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NHS BLOOD AND TRANSPLANT 

 
 
 

Implementation of NHSBT UK Strategy for Living Donor Kidney 
Transplantation 2010-2014 

 
 
EXECUTIVE SUMMARY 
 
Following the launch of the UK Strategy for Living Donor Kidney Transplantation (LDKT) in 
January 2012, an Implementation Steering Group (ISG) was established to design the plan. 
 
This paper summarises the work carried out to develop and deliver the strategy, how ODT 
has endeavoured to influence an increase in LDKT activity, summarises the work of the ISG 
to date and presents recommendations to ensure that all the actions identified by the ISG 
are delivered by the end of 2013/14. 
 
Subgroups of the ISG were asked to consider a specific area of LDKT and give 
recommendations for an improved service.  
 
Proposed recommendations from each sub-group were discussed and debated at a meeting 
of the full ISG on 1st October 2012 and any amendments subsequently approved by the ISG. 
Engagement with existing groups and departments e.g. Renal Transplant Clinical Reference 
Group (RT CRG) and Department of Health (DH), has been a key priority throughout the 
process to ensure that recommendations are consistent with changes in commissioning 
arrangements and within the wider NHS across the UK.  
 
Prior to submission to the NHSBT Board in January 2013, the ISG seeks approval for these 
recommendations from: 
§ NHSBT Kidney Advisory Group (KAG) 
§ Senior Management Team (SMT) within the Directorate of Organ Donation and 

Transplantation (ODT)  
§ Key stakeholders across the wider transplant community 
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BACKGROUND 
 
The NHSBT UK Strategy for Living Donor Kidney Transplantation (LDKT)1 was formally 
launched at the Renal Transplant Services Meeting (RTSM) on 23rd January 2012. It was 
developed to address key issues that impact on the future development and sustainability of 
the UK-wide LDKT programme. These aspects were highlighted in a review of LDKT 
programmes performed in 2010-2011 and three key themes were identified to support the 
overall strategic objective to ‘Promote increases in living donation to match the best 
international benchmarks within comparable funding streams’.  The key themes are 
 

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.  

ISG Membership 

An Implementation Steering Group (ISG), Chaired by Professor John Forsythe, was 
established in March 2012 to deliver the plan by financial year end 2013/14. The 
membership of the ISG includes representation from clinicians, histopathology and 
immunology colleagues, transplant managers, commissioners and nominated patients with 
proportionate representation across all 4 UK countries. 4 key areas of work were identified to 
be delivered through the appointment of sub-groups (Appendix 1). 
 

1. Commissioning LDKT      
2. Improving Availability of LDKT across the UK  
3. Donor Safety and Welfare     
4. Recipients of LDKT with Higher Immune Risk  

 
Engagement with existing groups and departments e.g. Renal Transplant Clinical Reference 
Group (RT CRG) and Departments of Health (DH), has been essential throughout to ensure 
that recommendations are consistent with changes in commissioning arrangements and 
within the wider NHS.  Responsibility for delivering the recommendations will be shared 
across the wider transplant community and will be reflected in the overall action plan.  
 
Although the full impact of the Strategy spans 4 years and will not be delivered until March 
2014,  it is envisaged that key improvements will be seen during the course of the 
implementation (for example, commissioning arrangements and access and availability of 
LDKT), which will impact positively on activity.  It is recognised that some recommendations 
will be more challenging and complex to deliver and that there will be lead time after 
improvements have been put in place before additional transplants are realised. Centre 
variations are inevitable and will be influenced by local arrangements and maturity of living 
donor kidney transplant (LDKT) programmes. However, the aim of the Strategy is to 
increase patient benefit by delivering a UK-wide LDKT programme that is consistent, high 
quality and creates equity of access to timely transplantation across the spectrum of LDKT 
treatment options.  
 

1 NHSBT UK Strategy for Living Donor Kidney Transplantation 2010-2014, October 2011 
http://www.organdonation.nhs.uk/ukt/how_to_become_a_donor/living_kidney_donation/questions
_and_answers.asp 

http://www.organdonation.nhs.uk/ukt/how_to_become_a_donor/living_kidney_donation/questions
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RECOMMENDATIONS FROM THE IMPLEMENTATION STRATEGY GROUP 
 
Proposed recommendations from each sub-group were presented and debated at a meeting 
of the full ISG on 1st October 2012. Proposals were subsequently amended after discussion 
and approved by the ISG.  
 

1. Commissioning 
 
Commissioning remains key to delivering the Strategy and developing infrastructure for 
LDKT. ODT has made strong links with Renal Commissioners in this transition year to the 
NHS National Commissioning Board (NHS CB); there is representation on Renal Transplant 
Clinical Reference Group (RT CRG) and NHSBT has led the development of policytariff for 
Reimbursement of Expenses for Living Donors.  
 
The RT CRG has developed a draft service specification for Renal Transplantation and has 
supported the proposal to introduce a best practice renal transplant tariff, including living 
donation. Tariff development is now progressing rapidly and key clinicians, including the 
Chair of the RT CRG, are involved in this work.  A shadow tariff will be available from April 
2013/14 with full implementation in 2014/15. Paediatric renal services are considered 
separately from adult services in the new commissioning arrangements for England, which 
has implications for LDKT because of the necessary link between adult donor and paediatric 
transplanting centres.  
 
Through a process of consultation with colleagues across the transplant community and all 4 
UK countries, the ISG Commissioning sub-group produced a detailed document which 
identifies the key areas of development that are required to ensure robust future 
commissioning arrangements across the spectrum of LDKT activity. The draft document has 
been shared with the Department of Health (DH) tariff development group. The ISG 
welcomed the tariff development but identified that a future best practice tariff must reflect 
the requirement for timely transplantation for all patients who could benefit from LDKT. This 
includes patients on/returning to dialysis as well as patients receiving pre-emptive 
transplantation before dialysis. To be effective, the tariff must reflect routine (standard) and 
complex LDKT activity, ensuring equity of access for patients to LDKT and financial stability. 
The ISG agreed that the lack of an inclusive tariff posed the greatest threat to the 
development and sustainability of the UK LDKT programme.   
 
There is an increasing trend in the number of transplants performed from altruistic donors 
across the UK as public awareness develops. Since January 2012, these donations can 
initiate potential altruistic donor chains and are an important source of shared kidneys. 
Donating centres must be appropriately resourced to manage this additional activity and to 
ensure there is sufficient capacity across the UK to manage increased referral rates. 
 
 
Recommendations: 
 
1. National commissioning is integral to the future success of the UK-wide programme in 

order to address and eliminate regional variances in funding for LDKT. In England, 
Wales and Northern Ireland, there is an opportunity to deliver this through the NHS 
Commissioning Board (NHS CB). It is recommended that a similar model is established 
in Scotland. 

 
2. The development of a best practice financial tariff for LDKT is welcomed. A mandated 

tariff must reflect the spectrum of LDKT options (see 1c) and the realistic costs 
associated with it in order for the future programme to be financially viable.  
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3. Timely listing for transplantation is considered best practice and must be available to all 
potential recipients across the spectrum of LDKT options i.e. from routine (standard) 
cases to complex, resource intensive cases such as antibody incompatible 
transplantation and paired/pooled donation (PPD). Financial tariff arrangements must 
support timely listing as best practice. 

 
4. The tariff for LDKT must be ‘unbundled’ and each stage of the recipient and donor 

pathway costed accurately so that activity is appropriately funded at the point of delivery 
in both referring and transplant centres, including histopathology and immunology (H&I) 
costs. This removes disincentives from District General Hospitals (DGHs) to assess local 
patients for LDKT and improves patient experience. 

 
5. Non-directed altruistic donation (NDAD) is a growing trend and the donated kidneys are 

an important shared resource across all 4 UK countries. Donating transplant centres are 
responsible for assessment and donor surgery but may not receive a transplant from the 
donation. The additional burden on donating centres must be reflected in future tariff 
arrangements to support infrastructure and capacity planning.  

 
6. Special consideration must  be given to funding paediatric LDKT because adult and 

paediatric renal services will be commissioned separately in future. Historically, 
paediatric LDKT tends to be more resource intensive than adult LDKT and new 
innovations (i.e. incompatible LDKT) must also be included in future commissioning 
arrangements.  

 
 
 

2. Improving availability of LDKT across the UK 
 
The sub-group collated information about existing good practice and examined referral 
patterns for LDKT, identifying barriers and target areas for improvement.  It was recognised 
that the NHS Kidney Care and NHSBT Timely Listing for Transplantation initiative had 
facilitated effective change to local practice e.g. in raising patient and staff awareness, 
consistency of approach to donor-recipient evaluation and development of new patient 
pathways. Experience from the project informed discussion within the ISG and is reflected 
within the recommendations. The inconsistent approach to LDKT in nephrology practice in 
both transplanting and DGH referring units and within adult and paediatric environments was 
identified as a consistent barrier to increasing LDKT across the UK. It was agreed that the 
education of healthcare professionals working in these areas is key to developing a 
consistent approach across the UK.  
 
A separate workshop was hosted by NHSBT in September 2012 to discuss the utilisation of 
donated kidneys into the National Living Donor Kidney Sharing Schemes (NLDKSS) and 
how activity could be maximized and developed in the future. The meeting was well attended 
by a cross-section of the wider transplant community, including clinicians, scientists, 
commissioners and a patient representative. Solutions to key challenges that impact on the 
performance of the schemes e.g. delays in the system and non-proceeding transplants were 
agreed and areas for future development identified. Full minutes and action points were 
previously circulated.  
 

 
Recommendations: 
7. To reduce delay and encourage local flexibility in scheduling ‘exchange’ transplants 

between donors and recipients within the National Living Donor Kidney Sharing 
Schemes (NLDKSS), a standard of 8 weeks from matching run to surgery is 
recommended and endorsed by NHSBT. This has been included in the Renal 
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Transplantation CRG service specification to NHS CB for financial year 2013/14. 
(see section 2). 

 
8. Establish a targeted education programme for all relevant healthcare professionals to 

improve awareness and consistency in nephrology practice about all aspects of 
LDKT, including extending patient benefit through pre-emptive LDKT and innovative 
approaches. A UK Multi-professional Education Team (UK MET) will be established 
to run a short series of 4 regional roadshows (6-12 month period) supported by the 
development of a web-based resource ‘toolkit’ for on-going education and 
dissemination of best practice. Materials would be regularly updated and accessed 
via the NHSBT Clinical Microsite. UK MET will be well placed to offer an 
advisory/mentoring role for centres wishing to develop their local LDKT service. 

 
 
 

3. Donor Safety and Welfare  
 
This is an agreed priority within the Strategy as LDKT activity increases. The sub-group 
collated national and global evidence to support its proposals. The ISG agreed that 
consistency with the BTS/RA ‘UK Guidelines for Living Donor Kidney Transplantation’2 
underpinned best clinical practice and that strategies for monitoring this across UK practice 
must be included in recommendations. It also agreed that, to appropriately uphold donor 
interests, particularly in more complex cases, a culture of referral for second opinion and/or 
mentoring between transplant centres was necessary. 
 
Life-long collection and analysis of donor follow-up data is a key priority and the UK has had 
a well-established Registry since 2000. The development of a pan-European Living Donor 
Registry was welcomed by the ISG and it was agreed that there are advantages in UK 
involvement in this project. The ISG saw that there was opportunity to influence the 
development of the EU Registry and to ensure that future amendments to the UK Registry 
are coherent and do not duplicate effort.  
 
The reporting of adverse events to NHSBT as a requirement of the EU Organ Donation 
Directive was welcomed as a means of recording critical incidents and shared learning. The 
ISG agreed that peer review was effective but needed to be logistically and economically 
viable. Priorities should be used to pre-empt potential problems in addition to responding to 
critical incidents.  
 
Recommendations: 
 
9. Sharing best practice and reporting outcomes from LDKT is essential in supporting 

safety and sustainability of the UK-wide programme. To achieve this, IT solutions are 
required to: 
§ Encourage timely and accurate reporting of data from transplant centres to 

NHSBT 
§ Interface with other Registries (e.g. Renal Registry, EU Registry) to create 

single access to databases and minimise duplication of effort in transfer of 
data 

§ Develop open databases that could be interrogated by individual centres to 
benchmark local practice 

§ Ensure that data sets can be reviewed and updated in a time sensitive 
manner to reflect developments in the donation pathway 

§ Deliver meaningful data analysis at local, national and EU level 
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10. Public confidence in LDKT is underpinned by best clinical practice. In the UK, there 
are well established professional guidelines2 that are regularly reviewed, updated 
and agreed through national consensus. In order to measure consistency with the 
existing guidelines and to inform future developments, the following is proposed: 
§ Snap-shot audits performed by NHSBT to identify variations in clinical 

practice and rationale for such variations  
§ Collection and analysis of data of practice beyond the guidelines 
§ Establish a framework for calculation, acceptability, presentation and 

explanation of risk 
 
11.  A system of Peer Review is considered valuable and supportive to individual centres 

and to the wider transplant community. To ensure that this is effective and resource 
efficient, the following framework is proposed: 
§ Peer Review triggered in response to Serious Adverse Events/Reactions 

(SAERs) via the EU Organ Donation Directive (EUODD) reporting system 
within NHSBT 

§ Peer Review triggered by local ‘near misses’ to pre-empt serious events 
§ Share learning across the clinical community and with commissioners 
§ Establish regional/informal support networks to encourage mentoring 

between transplant centres to avoid significant events 
 
12. Enhanced Critical Incident Reporting requirements through EUODD provides  an 

opportunity to share learning and accurately inform donors and recipients who enter 
the LDKT pathway. To maximise benefit, effective implementation must ensure that 
shared learning can be acted upon promptly and constructively in clinical practice.  

 
13. The UK National Living Donor Registry was established within the NHSBT   National 

Transplant Database in 2000 and provides valuable Registry data for the lifelong 
follow-up of living donors. In order to improve the quality of data collected and the 
donor experience, the following is proposed: 
§ Life long follow-up of all donors should be mandatory and appropriately 

resourced 
§ Mechanisms and standards for Quality of Health measurements (e.g. Patient 

Reported Outcome Measures (PROMS) must be established and included in 
data collection 

§ Involve previous donors in informing LDKT programmes (e.g. Peer Support) 
 
 
14.  Upholding the interests of the donor is central to any LDKT programme and impacts 

on equity of access. To ensure consistency of practice across the UK, the following is 
proposed: 
§ A UK-wide review of donor decline rates, rationale and when second opinion 

is sought 
§ Embed seeking and reporting second opinion as a universal principle in 

clinical practice for complex cases and establish a mechanism via NHSBT for 
implementation 

§ The option of a discussion forum or advisory group to consider complex 
cases in addition to direct referral to another centre (further consideration) 

 
 

BTS/RA United Kingdom Guidelines for Living Donor Kidney Transplantation, 3rd edition, May 
2011. www.bts.org.uk 

 

http://www.bts.org.uk
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4. Recipients at Higher Immune Risk 
 
 
Recommendations from the sub-group were informed by national and international 
experience and input from experts in the field of clinical transplantation, histocompatibility 
and immunology and haematology. Consistent clinical practice, standardisation of laboratory 
testing/referencing and commissioning (see section 1) and organisation of services were key 
priorities.  
 
The service is resource intensive but has significant implications for keeping patients with 
end stage kidney disease (ESKD) off long-term dialysis. Appropriate infrastructure is 
essential to support it. This is an emerging area in paediatric LDKT activity and strong links 
between adult and paediatric providers are essential to ensure quality and safety. 
 
The ISG recognised this as an evolving area of LDKT practice which has significant potential 
for patients who may otherwise be denied the opportunity for transplantation. The spectrum 
of clinical complexity is individual to each case and must be taken into account in a full 
appraisal of available treatment choices for a particular patient.  
 
There are two types of antibody incompatibility: ABO blood group incompatibility (ABOi) and 
HLA antibody incompatible (HLAi). Each has different outcomes and must be considered 
separately.  
 
ABOi transplants are defined as transplants where the recipient has a blood group 
incompatibility with the donor.  
 
HLAi transplants are defined as transplants where the current baseline flow cytometric 
crossmatch, or complement dependent cytotoxic crossmatch, is positive. Transplants where 
the recipient has donor specific antibody, but a negative crossmatch, do not fall into this 
category, although data is currently collected and should continue to be collected, by NHSBT 
for this group.  
 
There are several options when a recipient has antibody incompatibility with a potential 
donor: 
 
§ Remain on the deceased donor list and avoid LDKT 

§ Enter the NLDKSS (paired scheme) 

§ Undergo a direct antibody incompatible transplant 
 
Antibody compatible LDKT is always preferred.  
 
 
Recommendations: 
 
15. The potential recipient of an antibody incompatible LDKT must be counselled about 

all available options and it must be ensured that there is no compatible living donor 
available. 

 
16.  Recommendations concerning ABOi LDKT 

I. All patients with a blood group incompatible donor should have baseline 
haemagglutinin titres measured.  
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II. A single, standardised method of haemagglutinins titre measurement should be 
utilised throughout the UK, with central quality control. 

 
III. If an ABOi donor-recipient pair are entered into the NLDKSS, the decision should 

be reviewed if no match has been obtained after 3 or 4 matching runs and 
consideration given to direct ABOI transplantation 

 
IV. Recipients with low baseline ABO titres can proceed directly to ABOi 

transplantation 
 

V. ABOi transplantation should be performed in centres accredited or commissioned 
to do so. (NOTE: VIEWS ARE SOUGHT ON WHICH IS MORE APPROPRIATE) 

VI. Centres not performing ABOi transplantation should be formally linked to centres 
which are commissioned to do so. 

VII. All recipients with a blood group incompatible donor should be offered the option 
of referral to a centre performing ABOi transplantation.  

VIII. ABOi transplantation should be considered in children; paediatric transplant 
centres should be linked to centres commissioned to perform adult ABOi 
transplants. 

IX. Collection of outcome data should be a mandatory requirement of commissioning 
or accreditation 

X. A tariff should be applied to ABOi transplants which adequately covers the 
excess costs, including the use of B cell depletion and antibody removal. 

 

17. Recommendations concerning HLAi LDKT 

I. HLAi pairs should be initially entered into the NLDKSS, although direct HLAi 
transplantation may be indicated due to patient preference, low immunological 
risk or clinical urgency. 

 
II. Pairs should be reviewed after 3 or 4 runs in the NLDKSS, if no match has been 

obtained, to consider whether direct HLAi is appropriate. 
 

III. HLAi transplantation should be performed in centres accredited or commissioned 
to do so (NOTE: VIEWS ARE SOUGHT ON WHICH IS MORE APPROPRIATE) 

IV. Centres not performing HLAi transplantation should be formally linked to centres 
which are commissioned to do so. 

V. All recipients with a HLA incompatible donor should be offered the option of 
referral to a centre performing HLAi transplantation.  

VI. Collection of outcome data should be a mandatory requirement of commissioning 
or accreditation 

VII. A tariff should be applied to HLAi  transplantation, which must adequately cover 
the cost of desensitisation strategies and the risk of post-operative complications. 
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NEXT STEPS 
 
The ISG seeks approval on these recommendations from key representatives/groups within 
the transplant community, NHSBT KAG and DH prior to presentation to NHSBT Board in 
January 2013 for approval.  
 
 
SUMMARY 
 
Considerable progress has been made in all four key areas of the Strategy and strong 
recommendations to develop the UK wide programme have resulted from the work of the 
ISG. Implementation of these recommendations will be a shared responsibility between 
NHSBT and the wider transplant community as previously discussed. 
 
It is envisaged that the Strategy will support development of the LDKT programme  projected 
by 2013/14. The greatest threat to full implementation and future sustainability would be the 
introduction of a best practice tariff for transplantation that does not appropriately reflect the 
costs associated with delivering the service across the clinical spectrum.  
 
 
Compiled by Lisa Burnapp and Emma Billingham 
On behalf of the Implementation Strategy Group 
November 2012 
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Appendix 1: (both membership lists to be attached here please). 
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Emma Billingham Lisa Burnapp
Vassilios Papalois Sanjay Sinha
Paul Warwicker Aisling Courtney
Andrea Harmer Steve Marks
Maureen Wain Andrea Harmer
Jenny Scott Maureen Wain
Henry Kimbell Ann Marsden
Sue Fuggle Rose Elwell

Henry Kimbell

3. Donor Safety and Welfare 4. Recipients of Living Donor Kidney Transplants with Higher Immune Risk

Lisa Burnapp Lorna Marson
Nizam Mamode Raj Thuraisingham
Sanjay Sinha Aisling Courtney
Raj Thuraisingham Steve Marks
Colin Geddes Sue Fuggle
Rose Elwell Bob Vaughan
Ann Marsden Nicky Bentley
Paul van den Bosch

John Forsythe (Chair) Lorna Marson (Chair)

Vassilios Papalois (Chair) Nizam Mamode (Chair)

 


