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NATIONAL STANDARDS 
 

FOR LIVE DONOR LIVER TRANSPLANTATION 
 
 
 
Introduction 
 
Liver transplantation offers the only effective treatment for patients with end-stage liver 
disease.  In the United Kingdom there are seven established liver transplant centres 
performing liver transplantation, six in England and one in Scotland.  The English 
centres are all approved by the Department of Health, which has agreed National Liver 
Transplant Standards, and funded via the National Specialist Commissioning Advisory 
Group (NSCAG).  The Scottish centre, which is subject to the same Standards, is 
approved and funded separately by the Scottish Executive.  All seven centres participate 
in the National Liver Transplant Audit, which reports to NSCAG each year to ensure 
that uniformly high standards are maintained. 
 
The demand for liver transplantation is increasing.  Despite efforts to improve the supply 
of organs from deceased donors, including the use of split livers and livers from non-
heartbeating donors, there has been an inexorable increase in the size of the National 
Liver Transplant Waiting List over the past few years. Patients are waiting longer and 
increasing numbers are dying from their liver disease while waiting for a donor liver. 
 
Whilst organs from deceased donors are the usual source of liver grafts, liver 
transplantation can also be carried out using segments of liver from a live donor – Live 
Donor Liver Transplantation.  This is now a well-established technique that is widely 
used in North America, Asia and mainland Europe. Transplantation from live donors has 
certain advantages: it can provide a good quality graft with minimal ischaemic time; it can 
be performed as an elective procedure without the stress of a lengthy period on the 
waiting list; there are theoretical immunological advantages; and increasing the donor 
pool will benefit all those on the national liver transplant waiting list. 
 
The principle of transplantation from live donors is well established in kidney transplant 
centres in the UK.  In contrast, the only active live donor liver transplant programme for 
NHS patients in the UK is confined to paediatric transplantation in a single centre (Kings 
College Hospital, London).  The United Kingdom has lagged behind many other 
countries in the use of live donors as a source of liver grafts principally because of 
concerns about the major disadvantage of live donor transplantation: the risk of death or 
serious injury to the donor. 
 
International experience indicates that live donor liver transplantation in adults has been 
associated with an overall donor mortality rate of about 1:200.  This compares with a 
mortality rate of about 1:3,000 for live kidney donors.  Moreover, between 10-20% of 
liver donors have suffered a significant post-operative complication that has delayed their 
discharge from hospital (including two donors who themselves required liver transplants 
for complications following the donor operation).  According to the European Liver 
Transplant Registry, the mortality rate has been higher in those that have donated larger 
right liver grafts for transplantation into adult recipients (0.6%) compared with smaller 
left sided grafts that have usually been used for children (0.2%). 
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A high profile case in the USA resulting in a liver donor death highlighted the risks 
involved and the need for rigorous standards in institutions performing the procedure. 
This document, specifying Standards for the UK, draws heavily on the recommendations 
of the New York State Committee on Quality Improvement in Living Liver Donation 
(Chair: Professor David Conti, MD) in their report to the New York State Transplant 
Council and the New York State Department of Health in December 2002 following that 
donor death.  The committee’s report is available on the New York State Department of 
Health Bureau of Standards website, www.health.state.ny.us.  
 
The increasing mortality on UK Liver Transplant Waiting Lists, in particular the adult 
waiting list, coupled with the realisation by potential recipients and their families that live 
donor liver transplantation is an option which has been successful in other countries, has 
led to a reappraisal of the risks and benefits of Live Donor Liver Transplantation in the 
UK.  At their annual meeting in November 2004, members of the UK & Ireland Liver 
Transplant Group, representing all eight liver transplant centres in the UK and Ireland, 
assessed the international experience and debated the need for live donor liver 
transplantation in the UK.  There was unanimous agreement that live donor 
transplantation should be offered to selected patients in the UK.  This endorsement was 
transmitted to UK Transplant and to NSCAG at a meeting of the Liver Advisory Group 
to UK Transplant in April 2005. 
 
NSCAG has accepted the principle that Live Donor Liver Transplantation should be 
available to adults as well as to children in the UK, provided that the procedure is 
confined to patients who satisfy the current criteria for cadaveric liver transplantation.  In 
view of the risks to the donor, the procedure should only be performed in centres that 
demonstrate the necessary experience, staffing and facilities to ensure that both donor 
and recipient receive the highest standards of care.  
 
This document outlines the standards required of Liver Transplant Centres in the United 
Kingdom seeking to establish a Live Donor Liver Transplant Programme. 
 
 
 
Topic 1 The Institution 
 
1.1 Live Donor Liver Transplantation should only be performed in established liver 

transplant centres with extensive experience of both liver transplantation and 
liver resectional surgery. 

1.2 The transplant centre should have facilities and staffing that comply with the 
National Liver Transplant Standards agreed with the Department of Health. 

1.3 The centre should demonstrate acceptable outcomes for liver transplant 
recipients by participating in the UK National Liver Transplant Audit. 

1.4 Centres should be involved in the National Split Liver Transplant Programme. 

1.5 Adult donors and recipients should be assessed and managed in adult facilities. 
Similarly, paediatric recipients should be cared for in paediatric facilities. 

1.6 The centre must provide a fully constituted Donor Advocate Team that is 
independent of the recipient assessment team. 

http://www.health.state.ny.us
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1.7 There must be an Independent Assessor, accredited by the Human Tissue 
Authority, who must be satisfied that all the requirements of the Human Tissue 
Act have been met. 

1.8 There should be high quality imaging facilities with experienced consultant 
radiologists able to provide expert opinion on the radiological characteristics of 
the donor liver. 

1.9 Two fully equipped operating theatres and two separate, fully staffed theatre 
teams must be available for simultaneous donor and recipient operations. 

1.10 There must be sufficient experienced surgeons and anaesthetists to perform the 
donor and recipient operations simultaneously and available to manage 
complications in the post-operative period. 

1.11 There must be sufficient critical care and specialist ward facilities and physicians 
to care for both donor and recipient simultaneously and without the risk that 
either will be cared for under sub-optimal conditions because of pressure on 
beds. 

1.12 There must be an emergency theatre with appropriate staffing and facilities to 
allow the expeditious management of post-operative surgical complications. 

1.13 There must be a comprehensive protocol for the entire process including, in 
particular, clear indications and contraindications for live liver donation. 

1.14 The institution must be aware of the possibility of a catastrophic outcome from 
the procedure and have a contingency plan for a donor disaster. 

 
 
Topic 2 The Recipient 
 
2.1 The recipient should be expected to gain a significant survival benefit from the 

transplant; transplantation aimed solely at improving quality of life should only 
be performed in exceptional circumstances. 

2.2 The recipient should have an estimated 5-year post-transplant survival of at least 
50%. 

2.3 The recipient should satisfy the eligibility criteria for cadaveric liver 
transplantation. 

2.4 There may, in the future, be some scope for considering patients with extended 
criteria: 
i. Such extended criteria will require debate and approval by the transplant 

community as well as by NSCAG. 
ii. Transplantation for such extended criteria should not be performed until 

there is agreement about the eligibility of the recipient and/or the donor 
for a cadaveric graft in the event of post-transplant liver failure. 

2.5 Potential recipients of a liver graft from a live donor should be assessed in a 
similar manner to potential recipients of a cadaveric graft. 

2.6 The recipient, if competent*, should understand the key concerns surrounding 
live donor transplantation: 
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i. The risks to the donor as outlined in paragraph 3.6 below. 

ii. The impact that a complication in the donor might have on the recipient 
and the family. 

iii. The additional risks to the recipient in receiving a graft from a living donor 
(e.g. small-for-size graft; biliary and vascular complications).  

iv. Transplantation with an organ from a deceased donor is a realistic option. 
Currently, patients on the UK Liver Transplant Waiting List have an 80-
90% chance of receiving a transplant from a deceased donor. 

v. Details of the live donor assessment will not be released to the recipient or 
to the family during the process. 

vi. In the event that the Donor Advocate Team or the Independent Assessor 
decide that the potential donor should not donate, neither the recipient nor 
the family are entitled to know the reasons for that decision. 

(* The recipient may be a young child or have impaired mental facilities due to 
advanced hepatic encephalopathy.  In such cases it must be born in mind that a 
serious adverse event in the donor may subsequently have an adverse impact upon 
the recipient.) 

2.7 The decision to place the recipient on the Transplant Waiting List should be 
taken by a properly constituted multi-disciplinary liver transplant team, and the 
deliberations clearly documented. 

 
 
 
Topic 3 The Donor 

 

3.1 The overall wellbeing of the donor must be a primary consideration of any organ 
transplant from a live donor. 

3.2 Liver donation carries the possibility of serious or fatal injury to a live donor. 
This must be balanced against the benefits that the donor may gain from 
witnessing a successful outcome in the recipient. 

3.3 The donor must fully understand:  

i The process involved in live donation and the reasons for the process. 

ii The possibility that the assessment process may detect unforeseen medical 
or psychological conditions that may preclude donation. 

3.4 The donor must agree to be assessed, supported and counselled by an 
independent Donor Advocate Team (DAT). 

3.4.1 The potential donor must be aware that the DAT and the Transplant Team, as 
well as the Human Tissue Authority, are empowered to override his/her wish to 
donate. 

3.5 The donor must fully understand all the risks of live donation. These risks 
include:  

i. The risk of injury or death from the surgical procedure. 
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ii. The risk of future medical or psychological problems consequent upon the 
donation, which may be permanent. 

iii. The current limited medical experience with long-term follow-up following 
the procedure and the possibility of unforeseen sequelae. 

iv. The emotional and financial consequences of the donation. 

v. The possibility of lengthy recovery from the donation procedure which 
may temporarily or permanently delay return to normal activity, including 
employment and caring for other family members. 

vi. There may be additional medical risks to the recipient in receiving an organ 
from a live donor compared with one from a deceased donor. 

vii. The possibility that the donation may result in an unsuccessful outcome in 
the recipient.  

viii. The stress that donation may place on the donor and the family during the 
peri-operative period. 

ix. The long-term impact that complications from the procedure may have on 
other family members. 

3.6 The donor should be aware that there are alternatives to the live donation and of 
the potential benefits and risks of these alternatives: 

i. The recipient could be given optimal medical treatment short of liver 
transplantation. 

ii. The recipient could receive an organ from a deceased donor. 

iii. There may be other family members willing to donate who may be equally 
or better suited to donation for the particular recipient. 

3.7 The donor should be aware that, in extreme circumstances, he/she may require 
an emergency liver transplant in the event of a catastrophic complication: 

i. The eligibility of the potential donor for a cadaveric transplant in the UK 
(Group 1 or Group 2) should be established. 

ii. The donor should be informed of the prospects of obtaining an emergency 
graft in the event of donor liver failure. 

3.8 The donor assessment will be strictly confidential.  

3.9 The potential donor is entitled to decline to donate at any stage of the process 
without giving specific reasons. 

 

 

 

Topic 4 The Family 
 
4.1 The donor family (spouse, partner, children, parents) should be fully consulted 

and counselled during the donor and recipient assessment.  

4.2 The views of the family should be taken into account during the decision making 
process but must never be used to coerce the donor. 
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4.3 The family should be informed of: 

i The potential risks and benefits to the donor and recipient 

ii The possible alternatives to live donor liver transplantation  

iii The impact of the various possible outcomes on individual family 
members. 

4.4 Family members must understand that: 

i They are entitled to make their preferences known to the potential donor 
but the ultimate decision to donate is solely up to the donor. 

ii They are not entitled to know the reasons for decisions taken by the 
Donor Advocate Team or the Independent Assessor, particularly in the 
event of a decision that the potential donor should not donate. 

iii Any evidence of coercion will invalidate the process. 

 
 
 
Topic 5 The Donor Advocate Team 
 

5.1 An independent Donor Advocate Team (DAT) must be established 

5.2 The paramount responsibility of the DAT is the welfare of the donor. 

5.3 The live donation can only proceed if there is unanimous approval by all 
members of the DAT. 

5.4 Members of the DAT should be separate from the recipient team and concerned 
only with the interests of the donor.  

5.5 The DAT should include: 

i. A consultant hepatologist with experience in liver transplantation who will 
lead the team. 

ii. A consultant psychiatrist or clinical psychologist with an understanding of 
the issues involved in live donor transplantation. 

iii. An experienced transplant co-ordinator or nurse specialist. 

iv. An experienced medical social worker who understands the live donor 
transplant process and is able to provide information on social and 
financial issues (e.g. life insurance). 

5.6 The DAT should: 

i. Evaluate the medical and psychiatric suitability of the donor. 

ii. Contact the donor’s primary care physician to obtain a full past medical 
history and determine whether he/she has any specific concerns about the 
intended donation. 

iii. Educate and counsel the donor about the donation and transplantation 
process. 

iv. Ensure that the donor has a thorough understanding of the procedures and 
all the potential risks of live donation. 
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v. Determine that the donor is properly motivated and that his/her decision 
is voluntary and unequivocal, and not the result of coercion or financial 
inducement by the recipient or family members or other individuals. 

vi. Allow the donor adequate time to reflect on his/her initial decision and the 
opportunity to change his/her mind. 

5.7 The transplant team involved in the donor operation and post-operative care will 
interact with the DAT but will not be members of the DAT. 

5.8 The transplant team will assess the donor to identify any adverse risk factors to 
the donor or recipient: 

i. The transplant surgeons, hepatologists and radiologists will assess the 
size, quality and anatomical characteristics of both the intended graft and 
the remaining liver to ensure that both donor and recipient will have 
sufficient functioning liver following the transplant procedure. 

ii. The transplant anaesthetist will identify any anaesthetic risk factors and 
council the donor about potential anaesthetic complications and post-
operative pain control. 

iii. The transplant surgeons will explain the surgical procedures and potential 
complications of both donor and recipient operations, supply the relevant 
statistics and probabilities on outcome, and obtain informed consent for 
the operation. 

5.9 The final decision to proceed with the live donation will be taken by the 
transplant team. 

 
 
 
Topic 6 The Independent Assessor and the Human Tissue Authority 
 
6.1 To meet the requirements of Section 33 of the Human Tissue Act (2004) and the 

Human Tissue Authority’s Code of Practice on Donation, an Independent 
Assessor accredited by the Human Tissue Authority, must be appointed. The 
Independent Assessor will usually, but not exclusively, be based in the same 
hospital as the transplant unit.  

6.2 Under the Donation Code of Practice and the associated Guidance issued by the 
Human Tissue Authority, the Independent Assessor: 

i Must not be a member of the transplant team. 

ii Should not be working in that particular transplant discipline. 

iii Should not be a member of the Donor Advocate Team. 

iv Should not necessarily have a detailed knowledge of the donor and 
recipient assessment, but must be satisfied that the case meets all the 
statutory requirements for living donor transplantation. 

6.3 The clinician responsible for the donor will send a written referral to the 
independent assessor, who will then interview the donor and the recipient and 
satisfy himself/herself that the requirements of Section 33 of the Human Tissue 
Act have been met. 
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6.4 The independent assessor will write a report for the Human Tissue Authority 
and send copies to the clinician responsible for the donor and to the donor.  

6.5 In directed donation where the donor and recipient are genetically related or 
emotionally related, and all requirements are met, the report should state that the 
proposed transplant can go ahead. If the requirements are not met, or if the 
prospective donor is a child or an adult without the capacity for consent, then 
the independent assessor cannot give approval to proceed and further advice 
must be sought from an HTA panel. 

6.6 A transplant from a living donor may not proceed without the approval of the 
Human Tissue Authority. 

 

 

Topic 7 Peri-Operative Care 
 

Operating Theatre Facilities and Staffing 
7.1 There must be two separate operating theatres and two separate theatre teams, 

one for the donor operation, the other for the recipient operation: 
i The theatres should be fully staffed and equipped for the donor liver 

resection and the recipient liver transplant procedures respectively, 
including appropriate anaesthetic and monitoring equipment. 

ii Both theatre teams should be staffed by experienced personnel capable of 
handling unforeseen complications during each procedure independently. 

iii Facilities for intra-operative ultrasonography and cholangiography should 
be available for the donor procedure. 

iv A consultant radiologist with experience of liver assessment using intra-
operative ultrasound and cholangiography should be available in the 
hospital to provide precise details of the liver anatomy during the donor 
procedure. 

v A transplant co-ordinator should be present in the donor theatre to liase 
with the recipient team. 

 

Surgical Staffing 
7.2 There must be two experienced liver transplant surgeons attending the live donor 

procedure. 

7.3 Both surgeons must be scrubbed during the critical parts of the donor operation 
until the graft has been safely removed, satisfactory haemostasis confirmed and 
the donor is in a stable condition and ready for wound closure. 

7.4 For an established programme, at least one of the surgeons should be a 
consultant who has performed at least five live donor operations. 

7.5 For a new programme, a mentoring process should be initiated with an 
experienced surgeon from an established unit attending the initial cases until 
satisfied that the locally team is properly trained. 
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i Both operating surgeons should be consultants with significant experience 
in major liver resections in a unit performing at least 40 hemi-
hepatectomies per year. 

ii Both should have significant experience in liver transplantation in a unit 
performing at least 40 liver transplants per year. 

iii Both should have visited an established programme and witnessed the 
donor procedure. 

7.6 In addition, for a new programme, either 

i Both surgeons should have witnessed at least five live donor procedures at 
an established centre. 

or 

ii An experienced surgeon from a well-established unit should be invited to 
train the local surgical team, assisting at the initial operations until he/she 
is confident that the team is competent to perform the procedure unaided. 

7.7 A third liver transplant surgeon should perform the recipient operation: 

i. This surgeon should be a consultant with significant experience in 
cadaveric liver transplantation in a unit performing at least 40 liver 
transplants per year. 

ii. This surgeon should be experienced in the transplantation of liver lobes 
from live donors or of split liver grafts from cadaver donors. 

iii. This surgeon should have an experienced surgical assistant. 

  
 

Anaesthetic Staffing 
7.8 There must be two consultant anaesthetists, one for the donor, the other for the 

recipient: 

i. Both anaesthetists must attend their respective patients from induction of 
anaesthesia until handover to the intensive care team following 
completion of the procedure. 

ii. Both anaesthetists should have an experienced anaesthetic assistant. 

iii. The donor anaesthetist should have significant experience in major liver 
resectional anaesthesia.  The recipient anaesthetist should have significant 
experience in liver transplant anaesthesia. 

iv. The donor anaesthetist should have visited an established live donor liver 
transplant programme and witnessed the donor procedure. 

 

Post-Operative Care 

7.9 For both donor and recipient, initial post-operative care must be in a Level 1 
Critical Care Unit staffed by medical and nursing staff experienced in the 
intensive care of liver transplant patients: 
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i. The donor and recipient transplant operations must not be commenced 
until the availability of appropriate critical care facilities for both patients 
is confirmed. 

ii. Transfer to a Level 2 High Dependency Unit and thereafter to the ward 
must be made solely upon satisfactory clinical progress. 

iii. Bed pressures must not influence these decisions. 

iv. An Operating Theatre with appropriate facilities and staffing to cope with 
surgical complications following liver resection and liver transplantation 
should be available in the hospital at all hours. 

v. The donor and the recipient should have priority access to theatres in 
case of life-threatening surgical complications. 

7.10 A multidisciplinary team must be available for management of post-operative 
problems: 

i. A consultant intensivist must be closely involved in the delivery of post-
operative critical care of both donor and recipient. 

ii. An experienced medical or surgical member of the transplant team must 
be resident in the hospital at all times and immediately available to 
evaluate abnormal symptoms or signs identified by nursing staff caring 
for the donor or the recipient. 

iii. A consultant transplant surgeon and a consultant hepatologist must be 
available on-call at all times in case of serious complications. 

iv. A consultant radiologist with experience in imaging and interventional 
procedures in liver transplant patients should be available on-call at all 
times. 

v. A pain specialist should be available to advise on postoperative analgesia. 

vi. A transplant co-ordinator and a medical social worker should be available 
to advise the donor, recipient and family on post-operative care and 
discharge planning. 

7.11 The donor and recipient should be cared for on fully staffed wards and by 
trained nurses experienced in the post operative care of patients following liver 
resection and liver transplantation: 

i. Experienced members of the transplant team should evaluate the donor 
and recipient at least twice daily, including at least daily visits by the on-
call consultant transplant surgeon and hepatologist. 

ii. The multidisciplinary team caring for the donor should be aware that 
donor complications most commonly occur on post-operative days 3 and 
4.  Patients should be in a hospital environment with facilities to detect 
and manage such complications expeditiously. 
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Topic 8 Long Term Follow Up of Liver Donors 

8.1  Live liver donors should be followed up life-long.  

8.2 On discharge, the donor’s primary care physician should be provided with a full 
discharge summary.  

8.3 The donor should be provided with a 24-hour contact number for the transplant 
co-ordinator in case of any problems or concerns following discharge. 

8.4 Social and psychological support should be available to the donor and the family 
after discharge. 

8.5 The transplant surgeon should review the donor in the outpatient clinic within 
the first month post discharge and then at three monthly intervals during the first 
year. 

8.6 Thereafter the donor should be reviewed annually by a consultant transplant 
surgeon or hepatologist. 

8.7 Donor and recipient mortality and morbidity including psychiatric, social, 
employment and family disorders that might be attributable to the donation 
should be recorded and the data submitted to the National Liver Transplant 
Audit. 

 


