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Combined Cardiothoracic and Liver Transplantation – a National Programme 
 
This item has been raised recently at LAG, with a proposal from Papworth/ 
Cambridge and then some discussions with colleagues in Newcastle.  
 
There is clearly a need for occasional combined transplants, predominantly for CF 
but occasionally for refractory Portopulmonary hypertension (PPHT). There was a 
series of combined heart-lung liver from the 1980’s and 90’s from Cambridge, and 
more recently two successful combined bilateral lung and liver at Freeman – both of 
these were for CF. 
 
A lesson from both groups is that very close collaboration is required between the 
two teams, in selection, the actual transplant and most importantly, early post-op 
care. Co-location, or existing close working seem to be pre-requistites 
 
On this basis, it is proposed that this activity is concentrated in two centres, 
Papworth/Cambridge and Freeman 
 
A paediatric ‘centre’ could be envisaged between GOS and King’s – to be discussed 
separately (only other paed lung centre is Newcastle) 
 
The recipients 
 
Predicted nos. of patients: conceivably up to 8 per year, more likely 2-3 
 
Cystic Fibrosis (CF) x 4 
Refractory portopulmonary HT (PPHT) x 2 
Misc x 2 eg amyloid / alpha 1 
 
The operation 
 
The standard operation for CF lung/liver disease would be bilateral lung / liver 
transplant - although Papworth have historically performed heart/lung/liver and in 
theory a heart could be dominoed Papworth agree that lung/liver is preferable 
particularly in view of heart shortage 
 
Heart/lung/liver transplantation would be reserved primarily for PPH with sig cardiac 
disease 
 
Assessment and listing 
 
Patients would be assessed at either Cambridge/Papworth or Newcastle and listed at 
those centres if appropriate 
 
Indications / contraindications as per LAG (12) 12(a) – enclosed for reference 
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Distribution, Allocation and Retrieval 
 
There will be no special national allocation of the lung. The primary allocation would 
be for the lung, either zonal or national, on the standard sequence. If the lung is 
suitable (Size, tissue typing etc) and the liver is not being used for: 

i) Super-urgent liver 
ii) Liver suitable for splitting 
iii) Liver suitable for a full multivisceral in Cambridge 

 
then the liver would come with the lungs to the implanting centre. 
 
Except for combined heart-lung liver (a very rare event) retrieval would be done for 
both organs in an entirely standard fashion. 
 
It is suggested that this very simple proposal, if approved by CTAG, is put to LAG 
 
There was previously some anxiety in LAG about the potential size of this activity, 
and a suggestion to establish an oversight committee. Under this scheme, all 
potential patients to be discussed prior to listing by National Adult Cardiothoracic and 
Liver Transplant Forum (NACALT) akin to NASIT – composed of members 
(physicians / surgeons / coordinators) of Cambridge/Papworth, Newcastle and 
Birmingham with NHSBT representation. Decision to list would require a unanimous 
opinion from this forum. 
 
We regard this as unnecessary in the first instance. Recipients at both centres will be 
competing with other lung transplant patients, an incentive to choose only those 
completely acceptable in both pulmonary and hepatic terms 
 
S Tsui/ S Clark, September 2012  
 
 


