
OTAG(11)12 

 1 

 
POLICIES 

 
 

PATIENT SELECTION 
 
 

ORGAN ALLOCATION 
 
1. PATIENT SELECTION AND ALLOCATION 
 
1. General Introduction 
Organ transplantation has become a highly successful form of therapy in selected patients 
either as a form of life-saving or life-enhancing treatment. However, despite the increase 
in resources provided, the many different approaches taken to increase the number of 
donated organs available for transplantation, in the UK, as in other countries, there is a 
major short-fall between the number of people who would benefit from an organ 
transplant and the availability of suitable organs. Therefore, rationing is required. In 
general, clinicians will act in the best interest of the patient: transplantation poses especial 
problems as the clinicians will usually be responsible for several patients all of whom 
might benefit from the use of the donated organ. Because organs donated from deceased 
and altruistic donors are a national rather than a local resource, all listed patients have to 
be considered in the decision as to who will get the donated organ. 
 
NHS Blood and Transplant (NHS BT) is required, amongst other duties, to ensure that, 
within the four nations of the UK, there is a fair and equitable approach to patient 
selection and organ allocation. This policy outlines how patients are selected and organs 
allocated across the UK: the organs included in this policy relate to heart, lung, kidney, 
liver, bowel and pancreas. Although corneal tissue and pancreatic islets cells are 
classified as tissues, selection and allocation policies for these tissues are also included as 
the Organ Donation and Transplantation (ODT) Directorate is involved in allocation of 
these tissues. Excluded from this policy are thymus and face, since there is, as present, no 
organ shortage and transplantation is done purely on clinical need. 
 
In principle, the criteria for selection and allocation must be justified and the reasons 
evidence based where possible. There should be clarification as to the balance of the 
rights of the competing individuals and the focus on benefiting the patient not the centre. 
 
Policies should be consistent across organs where possible and appropriate. There will be 
an overall approach given in the Introduction to the Selection and Allocation Policies but 
there may need to be further clarification in the organ section where appropriate (such as 
alcohol use in liver recipients or smoking in heart or lung recipients). While, at present, 
different Groups have adopted different approaches to selection and to allocation: while 
this may well be appropriate, the basis for selection must be clear and, where possible, 
evidence based 
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1.1 Development of policies: 
The responsibility for this policy lies with the Board of NHS BT. However, for policies 
to have credibility, there needs to be full support from all the health care professionals 
involved in transplantation, potential recipients and their families, donors (including 
potential donors) and their families, relevant patient groups and the general public. 
 
To achieve these goals, NHSBT has asked each solid organ Advisory Groups to propose 
policies for patient selection and allocation. Each Advisory Groups is chaired by a 
clinician independent of NHSBT and consists of clinical representatives from designated 
centres and other relevant health care professionals and scientists. In addition, the 
Associate Medical Director for ODT and the Chair of the Advisory Group meets with 
patients and patient groups on an annual basis to discuss, amongst other issues, selection 
and allocation. The membership and minutes of each Advisory Group meeting are 
published on the NHSBT web-site. 
 
Policies agreed by the Advisory Groups are considered by the Clinical Governance 
Medical Group (CGMG) and then referred to the Senior Management Team of ODT. 
When approved, policies are referred to the Transplant Policy Review Group (TPRG), a 
sub-group of the NHS BT Board for approval and annual review. 
 
1.2 Background 
1.2.1 Organ donation: 
Organs may be retrieved from deceased or living donors. Deceased donation may occur 
after cardiac death (DCD) or brain death (DBD). Living donation may be directed or 
altruistic. In practice, living donation mainly involves kidney but other organs such as 
liver may occasionally occur. Domino transplants are those organs which are removed for 
clinical reasons but may be suitable for another patient. 
 
This Policy for selection and allocation applies to organs from deceased donors and 
altruistic donors. 
 
1.2.2 Approaches to selection and allocation 
Different administrations have adopted different approaches to patient selection and 
organ allocation. The difference in approach between administrations reflects the 
different goals of the policy. For example, for patient selection, one approach is to list 
everyone who might benefit from the transplant procedure. An alternative is to restrict the 
list so that those who are listed will have a reasonable expectation that will receive a 
graft. Allocation processes will need to balance a number of factors, some of which may 
be conflicting. Factors to be considered include equity, justice, utility and fairness.  
 
1.2.2.1 Different approaches for different organs: 
1.2.2.1.1. Factors associated with both selection and allocation will, in part, be organ 
specific. Considerations that will affect the approach will include alternative treatments to 
transplantation, the ability to stratify risk, the different factors that affect patient and/or 
graft survival, differences in the interactions between donor graft and recipients on 
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outcomes, acceptable ischemic times (which reflect the time between retrieval and 
implantation) amongst many others.  
1.2.2.1.2 Organs from DCD and DBD may require different processes for allocation as 
organs from these two groups of patients are associated with different factors that predict 
outcome. 
1.2.2.1.3 Allocation may be on a national basis (as seen with kidney transplantation) 
where there is a defined, evidence base to the allocation process. The recipient surgeon 
has the responsibility of deciding whether the allocated organ is appropriate for the 
recipient. If declined, the reasons should be documented. For other organs (such as 
kidney or heart), organs are allocated to a center for the clinician to select the most 
appropriate recipient on the waiting list of that Unit. Policies will need to justify why this 
method is preferred and robust measures in place to ensure that such local allocation does 
not result in inequity of access. Whichever method is adopted, continued review and 
audit is needed to ensure the allocation model delivers its objective and, where necessary, 
adjustment made in light of the data, changing donor availability and characteristics and 
case-mix. 
 
1.2.2.2 Super-urgent and Fast-track schemes 
For some patients, organ failure may lead, in the absence of transplantation, to death 
within a few days. This applies to some cases of liver or heart failure. In such cases, it 
may be appropriate to list these patients as ‘super-urgent’ so that the potential candidate 
receives the next nationally-available and clinically appropriate donor organ. Such 
schemes require clear justification, with defined criteria for listing and justification that 
such a scheme is equitable for all potential recipients. 
 
Cold ischemic time (CIT) may be loosely considered as the time between cooling of the 
retrieved organ and implantation. The CIT varies between and within organs. IN some 
situations, there very short CIT may mean that the organ should be allocated to the team 
that can plant that organ with the shortest CIT and allocation is therefore dependent 
primarily on the center and associated logistics rather than the recipient. Where such 
Fast-Track schemes are in place, the rationale and criteria require defining and justifying.   
 
1.2.2.3 Re-transplantation 
Grafts may fail for several reasons, including primary non-function, technical problems, 
recurrent diseases and rejection. Criteria for listing for re-grafts may vary from those for 
the primary graft. For some organs in some circumstances, outcomes after re-graft are 
worse than after primary grafts. Listing policies should clearly indicate agreed policies 
for re-graft. 
 
1.2.2.4 Sharing organs internationally 
In very few cases, there is no suitable recipient for a donated organ: in such cases, the 
organ may be offered for use in other countries. This is a bilateral arrangement. In some 
cases, there are agreements between two nations that allow a potential recipient in one 
jurisdiction to receive an organ donated in the other. Such arrangements need to be 
clearly defined and regularly reviewed to demonstrate that such a process results in the 
most effective use of donated organs in both jurisdictions. 



OTAG(11)12 

 4 

 
1.3 General 
1.3.1 Referral to Transplant Units 
Patients referred to transplant units from many sources but usually from specialist Units. 
Referral is usually for consideration for transplantation where clinicians can assess the 
patient’s suitability for transplantation and other therapeutic options and the patient can 
gain understanding of the implications of the procedure and other therapies. Guidelines 
for referral to a designated Transplant Unit are primarily within the remit of the 
professional bodies. 
 
1.3.2 Transplant Units 
Transplant Units are designated by the Departments of Health, either directly or through 
appointed bodies. These Units work as multi-disciplinary teams, involving surgeons, 
physicians, anesthetists, nurses, physiotherapists, radiologists, pharmacists, recipient 
coordinators, psychiatrists, social workers, dieticians, health care scientists and many 
other health care professionals 
 
1.3.3 Transplant assessment 
Transplant assessment may be done as an out-patient or in-patient process. The questions 
that will be addressed during the assessment include whether transplantation is 
appropriate for that individual at the time, whether the potential candidate meets the 
eligibility criteria and whether the patient fully understands the transplantation process 
and the implications for transplant as well as the implications for not proceeding to 
transplantation.  
 
1.3.4 Listing 
1.3.4.1 The decision whether to list a patient for transplantation is usually taken at a 
Multi-disciplinary Team meeting. It is good practice for records to be kept, including the 
names of those present and the reasons for the decision made (listing, refusal, deferring). 
If the patient meets the criteria for transplantation and if the clinicians and the patient 
agree that transplantation is appropriate at that time and if fully informed consent is 
given, then the Transplant Center will confirm the patient meets the current criteria and 
ask NHSBT to add the patient to the National Transplant List. 
 
1.3.4.1.1 Because of the organ shortage (for most organs), patients are in effect, 
competing for life saving organs. Therefore, a decision to offer one patient a graft may 
deny another a life-saving procedure. Thus, all units have to adopt a common policy so 
that the risks of inequity of access will be minimized. 
 
1.3.4.1.2 Second opinion: all patients not accepted for transplantation do have the right to 
have a second opinion from another designated transplant unit. 
 
1.3.4.2 Eligibility for transplantation under the NHS: eligibility for transplantation with 
organs and tissues retrieved in the NHS from deceased donors is determined by the 
relevant Department of Health according to national and international criteria. Eligibility 
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status should be determined by the transplant units before NHSBT is asked to list the 
potential recipient. 
  
1.3.5 Review on waiting list 
The transplant candidate will normally remain under clinical review for many reasons, 
including the need to ensure that transplantation is still indicated. Some patients may, 
unexpectedly, improve to such an extent that transplantation is no longer indicated and in 
others, the disease may progress so that transplantation becomes futile and the patient 
should be suspended or removed from the transplant list. 
 
1.3.6 Consent 
While it is the responsibility of the operating surgeon that the patient gives properly 
informed consent wherever possible (exceptions such as mental incapacity are covered by 
appropriate legislation and guidance), ensuring the patient has all the information 
required to give informed consent is a team effort and usually takes place over a period of 
time. 
 
1.4 Contra-indications:  
There are many considerations to be taken into account whether a patient should be listed 
for transplantation, some of which are controversial. It is also recognized that public and 
professional preferences may be divergent from the legal requirements. Contra-
indications may be absolute or relative. Absolute contra-indications will completely 
exclude a potential candidate from being listed: such contra-indications are usually 
defined as the procedure would be futile: some absolute contra-indications will be 
common to all organs transplanted (such as valid refusal to consent,  an agreed view by 
the MDT that the candidate will not survive the procedure or an agreed view that the 
quality of life after the transplant will be unacceptable to the patient) or specific to the 
organ (for example, severe and refractory  pulmonary  hypertension may contra-indicate 
liver-only transplantation 
 
Relative contra-indications constitute those conditions or circumstances where the 
successful outcome of the transplant (as defined by the selection criteria for that organ or 
organs) are not certain. In some instances, such relative contra-indications may constitute 
an absolute contra-indication; in other circumstances, however, these circumstances may 
not preclude meeting the agreed criteria. For example, a history of previous malignancy 
may preclude transplantation if, in the view of the MDT, following expert advice, the 
malignancy may recur rapidly after transplantation, whereas if the likelihood is low 
(because of complete excision or response to treatment), the risk of recurrence may be 
felt to be low and so not preclude transplantation. Often, there is only a limited evidence-
base to make informed decisions so, while clear guidance cannot be given for all 
circumstances in all cases, MDTs have to make the best decision that will balance the 
rights of the candidate with the other potential candidates to ensure equity and justice for 
all. Decisions can be made only in the light of best evidence and clinical judgment: it is 
important that the basis of decisions and the names of those making those decisions are 
clearly documented. 
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It must also be recognized that an absolute contra-indication for one organ may be a 
relative contra-indication for another. For example, on-going alcohol use is a contra-
indication for liver transplantation when the liver disease was caused by excess alcohol 
use whereas alcohol use would not contra-indicate transplantation of a kidney or ocular 
tissue.  
 
It is also noted that some absolute contra-indications may be overcome: transplant units 
will have in places, processes for review and, where appropriate, re-assessment. 
 
1.4.1 Age: 
Legislation precludes disadvantaging any group on the grounds of age. However, in some 
instances, there are valid reasons why one age group should have a greater claim to an 
organ that another. For example, organ failure is associated with growth retardation and 
this is corrected by transplantation; once growth has ceased, it may not be possible to 
catch up so growth failure may be a valid reason to prioritize those who are still growing. 
However, any preference to any group has to be justified on clinical grounds. 
 
Children are usually managed within specialist Children’s Hospitals or Units. It is 
important that those clinicians working with adults and with children liaise closely so that 
selection and allocation is fair to all.  
 
1.4.2 Alcohol use 
Different conditions may apply when alcohol use has contributed significantly to the 
organ failure compared with concerns about alcohol use without organ damage. Where a 
MDT has concerns that the potential candidate is either abusing or dependent on alcohol, 
there should be a full assessment by clinicians expert in the field of alcohol abuse. The 
specialists should assess  the  
 
1.4.3 Illicit drug use 
Illegal use of drugs may affect the appropriateness of the potential candidate for listing. 
For example, those using illicit drugs may be at greater risk of infection from viruses 
(such as HIV and Hepatitis C virus) as well as bacterial infection if there is evidence of 
continued illicit drug use with unsafe procedures.  
 
The potential candidate should be assessed by health care professionals expert in the field 
of drug use and advise the MDT as to the likely prognosis of the patient, the degree and 
nature of support required. In light of this, the MDT will need to agree whether, with full 
support recommended and agreed, the patient will meet the nationally agreed criteria for 
transplantation. 
 
1.4.4. Compliance and non-compliance 
1.4.4.1 In nearly all cases, solid organ transplant recipients will be required to take 
immunosuppression for the rest of the life of the organ and will need to be followed by 
clinicians expert in the field of transplantation and management of immunosuppression. 
Non-compliance (also termed non-adherence or non-concordance) with the taking of 
medication or with follow-up may result in organ failure or drug toxicity.  
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Non-compliance is difficult to predict but is often seen in teen-agers and some other 
groups. All potential recipients will need to understand the need for follow-up and 
compliance and where there is concern, arrangements should be put in place to maximize 
the likelihood of compliance with treatment and follow-up. 
 
In exceptional cases, the MDT may consider that the potential recipient will not follow 
treatment regimes so that there is very high probability that graft or patient survival will 
be significantly impaired, despite full provision of appropriate support.  
 
In such cases, it may be reasonable to deny the recipient access to transplantation. 
 
1.4.4.2 Difficult considerations apply when non-compliance has resulted in graft failure 
and the patient is being assessed for a re-graft. The rights and needs of the patient need to 
be balanced against other potential candidates. This is an especial problem for teenagers 
where non-compliance is not uncommon in the field of transplantation (as it is in other 
conditions which also affect life such as diabetes mellitus, epilepsy or asthma). The MDT 
will need to consider the reasons for non-compliance, what support is required to prevent 
a recurrence should the patient undergo a re-graft and the likely outcome.  
  
1.4.5 Co-morbidity: medical 
Many potential transplant candidates have associated co-morbidities. Such co-morbidities 
may affect the transplant procedure itself, the recovery or short or long term patient or 
graft survival. There is usually insufficient data for specific advice to be given about the 
approaches to assessment for, say, heart disease, and to define criteria by which clear 
guidelines can be developed to determine which patient is considered eligible or 
ineligible for listing or transplantation. In such instances, policies must define the 
principles and, where possible, give guidance as to assessment of co-morbidity and 
determination of  contra-indications for transplantation. As always, involvement by 
appropriate experts, discussion in the MDT and documentation of decisions, is key to 
ensuring the optimal outcomes for all patients.  
 
1.4.6 Co-morbidity: Psychiatric disease and psychological effects 
Current or past psychiatric disease may be a contra-indication to transplantation. 
Candidates will need to be assessed by suitably qualified clinicians who can determine 
whether the patient has received optimal therapy and the impact of the possible transplant 
on the patient. Whether the psychiatric disease will alter the decision to offer 
transplantation, will depend on the nature of the disease, the impact of treatment and full 
support to mitigate any adverse impact. 
 
1.4.7 Malignancy past/current 
Some transplant candidates may have a history of previous malignancy. 
Immunosuppression may have the effect of allowing some cancers, previously held in 
check, of becoming active and adversely affecting the patient’s survival.  
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Transplantation may be contra-indicated if, in the view of the MDT and following expert 
oncological advice, there is a high probability that the cancer will recur or exacerbate so 
that the patient’s survival is likely to be severely limited. 
 
While here is some data in the literature on which to base a prognosis, data are few and 
clinical judgment is necessary. The decision will depend on many factors including the 
type of cancer, its natural history, the response to therapy, the interval between treatment 
and transplant assessment 
 
1.4.8 Quality of life 
Quality of life is a concept that can be measured by a variety of instruments but remains 
very subjective. In most cases, a poor quality of life will be corrected by transplantation. 
However, in some cases, the poor quality of life may be due to other factors (such as 
other medical co-morbidities) or, if associated with organ failure, may not be corrected 
by transplantation.  
 
In exceptional cases, the MDT may feel, with agreement with the patient, that successful 
transplantation may not be associated with a return to a quality of life that is acceptable to 
the patient, even with the provisional of full support from medical and social services. In 
this rare instance, transplantation may not be appropriate. 
 
1.4.9 Life-style issues 
1.4.9.1 The Equality Bill (yet to be passed into statute) states that, in carrying out their 
functions, public bodies must exercise their functions in such a way that it is designed to 
reduce the inequalities of outcome which result from socio-economic disadvantage. How 
a unit will achieve this is far from clear and all the resources needed may not be 
available. As with other issues discussed in this section, units must do all that is in their 
resources and capabilities to remedy any factor that results from social or economic 
disadvantage so that the candidate may prevent a potential transplant candidate being 
listed. 
 
1.4.9.2 Potential transplant candidates will have a great variety of life styles. Transplant 
Units will need to consider how the life-style might impact on the survival of the patient 
and the graft and the recipient’s quality of life. 
 
1.4.9.3 Life style issues will need to be fully assessed by members of the MDT. 
Transplantation may be contra-indicated if, despite full supportive measures, the patient 
will not adequately comply with follow-up so that the patient’s or graft survival may be 
impaired to such an extent that the current criteria for transplantation cannot be fulfilled. 
  
1.4.9.4 Social support is usually very important in helping the potential transplant 
candidate cope with the physical and psychological stresses of illness, awaiting the 
availability of a suitable graft and the recovery from surgery and the life after 
transplantation.  
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MDTs will assess the availability of social support and develop plans with the patient for 
the provision of appropriate levels of support that will ensure the patient makes sufficient 
recovery to become independent. It will be therefore only in exceptional cases that the 
lack of support would preclude transplantation. 
 
1.4.10 Malnutrition 
Many patients with organ failure will have associated malnutrition: most studies suggest 
that malnutrition will affect the outcome after transplantation. All potential candidates are 
assessed for malnutrition and those with significant malnutrition should be assessed by 
those health-care professionals and, where appropriate, nutritional support offered. 
 
There is little literature on the most appropriate clinical tool to measure malnutrition and 
what degree of malnutrition will contra-indicate transplantation.  
 
1.4.11  Multi-organ transplants 
Some patients will require transplantation of more than one organ (such as liver and small 
bowel or liver and kidney). There may be over-riding clinical reasons in these cases that 
means that the agreed rules for selection or allocation are inappropriate. In these cases, 
ideally there will be agreed, published policies in place but where exceptional cases arise, 
individual cases should be considered as described in paragraph 1.5. 
 
1.4.12 Research and innovation 
It is important to balance the use of protocols to deliver transparency and equity with the 
need to encourage innovation and development. It is important that when clinicians wish 
to develop new indications, amend current indications or contra-indications, proposals are 
discussed and agreed by the appropriate Advisory Group and then recommendations put 
to NHSBT for approval.  The impact of any change will need to be reviewed at an agreed 
time to ensure the agreed changes have delivered their aims.  
 
1.5 Process for ‘Variants syndromes’ and for Appeals 
It is accepted that no policy will cover every clinical eventuality and sometimes rigid 
application of the policy will lead to inequity so there needs to be a process for 
introducing appropriate flexibility in the implementation of the policy. Therefore each 
Advisory Group will have Appeals Panels that will work with a representative 
membership and according to agreed and published protocols to respond quickly to 
requests for NHSBT to list patients who do not fulfill the agreed published criteria . 
Decisions and the reasons underlying them will be recorded and reported at each 
Advisory Group meeting. 
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Selection Policies 
 
2. Kidney 
3. Liver 
4. Heart 
5. Lung 
6. Bowel 
7. Pancreas 
8. Corneal Tissue 
 
8. Cornea 
 
1. Conditions that are considered to benefit from corneal transplantation 
Conditions that cause abnormalities of the cornea treatable by corneal transplantation, are 
those in which this procedure can lead to restoration of corneal structure or function, 
restoration of the integrity of the eye, or removal of diseased tissue that would otherwise 
lead to further damage to the eye or body. 
 
Corneal transplantation is undertaken where other treatments are unavailable or inferior 
to corneal transplantation, in order to replace abnormal or defective or abnormally 
functioning corneal tissue.  The indications for corneal transplantation therefore, include, 
the restoration of vision, support of the anterior portion of the eye, restoration of the 
integrity of the globe, pain relief, excision of tissue for diagnosis, removal of infectious 
or noxious agent, replacement of opacified, abnormal or absent corneal tissue to allow 
visualization of intraocular structures for or during intraocular surgery.  Those patients in 
whom there is a more than one purpose served by corneal transplantation are categorized 
according to the primary indication for transplantation as determined by their treating 
ophthalmologist. 
 
2. Assessment of patients 
Patients require assessment by an ophthalmologist to determine that they have or meet 
the conditions listed requiring corneal transplantation. 
 
3. Selection Criteria 
3.1 Rationale for choice of selection criteria 
Corneal transplantation has been shown to be beneficial for the treatment of the 
conditions categorized in 1 above. 
  
3.2 Clinical criteria for selection 
3.2.1 Criteria for selection 
The following need to be demonstrated in order to be eligible for corneal transplantation, 
A. Vision will be maintained or improved by corneal transplantation 
B. The eye or integrity of the globe will be maintained or restored by corneal 
transplantation 
C. Corneal transplantation will lead to an improvement in the condition 
D. Or that the conditions as categorised in (1) will respond to corneal transplantation 
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3.2.1.1. Rationale for and urgent classification 
To enable allocation of transplant material for conditions in which delay in 
transplantation will permanently threaten vision or the integrity of the eye. 
  
3.2.1.2. Criteria for clinically urgent transplants 
Corneas may be requested for clinically urgent transplants only for those conditions in 
which the integrity of the eye will be lost or will be imminently lost without corneal 
transplantation.  These include impending perforation (presence of a Descemetocoele), 
actual perforation, loss of corneal tissue or uncontrolled disease that would lead to 
imminent loss of the eye or unrecoverable loss of vision without corneal transplantation. 
 
3.2.1.3 Other classifications 
In patients with high risk of allograft rejection due to prior sensitization, selection for 
transplantation will first be made according to anticipated benefit to visual function of a 
surviving corneal transplant. There is currently (to date 2010) no overriding substantial 
evidence to support the use of HLA matching in corneal transplantation. 
Ophthalmologists of patients with such conditions or patients themselves may wish to 
recommend or be recommended to centres undertaking research involving HLA-matched 
tissue. 
 
3.2.2 Process for selection of ‘Variants’ 
Where a patient does not meet the criteria listed, or who has a condition for which there is 
uncertainty regarding the role of corneal transplantation, the clinician should seek advice 
from OTAG through the appropriate regional representative.  A standard assessment 
procedure will be used to provide guidance on such issues. 
 
3.2.3 Multiple organ transplants 
Not applicable to corneal transplants 
 
3.3 Contra-indications; 
3.3.1 Absolute 
Corneal transplantation would be contraindicated where corneal transplantation will not 
lead to either: restoration of corneal function, restoration of corneal integrity, or removal 
of diseased tissue that would otherwise lead to further damage to the eye. 
Corneal transplantation will be contraindicated in an eye which has no perception of light 
and which is not painful or would not respond to other treatments for pain relief, or in an 
eye which is phthisical and will not recover function. 
 
3.3.2 Relative 
Corneal transplantation may be contraindicated when it is likely that it will not achieve 
the intended outcome or that the conditions causing abnormalities of the cornea and 
ocular surface will prevent survival of the transplanted cornea or will impede restoration 
of corneal function, corneal integrity, or removal of diseased tissue that would otherwise 
lead to further damage to the eye. 
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3.3.3 De-selection criteria 
Removal from the list for corneal transplantation where the clinical status of the patient 
no longer fulfills the conditions listed under 3.2 
 
3.4 Selection for re-transplant 
Repeated corneal transplantation where the conditions meet or fulfill the conditions listed 
for corneal transplantation under 3.2. 
 
4. Follow-up on list 
 
4.1 Monitoring 
Patients should be monitored to determine whether their clinical status has changed.  This 
should occur prior to transplantation or in those circumstances where transplantation is 
contraindicated. 
 
4.1.1 Re-assessment on list 
 
5. Appeals Process 
Patients assessed as unsuitable for corneal transplantation or in whom transplantation is 
considered a relative contraindication, should have the opportunity for their case to be 
reviewed by an independent ophthalmologist who is corneal specialist. 
 
6. Audit 
Corneal transplant outcome (graft survival and visual outcome) at 1, 2 and 5 years. 
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ALLOCATION POLICIES 
 

1. Kidney 
2. Liver 
3. Heart 
4. Lung 
5. Bowel 
6. Pancreas 
7. Corneal Tissue 
8. Multiple organs 
For each organ: 
 
Allocation policy for Corneal transplants 
 
1.1 Rationale for allocation policy 
In order to achieve equity of access to corneas for transplantation both in terms of time 
and quality of tissue, OTAG will advise NHSBT on the minimum criteria for the issuing 
of corneas and on the allocation priority for particular types of transplant. 
 
1.2 How allocation policy was developed 
There are more than 150 centres undertaking corneal transplantation in the UK.  It has 
been estimated that approximately 4500 corneas are needed each year (OTAG minutes 3-
2-1010). Currently approximately 3000 corneal transplants are undertaken annually, 
leaving a shortfall of 1500 cornea per.  There is no national corneal transplant waiting 
list. The current allocation and distribution mechanism through ODT was developed to 
improve equity of access of patients to corneas for transplantation through their 
respective transplant surgeons and to enable the planning of operating lists. 
 
1.2.1 Routine or non-priority corneal transplants 
In an attempt to allocate corneas fairly to patients waiting for routine, non-urgent corneal 
transplants, OTAG developed a system of corneal allocation on a first come first served 
basis. In this system, a surgeon may request any number of corneas for transplantation, 
but they will only be allocated corneas for more than one patient if all other primary 
requests have been fulfilled.  No distinction is made between corneas from DBD and 
DCD.  There is no conclusive overriding evidence for donor recipient age matching.   
 
1.2.2 Paediatric recipients 
Paediatric recipients are defined as less than 8 years of age.  This is based on the 
increased risk of amblyopia for children in this age group. 
 
1.2.3 Matched corneal transplants 
There is a lack of robust evidence to justify the use of donor-recipient matching for HLA 
antigens to reduce the risk of corneal allograft rejection. Cross matching has also been 
shown to be of little or no benefit in corneal transplantation. Matching will not, therefore, 
be a consideration in corneal allocation. This will be kept under review and revised 
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accordingly in light of any new evidence from appropriately designed outcome studies 
published in peer-reviewed journals 
 
1.2.4 Emergency corneal transplants 
Clinically urgent corneal transplants are defined under 3.2.1.1. Corneas are allocated only 
to patients who meet the criteria for emergency transplants. 
 
1.3 Allocation Policy 
 
1.3.1 Details of Policies  
Corneas for transplantation must be procured, tested, preserved, stored and distributed by 
eye banks that are inspected and licensed by the Human Tissue Authority. 
 
1.3.1.1 Non priority corneal transplants 
For transplants that are not clinically urgent, requests for corneas are allocated on a first 
come first served basis by the Duty Office at ODT. Although surgeons may submit 
multiple requests for corneas at the same time, they will only be allocated corneas for 
more than one patient if all other primary requests have been fulfilled. Corneas that have 
been issued for a transplant that is then cancelled may be made available for clinically 
urgent transplants (see 1.3.1.4) or for another patient who can be brought in to hospital at 
short notice. In both instances, the cornea must be transplanted before the expiry date set 
by the eye bank. 
 
1.3.1.2 Paediatric corneal transplants 
For the purposes of corneal transplantation, paediatric recipients are considered to be less 
than 8 years old.  Because of the risk of amblyopia in this age group, these paediatric 
patients are considered to be a priority. Paediatric patients requiring corneal transplants 
are registered with the ODT Duty Office.  Corneas are then allocated to the paediatric 
patients according to the date when they were registered with ODT. 
 
1.3.1.3 Donor and recipient matched corneal transplants.  There is no currently no 
overriding evidence for the matching of donors to recipients by either HLA or age. 
 
1.3.1.4 Emergency transplants 
When a request for a clinically urgent transplant has been generated, corneas will be 
allocated according to the selection criteria outlined in 3.2.1.3. In most instances, a 
cornea will be prepared for use at short notice.  These corneas will not be issued 
according to the standard protocol and the results of the final microbiological tests on the 
storage medium may not have been completed. Alternatively, a cornea that has been 
previously issued for a transplant that is then cancelled may be available (see 1.3.1.1) 
 
2. Acceptance of offered corneas.  Only corneas that meet the minimum criteria agreed 
by OTAG are allocated for patients.   As such corneal transplant surgeons are expected to 
accept all offered corneas without setting additional criteria unless approved by OTAG.  
There may be quality issues identified as a Serious Adverse Event, in which case a 
surgeon would not use the tissue for the intended purpose. 


