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Impact of simultaneous donor surgery on expansion of the National Living 

Donor Kidney Sharing Schemes 
 

1. Background 

With the introduction of changes to the National Living Donor Kidney Sharing 
Schemes (NLDKSS) from January 2012, it is anticipated that there will be an 
increase in living donor kidney transplant (LDKT) activity following each quarterly 
living donor kidney matching run (LDKMR).  
In 2007, when the paired/pooled (PPD) scheme was initiated, it was agreed by a 
KAG working group that simultaneous donor surgery should be adopted to promote 
confidence in the scheme and minimise the risk of late donor withdrawal of consent. 
This was embedded in NHSBT protocols and has been routine clinical practice 
since. It is envisaged that the same principle will be applied to altruistic donor chains 
(ADCs) from January 2012.  There is no legal requirement for this. 
There are centre differences in both surgical capacity and access to theatres which 
can cause delays in listing PPD and non-directed altruistic donor (NDAD) transplants 
because the availability of suitable operating lists. When the delay exceeds the 
deadline for pairs in the PPD to be re-activated in the LDKMR, these pairs are 
excluded because surgery is still pending.  A recent NHSBT 4 year analysis of 
NDADs showed that donors waited an average of 46 days for surgery (range 2-224 
days) following registration with NHSBT because of synchronising lists in donor and 
recipient lists.  
Since 2007, there have been no withdrawals of donor consent on the day of 
surgery/at time of operation.  There have been two cases in the PPD scheme 
(n=119) where donor surgery has been aborted due to complications associated with 
anaesthetic induction and transplants did not proceed.   
As confidence in the PPD scheme has increased, more pairs are registered in the 
scheme and often multiple pairs are identified for transplant within the same centre 
at each LDKMR, sometimes in the same 2 or 3 way ‘exchange’.  The number of 
NDADs (currently up to 3/month) registered with NHSBT is increasing and these will 
initiate ADCs in future. When more than one donor-recipient pair or multiple 
exchanges are identified within the same centre this can cause challenges in 
scheduling timely transplants for all pairs. 
 
2. Limitations   
There are potential limitations to the expansion of the NLDKSS because of the 
above. These are: 

• Limits to the number of pairs/NDADs at any one time that can be scheduled for 
surgery in the same transplant centre. 
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• Limit to the length of ADC. i.e. to short chains if donor operations cannot be 
facilitated between centres. 

• Delays in scheduling dates for surgery where multiple pairs/NDADs and centres 
are involved.  This could lead to transplants not proceeding if donor or recipient 
circumstances change in the interim and/or pairs missing out on inclusion in the 
next LDKMR. 

 
3. Discussion 

Currently, simultaneous donor surgery is preferred because it is an effective risk 
management strategy because: 

• It is reassuring for donors and recipients involved in ‘transplant exchanges’ and 
builds confidence in the scheme. 

• Addresses concerns about late withdrawal of donor consent. 

• If clinical complications arise with one donor in the PPD/ADC all donor 
procedures can be stopped at an early stage; avoiding the possibility of any pairs 
in an exchange not proceeding.  

 
Non-simultaneous donor surgery e.g. sequential starting times for donor surgery on 
the same day may be justifiable based upon the following: 
 

• In the UK PPD scheme, no donor has withdrawn consent immediately prior 
to surgery. 

• Clinical complications causing the donor operation not to proceed e.g. 
during anaesthetic induction is a rare occurrence.  

• Sequential surgery offers individual centres flexibility to arrange ‘staggered’ 
donor operations with appropriately skilled operating teams on the same 
day for multiple PPD/ADCs.  This would facilitate timely listing of existing 
transplants and support expansion of the NLDKSS. 

 
KAG is asked to consider the following options: 
 
1. Retain simultaneous surgery as the standard, accepting that there are delays in 

current listing for PPD and ADCs and limitations to future expansion of the 
NLDKSS i.e. ‘long’ ADCs. 

2. Retain simultaneous donor surgery as the standard but encourage centres to 
work with other transplant centres to accommodate pairs that cannot be listed 
simultaneously in a single centre.  

3. Retain simultaneous donor surgery as the standard but allow sequential, same 
day listing in circumstances where all options for simultaneous surgery have 
been explored in order to address the current challenges and develop the 
NLDKSS. 

 
 
Lisa Burnapp                                                                                    November 2011 


