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Abstract
Background: There is a gap between the number of patients waiting for a transplant and the number of kidneys available. 
Some deceased donor kidneys are currently nonutilized, as medical teams fear that they will experience suboptimal graft 
survival. However, these organs could provide an acceptable therapeutic option if they were allocated for preemptive kidney 
transplantation in elderly candidates.
Objective: This project aims to gather patients’ perspectives on the allocation of kidneys with lower longevity for preemptive 
kidney transplantation in elderly patients.
Design: Individual interviews.
Setting: The Center hospitalier de l’Université de Montréal (CHUM) chronic kidney disease (CKD) clinic.
Participants: Patients aged between 64 and 75 years with CKD G4-5 ND, followed at the CHUM and who have not 
initiated dialysis yet.
Methods: Between March and July 2023, we conducted 14 individual interviews with patients aged between 64 and 75 years 
who had CKD G4-5 ND and were followed at the CHUM. The interviews were digitally recorded and transcribed. Thematic 
analysis was conducted.
Results: Most participants were in favor of using kidneys with lower longevity to increase their access to transplantation, 
improve their quality of life, enable accelerated transplantation, and avoid dialysis. Patients also wanted to be engaged in the 
decision-making process, underlining the importance of informed consent. Although the use of kidneys with lower longevity 
offers the hope of returning to “normal” life, some patients were concerned about the risk of reduced graft survival and 
the need for a subsequent kidney transplant. In these cases, patients were interested in using mitigation strategies, such as 
prioritization for kidney transplantation from standard donors in case of early graft loss associated with receiving kidneys with 
lower longevity. They also recommended the development of a separate waiting list for patients consenting to preemptive 
transplantation with kidneys with lower longevity.
Limitations: This study was conducted in only 1 nephrology clinic in the province of Quebec with French-speaking patients. 
Consequently, the results may not be generalizable to other populations, including ethnic minorities.
Conclusion: The use of kidneys with lower longevity for preemptive kidney transplantation appears to be an interesting 
option for elderly kidney transplant candidates. However, patient information and participation in the decision-making 
process are essential. Moreover, organ donation organizations and transplant programs should develop a separate waitlist 
for transplant candidates who have preconsented to receive organ offers of deceased donor kidneys with lower longevity.
Trial registration: Not registered.

Abrege 
Mise en contexte: Il existe un écart entre le nombre de patients en attente d’une greffe et le nombre de reins disponibles. 
À l’heure actuelle, un certain nombre de reins de donneurs décédés ne sont pas utilisés, car les équipes médicales craignent 
que la survie des greffons ne soit pas optimale. Ces organes pourraient toutefois constituer une option thérapeutique 
acceptable s’ils étaient attribués à des candidats âgés pour une transplantation pré-emptive.
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Objectifs de l’étude: Ce projet vise à connaître la position des patients quant à la transplantation pré-emptive de reins 
jugés de moindre longévité chez des candidats âgés.
Conception: Entretiens individuels.
Cadre: La clinique d’insuffisance rénale chronique du Center hospitalier de l’Université de Montréal (CHUM).
Sujets: Des patients âgés de 64 à 75 ans atteints d’IRC G4-5 suivis au CHUM et n’ayant pas encore amorcé la dialyse.
Méthodologie: Entre mars et juillet 2023, nous avons mené 14 entretiens individuels avec des patients de 64 à 75 ans non 
dialysés atteints d’IRC G4-5 suivis au CHUM. Les entrevues ont été enregistrées sous forme numérique, puis transcrites. 
Une analyze thématique a été effectuée.
Résultats: La plupart des personnes interrogées étaient en faveur de l’utilisation de reins de moindre longévité en vue 
d’augmenter leur accès à la transplantation, d’améliorer leur qualité de vie, d’accélérer la transplantation et d’éviter la dialyse. 
Les patients souhaitaient également participer au processus décisionnel, ce qui met en lumière l’importance du consentement 
éclairé. Bien que l’utilisation de reins de moindre longévité offre l’espoir d’un retour à une vie « normale », certains patients 
s’inquiétaient du risque de survie réduite du greffon et, dès lors, de l’éventuelle nécessité d’une nouvelle greffe. Dans ces cas, 
les personnes interrogées étaient intéressées par des stratégies d’atténuation comme une priorité donnée à la transplantation 
de reins provenant de donneurs standards en cas de perte précoce du greffon liée au fait d’avoir reçu un rein de moindre 
longévité. Les personnes répondantes ont également proposé l’établissement d’une liste d’attente distincte pour les patients 
qui consentent à une transplantation pré-emptive avec des reins de moindre longévité.
Limites de l’étude: Cette étude a été menée dans une seule clinique de néphrologie au Québec auprès de patients 
francophones. Par conséquent, les résultats pourraient ne pas être généralisables à d’autres populations, notamment à des 
personnes issues de minorités ethniques.
Conclusion: L’utilisation de reins de moindre longévité pour la transplantation rénale pré-emptive semble être une option 
thérapeutique intéressante pour les candidats âgés. Toutefois, il est essentiel que les patients soient bien informés et qu’ils 
participent au processus décisionnel. Enfin, les organismes de don d’organes et les programs de transplantation devraient 
établir une liste d’attente distincte pour les candidats ayant préalablement consenti à recevoir des offres d’organes pour des 
reins de moindre longévité provenant de donneurs décédés.
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Introduction

Kidney transplantation improves patient survival and quality 
of life, and decreases health care costs when compared with 
dialysis.1,2 The availability of organs is far from meeting the 
demand for transplants, with over 2000 Canadians waiting 
for a kidney transplant at the end of 2021.3 During that same 
year, 1188 patients received a transplant and 99 died before 
receiving one.3 Despite the overwhelming need for kidney 
transplantation, a substantial proportion of deceased donor 
kidneys are nonutilized. Although there are no Canadian 
data, it is estimated that in the United States around 20% of 
all deceased donor kidneys are nonutilized.4 This is particu-
larly true with kidneys that fit the criteria for expanded donor 
or have a kidney donor profile index (KDPI) above the 85th 
percentile, where the discard rate could be as high as 60%.5,6 
A recent study conducted in the Netherlands also showed a 
nonutilization rate of 24.4%, with the reasons for nonutiliza-
tion being expected impaired quality of the organs and acute 
kidney injury.7

While using kidneys originating from expanded criteria 
donors or high KDPI kidneys could be associated with an 

adverse impact on graft survival, this impact is not as pro-
nounced amongst older recipients. Accepting such kidneys 
for patients aged more than 60 years is associated with a 
better survival rate than remaining on dialysis.6,8-11 This 
could be particularly true if the marginal kidneys are used to 
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perform preemptive transplantation. Currently and excep-
tionally in the province of Quebec, it is possible to receive a 
preemptive deceased kidney transplantation from a “stan-
dard criteria” donor. To be waitlisted, the transplant candi-
date needs to have an eGFR of less than 15 mL/min/1.73m2 
allowing preemptive kidney transplantation. However, since 
time spent on dialysis is an important criterion in the current 
Quebec allocation algorithm, preemptive deceased donor 
kidney transplantation is a rare phenomenon.12 A recent 
study has shown good outcomes for preemptive transplanta-
tion with high (>85%) KDPI kidneys.13 A key barrier to 
using these kidneys is the risk of delayed or slow graft func-
tion, both of which are associated with higher complications 
after transplantation. However, the risk of delayed graft 
function or the need for hemodialysis could be mitigated by 
preemptive kidney transplantation where patients have 
enough residual kidney function to avoid dialysis until the 
kidney starts to work. Therefore, using marginal or high 
KDPI kidneys that would normally be discarded for pre-
emptive kidney transplantation in elderly candidates could 
provide access to transplantation to those candidates who 
may have otherwise been denied access to transplantation 
due to expected long wait times. Moreover, using these kid-
neys—which are currently nonutilized—could increase the 
number of kidney transplantations performed, thereby 
improving patients’ survival and quality of life.2 For the pur-
pose of this manuscript, marginal, extended criteria or high 
KDPI kidneys that would normally be nonutilized will be 
referred to as “kidneys with lower longevity.”

In Quebec, there is no determined age limit for kidney 
transplantation. As recommended by the KDIGO, age is con-
sidered in the context of other comorbidities.14 Preferentially 
allocating kidneys with lower longevity to candidates older 
than 65 years for preemptive kidney transplantation raises 
ethical issues in terms of fairness and justice. Indeed, this 
allocation could be viewed as ageism or discrimination based 
on age.15-17 However, a kidney allocation system, such as the 
one used in the province of Quebec, that gives weight to time 
spent on dialysis also disadvantages elderly patients who 
cannot afford to wait a long time to have access to kidney 
transplantation.18 The transplantation of kidneys with lower 
longevity should primarily be considered for patients who 
tolerate dialysis poorly and in whom a strategy of early trans-
plantation with a lower longevity kidney is associated with a 
survival benefit compared to the alternative of continued 
waiting for a kidney with longer projected longevity.19 
However, there are few studies examining the perspectives 
of candidates on the topic of transplantation of kidneys with 
lower projected longevity. In this context, it is of paramount 
importance to gather stakeholders’ views on this new way of 
allocating kidneys in order to develop future allocation poli-
cies that are deemed ethical and fair for patients. The objec-
tive of this study was to gather the perspectives of patients 
aged between 64 and 75 years with chronic kidney disease 
and GFR category 4 and 5 not treated with maintenance dial-

ysis (CKD G4-5 ND) on the use of kidneys with lower lon-
gevity for preemptive transplantation.

Material and Methods

This study was exploratory in nature and used semi-struc-
tured interviews with patients aged between 64 and 75 years 
who had CKD G4-5 ND and were followed at the Center 
hospitalier de l’Université de Montréal (CHUM) CKD clinic. 
To be included in the study, participants had to speak French 
or English and have no formal contraindications to kidney 
transplantation (cancer, dementia, or active infection). We 
used the consolidated criteria for reporting qualitative 
research checklist.20 The CHUM research ethics board 
approved the study (CE 22.231) and all participants provided 
informed consent.

The recruitment and interviews were carried out between 
March and July 2023. A list of 263 patients followed at the 
CKD clinic was provided to the research team. Forty-one 
patients who met the inclusion criteria and were without a 
major contraindication to transplantation were contacted by 
email or by phone. Twenty showed an interest in participat-
ing. Of that group, 14 patients completed the sociodemo-
graphic questionnaire and were interviewed. Personal 
reasons, health issues, a lack of understanding of written 
French, or being unreachable were the reasons for not taking 
part in the interviews. Three attempts were made to reach 
candidates, and in the absence of a response, they were with-
drawn from the study.

Fourteen participants took part in individual interviews. 
All were conducted in French. Three were conducted in-per-
son, 8 by phone and 3 via videoconference. All interviews 
were conducted by the same member of the research team, 
who is not involved in the care of patients with CKD (CS). 
The interviews lasted on average 44 ± 19 minutes (ranged 
from 25 to 97 minutes) and were digitally recorded and tran-
scribed. The demographic questionnaire was completed with 
participants during the interview. Participants received $30 
as compensation. The raw interview transcripts were sent for 
review and approval to all the participants. No participants 
requested modification of the transcripts.

The issues covered during the interviews were outlined 
in an interview guide with open-ended questions that was 
developed by the research team based on a review of litera-
ture on the use of kidneys with lower longevity and the eth-
ics of kidney allocation.21-23 The questions addressed the 
following themes: (1) expectations related to kidney trans-
plantation; (2) perspectives on the current deceased donor 
kidney allocation criteria in the province of Quebec; (3) 
use of kidneys with lower longevity and preemptive kid-
ney transplantation; (4) ethical issues associated with the 
use of kidneys with lower longevity; and (5) sociodemo-
graphic data. Additional questions and reformulation tech-
niques were employed to gain a more precise representation 
of participants’ perspectives. Consistent with qualitative 
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methodology, the interview guide was modified during the 
study as new topics emerged from the interviews.24,25 (See 
Supplementary Material for interview guide and demo-
graphic questionnaire.)

We used a qualitative description approach.26,27 The goal 
of this pragmatic approach was to stay close to the data and 
provide a comprehensive summary of the topic studied, 
using thematic analysis. The latest version of NVivo 
(Lumivero) software was used to facilitate the analysis. Prior 
to coding the verbatim, the research team used a deductive 
approach and created the initial coding frame based on the 
interview grid and a review of the literature. During coding, 
we also used an inductive approach where new codes were 
added to the coding frame based on the interview content.28,29 
The research team met frequently to discuss the coding frame 
and data analysis. A member of the research team with exper-
tise in qualitative methodology (CS) coded the interviews 
and no new codes were created after the 10th interview. The 
number of participants allowed for data saturation. An inde-
pendent researcher (AA) with experience in qualitative 
methods coded the raw data from 6 interviews, with the rate 
of coding agreement assessed at 94% and disagreements 
were discussed. Coded quotes were then organized by themes 
and subthemes.

Results

Participants’ Characteristics

Fourteen patients aged between 64 and 75 years, including 8 
male and 6 female, with CKD G4-5 ND and followed at the 
CHUM CKD clinic, participated in the study. The median 
age of the patients interviewed was 69 years. Nine partici-
pants had a life partner, 64% of the participants were white 
and 9 had completed post-secondary education. Three were 
transplant candidates, 2 were on hold on the waiting list, 1 
was deemed ineligible for a transplant, 1 was currently being 
assessed for a transplant, and 7 were not in the process of 
being assessed for a kidney transplant. Fifty-seven percent of 
participants described their quality of life as sufficient, while 
43% responded that it was either excellent or good. More 
than half (57%) of participants agreed with the following 
statement: “I have health problems, but I am able to perform 
my daily activities normally.” Eight participants decided on 
dialysis, while 5 of them opted for peritoneal dialysis. Eight 
participants were willing to accept kidneys with lower lon-
gevity for transplantation, 3 were unsure, and 3 would 
decline such an offer. Table 1 summarizes participants’ 
characteristics.

Qualitative Interviews

During the interviews, participants discussed their perspec-
tives on the current deceased donor kidney allocation pro-
cess. Kidney transplantation was described as a way to 

improve their quality of life and maintain their autonomy. 
The advantages and arguments against using kidneys with 
lower longevity, the ethical issues and recommendations for 
a future program that would allocate kidneys with lower lon-
gevity to elderly patients preemptively were also discussed. 
In this section, we will present the major themes identified in 
our study.

1. The current deceased kidney allocation policy is fair but has 
some flaws.  Most participants had limited knowledge about 
the current deceased donor allocation criteria in the province 
of Quebec. Despite their limited knowledge, they generally 
believed that the allocation process was fair for all patients. 
However, they perceived their older ages as a barrier to trans-
plantation. They believed that younger candidates are cur-
rently prioritized in an organ shortage context. This belief 
was a source of frustration for many participants. However, 
they agreed with a system where the age of the donor is 
matched with the age of the recipient.

Since important weight is given to time spent on dialysis 
in the current allocation system used in the province of 
Quebec, some older patients received the information that 
their chances of receiving a deceased donor preemptive kid-
ney transplantation were low and they were encouraged to 
find a living kidney donor. However, 1 participant expressed 
feeling a sense of helplessness because they did not have a 
potential living donor among their next of kin, and they felt 
that deceased kidney transplantation was not an option for 
them. Table 2 presents interview excerpts.

2. Kidney transplantation is a way to improve quality of life, sur-
vival, and preserve patients’ autonomy.  Participants expressed 
3 main reasons to consider kidney transplantation: improv-
ing their quality of life, maintaining their autonomy since 
they viewed dialysis as burdensome and as an obstacle to 
their autonomy during daily activities, and improving their 
survival. Quality of life, as described by participants, encom-
passes various aspects such as being socially active, having 
the energy to sustain daily activities, feeling good, and expe-
riencing fewer dietary restrictions. One participant empha-
sized the physical burdens associated with dialysis, such as 
frequent hospitalizations, interventions, and the need to take 
many medications. Table 3 presents interview excerpts.

3. Advantages and barriers to using kidneys with lower longevity 
that would normally be nonutilized for kidney transplanta-
tion.  Using kidneys with lower longevity that would nor-
mally be nonutilized was viewed as a way to increase the 
number of organs available and thus improve patients’ access 
to kidney transplantation. Moreover, this could be the only 
way for elderly patients who do not have any living donors to 
have access to a preemptive kidney transplantation, allowing 
them to avoid dialysis treatments and enjoy an improved 
quality of life.
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Table 1.  Participants’ Characteristics.

Characteristics N = 14 (%)

Sex  
Female 6 (43)
Male 8 (57)
Age (median years) (interquartile range) 69 (IQR 4)
Languages spoken at homea  
French 11 (79)
English 1 (7)
Other 6 (43)
Ethnicity  
White 9 (64)
Asian 3 (21)
Black 2 (14)
Marital status  
Married or common-law 9 (64)
Single 3 (21)
Widowed 2 (14)
Employment status  
Employed 5 (36)
Retired 9 (64)
Level of education  
High school 3 (21)
Technical school / college 3 (21)
University 6 (43)
Other 1 (7)
Prefer not to answer 1 (7)
Family income  
<$50 000 5 (36)
$50 001-$100 000 7 (50)
$100 001-$150 000 1 (7)
Prefer not to answer 1 (7)
Self-rating of current health  
Excellent 1 (7)
Good 5 (36)
Sufficient 8 (57)
Self-reported performance status  
My life is normal. 2 (14)
I have health problems, but I am able to 

perform my daily activities normally.
8 (57)

I am capable of taking care of myself, but unable 
to perform daily activities or work normally.

3 (21)

I need occasional help, but can mostly take care 
of my personal needs.

1 (7)

Number of years followed at the CKD 
clinic

 

<1 year 2 (14)
1-5 years 6 (43)
6-15 years 5 (36)
>15 years 1 (7)
Self-reported etiology of kidney disease  
Diabetes 1 (7)
Hypertension 1 (7)
Congenital malformation 1 (7)

Characteristics N = 14 (%)

Glomerulonephritis 1 (7)
Other 10 (71)
Unknown 1 (7)
Type of dialysis considered  
Hemodialysis 3 (21)
Peritoneal dialysis 5 (36)
Unknown 6 (43)
Willingness to accept kidneys with lower 

longevity in transplantation
 

Willing 8 (57)
Unsure 3 (21)
Unwilling 3 (21)

aThe total number exceeds 14 because some participants indicated 
speaking more than 1 language at home.

(continued)

Table 1. (continued)

One concern expressed by the participants about using 
kidneys with lower longevity for transplantation is the poten-
tial for primary graft nonfunction. They did not see any ben-
efit to being transplanted preemptively if the chances of 
needing dialysis afterward are high due to the quality of the 
organ transplanted. Some participants described kidney 
transplantation as a demanding procedure and did not want 
to go through the process twice since the chances of primary 
graft nonfunction are high. A few participants were con-
cerned about the costs related to a second transplantation. 
Table 4 summarizes the results with interview excerpts.

4. Ethical issues related to preemptive allocation of kidneys with 
lower longevity to elderly patients.  Most of the participants 
wanted to be involved in the decision-making process of 
whether or not to accept a kidney with lower longevity that 
would normally have been discarded. In order to participate 
in the decision-making process, they wished to receive infor-
mation on the risks, the benefits and the potential impact of 
using such kidneys on their quality of life. The information 
needed to be tailored to their unique situation. However, 
some participants wanted to be more passive in the decision-
making process and said that they would trust their health 
care professionals’ recommendations.

Some participants did not see any fairness issues with 
allocating kidneys with lower longevity preemptively to 
elderly patients since these patients are accepting a higher 
risk of primary graft nonfunction or lower graft survival. 
Other participants, however, questioned whether this alloca-
tion could be considered age discrimination since these kid-
neys with lower longevity are preferentially allocated to 
elderly patients. Some participants also questioned how 
patients should be selected to have access to a preemptive 
kidney transplantation with a kidney with lower longevity 
and if age should be the only criterion for this allocation. 
Table 5 summarizes the results with interview excerpts.
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Table 2.  The Current Deceased Kidney Allocation Policy is Fair But Has Some Flaws.

Themes and interview excerpts N = 14 (%)

Limited knowledge
“In fact, I’ve never really understood the whole thing.” (P1, male)
“I’m aware of it, but I know it’s not easy, there are so many people waiting, so I don’t know. I have to wait to get a kidney, 

a person who is compatible with me, and then at that point I’ll be called on and it depends on which bed I’m in, what . . . 
how would you say it? Number, what number I am and, that’s all I know.” (P6, female)

9 (64)

The allocation system is fair
“I think it’s fair (the way kidneys are distributed) that people should have it before patients, if they’re young, they have to 

live their life, that’s normal.” (P2, female)
“Well, it sounds fair, yes, it sounds reasonable . . . The way you prioritize younger people and people who have been on a 

waiting list, but I think younger is more important . . . They have longer to live so it makes sense.” (P10, male)

8 (57)

Age matching and transplantation
“Well, I’m 75, so a donor who’s 10 years younger would make sense to me. Ten years older, I think I’d hesitate, because 

an 85-year-old kidney, with all the disadvantages that might entail, would be riskier. Is it worth it?” (P5, female)
“I’m 70, so it’s true that I would feel a bit uneasy getting a kidney from a 25-year-old that’s still got 50 years of survival, and 

then I’d say to myself, why would I, who’s 70, get a kidney from a child or a 25-year-old?” (P11, female)

8 (57)

Elderly patients are urged by the healthcare system to find a living donor in order to have access to pre-emptive transplantation
“And I got the impression that she (the doctor) was telling me, ‘You’re on your own, buddy, go get a kidney.’ As if I could 

go to the Jean-Talon Market . . . the person (the surgeon) was almost literally saying, ‘Go get a kidney.’” (P1, male)

4 (29)

Table 3.  Kidney Transplantation is a Way to Improve Quality of Life, Survival, and Preserve Patients’ Autonomy.

Themes and interview excerpts N = 14(%)

Improving their quality of life
“I have to admit that I’m tired because of my kidneys, so less fatigue, more energy, things like that really, better health for 

my heart, eating a somewhat more varied diet, that’s all.” (P2, female)
“That would be more pleasant health-wise, there would be fewer restrictions in terms of food, things like that, but it 

would keep me in better shape.” (P3, male)
“I would have a kidney that allowed me to function more normally, I mean, I am functioning normally, but let’s say longer 

with more energy throughout the day.” (P5, female)

10 (71)

Improving patient’s survival
“Well, let’s just say it’s what could save my life . . . It’s almost mandatory in my diseased condition, it’s possibly the only 

solution.” (P7, male)
“To get well as soon as possible, to have a kidney and then to be able to go longer, from one year to the next . . . 

Because I want to be there longer for my children and I would rather not leave, it’s not complicated.” (P9, female)

4 (29)

Maintaining their autonomy since dialysis is burdensome
“To be able to continue doing what I’m doing and not have to go to hospital three times a week, that’s the only thing.” 

(P8, male)
“I don’t want to end up not being able to do my activities, not being able to do my daily activities, and I want to live fully 

with all the resources that I need in my body.” (P11, female)

8 (57)

5. Recommendations.  Participants made some recommenda-
tions in the event that a transplant program or an organ dona-
tion organization was planning to implement a program 
where kidneys with lower longevity that would normally not 
be utilized were offered to elderly patients not yet on dialy-
sis. First, the participants believed that the decision of 
whether or not to accept this type of transplantation should 
take into consideration patients’ personal health expecta-
tions. They also suggested developing a separate waiting list 
for patients who agreed to be contacted for a kidney with 

lower longevity offer. The decision of whether or not to be on 
this separate waiting list should be regularly reassessed. The 
final recommendation was to develop a safety net in the 
event of primary graft nonfunction. Since the patients would 
be agreeing to take a higher risk, the system should offer 
some form of compensation. For some participants, the 
safety net should be to prioritize patients with primary graft 
nonfunction who are on the deceased waiting list for a 
retransplantation. Table 6 summarizes the results with inter-
view excerpts.
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Table 4.  Advantages and Barriers to Using Kidneys With Lower Longevity.

Themes and interview excerpts N = 14 (%)

Perceived advantages of using kidneys with lower longevity
Increased patient access to kidney transplantation
“No, but it’s true, to avoid dialysis . . . Because my cousin was in dialysis, 7 years he was waiting for dialysis, 7 years for a 

kidney.” (P6, female)
“Dialysis, for me, especially when I know that people who are on dialysis go about 5 years and then after that if they don’t 

have a kidney transplant at my age, at 70, for me I’d rather be weaker than go on dialysis. So that’s why when I was told 
about the possibility of a less-than-ideal kidney, well for me, that’s much more appealing than dialysis.” (P11, female)

“I think it’s a good program, it’s a good study and I think it’s, let’s say it’s one more chance for people who so far haven’t 
found.” (P13, male)

11 (79)

Sole access to pre-emptive transplantation
“And I know that if I had a living donor, I could do it now, but I don’t know how to do it. I can’t ask for a living donor 

in my family because the implications are too great, there are too many people in my family who suffered from kidney 
failure to think that maybe some of them are at risk. So there are too many risks and I don’t know how to ask my friends 
and other people.” (P11, female)

3 (21)

Concerns related to the use of kidneys with lower longevity
Risk of primary graft non-function and the need for dialysis and retransplantation
“I only want to be transplanted once in my life, and that’s more than enough, even too much, I think.” (P2, female)
“Let’s say that if it does just 6 months and then 6 months later you have to start all over, well, I think that all the effort of 

the operation, the weakness, all that, and it’s going to work a little less well than a newer model, what does it get you in 
the end? Is it worth it?” (P3, male)

“It’s a kidney that has a decrease in function, that’s not as good and, if I go through the usual problems of a transplant and 
then I end up with a kidney that’s going to last maybe, I don’t know, really not long, and then after 2 or 3 years I end 
up on dialysis anyway . . . I don’t know, was it worth the cost of going through all that just to end up on dialysis anyway 
after, I don’t know, 2 or 3 years?” (P5, female)

8 (57)

Costs related to retransplantation
“First, you have to think about how much it costs society to transplant a kidney. We can’t do it every year. Can we do it 

every year?” (P2, female)
“I’d like it maybe at least 5 years, because without that, it means you have to start all over again and that means there are 

hospital charges.” (P11, female)
“If memory serves, a transplant costs $40,000 at the CHUM, so transplanting, $40,000 and then lasting 2 months, doesn’t 

really add up.” (P14, male)

6 (43)

Table 5.  Ethical Issues Related to Preemptive Allocation of Kidneys With Lower Longevity to Elderly Patients.

Themes and interviews excerpts N = 14 (%)

Involvement in the decision-making
“It’s the doctors who do the transplant who can say what it’s all about, whether it’s really worth it or . . .” (P3, male)
“I think it’s a decision that requires the doctor and the patient and the family too. Everyone needs to discuss it and make 

the decision.” (P10, male)
“I’m happy with my doctor because I think he consults me and takes my opinion into consideration, but I don’t think that’s 

the case with all doctors.” (P10, male)
“It would be the responsibility of the decision-makers . . . the nephrologist or the nurse . . . to give us the information so 

that we can choose, of course.” (P11, female)

9 (64)

Need for personalized information to give informed consent
“I don’t really have the tools to say what’s good and what isn’t. I would have to be told about the problems that could 

potentially arise, etc.” (P1, male)
“It’s hard to answer, really, because I don’t know too much about kidney medicine, so if we take someone at 15%, how 

many years will it last?” (P2, female)
“There are a lot of patients who maybe don’t have the tools to make decisions and all that because they’re used to 

listening to doctors.” (P10, male)

7 (50)

Fairness issues and age discrimination
“But they’re going to categorize the old . . . Is it 80 old, 90 old.” (P1, male)
“Someone who’s been waiting longer, if they don’t want less-than-ideal kidneys, they’ll wait longer, that’s all. Look, 

everyone makes their choice in life, it’s a matter of choice. There’s no . . . it’s not a question of justice, it’s a question of 
personal choice.” (P14, male)

“Ah, well, I think it’s very good because it’s clear that younger people have a longer life expectancy, so it’s preferable to 
give them the kidneys that are in better condition, that are younger. I think that’s perfectly normal.” (P12, female)

9 (64)
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Discussion

This qualitative study reports the perspectives of patients 
aged between 64 and 75 years with CKD G4-5 ND but who 
have not initiated dialysis on the possibility of allocating 
them kidneys with lower longevity, which would not have 
been utilized otherwise, for a preemptive kidney transplanta-
tion. This is the first study to report the perspectives of 
patients who are not necessarily transplant candidates and 
who did not experience dialysis. Some participants believed 
that their ages could be a barrier to access to transplantation. 
It is possible that a better understanding of the kidney trans-
plantation eligibility criteria and allocation policy would 
have changed their views on this topic. Also, since some par-
ticipants believed that living kidney transplantation was their 
only option given their ages, it is also possible that better 
education and help to find living kidney donors would have 
modified participants’ views on the acceptability of using 
kidneys with lower longevity.

In recent years, different studies have explored patients’ 
preferences about less-than-ideal or high KDPI kidneys. 
Schantz et al conducted qualitative interviews with wait-
listed patients and deceased donor transplant recipients on 
the decision-making process when a high KDPI kidney 
(>85) is offered. In that study, participants had limited 
knowledge about high KDPI kidneys. Patients’ willingness 
to accept these kidneys varied based on their health status. 
Experiences of dialysis, declining health and increased wait-
ing times were factors associated with increased willingness 
to accept a high KDPI kidney. Although the majority of 
patients wanted to be transplanted to improve their quality of 
life, a significant proportion of patients underestimated the 

benefits of transplantation over dialysis in terms of sur-
vival.30 This latter finding is aligned with our results where 
our participants considered accepting a kidney with lower 
longevity in order to avoid dialysis and improve their quality 
of life. Only a few participants mentioned the positive impact 
of kidney transplantation on their survival.

Another qualitative study was conducted with 10 indi-
viduals on the kidney transplant waiting list and 5 patients 
who had received a high KDPI in order to better understand 
their perspectives on kidneys with lower longevity. 
Participants’ reasons for accepting a kidney with lower lon-
gevity were to be free of dialysis, improve their quality of 
life, have the ability to travel and return to normalcy. For 
waitlisted patients, kidney transplantation with a kidney with 
lower longevity was worthwhile if it allowed them to gain 
3-5 dialysis-free years. Participants also expressed a desire to 
receive transparent, clear, and standardized information 
about kidneys with lower longevity during the transplant 
assessment period in order to engage actively in the decision-
making process.31 Being free of dialysis, improving quality 
of life and wanting information were also themes that arose 
during our study with participants who did not have any 
experience of transplantation.

Two discrete choice experiments, one conducted in the 
United States32 with kidney transplant recipients and candi-
dates, and the other conducted in France33 with transplant 
recipients, elicited patients’ preferences on receiving a kid-
ney with lower longevity. In the American study, kidneys 
with lower longevity were acceptable for patients with lon-
ger expected waiting time. Participants older than 62 years, 
those of African American ethnicity, as well as those with a 
lower education level and with low performance status were 

Table 6.  Recommendations.

Themes and interviews excerpts N = 14 (%)

Decision to accept should take into account patients’ health expectations
“You have to consider all the factors, all the elements before making a decision . . . The current quality of life, hoped-for 

quality of life and also the patient’s age, other complications.” (P10, male)
“Maybe there are criteria, another person’s criteria, they don’t mind doing dialysis, well maybe I’d like to go over them, 

go before them, because I do mind.” (P11, female)

14 (100)

Separate waiting lists
“Well, it’s the only way to have one, you’re better off having that than going there or when you have the choice, you can, 

if you have two choices, then you take the one that’s going to be best for you.” (P8, male)
“I think it’s a tough decision for someone to say ‘I want to be on this list or the other list,’ right? It’s a big decision.” (P10, male)
“Well, those who want it the most, I mean if, whether it’s out of necessity, health or whatever, using the same scoring 

system as for non-marginal kidneys, I think that will apply here . . . There won’t be any more favouritism in the sense 
that there has to be social cohesion, so it has to be the same for non-marginal kidneys as for less-than-ideal kidneys . . . 
And you put your name on the list you want.” (P14, male)

11 (79)

Mitigation strategies in case of primary graft non-function
“If the kidney is not as good, in my opinion, they should replace it, I think . . . if, we acknowledge that it happens at that 

time, they choose a kidney a little bit better and it doesn’t work well, I think.” (P4, male)
“Well, the only compensation they need to offer patients is to offer a second transplant, to put their name, to boost their 

score right away before they get mentally discouraged . . . So at that point, it would take a non-marginal kidney, I would 
say younger perhaps, or without necessarily being younger, but better quality at least.” (P14, male)

10 (71)
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more likely to favor a reduced waiting time.32 In the French 
study, 86% of participants were willing to accept a kidney 
with lower longevity in an emergency situation, and 71% 
expressed willingness in situations that make it harder to find 
a compatible organ, such as being highly sensitized. As in 
previous studies, a majority of participants (67%) wanted to 
be informed about an organ with lower longevity in order to 
participate in the decision-making process.33 As in our study, 
the issue of information and participation in the decision-
making process were particularly important.

When questioned about ethical issues related to the use of 
kidneys with lower longevity, the participants in our study 
mentioned the need to receive sufficient and tailored infor-
mation in order to give informed consent. Participants were 
divided on whether preferentially allocating kidneys with 
lower longevity for preemptive transplantation to elderly 
patients raised a fairness issue. Many allocation schemes 
take into account both recipient age and donor age. For 
instance, in the province of Quebec, pediatric patients are 
prioritized for organs from young donors. Age matching 
between the donor and the recipient is also taken into consid-
eration.12 Considering age in organ allocation aligns with the 
“fair innings principle” or the “justice over lifetime princi-
ple,” where a younger person is entitled to be prioritized in 
organ allocation over an older one. This is based on the 
notion that the older individual had the opportunity to live 
longer and achieve more in their life, including work, raising 
children, traveling, and building personal relationships.21 
Other participants questioned if this type of allocation could 
be viewed as age discrimination. Since older patients have 
paid taxes and participated in society their entire life, they 
should not be penalized in their access to transplantation.18 
Granting them preferential access to kidney transplantation 
with a kidney with lower longevity due to their age could be 
perceived as being discriminatory. However, we could reme-
diate this problem by offering patients the possibility of 
accessing both preemptive transplantation with kidneys with 
lower longevity and waiting for a kidney transplantation 
from a “standard criteria” donor. This highlights the impor-
tance of implementing a registry of patients who have con-
sented to receive kidneys with lower longevity and ensuring 
that they receive tailored information to make an informed 
decision and provide consent.

Surprisingly, in our study and other studies exploring 
patients’ perspectives on transplantation with kidneys with 
lower longevity, improving life expectancy is not a reason 
frequently mentioned for accepting a kidney with lower lon-
gevity. However, other studies have shown there are advan-
tages to elderly patients in receiving a high KDPI, marginal 
or kidney with lower longevity over remaining on dialy-
sis.10,11,13 Therefore, before implementing a program of pre-
emptive transplantation with kidneys with lower longevity 
for elderly patients, it would be important to develop educa-
tional material that highlights the benefits in terms of patient 
survival compared to remaining on dialysis.

Our study has some limitations. First, we only studied 
patients’ perspectives and we did not gather those of other 
stakeholders, such as health care providers, caregivers and 
organ donation organization managers. Second, the partici-
pants were from 1 CKD clinic in the province of Quebec and 
had a good self-rated performance status. The majority of 
participants were white, had post-secondary education and a 
partner. They are therefore not representative of all elderly 
patients with CKD G4-5 ND who could be eligible for kid-
ney transplantation, particularly patients from ethnic groups 
or those living in rural or remote areas. Moreover, our study 
did not address the needs of vulnerable populations who mis-
trust traditional medicine, such as Indigenous populations in 
Canada34 or Afro-American populations in the United 
States.35 Further studies are needed to better understand the 
needs of vulnerable populations in terms of the use of kid-
neys with lower longevity in order to not perpetuate mistrust 
of the health care system. Also, as clinical practice varies by 
country, our results may not be applicable to other parts of 
the world. However, organ allocation systems of other 
Canadian provinces and other countries share many impor-
tant elements with the system used in the province of Quebec, 
and we believe that our results can reflect the perspectives of 
many elderly patients in Western countries with a well-
developed deceased donor transplantation system on the use 
of kidneys with lower longevity for preemptive transplanta-
tion. Also, questions about how to reduce the kidney nonuti-
lization rate and improve the use of kidneys with lower 
longevity are universal in a context of organ scarcity. 
Learning from patients’ perspectives and practices in Canada 
could trigger reflections that could improve the allocation 
and the use of kidneys with lower longevity in other 
countries.

Conclusion

The use of kidneys with lower longevity for preemptive 
transplantation in elderly patients is an interesting option 
for participants in our study since it could increase the num-
ber of organs available and allow elderly patients to have 
access to preemptive transplantation and avoid dialysis. 
Preemptive transplantation is viewed as a way to improve 
quality of life compared to being on dialysis. However, the 
fear of primary nonfunction is a concern for many patients. 
One of the recommendations was to develop a distinct wait-
ing list for patients who consent to receive offers of kidneys 
with lower longevity. In order to provide consent, patients 
need to have access to educational material tailored to their 
reality. Further studies are needed to explore other key 
stakeholders’ perspectives on the allocation of kidneys with 
lower longevity for preemptive transplantation in elderly 
patients. Also, before implementing this type of allocation, 
clinical studies will be needed to document the medical out-
comes of preemptive transplantation with kidneys with 
lower longevity.
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