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renal function. Second, there needs to
be determination of any particular risks
for this individual in terms of the
development of renal disease in the long
term, which means that the person should
not be left with a single kidney. 

One increasingly frequent concern 
is obese individuals. Persistent
hyperfiltration in a single kidney,
together with the concomitant higher
risk of hypertension and diabetes 
will compromise long-term function.
While some individuals are sufficiently
motivated to lose a substantial quantity
of weight to permit donation, maintaining
such weight loss lifelong is crucial. 

Occasionally, the risk of familial renal
disease is of sufficient concern to
preclude donation.

The final part of the assessment
process mandates consideration of
three areas: 
•Technical feasibility of donation and
implantation
•The risk of transmissible disease
(malignancy or infection)
•The compatibility of blood group and
HLA loci between donor and recipient.

Surgical teams rarely decline a donor
on a technical basis as there are a
number of reconstructive techniques
and options to overcome vascular
complexity. With the possibility of living
donor exchange programmes in many
countries, the finding of incompatibility
no longer precludes donation, provided
that the donor is willing for entry into
such a sharing scheme. 

Figure 1, p19, illustrates the typical
minimal assessment process. How this is
organised varies between centres, it is
possible to have a streamlined donor
journey which is popular with potential
donors by adopting the ethos of making
it as easy as possible to donate.14
Additional investigations are required 
if initial screening reveals another
potentially relevant pathology.

POTENTIAL COMPLICATIONS 
IN RECIPIENTS
There are a number of technical and
immunological issues that can be
problematic in the immediate post-
transplant period, when the patient is
still in hospital. The most common early
complications following discharge are
infection (most typically urine), wound
dehiscence, and poor glycaemic control.
Transplant recipients are under close
review by the transplant team in this
period, but primary care teams may be
asked by medical staff to assist in care.

In the medium term the most
common cause of death in transplant
recipients is cardiovascular disease, and
management of risk factors is an
important aspect of GP care. 

With time, avoidance of malignancy
becomes the most likely determinant 
of survival. Minimisation of immuno-
suppression is the remit of the transplant
clinicians; encouraging adherence to
screening protocols and having a high
index of suspicion for potential neoplasia
that of the primary care team. 

Particular relevant practical care for
transplant recipients relates to their
ongoing immunosuppressed state: live
vaccines should not be administered
and infections must be treated swiftly
and for longer as these patients can
develop sepsis and become critically
unwell quickly.

MONITORING OF DONORS 
AND RECIPIENTS
Living kidney donors are typically
followed by the transplant centre in the
early weeks after donation, and lifelong
annual follow-up is recommended. 
The arrangements for this vary between
regions. Historically, when there were
very small numbers of living donors, this
was often by clinic attendance at the
transplant unit. With rising numbers,
(there are now more than 1,000 living
donors annually in the UK), and
increasing time from donation,
alternative processes are being put in
place in some areas. The key aspects for
donor follow-up are BP, urine protein
estimation, and serum creatinine/eGFR. 

Box 2

Renal function after living kidney donation

Reduced nephron mass
Serum creatinine will be substantially higher and eGFR substantially lower 
than previously
• A lower eGFR in this instance does NOT represent chronic kidney disease
• The remaining kidney is perfectly good, it has been carefully assessed
• The change in renal function simply reflects reduced nephron mass

There is a normal variability in serum creatinine (and hence eGFR) of at least
10% in all individuals, e.g. if creatinine is 130 µmol/L then values between 
115 µmol/L and 145 µmol/L are essentially the same
• Additional investigation or referral is not required unless there is a progressive
decline

A lower eGFR therefore should not cause alarm unless there are other health
concerns or it continues to decline

Table 2

Assessing suitability for living kidney donation

General anaesthesia/
laparoscopic surgery

Renal function 
after donation

Kidney for transplant 
into recipient

Obesity
Increased perioperative risks

Current renal function
Creatinine 
Isotopic GFR

Technical
Vascular anatomy

Smoking
Increased perioperative risks

Obesity 
Blood pressure
Diabetes

Immunological
Blood group

Previous thrombosis
Increased perioperative risks

Risk for renal disease
Familial disease

Infective MalignantHLA type
Disease transmission

Stone diseaseUrinalysis


