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Pre-MELD problems (1990’s)

• waiting time primary factor

• subjective measures of prioritization

• “gaming of system” (ascites, encephalopathy)

• “subjective upgrading”



Institute of Medicine findings

• large variation in waiting time

• waiting time irrelevant to need

• non-objective prioritization

• disparity of access

Organ Procurement and Transplantation: Assessing Current Policies 

and the Potential Impact of the DHHS Final Rule (1999)



Implications - organ allocaiton

“creation of a level playing field in organ allocation—

that is, organs are allocated based on patients’ medical

need and less emphasis is placed on keeping organs

in the local area where they are procured.”

Institute of Medicine, 1999



Institute of Medicine

1) devise objective scoring system

2) remove waiting time as criteria

3) increase OPO size to 9 million



MELD implementation

• HHS issues “Final Rule” in 2000 

• MELD-based prioritization, 2002

– waiting time removed

– objective means of prioritization

– no change in allocation area



ACOT - 2010

“ACOT recommends that the Secretary take 

steps to ensure the OPTN develops evidence-

based allocation policies which are not 

determined by artibrary administrative 

boundaries such as OPO service areas, OPTN 

regions and state boundaries.”

https://optn.transplant.hrsa.gov/contentdocuments/liver_concepts_2014.pdf



Liver redistricting – new proposal

donation rate

transplant rate



Liver redistricting – new proposal

4-district model





Reason # 1

Wider areas of liver allocation don’t

provide sufficient benefit (lives saved)

relative to its disruptive change in allocation.



Liver redistricting - proposal

110/12,000 = 0.9 % lives saved per year

58 DSA’s in US x 2 livers per year = 116 lives saved



Reason #2

The impact of wider regional sharing (Share 35)

has not been fully assessed, esp. related to

logistical problems (travel time and cost) .



Liver redistricting – new proposal

4-district model







Liver redistricting – new proposal



Extrapolated nationally = $68M increase





“Medicare payments based on fixed DRG rates, . . .not actual institutional cost”

“organ acquisition costs were not included”

“analysis is based entirely on mathematical models that potentially do not include all 

of the necessary cost and payment data”

“need data reflecting the costs of transplanting and caring for sicker transplant 

patients.  . . . avoid using mathematical models, with their incomplete representation 

of the transplant process and concomitant error potential.”



“unclear how redistricting produces such reductions in pretransplant costs. 

the … increase in average MELD at transplant … by the elimination of local allocation 

… would suggest that 

sicker patients are being transplanted and that pretransplant costs would henceforth 

increase.”







statewide sharing itself may . . . be superior to redistricting, UNOS would 

nevertheless be prudent to develop and assess a counter proposal, if only to 

better reevaluate redistricting subsequently.

other promising and effective strategies are worth the committee's consideration 

before undergoing the substantive changes prompted by redistricting.



Reason # 3

Redistricting penalizes good DSA’s, rewards the

bad DSA.







Regional sharing of organs

Pros Cons

equalize transplant greater travel, $, CIT

MELD and death rate

worse outcomes?

more equitable organ

allocation rewards bad DSA’s





Response 

• I disagree that equal access to liver transplant 

can be obtained by redistricting.

• The goal cannot be achieved.

• The narrative has been created to normalize 

MELD, but it will not change access.



Response 

• While equal access is a laudable goal, other far more 

significant, insoluble problems prevent this.

– Redistricting will not solve these problems.

– Redistricting will not increase access for many patients.



Response 

• solve local liver allocation problems locally

– don’t rely on other regions to solve your problems

– increase deceased donation

– increase living donation

– reduce liver listing



Response 

• I am not convinced that transplanting the sickest patients and 

using mortality as the metric is better than the pre-MELD days.

– Prioritizing non-compliant patients

– Penalizing compliant patients

– There are things worse than death.

– No MD judgment allowed.

– Many abuses currently exist (MELD exceptions, bait and switching, 

etc.
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Removed from list

died on list

removed, too sick



% died on list+too sick to transplant



Regional sharing of organs

Pros Cons

- equalize transplant - longer cold time

MELD and death rate - more distance 

traveled

- more equitable organ - worse outcomes?

allocation - local donation impact 

- doesn’t “go far 

enough” 

- small center impact



Liver redistricting - concerns

• long-travel times (logistics/cost)

• penalizes good DSA’s, rewards laggards

• effects of share-35 not fully assessed

• worsen outcomes

• not supported by: organ-rich, low-MELD regions: 

MO, KS, SC, TN, TX



Problems with allocation

• national disparity to transplant access

• non-objective criteria for prioritization

• perception of “unfair” system

• public upheaval, Congressional review



Pre-MELD allocation system

• waiting time 

• severity-of-illness 

(subjectively assessed)

•encephalopathy

•ascites


