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Sirs,

We read with great interest the report by Ferrari P, et al.
[1] Recent study results are valuable for encouraging par-
ticipation of kidney paired donation (KPD) pairs and
transplant centers in national KPD program [1-7]. We
believe that with some additions scientific value and contri-
bution of the article may result into wider implementation
of KPD.

The commonest cause of donor rejection is ABO incom-
patibility which eliminates up to one-third of the potential
living donor (LD) pool. KPD is rapidly expanding for facil-
itating LD renal transplantation (RTx) for patients who are
incompatible with their healthy, willing LD. The findings of
two registries (Australian registry and US renal data sys-
tem) regarding impact of LD age in outcome of RTx are of
major relevance for policy and decision-making in KPD.
They reinforce the view that it is acceptable to ignore
donor—donor or donor-recipient age differences as a scor-
ing parameter in ranking match combinations. However,
more experience is needed to determine the outcome of
transplants from LD aged > 65 years to younger patients
[2, 3]. To examine the impact of increased cold ischemia
time (CIT) in LDRTx, 1-year serum creatinine (SCr),
delayed graft function, acute rejection (AR), and allograft
survival (AS) were analyzed in 38 467 patients by 2 h CIT
groups (0-2, 2—4, 4-6, and 6-8 h) using data from the Uni-
ted Network for Organ Sharing/Organ Procurement and
Transplantation Network. Prolonged CIT did not result
into inferior SCr, increased AR, or compromised AS in any
group with >2 h CIT compared with the 0-2 h CIT. Com-
parable long-term outcome for these grafts suggests that
transport of LD organs may be feasible instead of transport-
ing the donor where CIT < 8 h. KPD can be extended
from single-center two-way ‘swaps’ to multicenter KPD
chains in which LD organs could be shipped without com-
promising outcome [4].The recent study showed similar
graft and patient survival, rejections, SCr, glomerular filtra-
tion rates of KPD versus LRDRTx over 2 years post trans-
plantation [5]. There was strong support for KPD in a US
study, in which attitudes regarding participation in KPD
were assessed [6]. The policy makers did not discuss as to
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how willing incompatible potential donors can participate
in donor-exchanges. In one study the incompatible kidney
donor candidates’ showed more willingness for KPD ver-
sus list exchanges [7]. Extrapolating these levels of willing-
ness nationally; 1-11% increase in living donation rates
yearly may be possible if donor-exchange programs were
available nationwide [7]. Comparatively short waiting time
in KPD [1] will save the cost of maintenance dialysis and
associated morbidity and mortality. The constraints in
operating an effective maintenance dialysis program leave
RTx as the only viable option for patients with ESRD in
developing countries like India. In view of cost and con-
cern regarding risk of infection and outcome of ABO
incompatible RTx/desensitization protocols in resource
limited developing country where deceased donor and
ABO incompatible transplantation may not be practiced/
available at all transplant centers, KPD is a more viable
legal option [8-12].

In developing countries like India, human leukocyte
antigen-matched KPD would result in less immunosup-
pression and less expenses, lower infective morbidity, and
better survival [8]. This finding is relevant in the context
of wider participation from compatible spousal donors.
KPD should increase donor pool to prevent commercial
transplantation [13-15]. With research on donor-
exchange programs in its infancy, additional research is
still needed to determine optimal management of
expenses and timing of donor evaluation and concern
regarding long waiting time and increased cost in national
KPD program [16].
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