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UKDEC RESPONSE TO REQUEST FOR ADVICE ON EYE DONATION. 
 
Issue 
 
Patients in a hospice setting are offered enucleation (eye donation), with the 
procedure being carried out after death by someone who has undergone the 
appropriate training.  In the hospice concerned the procedure was normally carried 
out by someone from the ophthalmology team at the local hospital.  After being let 
down a number of times by the local hospital, a senior doctor at the hospice has 
booked on the appropriate training course in order that the hospice can become self-
sufficient in this. 
 
The hospice donation committee has raised the question of whether it is appropriate 
for a doctor who may be have been involved in the care of the patient to also be the 
retriever. 
 
 Recommendation 
 
UKDEC supports the development of enucleation expertise within this 
palliative care setting.  UKDEC does not believe there is a conflict of interest if 
the person undertaking the enucleation was also involved in the care of the 
patient, providing that the patient (or their family) have had full information 
about who will be undertaking the procedure at the time of giving consent, and 
have agreed.  
 
Reasoning 
 
One of the ethical principles behind the protocols for organ donation is that clinicians 
involved in the care of the donor whilst alive should play no part in the retrieval.  This 
is to avoid any risk or suggestion that death might be hastened or diagnosed early to 
retrieve the organs in the best possible condition.  Organs begin to deteriorate when 
the patient is close to death, a process that accelerates after death so it is very 
important that they are retrieved as quickly as possible. 
 
In the case of eye donation, the same time constraints do not apply.  The relevant 
guidance, “Standards for the retrieval of human ocular tissue used in transplantation, 
research and training”1, states that enucleation should be carried out up to, but no 
longer than, 24 hours after death. 
 
This much longer timescale, and the fact that corneas will not be affected by the 
process of end of life care, means that the issues around the conflict of interest 
become far less significant.  The issues do not disappear completely – although 
medical evidence supports the proposition that good symptom control does not 
hasten death2, there is some controversy about the research data3, and there is 
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certainly a public perception (shared by some medical professionals without 
expertise in palliative care) that death may be hastened in such circumstances.  
 
From the patient’s point of view, clinicians can and do discuss tissue donation in 
hospice settings, particularly with patients who regret that their disease means that 
they can no longer be a solid organ donor.  Given that these discussions take place it 
should also be possible to discuss the idea of the palliative care doctor performing 
the procedure as a final act of care.  It seems likely that patients and their families 
would be reassured by this thought. 
 
UKDEC believes that all patients should be offered appropriate donation at the end of 
life.  The development of skills within a hospice setting is welcomed, establishing 
donation as part of their core business and enabling them to support those patients 
who do wish to donate.  That said, the perception of a conflict of interest if the same 
clinician cares for the patient whilst alive and undertakes the enucleation procedure 
after death does need to be addressed.  UKDEC recommends that, in these 
particular circumstances, a discussion with the patient, (or their next of kin if they are 
no longer competent), should take place as part of the consent process.  A clinician 
involved in the care of the patient whilst alive should only undertake the procedure if 
the patient (or their next of kin) agree.  The hospice may need to consider an 
alternative arrangement in the event that a patient or family would prefer a different 
practitioner to undertake the procedure 
 
UKDEC considers this to be a proportionate approach that balances safeguards for 
both patients and clinicians, while supporting development of donation in the hospice 
setting. 
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