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Summary 

 

NHS Blood and Transplant (NHSBT) has a remit to lead and manage clinical services for 

people needing transplants. It has established a series of clinical advisory groups, one 

for each solid organ, where senior clinicians come together to review standards of 

practice and improve services through piloting new ideas and if successful spreading 

them throughout the units in the UK. Over many years NHSBT has had confidence in the 

work of the Advisory Groups. Their activities have contributed greatly to improving 

transplant services, for example by agreeing patient selection and organ allocation 

criteria. NHSBT acknowledges the real benefits that the Advisory Group discussions have 

had and has been grateful for the key contribution the clinicians have made. 

 

Recently, however, it has noted that across the landscape of medicine, new ideas come 

forward ever faster and has wondered if the pace of changes to services could be 

increased if the Advisory Groups worked in a different way. The Director therefore 

commissioned an independent review of the Solid Organ Advisory Groups (SOAG) 

mechanisms, seeking advice on: 

 

1. Whether the current structures are most appropriate to meet the Organ Donation 

and Transplantation (ODT) need for clinical advice to enable it to carry out its 

statutory obligations 

 

2. Whether the current structures meet the needs and expectations of stakeholders 

in and beyond the Transplant Units 

 

3. Alternative models or other changes by which ODT can engage with clinicians and 

receive advice to improve the transplant process in the UK 

 

4. How NHSBT and Advisory Groups can work with appropriate professional 

organisations to ensure the practice of organ transplantation achieves the best 

possible standards and outcomes 

 

The Review gathered a substantial range of information. This was used to prepare this 

report which gives details of much of what was found and sets out some 

recommendations. These are chiefly focused on a new model for the SOAGs to work 

more efficiently and effectively. The proposal seeks to divide each into a Core Group 

which will oversee and provide assurance on the progress of a work programme agreed 

by a Wider Group comprising a range of disciplines engaged in transplant work. The 

Wider Group includes the patient voice. 

 

Taken together these proposals should make the SOAG system work better and allow the 

transplant community to take new evidence into practice more quickly and more 

completely. This should lead to NHSBT better fulfilling its statutory functions, the prime 

aim which led to the inception of this Review. 

 

The Review Leads invite NHSBT to respond to this report within 3 months, setting out 

which parts it will take forward and which it will not, and with a timetable for actions. 
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The recommendations are here grouped in themes: 

 

1 Structural 

 

This Review recommends that each SOAG adopt a new model of working whereby a Core 

Group of at most 7 members undertake its operational work, meeting every 6 – 8 weeks 

and keeping a strong grip on all agreed actions.  These Core Group members should be 

drawn from a range of clinical disciplines as listed in this report. The intent is to provide 

the balance of experience and skills to oversee the work programme. The Core Group 

members would not represent their unit but would be working on behalf of all units to 

efficiently and effectively progress the elements of an agreed work programme. 

 

This Core Group should be complemented by two meetings each year of a Wider Group 

from the many disciplines and across as many locations involved with transplant as 

possible. These two wider meetings would focus on planning and evaluation of the SOAG 

work and on broader clinical issues facing the transplant clinical community for each 

organ.  

 

For both Core and Wider Groups, the governance arrangements should be agreed and 

widely shared. These should be reviewed and updated at regular intervals. The SOAGs 

should be allocated appropriate resource and communicate their work regularly and in a 

timely manner. 

 

The terms of reference of NHSBT and each of the SOAGs should be available on the 

NHSBT website alongside a plain English version. 

 

This review recommends adopting a formal process to agree an annual work programme 

for each SOAG. The process should include: 

 

 a review of the previous 2 years’ work programmes 

 

 a demonstrable gathering of the views of people from many interested disciplines 

 

 a plain English lay summary available on the NHSBT website 

 

A statement of the process followed and the work programmes agreed should be on the 

website of NHSBT and where possible be linked to the websites of all contributors and to 

those of groups and societies from the lay community. 

 

NHSBT is recommended to formally establish a forum for the Chairs of SOAGs. It would 

meet at least twice each year and act as a conduit between the transplant community 

and NHSBT. Meetings would focus on overarching issues raised by either side. The 

minutes from these meetings would be widely shared and on the NHSBT website. 

 

This Review recommends establishing a task and finish group to work through the 

establishment of the Wider Group meetings, and to plan and run their first meetings. 

Once these have been held the task and finish group should evaluate these against 

previously agreed criteria and propose changes to the running of the meetings, and to 

the governance arrangements, which would make best use of these Wider Group 

sessions. 
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The review recommends evaluating and publishing the core-and-wider-group model after 

two years. The evaluation should focus on the effectiveness of the new arrangements 

against criteria agreed when the new model commences. 

 

This Review recommends an appointment process for Chairs and all members of SOAGs 

(Core and Wider Groups) using a competency based approach, with job descriptions and 

person specifications for all. There should be open application, shortlisting, and 

interviews with a panel that includes an independent member. The process would be led 

by NHSBT for the appointment of Chairs and Core Group members, and locally led by the 

SOAG Chairs for the appointments of members of Wider Groups. Open appointment is 

already in place for the Chairs of SOAGs, and this Review recommends NHSBT review 

and update as needed the appointments process for Chairs to assure the clinicians and 

transplant community of its robustness. Royal Colleges should be included in those 

consulted on the appointment of Chairs of SOAGs. 

 

This Review recommends that the Chair of each SOAG be chair of both the Core Group 

and the Wider Group. Each SOAG Core Group, with NHSBT, should review and amend the 

job descriptions and person specifications for its Chair and all Core and Wider Group 

members every 3 years. The term for a SOAG Chair should be 3 years, with a possible 

extension of up to 2 years. There should be a system of performance appraisal which 

goes with the grain of medical revalidation for Chairs of SOAGs. There may need to be 

appraisal training for NHSBT staff and SOAG Chairs. Chairs of SOAGs should be offered 

training and continuing support for their roles, including performance appraisal training 

as appropriate. 

 

This Review recommends that NHSBT pay each SOAG Chair on the lines of a 

secondment. Payment would cover an agreed number of PAs as well as reimbursement 

of travel expenses (as now) and the cost of some office support.  

 

The Review recommends that NHSBT establish a communications plan for the work of 

the SOAGs so that their work is more widely known both within the clinical transplant 

community and the lay transplant community. The aim should be to gain greater 

engagement of more members of both communities. The plan should have clear aims 

and goals and be monitored, with actions taken to improve communications where 

necessary. The principle should be for transparency, with plain English to allow everyone 

to clearly understand what NHSBT is doing, how it is being done, why, when and who is 

involved. One criterion of success will be when NHSBT is named as an exemplar of clarity 

and accessibility of message. 

 

A first step would be for the work programmes for each SOAG, once agreed with NHSBT, 

to be uploaded to the NHSBT website and shared/linked with relevant professional and 

patient sites. All material uploaded on to the website should have a plain English version 

where technical language needs explanation. 

 

2 Specific actions for quality improvement 

 

This Review recommends that the issues of the selection and allocation criteria for 

organs, eligibility for transplant action, and the ways in which units use organs be 

reviewed by the relevant SOAG. This might be through a task and finish group; or at a 
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meeting of the proposed Wider Group; or could be undertaken by an independent expert 

group appointed by the SOAGs and NHSBT together, perhaps through the Chairs Forum.  

 

This Review recommends that NHSBT prioritise the timely and complete implementation 

of agreed SOAG decisions and report on this annually. Any impediments to 

implementation, such as inadequacies of the IT systems, should be discussed and, where 

possible, actions agreed to expedite full adoption of agreed clinical improvements. 

NHSBT should maintain clear communication with the transplant community on the 

status of transplant hardware and software systems, and the communication between all 

clinicians and others working in the field of transplantation. The Review recognises the 

difficult choices which financial constraints and conflicting priorities pose, but recommend 

investing in systems improvement to allow every transplantable organ to be well used. 

 

This Review proposes that performance data is received at each Core Group, with 

outliers highlighted. The Core Group would be responsible for agreeing a remedial 

programme for any outlier unit. The programme would be shared with NHSBT, which 

would have the power to amend the planned programme if necessary. The Core Group 

would then be responsible for overseeing the remedial programme for bringing outliers 

back up to standard. 

 

Organisations such as the Royal College of Physicians and the Royal College of 

Anaesthetists have longstanding experience of dealing with people and organisations 

which fail to meet standards.  Such an organisation should be asked to advise the 

proposed Core Groups on systems for dealing swiftly and robustly with outliers. The Core 

Groups will benefit from their input and will become effective much more quickly. 

 

Lessons from outliers and the steps needed to return to good standards should be 

collected, collated and shared widely across the transplant community. Where a unit has 

better outcomes than others it should be encouraged to share its approach with others 

at the Wider Group meetings and through publication. 

 

This Review recommends establishing an expert task and finish group to decide whether 

to split the cardiothoracic advisory group (CTAG) into an advisory group for heart and a 

second group for lung. 

 

NHSBT is advised to hold discussions with their Commissioners to clarify the work for 

which each is responsible, and be sure that their terms of reference and work 

programmes reflect the outcome of that discussion. Any work agreed with 

Commissioners outside the terms of reference of NHSBT should be undertaken as a 

specific project and funded and managed accordingly. The guiding principle for work 

between NHSBT and Commissioners should be to build trust and confidence so that each 

can play its part to the greatest benefit of the transplant community and the patients it 

serves. 

 

3 Engagement with patient, families and carers 

 

This Review recommends that, if the Core and Wider Group model is pursued, lay 

representation be present on each of the Wider Groups. There should be investment 

made into a proper appointment process, formal induction and continuing support for 

appointees. Lay members should have job descriptions and person specifications (as all 
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other members of the Core and Wider Groups would have) including a stipulation that 

their appointment start within (say) 3 years of direct treatment by transplant teams.  

 

It will be important to involve lay people in the shaping of the steps in their appointment 

process, the drafting of job descriptions and person specifications, as well as in each 

appointment made. 

 

NHSBT and the lay community should agree the number of lay members for each wider 

SOAG group using an agreed objective basis and reviewing the number at intervals. 

 

NHSBT should also enter into discussions with an independent body such as the Royal 

College of Physicians or NICE to agree how a broad panel of lay people drawn from 

across all organ groups could be established and used for matters of principle where the 

lay view is particularly important to the decision to be taken and relevant to all. 

 

4 UK level working 

This Review recommends that the four nations of the UK continue to work together at a 

national level (Government departments as well as NHS commissioners and providers) 

and seek opportunities to benefit from one another’s work as now. If circumstances 

change, and there are clear and measurable benefits to all four nations of closer working 

to a single system across the UK, then this should be pursued at that time.  

 

Clinical input to transplantation across national boundaries should continue. Transplant is 

a specialist field and it is essential that clinicians and patients across the UK 

communicate their ideas, share good practice and seek to address problem areas 

together wherever possible. With the advent of clinical commissioning groups it will be 

vital that such a specialist area has its constituent clinicians working together to advise 

leaders and managers on the wisest use of the available resources. 
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1 Introduction 

 

NHS Blood and Transplant (NHSBT) was established as a Special Health Authority in 

England and Wales in October 2005 with responsibilities across the United Kingdom in 

relation to organ transplantation. Its remit is to provide a reliable, efficient supply of 

blood, organs and associated services to the NHS. The legal directions agreed on its 

establishment are attached at Appendix A. 

 

NHSBT receives advice on clinical matters through its Solid Organ Advisory Groups 

(SOAGs). There is an organ specific group for each transplanted organ (ocular tissue, 

pancreas, bowel, liver, kidney, and heart and lung) and these meet twice each year. The 

meetings allow the senior clinicians within the transplant community to debate important 

issues, to contribute to setting standards for organ transplant, to review the 

performance of the units and to agree on changes to policy and practice to improve 

outcomes. This advice helps NHSBT better fulfil its statutory functions. 

 

In general the SOAG model has worked well. Their activities have contributed greatly to 

improving transplant services, for example by agreeing patient selection and organ 

allocation criteria. NHSBT acknowledges the extensive benefits that the Advisory Group 

discussions have had and has been grateful for the contribution the clinicians have 

made. As transplant work has progressed the outcomes for patients have been improved 

by the efforts of the SOAG clinicians to bring their wisdom and experience to change 

practice. Throughout this Review NHSBT paid tribute to them for their work for patients 

at every stage of their journey – pre, during and post-surgery, as well as those for whom 

surgery is not indicated. 

 

Recently, however, there have been concerns that the pace of change is not as fast as 

NHSBT would wish. The Director of Organ Donation and Transplantation therefore 

commissioned an independent review of the solid organ advisory groups (SOAG) 

mechanisms, seeking advice on: 

 

1. Whether the current structures are most appropriate to meet the Organ Donation 

Taskforce’s need for clinical advice to enable it to carry out its statutory 

obligations 

 

2. Whether the current structures meet the needs and expectations of stakeholders 

in the Transplant Units 

 

3. Alternative models or other changes by which ODT can engage with clinicians and 

receive advice  to improve the transplant process in the UK 

 

4. How NHSBT and Advisory Groups can work with appropriate professional 

organisations to ensure the practice of organ transplantation achieves the best 

possible standards 

 

The Review was led by Mr John Black, Prof Donal O’Donoghue and Prof Sir Ian Gilmore. 

Working with a Review Manager, they gathered evidence from a series of interviews, two 

online surveys, a workshop for the lay transplant community, and published material to 

reach the recommendations below. 
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2 Methods 

 

The Review began with a meeting of the clinical leads (Prof Donal O'Donoghue, Mr John 

Black and Prof Sir Ian Gilmore), NHS Blood and Transplant Associate Medical Director for 

Organ Donation and Transplantation, NHS Blood and Transplant Director of Organ 

Donation and Transplantation and the Review Manager. They agreed the key questions 

above and set out several strands of work for the Review Manager to follow to gather 

information to help the clinical leads answer them. These were: 

 

 Meet and interview a range of experts from within NHS Blood and Transplant 

 

 Meet and interview a range of clinicians, including the Chairs of the SOAGs, and 

some site visits 

 

 Run an online survey for the clinical transplant community 

 

 Hold a workshop for the lay transplant community 

 

 Run an online survey for the lay transplant community 

 

 Draw together published material on transplants and their policy issues from 

recent years 

 

 Attend some SOAG meetings and a meeting for the lay community 

 

These strands of work have been completed, analysed and key points presented in this 

Report
1
. In the sections below key Review findings from interviews, surveys, meetings, 

broad reading, and the workshop for lay transplant community are set out with some 

discussion of each and recommendations for action.  

 

3 Appropriateness of structures and ways of working with 

clinicians 

 

3.1 SOAG strengths  

 

The clinical advisory group was seen as a good idea to pursue in principle. There were 

numerous examples of good work completed and implemented through the range of 

SOAGs, including the policies for retrieval of organs, the criteria for patient selection, the 

national schemes for organ allocation and many others. NHSBT was in no doubt that 

they could not have achieved the progress to date without the guidance and passion of 

the clinicians. The act of senior clinicians who know what is happening in the transplant 

units and across the field of transplantation coming together in a coordinated way to 

                                                           
1
 �

 Ocular tissue has been less involved because a separate process is in play for this organ. The 
engagement of the ocular tissue lay community was included in this Review.
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influence NHSBT has seen important changes agreed and implemented. Nobody doubted 

that much remained to be done, and that the systems within transplant needed work to 

improve their efficiency and effectiveness, but the SOAGs were seen as a key link in the 

chain as they comprised senior transplant clinicians for each organ, eg “How could we 

know what’s happening and where there are outliers? We must have a [SOAG]”  

(Scientist) 

 

And 

 

“The SOAG means we clinicians speak to one another properly round the table. I know 

when things are right and when they are wrong” (Clinician) 

 

And 

 

“Look at the success we have had in getting more organs. Look at how we are talking 

about how to use more organs. I don’t think we could use more organs without being 

together.” (Clinician) 

 

“It’s a meeting where we can look at national data and coordinate at national level. The 

move to national systems for allocation of organs has had big benefits. Our success is 

world beating. We can get our data looked at and use the meetings to make sure we 

know what’s going on. I don’t think we would have the data analysed if we didn’t work 

together like at the [SOAG]. It’s meant we can all see what’s happening and be at the 

table together and decide what to do. We haven’t got equity but things like having 

SNOD2s and CLOD3s have been really good and we have seen them come to the 

Advisory Group and add their view because they see another side to the work” 

(Clinician) 

 

“[SOAGs are] a place where clinicians speak to NHSBT. The clinicians know what 

happens on the ground. The Director of NHSBT who leads transplant isn’t a clinician and 

came from a background of not knowing the world of transplants. It’s good that she sees 

clearly the need for a steer from those who do. The SOAG work means we can agree 

how to allocate organs fairly and using criteria and systems we have all tried and 

tested.” (Clinician) 

 

The SOAG strengths were summarised by the clinicians and others who valued the 

coming together of the people who are on the spot in clinics and transplant units 

nationwide. They sought to debate the challenges of the system and explore new ideas 

to improve outcomes for the transplant community. Some could be tackled readily 

through debate and using existing data. Some were more difficult, but in every case 

there was positive comment about the mining of transplant data and the progress made 

in bringing evidence to support proposed changes to practice 

 

3.2 SOAG weaknesses 

 

                                                           
2
 Senior Nurse for Organ Donation 

3
 Clinical Lead for Organ Donation 
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The SOAGs were found wanting in four key areas: 

 

1) The unwieldy nature of the meetings and lack of grip on work between meetings  

 

2) The use of the routine data collected by the units and analysed centrally by the 

biostatisticians 

 

3) The time taken for adopted policies to be implemented at unit level, especially the 

time taken for software to be developed and be fully functional 

 

4) The relative lack of accountability of the SOAGs to other clinicians and to the lay 

community  

 

These are explored in the following sections.  

 

3.3 Current SOAG model  

 

Each SOAG undertakes work pertinent to a specific solid organ, have different individual 

challenges and are at different stages of development. Some work with clinical teams 

undertaking thousands of operations each year, while others are working in specialties 

where many fewer cases are dealt with. Although all SOAGs fulfil similar roles (a 

description of the roles of these Advisory Groups is attached at Appendix B), they are 

different in the way in which that role is met. For example, all units engaged in pancreas 

transplants meet at the pancreas advisory group (PAG), whereas kidney transplant units 

are grouped up into geographical clusters and agree a representative clinician from a 

unit in each cluster to attend the kidney advisory group (KAG). 

 

There were concerns expressed about the current SOAG model by almost everybody 

interviewed, as well as those who filled in the online survey for clinicians. Chief among 

the concerns were: 

 

 The six monthly meetings were very lengthy, often with little activity between 

meetings for most members, eg “The agenda is long and keeps growing. We take 

very few decisions. We all want consensus and we get stuck when we can’t get to 

consensus. Things get left on the agenda; we don’t have the time to stop it 

happening. Well, we don’t make the time.” (Clinician)  

 

 The number of people attending these six monthly meetings was large, militating 

against good debate and decision taking “I think there are usually about 40 

people in the room. There are people who never say anything, I mean I’ve never 

heard them, I’ve been on it for 3 years. It isn’t possible to work well together in 

such a big group. We are all busy, [the meeting] happens twice a year; we don’t 

have time to make it run better. We are all tied up with our local unit and lots of 

other work we do.” (Clinician) 

 

 Decisions were sometimes hard to reach since full consensus is the general 

expectation and cannot always be reached. In one committee a key item had 

been on the agenda for 5 consecutive meetings with no decision reached. This 

lack of progress was frustrating eg “I don’t know why we can’t make things 

happen sometimes. I can’t agree if something really doesn’t fit with the 
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experience and information I have. We all want to do better, but the advisory 

group hasn’t got the power to make people do things. We need to move things 

along faster….. I’m not sure how we can speed things up.” (Clinician) 

 

 Clinicians who were not SOAG members were often unaware of the meetings, 

their content, and the possibility that they might have a voice of influence, eg 

“We hold a monthly mortality meeting in my unit. We contribute data on the 

standard returns. I don’t know if it translates into policy. I think outcome data is 

looked at, dialysis data is looked at quarterly, including access data. I don’t know 

what is on the agenda of the SOAGs. I feel distant from that work.” (Clinician 

from a unit which does not undertake surgery) 

 

 There was a wish to mix experience with freshness in the membership of SOAGs 

eg “We need to agree a term for members as well as the Chair. I don’t know how 

long the others have been on the group. I joined about a year ago.  It should be 

staggered so everyone doesn’t leave at once.” (Clinician) 

 

3.4 Proposed new model for SOAGs  

 

At present all SOAGs meet twice a year in London. All clinician members are invited, as 

well as other key support disciplines, such as biostatisticians, a Specialist Nurse for 

Organ Donation (SNOD) or Clinical Lead for Organ Donation (CLOD) as appropriate, 

commissioners, and representatives of the other nations of the UK. Some SOAGs have 

spaces for both a surgeon and a physician from each transplanting unit while others do 

not. Some SOAGs, such as KAG, have representatives drawn from an agreed cluster of 

units. These arrangements have grown up piecemeal for each SOAG as the organ work 

has developed over the years.  

 

The Review received many comments which spoke of dissatisfaction with the present 

arrangements. SOAG members and Chairs felt that the meetings were too infrequent for 

swift progress and for members to keep in their minds the work of the SOAGs between 

meetings. People often stated that little happened between meetings: they were not 

much in touch with one another as local (and other) work took up their time at the 

expense of SOAG work. Chairs spoke of having to make substantial efforts to bring the 

work to the meetings and take decisions, and of having difficulty in taking decisions to 

implementation. Typical sentiments were, “This SOAG is sometimes a means by which 

NHSBT can shout at those of us working in the units, exhorting us to do better and give 

them more data. They have their eye on the progress of work between meetings. I don’t 

really, I know I lose the thread” (Clinician) 

 

And  

 

“I can’t keep abreast of everything, I don’t have the time and I’m out of London so I 

don’t bump into [key people] except at the SOAG meetings. I am in touch with the 

biostatisticians, but it isn’t the same as seeing them day-to-day like the NHSBT people 

can.” (Clinician) 

 

And 
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“NHSBT rarely visit units with a team to ask what we could do better, we don’t talk 

through what their priorities are, what our priorities are, and how we can make it all 

work better. In one way I’d like to spend more time together, but in another way I‘ve 

got other commitments which I need to spend time with too. It’s not easy but it feels like 

we aren’t doing important stuff well because it doesn’t get enough of our time day to 

day” (Clinician) 

 

And 

 

“The twice yearly meetings are long. I know they’ve got important stuff on the agenda 

but somehow it feels like we could do so much better, I’m not sure how but there’s so 

much we could do better. Like the allocation and the units which don’t perform as well, 

and how it is we all don’t use the organs which are available. It’s frustrating. I find the 

meetings hard going” (Non-clinical expert) 

 

Many clinicians spoke of ways to substantially trim the number of attendees to a number 

which could work together to agree any changes and progress the implementation of 

decisions more readily. This Review ran a survey for clinicians where interviewees were 

asked about these aspects of SOAG working. The consensus was that for all SOAGs there 

would be real merit in having a smaller membership (the responses of those who 

completed the clinicians’ survey are found under Question 2 in the attached appendix D).   

 

3.4.1 Core and Wider Group model 

 

Several people suggested moving to a different model of meeting, dividing the SOAG 

activities between operational work on an agreed annual programme to be overseen and 

managed to an agreed timetable by a Core Group and the strategic and evaluation work 

to be undertaken by a Wider Group drawn from both clinicians and other transplant 

disciplines. The Wider Group would have the two distinct purposes of agreeing the 

annual work programme and of taking time to look broadly over the 'hot' transplant 

issues for that organ. The Core Group would meet more frequently, with the Wider Group 

coming together 6-monthly as now. 

 

3.4.2 The Core Groups  

 

For each organ there would be a Core Group with up to 7 members who would expect to 

meet every 6 to 8 weeks for up to half a day to progress and manage an agreed annual 

work programme. They would review the progress of all pieces of work, whether taking 

place in a unit; or with a task and finish group; or carried out by any other groups or 

individuals. The Core Group members would not be representing their units in 

discussions about changes in policy or practice. They would be overseeing agreed 

activities, for example, by holding those bodies and teams to account which need to play 

their part in successful implementation of new ways of working; and ensuring that any 

work undertaken by task and finish groups progresses to schedule and meets expected 

standards. Should progress falter, the Core Group would decide how to remedy any 

problems, where possible without recourse to the Wider Group. 

 

This small number of members would be better able to build trust between themselves 

as a group. The Core Group for each organ would be a forum for keeping actions to 

pace, and smoothing any snags along the way. If this proposal is enacted then there will 
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no longer be representatives from every unit at most SOAG Core Groups. Rather, the 

Core Groups will draw together the skills needed from among the transplant community 

to perform the task of keeping a grip on agreed work and striving for its timely and full 

completion. Membership would be competency based, with pertinent competencies 

including skills such as the ability to encourage those who have made commitments to 

keep to their word; to be clear about what is and is not acceptable progress; and to keep 

close to the full implementation of agreed changes in a professional and communicative 

manner. 

 

Biostatisticians or other experts such as scientists would attend these meetings (in part 

or in whole) as necessary for specific items. The meetings would be fully administratively 

supported by NHSBT and with minutes available on the NHSBT website shortly 

afterwards. The members might explore virtual meetings using Skype, WebEx or other 

modern technology as appropriate. 

 

The Core Group membership should not exceed 7 (known to be within recommended 

size for effective self-managed work groups) according to those who responded to the 

survey as well as several of those interviewed. Members could be drawn from any units 

since geographical spread is not a key determinant.  

 

Some interviewees offered specific ideas on the possible composition of the Core Group. 

Although these suggestions related to their specific SOAG, they were all very similar. The 

popular preference was for up to 7 people comprising 

 

1 very experienced surgeon 

 

1 less experienced surgeon 

 

1 very experienced physician 

 

1 less experienced physician 

 

alongside up to 3 of  

 

1 intensivist 

 

1 paediatric surgeon or physician 

 

1 unit manager from a transplant centre, and  

 

1 recipient transplant coordinator, or SNOD, or CLOD, or similar senior non-doctor figure 

 

depending on the SOAG. Where some (for example) have greater numbers of children as 

patients, there would be greater need for a paediatric specialist. Others, for example, 

experience thorny issues where the presence of a recipient transplant coordinator would 

be very useful.  

 

This Review supports this approach to the appointment of Core Group members, using 

the list above as a guide. If followed, each SOAG would have a senior surgeon member 

and another surgeon earlier in their career, as well as a similar pair of physicians. This 
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would allow a wide range of skills and talents to be at the Core Group table, and provide 

opportunities for people from a range of disciplines important to transplantation to play 

their parts in ensuring the agreed work programme is carried through. The Core Group 

would have the range of skills and experience to progress, monitor and oversee all 

aspects of the work programme and bring clear and objective input.  

 

3.4.3 The Wider Groups 

 

The proposed Wider Groups would comprise members drawn from any or all units 

involved in transplant for each specific organ, whether providing surgery or not. 

Members could be doctors, nurses, clinical scientists, SNODs, CLODs, immunologists, 

biostatisticians, dieticians, or any other disciplines engaged with transplantation. The 

intent is to bring together a group which has breadth of experience, geographical 

coverage of participating units, and depth of knowledge across the gamut of transplant 

issues. NHSBT will agree the number of members for each organ advisory group 

following debate with its organ transplant clinical community, basing the number on a 

balance between workable meeting size of around 30 people and good representation of 

units and disciplines (and not including only units performing transplant surgery). The 

intent would be to agree a number which allowed a broad range of transplant units to be 

present and to divide membership across a range of disciplines. For the organs such as 

kidneys where large numbers of units are engaged in transplant activity even this wider 

group may not include representatives from every unit, though the intent would be to 

draw from as many as practicable. 

 

NHSBT would work with the units to agree the job description and person specification 

for Wider Group members. The Wider Groups have a key role in assuring the work of the 

Core Groups: the Core Groups are working on behalf of the Wider Groups to enact their 

chosen work programme. Decisions on the work for each organ SOAG would be taken by 

the Wider Group and taken forward to fruition by the Core Group. 

 

Each organ specific Wider Group would meet twice each year to 

 

 Plan, prioritise and agree the annual work programme 

 

 Be informed by the Core Group of its progress, both successes and areas for 

concern 

 

 Support the Core Group 

 

 Take time to think widely about any new, important, urgent or controversial 

transplant issues 

 

Each of the two proposed Wider Group meetings would have specific focus which would 

drive its agenda.  

 

3.4.4 Wider Group Meeting 1 

 

At the first meeting the focus would be on planning and evaluation of a work programme 

for the year. Some SOAGs, such as KAG, already have a listing of work in process with 

dates for expected completion. Others do not. The agenda for each 6-monthly meeting is 
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at present generally decided between the SOAG Chair and officers of NHSBT. No SOAG 

has a formal process for agreeing its work programme, with criteria which are applied to 

support or decline any potential items, and which involves consultation with a wide circle 

of clinicians and others.  

 

The focus of the SOAGs is on improving outcomes, and any process for agreeing a work 

programme should follow suit. To achieve better prioritised throughput SOAGs should 

adopt an annual process to shape their agendas comprising: 

 

 A review of the previous year’s work, noting which of the items agreed have been 

fully implemented and assessing whether those changes have improved 

outcomes, 

 

 A review of that year’s work, noting which items completed that were scheduled 

to do so, and which did not 

 

 A list of potential projects for the coming year drawn from a trawl of: 

 

the biostatisticians and other scientists from disciplines which support 

transplant 

 

members of the SOAG and their units 

 

members of units which perform  transplant work but are not SOAG 

members 

 

senior staff of NHSBT 

 

commissioners 

 

After reviewing those areas which have been successfully seen through, those which are 

still in train but have fallen behind agreed timescales, and those which have not 

progressed the meeting would: 

 

1. agree the activity planned for the coming year including actions for the 

unsuccessful items  

 

2. agree any proposed new policies or changes to existing policies which NHSBT 

should consider 

 

3. agree implementation through the Core Group 

 

4. agree success criteria for each activity within the work programme 

 

NHSBT with the SOAGs should set out guidance on how topics for SOAGs are to be 

included in the work programme. The guidance itself should be subject to review at 

intervals of (say) 3 years. The guidance should include acceptable success criteria. These 
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should fit the SMART4 features and might cover completion of new work; agreement 

based on a review of current evidence; a specified level of implementation; the 

preparation of a publication; or any other specific, hard measures.  

 

The SOAGs have experience of work which does not progress to decision or 

implementation despite repeated efforts to find a consensus. SOAGs need ways to avoid 

the stasis which these produce. It is important to remember that the work of the SOAGs 

is undertaken to allow the NHS to offer the best available treatment to patients and long  

waits for SOAG decision and action impedes this. Possible approaches include: 

 

 The item could remain on the agenda while further work was undertaken, but 

with specific endpoints agreed within (say) the coming 6 months. This route 

would only be used if clear cut information was identified which was feasible to 

gather quickly and would lead to a decision. 

 

 The item might be decided at the Wider Group meeting based on the 

(incomplete) evidence in hand. A decision taken with imperfect information 

might lead to piloting some new activity in one or two units to gain greater 

knowledge of outcomes using the new practice. Alternatively the SOAG might 

discard the proposal if risk appeared high, or at least with too little benefit to be 

worth taking without certainty. 

 

 The item might be removed from the work programme, at least for a 

period, in favour of other items. This abandoning of work in train should be rare, 

but from time to time might allow a space for reflection before it is again 

presented as a possible avenue of work for the SOAG at a later date. The 

discipline of knowing that this might happen may have the effect of concentrating 

minds on trying to avoid this route. 

 

The Wider Groups will need terms of reference, proper governance arrangements and 

criteria by which they can judge whether their own performance is successful. They will 

need a system to handle conflicts, for example, where two distinct projects for the work 

programme cannot both be managed within the coming year but are both advocated by 

some members.  

 

Among the lay community there was discussion on whether they might offer topics for 

the SOAG work programmes, but this proposal only drew modest support (see Question 

4 of the Appendix C setting out the findings of the online lay survey). In any case, a 

summary of the work programme in plain English should be drafted and placed alongside 

the version used by the SOAG on the NHS Blood and Transplant website. 

 

3.4.5 Wider Group Meeting 2 

 

The second Wider Group meeting would be held to allow time for strategic thinking about 

knotty or new transplant issues. This meeting would debate 'hot' issues and new ideas in 

the field of transplant. This would time for freer consideration of clinical topics. Topics for 

this meeting could be suggested by people from any unit and by clinicians or non-

                                                           
4
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clinicians (eg managers, academics, biostatisticians, immunologists, lay groups). It 

might include ideas from overseas, eg Europe, where for example the impact of the 

Eurotransplant annual meeting
5
 might be discussed at the Wider KAG, or the latest 

practices from other countries explored for any changes which might work locally. The 

aim would be to hold one meeting each year where there was time and space given to 

appreciating the range of ideas bubbling up and to allow the UK as a whole to 

understand new evidence and current thinking for each organ, and where the activities 

of people who may not commonly sit down together to discuss the challenges and 

concerns have protected time to do so. Wider Group members would be expected to take 

the learning from this meeting back to their local units (or to their constituencies for lay 

members) to help disseminate up to date thinking and new ideas. 

 

The Core and Wider Group activities should be reviewed after a period, perhaps of two 

years, to assess how well they meet the needs of the transplant community. NHSBT 

should fund a study on the effectiveness of SOAGs and publicise the results. Any aspects 

which are not working well should be subject to debate and change. 

 

The Wider Groups will need support for their establishment. This Review believes that a 

task and finish group should be charged with setting up the Wider Group structures, 

running and evaluating the first meetings. 

 

3.4.6 SOAG Chair Forum 

 

The key to success in such arrangements lies in the clear and open communications 

between units, the SOAGs and NHSBT: everyone’s efforts should feel collegial and 

valued. If the proposed arrangement is adopted then this Review recommends 

formalising the meetings which already currently take place between NHSBT and the 

Chairs of the SOAGs and establish a SOAG Chairs Forum. This Forum would be a key link 

between the field, the SOAGs and NHSBT. It would be the place to prioritise issues which 

face the transplant services in general, and for clinicians to understand and contribute to 

the debate on resource allocation between the range of proposals generated by each 

SOAG. These meetings help all sides to work together and should be used to keep very 

open communication between management and clinicians at a senior level, and the 

transplant field. Open dialogue is key in building trust between all players. NHSBT would 

listen to the concerns of the clinicians as a body, and the clinicians would be able to hear 

about the direction of policy and its likely impact on transplant work. 

 

These meetings would be properly supported by NHSBT and minuted, with minutes 

shared on the NHSBT website and directly with all SOAG members (Core and Wider 

Groups) as shortly after the meetings as possible. The communication of the work of the 

SOAG Chair Forum would be vitally important to the smooth running and clear 

communication of transplant policy work and should receive appropriate investment. 

 

3.4.7 Terms of Reference for Core and Wider Groups 
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The online survey of clinicians indicated that many respondents felt that the roles of the 

SOAGs did not describe those roles which only they are uniquely placed to fulfil. For 

example, approximately 40% of respondents did not think that SOAGs were the best 

place to debate the selection of patients for transplantation. About 25% respondents did 

not believe that the SOAGs were the best forum to offer advice to ODT: for NHSBT this 

was a prime function of the SOAGs. 

 

This Review believes that the SOAGs should look again at their terms of reference to 

focus their activity more tightly. Their key roles at present are to 

 

1. advise ODT on retrieval and allocation of organs 

 

2. make sure governance arrangements best expedite the collection and use of 

registered organs 

 

3. use information from all units, properly analysed, to inform changes to patient 

care, allocation policy, and maximisation of organ utilisation.  

 

Together these should lead to the best outcomes and optimum use of resources. 

 

There are other responsibilities within the remit of SOAGs (a full description of the roles 

of the Advisory Groups is appended at Appendix B) including communications and advice 

to other stakeholders. It will be important for a SOAG Wider Group meeting for each 

organ to review these and agree whether these should all be retained, or whether there 

is any redundancy.  

 

3.4.8 Appointment of Chairs and Members to Core and Wider Groups 

 

Chairs  

 

The appointment of SOAG Chairs was a matter of strong interest to the clinicians. The 

SOAG Chair was seen as a key post with significant power, and that the influence of the 

Chairs was (rightly) substantial. At present chairs are appointed through a process of 

open application, shortlisting, and an interview with senior staff of NHSBT together with 

an independent external panel member. Some of those interviewed for the Review 

believed that there were other influences on these appointments, including covert 

conversations within NHSBT and they had doubts about the independence of the external 

member on the interview panel. Such thoughts had not been investigated, but were 

voiced by several people, “Why would I apply [to be Chair]? I know they wouldn’t look at 

me. I know they want the people they want, not someone like me who doesn’t think like 

they do.” (Clinician) 

 

The clinicians sought a competency based process, with clear job descriptions, person 

specifications, open application, a formal interview, and progress reviews. NHSBT 

concurred, reminding the Review that appointments for Chairs already take place 

according to a model of open application, shortlisting and an interview with an 

independent panel member present. The independent members were appointed by 

NHSBT with a view to their impartiality and this was expected to continue. 
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The online survey responses (Question 4) showed a preference for NHSBT running a 

Chair appointment process independent of the SOAGs.  

 

Some chairs were viewed as effective and enabling, while others were not. Some 

consistency and raising of pace was wanted by a number of interviewees, and clinicians 

hoped that an improved means of selecting Chairs might improve the working of the 

SOAGs eg “The Chair needs to have a natural authority. It’s an important post, it should 

be someone we can all trust. That person puts more time into the agenda. We need to 

find a way to make the Chair really get a grip on the meetings. I don’t think any of the 

Chairs have been trained. Should they be trained?” (Clinician) 

 

The online clinician survey asked specifically about the appointment of Chairs (and 

members). Key comments were 

 

 There should be involvement and comment from all transplant units, Royal 

Colleges and the senior team at NHSBT to assist the search for the right person 

for each SOAG chair 

 

 The neutrality of the individual and the body which handles the appointments 

process is essential 

 

The preferred term was three years, with division between those who thought this 

should mean three years with no renewal, eg “We need to give more people the chance 

to Chair, it’s important that people coming up through the system see Chairing a CAG as 

something which is an opportunity to contribute and to learn on a national level” and 

those who though that a two year extension should be possible eg “I think experience is 

a good thing, and that it takes time to make an impact as a Chair. Maybe 3 years won’t 

be enough for anyone. Should we have a system which says that three plus two is the 

norm? I wouldn’t be against that, no, I think it would work”. (Clinician) 

  

Several interviewees talked about wanting a system for performance review for Chairs. 

This is particularly important at a time when doctors are to follow a process of 

revalidation at intervals: satisfactory performance in the role of SOAG chair would very 

likely be taken into account in revalidation. Performance appraisal should be embedded 

in the SOAG Chair role, with the Associate Medical Director of Transplant playing a key 

part. Performance at or above an agreed standard would be necessary if any extension 

to the Chair term was considered.  

 

Unless directly asked no interviewee or survey respondent suggested training for Chairs. 

Some people did not think training was valuable, saying that people who reached this 

level of responsibility within the NHS would have had enough experience and training 

before taking up a SOAG Chair appointment, eg “I know how committees work. My 

colleagues know how committees work. People trust you because of what you have 

achieved, not because you’ve been on a short course”.  

 

Others disagreed and believed training would be of value, eg “I wish I had taken 

management type training along the way of my career. I think I would have used 

committee opportunities better.” (Clinician) 
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Should the SOAGs divide as proposed between Core and Wider Groups, this Review 

recommends that the Chair would Chair both groups, providing coherence and 

consistency, and being a key central kingpin. The SOAGs should agree a handover period 

covering two Core Group meetings when the outgoing Chair and their successor work 

together to ensure a smooth transition. NHSBT should discuss with each newly appointed 

Chair their need for support, mentorship and any other systems or processes to 

maximise the smooth running of the SOAGs 

 

Payment of Chairs 

 

Payment for Chairs drew mixed views from interviewees and survey respondents. If 

there is to be payment then clinicians favoured viewing the role as a secondment with 

payment for time to an agreed number of PAs/sessions to the Chair's employing Trust 

(see responses to Question 6 of the clinician online survey, where 40% checked payment 

for time and expenses to an agreed number of PAs), as well as the reimbursement of 

expenses as now. Some 26% of those who completed the online survey for clinicians 

thought the current system, where there is no payment, was preferable. These people 

believed that this role was one which any clinician should be pleased and proud to 

undertake and that the present non-payment system was working so saw no reason to 

change.  

 

Non-clinicians interviewed who worked with the Chairs talked about knowing that the 

Chairs undertook their role on top of their full time local post. Several remarked that 

they thought hard before contacting their Chair because they felt they were encroaching 

on the time of someone very busy and who they didn’t have any “right” to disturb. The 

notion that the Chairs might be paid, and therefore would have protected available time, 

was positive in their eyes. The Chairs were a little disappointed to learn of this, and 

some stated that they were content to be contacted, and wished to do all they could to 

expedite the work of the SOAGs, eg “I’m sorry to hear that. I have told them its fine to 

call me. I would not want them to feel constrained or put off. I’ll think about that.” 

(Clinician) 

 

With the proposed change in the structure of the SOAGs to the Core and Wider Groups 

model, the Chair role would become more time consuming and of great importance. It 

would benefit from protected time to organise and attend the range of meetings, to liaise 

with the office staff, to communicate the work of the SOAG, to chase any issues of 

concern and perform the range of duties which will be needed. The non-clinical staff who 

support the work of the SOAGs will benefit from knowing that the Chair has time 

allocated and can feel confident in bringing appropriate issues to their attention. This 

Review believes that this important role should not be undertaken as a grace and favour 

position, but properly rewarded in a businesslike manner to reflect its central 

importance. 

 

Core Group Members 

 

Currently members of SOAGs are often appointed by nomination from a transplanting 

unit, or cluster of units. Clinicians generally felt content with this (see responses to 

Question 3 of the online survey where 60 of 148 respondents favoured nomination by 

units), though there were grumbles about some units providing members at all times at 

the expense of others never doing so. Some of the same sentiments about the 
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appointment system not being fully independent, as voiced by Chairs, were voiced by 

members.  

 

It may be that in future the SOAGs do not draw Core Group members from the same 

unit within a cluster for subsequent terms, seeking to engage with a range of units over 

time. While this would have the merit of encouraging change, it might result in people 

being appointed who do not have the necessary competencies or any strong wish to 

undertake the role. Transplant units should remember that members of the Core Groups 

oversee the work programme agreed by the Wider Group, and do not represent their 

unit or cluster but see through tasks agreed annually by the Wider Group. For some 

organs there will not be Core Group members from all transplanting units. For those with 

many units providing transplant services, such as kidney, there may not be 

representatives from every unit on either the Core or Wider Group. 

 

This Review believes that full and clear job descriptions and person specifications would 

helpfully move SOAGs to competency based member appointments. When job 

descriptions and person specifications are drafted these should be specific about each of 

the Core Group posts, with each contributing differently according to their qualifications, 

training and experience. Appointments should be by open application, shortlisting and 

interview where the panel include the Chair of the Core Group, NHSBT and an 

independent member. NHSBT should offer support and mentorship to those wishing to 

become members of Core Groups, especially those with less experience, to allow them to 

develop their skills to work effectively at the national level.  

 

The preferred term of Core Group members would be 3 years, with support for a two 

year extension if all was going well, but subject to a review of performance. This 

performance review would be conducted by the SOAG Chair after discussion with other 

members and NHSBT. SOAG Chairs may need training for this. The Review did not ask 

about payment for members. The matter was not raised in the interviews or in the free 

comment boxes of the clinicians’ survey. 

 

Wider Group Members 

 

Wider Group Members should be appointed using a similar process to Core Group 

members, but be open to a wider range of disciplines and locally led by the Chair of the 

SOAG rather than NHSBT. The members could work in any unit which looks after 

transplant patients at any point along their journey, whether offering surgery or not. 

These representatives could include doctors, nurses, clinical scientists, academics, 

statisticians, psychologists, physiotherapists, pharmacists, dieticians, and any other 

relevant clinical disciplines. Units should be encouraged to help staff to apply for Wider 

Group membership and ensure each appointee has protected time to fulfil the duties of 

membership. Appointees would have an important responsibility in communicating the 

work of the SOAGs and the key challenges under discussion, and canvassing the views of 

local clinicians. 

 

Appointment would be by open application, shortlisting and interview as for the Core 

Group, but at local level and led by the Chair of the SOAG. The job description and 

person specification for the Wider Group members would be much broader than for Core 

Group members since the intent is to attract applicants from a wide range of transplant 

disciplines and as many transplanting locations as possible.  
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It will be useful to offer a range of term lengths to the first appointees so that all do not 

finish at the same time, moving to a standard 3-year term once the new model is 

embedded. Invitations would be extended to commissioners, managers, experts and 

senior people working on transplantation from the other UK nations as observer 

members. 

 

3.4.9 Discussion on Core and Wider Groups Model 

 

This way of using the Core Group and the two types of Wider Group meetings would 

have several benefits. The Core Groups would have shorter, more frequent meetings with 

a clear agenda set by the Wider Groups annually. The Core Group is expected to be an 

operational group for ensuring the pacy progress of agreed work. There would be two 

opportunities for the transplant community for each organ to come together both to 

oversee governance and the SOAG work programme, and to be re-inspired with new 

ideas together. 

 

The proposed new model would likely place greater emphasis on task and finish groups 

to progress a broad range of work. These would be established with tight remits and be 

supported and monitored by the Core Group for each SOAG. Interviewees offered 

positive comment on task and finish groups in transplant work, attributing many 

examples of successful steps to better practice to their work. 

 

These two Wider Group meetings would be a new concept for the SOAGs and would need 

an investment of time from a range of interested people to consistently make best use of 

them. They would encourage ideas from all clinicians (including those on the Core 

Groups), experts such as biostatisticians and immunologists, and lay people. The 

strategic thinking meeting would allow ideas to be presented and discussed, and to reach 

useful conclusions from which an annual work programme would be developed. The 

establishment of these meetings would require support from NHSBT to help them fulfil 

agreed goals, and to be sure that those who agreed to lead them had the necessary 

business and administrative support. The Review recommends establishing a task and 

finish group to think through and run the first two wider group meetings, and to evaluate 

their effectiveness. 

 

The proposed new model would allow the flow of policy work as set out in the schema 

below. The NHSBT Board would fulfil executive roles, setting broad strategic aims based 

on UK policy. These would inform the Core and Wider Groups. The Core Groups would 

make sure that outputs were delivered, while the Wider Groups would agree an annual 

work programme, take time to understand the latest developments for their organ, and 

support the Core Groups in carrying out their work. Both Core and Wider Groups would 

be advisory groups as the SOAGs are now. 
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Schema for new SOAG working model and communications between key 

players 

 

 
 

The Review recommends that NHSBT establish a communications plan for the work of 

the SOAGs so that their work is more widely known both within the clinical transplant 

community and the lay transplant community. The aim should be to gain greater 

engagement of more members of both communities. The plan should have clear aims 

and goals and be monitored, with actions taken to improve communications where 

necessary. The principle should be for transparency, with plain English to allow everyone 

to clearly understand what NHSBT is doing, how it is being done, why, when and who is 

involved. One criterion of success will be when NHSBT is named as an exemplar of clarity 

and accessibility of message. 

 

3.5 Structural Recommendations 

 

This Review recommends that each SOAG adopt a new model of working whereby a Core 

Group of at most 7 members undertake its operational work, meeting every 6 – 8 weeks 

and keeping a strong grip on all agreed actions.  These Core Group members should be 

drawn from a range of disciplines as listed in this report. The intent is to provide the 

balance of experience and skills to oversee the work programme. The Core Group 

members would not represent their unit but would be working on behalf of all units to 

efficiently and effectively progress the elements of an agreed work programme. 
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This Core Group should be complemented by two meetings each year of a Wider Group 

from the many disciplines and across as many locations involved with transplant as 

possible. These two wider meetings would focus on planning and evaluation of the SOAG 

work and on broader clinical issues facing the transplant clinical community for each 

organ.  

 

For both Core and Wider Groups, the governance arrangements should be agreed and 

widely shared. These should be reviewed and updated at regular intervals. The SOAGs 

should communicate their work in a timely manner and be allocated appropriate 

resource. 

 

The terms of reference of NHSBT and each of the SOAGs should be available on the 

NHSBT website alongside a plain English version. 

 

This review recommends adopting a formal process to agree an annual work programme 

for each SOAG. The process should include: 

 

 a review of the previous 2 years’ work programmes 

 

 a demonstrable gathering of the views of people from many interested disciplines 

 

 a plain English lay summary available on the NHSBT website 

 

A statement of the process followed and the work programmes agreed should be on the 

website of NHSBT and where possible be linked to the websites of all contributors and to 

those of groups and societies from the lay community. 

 

NHSBT formally establish a forum for the Chairs of SOAGs. It would meet at least twice 

each year and act as a conduit between the transplant community and NHSBT. Meetings 

would focus on overarching issues raised by either side. The minutes from these 

meetings would be widely shared and on the NHSBT website. 

 

This Review recommends establishing a task and finish group to work through the 

establishment of the Wider Group meetings, and to plan and run their first meetings. 

Once these have been held the task and finish group should evaluate these against 

previously agreed criteria and propose changes to the running of the meetings, and to 

the governance arrangements, which would make best use of these Wider Group 

sessions. 

 

The review recommends evaluating and publishing the core-and-wider-group model after 

two years. The evaluation should focus on the effectiveness of the new arrangements 

against criteria agreed when the new model commences. 

 

This Review recommends an appointment process for Chairs and all members of SOAGs 

(Core and Wider Groups) using a competency based approach, with job descriptions and 

person specifications for all. There should be open application, shortlisting, and 

interviews with a panel that includes an independent member. The process would be led 

by NHSBT for the appointment of Chairs and Core Group members, and locally led by the 

Chairs for the appointments of members of Wider Groups. Open appointment is already 

in place for the Chairs of SOAGs, and this Review recommends NHSBT review and 
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update as needed the appointments process for Chairs to assure the clinicians and 

transplant community of their robustness. Royal Colleges should be included in those 

consulted on the appointment of Chairs of SOAGs. 

 

This Review recommends that the Chair of each SOAG be chair of both the Core Group 

and the Wider Group for that organ. Each SOAG Core Group, with NHSBT, should review 

and amend the job descriptions and person specifications for its Chair and all Core and 

Wider Group members every 3 years. The term for a SOAG Chair should be 3 years, with 

a possible extension of up to 2 years. There should be a system of performance appraisal 

which goes with the grain of medical revalidation for Chairs of SOAGs. There may need 

to be appraisal training for NHSBT staff and SOAG Chairs. Chairs of SOAGs should be 

offered training and continuing support for their roles, including performance appraisal 

training as appropriate. 

 

This Review recommends that NHSBT pay each SOAG Chair on the lines of a 

secondment. Payment would cover an agreed number of PAs as well as reimbursement 

of travel expenses (as now) and the cost of some office support.  

 

The Review recommends that NHSBT establish a communications plan for the work of 

the SOAGs so that their work is more widely known both within the clinical transplant 

community and the lay transplant community. The aim should be to gain greater 

engagement of more members of both communities. The plan should have clear aims 

and goals and be monitored, with actions taken to improve communications where 

necessary. The principle should be for transparency, with plain English to allow everyone 

to clearly understand what NHSBT is doing, how it is being done, why, when and who is 

involved. One criterion of success will be when NHSBT is named as an exemplar of clarity 

and accessibility of message. 

 

A first step would be for the work programmes for each SOAG, once agreed with NHSBT, 

to be uploaded to the NHSBT website and shared/linked with the relevant professional 

and patient sites. All material uploaded on to the website should have a plain English 

version. 

 

 

4 Specific Actions for Quality Improvement 

 

This Review heard of several specific SOAG weaknesses which needed to be addressed:  

 

 The use of routinely collected data 

 

 Delays in the adoption of agreed changes to policy and practice 

 

 Handling of outliers 

 

 The remit of CTAG 

 

 Clarity over roles and responsibilities between NHSBT and Commissioners 

 

4.1 Use of routinely collected data 
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The biostatisticians commonly use CUSUM analysis
6
 of data to draw out data trends for 

the units. This is reviewed at SOAG meetings with comments on the data provided by 

the biostatisticians. Their work is widely welcomed by the clinicians, who trust the 

analyses made and take the data interpretation seriously. 

 

The biostatisticians bring new findings from the data to the SOAGs to allow action to be 

taken in light of properly analysed local evidence. For example, recently at KAG the 

biostatisticians brought data on the outcomes for multiply declined kidneys compared to 

those for kidneys which had been selected by one of the first 5 units to which they had 

been offered. The data appeared to show that outcomes were very similar, raising the 

issue that selection criteria might be preventing units from taking up organs which would 

be suitable for their patients. In any case, it is known that units vary in the organs which 

they choose to use for their patients. Some take a greater percentage (relative to their 

list size) of those offered than others, an issue which has persisted over time and for 

which there are no good explanations. 

 

The SOAG is the ideal forum where initial debate on such issues should take place. There 

has recently been a process review on the allocation of organs. The key outcomes were 

that any changes to the system in place should be needs-based and improve 

transparency. Some organ groups have acted to alter their approach to allocation using 

these two principles. The Review recommends that all SOAGs take stock of how fully 

they have reviewed allocation for their organ to be certain all has been done which can 

be done. 

 

4.2 Recommendation  

 

This Review recommends that the issues of the selection and allocation criteria for 

organs, eligibility for transplant action, and the ways in which units use them be 

reviewed by the relevant SOAG. This might be through a task and finish group; or at a 

meeting of the proposed Wider Group; or could be undertaken by an independent expert 

group appointed by the SOAGs and NHSBT together, perhaps through the Chairs Forum.  

 

 

4.3 Delay in the adoption of new policies and practices 

 

Some items pass quickly through the SOAG system and are agreed. For example CTAG 

had agreed changes over the handling and use of DCD organs over 2011 and 2012. 

However, the software and systems needed to bring these changes into practice have 

taken time to develop and roll out. This is frustrating to everyone. Clinicians and others 

are aware of the challenges of IT software development and the unwieldy architecture 

within the system currently in use. Clinicians feel disappointed at a litany of broken 

promises by those responsible for software development and give a high priority to 

faster implementation. 

 

                                                           
6 � CUSUM (cumulative sum) analysis helps to take the noise out of data and can help draw out 

trends from control charts
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Those interviewed were vocal in their wish for investment in IT systems which would be 

robust, quick to respond to new ideas, and which would encourage less use of paper, eg 

“We are sometimes slow to reach decisions, I know, but it feels even slower for things 

we do agree to get into practice. It’s very messy when we think we’ve got something 

sorted and to find 2 years later that it isn’t. Worse, sometimes its sorted in one place but 

not in others. It’s the worst part of the whole system” (Clinician) 

 

And 

 

“I’ve heard  that we’ll have error free basic information in 6 months time so many times 

I can’t even count” (Clinician) 

 

And 

 

“We need to get much simpler and clearer systems. I looked at the paperwork which we 

have to do when we ask a surgeon if he wants to accept or decline a kidney. There are 

so many choices, and they aren’t clear – I didn’t understand them. They mean you end 

up printing everything even though you only use little bits of information. It’s the 21st 

century – where are we with IT and a national system? Hotels do it, airlines can do it, 

are we asking too much to get some software that means we can all see the same things 

at the same time? Reliably?” (Scientist) 

 

Many hoped that NHSBT would commit to IT developments which would come to fruition 

fully and in timely fashion. Delivery of robust IT solutions will be a touchstone for 

building trust. This Review recommends that NHSBT set implementation through 

software development and real improvements to the IT systems as a priority, at least for 

a period, above other priorities, even including increasing the numbers of donors. It is 

equally important to make sure that every organ transplanted has the greatest potential 

for success, and better IT systems will support reaching better outcomes for every 

organ. Right now the IT systems are slow to meet the needs of clinicians and patients. 

Other sectors with complex processes have successfully tackled this challenge. This 

Review strongly encourages NHSBT to emulate those successes. All need to be aware of 

the difficult balance between the needs of the transplant community and the resource 

constraints in play, and enter realistic debate on the pace and priorities for systems 

improvement. 

 

4.4 Recommendation 

 

This Review recommends that NHSBT prioritise the timely and complete implementation 

of agreed SOAG decisions and report on this annually. Any impediments to 

implementation, such as inadequacies of the IT systems, should be discussed and, where 

possible, actions agreed to expedite full adoption of agreed clinical improvements. 

NHSBT should maintain clear communication with the transplant community on the 

status of transplant hardware and software systems, and the communication between all 

clinicians and others working in the field of transplantation. The Review recognises the 

difficult choices which financial constraints and conflicting priorities pose, but recommend 

investing in systems improvement to allow every transplantable organ to be well used. 

 

4.5 Outliers 
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At present there is no body within the transplant system with clear responsibility to 

make sure that action is triggered when a unit fails agreed standards by an agreed 

amount. If there is concern about the performance of a unit, and it behaves in a 

laggardly way, it may take a year or more before the Chair of the SOAG enters into 

correspondence with the unit clinical lead to encourage them to work more quickly to 

address the concerns. This sluggishness means that patients at that centre may not be 

receiving treatment to proper standards, which is not acceptable. 

 

The SOAGs use the data they collect to compare and contrast the performance of 

transplant units. If a unit is a performance outlier then it is expected to review its data to 

confirm accuracy, and if the findings are verified then to review its practices to upgrade 

and update. The intent is for all units to provide services to high standards, and for units 

to support one another in resolving any problems which compromise this. Some units act 

quickly when they are outliers. Others are slower to react to any shortcomings. They 

agree to review their practices but are sometimes slow to pinpoint the source of the 

problem which is leading to their falling away from agreed standards. Although the 

SOAGs are forums where the data is reviewed, the SOAG does not have any formal 

status in terms of imposing penalties or sanctions. This Review believes that SOAGs and 

NHS BT should together agree the consequences to outlier units of failure to undertake a 

remedial work programme with the oversight of the Core Groups. 

 

Under the proposed new model each SOAG Core Group would receive progress data on 

all units which would highlight any unit failing to meet agreed standards. The Core Group 

and unit would propose a remedial plan with clear roles and responsibilities, and explicit 

milestones. The provider unit would need to agree the plan once any amendments were 

made.  

 

The plans would be reviewed at each meeting till there was resolution and a satisfactory 

return to proper standards. If progress were slow then the Core Group would turn to 

NHSBT for support. There may be further support for the unit, such as visits by NHSBT 

senior staff or meetings between NHSBT and commissioners. There may be the need for 

a local forum to debate problems which seem refractory to solutions. The Core Group 

would retain oversight of remedial programmes, keeping the focus in the clinical arena 

where clinical issues are best tackled. 

 

Other NHS disciplines have developed systems to deal with outliers and have expertise 

to offer NHSBT. This Review has spoken to the Royal College of Physicians and to the 

Royal College of Anaesthetists, who both have experience which might be useful to 

NHSBT and the SOAGs in GELPING THE Core Groups to establish a robust and speedy 

system for the Core Groups to use to improve standards by changing practice. 

Commissioners too may have learning from other parts of the NHS in helping holding 

poor performers to account in an enabling and supportive, rather than a punitive, 

manner. 

 

Once the unit again performs to acceptable standards the evidence of change would be 

formally shared with NHSBT and the lessons learned communicated widely within the 

transplant community once NHSBT is satisfied that all is well. The Wider Group would be 

a useful conduit for this. 
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NHSBT encourages the active adoption of good practice. Those units where outcomes are 

notably better than peer units – ‘positive’ outliers – should be identified and their 

approach brought to the attention of all units. Examples of such better practice could be 

shared at meetings of the Wider Group each year. 

 

The dissemination of both lessons learned from poor performers and from good practice 

will contribute to NHSBT becoming a learning organisation. 

 

4.6 Recommendations 

 

This Review proposes that performance data is received at each Core Group, with 

outliers highlighted. The Core Group would be responsible for agreeing a remedial 

programme for any outlier unit. The programme would be shared with NHSBT, which 

would have the power to amend the planned programme if necessary. The Core Group 

would then be responsible for overseeing the remedial programme for bringing outliers 

back up to standard. 

 

Organisations such as the Royal College of Physicians and the Royal College of 

Anaesthetists have longstanding experience of dealing with people and organisations 

which fail to meet standards.  Such an organisation should be asked to advise the 

proposed Core Groups on systems for dealing swiftly and robustly with outliers. The Core 

Groups will benefit from their input and will become effective much more quickly. 

 

Lessons from outliers and the steps needed to return to good standards should be 

collected, collated and shared widely across the transplant community. Where a unit has 

better outcomes than others it should be encouraged to share its approach with others 

at the Wider Group meetings and through publication. 

 

4.7 The remit of CTAG 

 

For the cardiothoracic advisory group there was a specific concern expressed by several 

interviewees over the breadth of its remit. Now that it is rare to transplant both heart 

and lung together into a single patient the range and number of issues for the advisory 

group had burgeoned. Heart transplants have their areas for development while lung 

transplants have theirs. There was a question as to whether the advisory group should 

continue as is or if it should split into two distinct advisory groups. “CTAG does hearts 

and lungs but they are completely different. We do very few heart lung combined 

transplants now. Now almost all patients only need one organ. The situation of heart and 

lung patients is very different. Their problems and challenges differ, so currently we get 

one surgeon and a physician from each centre but it means organs are discussed in a 

patchy way. It doesn’t feel sensible. Maybe we need to divide this advisory group. 

Meetings are long and unwieldy because of the range of issues on the agenda, it’s maybe 

double that of other organs.” (Surgeon) 

 

4.8 Recommendation  

 

This Review recommends establishing an expert task and finish group to decide whether 

to split the cardiothoracic advisory group (CTAG) into an advisory group for heart and a 

second group for lung. 
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4.9 Clarity over roles and responsibilities between NHSBT and 

Commissioners 

 

Senior figures both within NHSBT and clinicians in SOAGs and in the field raised the issue 

of role clarity for NHSBT and its Commissioners. The strong sense was that NHSBT would 

step forward when any challenge arose without thinking clearly about whether the issue 

was one which they could and should address. Sometimes there are doubts about 

whether NHSBT, its Commissioners or others are responsible for taking forward a given 

issue. For example, “NHSBT has Directions published in 2005 that say what it is for. [The 

Direction] sets out the statutory functions for NHSBT. Its supposed to allocate organs, 

make sure waiting lists are complete and based on need, do data collection and 

handling, maintain equity and safety. It has to get follow up data. It’s really important to 

clarify the role of NHSBT. It has no statutory duty to lead commissioning. But it often 

steps into a vacuum, that’s delicate ground and might be inappropriate. Units should 

discuss directly with Commissioners whether they are providing the service that was 

specified and that was expected. NHSBT should work more actively through 

Commissioners.” (Senior Clinician) 

 

This blurring of roles was important in areas such as the setting of standards. This is not 

within the 2005 Direction for NHSBT7. Professional bodies such as Royal Colleges, the 

British Transplantation Society and the British Society for Histocompatibility and 

Immunogenetics have a history working up standards and are the organisations who 

would best continue such work.  

 

Commissioners draw up specific contracts with transplant units. These contracts should 

set out as completely as possible the expected quality and performance standards. The 

monitoring of these, and their proper enforcement, is the role of the Commissioner, 

informed by work undertaken by NHSBT and others. Commissioners receive performance 

data. They are present at SOAG meetings to hear the debate, and so understand the 

concerns of the transplant community, and their ideas for any remedial actions. 

Ultimately, commissioners can withhold funds if their contract terms are not met. They 

can stop parts of, or a whole, service until the reasons for not meeting standards is 

understood and a remedial plan agreed and implemented. They can use incentives such 

as CQUINs to encourage changes in practice. It is important that commissioners use all 

levers at their disposal to raise quality standards across all units involved in 

transplantation.  

 

Where some issue is identified which does not lie within the statutory functions of 

NHSBT, the organisation would no longer simply take on every challenge and seek to 

tackle it. Instead it would set aside those which fall outside its remit and discuss them 

with the commissioners (and others as necessary). The commissioners would agree any 

contribution to be made by NHSBT. Commissioners could decide to meet those 

challenges through a clearly delineated piece of work with NHSBT, or with others, or 

could decide to set them aside (temporarily or permanently). If the work is outside the 

remit of NHSBT then action might need to be a piece of project work, with specific 

funding allocated and project management arrangements agreed and clearly understood 

                                                           
7
 Attached at Appendix A 
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by both sides. This clear distinction of roles will become ever more important as the NHS 

structural changes come on stream and will help NHSBT and commissioners avoid 

conflict.  

 

Commissioners and NHSBT should seek to work openly and supportively together to 

build the confidence of both. Both seek proper holding to account without raising 

aversion to risk so that clinical practice is as safe as practicable while encouraging 

innovation to improve outcomes. Both should strive to reach the best balance together. 

 

4.10 Recommendation 

 

NHSBT is advised to hold discussions with their Commissioners to clarify the work for 

which each is responsible, and be sure that their terms of reference and work 

programmes reflect the outcome of that discussion. Any work agreed with 

Commissioners outside the terms of reference of NHSBT should be undertaken as a 

specific project and funded and managed accordingly. The guiding principle for work 

between NHSBT and Commissioners should be to build trust and confidence so that each 

can play its part to the greatest benefit of the transplant community and the patients it 

serves. 

 

 

5 Match of structures to transplant unit stakeholder 

expectations 

 

There was a strong desire among the lay transplant community to have a voice at a 

national level and to understand, communicate and influence the work of the SOAGs. 

People believed that patients had much to offer the SOAGs based on their experiences of 

transplant services which clinicians could not know or understand without their direct 

input. Until recently the SOAGs had one or sometimes two patients at the table. Now this 

has ceased and NHSBT is seeking ways to both listen to patients, carers and families and 

to inform them about its work.  

 

This Review undertook work on the involvement of the lay transplant community, 

comprising: 

 

 attending a meeting, held annually, where “what’s new in transplant” information 

was presented, and the invited audience, all representatives from lay groups, 

were able to quiz the presenter an all aspects of transplant activity 

 

 holding a workshop for representatives of lay groups engaged with NHS Blood 

and Transplant 

 

 running a survey for the lay transplant community for (roughly) the month of July 

2012 

 

These strands of work led to some specific findings which will help progress the 

engagement of NHSBT with the wider transplant community. 

 

This Review tested out a range of 5 possible models for lay engagement: 
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1. Website-based engagement using a dedicated part of the NHSBT website. The 

website would inform the lay community about the work of NHSBT. Links might be 

provided through the websites of groups and societies to which many people in contact 

with transplant services join. The website might then carry surveys or ask for responses 

to questions of national policy and the thoughts of lay people be gathered and used to 

inform decision makers. The website would thus become a two way means of 

communication between NHSBT and the wider transplant community. 

 

2. Ad hoc bespoke work with a special project agreed for each significant matter 

on which NHSBT seeks lay opinion. NHSBT would use an expert organisation to 

undertake engagement work for each specific issue on which it sought lay advice. 

 

3. Establishing a standing panel with an agreed number of individuals drawn to 

reflect as far as possible the transplant community across all organ groups: the notion 

would be to have a single panel for all transplant patients, not a panel for each organ. 

Panel members would receive a proper induction and be funded to attend meetings and 

work with NHS Blood and Transplant for an agreed term. If the agreed term were (say) 

three years then each year one third of the members would finish their work, and be 

replaced by a new tranche of members so that the panel was always a mix of experience 

and freshness. There would need to be continuing support to make sure each member 

was able to fulfil the needs of the panel. The chairing of the panel would be key, and 

there would need to be strong consensus on the appointment of that individual, who 

could be drawn from lay or professional background. NICE
8
 and the Royal College of 

Physicians
9
 (and others) have similar panels and have found them beneficial. 

 

4. Use existing meetings of the lay community with NHSBT taking slots at the 

annual gathering of key organ-related groups and societies. NHSBT would run sessions 

at key meetings to inform people about relevant work and ask for views on issues where 

the lay view would influence decision takers. Clinicians would attend these meetings and 

be able to clarify any topics where people needed explanation of supplementary 

information, listening to their concerns and ideas and using them in SOAGs as 

appropriate. 

 

5. Appoint patients to each SOAG as before 

 

Many NHS organisations which work at national level have people who have directly 

experienced those services on some committees or groups. NHSBT could add patients, 

family members or carers to the SOAGs. They would benefit from a job description and 

person specification and a process of appointment similar to that used for members of 

SOAGs, though with people from the lay community involved with the appointment 

process. This would be a popular move, since the majority of survey respondents named 

this as their preferred model for contributing to the work of NHSBT SOAGs. 

 

                                                           
8 http://www.nice.org.uk/getinvolved/patientandpublicinvolvement/ppipinvolvementprogramme.jsp

 

9 http://www.rcplondon.ac.uk/what-we-do/patient-involvement/patient-and-carer-network
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5.1 Findings of work with the lay community 

 

The lay community preference was clearly (75%) in favour of reinstating transplant 

patients at the SOAGs (as shown in Appendix C and Appendix E attached), with some 

(25%) support for the standing panel arrangement. The preference of the clinical 

community interviewed was 55% for a standing panel of transplant 

patients/families/carers to whom NHSBT would turn for their view on key matters where 

their influence on national policy was key, though 25% sought the reinstatement of 

patients on to the SOAGs. Those who wanted the patients to return to the SOAGs 

expressed their wish that the patients be well inducted, well supported and have recent 

direct experience of transplant services, so that their views would be relevant to current 

debates. 

 

There was a sense of frustration from members of the lay community at attending 

meetings where their status was unclear. They wanted to have terms of reference for 

their engagement and to know that when their views were canvassed they would be 

taken into account. There was a strong feeling that NHSBT, and especially the SOAGs, 

should be transparent in their work. The patients, families and carers felt that there 

should be greater public accountability for the work undertaken by the SOAGs. They 

wished for a means of knowing what work was in train, the time frames for work in 

progress and when any agreed changes to practice would come to fruition. They had 

concerns about the communication between themselves and NHSBT and sought 

assurances that people engaged in any activities with any NHSBT committees would 

spend their time profitably when asked. They sought a means of participating 

appropriately in the debates about thorny issues and believed that their views should 

have greater prominence than at present. 

 

Both lay and clinical communities sought an improved website with greater currency and 

ease of use. There was widespread approval for the NHSBT plan to invest in a website 

which would better fit modern communication models, although this was not to be at the 

expense of other, more traditional, means of keeping in touch with lay people. Not 

everyone has access to, or the ability to, use electronic media. The clarity and ease of 

comprehension of all materials on the NHSBT website are important. The notion of plain 

English for a clinician might be more technical than for a non-clinician. NHSBT should 

take pains to provide lay-focused plain English versions of more technical documents to 

help everyone with an interest in transplant to make the work of NHSBT as well 

explained as possible, thus improving transparency. 

 

Should the proposed Core and Wider Group model be implemented then this Review 

believes that NHSBT should be encouraged to appoint lay people to the Wider Groups. It 

would be a strong signal of their value to the NHS if they were to be in the same 

meeting as the clinicians and should contribute to alleviating the mistrust which is felt by 

patients, families and carers now. There should be scope for appointing at least 2 or 3 

lay people to each, ensuring that, in the event of someone’s absence, there would still be 

lay presence at every Wider Group meeting. The exact number of lay members should 

be agreed with NHSBT and be based on the number of units transplanting that organ, or 

the number of patients served, or the number of procedures, or some other yardsticks 

agreed by NHSBT with the lay community at the outset, and reviewed at intervals (say 

3-yearly) to assess its appropriateness. 
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The Chair of each SOAG should work with organisations which support transplant 

patients, and where possible directly with patients from the transplant units, to appoint 

people to serve on the SOAGs. The process to be followed should be established with lay 

people directly.  

 

Appointees should where possible be drawn from different locations, with different life 

experiences and with different health statuses so as to bring a range of insights to the 

Wider Groups. Appointments for lay members should follow the pattern proposed for 

clinical members, with competency based job descriptions and person specifications, 

open application, shortlisting, and an interview with an independent member. The SOAG 

Chair should lead the process of lay appointments and agree terms of appointment which 

mean that lay members do not all finish their term at the same time, but mix experience 

and freshness. There should be investment made into formal induction and continuing 

support for appointees The clinicians believed that lay members need to have recent 

direct experience of transplant services and this Review supports the proposal that lay 

appointees should have had treatment from a transplant team within 3 years of 

appointment so that their advice is current and relevant. 

 

If there were matters of principle on which NHSBT wished for a broader lay view then it 

could also establish a panel of those on the lay groups and bring these people together 

to garner their advice. Issues for which this board panel might be used include, for 

example, whether there should in principle be an upper age limit for transplant. Such a 

lay panel, especially if (as is likely) it met infrequently, would require careful nurture, 

with induction, support and continuing input to be sure that the panel performed to the 

best possible standard. NHSBT might prefer to commission an external organisation with 

experience in this area, such as the Royal College of Physicians, to establish and support 

the panel. 

 

5.2 Recommendations  

 

This Review recommends that, if the Core and Wider Group model is pursued, lay 

representation be present on each of the Wider Groups. There should be investment 

made into a proper appointment process, formal induction and continuing support for 

appointees. Lay members should have job descriptions and person specifications (as all 

other members of the Core and Wider Groups would have) including a stipulation that 

their appointment start within (say) 3 years of direct treatment by transplant teams.  

 

It will be important to involve lay people in the shaping of the steps in their appointment 

process, the drafting of job descriptions and person specifications, as well as in each 

appointment made. 

 

NHSBT and the lay community should agree the number of lay members for each wider 

SOAG group using an agreed objective basis and reviewing the number at intervals. 

 

NHSBT should also enter into discussions with an independent body such as the Royal 

College of Physicians or NICE to agree how a broad panel of lay people drawn from 

across all organ groups could be established and used for matters of principle where the 

lay view is particularly important to the decision to be taken and relevant to all. 
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6 NHSBT interactions with professional organisations and 

others 

 

6.1 UK-wide working 

 

This Review explored a range of organisations with whom NHSBT works. In particular, it 

asked whether work across all four UK nations acting more as a single entity should be 

pursued to create a fully unified, single approach to transplantation. While the principles 

of transplant work are common to all four nations there are key differences in the way 

each approaches fulfilling the needs of their populations. Representatives from Wales, 

Northern Ireland and Scotland are invited to attend SOAG meetings and work with 

NHSBT to balance the need and wishes of their home nations with the needs and wishes 

of England, much the largest partner nation. 

 

Organs from England are offered to, and used by, the other UK nations far more 

frequently than organs from Northern Ireland, Scotland and Wales are brought to and  

used by English transplant units. This imbalance looks set to continue.  

 

The allocation and use of organs across geographical boundaries is complicated. Some 

organs, such as kidneys, are allocated on a national basis, with units assessing each 

organ offered against the needs of those waiting in their locale. Other organs, such as 

livers are allocated on a regional basis, and the unit which retrieves a liver has first call 

on its use. The size of catchment areas is thus a determinant of the scale of the local 

transplant programme. Smaller programmes have smaller catchment areas and thus 

fewer livers for local use. This has led to anxiety that the smaller programmes cannot 

grow and develop because their activity is curtailed by that of the larger centres. 

Differences such as these make pan-UK work fraught with logistical difficulties even if 

everyone involved wished to invest time and funds to achieve greater unity. 

 

There were mixed views on whether outcomes would improve if the four nations invested 

time in working more closely and placing all activity on a UK-wide field.  For example, 

“The national boundaries don't get in the way. Policies are based on best practice and we 

all implement the guidance to the best within our own system”. (Non-clinician expert) 

 

And  

 

“We are small islands. We waste time and money by having different ways of working. 

We all want the same thing, why don’t we just do it? Just go for it. Make a single 

organisation and a single methodology?” (Clinician (not from England)) 

 

There was some comment on greater use of public health skills to help prioritise activity 

for transplant work, but the key focus of interviewees was on keeping communication 

lines open and clear so as to make sure all those engaged with national work were up to 

date and well informed.  

 

6.2 Recommendations  
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This Review recommends that the four nations of the UK continue to work together at a 

national level (Government departments as well as NHS commissioners and providers) 

and seek opportunities to benefit from one another’s work as now. If circumstances 

change, and there are clear and measurable benefits to all four nations of closer working 

to a single system across the UK, then this should be pursued at that time.  

 

Clinical input to transplantation across national boundaries should continue. Transplant is 

a specialist field and it is essential that clinicians and patients across the UK 

communicate their ideas, share good practice and seek to address problem areas 

together wherever possible. With the advent of clinical commissioning groups it will be 

vital that such a specialist area has its constituent clinicians working together to advise 

leaders and managers on the key priorities and the wisest use of the available resources. 

 

 

7 Conclusions 

This Review undertook its work according to an agreed plan. It has gathered a wealth of 

material and understood many issues of concern to NHSBT, clinicians and the lay 

transplant community. This report has focussed on some of the issues which were of 

greatest concern and where there were actions which could be taken to resolve problems 

to the benefit of the transplant services locally, regionally and nationally. The  

recommendations are offered as useful ways forward which could be pursued 

concurrently and can be expected to make a difference to the speed and standard of the 

work of the SOAGs. They will need investment, but if they clarify and accelerate the pace 

of change then they will have fulfilled the key aim of this Review – to help NHSBT fulfil 

its statutory functions more completely and to a high standard.
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