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Philosophy of Organ Offering Workgroup – an update 
 
Background 
We were 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 
We held a face to face meeting in October 2015 at Guy’s Hospital. We have since 
held three teleconferences in December 2015, January 2016 and June 2016. We 
reported the preliminary outcomes of our discussions at the British Transplantation 
Society Annual Congress in February 2016 and also at the NHSBT Renal Transplant 
Services Meeting in March 2016.  
 
 
Recommendation 1: Criteria for listing 
 
Consensus: Access to the national deceased donor kidney transplant waiting 
pool should be offered to patients who, in the opinion of their lead clinician (or, 
where appropriate, the multidisciplinary team) have a greater than 50% 
likelihood of surviving at least 5 years from the time of transplantation.  
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Comment: Access to the waiting list determined by an estimated post-transplant 
survival threshold is common to most organ allocation schemes around the world, 
and some (e.g. Australia and New Zealand) are more stringent than might be 
appropriate in the UK. We acknowledge that 5 year survival may be difficult to predict, 
other than in certain situations such as malignancy and heart failure which 
themselves would preclude listing.  
 
 
Recommendation 2: Key Principles of Allocation 
 
Consensus: Lower risk kidneys (assessed using UKKDRI) should be offered to 
potential recipients with the longest predicted post-transplant survival 
(estimated using EPTS) 
 
Comment: We acknowledge the attraction of the new US kidney allocation scheme, 
which attempts to match the “right kidney to the right recipient”. A point that came up 
in discussion is whether the characteristics of the donated organ could also inform 
the final post-transplant survival estimation, as is currently being modelled in ATTOM. 
Clearly this could only be calculated once a potential donor has been identified.   
 
 
Consensus: If a donated organ is a suitable match for a Highly Sensitised 
Patient then allocation of that organ to that individual should be prioritised 
 
Comment: Highly sensitised patients are hard to transplant and are currently 
prioritised. We considered whether waiting time would be an adequate surrogate for 
this and whether a continuous sliding scale of sensitisation would be preferable to a 
pre-defined cRF threshold. A cut-off of 95% or greater might be preferable (because 
this is the threshold at which transplant rates drop). Our current recommendation 
would be to leave the HSP prioritisation as it is at a threshold cRF >85%, but this is 
open to further debate.  
 
Consensus: We do not support any other type of prioritisation, for example on 
the grounds of clinical urgency 
 
Comment: In this respect we considered patients at high risk of access failure, but we 
decided that this would be hard to define and might indirectly reward centres with 
inadequate vascular access programmes. We considered the previous living kidney 
donor but thought that the numbers of these individuals would be sufficiently small 
that this could be dealt with on a case-by-case basis. 
 
 
Recommendation 3: Should priorities differ at extremes of age? 
 
Children (individuals aged up to the age of 16?18*) should have a higher 
priority than adults (individuals aged 16?18* and older) and this priority should 
be retained until the time of transplantation 
 
Comment: The group did not consider older adults as a separate group on the basis 
that an age threshold would be difficult to define and the relevant issue (which is 
estimated post-transplant survival) is already addressed within recommendation 2.  
 
The priority for children was the subject of much discussion and there was no clear 
consensus regarding the age at which a child becomes an adult (for organ allocation 
purposes) or whether x-ray-confirmed growth potential should be taken into 
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consideration. There was a marginal preference for defining transition to adulthood at 
age 16, rather than 18, accepting that use of the EPTS calculator would ensure that 
younger recipients would retain priority for the highest quality kidneys. What we did 
agree is that the age that a child becomes an adult should be the same across all 
organ groups and not different for hearts, livers, small bowel and pancreata as now.   
 
 
Recommendation 4: The Contribution of Waiting Time 
 
Consensus: Waiting time points should accrue from the start date of dialysis, 
with no additional points for pre-emptively listed patients.  
 
Comment: We all agreed that waiting time is important and that waiting time points 
should accrue from the start date of dialysis. The main discussion was around how to 
manage pre-emptively listed patients. One suggestion was to cap additional waiting 
time points at 180 days so as to discourage gaming the system by very early listing. 
The majority view, which was strongly held, was that no additional waiting time points 
should be accrued by pre-emptively listed patients and that access to the waiting list 
was a sufficient incentive in itself.  
 
 
Next steps 
A final review of these recommendations will be invited prior to reporting into the 
main workgroup in September.  
 
 
Rachel Hilton 
June 3rd 2016 


