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KIDNEY ADVISORY GROUP 
 

DCD KIDNEY ALLOCATION WORKING PARTY 
RECOMMENDATIONS FOR ALLOCATING DCD KIDNEYS 

 
 

INTRODUCTION 
 
The DCD kidney allocation working party (DCD KAWP) met on 24 April 2012 to 
consider the work undertaken to date and to agree key recommendations to report to 
the Kidney Advisory Group. The minutes of the meeting summarising the discussion 
are found in Annex A. 
 
 

KEY RECOMMENDATIONS 
 
1 DCD kidney sharing 
 
1.1 One DCD kidney should be retained locally while one is shared. 
 
1.2 Both retained and shared DCD kidneys should be prioritised to patients 

according to the 2006 National DBD Kidney Allocation Scheme principles. 
 
1.3 The second kidney will be shared within pre-defined areas. The cumulative 

number of patients listed within each area should not be too dissimilar. To 
ensure that sufficient benefits in CIT for the second kidney, and appropriate 
access to kidney transplantation are gained from the sharing scheme, each 
area should have at least 1000 listed patients included. The details and size 
of these areas are yet to be agreed but will be based on further simulation 
modelling as well as similar working practices and geographical criteria. 

 
 
2 Phasing-in DCD kidney sharing 
 
2.1 The sharing scheme should avoid significant sudden changes in individual 

transplant activity. A carefully considered phasing-in process is therefore 
necessary. The initial impact of sharing DCD kidneys will be reduced by 50% 
if the recommendation of retaining one DCD kidney locally is endorsed. It is 
additionally recommended that a donor age criterion should be used to further 
restrict the number of DCD kidneys ‘shared’. 

 
2.2 The donor age criterion is yet to be agreed but will be based on further data 

analysis. Kidneys from DCD donors aged less than the agreed criteria, one 
kidney will be retained locally and the ‘paired’ kidney will be shared. Kidneys 
from DCD donors that exceed the agreed donor age criterion, both kidneys 
should be preferentially offered locally. Over an appropriate length of time and 
following regular evidence based reviews, the donor age criterion, and 
therefore the number of DCD kidneys shared, should be gradually increased. 
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3 SPK transplantation 
 
3.1 Currently both DBD kidneys are offered preferentially to kidney-only 

transplant patients listed in Tiers A to C of the 2006 Scheme. If there are no 
suitable patient listed in Tiers A to C, one DBD kidney is offered with the 
pancreas through the 2010 National Pancreas Allocation Scheme. 
Consideration should be given to applying this offering policy to the ‘shared’ 
DCD kidney. 

 
3.2 In the event that a pancreas from a DCD donor is allocated to an individual 

SPK transplant patient then the ‘shared’ kidney should accompany the 
pancreas for SPK transplantation. If the SPK patient is also listed at the local 
kidney centre then both DCD kidneys should remain at the local centre. 
However, if the SPK transplant does not proceed then the ‘shared’ kidney 
should be offered on through the sharing scheme. 

 
 
4 Dual kidney transplantation 
 
4.1 If the donor age limit criterion is endorsed (as described above) dual kidney 

transplantation arrangements are unlikely to be affected because the majority 
of those used for dual kidney transplantation are from older more marginal 
donors.  A decision on dual kidney offering will therefore be deferred. 

 
 
5 Further considerations 
 
5.1 It was noted that there is significant variation in offer acceptance rates and 

Members felt that governance of organ acceptance should be instigated with 
an aim to reducing, or justifying, the variation observed. 

 
5.2 HLA typing prior to retrieval is critical to the success of the sharing scheme. A 

route for reimbursement of H&I laboratories for this activity must be agreed 
and implemented prior to introducing DCD kidney sharing arrangements. The 
different funding mechanisms of the 4 countries should be taken into account.    

 
5.3 Further refinements to the allocation scheme were discussed (for example the 

prioritisation of highly sensitised and difficult to match patients) but in the 
interest of expediency it is recommended that such discussions are deferred. 

 
5.4 The impact of sharing on cold ischaemia times (CIT) should be monitored 

closely to ensure that these times are not increased as a result of sharing. 
Furthermore, in an effort to maximise utility, if the CIT of the shared kidney is 
likely to exceed 12 hours, a process should be in place to ensure the kidney 
is offered to the centre which can transplant the organ soonest. 
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