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Equity of access to renal transplantation: Balancing the risks & Improving access 

Proposal by: Niaz Ahmad 
 

The national allocation of deceased donor kidneys for a long time had been based on the principles of ‘best 
outcome’ to comply with the utilitarian principles. Allocation based on this e principle alone disadvantaged 
a group of patients who were less likely to receive a kidney through such a system. In 2006 another key 
principle of allocation, ‘equity of access’ was introduced to address this imbalance. The new allocation 
policy was seen as a fair and patient-focussed and all the transplant centres signed up to this. 

Currently, 23 centres in the UK carry out renal transplant each with different workload and its own 
approach to risk benefit assessment. The new allocation system was set to benefit centres with large 
waiting list or with a large proportion of patient waiting for longer period by preferential allocation of DBD 
kidneys. The scheme helped ‘long-waiting’ patients in many centres to receive a transplant. Six years after 
the implementation of the scheme, the gap between centres in terms of patient’s access to DBD transplant 
remained wide with more than 3 fold difference among centres at two ends of the scale (NHSBT 2013). 

At the same time, over the last decade the paradigm in renal transplant in the United Kingdom has been 
changing at a rapid pace. The DOH initiative to increase donation by 50% in 5 years (DOH 2008) has been 
achieved albeit mainly in the areas of ECD and DCD donation and at a cost of increased discard rate. Some 
centres have taken the changing paradigm on board and have implemented innovative strategies to work 
with deceased donor kidneys. A recent audit of the fast-track kidney allocation has shown that three 
quarters of previously declined kidneys are utilized in five centres. Whilst these centres have maintained 
and increased their activity through utilizing DCD, ECD, high risk donor and fast-tracked kidneys, they are 
potentially exposed to a number of setbacks. 

[1] Potential inferior long-term outcome 

[2] Diversion of DBD kidneys away from these centres 

[3] A reduction in living donor transplant activity 

[4] Diversion of so called ‘good’ DCD kidneys following implementation of DCD kidney sharing 

A dichotomy is emerging between centres doing increasingly ‘high risk’ renal transplant and those who are 
generally risk-averse with some centres maintaining a balanced approach. The centres accepting and 
performing ‘high risk’ transplant get offered more, therefore exerting an ‘escalating’ effect. These 
transplants are not only time and resource intensive but require tailored allocation based on risk 
assessment. We (and other centres) have recently experienced difficulty in finding ‘appropriate’ recipient 
on our waiting list for allocation of such kidneys. 

There is an increasing need for adjusting to the changing paradigm in order both to balance the risks (from 
the use of high-risk donor kidneys) and to improve the patient’s access to transplant for both DBD and DCD 
kidneys. There are various ways these can be achieved: 

[1] Donor risk adjustment or exclude ‘high risk’ from centre result when auditing centre outcome 

[2] Centre characteristics (wait list size, average wait time) and outcome published and recipients given a choice 
of centre they wish to register with. This already exist in the US and in cardiac transplant in the UK 

[3] A mechanism of balancing the allocation of DBD kidneys to the centres performing high volume of ‘high risk’ 
donor kidney transplants (ECD, DCD, Fast Track) 

[4] Access to the larger pool of waiting list for the ‘high risk’ kidneys for a tailored allocation of these kidneys 

I request that members of the Kidney Advisory Group consider these proposals for a wider discussion and 
to find a solution for an ‘emerging problem’ 

Niaz Ahmad. 22 May 2014 


