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1. Introduction 
 
As per the discussion at the last CTAG meeting and a subsequent request 
from Prof Bob Bonser, CTAG Chair, I requested information from the UK lung 
transplant units on their current allocation criteria to inform a discussion on 
what uniform criteria could be agreed nationally in terms of lung allocation.  
 
All units have supplied me with their current arrangements for lung allocation. 
There has also been lengthy discussion of the issue at the Association of 
Lung Transplant Physicians (ALTP) meeting on 5th March in Leicestershire, 
where representatives from the Papworth, Manchester, Harefield and 
Birmingham units were present.  The following areas were discussed and I 
have summarised the current situation and some future potential allocation 
criteria which were discussed on 5th March and subsequently at the July 2010 
ALTP meeting. 
 
There was a background discussion around the history of the request for 
uniform lung allocation criteria in UK with reference to Prof Neuberger’s 
presentation last year outlining the general push for national waiting lists for 
organ transplantation, with urgency and potential to benefit taken into 
account.  The UNOS lung allocation score was discussed and the data 
showing that patients with fibrotic lung disease and PPH can be transplanted 
more efficiently using prioritisation based on urgency and potential to benefit. 
Acceptable outcomes post-transplant have been reported from this UNOS 
scheme but currently there is no data showing a decreased death rate on the 
waiting list since the introduction of the lung allocation score. 
 
2. Current arrangements for lung allocation in UK 
 
As this group are aware organs are allocated in a centre-based approach 
based on geography.  Zonal teams have local decision making on which 
patient to allocate an organ, and make their own decision based on who 
should receive any given organ.  There is a lack of formalised documents 
around criteria but ABO, HLA compatibility, donor/recipient size matching, 
patient’s clinical status, underlying disease, presence of pleural disease or 
other comorbitity all are taken into account. 
 
Currently there is significant variability in terms of allocation in the following 
areas; Cystic Fibrosis Vs Fibrotic lung disease Vs COPD Vs Pulmonary 
Arterial Hypertension (variations in listing, allocation); Heart-lung 
(controversial); retransplantation (not considered in some units due to poor 
outcomes); between surgeon variability in terms of allocation decisions on the 
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night of transplant (including size matching, choice of recipient, single versus 
double lung); Double lung transplantation for fibrotic disease (not considered 
in all units). 
 
Some units have a formal priority list where patients are identified who will be 
given priority when offers become available; one unit gives precedence to 
patients requiring in hospital care.  No unit appears to be using a formal 
scoring system for this. 
 
3. Tentative agreed national criteria for lung allocation 
 

• Absence of major contraindication: to lung transplantation (listed in 
Prof Corris’ draft guidelines for selection of patients for lung 
transplantation). 

 
• HLA Sensitisation: Virtual cross match is used in patients with 

preformed HLA antibodies (there are concerns about access to 
transplantation for highly sensitised patients and also about 
oversensitivity of the flow cytometric testing for HLA antibodies 
potentially excluding patients). 

 
• ABO compatibility: standard criteria are followed by all units (A to A 

or AB; AB to AB etc). 
 

• Size matching: general guidelines between 75-125% predicted 
recipient TLC.  

 
• Clinical urgency: This takes into account the patient’s primary lung 

problem, clinical course (deterioration vs stability), but additionally the 
patient’s general physical state (e.g. BODE index in COPD), oxygen 
requirement.  A deteriorating patient with high risk of death may be 
considered a priority over a patient more likely to survive for some 
further time on the wait list. 

  
• Likely benefit: from transplant; there are differences in outcome when 

one compares lung fibrosis with COPD, CF, PPH etc.  Likewise age of 
recipient has impacts on the potential to benefit from the transplant. 
Where there is more than one potential recipient for a given donor, 
then decisions on allocation should consider which patient is most 
likely to benefit. 

 
• Mechanically ventilated patients (or those on ECMO or Novalung): 

Highly selected patients may be considered for transplantation if 
clinically stable and have no major contraindication to transplantation 
(no other major organ dysfunction). 

 
• Retransplantation: Highly selected patients may be considered for 

retransplantation if clinically stable and have no major contraindication 
to retransplantation.  
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4. Areas not agreed at ALTP meeting but which would benefit from 

consensus  
 
• Role of recipient age in allocation decisions.  NHS forbid decisions 

purely based on age and some transplant units are routinely 
transplanting patients over age 65 yrs, but morbidity/mortality is 
higher in age >60 yrs and particularly in age >65. 

 
• Sensitised patients (even though in theory more a component of 

listing decisions, this area would benefit from uniformity). 
 
 
Dr Colm Leonard 
University Hospital of South Manchester 
 
With input from  
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