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Summary
Organ shortage remains a critical challenge in India’s transplant landscape, despite established deceased donor 
organ transplantation (DDOT) programmes. Many potentially viable organs from brain-dead deceased donors 
(DBDs) are discarded due to uncertainties surrounding donor suitability in specific clinical scenarios. To address 
this gap, the Indian Society of Organ Transplantation (ISOT) convened a panel of national experts to develop a 
Delphi consensus statement aimed at guiding transplant professionals on the feasibility of organ donation from 
DBDs, particularly in complex or marginal donor situations. This position statement presents 19 consensus rec- 
ommendations based on real-world clinical contexts such as extremes of age, acute kidney injury, infections 
(including HCV, HBV, HIV, tuberculosis, and tropical diseases), malignancy, diabetes, hypertension, and various 
surgical anomalies. The guidance is grounded in available literature, registry data, and extensive clinical experience, 
with the aim of expanding the DBD donor pool across Asia and improving access to transplantation for patients with 
end-stage organ failure. The consensus does not function as a formal clinical guideline but rather as a practical 
reference tool, acknowledging the limitations in India-specific data and the contextual differences from Western 
transplant settings. It encourages critical care and transplant teams to perform structured assessments of organ 
viability, apply ethical principles, and pursue informed consent in line with local regulations.

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND 
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Background
Organ shortages are a global challenge that affects 
donor transplant programs worldwide, and programs in 
various states of India are no exception. 1 India currently 
ranks second in the world for the highest absolute 
number of transplants, following the United States. 2,3 

In 2022, deceased donor organ transplantation 
(DDOTs) accounted for nearly 17.8% of all transplants 
in India. 4 The World Health Organization (WHO) has 
called on all countries to achieve self-sufficiency in or- 
gan transplantation. 5 In line with this, the Government 
of India launched the 2023 “One Nation, One Policy” 
for DDOT, which removed the upper age limit of 65 
years for registering to receive deceased donor organs. 
This change has expanded the recipient pool for 
DDOTs. The policy also eliminated the requirement of 
state domicile for registering patients for DDOT, which 
will help address the significant regional disparity in 
organ donation programs. 6 While this policy is still in 
its early stages, its long-term impact and implications 
remain to be fully assessed.

DDOT includes two types: donation after brain 
death (DBD) and donation after cardiac death (DCD), 
also known as donation after circulatory death (DCD) or 
non-beating-heart donation. In India, most DDOTs are 
DBD, with kidney donation being the most common 
organ transplanted. 5 Despite the establishment of organ 
donation from DBD in India, the rate of DBD organ 
donation remains low. 5 Additionally, although more 
than half of patients (from newborns to 22-year-olds) 
with brain death and multiple organ dysfunction syn- 
drome (MODS) are eligible to donate organs, their or- 
gans are often discarded. 7 This is largely due to the lack 
of consensus on the feasibility of using organs from 
potential DBD donors for donation. 8 Current organ

donation guidelines primarily focus on procurement 
methods, regulations, and ethical considerations. 5,9 

However, there are no clear guidelines available for 
day-to-day clinical scenarios that require quick de- 
cisions regarding the viability of DBD organs for 
donation.

This consensus statement from the Indian Society 
of Organ Transplantation (ISOT) aims to raise aware- 
ness among critical care staff and other healthcare 
professionals involved in organ transplantation. It en- 
courages the identification of potential DBD donors and 
seeks to increase the number of DBD organ donations, 
ultimately helping to bridge the organ shortage gap in 
India.

The typical DBD transplant is harvested from stan- 
dard criteria donors (SCD). These donors are typically 
under 50 years old and do not have comorbidities such 
as diabetes, hypertension, or kidney dysfunction. 10,11 

However, due to the shortage of donor organs and the 
long waiting list for patients with end-stage organ dis- 
ease, there has been a need to explore options beyond 
SCD, which includes expanded criteria donors (ECD) or 
marginal donors. 10,11

Currently, ECDs include patients at the extremes of 
age and those with at least one of the following condi- 
tions: hypertension, cerebrovascular events as the cause 
of brain death, pre-retrieval serum creatinine levels 
greater than 1.5 mg/dl, glomerulosclerosis exceeding 
15%, or prolonged cold ischemia. 10–12 The ISOT Expert 
Committee considered these criteria (outlined in 
Table 1) for identifying a deceased donor (DD) as an 
ECD in India.

The clinical scenarios in India differ significantly 
from those in Western countries and other regions of 
the world. Therefore, the Experts expanded the ECD
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criteria to include additional conditions based on the 
unique situation in India. Organs from these expanded 
ECDs may still be viable for deceased donor organ 
transplantation (DDOT). This consensus aims to iden- 
tify organs from such DDs that could be considered for 
patients with end-stage organ disease who are on the 
organ donation waiting list.

Methods
A comprehensive literature search was conducted on 
MEDLINE/PubMed and Google Scholar using the 
search terms “deceased donors” and “cadaveric donors” 
to identify relevant studies on organ donation. Both 
Indian and international studies focusing on organ 
donation from deceased expanded criteria donors 
(ECD) or marginal donors were considered, with a 
preference for those from India. 10–13

The literature was categorised by type of ECD/mar- 
ginal DD, as outlined in Table 1. Given the nature of the 
subject, the literature retrieved consisted mainly of or- 
gan donation guidelines, retrospective cohort studies, 
registry-based studies, real-world single-institution ex- 
periences, and case series. Systematic reviews were 
largely absent, and no randomised controlled trials 
were found. Therefore, no grading for the level of evi- 
dence was applied to the retrieved literature. A signifi- 
cant gap in literature from India was identified, and the 
Experts acknowledged that clinical and transplant sce- 
narios in India differ greatly from those in Western 
countries and other regions. Hence, they felt that a 
guidance document on the feasibility of using organs 
from potential deceased donors (DDs) could only be 
developed through shared knowledge and clinical 
experience from India.

A modified Delphi process (Supplementary Fig. S1) 
was employed to develop the consensus. 14 The multi- 
disciplinary expert panellists included eminent 
transplant specialists, intensive care specialists, pa- 
thologists, and surgeons from various parts of India 
who have made major academic contributions in the 
field of kidney transplants and intensive care man- 
agement. Based on the literature review, a set of 
consensus statements was formulated by experts. 
These statements, along with the supporting litera- 
ture, were shared with ISOT members before the 
advisory board meeting on April 27–28, 2024. For the 
meeting, an expert panel was created for each type of 
ECD/marginal DD listed in Table 1. During the 
meeting, an ISOT expert presented literature on the 
use of organs from one of the ECD/marginal DD 
categories. This was followed by a thorough discussion 
of the available literature and the clinical experience of 
the ISOT panel members, facilitated by the panel 
chair.

After the discussion, the proposed consensus state- 
ments were projected on the screen. ISOT members

voted on the statements using four options: “Strongly 
Agree,” “Agree,” “Disagree,” and “Strongly Disagree.” 
Any statement that received ≥70% “Strongly Agree” or 
“Agree” votes was accepted as the consensus. Any 
statement that received ≥70% “Disagree” or “Strongly 
Disagree” votes was revisited for further discussion. 
Panel members were encouraged to provide their views, 
and statements were revised based on suggestions. A 
second round of voting occurred for these revised 
statements. If ≥70% of ISOT members voted in favour 
of a revised statement, it was accepted as consensus; if
≥70% voted against it, the statement was discarded. 
Given the lack of Indian literature on these topics, the 
Experts decided to include some of the statements as a 
supplement for a broader audience. Given the limited 
and low-quality data available regarding many aspects 
of the selected topics, the steering committee did not 
use the GRADE system; instead, it used the AGREE 
reporting checklist to prepare the expert statements. 
The voting process was conducted anonymously online 
to avoid reciprocal influence.

ISOT is not developing this document as a guide- 
line, as robust data on deceased donor organ trans- 
plantation (DDOT) from India is lacking. This 
consensus provides suggestions regarding the feasi- 
bility of organ donation from marginal/ECD brain-dead 
donors, whose organs are often discarded without 
proper evaluation or due diligence. According to data 
from the National Organ and Tissue Transplant Orga- 
nisation (NOTTO) (2013–2018), the most commonly

1 Extremes of age (<12 years or ≥65 years)
2 >50 years with two of the following criteria:

• Hypertension
• Cerebrovascular cause of brain death
• Pre-retrieval serum creatinine >1.5 mg/dl, with glomerulosclerosis of >15% a

• Prolonged cold ischaemia
3 Donor (any age) with

• Acute kidney injury (with or without dialysis)
• Diabetes
• Hypertension
• Malignancy
• HBV/HCV/HIV

4 Other conditions that may affect the quality of organs b

• Infected donors
○ Systemic infection
○ Pneumonia
○ Infective endocarditis
○ Tropical infections: dengue, malaria, leptospira (past/present)
○ Past and active tuberculosis

• Poisoning
• Drug overdose
• Renal surgical issues: kidney stones, horseshoe kidney, Young deceased 

donor with kidney cysts

HBV, hepatitis B virus; HCV, hepatitis C virus; HIV, human immunodeficiency virus. a If procurement biopsy is 
not feasible, the decision to use or discard kidneys should be based on clinical severity, degree of oliguria, and
need for dialysis. b Usually not criteria for marginal donors, but being considered for India because organs from 

these deceased donors are often discarded.

Table 1: Expanded criteria deceased donors or marginal donors.
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harvested organs from deceased donors (DD) were the 
kidney, liver, heart, and lung, followed by the pancreas 
and small bowel. 2 In alignment with this, the ISOT 
consensus statements focus on the organs listed in 
Supplementary Table S1, unless otherwise specified. 
General criteria for brain death in both adults and 
paediatric age groups are listed in Supplementary 
Table S2.

ISOT’s suggestions for organ donation from DDs 
are contingent upon a complete evaluation of the 
organ’s structural and functional viability. A careful 
risk-benefit analysis should be conducted for optimal 
allocation to the appropriate recipient. Informed con- 
sent must be obtained from the recipient after 
providing a thorough explanation of the risks involved, 
including the potential risk of organ failure. Further- 
more, a detailed plan for post-transplant monitoring 
must be in place. ISOT’s suggestions are also subject to 
adherence to ethical and regulatory requirements for 
DDOT. The aim is to determine the feasibility of using 
organs from DDs for transplantation. ISOT hopes this 
will expand the organ donation pool, ultimately 
improving survival rates, life expectancy, and the quality 
of life for patients with end-stage organ failure.

The consensus document does not address recipient 
management post-transplant; however, if DDOT is 
conditional upon prophylaxis or therapy for the recip- 
ient, these considerations have been incorporated into 
the consensus statements.

Results
Overview of the consensus statements 
Donors with acute kidney injury (with or without dialysis)
AKI is common in deceased donors (DDs) who are 
haemodynamically unstable after brain death, and kid- 
neys from DDs with AKI are often discarded without 
evaluation (Table 2). Utilising these kidneys can 
significantly expand the donor pool. 15,16 Studies show 
that KT from ECD kidneys, including those with AKI, 
results in similar recipient and graft survival rates 
compared to kidneys from standard criteria donors 
(SCD). 15–26 The risk of primary graft nonfunction is not 
higher for kidneys from donors with AKI. A multi- 
continent meta-analysis showed similar estimated 
glomerular filtration rates (eGFR) at ≥12 months for 
recipients of kidneys from donors with or without 
AKI. 16 Kidneys from donors with AKI and no significant 
cortical necrosis (<10%) have similar outcomes to those 
from donors without AKI. 25,27–29 However, the risk of 
graft failure increases with the severity of AKI, with a 
higher risk of delayed graft function (DGF) in more 
severe AKI stages. 20 The Indian Society of Critical Care 
Medicine (ISCCM) recommends KT from DDs with 
AKI in selected cases, with decisions based on the AKI 
stage and procurement biopsy results (Fig. 1A). 10 

According to the new Organ Procurement and

Transplantation Network guidelines, procurement bi- 
opsies should be conducted on all deceased donors 
(DDs) with AKI that meet the specified criteria in 
Supplementary Table S3. 33 If biopsy is not feasible, 
decisions should be based on clinical severity, degree of 
oliguria, and dialysis need. 28 Kidneys from small pae- 
diatric donors with AKI also show high non-utilisation 
rates, but studies suggest they can be used for KT in 
children, with similar long-term outcomes. 34,35 Experts 
recommend using a scoring system like the Maryland 
Aggregate Pathology Index (MAPI) to assess kidney 
quality before transplant. 36,37 MAPI, based on histolog- 
ical features, predicts graft survival and is recom- 
mended for use in India. A low MAPI score (<7) 
correlates with a 90% chance of graft survival 36,38 

(Supplementary Table S4).

Deceased donors of extremes of age (<12 years to 
>65 years)
The age cut-off for categorising elderly donors varies by 
country. Given that the Government of India’s 2023 
“One Nation, One Policy” 6 removed the 65-year age 
limit for receiving DD organ transplantation, ISOT 
decided to use the same cut-off of >65 years to catego- 
rise elderly recipients. A systematic review of eight 
nonrandomised comparative studies (n = 4376 re- 
cipients of DD liver transplant [DDLT]) reported that 
donors of 79.9% of the grafts were <70 years old and 
20.1% were >70 years old. 39 One-year graft and recipient 
survival were similar between the two groups (P = 0.11 
and P = 0.54, respectively). However, three and five-year 
graft survival (P = 0.006 and P < 0.0001, respectively) 
and patient survival (P = 0.007 and P < 0.0001, 
respectively) were better for the >70-year-old group. The 
rates of biliary or vascular complications or delayed/loss 
of graft function were not statistically different between 
the groups. 39 The systematic review concluded that liver 
transplant from >70 years old DD was feasible with 
good functional outcomes. Single-centre retrospective 
studies conclude that very advanced age (≥70–75 years) 
should not be an exclusion criterion for organ donation 
(liver, kidney, and dual kidney transplant [DKT]). 40–42 

The ISCCM recommends that DKT and liver dona- 
tions should be accepted from ECD >70 years for re- 
cipients whose outcome is poor without organ 
transplants. 10

The major challenge in paediatric deceased donor 
programs, especially for neonates and infants, is the 
timely and correct declaration of brain death using 
neurological criteria. 7,9,43,44 This often leads to the loss of 
potential paediatric donors, and consequently, more 
patients in the paediatric age group with end-stage or- 
gan disease are likely to die while waiting for an or- 
gan. 7,43,44 Kidney transplant programs often do not use 
kidneys from paediatric donors weighing <10 kg due to 
increased risk of vascular and urological complications 
and delayed graft function. However, a retrospective
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19 statements accepted as consensus, where ISOT suggests that: Level of agreement a

Strongly agree Agree

Donors with acute kidney injury (With or without dialysis)
Statement 1: The ‘Organ Procurement and Transplantation Network’s minimum kidney donor criteria’ should be followed to decide if
deceased donors with acute kidney injury should undergo procurement biopsy to assess suitability for organ transplant.

28% 47.4%

Statement 2: Kidneys from deceased donors recovering from acute kidney injury (according to KDIGO criteria) or having stage 1 kidney
injury do not require procurement biopsy and are suitable for kidney transplant for patients with end stage kidney disease.

36.5% 36.5%

Statement 3: Kidneys from deceased donors with stage 2 and stage 3 acute kidney injury (according to KDIGO criteria) should be evaluated
with procurement biopsy to see if they are suitable for organ transplant for patients with end stage kidney disease.

36% 40%

Statement 4: Kidneys from deceased donors with acute kidney injury (according to KDIGO criteria) can be used for kidney transplant for
patients with end stage kidney disease, provided there is no or <10% cortical injury/necrosis, no acute cortical patchy necrosis and no
thrombotic microangiopathy.

32.3% 46.8%

Deceased donors of extremes of age
Statement 5: Age of the deceased donor should not influence decision to harvest the normal functioning organ. 54.9% 39.2%

Malignancy in deceased donors
Statement 6: Deceased donors with history of malignancy can be considered for organ donation after careful assessment of the cancer
transmission risk; those with no/minimal risk are fit for donation; those with high risk (including active malignancy) are unfit for donation;
careful risk-benefit analysis should be carried out in those with intermediate transmission risk.

39.1% 43.5%

Deceased donors with diabetes and/or hypertension
Statement 7: Deceased donors with diabetes and/or hypertension should be considered for organ donation, including kidney and heart, for
patients with end stage organ failure. Careful evaluation of such donors is recommended including evaluation for retinopathy, nephropathy
& cardiac involvement. If necessary, procurement biopsy should be considered to decide about appropriate organ allocation

36.2% 48.9%

Deceased donors with infection (HBV, HCV, HIV, Pneumonia and tropical diseases)
Statement 8: Organs from anti-HBc-positive deceased donors can be transplanted in both HBV-negative and HBV-positive recipients.
Organs from HBsAg positive deceased donors can be transplanted in HBsAg positive and negative recipients. Prophylaxis should be started
in HBV-negative recipients. Antiviral therapy should be started in recipients testing HBV positive.

32.6% 45.7%

Statement 9: Organs from HCV-positive deceased donors can be transplanted in both HCV-negative and HCV-positive recipients. Antiviral
therapy should be started in recipients testing HCV positive. There are currently no recommendations for prophylactic therapy for HCV-
negative recipients. Prophylaxis for HCV negative recipients may be started at the discretion of the treating doctor after detailed risk benefit
analysis

45.7% 41.3%

Statement 10: Organs from HIV-positive deceased donors can be transplanted in HIV-positive recipients with end stage organ failure
provided there are no opportunistic infections. The HIV positive recipient should have a CD4 T-cell count of >100 cells per μL for liver and
>200 cells per μL for kidney transplant and should receive appropriate antiretroviral therapy.

45.7% 47.8%

Statement 11: Multi drug resistant (MDR) Gram negative bacteria (GNB) should be ruled out in all donors with potential infection at the
time of identification as a potential deceased donor and/or at retrieval. ISOT suggests against using organs from deceased donors with MDR
GNB infections due to high risk of transmission resulting in adverse outcomes in the recipients.

44.4% 42.2%

Statement 12: Deceased donor with pneumonia without bacteraemia, should be considered for donation of all organs, except lung, with
antibiotic cover against donor isolated pathogen in the recipient.

27.9% 46.5%

Statement 13: Organs from deceased donors with active tropical infections such as dengue fever, malaria and leptospirosis should not be
accepted. Deceased donors (for organ donation) and recipients for organ transplants from deceased donors may be considered 30 days after
treatment and resolution of dengue infection; and three months after treatment and resolution of malaria or leptospirosis.

27.5% 42.5%

Deceased donors with past and active tuberculosis
Statement 14: Organs from deceased donors with active tuberculosis, disseminated TB, radiologically confirmed TB, past history of
incompletely treated TB, high suspicion of active TB, central nervous system TB, or completely treated TB with positive acid-fast bacillus
smear or molecular test should not be accepted. Deceased donors with lungs and other organs with significant residual damage from prior
TB should be rejected.

42.5% 42.5%

Statement 15: Organs from deceased donors with past history of completed tuberculosis treatment, who recovered after treatment and
had negative or pending results for acid fast bacillus smear or molecular tests, may be considered for organ donation after explaining the
risks to the recipients

30.8% 61.5%

Statement 16: Organs from deceased donors with latent tuberculosis infection (LTBI) should be accepted on case-by-case basis based on
treatment profile (treated, not treated, incompletely treated), epidemiological risk profile, and presence of residual lesions on chest X-rays.
Recipients receiving organs from deceased donors with incomplete treatment information should receive anti-tubercular chemoprophylaxis.
They should undergo biochemical/clinical/radiological monitoring for developing active TB. Recipients of organs from deceased donors with
completed LTBI treatment do not require anti-tubercular chemoprophylaxis.

18.4% 60.5%

Kidney donation from deceased donors: surgical issues
Statement 17: Normal functioning kidneys from deceased donors with urolithiasis (<4 mm) can be used for transplant with renal stones in
situ.

27.8% 61.1%

Statement 18: Large renal stones (≥4 mm) or large isolated cysts (≥2 cm) in the deceased donor can be removed before transplant. 30.6% 58.3%
Statement 19: Normal functioning kidneys from deceased donors with horse-shoe kidney can be used for transplant. Urinary tract infection 
should be ruled out; if present, donor should be treated with organism-specific treatment, and prophylactic coverage administered to the 
recipient. Donor kidneys should be evaluated for ureteropelvic junction obstruction and renal calculi, and a surgical opinion should be 
sought regarding feasibility of transplant.

30.6% 55.6%

CT, computed tomography; DD, deceased donor; HbsAg, hepatitis B surface antigen; HBV, Hepatitis-B Virus; HCV, Hepatitis C Virus; HIV, Human Immunodeficiency Virus; ISOT, Indian Society of Organ 
Transplant; KDIGO, Kidney Disease Improving Global Outcomes; TB, tuberculosis. a Any statement that received ≥70% “Strongly Agree” or “Agree” votes was accepted as the consensus.

Table 2: Consensus statements overview.
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study found that graft survival (90% vs. 100%; P = 0.09) 
and patient survival (96.7% vs. 100%; P = 0.48) rates 
were similar between the <10 kg and >10 kg groups. 
There were no significant between-group differences 
for serum creatinine at 1, 3, or 5 years. However, the re- 
operation rate was higher in the <10 kg group (23.3% 
vs. 6.25%; P = 0.03). 45 Further, en-bloc kidney trans- 
plant is preferred in paediatric patients due to superior 
graft and recipient survival compared to “single kidney 
allocation”. 45,46 A registry-based study showed that en- 
bloc kidney transplant recipients had superior 10-year 
patient survival (89.0% vs. 80.4%; P = 0.04) and graft 
survival (51.6% vs. 39.9%; P = 0.04) rates compared to 
remaining on the waiting list. 46 However, the technical 
difficulties of an en-bloc transplant and the increased 
anastomosis time should be kept in mind when 
considering such donors.

Malignancy in deceased donors
Donor-origin cancers (DOC) are rare but significant 
considerations in deceased donor (DD) transplantation. 
They include donor-transmitted cancer (DTC)—typi- 
cally detected within six months post-transplant—and 
donor-derived cancer (DDC), which develops later in 
the graft. 47–51 While DOC incidence is low (0–0.1% to 
41.9%), 47,49–51 the risk varies with tumour type, histology, 
stage, and disease-free interval. 49 Accurate risk assess- 
ment is essential to avoid both missed transplant op- 
portunities and inadvertent high-risk transplants. 52 

Risk stratification has been developed by the OPTN/ 
UNOS DTAC Malignancy Subcommittee, categorising 
malignancies into absolute contraindications, interme- 
diate risk, and acceptable risk (Supplementary
Tables S5–S7). 10,12,48,49,52–54

• Aggressive or active malignancies are an absolute 
contraindication to donation.

• Localized, non-aggressive malignancies may be 
considered with minimal risk of transmission
(Table 3). 49,51,53,54

• Intermediate-risk tumours should be evaluated only 
for recipients with high mortality risk without 
transplant. 12,49,53

In practice, incomplete medical histories and 
limited time for donor evaluation may challenge accu- 
rate cancer risk assessment. 52 Nevertheless, when 
assessed appropriately, the mortality risk from DOC is 
low, and the benefit of transplantation outweighs the 
risk, especially for critically ill recipients. 49–54,56

Deceased donors with diabetes and/or hypertension
Diabetes and hypertension are common comorbidities 
in deceased donors and may impact organ quality due 
to associated vascular and parenchymal changes. 27,57,58 

While Indian data are lacking, international registries 
report hypertension in 15–20% and diabetes in 2–8% of 
deceased donors. 59–61 Evidence from the US Renal Data 
System (USRDS) 59 and the United Network of Organ 
Sharing (UNOS) 62–65 databases suggests minimally 
increased risk of primary non-function, acute rejection, 
or delayed graft function (DGF) and marginally lower 
graft survival from such donors, particularly in kidney 
transplantation. Notably, recipient survival remains 
largely unaffected outcomes from standard criteria do- 
nors (SCD) with diabetes often exceed those from 
expanded criteria donors (ECD) without diabetes. 66,67 

Small studies suggest that early diabetic changes in 
donor kidneys may be reversible post-transplant,

Fig. 1: A: Evaluation of deceased donor with acute kidney injury for kidney donation. 28,30,31 B: Algorithm for management of deceased donors 
for suspected risk of infection with tuberculosis. 32 Abbreviations: AKI, acute kidney injury, ATI, acute tubular injury, KT, kidney transplantation.
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especially in non-diabetic recipients. 27 The overall ben- 
efits of transplantation outweigh the risks of remaining 
on dialysis. The expert panel supports the selective use 
of organs from deceased donors with diabetes and/or 
hypertension, with individualised risk assessment 
based on organ function and recipient profile 
(Table 4). 36,37

Deceased donors with infection
The South Asian Transplant Infectious Disease 
Guidelines recommend routine screening of all 
deceased donors for Hepatitis B Virus (HBV) infec- 
tion. 70 Active HBV infection is marked by the presence 
of HBV DNA, HbsAg, and HbeAg. Isolated HBV core 
antibody (anti-HBc) positivity without HbsAg indicates 
resolved or resolving HBV infection or occult chronic 
HBV infection. 71 The risk of HBV transmission from 
anti-HBc-positive donors to recipients can be mini- 
mised by appropriate antiviral management and 
monitoring. Due to limited clinical experience with 
HBV-positive donors who have active infection (typi- 
cally HbsAg-positive, as routinely seen by many cen- 
tres), solid organ transplants from these donors are 
generally avoided. 10,71 However, the literature suggests 
that livers from HbsAg-positive donors can be safely 
transplanted into HbsAg-positive recipients without a 
significant increase in morbidity and mortality. 72–74 A 
literature review also indicated that kidney trans- 
plantation (KT) from HbsAg-positive donors were safe 
and feasible for recipients, regardless of the recipients’ 
HbsAg status. 75 Nevertheless, appropriate antiviral 
management and monitoring are required in such 
cases. 72–75

A systematic review of 39 studies over 15 years, 
involving 903 recipients of liver grafts from HBV core 
antibody (anti-HBc) positive donors, concluded that 
livers from anti-HBc-positive donors can be safely

transplanted into recipients, irrespective of their HBV 
status. However, transplants should preferentially be 
offered to recipients who are HbsAg-positive or anti- 
HBc/hepatitis B surface antibody (anti-HBs) positive. 
Anti-HBc/anti-HBs-positive recipients may not require 
prophylaxis, whereas prophylaxis with lamivudine is 
considered mandatory for HbsAg-negative recipients. 76 

The Indian Society of Critical Care Medicine (ISCCM) 
recommends that liver transplants from B serology- 
positive deceased donors (except for HbsAg-positive 
donors) with resolved HBV infection (anti-HBc- 
positive ± anti-HBs) can be considered for donation to 
HBV carriers with minimal risk, after implementing 
specific antiviral therapy. 10 However, the American So- 
ciety of Transplantation (AST) suggests that deceased 
donors who are isolated anti-HBc-positive can be 
considered for organ donation for all recipients,

Very low risk for transmission (<0.1%) Low risk for transmission (≥0.1–<2%); use in recipient with 
significant risk without transplant

1) Basal cell carcinoma of skin
2) Squamous cell carcinoma of skin with no metastasis
3) In situ carcinomas of:

• Skin (nonmelanoma)
• Cervix
• Vocal cord

4) Superficial (noninvasive) papillary carcinoma of bladder (T0N0M0) 
(nonrenal transplant only)

5) Solitary papillary thyroid carcinoma, ≤0.5 cm
6) Minimally invasive follicular carcinoma, thyroid, ≤1.0 cm
7) (Resected) well differentiated solitary renal cell carcinoma, ≤1.0 cm, 

(Fuhrman grade 1–2)
8) History of stage IA oestrogen receptor negative with curative surgery and 

cancer free >10 years
9) History of stage IA (pT1 or pT2, N0) colorectal adenocarcinoma with curative 

surgery and cancer free >5 years
10) Prostate cancer (Gleason ≤7) with curative treatment and cancer free >5 years

1) (Resected) solitary well differentiated renal cell carcinoma,
>1.0 cm ≤ 2.5 cm, (Fuhrman grade 1–2)

2) Low grade CNS tumour (WHO grade I or II)
3) Primary CNS mature teratoma
4) Solitary papillary thyroid carcinoma, 0.5–2.0 cm
5) Minimally invasive follicular carcinoma, thyroid, 1.0–2.0 cm
6) History of treated non-CNS malignancy (≥5 years prior) with >99% 

probability of cure

Table 3: Deceased donors with malignancies considered fit for organ donation. 12,49,53–55

• >55 years a

• should be NIIDM
• ≤2 oral GLD
• DM duration >3 years a

• Non-smoker
• No hypertension a

• BMI<30 kg/m 2a

• Normal fundus exam
• No evidence of end-organ/diabetic complications
• If hyperlipidaemia, should be well-controlled
• Urine albumin-creatinine ratio <30 mg/g or urine protein-creatinine ratio <200 mg/g
• HbA1c <7% on ≥three occasions in past two years
• GFR ≥80 ml/min
• FBS ≥126 mg/dl (7.0 mmol/L) ≥two occasions (or 2-h glucose with OGTT <200 mg/dl (11.1 mmol/L))
• Controlled hypertension (no consensus on upper level of cut off)
• Normal organ function
BLI, body mass index, DM, diabetes mellitus; FBS, fasting blood glucose; GFR, glomerular filtration rate; GLD, 
glucose lowering drug; HbA1c, glycated haemoglobin; NIIDM, non-insulin dependent diabetes mellitus; OGTT, 
oral glucose tolerance test. a Donors not meeting these criteria can also be considered for organ donation on a 
case-to-case basis.

Table 4: : Eligibility criteria for selecting deceased donor with diabetes and/or hypertension. 68,69
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irrespective of their HBV status. AST further noted that 
the risk of HBV transmission from isolated anti-HBc- 
positive deceased donors to recipients is highest for 
liver recipients but significantly lower for recipients of 
other solid organ transplants. Prophylaxis can signifi- 
cantly reduce the risk of HBV transmission. Further- 
more, even if HBV is transmitted, it can be effectively 
managed with antiviral treatment. 71

Organs offered by HCV-positive deceased donors are 
often declined due to the positive virology, even though 
the quality of the organs is comparable to those trans- 
planted from HCV-negative donors. HCV-positive 
deceased donors can provide organs, as effective anti- 
viral therapy is now available for treating HCV. 70,77,78 

The HCV virus spontaneously clears without treat- 
ment in 10%–25% of HCV-infected patients. Addi- 
tionally, HCV treatment does not significantly increase 
the cost for the transplant recipient. 77 The risk of 
transmission depends on the level of viraemia, which 
can be assessed by both serology and nucleic acid 
testing (NAT). Transmission risk is better assessed with 
NAT, as it helps detect HCV RNA in the donor’s blood. 
NAT-positive deceased donors have a higher risk of 
transmission, whereas NAT-negative donors are less 
likely to transmit HCV. 77 The South Asian Transplant 
Infectious Disease Guidelines recommend routine 
HCV NAT in deceased donor transplants, as HCV 
antibody seroconversion may take more than a month if 
the infection is in the window period. 70 A survey of 
physicians involved in US kidney transplant programs 
indicated that using kidneys from HCV-positive donors, 
whether HCV-positive or negative recipients, reduced 
the waiting time by at least 18 months. 78–81 Moreover, 
large registry-based or retrospective studies have shown 
that the donor’s HCV-positive status does not negatively 
affect recipient or graft survival in HCV-negative 
recipients. 78,79,82,83 Graft and recipient survival in HCV- 
negative recipients of organs from HCV-positive 
deceased donors is similar to that from HCV-negative 
deceased donors. 79 The ISCCM recommends consid- 
ering liver transplants from an HCV-positive deceased 
donor for HCV-positive recipients after implementing 
specific antiviral therapy. 10 However, Australian guide- 
lines and a physician survey in the US recommend that 
organs from HCV-positive deceased donors can be 
harvested for HCV-uninfected recipients. 12,81 Proper 
antiviral therapy should be initiated in recipients who 
are HCV-positive or become HCV-positive post- 
transplant. 12,70,81

The HIV Organ Policy Equity (HOPE) Act in the 
United States allows organ transplantation from 
deceased HIV-positive donors to HIV-positive re- 
cipients (HIV D+/R+) who have end-stage organ fail- 
ure. 84 The HOPE Act recommends that there should be 
no evidence of invasive opportunistic complications of 
HIV infection in deceased donors (DDs), and the re- 
sults of pre-implant donor organ biopsy should be

available. 85 The HOPE Act does not recommend viral 
load assessment in HIV-positive DDs. In cases where 
the donor has a known history of HIV and prior anti- 
retroviral therapy (ART), post-transplant ART should be 
explained to the recipient. For liver transplants from 
HIV-positive donors, the recipient should have a min- 
imum CD4 T-cell count of >100 cells per μL for liver 
and >200 cells per μL for kidney transplants. 85 Real- 
world literature shows that deceased donor kidney 
transplantation (DDKT) from HIV D+/R+ had similar 
recipient and graft survival rates, as well as similar HIV 
and viral load outcomes, when compared to DDKT 
from HIV-negative donors to HIV-positive re- 
cipients. 86,87 A prospective nonrandomized study 
showed that the survival rates for HIV-positive re- 
cipients (R+) at one, three, and five years after DDKT 
were 84%, 84%, and 74%, respectively. The graft sur- 
vival rates were 93%, 84%, and 84%, respectively. 88 This 
suggests that HIV D+/R+ organ transplantation is a 
feasible option for recipients with end-stage organ 
failure. 84,86,87 However, the Indian Society of Critical 
Care Medicine (ISCCM) recommends against using 
liver from HIV-positive deceased donors. 10 Organ 
donation from deceased HIV-positive donors to HIV- 
negative recipients is not well studied and carries 
numerous ethical and clinical implications. 

Multi-drug-resistant (MDR) infections are a com- 
mon finding in deceased donors (DDs). 89–93 The greatest 
concern lies with donor bacteraemia caused by MDR 
organisms such as methicillin-resistant Staphylococcus 
aureus (MRSA), vancomycin-resistant Enterococcus 
(VRE), and MDR Gram-negative bacteria (MDR-GNB), 
which are resistant to most antimicrobial agents. There 
have been documented cases of donor-derived trans- 
mission and adverse outcomes in recipients. 32,94–97 

Literature shows that MDR-GNB infections in DDs 
pose a significant risk for transmission and lead to 
adverse outcomes in transplant recipients, as these in- 
fections are difficult to control. 89,92,97 Therefore, experts 
suggest that DDs with MDR-GNB infections should not 
be accepted for organ donation. One study found that 
the risk of MDR infection in donors was significantly 
associated with several donor characteristics, including 
hepatitis C viraemia (P = 0.002), dialysis requirement 
(P = 0.037), prior haematopoietic cell transplant 
(P = 0.047), and use of antibiotics with a narrow Gram- 
negative spectrum (P = 0.045). 90 The experts recom- 
mended that blood cultures should be performed on the 
donor at the time of identification as a potential donor 
and/or at the time of organ retrieval. They also sug- 
gested that blood cultures should be performed on the 
recipient at the time of transplant and weekly thereafter 
until the cultures become negative.

A retrospective study reported nine successful heart 
transplants from donors who had died from severe 
septic shock, meningitis, and/or pneumonia. The study 
found no evidence of donor-transmitted infection,
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sepsis, or rejection; allograft dysfunction in three re- 
cipients resolved posttransplant; and long-term graft 
function remained excellent for all grafts. 98 A literature 
review pointed out that the risk of donor-transmitted 
pneumonia is negligible with appropriate antibiotic 
coverage for the recipient. 99 The 2022 European Direc- 
torate for the Quality of Medicines (EDQM) consensus 
on donor selection in infectious conditions recommend 
that DD with pneumonia and no bacteraemia can 
donate all organs.

South Asian countries like India are endemic to 
tropical infections such as dengue fever, malaria, and 
leptospirosis. The South Asian Transplant Infectious 
Disease Guidelines recommend that all potential DD 
and recipients with fever or recent history of fever 
should be screened for dengue fever, malaria, and 
leptospirosis. 70 In endemic areas, organ donation from 
a living donor with leptospirosis or malaria is deferred 
for three months and for 30 days in a living donor with 
dengue after treatment and resolution of infection. 70 

Active infection with leptospirosis, dengue or malaria 
is a contraindication for transplantation due to high risk 
of transmission. Literature on organ donation from 
DDs with active or past tropical infections like dengue, 
malaria, and leptospirosis is lacking. In theory, organ 
donation from DDs with leptospirosis or malaria 
should follow the same principles as living donors. 
Organ donation from DDs with active infection is 
contraindicated, but DDs who have recovered from 
these infections and have been infection-free for three 
months (for malaria and leptospirosis) or 30 days (for 
dengue) before death may be considered. Organs from 
DDs with symptoms suggestive of dengue or those who 
tested positive for dengue should be discarded.

In India, tuberculosis (TB) remains a significant 
public health issue, complicating organ donation prac- 
tices. Deceased donors (DDs) with suspected or active 
TB pose a high risk of transmitting the infection to 
organ recipients, which can lead to graft failure or even 
death. Due to the difficulty of obtaining detailed med- 
ical histories from DDs, standard TB diagnostic 
methods such as the tuberculin skin test (TST) and 
interferon-gamma release assays (IGRAs) may not be 
practical or timely, particularly when a donor’s history of 
TB treatment is unknown. 32,70,98–102 Current guidelines 
recommend excluding organs from DDs with active TB, 
central nervous system (CNS) TB, or disseminated TB. 
TB in the donor can be suspected through radiological 
evaluations, such as chest X-rays, showing apical lesions, 
pleural thickening, or calcified nodules. 70,100,101,103–105 If TB 
is suspected or the donor has a history of incomplete 
TB treatment, the use of organs should be considered 
cautiously, with the risk explained to the recipient and 
chemoprophylaxis initiated. 32,101,105 Given the challenge 
of diagnosing latent TB infection (LTBI) in DDs, de- 
cisions should be made on a case-by-case basis, 
considering factors like epidemiological risk and donor

history. 100–102,105 Chemoprophylaxis is recommended for 
recipients receiving organs from donors with LTBI or 
incomplete treatment histories. 32,100,105 Enhanced 
screening and informed decision-making are critical in 
managing TB risks in organ donation in India. An al- 
gorithm for managing DDs with a potential risk of TB 
is outlined in Fig. 1B.

Kidney donation from deceased donors: surgical issues
Urolithiasis is relatively uncommon in deceased donors 
(DDs). Literature suggests that kidneys with incidental, 
small renal stones (<4 mm) can be used for kidney 
transplantation (KT) with stones in situ. 106 Larger stones 
(≥4 mm) in donors can be removed during back-table 
surgery after organ procurement, either through ex- 
vivo pyelolithotomy or semirigid/flexible uretero- 
scopy. 106–108 A case series demonstrated successful KT 
into 17 recipients from 14 DDs with kidney stones 
identified during pre-donation evaluation. 107 Seven DDs 
had multiple stones (two to five) with diameters ranging 
from 8 to 12 mm, while another seven had a single 
stone ranging from 4 to 7 mm. Ex-vivo pyelolithotomy 
was performed before KT, and there were no incidences 
of acute rejection or graft dysfunction during a six- 
month follow-up. 107 Another case report described KT 
from a DD with three isolated large cysts (8, 4, and 2 cm 
in size), which were deroofed before transplantation. 109 

Both the donor and the recipient were over 50 years old, 
and the recipient had a functioning graft post- 
transplant.

Deceased donor with horse-shoe kidney
Horse-shoe kidneys are an uncommon finding in DDs. 
Transplanting a horse-shoe kidney can be challenging 
due to its unusual vascular and urinary collecting sys- 
tems. 110 Therefore, horse-shoe kidneys are often dis- 
carded. However, several case series have shown 
successful en bloc transplantation of horse-shoe kid- 
neys. 110–113 Other case series report successful separa- 
tion of the horse-shoe kidney into two separate units for 
transplantation into two recipients. 113,114 Depending on 
the surgical anatomy, particularly the vasculature and 
thickness of the isthmus, the two renal units may be 
separated and implanted as single kidneys in two re- 
cipients. Both types of transplantation have been suc- 
cessful, with grafts remaining functional. Since 
ureteropelvic junction obstruction, renal calculi, and 
urinary tract infections are more common in horse- 
shoe kidneys compared with normal kidneys, these 
conditions should be identified. 115 Renal calculi may be 
removed during bench surgery.

Limitations
The paper’s strengths include its structured Delphi 
method, expert input, and contextual relevance to India 
and Asia, addressing gaps in donor suitability guidance. 
It aims to reduce organ discards and promote
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self-sufficiency in transplantation. Limitations involve 
reliance on expert opinion, retrospective studies, and 
limited data for non-kidney transplants.

Conclusion
Organs from expanded criteria donors (ECDs) are often 
discarded without proper evaluation due to a lack of 
awareness that they can be viable for donation. The 
expert panel, based on existing evidence and clinical 
experience, emphasises the importance of considering 
this donor pool in order to reduce the waiting list for 
patients with end-stage organ disease. This consensus 
highlights the clinical scenarios in which organ dona- 
tion from deceased marginal donors and other ECDs is 
feasible, and demonstrates that the graft and recipient 
survival rates are acceptable. The consensus further 
aims to help expand the organ donor pool, as the ben- 
efits of organ transplantation from these donors 
significantly outweigh the adverse outcomes of 
remaining on the waiting list.

Contributors
All authors have equal contribution in conceptualisation, data curation, 
formal analysis, funding acquisition, investigation, methodology, proj- 
ect administration, resources, software, supervision, validation, visual- 
isation, writing—original draft, and writing and review & editing.

Declaration of interests 
None.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi. 
org/10.1016/j.lansea.2025.100628.

References
1 ISOT newsletter May - June 2023. ISOT; 2023. vol. 2(3) https://isot. 

co.in/wp-content/uploads/2023/11/ISOT-Newsletter-May-June- 
2023-Vol-2-Issue-3.pdf. Accessed July 1, 2024.

2 Kute V, Ramesh V, Shroff S, Guleria S, Prakash J. Deceased-donor 
organ transplantation in India: current status, challenges, and so- 
lutions. Exp Clin Transplant. 2020;18(Suppl 2):31–42. https://doi. 
org/10.6002/ect.rlgnsymp2020.L6.

3 ID Staff. India performs 2nd highest number of organ transplants 
globally, next only to US: health min. Indus Dictum; 2019. https:// 
www.notto.gov.in/WriteReadData/Portal/News/670_1_02.12.2019_ 
Indus_Dictum_India_performs_2nd_highest_number_of_organ_
transplants_globally__next_only_to_US __Health_Minister.pdf. 
Accessed March 14, 2024.

4 Dutt A. Govt ends age-65 cap for receiving organ from dead donor, eases 
rules. The Indian Express; 2023. https://indianexpress.com/article/ 
india/govt-ends-age-65-cap-for-receiving-organ-from-dead-donor-eases- 
rules-8449964/. Accessed February 24, 2024.

5 Seth AK, Mohanka R, Navin S, et al. Organ donation after circu- 
latory determination of death in India: a joint position paper. In- 
dian J Crit Care Med. 2022;26(4):421–438. https://doi.org/10.5005/ 
jp-journals-10071-24198.

6 Press Information Bureau. “One nation, one policy” for organ 
donation and transplantation; 2023. https://pib.gov.in/pib.gov.in/ 
Pressreleaseshare.aspx?PRID=1910379. Accessed March 14, 2024.

7 Nickerson TE, Lovett ME, O’Brien NF. Organ dysfunction among 
children meeting brain death criteria: implications for organ 
donation. Pediatr Crit Care Med. 2023;24(3):e156–e161. https://doi. 
org/10.1097/PCC.0000000000003124.

8 Loughery C, Andrews AM, Zhang N, et al. Organ donation atti- 
tudes among individuals with stage 5 chronic kidney disease. 
Transplant Direct. 2018;4(8):e378. https://doi.org/10.1097/TXD. 
0000000000000818.

9 Greer DM, Kirschen MP, Lewis A, et al. Pediatric and adult brain death/ 
death by neurologic criteria consensus guideline. Neurology. 2023;101 
(24):1112–1132. https://doi.org/10.1212/WNL.0000000000207740. 

10 Zirpe KG, Tiwari AM, Pandit RA, et al. Recommendations for 
evaluation and selection of deceased organ donor: position state- 
ment of ISCCM. Indian J Crit Care Med. 2022;26(Suppl 2):S43– 
S50. https://doi.org/10.5005/jp-journals-10071-24190. 

11 Popoola AA, Bolaji BO, Olanrewaju TO, Ajiboye TO. Deceased 
donor organ transplantation potential: a peep into an untapped
gold mine. Saudi J Kidney Dis Transplant. 2020;31(1):245. https:// 
doi.org/10.4103/1319-2442.279947. 

12 TSANZ. Clinical guidelines for organ transplantation from deceased 
donors; 2023. https://tsanz.com.au/storage/documents/TSANZ_ 
Clinical_Guidelines_Version-111_13062023Final-Version.pdf. 
Accessed April 1, 2023. 

13 Tan J, Khalil MAM, Kee T, et al. Deceased donor kidney transplant 
policies in Asia – implications on practice and recommendations 
for the future. Lancet Reg Health Southeast Asia. 2023;21:100312. 
https://doi.org/10.1016/j.lansea.2023.100312. 

14 Linstone H, Turoff M. The Delphi method: techniques and applica- 
tions. 1975. https://doi.org/10.2307/3150755. 

15 Larpparisuth N, Nivatvongs S, Noppakun K, Lumpaopong A, 
Pongskul C, Skulratanasak P. Impact of acute kidney injury and 
renal recovery status in deceased donor to kidney transplant 
outcome: results from the Thai national transplant registry. Sci 
Rep. 2023;13(1):20492. https://doi.org/10.1038/s41598-023- 
47928-6. 

16 Nita GE, Gopal JP, Khambalia HA, Moinuddin Z, van Dellen D. 
Kidney transplantation from donors with acute kidney injury: are 
the concerns justified? A systematic review and meta-analysis. 
Transpl Int. 2023;36:11232. https://doi.org/10.3389/ti.2023.11232. 

17 Stratta RJ, Rohr MS, Sundberg AK, et al. Increased kidney trans- 
plantation utilizing expanded criteria deceased organ donors with 
results comparable to standard criteria donor transplant. Ann Surg. 
2004;239(5):688–697. https://doi.org/10.1097/01.sla.0000124296. 
46712.67. 

18 Kayler LK, Garzon P, Magliocca J, et al. Outcomes and utilization 
of kidneys from deceased donors with acute kidney injury. Am J 
Transplant. 2009;9(2):367–373. https://doi.org/10.1111/j.1600- 
6143.2008.02505.x. 

19 Heilman RL, Smith ML, Kurian SM, et al. Transplanting kidneys 
from deceased donors with severe acute kidney injury. Am J 
Transplant. 2015;15(8):2143–2151. https://doi.org/10.1111/ajt. 
13260. 

20 Hall IE, Schröppel B, Doshi MD, et al. Associations of deceased 
donor kidney injury with kidney discard and function after trans- 
plantation. Am J Transplant. 2015;15(6):1623–1631. https://doi.org/ 
10.1111/ajt.13144. 

21 Lee MH, Jeong EG, Chang JY, et al. Clinical outcome of kidney 
transplantation from deceased donors with acute kidney injury by 
Acute Kidney Injury Network criteria. J Crit Care. 2014;29(3):432– 
437. https://doi.org/10.1016/j.jcrc.2013.12.016. 

22 Zuckerman JM, Singh RP, Farney AC, Rogers J, Stratta RJ. Single 
center experience transplanting kidneys from deceased donors 
with terminal acute renal failure. Surgery. 2009;146(4):686–694. 
discussion 694-695 https://doi.org/10.1016/j.surg.2009.06.036. 

23 Anil Kumar MS, Khan SM, Jaglan S, et al. Successful trans- 
plantation of kidneys from deceased donors with acute renal fail- 
ure: three-year results. Transplantation. 2006;82(12):1640–1645. 
https://doi.org/10.1097/01.tp.0000250908.62948.8f. 

24 Domagala P, Gorski L, Wszola M, et al. Successful transplantation 
of kidneys from deceased donors with terminal acute kidney 
injury. Ren Fail. 2019;41(1):167–174. https://doi.org/10.1080/ 
0886022X.2019.1590209. 

25 Ugarte R, Kraus E, Montgomery RA, et al. Excellent outcomes 
after transplantation of deceased donor kidneys with high ter- 
minal creatinine and mild pathologic lesions. Transplantation. 
2005;80(6):794. https://doi.org/10.1097/01.TP.0000173801. 
33878.BF. 

26 Lenain R, Prouteau C, Hamroun A, et al. Association between 
deceased donor acute kidney injury assessed using baseline serum 
creatinine back-estimation and graft survival: results from the 
French national CRISTAL registry. Am J Kidney Dis. 2022;79 
(2):164–174. https://doi.org/10.1053/j.ajkd.2021.06.022. 

27 Heilman RL, Mathur A, Smith ML, Kaplan B, Reddy KS. 
Increasing the use of kidneys from unconventional and high-risk 
deceased donors. Am J Transplant. 2016;16(11):3086–3092. 
https://doi.org/10.1111/ajt.13867.

Health Policy

10 www.thelancet.com Vol 39 August, 2025

https://doi.org/10.1016/j.lansea.2025.100628
https://doi.org/10.1016/j.lansea.2025.100628
https://isot.co.in/wp-content/uploads/2023/11/ISOT-Newsletter-May-June-2023-Vol-2-Issue-3.pdf
https://isot.co.in/wp-content/uploads/2023/11/ISOT-Newsletter-May-June-2023-Vol-2-Issue-3.pdf
https://isot.co.in/wp-content/uploads/2023/11/ISOT-Newsletter-May-June-2023-Vol-2-Issue-3.pdf
https://doi.org/10.6002/ect.rlgnsymp2020.L6
https://doi.org/10.6002/ect.rlgnsymp2020.L6
https://www.notto.gov.in/WriteReadData/Portal/News/670_1_02.12.2019_Indus_Dictum_India_performs_2nd_highest_number_of_organ_transplants_globally__next_only_to_US__Health_Minister.pdf
https://www.notto.gov.in/WriteReadData/Portal/News/670_1_02.12.2019_Indus_Dictum_India_performs_2nd_highest_number_of_organ_transplants_globally__next_only_to_US__Health_Minister.pdf
https://www.notto.gov.in/WriteReadData/Portal/News/670_1_02.12.2019_Indus_Dictum_India_performs_2nd_highest_number_of_organ_transplants_globally__next_only_to_US__Health_Minister.pdf
https://www.notto.gov.in/WriteReadData/Portal/News/670_1_02.12.2019_Indus_Dictum_India_performs_2nd_highest_number_of_organ_transplants_globally__next_only_to_US__Health_Minister.pdf
https://indianexpress.com/article/india/govt-ends-age-65-cap-for-receiving-organ-from-dead-donor-eases-rules-8449964/
https://indianexpress.com/article/india/govt-ends-age-65-cap-for-receiving-organ-from-dead-donor-eases-rules-8449964/
https://indianexpress.com/article/india/govt-ends-age-65-cap-for-receiving-organ-from-dead-donor-eases-rules-8449964/
https://doi.org/10.5005/jp%2Djournals%2D10071%2D24198
https://doi.org/10.5005/jp%2Djournals%2D10071%2D24198
https://pib.gov.in/pib.gov.in/Pressreleaseshare.aspx?PRID=1910379
https://pib.gov.in/pib.gov.in/Pressreleaseshare.aspx?PRID=1910379
https://doi.org/10.1097/PCC.0000000000003124
https://doi.org/10.1097/PCC.0000000000003124
https://doi.org/10.1097/TXD.0000000000000818
https://doi.org/10.1097/TXD.0000000000000818
https://doi.org/10.1212/WNL.0000000000207740
https://doi.org/10.5005/jp%2Djournals%2D10071%2D24190
https://doi.org/10.4103/1319%2D2442.279947
https://doi.org/10.4103/1319%2D2442.279947
https://tsanz.com.au/storage/documents/TSANZ_Clinical_Guidelines_Version-111_13062023Final-Version.pdf
https://tsanz.com.au/storage/documents/TSANZ_Clinical_Guidelines_Version-111_13062023Final-Version.pdf
https://doi.org/10.1016/j.lansea.2023.100312
https://doi.org/10.2307/3150755
https://doi.org/10.1038/s41598%2D023%2D47928%2D6
https://doi.org/10.1038/s41598%2D023%2D47928%2D6
https://doi.org/10.3389/ti.2023.11232
https://doi.org/10.1097/01.sla.0000124296.46712.67
https://doi.org/10.1097/01.sla.0000124296.46712.67
https://doi.org/10.1111/j.1600%2D6143.2008.02505.x
https://doi.org/10.1111/j.1600%2D6143.2008.02505.x
https://doi.org/10.1111/ajt.13260
https://doi.org/10.1111/ajt.13260
https://doi.org/10.1111/ajt.13144
https://doi.org/10.1111/ajt.13144
https://doi.org/10.1016/j.jcrc.2013.12.016
https://doi.org/10.1016/j.surg.2009.06.036
https://doi.org/10.1097/01.tp.0000250908.62948.8f
https://doi.org/10.1080/0886022X.2019.1590209
https://doi.org/10.1080/0886022X.2019.1590209
https://doi.org/10.1097/01.TP.0000173801.33878.BF
https://doi.org/10.1097/01.TP.0000173801.33878.BF
https://doi.org/10.1053/j.ajkd.2021.06.022
https://doi.org/10.1111/ajt.13867
http://www.thelancet.com


28 Punukollu R, Ryan M, Misra S, et al. Past, current, and future 
perspectives on transplanting acute kidney injury kidneys. Clin 
Pract. 2023;13(4):944–958. https://doi.org/10.3390/clinpract1 
3040086.

29 Heilman RL, Smith ML, Smith BH, et al. Long-term outcomes 
following kidney transplantation from donors with acute kidney 
injury. Transplantation. 2019;103(9):e263–e272. https://doi.org/10. 
1097/TP.0000000000002792.

30 Khalil MAM, Tan J, Khan TFT, Khalil MAU, Azmat R. Dual kidney 
transplantation: a review of past and prospect for future. Int Sch 
Res Not. 2017;2017:2693681. https://doi.org/10.1155/2017/ 
2693681.

31 Perico N, Ruggenenti P, Scalamogna M, Remuzzi G. Tackling 
the shortage of donor kidneys: how to use the best that we have. 
Am J Nephrol. 2003;23(4):245–259. https://doi.org/10.1159/
000072055.

32 EDQM. Guide to the quality and safety of organs for transplantation - 
European directorate for the quality of Medicines & HealthCare - 
EDQM. Eighth. European Directorate for the Quality of Medicines
& HealthCare; 2022. https://freepub.edqm.eu/publications/ 
PUBSD-88/detail. Accessed April 17, 2024.

33 OPTN Kidney Transplantation Committee. Establish minimum 
kidney donor criteria to require biopsy; 2022. https://optn.transplant. 
hrsa.gov/media/v2zfd4xp/policy-notice_est-min-kid-donor-crit-for-
bpsy_kid.pdf. Accessed April 17, 2024.

34 Troppmann C, Santhanakrishnan C, Fananapazir G, Sageshima J, 
Troppmann KM, Perez RV. Short- and long-term outcomes of 
kidney transplants from very small (≤15 kg) pediatric donors with
acute kidney injury. Transplantation. 2021;105(2):430–435. https:// 
doi.org/10.1097/TP.0000000000003230.

35 Zhang Q, Li J, Huang M, et al. 417.4: outcomes of single kidney 
transplantation from pediatric donors with acute kidney injury into
pediatric recipients. Transplantation. 2022;106(9S):S438. https:// 
doi.org/10.1097/01.tp.0000887808.13054.a5.

36 Chen K, Guntur G, Stalam T, et al. Deceased-donor kidney biopsy 
scoring systems for predicting future graft function: a comparative
study. Transplant Proc. 2021;53(3):906–912. https://doi.org/10. 
1016/j.transproceed.2020.09.002.

37 Jadav P, Mohan S, Husain SA. Role of deceased donor kidney 
procurement biopsies in organ allocation. Curr Opin Nephrol
Hypertens. 2021;30(6):571–576. https://doi.org/10.1097/MNH. 
0000000000000746.

38 Munivenkatappa RB, Schweitzer EJ, Papadimitriou JC, et al.
The Maryland aggregate pathology index: a deceased donor kidney 
biopsy scoring system for predicting graft failure. Am J Transplant. 
2008;8(11):2316–2324. https://doi.org/10.1111/j.1600-6143.2008. 
02370.x.

39 Dasari BV, Mergental H, Isaac JR, Muiesan P, Mirza DF, Perera T. 
Systematic review and meta-analysis of liver transplantation using 
grafts from deceased donors aged over 70 years. Clin Transplant. 
2017;31(12):e13139. https://doi.org/10.1111/ctr.13139.

40 Kim M, Hwang S, Ahn CS, et al. Outcomes of deceased donor liver 
transplantation from elderly donors. Korean J Transplant. 2021;35 
(2):100–107. https://doi.org/10.4285/kjt.20.0051.

41 Cabrera J, Fernández-Ruiz M, Trujillo H, et al. Kidney trans- 
plantation in the extremely elderly from extremely aged deceased 
donors: a kidney for each age. Nephrol Dial Transplant. 2020;35 
(4):687–696. https://doi.org/10.1093/ndt/gfz293.

42 Lee KW, Park JB, Cha SR, et al. Dual kidney transplantation offers
a safe and effective way to use kidneys from deceased donors older 
than 70 years. BMC Nephrol. 2020;21. https://doi.org/10.1186/ 
s12882-019-1664-8.

43 Brierley J, Hasan A. Aspects of deceased organ donation in pae-
diatrics. Br J Anaesth. 2012;108:i92–i95. https://doi.org/10.1093/ 
bja/aer405.

44 Kazzaz YM, Maghrabi F, Alkhathaami RA, et al. Paediatric organ 
donation following neurological determinants of death in intensive
care units in Saudi Arabia: a retrospective cross-sectional study. 
BMJ Open. 2023;13(8):e072073. https://doi.org/10.1136/bmjopen- 
2023-072073.

45 Spaggiari M, Petrochenkov E, Patel H, et al. Donor size doesn’t
impact en bloc kidney transplant outcomes: a single-center expe- 
rience and review of literature. Transpl Int. 2022;35:10731. https:// 
doi.org/10.3389/ti.2022.10731.

46 Kizilbash SJ, Evans MD, Chinnakotla S, Chavers BM. Survival
benefit of en bloc transplantation of small pediatric kidneys in 
children. Transplantation. 2020;104(11):2435. https://doi.org/10. 
1097/TP.0000000000003158.

47 Desai R, Collett D, Watson CJ, Johnson P, Evans T, Neuberger J. 
Cancer transmission from organ donors-unavoidable but low risk. 
Transplantation. 2012;94(12):1200–1207. https://doi.org/10.1097/ 
TP.0b013e318272df41. 

48 Lim WH, Au E, Teixeira-Pinto A, et al. Donors with a prior 
history of cancer: factors of non-utilization of kidneys for trans- 
plantation. Transpl Int. 2023;36:11883. https://doi.org/10.3389/ti. 
2023.11883. 

49 Zhang S, Yuan J, Li W, Ye Q. Organ transplantation from donors 
(cadaveric or living) with a history of malignancy: review of the 
literature. Transplant Rev. 2014;28(4):169–175. https://doi.org/10. 
1016/j.trre.2014.06.002. 

50 Mahíllo B, Martín S, Molano E, et al. Malignancies in deceased 
organ donors: the Spanish experience. Transplantation. 2022;106 
(9):1814. https://doi.org/10.1097/TP.0000000000004117. 

51 Eccher A, Lombardini L, Girolami I, et al. How safe are organs 
from deceased donors with neoplasia? The results of the Italian 
Transplantation Network. J Nephrol. 2019;32(2):323–330. https:// 
doi.org/10.1007/s40620-018-00573-z. 

52 Hedley JA, Kelly PJ, Waller KMJ, et al. Perceived versus verified 
cancer history and missed opportunities for donation in an 
Australian cohort of potential deceased solid organ donors. 
Transplant Direct. 2022;8(2):e1252. https://doi.org/10.1097/TXD. 
0000000000001252. 

53 Nalesnik MA, Woodle ES, DiMaio JM, et al. Donor-transmitted 
malignancies in organ transplantation: assessment of clinical risk. 
Am J Transplant. 2011;11(6):1140–1147. https://doi.org/10.1111/j. 
1600-6143.2011.03565.x. 

54 Altundag O. Solid-organ transplantation from deceased and living 
donors with cancer or a history of cancer. Exp Clin Transplant. 
2022;20(Suppl 4):51–58. https://doi.org/10.6002/ect.DonorSymp. 
2022.L30. 

55 Greenhall GHB, Rous BA, Robb ML, et al. Organ transplants from 
deceased donors with primary brain tumors and risk of cancer 
transmission. JAMA Surg. 2023;158(5):504–513. https://doi.org/ 
10.1001/jamasurg.2022.8419. 

56 Desai R, Collett D, Watson CJE, Johnson P, Evans T, Neuberger J. 
Estimated risk of cancer transmission from organ donor to graft 
recipient in a national transplantation registry. Br J Surg. 2014;101 
(7):768–774. https://doi.org/10.1002/bjs.9460. 

57 Mensah GA, Croft JB, Giles WH. The heart, kidney, and brain as 
target organs in hypertension. Cardiol Clin. 2002;20(2):225–247. 
https://doi.org/10.1016/s0733-8651(02)00004-8. 

58 Brüggenwirth IMA, van Reeven M, Vasiliauskait ˙ e I, et al. Donor 
diabetes mellitus is a risk factor for diminished outcome after liver 
transplantation: a nationwide retrospective cohort study. Transpl 
Int. 2021;34(1):110–117. https://doi.org/10.1111/tri.13770. 

59 Ojo AO, Leichtman AB, Punch JD, et al. Impact of pre-existing 
donor hypertension and diabetes mellitus on cadaveric renal 
transplant outcomes. Am J Kidney Dis. 2000;36(1):153–159. https:// 
doi.org/10.1053/ajkd.2000.8288. 

60 Hart A, Smith JM, Skeans MA, et al. OPTN/SRTR 2015 annual 
data report: kidney. Am J Transplant. 2017;17(Suppl 1):21–116. 
https://doi.org/10.1111/ajt.14124. 

61 Lee YH, Kim JS, Song SH, et al. Impact of donor hypertension on 
graft survival and function in living and deceased donor kidney 
transplantation: a nationwide prospective cohort study. J Hypertens. 
2022;40(11):2200–2209. https://doi.org/10.1097/HJH.0000000000 
003246. 

62 Mohan S, Tanriover B, Ali N, et al. Availability, utilization and 
outcomes of deceased diabetic donor kidneys; analysis based on 
the UNOS registry. Am J Transplant. 2012;12(8):2098–2105. 
https://doi.org/10.1111/j.1600-6143.2012.04167.x. 

63 Ahmad M, Cole EH, Cardella CJ, et al. Impact of deceased donor 
diabetes mellitus on kidney transplant outcomes: a propensity 
score-matched study. Transplantation. 2009;88(2):251. https://doi. 
org/10.1097/TP.0b013e3181ac68a9. 

64 Lee ES, Lee RO, Vaidya A, Wolfson A, Depasquale E. Impact of 
length of diabetes in donor hearts on post-transplant survival. 
J Heart Lung Transplant. 2022;41(4):S448. https://doi.org/10.1016/ 
j.healun.2022.01.1132. 

65 Cohen JB, Bloom RD, Reese PP, Porrett PM, Forde KA, 
Sawinski DL. National outcomes of kidney transplantation from 
deceased diabetic donors. Kidney Int. 2016;89(3):636–647. https:// 
doi.org/10.1038/ki.2015.325. 

66 Cantarelli C, Cravedi P. Criteria for living donation from marginal 
donors: one, No one, and one hundred thousand. Nephron. 
2019;142(3):227–232. https://doi.org/10.1159/000500498.

Health Policy

www.thelancet.com Vol 39 August, 2025 11

https://doi.org/10.3390/clinpract13040086
https://doi.org/10.3390/clinpract13040086
https://doi.org/10.1097/TP.0000000000002792
https://doi.org/10.1097/TP.0000000000002792
https://doi.org/10.1155/2017/2693681
https://doi.org/10.1155/2017/2693681
https://doi.org/10.1159/000072055
https://doi.org/10.1159/000072055
https://freepub.edqm.eu/publications/PUBSD-88/detail
https://freepub.edqm.eu/publications/PUBSD-88/detail
https://optn.transplant.hrsa.gov/media/v2zfd4xp/policy-notice_est-min-kid-donor-crit-for-bpsy_kid.pdf
https://optn.transplant.hrsa.gov/media/v2zfd4xp/policy-notice_est-min-kid-donor-crit-for-bpsy_kid.pdf
https://optn.transplant.hrsa.gov/media/v2zfd4xp/policy-notice_est-min-kid-donor-crit-for-bpsy_kid.pdf
https://doi.org/10.1097/TP.0000000000003230
https://doi.org/10.1097/TP.0000000000003230
https://doi.org/10.1097/01.tp.0000887808.13054.a5
https://doi.org/10.1097/01.tp.0000887808.13054.a5
https://doi.org/10.1016/j.transproceed.2020.09.002
https://doi.org/10.1016/j.transproceed.2020.09.002
https://doi.org/10.1097/MNH.0000000000000746
https://doi.org/10.1097/MNH.0000000000000746
https://doi.org/10.1111/j.1600%2D6143.2008.02370.x
https://doi.org/10.1111/j.1600%2D6143.2008.02370.x
https://doi.org/10.1111/ctr.13139
https://doi.org/10.4285/kjt.20.0051
https://doi.org/10.1093/ndt/gfz293
https://doi.org/10.1186/s12882%2D019%2D1664%2D8
https://doi.org/10.1186/s12882%2D019%2D1664%2D8
https://doi.org/10.1093/bja/aer405
https://doi.org/10.1093/bja/aer405
https://doi.org/10.1136/bmjopen%2D2023%2D072073
https://doi.org/10.1136/bmjopen%2D2023%2D072073
https://doi.org/10.3389/ti.2022.10731
https://doi.org/10.3389/ti.2022.10731
https://doi.org/10.1097/TP.0000000000003158
https://doi.org/10.1097/TP.0000000000003158
https://doi.org/10.1097/TP.0b013e318272df41
https://doi.org/10.1097/TP.0b013e318272df41
https://doi.org/10.3389/ti.2023.11883
https://doi.org/10.3389/ti.2023.11883
https://doi.org/10.1016/j.trre.2014.06.002
https://doi.org/10.1016/j.trre.2014.06.002
https://doi.org/10.1097/TP.0000000000004117
https://doi.org/10.1007/s40620%2D018%2D00573%2Dz
https://doi.org/10.1007/s40620%2D018%2D00573%2Dz
https://doi.org/10.1097/TXD.0000000000001252
https://doi.org/10.1097/TXD.0000000000001252
https://doi.org/10.1111/j.1600%2D6143.2011.03565.x
https://doi.org/10.1111/j.1600%2D6143.2011.03565.x
https://doi.org/10.6002/ect.DonorSymp.2022.L30
https://doi.org/10.6002/ect.DonorSymp.2022.L30
https://doi.org/10.1001/jamasurg.2022.8419
https://doi.org/10.1001/jamasurg.2022.8419
https://doi.org/10.1002/bjs.9460
https://doi.org/10.1016/s0733%2D8651%2802%2900004%2D8
https://doi.org/10.1111/tri.13770
https://doi.org/10.1053/ajkd.2000.8288
https://doi.org/10.1053/ajkd.2000.8288
https://doi.org/10.1111/ajt.14124
https://doi.org/10.1097/HJH.0000000000003246
https://doi.org/10.1097/HJH.0000000000003246
https://doi.org/10.1111/j.1600%2D6143.2012.04167.x
https://doi.org/10.1097/TP.0b013e3181ac68a9
https://doi.org/10.1097/TP.0b013e3181ac68a9
https://doi.org/10.1016/j.healun.2022.01.1132
https://doi.org/10.1016/j.healun.2022.01.1132
https://doi.org/10.1038/ki.2015.325
https://doi.org/10.1038/ki.2015.325
https://doi.org/10.1159/000500498
http://www.thelancet.com


67 Ang JL, Collis S, Dhillon B, Cackett P. The eye in forensic medi- 
cine: a narrative review. Asia Pac J Ophthalmol. 2021;10(5):486. 
https://doi.org/10.1097/APO.0000000000000426. 

68 Soliman KM, Daoud A, Posadas Salas MA, et al. Accepting living 
kidney donors with preexisting diabetes mellitus. Clin J Am Soc 
Nephrol. 2023;18(1):127–129. https://doi.org/10.2215/CJN. 
09460822. 

69 Gopalakrishnan G, Gourabathini SP. Marginal kidney donor. In- 
dian J Urol. 2007;23(3):286–293. https://doi.org/10.4103/0970- 
1591.33726. 

70 Bansal SB, Ramasubramanian V, Prasad N, et al. South asian 
transplant infectious disease guidelines for solid organ transplant 
candidates, recipients, and donors. Transplantation. 2023;107 
(9):1910–1934. https://doi.org/10.1097/TP.0000000000004521. 

71 Huprikar S, Danziger-Isakov L, Ahn J, et al. Solid organ trans- 
plantation from hepatitis B virus–positive donors: consensus 
guidelines for recipient management/†. Am J Transplant. 2015;15 
(5):1162–1172. https://doi.org/10.1111/ajt.13187. 

72 Choi Y, Choi JY, Yi NJ, et al. Liver transplantation for HBsAg- 
positive recipients using grafts from HBsAg-positive deceased 
donors. Transpl Int. 2013;26(12):1173–1183. https://doi.org/10. 
1111/tri.12177. 

73 Loggi E, Conti F, Cucchetti A, Ercolani G, Pinna AD, Andreone P. 
Liver grafts from hepatitis B surface antigen-positive donors: a 
review of the literature. World J Gastroenterol. 2016;22(35):8010– 
8016. https://doi.org/10.3748/wjg.v22.i35.8010. 

74 Yu S, Yu J, Zhang W, et al. Safe use of liver grafts from hepatitis B 
surface antigen positive donors in liver transplantation. J Hepatol. 
2014;61(4):809–815. https://doi.org/10.1016/j.jhep.2014.05.003. 

75 Srisuwarn P, Sumethkul V. Kidney transplant from donors with 
hepatitis B: a challenging treatment option. World J Hepatol. 
2021;13(8):853–867. https://doi.org/10.4254/wjh.v13.i8.853. 

76 Cholongitas E, Papatheodoridis GV, Burroughs AK. Liver grafts 
from anti-hepatitis B core positive donors: a systematic review. 
J Hepatol. 2010;52(2):272–279. https://doi.org/10.1016/j.jhep.2009. 
11.009. 

77 Selzner N, Berenguer M. Should organs from hepatitis C-positive 
donors be used in hepatitis C-negative recipients for liver trans- 
plantation? Liver Transplant. 2018;24(6):831–840. https://doi.org/ 
10.1002/lt.25072. 

78 Trotter PB, Summers DM, Ushiro-Lumb I, et al. Use of organs 
from hepatitis C virus-positive donors for uninfected recipients: a 
potential cost-effective approach to save lives? Transplantation. 
2018;102(4):664–672. https://doi.org/10.1097/TP.000000000000 
2033. 

79 Northup PG, Argo CK, Nguyen DT, et al. Liver allografts from 
hepatitis C positive donors can offer good outcomes in hepatitis C 
positive recipients: a US National Transplant Registry analysis. 
Transpl Int. 2010;23(10):1038–1044. https://doi.org/10.1111/j. 
1432-2277.2010.01092.x. 

80 Zahid MN. Transplantation of organs from hepatitis C virus- 
positive donors under direct-acting antiviral regimens. J Clin 
Med. 2022;11(3):770. https://doi.org/10.3390/jcm11030770. 

81 Lentine KL, Peipert JD, Alhamad T, et al. Survey of clinician 
opinions on kidney transplantation from hepatitis C virus positive 
donors: identifying and overcoming barriers. Kidney360. 2020;1 
(11):1291–1299. https://doi.org/10.34067/KID.0004592020. 

82 Cotter TG, Paul S, Sandıkçı B, et al. Increasing utilization and 
excellent initial outcomes following liver transplant of hepatitis C 
virus (HCV)-Viremic donors into HCV-negative recipients: out- 
comes following liver transplant of HCV-viremic donors. Hep- 
atology. 2019;69(6):2381–2395. https://doi.org/10.1002/hep.30540. 

83 Cholankeril G, Li AA, Dennis BB, et al. Increasing trends in 
transplantation of hepatitis C virus–positive livers into uninfected 
recipients. Clin Gastroenterol Hepatol. 2019;17(8):1634–1636. 
https://doi.org/10.1016/j.cgh.2018.09.036. 

84 Durand CM, Segev D, Sugarman J. Realizing HOPE: the ethics of 
organ transplantation from HIV-positive donors. Ann Intern Med. 
2016;165(2):138–142. https://doi.org/10.7326/M16-0560. 

85 National Institutes of Health. Final human immunodeficiency virus 
(HIV) organ policy equity (HOPE) Act safeguards and research 
criteria for transplantation of organs infected with HIV. Federal 
Register; 2015. https://www.federalregister.gov/documents/2015/ 
11/25/2015-30172/final-human-immunodeficiency-virus-hiv-organ- 
policy-equity-hope-act-safeguards-and-research-criteria. Accessed 
April 8, 2024. 

86 Durand CM, Zhang W, Brown DM, et al. A prospective multi- 
center pilot study of HIV-positive deceased donor to HIV-positive

recipient kidney transplantation: HOPE in action. Am J Trans-
plant. 2021;21(5):1754–1764. https://doi.org/10.1111/ajt.16205. 

87 Muller E, Barday Z. HIV-positive kidney donor selection for HIV- 
positive transplant recipients. J Am Soc Nephrol. 2018;29(4):1090– 
1095. https://doi.org/10.1681/ASN.2017080853.

88 Muller E, Barday Z, Mendelson M, Kahn D. HIV-Positive–to–HIV- 
Positive kidney transplantation — results at 3 to 5 years. N Engl J 
Med. 2015;372(7):613–620. https://doi.org/10.1056/NEJMoa1 
408896.

89 Anesi JA, Han JH, Lautenbach E, et al. Impact of deceased donor 
multidrug-resistant bacterial organisms on organ utilization. Am J 
Transplant. 2020;20(9):2559–2566. https://doi.org/10.1111/ajt. 
15830.

90 Anesi JA, Blumberg EA, Han JH, et al. Risk factors for multidrug-
resistant organisms among deceased organ donors. Am J Trans- 
plant. 2019;19(9):2468–2478. https://doi.org/10.1111/ajt.15488. 

91 Pouch SM, Ison MG. Deceased donors with multidrug-resistant 
organisms: implications and future directions. Curr Opin Organ 
Transplant. 2022;27(4):250. https://doi.org/10.1097/MOT.000000 
0000000991. 

92 Xiao J, Wu D, Jia Y, Wan Q, Peng J. Impact of donor-derived multi- 
drug–resistant organism infections on abdominal solid organ 
transplantation recipients in China. Transplant Proc. 2021;53
(6):1853–1857. https://doi.org/10.1016/j.transproceed.2021.04.014. 

93 Shen G, Zhang L, Fan W, et al. Establishment of a risk prediction 
model for multidrug-resistant bacteria in deceased organ donors: a
retrospective cohort study in China. Front Cell Infect Microbiol. 
2023;13. https://www.frontiersin.org/articles/10.3389/fcimb.2023.
1181630. Accessed January 22, 2024.

94 Watkins Ac, Vedula Gv, Horan J, et al. The deceased organ donor 
with an “open abdomen”: proceed with caution. Transpl Infect Dis. 
2012;14(3):311–315. https://doi.org/10.1111/j.1399-3062.2011. 
00712.x.

95 Mularoni A, Bertani A, Vizzini G, et al. Outcome of transplantation 
using organs from donors infected or colonized with carbapenem-
resistant gram-negative bacteria. Am J Transplant. 2015;15 
(10):2674–2682. https://doi.org/10.1111/ajt.13317. 

96 Pereira MR, Rana MM. Practice the AIC of. Methicillin-Resistant 
Staphylococcus aureus in solid organ transplantation—guidelines 
from the American society of transplantation infectious diseases 
community of practice. Clin Transplant. 2019;33(9):e13611. https:// 
doi.org/10.1111/ctr.13611. 

97 Pouch SM, Patel G. Practice the AIDC of. Multidrug-Resistant 
gram-negative bacterial infections in solid organ transplant re- 
cipients—guidelines from the American society of transplantation 
infectious diseases community of practice. Clin Transplant. 2019;33 
(9):e13594. https://doi.org/10.1111/ctr.13594. 

98 Kubak BM, Gregson AL, Pegues DA, et al. Use of hearts trans- 
planted from donors with severe sepsis and infectious deaths. 
J Heart Lung Transplant. 2009;28(3):260–265. https://doi.org/10. 
1016/j.healun.2008.11.911. 

99 Chaney J, Suzuki Y, Iii EC, van Berkel V. Lung donor selection 
criteria. J Thorac Dis. 2014;6(8). https://doi.org/10.3978/j.issn. 
2072-1439.2014.03.24. 

100 Santoro-Lopes G, Subramanian AK, Molina I, Aguado JM, 
Rabagliatti R, Len O. Tuberculosis recommendations for solid 
organ transplant recipients and donors. Transplantation. 2018;102 
(2S Suppl 2):S60–S65. https://doi.org/10.1097/TP.00000000000 
02014. 

101 Morris MI, Daly JS, Blumberg E, et al. Diagnosis and management 
of tuberculosis in transplant donors: a donor-derived infections 
consensus conference report. Am J Transplant. 2012;12(9):2288– 
2300. https://doi.org/10.1111/j.1600-6143.2012.04205.x. 

102 Prakash Babu S, Ezhumalai K, Raghupathy K, et al. Comparison of 
IGRA and TST in the diagnosis of latent tuberculosis among 
women of reproductive age in South India. Indian J Tuberc. 
2023;70(1):12–16. https://doi.org/10.1016/j.ijtb.2022.03.011. 

103 Coll E, Torre-Cisneros J, Calvo R, Garrido G, Matesanz R. Inci- 
dence of tuberculosis in deceased-organ donors and transmission 
risk to recipients in Spain. Transplantation. 2013;96(2):205–210. 
https://doi.org/10.1097/TP.0b013e3182977adf. 

104 Ulisses LR de S, Cardoso HSS, Alves ICC, et al. Donor-derived TB 
after kidney transplantation: a case report. J Bras Nefrol. 2022;44 
(1):126–129. https://doi.org/10.1590/2175-8239-JBN-2020-0117. 

105 Len O, Los-Arcos I, Aguado JM, et al. Selection criteria of solid 
organ donors in relation to infectious diseases: a Spanish 
consensus. Transplant Rev. 2020;34(2):100528. https://doi.org/10. 
1016/j.trre.2020.100528.

Health Policy

12 www.thelancet.com Vol 39 August, 2025

https://doi.org/10.1097/APO.0000000000000426
https://doi.org/10.2215/CJN.09460822
https://doi.org/10.2215/CJN.09460822
https://doi.org/10.4103/0970%2D1591.33726
https://doi.org/10.4103/0970%2D1591.33726
https://doi.org/10.1097/TP.0000000000004521
https://doi.org/10.1111/ajt.13187
https://doi.org/10.1111/tri.12177
https://doi.org/10.1111/tri.12177
https://doi.org/10.3748/wjg.v22.i35.8010
https://doi.org/10.1016/j.jhep.2014.05.003
https://doi.org/10.4254/wjh.v13.i8.853
https://doi.org/10.1016/j.jhep.2009.11.009
https://doi.org/10.1016/j.jhep.2009.11.009
https://doi.org/10.1002/lt.25072
https://doi.org/10.1002/lt.25072
https://doi.org/10.1097/TP.0000000000002033
https://doi.org/10.1097/TP.0000000000002033
https://doi.org/10.1111/j.1432%2D2277.2010.01092.x
https://doi.org/10.1111/j.1432%2D2277.2010.01092.x
https://doi.org/10.3390/jcm11030770
https://doi.org/10.34067/KID.0004592020
https://doi.org/10.1002/hep.30540
https://doi.org/10.1016/j.cgh.2018.09.036
https://doi.org/10.7326/M16%2D0560
https://www.federalregister.gov/documents/2015/11/25/2015-30172/final-human-immunodeficiency-virus-hiv-organ-policy-equity-hope-act-safeguards-and-research-criteria
https://www.federalregister.gov/documents/2015/11/25/2015-30172/final-human-immunodeficiency-virus-hiv-organ-policy-equity-hope-act-safeguards-and-research-criteria
https://www.federalregister.gov/documents/2015/11/25/2015-30172/final-human-immunodeficiency-virus-hiv-organ-policy-equity-hope-act-safeguards-and-research-criteria
https://doi.org/10.1111/ajt.16205
https://doi.org/10.1681/ASN.2017080853
https://doi.org/10.1056/NEJMoa1408896
https://doi.org/10.1056/NEJMoa1408896
https://doi.org/10.1111/ajt.15830
https://doi.org/10.1111/ajt.15830
https://doi.org/10.1111/ajt.15488
https://doi.org/10.1097/MOT.0000000000000991
https://doi.org/10.1097/MOT.0000000000000991
https://doi.org/10.1016/j.transproceed.2021.04.014
https://www.frontiersin.org/articles/10.3389/fcimb.2023.1181630
https://www.frontiersin.org/articles/10.3389/fcimb.2023.1181630
https://doi.org/10.1111/j.1399%2D3062.2011.00712.x
https://doi.org/10.1111/j.1399%2D3062.2011.00712.x
https://doi.org/10.1111/ajt.13317
https://doi.org/10.1111/ctr.13611
https://doi.org/10.1111/ctr.13611
https://doi.org/10.1111/ctr.13594
https://doi.org/10.1016/j.healun.2008.11.911
https://doi.org/10.1016/j.healun.2008.11.911
https://doi.org/10.3978/j.issn.2072%2D1439.2014.03.24
https://doi.org/10.3978/j.issn.2072%2D1439.2014.03.24
https://doi.org/10.1097/TP.0000000000002014
https://doi.org/10.1097/TP.0000000000002014
https://doi.org/10.1111/j.1600%2D6143.2012.04205.x
https://doi.org/10.1016/j.ijtb.2022.03.011
https://doi.org/10.1097/TP.0b013e3182977adf
https://doi.org/10.1590/2175%2D8239%2DJBN%2D2020%2D0117
https://doi.org/10.1016/j.trre.2020.100528
https://doi.org/10.1016/j.trre.2020.100528
http://www.thelancet.com


106 Harraz AM, Kamal AI, Shokeir AA. Urolithiasis in renal transplant 
donors and recipients: an update. Int J Surg. 2016;36:693–697. 
https://doi.org/10.1016/j.ijsu.2016.11.032. 

107 Liu L, Li G, Zhang P, et al. Ex vivo removal of stones in donor 
kidneys by pyelotomy prior to renal transplantation: a single-center 
case series. Transl Androl Urol. 2022;11(6):814–820. https://doi. 
org/10.21037/tau-22-335. 

108 Kolte SP, Kriplani AM, Saxena R. “Kidney first” retrieval: a viable 
concept for emerging transplant centers. Indian J Transplant. 
2023;17(3):343. https://doi.org/10.4103/ijot.ijot_34_23. 

109 Kashi AH, Ghaedi M. Renal transplantation from a deceased donor 
with large bilateral renal cysts: a case report. J Res Urol. 2022;5 
(2):56–60. https://doi.org/10.32592/jru.5.2.56. 

110 Sengupta B, Khan I, Saiaghi A, et al. En bloc transplantation of horseshoe 
kidney from deceased donor: an unusual transplantation utilizing kid- 
neys with congenital fusion abnormality. Case Rep Transplant. 
2021;2021:e2286831. https://doi.org/10.1155/2021/2286831.

111 Butler-Peres K, Scalea JR. Horseshoe kidney in a deceased 
organ donor: a rare glimpse at an uncommon finding. Lancet. 
2018;391(10134):2028. https://doi.org/10.1016/S0140-6736(18) 
30759-1. 

112 Corcoran AT, Shapiro R, Kayler LK. Transplantation of a horseshoe 
kidney. Transplantation. 2007;83(6):828. https://doi.org/10.1097/01.tp. 
0000257957.71912.2a. 

113 Nghiem DD. Transplantation of the horseshoe kidneys: a model 
for dual adult kidney transplantation. Uro. 2022;2(3):157–165. 
https://doi.org/10.3390/uro2030019. 

114 De Pablos-Rodríguez P, Suárez JF, Riera Canals L, Sanz-Serra P, 
Vigués F. Horseshoe kidney splitting technique for trans- 
plantation. Urology Case Rep. 2021;37:101604. https://doi.org/10. 
1016/j.eucr.2021.101604. 

115 Malhotra G, Dhale A, Dharamshi JD. Horseshoe kidney with a 
documented giant calculi: a case report. Cureus. 2022;14(9):e29144. 
https://doi.org/10.7759/cureus.29144.

Health Policy

www.thelancet.com Vol 39 August, 2025 13

https://doi.org/10.1016/j.ijsu.2016.11.032
https://doi.org/10.21037/tau%2D22%2D335
https://doi.org/10.21037/tau%2D22%2D335
https://doi.org/10.4103/ijot.ijot_34_23
https://doi.org/10.32592/jru.5.2.56
https://doi.org/10.1155/2021/2286831
https://doi.org/10.1016/S0140%2D6736%2818%2930759%2D1
https://doi.org/10.1016/S0140%2D6736%2818%2930759%2D1
https://doi.org/10.1097/01.tp.0000257957.71912.2a
https://doi.org/10.1097/01.tp.0000257957.71912.2a
https://doi.org/10.3390/uro2030019
https://doi.org/10.1016/j.eucr.2021.101604
https://doi.org/10.1016/j.eucr.2021.101604
https://doi.org/10.7759/cureus.29144
http://www.thelancet.com

	ISOT position statement on the feasibility of an organ for transplantation from brain-dead deceased donors: a Delphi consensus
	Background
	Methods
	Results
	Overview of the consensus statements
	Donors with acute kidney injury (with or without dialysis)
	Deceased donors of extremes of age (<12 years to ﹥65 years)
	Malignancy in deceased donors
	Deceased donors with diabetes and/or hypertension
	Deceased donors with infection
	Kidney donation from deceased donors: surgical issues
	Deceased donor with horse-shoe kidney

	Limitations

	Conclusion
	ContributorsAll authors have equal contribution in conceptualisation, data curation, formal analysis, funding acquisition,  ...
	Declaration of interests
	Appendix A. Supplementary data
	References


