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KIDNEY ADVISORY GROUP 

 
 

UK STRATEGY FOR LIVING DONOR KIDNEY TRANSPLANTATION  
 

 
Executive Summary 
 
Since 2002, NHSBT has provided funding to support Living Donor Kidney 
Transplant (LDKT) Programmes throughout the UK although the actual 
transplant operation is funded by other commissioners/funders.  There are 
now over 1000 Living Donor Kidney transplants performed every year, 
accounting for one in three of all transplants performed. 
 
A Lead Nurse, Living Donation was appointed in August 2010 to provide 
clinical leadership nationally, raise the profile of living donation and support 
service expansion. 
 
A review of LDKT programmes across the UK was undertaken, to benchmark 
current services. The findings of this review informed development of this UK 
Strategy for Living Donor Kidney Transplantation and were presented to the 
Kidney Advisory Group, (KAG) in May 2011. The final version of this report 
has been circulated for information with these papers.  
 
The strategy aims, detailed below, were presented to KAG in May 2011 and 
approved. This Strategy document, based upon the agreed aims and 
informed by the review, was presented to the NHSBT Board in July.  
 
At their meeting on 28th July 2011, the Board of NHSBT agreed the following  
strategic aims and endorsed the supporting actions: 
 

1. Increase transplant activity from living kidney donors for both adult and 
paediatric recipients, ensuring that donor safety is consistently 
promoted through best clinical practice. 

2. Achieve optimum pre-emptive living donor kidney transplantation rates 
and equity of access for patients within each transplant centre across 
the UK.  

3. Maximise the opportunities for donors and recipients who wish to 
participate in the National Living Donor Kidney Sharing Schemes, 
which include paired/pooled donation, non-directed altruistic donation 
and altruistic donor chains.  
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Supporting actions:  
 

• An event involving key stakeholders within the wider transplant 
community and patient group representatives should be held to launch 
the Strategy.  

 
• A Steering Group with representation from key stakeholders across the 

transplant community should be set up to develop an implementation 
plan for the Strategy. Clinical representation will be recommended 
through the appropriate NHSBT Advisory Groups. We will seek patient 
representation from the Kidney patient group. 

 
• NHSBT will work with colleagues in the Departments of Health (DHs) 

across the UK in developing robust and transparent commissioning 
arrangements which will facilitate and encourage future development of 
LDKT 
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1. Introduction  
 
Latest statistics show that living donor transplants account for 38% of all 
transplants performed across the UK and 1 in 2 donors are living donors. 
There has been a three-fold increase in living donor activity in ten years 
(Figure 1) and this currently represents a rate of 16 pmp, which compares 
favourably with countries with whom we have traditionally benchmarked our 
practice, e.g. Norway (17pmp). 98% of this activity is in kidney programmes 
but transplants from living liver donors in both children and adults are also 
performed in a small number of centres (n=4). The Directorate of Organ 
Donation and Transplantation (ODT) has made the development of a Strategy 
for Living Donor Kidney Transplantation one of its priorities and the overall 
objective is to ‘Promote increases in living donation to match the best 
international benchmarks within comparable funding streams’.  
 
Figure 1.  
 

Source: Transplant activity in the UK, 2009-2010, NHS Blood and Transplant
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2. Commissioning 
 
The primary risk to the successful implementation of a UK Strategy for LDKT 
is the lack of streamlined commissioning arrangements across the UK. In 
terms of health economics, LDKT is recognised as both a clinically and cost 
effective treatment for end stage kidney disease in comparison with 
alternative replacement therapies. The average cost of maintenance dialysis 
per patient/per year is approximately £30,000 (£150,000 over 5 years), whilst 
the cost of transplantation, including relevant recipient and donor costs, is 
approximately £55, 000 over 5 years, representing a substantial saving of 
approximately £95, 000 for every transplanted patient. These assumptions are 
supported by recently published National data and there are additional 
savings to be made if the full potential for pre-emptive LDKT is realised.  Apart 
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from the improved outcomes associated with transplantation prior to the onset 
of dialysis, LDKT significantly increases the opportunity to plan transplantation 
as the renal replacement therapy (RRT) of choice. The avoidance of dialysis, 
together with an increase in the number of transplanted years versus years on 
dialysis per patient represents a considerable saving to the health economy1.  
 
There is lack of clarity about current commissioning and funding 
arrangements. In England, LDKT activity is subject to local commissioning 
arrangements between Trusts and Specialist Commissioning Groups. The 
majority of transplant centres are funded by activity across all four UK 
countries but some centres are still subject to block funding which offers less 
flexibility to negotiate income on the basis of increased activity.  There is 
currently a partial Transplant Tariff but it does not cover the complete pathway 
for LDKT. In the absence of a comprehensive National Tariff that accurately 
reflects living donor and recipient evaluation costs, including histocompatibility 
and immunology (H&I) testing, and competes favourably with the recent 
dialysis tariff, LDKT and particularly pre-emptive LDKT is vulnerable.  
 
All transplant centre Trusts (n=24) and 11 DGH referring centres receive 
investment from NHSBT into LDKT until financial year end 2011/12. There is 
no existing investment from NHSBT in living liver programmes. Referring 
Nephrology centres are also subject to variable funding streams and the most 
robust models are based upon activity, negotiated with the transplant hub, so 
that a proportion is paid to the referring centre for the work that contributes to 
the overall transplant process.  
 
Whilst NHS Blood and Transplant (NHSBT) do not have direct responsibility 
for commissioning the service, since 2002 there has been investment in LDKT 
through Grant in Aid schemes from the Department of Health (DH) via 
NHSBT. The current investment is approximately £3 million per annum and 
extends to all transplanting centres across the UK (n=24) and 11 referring 
Nephrology Units. This funding stream, originally disseminated through UK 
Transplant (UKT), has been awarded in 3 separate phases through a series of 
bidding processes. It was initially designed to ‘pump prime’ programmes in 
transplant centres to establish basic infrastructure. Subsequent investment 
has supported the expansion of activity in referring centres and further 
innovation and practice in some transplant centres. To date, funding has been 
available on a recurring basis, ranging from 1-3years.  
 
Sustainable commissioning arrangements for LDKT are key to the 
implementation of a UK-wide Strategy. There is legitimate concern across the 
transplant community about the potential financial shortfall under new tariff 
arrangements and the impact of a review of ODT’s financial commitment to 
LDKT programmes. ODT has made it a priority to work with DH colleagues so 
that the national programme is appropriately resourced and best practice is 
encouraged across the UK.   
 
1. ‘Organs for Transplant: Cost Savings for the NHS’, Specialised Commissioning Team, 
West Midlands, October 2010 
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3. Service Profile 
 
The relationship between ODT and the wider clinical transplant community is 
key to the development of the service and future strategy planning and is 
strengthened through the Advisory Groups. NHSBT also provides support in a 
number of other ways, including outcome monitoring, National Registries and 
the facilitation of the National Kidney Sharing Schemes.  
 
Investment in living donation from NHSBT has mostly been used by Trusts to 
fund living donor co-ordinator (LDC) roles which have been considered pivotal 
to the development of local and regional LDKT programmes. Such posts are 
embedded within clinical teams and managed within local Trusts through 
established nursing structures. The appointment of a Lead Nurse for Living 
Donation will enhance professional leadership for these roles within ODT and 
offers an opportunity to establish peer support networks and training and 
development opportunities to nurses actively involved in LDKT.  
 
Transplantation services are organised across different models of care but 
primarily there is a central transplant ‘hub’ into which donor-recipient pairs are 
referred into the service for LDKT. For kidney transplantation, there are 23 
adult transplant centres, 9 of which have embedded paediatric centres and 
there is 1 stand alone paediatric centre which refers to another adult centre 
for the purposes of LDKT. 
 
 
4. Clinical profile 
 
The profile of living donor kidney transplantation programmes has changed 
dramatically in the last 10 years with an increasingly complex recipient case-
mix and extended donor pool (Figure 2). This has been influenced by changes 
in the legal framework 2, 3 new technologies and professional guidelines that 
reflect growing expertise in the field 4, 5. 
 
The superior outcomes from LDKT in comparison with those from deceased 
donors and the ability to plan effective pre-emptive LDKT, with the added 
patient and graft survival benefits associated with transplantation prior to 
dialysis, have motivated the transplant community to develop the 
programme4. All transplant centres in the UK are actively engaged in LDKT. 
Across adult and paediatric practice, there is variability in the capacity and 
capability of individual centres to deliver LDKT. Although there are 
fundamental differences between adult and paediatric care settings in the 
context of demand for LDKT, there are some relevant generic issues. 
 

   
2. Human Tissue Act 2004 www.opsi.gov.uk/acts/acts2004/ukpga_20040030_en_1The 

Human Tissue (Scotland) Act 2006 
www.opsi.gov.uk/legislation/scotland/acts2006/asp_20060004_en_1  

3. United Kingdom Guidelines for Living Donor Kidney Transplantation, British 
Transplantation Society/Renal Association, 3rd version, June 2011. www.bts.org.uk/  

4. Guidelines for Antibody Incompatible Transplantation, January 2011, www.bts.org.uk/ 
 

http://www.opsi.gov.uk/acts/acts2004/ukpga_20040030_en_1
http://www.opsi.gov.uk/legislation/scotland/acts2006/asp_20060004_en_1
http://www.bts.org.uk/
http://www.bts.org.uk/
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Figure 2. 
 

Changing Profile of Living Donor Kidney 
Transplantation in the UK

Data courtesy of BTS AIT Guidelines, Revised 2010

 
 
 
There is no shortage of potential recipient-donor referrals in adult 
programmes but all centres report an increasing trend in the complexity of 
recipient case-mix in terms of immunology, blood group incompatibility and 
co-morbidity: as expertise has developed in the field, planned LDKT has 
become the treatment of choice for the most complex recipients and this 
accounts for much of the expansion in activity in recent years. With increasing 
evidence to support extending the criteria for suitable donors, the advent of 
new technologies and development of the National Living Donor Kidney 
Sharing Schemes, the donor pool has also expanded in volume and 
complexity. Donor evaluation is often more detailed and prolonged as a result.  
There are some specific challenges associated with the assessment of non-
directed altruistic donors (NDAD), related to the structure of clinical pathways 
to identify unsuitable donors at an early stage and managing the logistics of 
the paired/pooled scheme. 
 
This has implications for the service in terms of both human resources and 
money and may lead to inadvertent activity capping where workload exceeds 
the capacity of the team to manage new referrals or progress those already 
accepted into the programme. Rates of attrition of donor-recipient referrals, 
i.e. the pairs who do not proceed or exit the programme, are variable and 
multi-factorial but it is likely that the average rate of attrition will be between 
30-50% for most programmes. This must be considered in future capacity and 
workforce planning to ensure effective triage and progression of donor-
recipient referrals.  
 
Creating equity of access to LDKT is an overarching theme that underpins the 
Strategic Plan. Planned pre-emptive transplantation, recognised as the 
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treatment of choice for suitable recipients, highlights current shortfalls in the 
system. Inequity is an historical and on-going challenge. It exists for a number 
of complex reasons, including population demographics, variations in clinical 
practice, logistical considerations across regional networks and current 
commissioning arrangements. Figure 3 illustrates that the average national 
rate of pre-emptive transplantation from living donors is 30% but there are 
centre differences in activity. This is a relatively crude analysis because it 
assumes that all centres are equally mature and that the proportion of LDKT 
in the dialysis population versus pre-emptive LDKT is similar for each centre. 
However, latest statistics from NHSBT suggest that the current situation in the 
UK remains very similar. This is supported by direct discussion with clinical 
colleagues, who welcome improvements in this area.  This is a significant 
driver for change in terms of developing commissioning arrangements that 
underpin best clinical practice in LDKT. 
 
Figure 3. 

 
 
 
The majority of adult centres either provide/aspire to provide antibody removal 
programmes for ABO blood group incompatible (ABOi) LDKT. The minority of 
programmes have made a decision not to commence this programme and 
have either postponed the commencement because of capacity issues within 
the general LDKT programme and/or decided to refer donor-recipient pairs to 
other centres on a long-term basis.  
 
Fewer adult centres offer antibody removal for HLA (immunological) 
incompatibility (HLAi) although a minority of centres (n=2) have started such 
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programmes in preference to ABOi in the first instance. Whilst centres do 
refer such pairs to other centres for HLAi LDKT if the service is not provided 
locally, it is likely that there is an under-detection rate and thus potential to 
expand activity for suitable patients.   
 
The success and long-term outcomes from these programmes is multi-
factorial, regardless of the perceived complexity/degree of incompatibility 
between donor and recipient. These are: 
 

• Dedicated clinical expertise across the MDT 
• Robust support services for both H&I and haematology monitoring 
• A critical mass of patients to develop clinical expertise, ameliorate the 

learning curve effect and streamline services more economically 
• Outcome monitoring through all participating centres contributing data 

to the NHSBT Antibody Incompatible Transplant Registry (AiT) 
 
As part of the implementation of the Strategy, consideration should be given 
to the future development and delivery of these complex programmes in the 
interests of achieving optimum patient and transplant outcomes.  Engagement 
from commissioners and the wider transplant community will be essential to 
achieve consensus upon how this is best achieved. 
 
 
5. Living Kidney Donation in BME Population  

There are some challenges in performing LDKT in the BME population with 
significant regional variation in activity. This is multi-factorial and relates, in 
part, to the pre-disposition to end stage kidney disease in this population, 
which may preclude close relatives from donation as well as attitudinal 
aspects, which are variable depending upon belief systems, social standing 
and education. Together with clinical considerations, attitudinal aspects within 
different BME populations seem to account for many of the major centre 
differences in LDKT rates but further exploration is needed to achieve better 
understanding of the barriers against and the drivers for donation. This will be 
a key consideration in implementing the Strategy to ensure that opportunities 
to access LDKT are, where clinically appropriate for both recipient and donor, 
made available across the board. There are logistical challenges in dealing 
with families where the recipient is based in the UK but the donor is resident 
overseas, which have recently been addressed in the updated national 
Guidelines4. There are also some excellent local initiatives within individual 
centres, which have resulted in increased LDKT in this population and may 
translate into national practice.  
 
6. Safety 
 
Donor safety is paramount to the success and sustainability of a national 
LDKT programme and appropriate safeguards are required to inspire public 
and professional confidence. Whilst ODT fully supports the development and 
expansion of  LDKT , a key element of the future Strategy is to ensure that 
increased activity does not induce complacency or compromise best clinical 
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practice in all aspects of the pathway i.e. the selection and evaluation of 
potential living donors and recipients, donor surgery and/or offering 
appropriate follow-up. Contemporary professional Guidelines 4, 5 are helpful in 
encouraging consistency and promoting clinical excellence and robust 
commissioning arrangements will be key to appropriate resourcing (see 
above). 
 
There are a number of ways in which quality and safety are currently 
monitored through NHSBT i.e. CUSUM surveillance, National Living Donor 
Registry and KAG. Under the EU Organ Donation Directive (EUODD), due to 
be implemented in August 2012, the Human Tissue Authority will licence 
centres to retrieve and transplant organs for both living and deceased 
donation and transplantation. NHSBT are collaborating with a joint action to 
develop a European Living Donor Registry under the auspices of the EUODD. 
 
Consideration should be given to how additional safeguards could be 
established to underpin future developments e.g. improved reporting and 
communication of Serious Adverse Events in LDKT for the benefit and 
education of the transplant community, Peer Review and models of service 
delivery. (See sections 3 and 4) 

 
7. Living Donation in Other Organs  
 
ODT acknowledges that this strategy is organ specific and does not address 
issues that are relevant to other areas of current or future living donor practice 
(e.g. liver, lung). In these areas, which are characterised by higher risks for 
the donor and less predictable outcome for the recipient, ODT is committed to 
maximising the provision of deceased donor organs and continues to invest in 
the infrastructure and support to achieve this. However, it is recognised that 
the small numbers of centres currently involved in living donation in other 
organs, primarily liver,  may welcome support from NHSBT to facilitate 
aspects of their programmes and this is not precluded by the lack of a short-
term strategic aim to develop the service. ODT remains committed to 
supporting best practice in living donor transplantation in other organs where 
there is clear recipient benefit and optimum donor risk management. 

 
8. Support for the recommendations 
 
To support the development of a UK Strategy for Living Donor Kidney 
Transplantation, an in-depth review of LDKT programmes across the UK was 
recently conducted and the findings were presented to SMT in April 2011 and 
KAG in May 2011.  There were some limitations to the review. 23 adult 
transplant centres (n=24) and 4 paediatric centres (n=10) were represented at 
meetings. Referring nephrology units and histocompatibility and immunology 
(H&I) laboratories were not always represented. 
 
There was unanimous support from clinical colleagues for the proposed 
strategic themes and broad agreement that these appropriately reflect the 
challenges, aspirations and key actions required to achieve the overall 
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Strategic Objective. These are each based upon areas for improvement +/- 
development that will have a direct impact on national LDKT activity and 
encourage equity of access to LDKT for patients across the UK.  
 
NHSBT recognises that successful implementation of the Strategy hinges 
upon engagement with the wider transplant community and with DH in order 
to develop sustainable commissioning arrangements and models of care to 
secure the future of a national LDKT programme.  
 

1. Increase transplant activity from living kidney donors for both adult and 
paediatric recipients, ensuring that donor safety is consistently 
promoted through best clinical practice. 

2. Achieve optimum pre-emptive living donor kidney transplantation rates 
and equity of access for patients within each transplant centre across 
the UK.  

3. Maximise the opportunities for donors and recipients who wish to 
participate in the National Living Donor Kidney Sharing Schemes, 
which include paired/pooled donation, non-directed altruistic donation 
and altruistic donor chains. 

 

9. Implementation 

Each Strategic theme has an accompanying work stream and indicative 
timeline for implementation. These are specified in the Appendix. Following 
approval from the NHSBT Board, it is proposed that the Strategy will be 
launched at a UK stakeholder event and a Steering Group with representation 
from key stakeholders within the wider transplant community will be appointed 
to develop an implementation plan for the Strategy. It is intended that 
stakeholders from patient groups will be invited to the launch and we hope to 
include some patient representation on the Steering Group. 
  
Key Performance Indicators (KPIs) will be developed to monitor the success 
of the Strategy in line with the overall Strategic Objective. These should 
include the following aspects: 
 

1. Living donor kidney transplantation rates per million population +/- per 
regional recipient pool 

 
2. Pre-emptive living donor kidney transplantation activity by centre 

 
3. Paired/pooled and altruistic donor activity. 

 
Author:  Lisa Burnapp 
July 2011
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Appendix.  
 

NHSBT UK Living Kidney Donation Strategy 2010-2014 
Strategic Objective: Promote increases in living donation to match the best international benchmarks within comparable funding 
systems (SMT October 2010) 
Strategic theme  Work stream Timeframes 

1. Increase transplant activity from living 
kidney donors for both adult and paediatric 
recipients, ensuring that donor safety is 
consistently promoted through best clinical 
practice 

 

a. Evaluate current practice within transplant 
centres (hubs) and referring nephrology units 
(spokes) across the UK and benchmark 
against global practice, identifying existing 
strengths and weaknesses and opportunities 
and threats to future expansion (SWOT) 

 
b. Collaborate with key stake holders i.e. the 

wider transplant community, Department of 
Health (DH), local commissioners and other 
agencies (e.g. devolved authorities, HTA, HO) 
to achieve sustainable expansion in living 
donor kidney transplantation through 
development of infrastructure, organisation of 
services and activity led income streams 

c. Contribute to the development of a national 
donor-recipient transplant tariff, taking into 
account the changing profile of living donor 
kidney transplant programmes due to 
advances in technology and innovation, 
clinical complexity and donor-recipient case-
mix, including BME aspects 

d. Take a leading role in the collection and 
reporting of National Registry Data to evaluate 
activity, outcomes and risk stratification across 
the spectrum of living donor kidney                           
transplantation. Develop electronic reporting 
systems to support optimal data collection. 

Achieved Q4 2010/11  
 
 
 
 
 
 
Commence Q1 2011/12 
 
 
 
 
 
 
 
 
Linked with milestones for 2013/14 
 
 
 
 
 
 
 
Commence Q4 2010/11 (linked with IT strategy) 
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e. Contribute to revision and publication of 
contemporary National Guidelines for 
healthcare professionals to underpin 
consistent and sustainable clinical practice in 
living kidney donation  

f. Ensure consistent and contemporary patient 
information/resources are available to promote  
awareness and support patient choice 

g. Develop collaborative research interests to 
inform evidence based, innovative practice  

h. Develop an educational strategy to support the 
professional development of living donor co-
ordinators (LDCs) appropriate to previous 
experience, knowledge and skills and mapped 
to relevant clinical career pathways 

i. Ensure compliance with EU Organ Donation 
Directive by August 2012 for all aspects of 
living donation activity. 

Achieve Q1 2011/12  
 
 
 
 
 
Commence Q1 2011/12 
 
 
 
Commence Q3 2011/12 
 
 
Commence Q1 2011/12 
 
 
 
 
 
Commence Q4 2011/12 

2. Achieve optimum pre-emptive living donor 
kidney transplantation rates and equity of 
access for patients within each transplant 
centre across the UK  

 

a. Evaluate existing practice (see 1a) identifying 
potential barriers and developing a 
collaborative strategy with local centres to 
maximise activity and equity of access to pre-
emptive living donor kidney transplantation as 
a treatment of choice for end stage kidney 
disease (see 1b) 

b. Provide direct support to transplant and 
referring centres to optimise organisational 
processes, develop donor-recipient clinical 
care pathways that support patient choice and 
meet the professional development needs of 
staff (see 1e,f,h) 

Commence Q4 2010/11 
 
 
 
 
 
 
 
Commence Q3 2011/12 
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c. Take a leading role in the collection and 
reporting of National Registry Data to evaluate 
activity and outcomes from this approach (1d) 

 
 
Commence Q4 2010/11 (linked with IT strategy) 
 

3. Maximise the opportunities for donors and 
recipients who wish to participate in the 
National Living Donor Kidney Sharing 
Schemes, which include paired/pooled 
donation, non-directed altruistic donation 
and altruistic donor chains.  

 

a. Evaluate existing practice in the context of 
global experience, identifying potential 
innovations to both schemes that would 
facilitate increased living donor activity (e.g. 
altruistic chain donation) 

b. Collaborate with key stakeholders i.e. the 
wider transplant community, Department of 
Health (DH), local commissioners and other 
agencies (e.g. devolved authorities, HTA, HO) 
(see 1b) to address logistical, clinical, ethical 
and legal concerns to developing alternative 
approaches to altruistic and paired/pooled 
donation that increase the transplant yield per 
donation 

c. Engage the donor +/- recipient community to 
develop initiatives to increase awareness 
about altruistic donation and to create equity of 
access for willing donors to undergo 
assessment for donation (see 1f) 

d. Take a leading role in the collection and 
reporting of National Registry Data to evaluate 
activity and outcomes from this approach (see 
1d, 2c) 

Achieved Q4 2010/11 
 
 
 
 
 
Commence Q4 2010/11 
 
 
 
 
 
 
 
 
 
Commenced Q3 2010/11 
 
 
 
 
 
Commence Q4 2010/11 (linked with IT strategy) 
 

 


