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Philosophy of Organ Offering Workgroup – an update 
 
Background 
We have been invited by Professor Chris Watson to convene a working group to 
contribute to the design of the next UK deceased donor kidney offering scheme. 
There are three such groups: one looking at the philosophy of organ offering, one 
looking at histocompatibility and immunogenetics and one looking at the design of a 
new organ offering scheme.   
 
Terms of reference 
• To determine the criteria for listing for a kidney transplant; 
• To evaluate the key principles of allocation; 
• To consider whether priorities should differ at the extremes of age; 
• To determine how best to maximise the benefit of each donor - recipient 

combination, to include consideration of measures of organ quality; 
• To determine the contribution of time spent on the waiting list to allocation priority. 
 
Group members  
Rachel Hilton, Consultant Nephrologist, Guy’s Hospital (RH, Chair) 
Alison Brown, Consultant Nephrologist, Newcastle (AB) 
Tim Brown, Consultant Transplant Surgeon, Belfast (TB) 
Marc Clancy, Consultant Transplant Surgeon, Glasgow (MC) 
Antonia Cronin, Consultant Nephrologist, Guy’s Hospital (AC) 
Heather Draper, Professor of Biomedical Ethics, Birmingham (HD) 
Chris Dudley, Consultant Nephrologist, Bristol (CD) 
Vicky Fox, Lay member (VF)  
Nick Inston, Consultant Transplant Surgeon, Birmingham (NI) 
Mark Korad, Patient representative (MK) 
Bernadette Li, Health Economist, LSHTM (BL) 
Rommel Ravanan, Consultant Nephrologist, Bristol (RR) 
Mandy Venters, Patient representative (MV) 
Chris Watson, Chair NHSBT Kidney Advisory Group (CW) 
Diana Wu, Clinical Research Fellow, Edinburgh (DW) 
 
Progress report 
The first meeting was held on Friday 2nd October 2015 at Guy’s Hospital 
 
MC gave an overview of the current deceased donor organ offering policy and how it 
works for DBD and DCD organ offering. Offering scheme principles for patient 
prioritisation were discussed as well as future changes to waiting time accrual. There 
is no clear prioritisation for clinical need and only crude attempts to match donor and 
recipient risk.  
 
DW gave a comprehensive overview of how other organ offering schemes around 
the world are managed, covering Australia, New Zealand, Eurotransplant, 
Scandiatransplant, Israel, France and the US. Overall there are some recurring 
themes: access to the waiting list determined by an estimated post-transplant 
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survival threshold e.g. 80% at 5 years; previous or registered organ donors prioritised 
in organ offering; waiting time defined from date of first dialysis rather than date of 
listing; acceptable mismatch programs for highly sensitised patients and incremental 
points for increasing levels of sensitisation; organs of lower quality offered differently; 
matching of kidney to recipient – by age / survival.  
 
RR presented some of the outcomes from the ATTOM study describing areas of 
consensus and lack of consensus regarding current wait-listing criteria. The areas 
where there is lack of consensus include the upper age limit for listing; BMI exclusion 
criteria; whether asymptomatic coronary artery disease should be re-vascularised 
before listing; whether patients should be screened for common cancers prior to 
listing. With respect to centre variation in pre-emptive listing, the majority of inter-
centre variability can be explained by case-mix. 
 
RR also presented some data from ATTOM regarding patient attitudes regarding 
factors that influence wait-listing. It emerged that in general patients trust that organ 
offering is based on principles that are intrinsically fair, while accepting that their 
views are based on limited information and understanding. Patients believe that 
‘matching’ (loosely defined) is the key principle and outweighs waiting time; younger 
recipients should be prioritised. Patients admit that they have very limited 
understanding about variability in donor/kidney quality.   
 
BL presented an overview of the economic modelling that will be part of the ATTOM 
study. The key inputs and simulation model was described, the intention being to 
compare six different offering schemes: random allocation; allocation based on 
waiting time only (first come, first served); the 1998 UK National Kidney Allocation 
Scheme; the 2006 UK National Kidney Allocation Scheme; allocation based on 
matching expected graft survival to expected patient survival using KDPI and 
estimated post-transplant survival (EPTS) scores adapted from the revised US 
allocation scheme and matching so that the 20% of candidates with longest EPTS 
receive kidneys from the 20% of donors with the lowest KDPI scores; allocation 
based on maximising QALY gain whereby for each eligible recipient an estimate is 
made of the difference between QALYs following transplant and QALYs if the patient 
were to remain on dialysis, allocating the kidney to patient with the greatest expected 
QALY gain. 
 
AC gave an overview of organ quality and principles of allocation from an ethical and 
legal perspective. This included some legislative milestones as well as current ethical 
frameworks. She discussed the evolving landscape of organ donation, our 
responsibility to increase the availability of organs for transplants, to identify those 
who will actually benefit, and provide sufficient information to patients. She discussed 
ethical principles that underpin organ allocation, namely justice and equity, liberty and 
fairness, utility and healthcare resources. She discussed moral considerations and 
the competing interests of welfarist calculations and individual self-determination. To 
conclude she covered the legal framework for healthcare professionals, both 
domestic and international.  
 
Next steps 
Teleconference in December 2015 (date TBC) to generate recommendations for the 
Final Allocation Design group.  
 


