
1

A patient’s guide and 
consent form

Donor choices in 
lung transplantation 
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Lung transplantation
Lung transplantation is a treatment option 
for carefully selected patients with advanced 
lung disease. However, there is a critical 
shortage of organ donors in the  
United Kingdom. 

At three years after being placed on the 
lung transplant waiting list, 46% of  
patients have been matched to a suitable 
donor to undergo lung transplantation.  
Unfortunately, over the same period, around 
30% patients who are listed for a lung  
transplant die, or need to be removed from 
the waiting list, before they have the  
opportunity of receiving a transplant (ref 1). 

There are many ways in which we are  
trying to increase the pool of potential  
donors for lung transplantation. It is  
important to understand that every  
potential donor undergoes thorough  
assessment by an experienced team and 
every donor organ has to satisfy  
stringent criteria before it is accepted  
for transplantation.  

As part of this assessment, a number of tests 
are performed, including those looking for  
potential infection, and not all of the test 
results are available before  
transplantation occurs. 
 
Despite careful selection of donor organs, 
the function of lungs after they have been  
transplanted is not completely predictable 
and there is always a risk of serious  
complications that may be life-changing  
or fatal. 

Although we believe you could benefit from 
a lung transplant regardless of the type of 
donor, it is important to understand that 
every donor is different. Factors such as the 
donor’s age, medical history, and the  
circumstances of their death can all influence 
the characteristics of the donated lungs. 

We need to record your choices in advance, 
so that we can act in accordance with your 
choices when your donor organ  
becomes available. 

1. Organs from a donor who is a  
current smoker or recent ex-smoker
We are frequently offered lungs from  
donors who are current or previous smokers. 
Finding out the extent of a donor’s smoking 
history can sometimes be difficult but we 
generally consider cigarette use equivalent 
to one pack of cigarettes per day
for 20 years to be significant. 

International data demonstrates  
marginally lower 12-month survival and  
five-year survival in patients receiving organs 
from a smoker (survival at 12 months is 3% 
lower and survival at five years is 1.5% lower 
with smoking donors) (ref 2). 

The development of smoking-related lung 
cancer in transplanted lungs is rare and the 
risk of transmission of a cancer to a  
recipient in the UK from a donor not  
previously known to have a cancer is around 
1 in 2,000. 
 
The potential effect on post-transplant  
survival associated with accepting organs  
from a smoker should be balanced against 
the significant risk that you might die whilst  
waiting for a transplant or become too sick  
for a transplant if you decline donors from  
this group.   

Ultimately, around 40% of lung transplants 
performed in the UK come from donors 
with a history of smoking and declining such 
lungs may limit your chance of a transplant.

2. Organs from a donor with a current 
or previous cancer, with a low risk  
of transmission
We may be offered lungs from a donor with 
a localised cancer (eg brain, thyroid, skin  
or prostate cancer) where the risk of  
transmission is believed to be less than 2% 
(ref 3). We may also be offered lungs from a 
donor who has received successful curative 
treatment for a curable cancer many years 
ago. We consider these lungs to be  
acceptable for transplantation. The small risk 
of inadvertent cancer transmission  
associated with accepting such organs 



3

should be balanced against the significant 
risk that you might die whilst waiting for a 
transplant or become too sick for a  
transplant if you decline donors from this 
group. Ultimately, fewer than 5% of the 
lung transplants performed in the UK come 
from donors with a history of tumour.

3. Organs from a donor who is over 
60 years of age
Most lung transplants in the UK are from 
donors between the ages of 30 and 60 years, 
however we may be offered organs from 
donors who are over the age of 60 years. 

Research has not yet established an  
upper limit for a safe ‘older donor age’. 
International data suggests there may be a 
higher risk of primary graft dysfunction in 
younger lung transplant recipients receiving 
an older graft,  but there is no significant 
difference in 1 and 5-year post-transplant 
survival dependent on donor age (ref 4) 
 
We consider that donor age alone should 
not be a reason for declining lungs that 
meet all other donor selection criteria. All 
donor lungs are assessed thoroughly for  
suitability and will only be offered to you if 
the team feel they are of good quality and 
can be used safely. 
 
4. Organs from a donor who has no  
detectable active infection but has a 
low risk of carrying transmittable  
infection (often due to lifestyle)
All organ donors are screened for active viral 
infections including HIV, Hepatitis B and 
Hepatitis C. If these screening tests are  
positive, then organs would not normally  
be used. 

There is a small risk that screening tests may 
miss recent infection. This can happen if the 
donor has taken intravenous drugs or  
participated in high-risk sexual behaviour in 
the last few days or weeks of their life.  

In practice, the risk of infection from such 
donors is very small, between 1 in 5,000 and 
1 in 10,000. Effective treatments are now 
available for HIV and Hepatitis if  

transmission does occur (ref 5).

We consider lungs from a donor who has  
no detectable active infection but has a  
very small chance of carrying a transmittable  
infection, to be acceptable for  
transplantation. 

Information about the presence of some  
donor-associated infections may only  
become available after transplantation has 
occurred, an example of this is Human  
Herpes Virus 8 (HHV8). Donors are screened 
for HHV8, but the results are not available 
until 1-2 weeks after the transplant has  
taken place.  

HHV8 infection is rare (1-2% of donors) but 
transmission may occur, and this may lead to 
problems, including a cancer called Kaposi 
sarcoma. If your donor had HHV8, then we 
would screen you for transmission and  
monitor for HHV8-related problems after 
your transplant, to detect and treat these as 
early as possible.  We believe the balance of 
risks and benefits favours this approach.

5. Organs from a donor following   
circulatory-determined death (DCD)
Organ donation may occur following either 
brainstem-determined death (donation after 
brain death, DBD) or circulatory-determined 
death (donation after circulatory death, 
DCD) Potential DCD donors are individuals 
with a severe medical condition who are  
being kept alive by artificial means. These 
patients are not brain dead, but they have 
no chance of recovery. The decision to turn 
off life support machines and proceed to 
organ donation is made by the relatives, 
doctors and nurses caring for the patient. 

Organ donation after circulatory-determined 
death has been accepted practice since the 
early years of lung transplantation. Since 
criteria have been established for diagnosing 
brain stem death, DBD donation has become 
the more common approach; however, DCD 
lung transplantation accounts for  
approximately 20% of the procedures  
performed in the UK.  
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Although there is a higher rate of primary 
graft dysfunction, and a 5% lower 90-day 
survival with DCD lungs, there is no  
difference in survival between DCD and DBD 
lungs at 1 year (ref 6 and 7). 

6. Organs assessed and treated via 
Ex-vivo lung perfusion (EVLP)
Many donor lungs deteriorate in the  
donor prior to transplantation, leading to 
the rejection of potentially usable organs. 
Ex-vivo lung perfusion (EVLP) allows lungs 
to be assessed, treated, and repaired outside 
the body, increasing donor lung availability 
by reconditioning organs that might  
otherwise be discarded (ref 8).

During the EVLP process, donor lungs are 
connected to a machine that delivers  
oxygenated blood and controlled  
ventilation. Continuous monitoring during 
EVLP enables comprehensive evaluation of 
lung function and increases confidence in 
donor lung utilisation. The lungs are only 
considered for transplantation if their  
function is acceptable. International studies 
have demonstrated that lungs transplanted 
following EVLP have comparable short-and 
long-term outcomes to those preserved  
using conventional methods (refs 9 and 10).

7. Size-reduced donor organs
Donor lung size reduction is used to tailor 
larger lungs to recipients with smaller chest 
cavities. Surgeons remove lung tissue or 
whole lobes from the donor lungs before 
implanting them. 

Lung re-sizing has been associated with an 
increased risk of primary graft dysfunction 
and longer intensive care and hospital stays. 
Results vary between international centres, 
with some centres reporting reduced early 
survival, but 5-year survival is comparable to 
standard donor sizing (ref 11-14). 

How do I record my preferences?
Each of these options needs to be considered 
carefully. It is important to remember that  
advanced lung disease is a life-threatening 
illness and is likely to be the greatest risk 

that you face. 

We believe that you may benefit from  
receiving a lung transplant from any of these 
categories of donor. Declining one of these 
donor groups will reduce the chances that 
you are matched to donor organs. 

However, it is your choice, and we will  
respect your decision. You may also change 
your mind about any of your decisions at any 
time by letting us know. 

If you feel uncomfortable with any of these 
options, then please discuss your concerns  
with the transplant team. Likewise, if there  
is anything you are unsure about or wish  
towish to know, for further clarification 
please  doplease do call the transplant team. 

Contact details
If you would like to speak to a member of  
theof the team, please call 01223 638007.
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PIC 105: patient agreement to  
PI 105 - Donor choices in lung  
transplantation

Please affix patient label or complete details below.

Full name:

Hospital number:

NHS number:

DOB:

Intended procedure/surgery

Before filling in this form, please read  
the accompanying information.  
 
This form should be completed before  
going on the list for lung transplantation 
and reviewed on a regular basis, particularly 
after any change in your condition. 
 
It is important to remember that refusing 
to accept organs from certain categories of 
donor will reduce your chance of receiving a 
lung transplant.  
 
Your decision can be changed at any time 
without affecting your care in any way. We 
would recommend telling your family or  
next of kin.

Please choose from the following options:

I have read and understand the  
information given to me in PI 105  
Donor choices in lung transplantation.

I understand that limiting my selection of 
donor organs may reduce my opportunity 
of receiving a lung transplant.

I understand that I can change my decision 
at any time.

I would accept any organs from a donor 
that the transplant team considers  
acceptable for use. 

Oragns from a donor who is a current  
smoker or recent ex-smoker

Organs from a donor with a current or  
previous cancer which has low risk  
of transmission 

Organs from a donor who is over 60 years 
of age.

Organs from a donor who has no detectable 
active infection but has a low risk carrying a 
transmittable infection (often due  
to lifestyle)

Organs from a donor following circulatory 
determined death (DCD)

Ex-vivo lung perfusion (EVLP)

Alternatively, please indicate below the  
categories of donor from whom you would 
NOT be willing to accept a lung:
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Contact details 
.......................................................................................

....................................................................................... 

Healthcare professional

	Signed:.………………........…….…….........…......

	Date:.………….....................................................

	Name (PRINT):..………….....................................

	Job title:..……………...........................................

Please affix patient label or complete details below.

Full name:

Hospital number:

NHS number:

DOB:

	 Patient

	 Patient signature:.……..…….........…....................

	 Date:.………...........................................................

	 Name (PRINT):..…………….........….......................

Statement of interpreter (where appropriate)

If an interpreter was present to support this  
consent, please state the name and number of the 
interpreter present:

Date:.…………………........…...….........…....................

Interpreter’s number:..............................…………......

Name (PRINT):..…………………................................... 
 
Interpreter PIN:.............................................................

If a telephone / video service has been used, please 
document the name of the interpreter and 
company below

......................................................................................

.......................................................................................
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