
Organ transplantation
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Organ transplantation and the Human
Tissue Act
Andy R Weale, Paul A Lear
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Changes in the law may have a positive impact on organ donation

O
n 1 September 2006, the legisla-
tion relating to organ donation
within the UK changed. The

Human Tissue Act 2004 and The Human
Tissue (Scotland) Act 2006 established
the Human Tissue Authority (HTA) and
has altered the way every potential donor
is managed, be they deceased or living.

Like the rest of the world, in the UK,
the disparity between the number of
patients awaiting transplantation of solid
organs and the number of organs avail-
able continues to increase. In 2005, the
number of patients actively waiting on
the list had increased by 9% to 6543, and
the number of organs transplanted had
decreased by around 7% to 2746; (2195
deceased donor and 551 living donor
transplants) (www.uktransplant.org.uk/
ukt/statistics/statistics.jsp).

In the UK, 80% of all solid organ
transplants are from deceased donors
(www.uktransplant.org.uk/ukt/statistics/
statistics.jsp). The number of such donors
continues to decline, with 41% of next of
kin approached about potential donation
refusing consent.1 A further 15% of
potential donors are not considered for
donation, as the next of kin are not
approached. The new Act has the poten-
tial to make a big impact on deceased
donation, as registration with the UK
Organ Donor Register (www.uktransplant.
org.uk/ukt/RegistrationForm.do) will in
itself provide the consent for donation
and relatives will no longer have a legal
right to over-rule those wishes. The Act
also recognises the expansion and success-
ful use of organs from non-heart-beating
donors.2 3 Last year, 126 of the 715 donors
were non-heart beating, an increase of
over 40% on the previous year (www.
uktransplant.org.uk/ukt/statistics/statistics.
jsp). Such donations may be so called
‘‘controlled’’, whereby a patient with irre-
versible fatal brain injury, who has not
undergone formal brain stem death tests,
has life-supporting treatment withdrawn
in a controlled fashion, usually in the
intensive care or high dependency setting.
There is usually adequate time to establish
whether such patients are on the organ
donor register and approach the relatives to

discuss potential donation and obtain
consent for donation as appropriate.
‘‘Non-controlled’’ non-heart-beating dona-
tion involves the use of organs from
patients who are dead on arrival in
emergency departments or who have had
unsuccessful cardiopulmonary resuscita-
tion within the hospital. Although the
main evidence that such organs provide
long-term results equivalent to other
deceased donor sources comes from kidney
transplants,2 4 other organs including liver5

and lung6 have been successfully trans-
planted from uncontrolled donors. In order
for the organs to be useable for transplan-
tation, they should be perfused with as
little delay as possible after death. This is
achieved by using catheters introduced into
the femoral vessels via a small groin
incision. The new Act allows the ‘‘mini-
mum necessary steps to preserve the part
for use in transplantation to be taken whilst
consent is being sought’’. 7 However, the
organ procurement team only has the legal
right to perfuse organs in situ prior to
consent, if authorised by the individual in
charge of the institution where death
occurs.

The new Act will also affect living
donor transplantation schemes. It
requires that every living transplant
donor and recipient, regardless of
whether the donor is related or unrelated,
is assessed by a formally trained and
HTA-accredited third party. The HTA will
then pass judgment on the potential
donation. Before the Act only unrelated
donor–recipient pairs had to undergo
mandatory independent third-party
assessment before consideration by the
Unrelated Live Transplant Regulatory
Authority. At that time, transplants
between genetically related individuals
did not require mandatory independent,
third-party assessment of recipients and
donors, although this was seen as good
practice.8 The process relied on the judge-
ment of the clinicians involved who were
adequately informed of both risks and
benefits of the procedure and of the fact
that there was no coercion or financial
inducement involved in the donation.
Although the new Act ensures a robust

mechanism for living donation, it also
calls for a substantial increase in third
party personnel and education. The
British Transplantation Society has
expressed concern that the HTA may
subject many transplants to an adminis-
trative delay (http://www.bts.org.uk/
Forms/health%20ministers%20letter.doc).

The Act does provide legal clarifica-
tion to two areas of living donation:
paired-exchange donation and altruistic
non-directed donation. Paired-exchange
donation has been successfully used to
overcome ABO incompatibility between
living donor and directed recipient, parti-
cularly in Asia.9 In this way, a donor–
recipient pair (pair 1) in whom the
recipient is blood group B and the donor
group A (ABO incompatible) could be
linked up with another pair (pair 2) in
whom the donor is blood group B and the
recipient blood group A. The kidney from
the blood group A donor from pair 1
would be transplanted into the group A
recipient of pair 2, and vice versa. An
alternative exchange programme involves
a live donor list exchange. In this way, the
donor from the incompatible pair donates
the organ to a suitable patient on the
waiting list; in return, the incompatible
recipient of the live donor pair is priori-
tised to receive a suitable kidney from the
deceased donor pool.10

Although the logistics of such paired
exchange schemes may be challenging,
the Act provides a framework by which
such transplants can occur both legally
and ethically. Current paired donor
exchange in the US has involved donation
from just 128 living donor couples and 56
live donor list exchanges (living/deceased
donor exchange; http://www.optn.org/
latestData/rptData.asp).

Non-directed donation, also known as
altruistic donation, involves individuals
who feel compelled to donate an organ,
but do not have a recipient in mind. Such
cases are rare—in the US only 407 patients
have given kidneys by non-directed
donation since 1998, ,0.8% of all living
donor transplants (http://www.optn.
org/latestData/rptData.asp). Non-directed
donation will, however, be made legal by
the Act, and any such non-directed donors
must be assessed in the same way as all
other potential living donors.

The Human Tissue Acts will undoubtedly
change the way organ donation and trans-
plantation is carried out at many levels in
the UK. It is important that all medical
practitioners and the public at large are
aware of these changes, so that more
potential donors, both living and deceased,
are not missed through ignorance of the
new legislation.
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Clinical Evidence—Call for contributors

Clinical Evidence is a regularly updated evidence-based journal available worldwide both as a
paper version and on the internet. Clinical Evidence needs to recruit a number of new contributors.
Contributors are healthcare professionals or epidemiologists with experience in evidence-based
medicine and the ability to write in a concise and structured way.
Areas for which we are currently seeking contributors:

N Pregnancy and childbirth

N Endocrine disorders

N Palliative care

N Tropical diseases

We are also looking for contributors for existing topics. For full details on what these topics are
please visit www.clinicalevidence.com/ceweb/contribute/index.jsp
However, we are always looking for others, so do not let this list discourage you.
Being a contributor involves:

N Selecting from a validated, screened search (performed by in-house Information Specialists)
epidemiologically sound studies for inclusion.

N Documenting your decisions about which studies to include on an inclusion and exclusion form,
which we keep on file.

N Writing the text to a highly structured template (about 1500-3000 words), using evidence from
the final studies chosen, within 8-10 weeks of receiving the literature search.

N Working with Clinical Evidence editors to ensure that the final text meets epidemiological and
style standards.

N Updating the text every 12 months using any new, sound evidence that becomes available. The
Clinical Evidence in-house team will conduct the searches for contributors; your task is simply to
filter out high quality studies and incorporate them in the existing text.

If you would like to become a contributor for Clinical Evidence or require more information about
what this involves please send your contact details and a copy of your CV, clearly stating the
clinical area you are interested in, to CECommissioning@bmjgroup.com.

Call for peer reviewers

Clinical Evidence also needs to recruit a number of new peer reviewers specifically with an interest
in the clinical areas stated above, and also others related to general practice. Peer reviewers are
healthcare professionals or epidemiologists with experience in evidence-based medicine. As a
peer reviewer you would be asked for your views on the clinical relevance, validity, and
accessibility of specific topics within the journal, and their usefulness to the intended audience
(international generalists and healthcare professionals, possibly with limited statistical knowledge).
Topics are usually 1500-3000 words in length and we would ask you to review between 2-5
topics per year. The peer review process takes place throughout the year, and out turnaround time
for each review is ideally 10-14 days.
If you are interested in becoming a peer reviewer for Clinical Evidence, please complete the peer
review questionnaire at www.clinicalevidence.com/ceweb/contribute/peerreviewer.jsp
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