
[7,14], any attempt to reduce the number of potential
donors with rare genotypes should be avoided. This
includes considering national rather than regional or sin-
gle centre programmes. The concern that transporting
live donor organs rather than moving the donor to the
recipient’s centre may result in inferior outcomes because
of prolonged cold ischaemia time (CIT) is unjustified in
view of the US experience with median CIT of 7.2 h
(range 2.5-14.5) [15] and our own with median CIT of
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58 h (range 2.1-13.4) (unpublished) with no case of
delayed graft function related to prolonged CIT. There
are some important advantages of organ transport,
including preservation of donor anonymity, undisrupted
family care and support and donor suitability assessment
in accordance with the practices of the centre performing
the donor surgery. When transport is involved in multi-
center KPD, it is critical to have a central coordination
centre to organize the KPD (before the transplant) and
to time the operations and organ transport (at the time
of the transplant). We do agree with the authors that
more experience is needed to determine the outcome of
transplants from live donors aged > 65 years to younger
recipients. Some reassurance with regard to this concern
comes from a recent report suggesting that recipients of
live donor kidneys from older donors up to 70 years of
age have similar patient and graft survival [16] than
recipients of younger donors, albeit with inferior, but
not progressive renal function at 3 years. In our KPD
programme, donors older >70 years are not accepted;
moreover, while our KPD allocation software ignores
donor—donor or donor-recipient age differences in the
allocation [8] based on the experience with directed live
donors in Australia [17], it won’t allow an age gap of
>30 years between an older donor and a younger recipi-
ent. Our observation that even highly-sensitized patients,
who usually have excessively long waiting time on a
deceased donor programme can be matched and trans-
planted through a KPD programme within a relatively
short period on the KPD registry [2] is an additional
argument favouring establishment of KPD in countries
where maintenance dialysis is not a viable option. In
2011, 9.6% of live donor kidney transplants in Australia
were enabled by the national KPD programme even
without including compatible pairs. We believe that if
most unsensitized ABO incompatible pairs and even
ABO and HLA compatible pairs are included in a live
donor exchange programme the proportion of live donor
kidney transplants through KPD could be substantially
higher.
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