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Organ Utilisation 
 
Aim 
Optimise the UK potential for organ transplantation by reducing 
inappropriate instances of decline of offered organs. 
 
Background 
There is extensive circumstantial evidence that donated organs go un-
transplanted:  

• There is known variation in numbers of transplants performed by 
surgeons with the same frequency of on call.  This has been shown 
from two centres in Cardiothoracic transplantation as is widely 
accepted as happening in other organ groups. 

• At the donation end, intensivists and SNODs are aware that some 
organs are accepted whilst others, of apparently the same quality, are 
not. 

• A number of organs from UK donors go abroad when there would 
appear to be a recipient in this country. 

 
Perceived variation may be due to logistical problems, lack of resource at the 
transplant centre or surgeon choice.  This last factor is a complex area, and 
encompasses the problems of competing priorities and risk-averse behaviour. 
 
Dealing with the issue of organ utilisation is central for any organisation 
committed to maximising both donation and transplantation.  
  
Approach 
This work has been divided into three sections: 

1) Determining the absolute numerical size of the problem; 
2) Defining how the absolute numbers might translate into actual organs 

which could be transplanted within a reasonable risk/benefit range; 
3) Translating this effort and particularly the data generated into an 

increase in the number of transplants. 
 
Some aspects are common to all the organs, but a separate analysis for every 
solid organ is required at an early stage. 
 
Numbers of Unused Organs 
The bald figures from the 12 months of Calendar 2013 are shown in Appendix 
1, and include both DBD and DCD donors.  Bowel and hearts are not yet 
taken from the latter. 
 
Assessment is made at different stages for different organs.  Thus for hearts 
and lungs, function and appearance is tested in situ, and so very few organs 
are retrieved but not transplanted.  If retrieved, the organ is almost always 
transplanted.  
But full assessment is often made of the liver and kidney after removal, and 
often at the recipient site. 
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From these approximately 1200 donors, we have data on the numbers of 
organs offered (with consent) and either not retrieved or not used after 
retrieval, in the calendar year of 2013. 
 
The key areas are kidney, liver, heart and lung, where there is a 
demonstrated shortfall of organs for transplant.  The situation is less clear for 
the pancreas, where the numbers of transplants approximates to the numbers 
on the waiting list, and for bowel, where the activity is small. 
 
159 kidneys were not retrieved despite being offered, and a further 252 were 
retrieved but not transplanted.  100 of the 159 were turned down on history or 
function, and another 50 on the basis of poor perfusion.  These numbers 
suggest a very major role for kidney perfusion and ex-vivo testing. 
 
Approaching 400 livers were not retrieved, over 300 from DCD donors, and 
another 110 were retrieved and not transplanted.  43 of the latter were 
described as fatty, and the same number had that reason for non-retrieval. 
The numbers suitable for quantification of lipids is substantial. 
 
Over 300 hearts were not retrieved, with poor function as the principle reason, 
but the equivalent number for lungs was over 500.  Here again, the scope for 
perfusion and re-conditioning is very large. 
 
Organ Decline Rates 
This is also data which are collected by ODT and presented, for instance, at 
NRG.  Centres which are statistical outliers can be identified.  But this 
information is of limited use in analysing organ utilisation: 

• Organs declined in one centre may be used elsewhere 
• Other factors, such as local policy or waiting list size may result in 

misleadingly high decline rates 
• Reasons for Decline, although collected in detail, are of very limited 

use – the commonest reason is often “Other”, and non-specified.  The 
stated reason of “No Suitable Recipient” may be a catch-all 
encompassing reasons such as “high risk donor”, “stable recipient” 
“tired surgeon” 

 
Steps to Determine the Real Potential for Safe Use of these Organs 
There is clearly a difference between the total number of offered but non-
transplanted organs, and the number which could safely be transplanted. 
Current data collection may help to identify very unusable organs, from 
history, or a set of contraindications which are together absolute.  But in 
practice, examination of specific data sets, or organs, if required are the only 
way to identify the “potentially unusable” from the “completely unusable”. 
Detailed analyses of limited cohorts of separate organs are required. 
 

1. A review of unused kidneys was performed by Chris Callaghan whilst 
at Cambridge.  Unselected kidneys, retrieved but not transplanted, 
were sent to Cambridge over a 1 month period.  20% were felt clearly 
usable, and another 45% possibly usable.  There is currently a 
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proposal to repeat this study, with additional biopsy and histology to 
back up clinical assessment by a panel of renal transplant surgeons. 

 
2. A review of unused hearts and lungs was presented at CTAG in      

April 2014.  The descriptive text is in Appendices 2 and 3.  The 
conclusions were that relatively few hearts were turned down without at 
least assessment, although there were some apparently idiosyncratic 
decisions.  But large numbers of lungs with probable good function 
were not used.  Often this was on smoking history (although only a 
small proportion, zero at two centres, and no more than 15% in any of 
the centres returning data, registered their refusal of donors with a 
smoking history).  Large numbers of lungs from older donors were 
refused by surgeons, suggesting ignorance of recent work on the effect 
of donor age on outcome.  A subgroup of CTAG is currently carrying 
out short-term, detailed analysis of unused organs, with a panel of 
three surgeons, to decide on the paper evidence, whether a heart or 
lung could have been transplanted. 

 
3. Similar short term analyses are planned by a LAG working group, lead 

by Nigel Heaton. 
 

4. The situation with the pancreas is different – numbers of transplants 
equates to numbers on the waiting list, suggesting that efforts to 
increase utilisation will have limited benefit.  Other potential analyses 
are being discussed with the PAG Chair. 

 
5. In Bowel transplantation, the biggest shortage is in paediatric donors, 

and an analysis of used donors is planned. 
 
Surgical Behaviour 
The surgeon has the final decision about the organ he or she is about to 
transplant.  But variation in activity is seen.  A study of surgical decision 
making, across the organ transplant spectrum, is planned in collaboration with 
Dr Lynne Stobbart, of the Institute of Health and Society, Newcastle 
University.  This will address the possible causes of variation in organ 
acceptance.  
 
Future Translation of Objective Data into Increased Activity 
Given that variation in organ use, whether between centres or individual 
surgeons, is known to exist (and this will be substantiated) and persists, then 
change may be difficult to achieve.  Potential approaches include: 
 

1. Local Peer Pressure – data on organs turned down but used elsewhere 
is now sent monthly by ODT to centres.  Internal audit, based on this 
data should be a measure of clinical quality, and will be one of the 
measures quantified as part of Peer Review. 

2. National Peer Pressure – “naming and shaming” is an obvious move, 
but unlikely to be effective. 
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3. Pressure via Commissioners – this is a real potential, especially for 
renal transplantation.  In other areas, it might be a part of the drive to 
reduce geographical inequality. 

4. Pressure from patient and other Stakeholder groups – potentially the 
most effective.  Lobby groups, such as the Cystic Fibrosis Trust, with 
an existing agenda, and equivalents in other organs are in a position to 
use data we generate to apply pressure at all levels up to Ministerial. 

 
Conclusion  
This paper maps out the developments planned in Organ Utilisation over the 
next 12 months.  A more developed version is to be taken to the ODT Senior 
Management Team (SMT) strategy meeting in July.  NRG members are 
asked to comment on the details, the potential interactions with organ 
retrieval, and methods of translation into more organs transplanted. 
 
 
 
Prof John Dark 
National Clinical Lead for Governance and Organ Utilisation 
 
 
 
 
 
  
 
 
 
 
 
 


