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SUMMARY

Living kidney donors seem highly satisfied with donation. However, previ-
ous studies measure satisfaction by a single-item or by simply questioning
donors’ willingness to donate again or to recommend living donation.
With the aim of analyzing whether satisfaction with donation is a multidi-
mensional construct, thus allowing a more specific characterization of dis-
satisfied donors, 332 living kidney donors (2005–2015) answered a
renewed version of the European Living Donation and Public Health Pro-
ject satisfaction survey. Exploratory factor-analyses suggested that satisfac-
tion was composed of three-factors: violation of donors’ expectancies
about donation; interference of donation on daily activities, and pain and
discomfort. Donors reported high levels of satisfaction. However, cluster-
analysis identified a subgroup characterized by a higher discrepancy
between the expected and the actually experienced during donation, higher
interference on daily activities, and higher pain and discomfort. Most of
them considered that hospital discharge was premature, suffered economic
losses and perceived worse health outcomes of their recipients. Single ques-
tions assessing donors’ willingness to donate again or to recommend living
donation were unable to differentiate between clusters. In summary,
donor’s satisfaction seems better characterized by three dimensions than by
single questions.
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Introduction

Transplantation from the unselfish donation of living

kidney donors (LKDs) is the best treatment for end-

stage renal disease. Living kidney donation (LKDo) also

helps overcome the shortage of organs from deceased

donors, prolonged time until transplantation, and

reducing morbidity and mortality rates [1]. After more

than five decades of experience, LKDo seems to be the

best option in terms of cost-efficiency for the healthcare

system and posttransplant recipient outcomes such as

quality of life [2–4].
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Assessment of donors’ satisfaction seems necessary,

both from an ethical and a moral point of view.

Considering the lifelong consequences of living with a

single kidney without direct medical benefits, LKDs

might be the weaker point of this therapeutic option

[5–7]. Assessment of satisfaction might also facilitate

the prompt detection of negative outcomes, such as

financial burden, wage losses or emotional disorders

[8]. Low levels of satisfaction have been proposed as

a predictor of an increased fear of postdonation kid-

ney-related health problems [9]. This fear might nega-

tively affect the well-being and quality of life of LKDs

and might cause donation regret, which in turn might

negatively influence the availability of future LKDo

[10].

Previous studies have reported high levels of satis-

faction among LKDs, with 78–96% of donors feeling

“very” or “extremely” satisfied [8,9,11–15]. However,

some of these studies measure LKDs’ satisfaction rely-

ing on a single five-option item [9] or, indirectly, by

questioning their willingness to donate again [12,15].

The assessment of satisfaction based on a single-item

might be at risk of being too general, thus, missing

specific features included in this concept, such as the

satisfaction with the medical attention or with the

information received. In fact, LKDs have proposed sev-

eral potential improvements. For example, an increased

attention from hospital staff, being able to talk with

former LKDs, and improving the information on med-

ical evaluations, recovery, scars, diet and lifestyle

changes, aftercare and risks [16]. Assessing satisfaction

with a single-item might also be at risk of obtaining a

weighted response. Therefore unable to detect, for

instance, potential differences between satisfactions

with the attention received predonation compared with

the attention received postdonation. As a matter of

fact, about 25% of kidney recipients report feeling dis-

satisfied with the medical attention received by their

donors postdonation compared with that received pre-

donation and claim for improvements in their follow-

up [17].

Therefore, our aim was to analyze LKDs’ satisfac-

tion with their donation process, assess whether satis-

faction includes several specific components rather

than being a unidimensional construct, and define the

characteristics of donors dissatisfied with donation.

According to previous studies [8,9,11–15], we

expected low levels of LKDs’ dissatisfaction. We

also expected that dissatisfied LKDs would be those

who suffered economic losses related to donation, felt

that the hospital discharge was premature and those

whose recipient suffered a worsening of his/her health

status.

Materials and methods

Participants

All LKDs who donated at the Hospital Clinic of Barce-

lona (HCB) between 2005 and 2015. LKDs were

excluded if: (i) they did not live in Spain, (ii) were illit-

erate, (iii) they did not understand/speak Spanish, and

(iv) they had suffered mental and/or medical illness

postdonation that might interfere with their ability to

answer the survey (e.g., dementia, psychoses).

Due to the low numbers, LKDs to pediatric recipients

(n = 14) and to the Spanish paired exchange program

(SPEP) (n = 20) were excluded. The SPEP was started

in 2009 [18].

Procedure

The study was approved by the HCB ethics committee.

All donors provided written consent to participate.

Living kidney donors demographic information was

obtained from medical records. All participants were

recruited by phone at least 1 year postdonation. LKDs

who agreed to participate were mailed an informative

sheet, the satisfaction survey, the informed consent form

and a prepaid envelope to send back the survey. LKDs

that did not send the survey back in 1 month were con-

tacted either to confirm their participation or to docu-

ment their reasons for declining their participation.

Instruments

Donors’ satisfaction was assessed by a renewed version

of the European Living Donation and Public Health

Project (EULID) Satisfaction Survey (ESS) [19]. The

ESS included 54 questions developed using Delphi

methodology. The ESS evaluated 245 donors from

nine European countries. It assessed their perception

and acceptance of the donation process, satisfaction

with the information received, decision-making and

potential impact of donation on their lifestyle, their

ability to obtain future insurability, employment,

financial barriers and relationship with their recipients

[20].

EULID satisfaction survey was developed in Spanish

and then translated into: Cypriot, English (available at

www.eulivingdonor.eu/eulid/eulid-cd.html), French, Ital-

ian Portuguese, Polish, Romanian and Swedish.
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The renewed version included 53 items. Several items

were deleted and/or rephrased (Table 1). One item

assessing inaccessibility to healthcare system was deleted

because Spanish citizens are covered by the public

healthcare system. Six items extracted from 36-Item

Short Form Survey were deleted to avoid compromising

the content validity with items intended to assess

health-related quality of life. Three items assessed two

concepts with a single question and thus each of them

was split into two items. Three items assessing several

aspects of the same variable were consolidated into a

single question. Five items were added to assess

Table 1. Modifications to the original EULID satisfaction survey.

Items of EULID survey Items of the renewed EULID survey

Items deleted
33- In the case your country doesn’t have a universal public health system, did you
have any problems with your health insurer related to donation costs
reimbursement or medical follow-ups

36- What do you think about your quality of life before and after donation?
43- What do you think about your current health, compared to before donation?
45- In general, would you say that currently your health is: excellent, very good,
good, fair, bad

46- Do you think you get sick more easily than anybody else?
47- Do you think you are as healthy as anybody else?
48- In the last 4 weeks, how much did your physical health or emotional problems
make it difficult to manage your social activity with family, friends, neighbors or
other people

Items rephrased
15- Were all your family members/close friends informed about your decision? 15- Were all your relatives informed

about your decision?
16- Were all your close people
informed about your decision?

27- What do you think about pain and recovery after the surgery? 28- How much pain did you suffer
during the postoperative period?
29- How much discomfort did you
suffer after surgery?

39- Have your daily works or hobbies changed after donation? 41- In what measure have your daily
activities changed after donation?
42- In what measure have your
leisure activities changed after
donation?

Items consolidated into a single question
12- Did you seek advice from any relative or friend about becoming a living kidney
donor

14- Did you seek advice from any
relative or friend about becoming a
living kidney donor?

13- If you did, what was your relationship to that person? 14a- If you did, what was your
relationship to that person?

14- If you didn’t seek advice, why not? 14b- If you didn’t seek advice, why
not?

Items added
1- Employment situation at donation
2- Which is the current health status
of your recipient?
31- Did you feel recovered at
hospital discharge?
32- Do you think that the hospital
discharge was premature?
44- Do you think that the medical
care received after the donation
has been enough?
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neglected variables (job status at donation, LKDs’ per-

ception of their recipients’ health, feeling recovered at

discharge, feeling that discharge was premature and sat-

isfaction with postdonation medical care). The four-

point Likert scales of the ESS were replaced with 0–10
centimeter visual analogue scales (VAS). The renewed

survey included 29 items assessed by VAS; 14 items with

a dichotomous response option (yes/no); five items with

a multiple choice response option (e.g., job status);

three items assessing numbers of days (e.g., hospital

stay); and two open questions.

Statistical analysis

Factorability was assessed with Bartlett’s test and the

Kaiser-Meyer-Olkin measure. The potential multiple

factor structure was assessed by exploratory factor-ana-

lyses. The internal consistency of each factor was reas-

sessed by Cronbach’s alphas to verify homogeneity and

interdependence between items.

The potential classification of LKDs according to

their level of satisfaction was assessed with a cluster-

analysis. Mean or proportion differences between clus-

ters were analyzed to characterize those donors with

lower satisfaction.

Results

Three hundred thirty-two (72%) out of 463 eligible

LKDs returned usable surveys (Fig. 1). All donors

underwent laparoscopic surgery, but in two cases the

surgical approach was changed to an open one in the

operating room.

Table 2 shows that most participants were women

with a mean (SD) age of 56 (10.5) years at survey com-

pletion, most of them (60%) were occupationally active

at donation. All LKDs were genetically or emotionally

related to their recipient. The mean time from donation

to the satisfaction survey was four (2.2) years. LKDs’

perceptions of their own recipients’ health status were

quite good with a mean of 7.5 (2.6). Some LKDs (21%)

felt that hospital discharge was premature. One-third

(32%) reported economic losses related to donation.

The majority (98%) seemed satisfied with donation

according to their willingness to donate again, and most

(99%) would recommend LKDo.

Factorability

Twenty-five out of 53 items assessed by VAS

were included. Every VAS produced a range of responses

from 0 to 10. Two items (#3 and #4) were eliminated due

to missing values higher than 10% (Table 3).

Based on Bartlett’s test approximate chi-

square = 1889.43; P < 0.001, and the Kaiser-Meyer-

Olkin measure (0.78), the item-set appeared factorable.

The initial principal components analysis with vari-

max rotation led to the extraction of four-factors,

accounting for 46.3% of the variance in the item-set

(Table 4). Factors accounted for 19.7%, 9.8%, 9.8%,

and 7% of variance respectively.

Internal consistency was acceptable (Alpha for Factor

1 = 0.81; Factor 2 = 0.67; Factor 3 = 0.69), except for

the Factor 4 (Alpha = 0.44). The content of items com-

posing Factor 4 showed one item assessed LKDs’

impression of their recipient’s current health status, one

item assessed having regretted donation while staying at

the hospital, two items assessed LKDs’ current percep-

tion of their relationship with recipients (e.g., feeling in

debt), and one item assessed whether donors felt that

people valued them better for having donated. Due to

content discrepancies and low internal consistency, Fac-

tor 4 was discarded, and its items were independently

analyzed.

The three factor structure was easily interpretable.

Factor 1 included 11 items assessing discrepancies of

donors’ expectancies about donation (i.e., to what

extent did the information received predonation closely

reflect their actual experiences during and after dona-

tion). Factor 2 included four items describing donors’

perception of donation interference on their daily activi-

ties, both before and after donation. Factor 3 included

five items measuring pain and discomfort; including the

perception of sufficient recovery at hospital discharge

and the degree of discomfort due to medical tests and

studies they underwent to become a donor. Item #19

showed positive high-loads in Factors 2 and 3, and item

#27 showed a positive high-load on Factors 1 and nega-

tive on 3. Therefore, these items were included in both

factors. Factors’ scores were transformed to fit a scale

from 0 to 100.

Cluster-analysis

As a whole group, LKDs were highly satisfied with their

donation process (Table 2). That is, LKDs did not

observe significant discrepancies between what was

expected and what they actually experienced (Factor 1:

Mean (SD) = 99.10(11.11)); they did not observe a rele-

vant interference of donation on their daily activities

(Factor 2: 7.84(7.45)); and did not suffer excessive pain

and discomfort (Factor 3: 14.68(9.05)).
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However, the cluster-analysis identified two groups of

LKDs. Due to incomplete data, 46 (14%) LKDs could

not be included in the cluster-analysis. Table 2 shows

the results for the two clusters regarding participants’

characteristics, Factors 1–3, items of the discarded

Factor 4, items identified as relevant to donor satisfac-

tion in previous studies, and items previously used to

assess satisfaction.

Donors in cluster 1 (n = 116, 40.6%) reported a

higher discrepancy between what they expected and

LKDs HCB
2005–2015
n = 488*

LKDs fulfilling inclusion criteria
n = 464

LKDs informed and requested 
informed consent

n = 439 

LKDs accepted participating 
n = 406 

LKDs returned the survey
n = 337

Final sample n = 332 (72%)

Incomplete survey (n = 5)

Dropout (n = 69)
LKDs did not return the survey (n = 62), surveys

lost during the postmail delivery (n = 7)

Refused participating (n = 33)
Recipient died (n = 7), unspecified reasons (n = 13),
too busy (n = 4), too old to participate (n = 3), did
not wish to participate (n = 2), personal problems 

unrelated to donation (n = 2), too long  since 
donation (n = 1), too dissatisfied to

participate (n = 1)

Unreachable (n = 25)
Wrong phone number and/or did not answer

Excluded (n = 24)
Did not live in Spain (n = 19), did not 

understand/speak Spanish (n = 3),
Alzheimer (n = 2)

Figure 1 Participants flowchart. HCB,

Hospital Clinic of Barcelona; LKDs,

living kidney donors. *Excluding LKDs

for pediatric recipients and kidney

pair exchange donors.
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what they actually went through during the donation, a

higher interference of donation on daily activities, and

higher pain and discomfort. Also, a higher proportion

of LKDs in cluster 1 believed that hospital discharge

was premature, and suffered more economic losses

related to the donation. Regarding the items composing

the discarded Factor 4, the clusters differed only in

LKDs’ impression of their recipient’s health status,

which was worse in cluster 1. No significant differences

were observed regarding the repentance of having

donated while staying at the hospital; the feeling that

the recipient was in debt with his/her donor; the feeling

that people around valued them more due the dona-

tion; and the perceived quality of their relationship with

their recipients. Notably, variables previously used as a

single question to assess LKDs’ satisfaction were unable

to differentiate between clusters. Thereby, all satisfied

donors in cluster 2 would be willing to donate again

and would recommend LKDo, while only 6 (5.2%) and

4 (3.5%) dissatisfied donors would not.

To identify other sources of dissatisfaction, an addi-

tional cluster-analysis was calculated in the subgroup of

dissatisfied donors. Four subgroups were identified: sub-

group 1 (n = 7; 6%) regretted more having donated

while staying at hospital; subgroup 2 (n = 26; 22.4%)

thought that recipient felt in debt or had created some

dependency with them; subgroup 3 (n = 44; 37.9%) did

not feel especially valued by others as a donor. A final

subgroup (n = 32; 27.6%) was characterized by moder-

ate scores in these variables.

Discussion

Our results suggest that taken as a whole, LKDs are

highly satisfied with their donation process. In spite of

the high level of LKDs’ satisfaction, a subgroup was

somewhat dissatisfied.

Medical service users’ satisfaction is recognized as a

valid appraisal of the quality of healthcare [21]. Satisfac-

tion is, however, a somewhat elusive concept that has

been defined in different ways. LKDs’ satisfaction may

be even more complex because health outcomes include

also those related to their recipients.

Satisfaction with care might be better understood as

one specific component of the broader construct of

health-related quality of life (e.g., one may be satisfied

with the medical attention received and outcomes

obtained, and still perceive that health interferes with

the expected live conditions). Therefore, though satis-

faction with care influences health-related quality of life,

relations between them seem moderate [22–24].

However, identifying sources of patients’ dissatisfaction

might help defining specific, and sometimes simple, cor-

rective strategies that would also improve patients’

health-related quality of life. This is especially relevant

considering that simply improving quality of care

(which is not necessarily followed by an increase of sat-

isfaction with care) has not shown to be unequivocally

followed by the improvement of health-related quality

of life [25]. Altogether, reaching a comprehensive clini-

cal picture recommends combining satisfaction mea-

sures with quality of life instruments.

Satisfaction with donation seemed to be composed of

three-factors: discrepancies between LKDs’ expectancies

about donation and their actual experiences; interfer-

ence of donation on daily activities both before and

after donation; and pain and discomfort. These results

add to previous doubts on the measurement of LKDs’

satisfaction by a single-item [26]. In fact, and as previ-

ously observed [8,9,11–15], the majority of our LKDs

would donate again and would recommend LKDo

despite feeling somewhat dissatisfied. Simply question-

ing the willingness to donate again might be flawed by

obviating the context of the decision to donate. Willing-

ness to donate again might be related to motives scar-

cely related to satisfaction, such as the absence of

alternative donors, or to prevent the donation of

younger relatives. Also, recommending donation to

others might not exclude dissatisfaction and, as such, its

content validity might be compromised. Therefore, it

might not be incompatible feeling that LKDo is a rec-

ommendable treatment while, at the same time, feeling

that some aspects of donation, might be improved.

Another issue about the measurement of satisfaction

is the application of generic or specific instruments.

Generic instruments include key dimensions of the

overall model of satisfaction and might allow compar-

isons between conditions. However, it is uncertain

whether they can capture subtleties of specific condi-

tions. Also, overall satisfaction seems better character-

ized as a stable assessment rather than as a momentary

judgment [27]. Indeed, non-significant changes in over-

all satisfaction have been observed between predonation

and postdonation [28]. Complementing the generic

instruments with donation-specific measurement of sat-

isfaction might allow discerning the concrete sources of

an eventual worsening of satisfaction, even in LKDs

with an acceptable overall satisfaction with life.

Cluster-analysis classified LKDs into two subgroups.

LKDs somewhat dissatisfied were characterized by per-

ceiving a higher discrepancy between the information

received, and their actual experiences; along with feeling
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somewhat worse attended both before and after dona-

tion.

Discrepancies between patients’ expectancies and

their actual experiences seem a main component of sat-

isfaction. Previous assessments of LKDs’ satisfaction

have applied the five-item Satisfaction with Life Scale

[28,29]. At least, three items seem to measure the

degree of discrepancy between respondent’s expectancies

and current life circumstances. This content seems quite

akin to the factor identified in our study. Indeed, most

definitions of satisfaction with care suggest that it is

mediated by patients’ preferences and prior expectancies

[30]. Notably, some authors suggest that dissatisfaction

arises with patients’ perception of incongruence between

their desires and expectancies, and real conditions of

care [31].

Previous studies also suggest that LKDs with the

highest predonation expectations about personal growth

and interpersonal and spiritual benefits may be less

aware of these anticipated benefits which, in turn, may

increase the possibility of feeling dissatisfied after dona-

tion [32]. Our results add to these recommendations by

suggesting the importance of assessing donors’

expectancies about the degree of medical attention and

the discomfort associated with medical procedures. It

also suggests that elevated expectancies should be

addressed before donation to reduce their potential neg-

ative influence on donors’ psychosocial outcomes [33].

Predonation discussion between donors, recipients and

their healthcare team might allow individualizing the

information provided to those donors with unrealistic

expectancies (e.g., lower-than-usual discomfort or

higher-than-available medical attention). This simple

intervention might also help improving the informed

consent process and, thus, minimize a possible discrep-

ancy between expectancies and real experiences.

Donors less satisfied perceived that predonation tests

were more annoying and caused higher interference on

their daily activities. Daily and leisure activities after

donation also changed for worse in this subgroup. This

factor seems quite similar to the degree of interference

of healthcare in the patient’s personal sense of self

included by others in the definition of satisfaction [34].

Interference on the performance of daily activities has

been also reported as a crucial component of satisfac-

tion after medical procedures such as hand surgery

[35]. In our center, predonation assessments, and infor-

mation about the donation process and risks are usually

conducted within 2–3 days in different hospital facili-

ties. This protocol might be overwhelming for some

donors [16]. Also, a higher percentage of dissatisfied

donors were professionally active at donation, which

might have contributed to a higher interference in their

workdays. More of them suffered economic losses,

including sick-leave expenses. Relevant expenses due to

donation might disincentive donation [6,36], and

almost 50% of the donors claim for additional informa-

tion about donation financial costs [16]. Both concen-

trating assessment in nearby medical facilities and

further individualization of assessment procedures,

might help to improve this aspect of donors’ satisfac-

tion [14].

Pain and discomfort expressed by dissatisfied LKDs

almost doubled those expressed by LKDs satisfied.

Laparoscopic surgical procedures have contributed to

reduce these perioperative morbidities and thus to

improve donor satisfaction [37]. However, pain and dis-

comfort are still unresolved issues in LKDo, to the point

that some suggest that donors should be paid for surgi-

cal pain and suffering [38]. According to our results,

pain and discomfort influenced donors’ satisfaction

even several years postdonation. We assessed pain and

discomfort retrospectively. Hence, we have assessed the

memory of the pain and distress which, as such, might

be influenced by other variables not directly related to

the actual experience. At least, one study suggests that

although LKDs tend to attribute subsequent physical

problems to donation, this relationship is not always

clear-cut [14]. Preliminary results suggest that address-

ing psychological factors such as residual ambivalence

about donation might reduce poor psychosocial out-

comes, including pain and discomfort [39]. In the field

of acute and chronic pain, this subjective experience

seems to be influenced by catastrophic thoughts. Catas-

trophizing has been defined as overvaluing the noxious

and disabling potential of pain [40]. In our knowledge,

the influence of catastrophizing on postdonation pain

and discomfort has not been assessed.

A higher proportion of dissatisfied LKDs felt that

their hospital discharge had been untimely scheduled.

LKDs’ expectancies, including discharge scheduling,

seem especially amenable to simple predonation inter-

ventions. Indeed, if these presumptions were carefully

defined, they could be adjusted by educating donors

when found unrealistic expectancies (e.g., longer than

the reasonable length of hospitalization) or it could help

guide the medical setting (e.g., scheduling shorter fol-

low-ups visits). In our center, average length of hospi-

talization is discussed at the beginning of assessment

and throughout the donation process until hospital

admission. Discharge might be coordinated with the

donors to assure that they feel ready. Cases in which
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the donor feels unready for discharge, exploration of

his/her reasons might help find a solution that fits both

the donor and the physician. Our results have improved

our donation processes by including the assessment of

LKDs’ expectancies, along with individualizing the

assessment protocol to minimize the interference on

donors’ activities.

Perception of their recipients’ current health status as

being low also characterized LKDs that where somewhat

dissatisfied. Contrary to our expectations, and previous

studies [41,42], differences between clusters were statis-

tically significant but such low that seemed to be clini-

cally non-relevant. To further assess the relevance, its

ability to differentiate between clusters was analyzed by

ROC curve which showed that donor perception of

their recipient’s health was unable to differentiate

between groups (data not shown). Accordingly, our

results suggest that this variable might not be as

strongly related to donors’ satisfaction as previously

suggested. Donors’ perception of worsening of their

recipients’ health has been related to an increased risk

of psychological problems [41,42]. However, few studies

assess this relationship so far, and several of them assess

donors’ satisfaction by a single question.

In our study, donors from cluster 1 seemed only

slightly dissatisfied with donation. This finding leaves us

with a skewed dependent variable with very little vari-

ance. To find ways of improvement by focusing on

dimensions of dissatisfaction, a tentative cluster-analysis

was calculated only in cluster one. Results showed that

potentially relevant variables such as postdonation lost

wages [43,44] did not differentiate between dissatisfied

donors. Variables subgrouping dissatisfied donors

included: regret having donated while staying at hospi-

tal; feeling that recipient felt in debt with the donor;

and the feeling that others did not value the donor

more because of donation. The temporal stability of

these variables is questionable. Additional research is

needed to replicate the factor solution along with defin-

ing potential subgroups of dissatisfied donors.

Living kidney donors’ satisfaction is not routinely

evaluated during the clinical follow-up. Unaddressed

LKDs’ dissatisfaction may lead to psychosocial distress

and might compromise the “do no harm” principle

[14]. Detecting dissatisfaction might help to implement

prompt and timely supportive interventions. Clarifica-

tion of the importance of every source of dissatisfaction

might guide these interventions by individualizing the

therapeutic procedures. Also, an increase in the under-

standing of sources of dissatisfaction might contribute

to improving the informed consent of future donors by

emphasizing those aspects that are most relevant to

donors.

Limitations: Incomplete data prevented 46 (14%)

LKDs from being included in the cluster-analysis. We

may not be sure whether the inclusion of these donors

would change the clusters’ structure.

We did not assess factors such as short and long-term

complications, whether the recipient lost his graft or

whether kidney function was routinely monitored, all

which might determine low levels of LKDs’ satisfaction by

potentially influencing donors’ perception of donation [9].

Our study is retrospective and, thus, susceptible to

recall error. However, we did not find differences

between clusters in the elapsed time since donation.

Accordingly, it might well be that a potential recall

error had similarly affected both groups.

Sample size impeded a segmented analysis by time of

follow-up. The inclusion of other centers might increase

the number of participants to help solve this issue. The

cross-sectional design precludes the assessment of the sta-

bility of LKDs’ satisfaction. Further studies assessing the

longitudinal trend of dissatisfaction might help: (i) detect-

ing which donors previously dissatisfied develop a healthy

adjustment by applying their own coping resources: Iden-

tifying these resources might guide specific interventions

for future donors; (ii) uncovering resistant cases in need

of specific interventions, indeed, the maintenance of other

adverse psychosocial outcomes, such as fear of kidney fail-

ure, has been suggested to reflect a resistance to sponta-

neous adjustment [9]; and (iii) assessing which donors

previously satisfied become later dissatisfied, the defini-

tion of those factors that worsen satisfaction, if any, might

help to implement prevention strategies.

Two-items cross-loaded in two factors. Item #19 (dis-

comfort due to medical tests) showed an expectable

high-load in factor 3, but also in factor 2, probably

expressing that these discomfort might have interfered

on daily activities. It seems necessary to increase its con-

tent specificity with a more concrete definition of dis-

comfort. Item #27 (correspondence between the

predonation explanations and actual experience) showed

a high-load in Factor 1, but also a negative load in Fac-

tor 3, suggesting that the expected discomfort did not

coincide with what they actually went through. This

finding might stress the importance of providing donors

with adequate information (e.g., no downplaying of

risks and/or discomfort).

Living kidney donors less satisfied believed that hos-

pital discharge was premature and medical care was also

lower than expected. We did not assess factors that

could influence these discrepancies (e.g., quality of the
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information received, or donors’ degree of understand-

ing that information).

Our factor structure coincides with main components

of satisfaction defined by previous studies. We may not,

however, assure that our factor solution applies to other

populations.

Our participants come from a single center. We do

not know if center-specific practices compromise gener-

alization of our results. However, HCB represented 18%

of all LKDo in Spain [45] and 39% in Catalonia [46]

during this period.

Living kidney donors for pediatric recipients and to

SPEP were excluded. It would be interesting to assess

satisfaction in these groups.

Sample size might be limited for a retrospective

study. However, our 72% response rate was higher than

the 46% usually obtained in postal-survey health studies

[47].

Conclusion: Donor’s satisfaction seems better charac-

terized by three dimensions than by single questions.
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