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Introduction: Living donor kidney transplantation is the optimal treatment for people with kidney failure

(KF). Because living donors do not derive health benefits from donation, contemporary relevant infor-

mation on post donation outcomes need to inform decision-making. Studies of donor outcomes are

largely restricted to donations in the USA and Europe. We studied donors over a 30-year period in

Aotearoa New Zealand (NZ) to investigate short-term and long-term outcomes.

Methods: This was a retrospective observational cohort study of all living kidney donors in NZ

(1988–2018). The primary outcome was the incidence of KF. Secondary outcomes were death, cardio-

vascular disease (CVD), and the incidence of complications within 90 days after nephrectomy. Donors

were identified using multiple data sources: the NZ Blood Service, the Ministry of Health (MoH), hospital

records, and the Australia and New Zealand Live Kidney Donor Registry. Outcomes were determined via

data linkage with the Australia and New Zealand Dialysis and Transplant (ANZDATA) registry and the

MoH. Follow-up was until December 31, 2019.

Results: A total of 1339 people donated a kidney from 1988 to 2018. During 16,272 person-years of

follow-up, 5 people developed KF, an incidence of 3 per 10,000 person-years (95% confidence interval

[CI]:1.3–7.4). Patient survival was 99% (98.2%–99.5%) at 10 years; 30 people died during follow-up. The

incidence of CVD was 11.6 (95% CI: 7.4–19.2) per 10,000 person-years; 292 donors (22%) experienced a

complication following donor nephrectomy and 69 (5%) required intervention.

Conclusion: There is a low risk of KF and other complications among living kidney donors in NZ. These

findings represent important contemporary data to support decision making.
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K
idney transplantation improves quality of life and
survival at lower cost for patients with KF

compared with dialysis.1-3 Globally, living donor kid-
ney transplants constitute approximately 38% of
transplant activity4 and help overcome the shortage of
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deceased organ donors. From a recipient perspective,
receiving a living donor kidney transplant is associated
with superior patient and graft survival compared with
deceased donor kidneys, with 5-year patient survival
exceeding 95%.5 However, from a potential donor’s
perspective, kidney donation is a unique situation
whereby a donor will undergo a medical procedure to
assist another person, accepting the associated risks.

Potential living kidney donors are rigorously
screened to ensure they do not have health conditions
that might increase risks for recipients, such as through
transmission of infection or malignancy.6 They are
assessed to minimize the risk of the early postoperative
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complications of surgery and anesthesia7 In addition,
donors are carefully selected to ensure they are at low
risk of developing chronic kidney disease post donation.

Historically, donors were not considered to be at an
increased risk of adverse outcomes compared with
healthy non donors; studies reported similar or
improved rates of mortality, KF, and CVD comparable
with age-matched general population.8-11 However,
several more recent studies with matched healthy
controls raised concerns that the risk of living kidney
donation may have been underestimated. The risk may
be underestimated given that donors are heavily
screened before proceeding with donation, and so an
appropriate comparison is matched controls but not the
general population. Mjøen et al.12 (Norway) and
Muzaale et al.13 (USA) found increased risks of KF,
death, and CVD in donors compared with healthy
controls. The relative risk of KF after 10 to 15 years was
substantially increased in donors (5–10-fold) although
the overall absolute risk of KF remained low. Never-
theless, both studies provide estimates of the absolute
risks for KF associated with donation in their pop-
ulations that may be broadly applicable to populations
of potential donors elsewhere, including in NZ.
Regarding other complications post donation, kidney
donation is associated with occurrence of hypertension
and proteinuria post nephrectomy.14,15

The global health impacts of KF are increasingly
recognized; there are significant geographical varia-
tions of the burden of KF and the availability and
accessibility of living kidney transplants across the
world.16 Many healthy adults are eager and willing to
accept the risk of donor nephrectomy to help their
loved ones who have KF. However, clinicians need to
be able to provide donors with accurate data about
their risks so they can make informed decisions.
Population-specific data will guide clinicians and
improve efforts to address practices that can better
inform and prepare future donors. Despite an increase
in living donor kidney transplantation activity in NZ,5

there is no published data on outcomes for NZ living
kidney donors. The risk of KF are population-specific
and vary widely for different ethnic groups. Both the
studies by Mjøen et al.12 (Norway) and Muzaale et al.13

(USA) reflect outcomes from a different population than
for people living in NZ. NZ has a diverse population of
approximately 5 million people, with the largest self-
reported ethnicities in 2023 being European descent
(70%), indigenous M�aori (15%), Asian (15%), and non-
M�aori Pacific Islanders (8%).17 In addition, residents of
NZ have access to universal health care coverage. This
is important when considering that much of the
existing data is from the USA and Europe. We designed
and conducted Live Donate NZ, an observational cohort
Kidney International Reports (2025) 10, 762–771
study of living kidney donors in NZ, to investigate the
long-term risks of KF, death, and CVD in this popula-
tion. It will inform discussions between clinicians and
potential donors in the future and provide long-term
outcomes for people who are contemplating kidney
donation.

METHODS

Inclusion Criteria

NZ has almost universal health care coverage with
publicly funded hospital care and subsidized outpa-
tient services. All living donor kidney transplantations
performed in NZ transplant hospitals (Auckland,
Christchurch, Waikato, and Wellington hospitals) be-
tween 1988 and 2018 were included in this study. The
follow-up of the study was completed in December
2019. People were excluded if they were not residents
of Australia or NZ owing to lack of follow-up data.

Living Kidney Donor Identification

Living donors were identified by interrogation of multi-
ple data sources. Since 2004, all living donors were
recorded in the Australian and New Zealand Living
Kidney Donor registry. For transplants before 2004, or
where data were not recorded in the living donor regis-
try, details of recipients of living kidney transplants were
recorded in the ANZDATA registry. To ensure that all
donors were identified, individual transplanting hospital
records were additionally manually searched to identify
the donors. Owing to the limitations of the data available,
we are unable to report data on the clinical characteristics
of donors at the time of donation, including details of pre
donation kidney function or comorbidities.

Data Linkage

All residents of NZ are assigned a national health index
number, a unique individual health system identifier
that identifies and links them with national health re-
cords. We linked study data using the NZ Blood Ser-
vice, the MoH, hospital records, and the ANZDATA
registry for all living kidney donors from 1988 to 2018
who donated within NZ (Figure 1). This was done using
deterministic linkage for donations from 2004 onward.
For donors who donated before 2004, records of living
donors were linked with records at NZ Blood Service
and archives from the hospital tissue typing laboratory,
using the national health index for deterministic link-
age where available and probabilistic linkage for those
without the national health index. This was done based
on name, date of birth, and other identifiers. The NZ
national collection of clinical information, mortality,
and cause of death were available after 1988 in the
National Minimum Dataset and the National Mortality
Collection from the NZ MoH. The National Minimum
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Figure 1. Process of data linkage.
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Dataset is a national collection of public and private
hospital discharge information for inpatients and day
patients, including clinical information. It provides
statistical data, reports, and analyses about all hospital
inpatient and day patient health services nationally for
the purpose of policy formation, performance moni-
toring, research, and review. Data collected from the
donors’ medical records include national health index
where applicable, age, sex, ethnicity, relationship to
recipient, residency status, and date of kidney
transplant.

Statistical Analysis

Datasets were merged and analyzed in Stata/IC 17.0
(Stata Corp, College Station, TX). All continuous vari-
ables were presented as means with SDs or medians
with interquartile ranges (IQRs), depending on their
distribution which was assessed visually. Categorical
variables were presented as proportions. Specific ana-
lyses based on the different outcomes are detailed in
the next section. To calculate the 95% CIs for the
incidence rates, we used the quadratic approximation
to the Poisson log likelihood.

Outcomes
Primary Outcome: KF

KF was defined as the commencement of dialysis
treatment, or the receipt of a kidney transplant,
whichever occurred first. The outcome of KF in living
764
donors was obtained via data linkage of donor details
with records held in the ANZDATA registry. The
registry records cases of KF in Australia and NZ, where
a patient received treatment with long-term mainte-
nance dialysis or received a kidney alone or had mul-
tiorgan transplant that included a kidney, to identify
live donors who developed KF without dialysis. The
linked data was reviewed for KF as a cause of death, or
if during hospital admissions, there was a diagnosis or
procedure as per International Classification of Diseases
(ICD) code that indicated acute or chronic KF
(Supplementary Tables S1–S4).18

Secondary Outcome: Death

Causes of death were recorded using the ICD 9th and
10th revision, Australian Modification codes. Cause of
death was categorized. Patient survival post donation
was analyzed using Kaplan-Meier survival curves.

Secondary Outcome: CVD

CVD outcomes were defined using ICD 9th and 10th
revision, Australian Modification codes during hospital
admissions. Codes used to identify CVD events are
listed in Supplementary Tables S4 to S8. Given that
death is a competing risk for CVD, the cumulative
incidence of competing events is graphically displayed.

Secondary Outcome: Acute Complications

All hospital admissions within 90 days of donation
were obtained from the National Minimum Dataset.
Kidney International Reports (2025) 10, 762–771



Table 1. Live Kidney donor demographics
Factor Value (N [ 1339)

Age at donation, median (IQR) 44.7 (35.7–52.5)

Donor sex, n (%)

Female 777 (58.0%)

Male 562 (42.0%)

Ethnicity, n (%)

European 1060 (79.2%)

M�aori 139 (10.4%)

Pacific 47 (3.5%)

Asian 80 (6.0%)

Other 13 (1.0%)

Related Donor, n (%) 834 (62.3%)

Year of Donation, n (%)

1988–1997 189 (14.1%)

1998–2007 431 (32.2%)

2008–2018 719 (53.7%)

IQR, interquartile range.

Figure 2. Cumulative incidence of kidney failure after live kidney
donation.
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Complications were defined using ICD 9th revision,
Clinical Modification and ICD 10th revision, Australian
Modification external cause code. External cause ICD
codes are used to classify the mechanism of an event or
injury, which coders determine at the time of admis-
sion. We determined that there was a complication if an
admission had the external cause code group “Com-
plications of medical and surgical care.” Admissions up
until December 31, 1999, used ICD 9th revision coding,
and after January 1, 2000, used ICD 10th revision
coding. Complications were calculated on a per patient
basis. The type of complications were determined using
the diagnostic codes for that admission. Complications
were then categorized based on severity and major and
minor categories. Severity was determined using the
adapted Clavien-Dindo Classification of surgical com-
plications.7,19,20 This grades the complication based on
the level of treatment required, that is, grade 2:
transfusion, grade 3: radiological procedure or surgical
intervention, and grade 4: organ failure. Any diagnoses
within an admission were categorized into minor and
major categories based on work from Lentine et al.7

These categories were assigned by 2 separate authors
(GI and LC) with consensus by discussion. Adjudica-
tion from coauthors (MC, MS, and PC) occurred if
consensus was not reached. A patient could have
multiple complications per admission.

Sensitivity Analysis: Definition of Complication

Two sensitivity analyses were conducted for the anal-
ysis of complications to ensure the robustness of
estimates:

1. Any complications within 30 days.
2. Any complications within initial admission for

donor nephrectomy.

Ethics

The study was approved by the Northern Health and
Disability Ethics Committee (reference 15/NTA/47) and
received funding from Auckland District Health Board
Charitable Trust.

RESULTS

Records of transplants performed between 1988 and
2018 were complete, and all living donors were
identified for transplants performed during that
period. There were 1339 donors from 1988 to 2018,
with an increase in donors over time. The de-
mographics of the living donors are displayed in
Table 1. Most donors were female (58%). The median
age at donation was 44 (IQR: 35–52) years. Europeans
(79%) were the predominant ethnicity group followed
by M�aori (10%), Asian (6%), and Pacific (3%). Of the
Kidney International Reports (2025) 10, 762–771
donors, 62% were genetically related to the transplant
recipients. The median follow-up time was 11.2
(IQR: 5.5–17.7, range: 1.0–30.2) years.

Outcomes
KF

Five people developed KF treated with kidney replace-
ment therapy during follow-up (Figure 2). No additional
donors who were not receiving kidney replacement
therapy had KF reported as a cause of death. The inci-
dence rate of KF was 3 per 10,000 person-years (95% CI:
1.3–7.4) with a follow-up time of 16,272 person-years.
The death-censored KF was 0% at 5 years, 0.1% (95%
CI: 0.1%–0.9%) at 10 years, 0.7% (95%CI: 0.2%–2.4%)
at 20 years, and 2.6 (95% CI: 1%–7.5%) at 30 years. One
donor developed KF and commenced kidney replace-
ment therapy after 8 years post–kidney donation
because of glomerulonephritis. In contrast, the remain-
ing 4 developed KF, all attributed to diabetic kidney
disease, more than 15 years after kidney donation.
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Figure 3. Cumulative incidence of mortality after live kidney
donation.
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Death

There were 30 deaths (0.08%) of kidney donors
recorded during the study follow-up period. The most
common cause of death was malignancy 67% (n ¼ 20),
followed by CVD 20% (n ¼ 6). The mean age at death
was 63 (SD: 10.8) years. The Kaplan-Meier survival
curve for death is shown in Figure 3. Patient survival
was 0.4% (95% CI: 0.2%–1.1%) at 5 years, 1.0% (95%
CI: 0.5%–1.8%) at 10 years, 4.3% (95% CI: 2.8%–
6.6%) at 20 years, and 11.3% (95% CI: 6.3%–19.5%) at
30 years.

CVD

Nineteen people (1%) had an acute cardiovascular
event during follow-up after donation.These were
primarily because of ischemic heart disease 68%
Figure 4. Cumulative incidence curves for the competing risks of cardio
donation.

766
(n ¼ 13), with the remaining because of cardiovascular
death (n ¼ 6, 32%). Of the donors who had a car-
diovascular event, 73.7% (n ¼ 14) were men. The
median time from donation to admission with a car-
diovascular event was 16.4 (IQR: 9.9–22.1) years. The
cumulative incidence curves for cardiovascular events
and the competing risk of noncardiac death are dis-
played in Figure 4. The follow-up time was 16,439
person-years, with an estimated incidence rate of 11.6
(95% CI: 7.4–19.2) per 10,000 person years.

Complications

Two hundred ninety-two donors (22%) had reported a
complication following donation. Of these, 69 (5%)
had a complication requiring an intervention (Clavien-
Dindo complication >1: Table 2). The major types of
complications are documented in Table 3, with the
most frequent being “other” complications followed
by gastrointestinal; the minor categories are docu-
mented in Supplementary Table S10. No living donors
died in the first 3 months after donation. Sixty-seven
people (5%) were readmitted because of complications
and 1 person was readmitted twice. For a donation
admission, the median length of stay, if there was a
complication was 5 (IQR: 4–7; range: 2–24) days
compared with a median stay of 4 without a compli-
cation (IQR: 3–5; range: 1–17) days (P < 0.001). The
median length of stay for readmission was 2 (IQR: 1–3;
range: 0–40) days. The length of stay decreased over
time, with the median length of stay being 7 (IQR: 6–8)
days in 1988 to 1999, compared with 4 (IQR 3-4) days
in 2010 to 2018.
vascular events and non–cardiac death over time after live kidney

Kidney International Reports (2025) 10, 762–771



Table 2. Acute complications based on severity
Clavien-Dindo complication grade Number Percentage

1 223 76.4%

2 7 2.4%

3 61 20.9%

4 1 0.3%
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Sensitivity Analysis 1: Readmission Within 30

days

When restricted to complications within 30 days of
donation, there were 286 people with complications
(22%), with 65 people with complications requiring an
intervention (Clavien-Dindo complication > 1). These
are documented in Supplementary Table S11.
Sensitivity Analysis 2: Complications Within

Donation Admission

When restricted to complications only within the
donation admission, 239 people (18%) had a compli-
cation. Of these, 55 (4%) required an intervention
(Clavien-Dindo complication > 1). Restriction to only
donation admission excluded complications from the
minor categories of hematuria, peritonitis, and gastro-
intestinal hemorrhage.
Missingness

There was limited missing data. Twenty-one donors
(1.6%) had no records of hospital admissions
within �14 to þ90 days of donation. All other data had
no missingness.
DISCUSSION

This study explored multiple short-term and long-term
patient important complications post donation.
Table 3. Complications categorized into major categories
Complication Number (% of total complications) n [ 292

Bleeding 38 (13.0%)

Cardiac 54 (18.5%)

Fluid imbalance 43 (14.7%)

Gastrointestinal 126 (43.2%)

Genitourinary 41 (14.0%)

Hernia 1 (0.3%)

Infection 65 (22.3%)

Injury 33 (11.3%)

Kidney impairment 12 (4.1%)

Other complications 181 (62.0%)

Respiratory 66 (22.6%)

Thrombosis 1 (0.3%)

Vascular 10 (3.4%)

Wound 25 (8.6%)

Note: there can be multiple diagnoses per patient.

Kidney International Reports (2025) 10, 762–771
KF

In this analysis, 5 of 1339 donors developed KF in the
follow-up period, and the incidence rate of KF was 3
per 10,000 person-years (95% CI: 1.3–7.4). Although
these risks of KF after kidney donation do not exceed
KF rates in the general population,10,21,22 2 studies
comparing donors with donation-attributable risk
found that donation is associated with a small but
significant risk of KF. However, the absolute increase in
KF attributable to donation was minimal.11,12 Mjøen
et al.12 showed that the overall incidence of KF among
donors was 302 cases per million, with a median follow-
up of 15 years.11 Muzaale et al.13 reported that the
cumulative incidence of KF at 15 years was 30.8 per
10,000 donors compared with 3.9 per 10,000 in
matched donors (risk attributable to donation of 26.9
per 10,000).12 Our findings reaffirm that low risk of KF
post donation is consistent with previous reports of KF
in donors.11,12 In our study, only 1 donor developed KF
because of glomerulonephritis after 8 years post–
kidney donation, and the remaining 4 donors devel-
oped later KF with diabetic kidney disease as the most
common cause of KF after 15 years post–kidney dona-
tion. Our findings confirm the findings of an earlier
study that showed early KF in donors within 10 years
post–kidney donation was predominantly attributed to
glomerulonephritis. In contrast, later KF in donors was
because of diabetic kidney disease and hypertension.23

Diabetic kidney disease and hypertension were un-
likely to be the cause of KF in donors in the early
period post–kidney donations because these conditions
were absolute or relative contraindications for living
kidney donation.24,25 This highlights that, as a com-
munity we need to be vigilant in screening and man-
aging diabetes in the donor population.

Death

Although previous studies reported that the living
donor population experienced fewer deaths when
compared with matched general population, there were
no data on relative survival.9-12,26-28 More recent
studies with alternative methods have reported the
observed and expected survival.29,30 The Swedish
study had 459 donors from 1964 until the end of 1994
and reported observed survival of 85% in the donor
group after 20 years of follow-up, whereas the ex-
pected survival rate was 66%.29 The study was from an
earlier era and better survival among donors may be
due to more selective criteria for donation. In a Japa-
nese study, the observed survival in living donors
were 98.2%, and the expected survival was 97% at 5
years after donation.30 Our study demonstrates that
living kidney donors in NZ have a low mortality risk
on long-term follow-up.
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CVD

There is plausibility for an excess of cardiovascular risk
or mortality after kidney donation. Most studies have a
short follow-up period after donation, with few cases of
ischemic heart disease, resulting in a lack of statistical
power.9,28,31 The aforementioned studies all suffer from
few events, relatively short follow-up period, and un-
certainty about whether the control group was
considered an appropriate comparison (low CVD risk).
Another study32 found significantly higher risk CVD
compared with healthy controls. In the latter study,
after a mean observation time of 11.3 (SD: 8.1) years for
donors and 16.4 (SD: 5.7) years for controls, 3.5% (n ¼
35) of donors were diagnosed with ischemic heart
disease versus 1.7% (n ¼ 267) of the controls. The
adjusted odds ratio for CVD was 1.64 (95% CI: 1.1–2.4,
P ¼ 0.01) in donors compared with controls. However,
diagnoses of CVD were based on self-reports among the
controls, which may result in underreporting and
recall bias.32 Mjøen et al.12 found increased CVD and
mortality in living donors compared with healthy do-
nors and attributed the difference in the findings
compared with previous studies because of the longer
follow-up in their study.11 Our study reported that
1.4% (n ¼ 19) donors suffered CVD requiring admis-
sion post donation and an incidence rate of 11.6 (95%
CI: 7.4–19.2) per 10,000 person years which remains
low and reassuring for donors. This, however, needs to
be interpreted that our data only captured those with
CVD requiring hospitalization; thus any less severe
CVD managed in the community may be missed.

Secondary Complications

The perioperative mortality rate of living donor ne-
phrectomy ranges from 0.02% to 0.04% and morbidity
varies from 8% to 18%.7,33,34 The variation in the
complication rates is likely because of the differences in
the definition of perioperative complications and
ascertainment methodology. The higher incidence of
overall complications in our study likely reflects
differing definitions of the outcome measure. Our study
broadens the definition to encompass specific compli-
cations, including cardiac, respiratory, gastrointestinal,
bleeding, and infection, and includes any complication
within 90 days rather than the initial hospital admis-
sion. The longer length of hospital stay in the earlier
era between 1988 and 1999 compared with later period
in 2010 to 2018 may be due to the difference in surgical
technique for living donor nephrectomy or changes in
postoperative models of care. Open donor nephrectomy
was implemented in the earlier era, and laparoscopic
nephrectomy was introduced in June 2000. Since then,
the laparoscopic approach has become the standard
surgical approach for donor nephrectomy in NZ. The
768
laparoscopic technique benefits from a shorter hospital
stay.35,36 Data on admission to intensive care were not
collected within the MoH dataset, which is one of the
inclusion criteria for grade 4 for Clavien-Dindo; thus,
this could not be included within the categories of
complications and may underestimate complication
severity. This highlights some of the difficulties in
using administrative datasets for complications. The
external codes are assigned by coders using clinical
information at the time of the event. This increase in
granular information presumably can allow the coders
to discriminate whether a complication is attributable
to donation or not. The limitation of using the coding
approach is that coders may not recognize some com-
plications at the time, and thus underreport potentially
more minor complications.

Examining comprehensive longitudinal outcomes
into a contemporary era is imperative to provide do-
nors with short-term and long-term risks of donation,
particularly given the change in who we accept as
donors.26 Effective risk communication is essential for
shared decision-making, the gold standard for health
care decisions.37 Being able to provide donors with
accurate information risks, benefits, and consequences
of donation are part of the informed consent process
from the decision-making framework set out within the
Kidney Disease Improving Global Outcomes Clinical
Practice Guideline on the Evaluation and Care of Living
Kidney Donors Guidelines.6 Ideally, these risks would
be individualized, include the degree of uncertainty,6

and presented as absolute values.38 Grams et al.39

have developed an internet-based risk prediction
calculator which can calculate the risk of KF pre
donation at 15 years and over the donors life time.40

Unfortunately, the usefulness of this tool for decision
making is hampered by the lack of risk post donation.
The difficulty in creating a risk score post donation
based on individual donor characteristics is hampered
by the need for both long-term follow-up and a large
number of donors, because of fortunately low numbers
of donors who have KF.
Strengths

This is a comprehensive longitudinal study of all living
donors in NZ spanning 30 years. Long-term follow-up
of healthy living kidney donors can be difficult to
maintain because they may default from regular follow-
up leading to incomplete post donation information.
We could use data linkage to national registries and
ANZDATA to ascertain KF, CVD, death; and reduce loss
to follow-up in our study population. There is complete
capture of all cases of treated KF and all death data.
Other studies have restricted to donation admission,
Kidney International Reports (2025) 10, 762–771
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which may miss essential complications that cause
readmission to hospital.

Limitations

There are limitations to the study. This is a small
population study of a rare outcome which limits the
studies power. There are limited data on living donors’
characteristics at the time of donation, particularly in
respect to kidney function and comorbidities. Given
the low rate of all outcomes, we cannot adjust for any
other covariates which may confound the various
outcomes in this analysis.41 This analysis does not
include a comparison control group of nondonors
(there was no longitudinal cohort study over the same
period on the same population to allow comparison), so
a relative risk cannot be calculated. Over the years, the
living donor criteria have expanded to include accep-
tance of genetically unrelated living donors (including
nondirected donors), development of exchange pro-
grams (established in 2011), and use of expanded-
criteria living donors, particularly elderly donors.
There needs to be caution with the extrapolation of risk
from previous eras of donors to the current potentially
more marginal donors. The uncertainty of risk as donor
criteria expand will need further prospective moni-
toring of complications to quantify the future risks
better. This means that the rates of KF and complica-
tions may not be as generalizable to the current cohort
of donors. The major limitation of this study is the use
of coded administrative datasets, particularly to
determine post-operative complications. These were
derived from administrative coding at the time of
admission rather than clinical judgment. This analysis
only included complications that led to a hospital
admission which may have excluded less severe com-
plications. The outcome of CVD was derived from
hospital admissions or procedures. Thus, if someone
was diagnosed with CVD in primary care this would
not be captured, potentially missing less severe CVD.
These limitations must be acknowledged when inter-
preting the rates of post-operative complications and
the outcome of CVD. In addition, these data sets are
administrative datasets for NZ. There is a risk if a
person migrated, both the time and risk, and the risk of
outcomes may be underreported.

This study demonstrated a low risk of several short-
term and long-term outcomes for donors post–living
kidney donation. There are clear limitations to this
study with small overall numbers and no control
population. There is a low risk of long-term patient
important complications of KF, CVD, and death over a
30-year follow-up period. Perioperative complications
are common in keeping with the previous literature;
however, severe complications are rare. Being able to
Kidney International Reports (2025) 10, 762–771
inform donors about these risks may help with consent
and decision-making about kidney donation. Further
research presenting the absolute risk for donors post
donation should be the aspiration for the living donor
community.
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