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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE CTAG LUNG ALLOCATION WORKING GROUP MEETING 
HELD AT 10.00 A.M. ON FRIDAY 8 MARCH 2013 

ROOM 3A, AT THE WEST END DONOR CENTRE, LONDON 
 
 

PRESENT:  
Dr Mohamed Al-Aloul Chair  Chest Physican, Wythenshawe Hospital, Manchester   
Dr Paul Aurora  Chest Physician, Great Ormond Street Hospital, London  
Dr Martin Carby  Chest Physician, Harefield Hospital 
Prof Paul Corris  Chest Physician, Freeman Hospital, Newcastle 
Prof John Dark  CTAG Chair, Surgeon, Freeman Hospital, Newcastle 
Mrs Rachel Johnson  Head of ODT Studies, Statistics & Clinical Audit, NHSBT. 
Prof James Neuberger Associate Medical Director, ODT, NHSBT. 
Dr Jasvir Parmar  Chest Physician, Papworth Hospital, Cambridge 
Mrs Helen Thomas  Principal Statistician, Statistics & Clinical Audit, NHSBT. 
Dr Richard Thompson  Chest Physician, Queen Elizabeth Hospital, Birmingham 
Prof Nizar Yonan  Transplant Surgeon, Wythenshawe Hospital, Manchester  
 
IN ATTENDANCE:  Mrs Jacqui Sanders, Clinical & Support Services, ODT  
    
APOLOGIES:  
Mr Steven Clark, Dr. Colm Leonard, Mr Steven Tsui 
     
   ACTION 
  1 Welcome 

M Al-Aloul explained the structure of the meeting: 
 
Part 1:  Review of further data from H. Thomas and R. Johnson, to also cover the 
 paediatric area. 
 
Part 2:  A discussion regarding the allocation module, which would be taken to 
 the next CTAG meeting.  

 

   
  2 Minutes of the Meeting held on 28 November 2012  
  2.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Accuracy 
At the previous meeting, members had discussed the aims of a new allocation 
system and the majority view was that it must maintain good outcomes following 
lung transplantation and not just reduce waiting list mortality.  It was stated that 
the previous minutes didn’t accurately reflect this view and the desired measures 
required should be discussed accordingly.  
A correction was noted to minute 3.1 as the CTAG meeting date was April 2012.   

M Carby also stated that the third bullet point under item 4.1 was not fully 
justified. While there is a belief that there are different denominators between the 
cardiothoracic zones due to referral variations, there are no data available to 
assess this.   He reported that the NHSBT Transplant Activity Report shows the 
numbers of donors and transplants across the UK and there is no postcode 
lottery.  M Al-Aloul responded that these data do not take account of waiting 
time. This group would need to look at the markers to determine the rate of 
transplantation within a time zone, as the transformation rate, per donor, per 
population does not take into account the timeframe and we need to factor-in the 
waiting time.   

Review of priority/allocation mechanisms in other solid organs would help 
demonstrate various ways to prioritise patients and potential impact on the 
waiting time. Therefore, M Al-Aloul pointed out that reaching a thoracic allocation 
process would need to be a stepwise process but would have to ultimately 
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   ACTION 
 
 

deliver on the objectives set out in the LAWG terms of reference.   

J Neuberger thanked all attendees and suggested the solution needs to be led 
by clinicians with definite time frames with stages, plus clear steps and target 
dates so that NHSBT can plan the IT delivery of a new scheme.  

2.2 Action Points 
The majority of action point items are contained within the agenda 

 

   
  3 Development of Organ Allocation Schemes 

R Johnson presented slides highlighting the development of patient-based 
allocation schemes for kidneys and pancreases. Real data on donors, 
transplants and the transplant list are incorporated into simulations of the 
proposed allocation models to assess which give the desired outcome.  For 
these schemes equity of access was the most important factor and was the 
driver of the schemes.  It was stated that the technology to support wellness is 
easier for kidneys than lungs, so the objectives of a lung scheme would be 
different.   
 

 

  4 Other urgent schemes and how they work 
It was highlighted that the urgent heart system has been successful with 
excellent outcomes in the UK and is subject to regular audits.  The urgent 
scheme in Germany works less well.  It was highlighted that as the number of 
urgent registrations increases, the offering process is getting slightly clogged up 
and the number of patients as a percentage is increasing.   
 
H Thomas referred to the super urgent liver scheme which has simple ranking 
according to zone and waiting time. Registrations are circulated to all centres 
and any disputed registration is taken up with the centre.  
 

 

  5 Data available for analysis 
Looking at the overall summary of data available, this shows a shift of some 
centres who are relying on radiology for functional data.  It was confirmed that 
CT scans are now used in place of catheter procedures. There is a variance of 
data collection between centres. 

Beginning additional data collection now would involve a delay of three to five 
years to collect the data over a reasonable time frame and then observe 
outcomes.  
 

 

   6 Further current evidence.  CTAGLAWG(13)1b 
It was agreed that access to heart/lung blocks should now be considered by the 
heart allocation group.  P Corris proposed that one of the members should join 
the heart allocation group to ensure continuity.    This was agreed by members. 
 
Data on organs exported overseas suggested most lungs came from larger 
donors. M Al-Aloul confirmed that GOSH has provided validation for every case 
turned down mostly due to size mis-match.  It was suggested this was just the tip 
of the iceberg in terms of the potential for size reduction based on surgical 
groups within the individual centres. J Dark stated that a programme for using 
the upper lobes of otherwise unused lungs for paediatric patients is due to begin 
shortly at Newcastle.  P Corris stated he would support the activity in the group 
as long as there is a rapid aim for the process to run in parallel.    
 
Improving access to lungs for paediatric patients via changes to the allocation 
scheme and pursuing donor lung reduction surgery are not mutually exclusive 
and they can run in parallel.   

J Dark highlighted that we need to address the high rates of offer decline and 
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   ACTION 
this will form part of his new role at NHSBT. 

H Thomas presented data as to why patients have been removed from the lung 
transplant list.  National data showed that a larger proportion of patients had 
been removed due to a deterioration in their condition in more recent years. 
It was suggested we need to improve the recording of why people are coming off 
the list as 16% of removals are for ‘Other’ reasons.  In terms of governance, it 
was asked whether the primary responsibility lay with NHSBT or the respective 
surgeons to improve the data reported, and whose responsibility it would be to 
chase it up.  J Neuberger stated we would like to improve the data collection we 
receive.  However, we cannot insist on a response to a certain data field from 
the individual centres.  J Neuberger assured members that the new way the 
advisory groups are being set up should help to address this.        

M Al-Aloul summarised that the NHSBT data collection process needs to be 
improved to enable evidence based changes to practice and to facilitate audit. 
 

7 Paediatric Access to Organs 
H Thomas summarised how paediatric patients access both paediatric and adult 
lungs via the current allocation scheme.  A paediatric donor is defined on age 
criteria only, those aged <16 years. It was stated that since the proposed 
objective for the allocation scheme was based on the number of years of post-
transplant survival, priority for paediatric patients would be consistent.  P Aurora 
stated that the data presented did not give the full picture as it doesn’t consider 
those waiting for an organ and not receiving one of a suitable size. Future 
analysis should consider smaller donors. He confirmed they look at height when 
matching organs to patients.   
 
There are three areas for consideration:  

Whether paediatric patients are getting enough offers;  
Whether the offers are being used appropriately; and  
Whether the offers are being shared appropriately between the two paediatric 
centres.   

A marked shortage of ITU paediatric beds is a factor in the shortage of paediatric 
donors.  It was highlighted that diverting smaller lungs to paediatrics could be 
detrimental to smaller adult patients.       
 

 
 
 
 
 
 
 

H Thomas 

  8 Using Registration Data to help define an Urgent Patient Category 
H Thomas presented this paper.  There were several comments regarding how 
the risk factors should be fitted in the model. J Parmar asked if height should be 
included as a candidate risk factor in addition to BMI.  P Aurora suggested we 
should consider the number of standard deviations from the norm for predicted 
FEV1 rather than the four categories used.  R Thompson asked if we could just 
use FEV1 as a continuous variable rather than any categorisation. P Corris 
stated that bronchiectasis should not be included with CF if possible, also that 
primary pulmonary hypertension should be referred to as idiopathic pulmonary 
hypertension.  It was also suggested that cholesterol should be age-adjusted. 
 
Further comments were made regarding whether to give higher risk patients 
priority in an allocation scheme focused on post-transplant outcomes. It was 
reiterated that only patients already listed for lung transplant should be eligible 
for urgent listing and it was agreed there should be an appropriate futility 
threshold.  It was suggested that data for oxygen desaturation and oxygen flow 
rate may be available at centres already and could be retrospectively collected. 
The apparent decreased risk associated with higher cholesterol could not be 
explained, although it was noted that patients with COPD and smokers have 
high cholesterol and are given statins which may have desirable effects.   
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   ACTION 
M Carby asked that age should be included in the parameters for the 
urgency/allocation scheme, however J Neuberger pointed out that age 
discrimination is illegal therefore we need to acknowledge the law but find the 
clinical justification to rule patients out in conjunction with their age.  P Aurora 
suggested the lung allocation scheme should focus on outcomes, with separate 
urgent listing criteria.   

P Corris highlighted that from a patient perspective you need to be on the 
transplant list to receive a transplant but you cannot get on the list without being 
referred and there are various methods of being referred.  It was suggested that 
NHSBT need to collect this data on referrals.  J Neuberger stated in terms of 
priorities, NHSBT’s main objective is to get more donors, and for cardiothoracic 
transplantation in particular we need better use of the donors we already have.  
J Dark commented that geographical equity of access is high on the agenda of 
the commissioning arrangements so we need to address this and decide our 
priorities.   

M Al-Aloul stated the criteria for urgent listing need to be measurable.                
R Thomson expressed concern that if an urgent scheme is introduced, there 
may be a proportion of patients in the scheme who may have never been 
prioritized initially.  If a model with parameters is produced this is only the 
starting point and R Johnson emphasized that the statistical model is only a 
guide.  

M Al-Aloul confirmed the model would be used to guide the clinicians but the 
whole process still needs to be clinically based with a focus on individual 
patients.      

  9 Discussion regarding the Allocation Model 
M Al-Aloul summarised the proposed lung allocation scheme. When a lung offer 
is made, the Duty Office will try to match to super urgent high priority patients 
nationally first.  If the organ is not matched in this category, it is offered to any 
urgent patients, locally first and then nationally. Failing this the lungs should be 
offered to the local zone for non-urgent patients.  If the organ is not able to be 
used within the list in-house, then it should be offered on to other centres on a 
rota basis. This would be the proposed sequence.     
 
J Dark queried the local priority within the urgent tier, and P Corris confirmed 
that the Newcastle group had discussed this and agreed there should be local 
priority at this level.  R Johnson suggested that a priority for local patients could 
be points based and reduced over time once centres were confident with the 
scheme.  N Yonan suggested using the word ‘proximity’ rather than ‘zone’, but 
implementing a scheme based on distances rather than zones is problematic.   

P Corris suggested the urgent scheme should be carried out initially as local 
allocation, with a view to moving towards national allocation.  This allows a 
clearer way of monitoring the urgency from a practical viewpoint.  J Neuberger 
pointed out we need to be aware of selection vs allocation and understand the 
distinction.   

SUPER_URGENT: 
P Corris presented his proposal of having two categories within the super-urgent 
scheme: Cat A - mechanically supported patients; Cat B - those with clinical and 
physiological parameters indicative of very poor prognosis, the idea being that 
they could be targeted with organ allocation before they deteriorate to the point 
of needing mechanical support. The criteria for urgent listing were debated and 
will be discussed at a subsequent meeting. A small scheme of around ten 
patients could perhaps be managed on the white board by the Duty Office. It 
was agreed that arbitration needs to be considered.   

Also within the sequence of matching, the Duty Office needs to have clear size 
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   ACTION 
matching criteria to avoid futile offers and reduce offering time.  The Duty Office 
needs clear guidelines.  

It was agreed that sensitisation alone should not justify super-urgent listing. 

Equity in zonal size: Zone size should reflect the size of the waiting list and 
patient needs.  The best indicator available is the current listing of patients and 
where they live.  N Yonan highlighted that the availability of organs within a 
certain zone would affect the listing practices and that some teams have to 
restrict new registrations because they do not anticipate that organs will be 
available in time.  J Dark stated that he expects the Advisory Group to agree the 
criteria and process of organ allocation and that auditing should be carried out 
every six months to reflect any new registrations and modified zonal 
arrangements. The need for the existence of any zones was questioned as the 
ultimate objective is to reach a national waiting list with allocation based on 
blood group, size, possibly sensitization and time on waiting list.  It was 
suggested that a review of the zones take place, similar to that undertaken for 
the liver allocation process. 

Futility: It was stated that most centres have an in-house system for prioritising 
the sickest patients.  P Corris reported they have a process which allows the 
surgeon to decide based on the knowledge of the patient, using information that 
comes in.  J Parmar stated he would review the patients regularly.  M Carby 
confirmed they have a whiteboard system.  As there are different systems in 
place we need consistency.  In order to overcome the anxiety about national 
sharing, M Al-Aloul asked if the group could define a super-urgent category 
today.  The caveat would be that data would be collected and audited for this 
particular group.  The super-urgent list should be difficult to get on to, but once 
on the list the patient should move through the process quickly.  

It was agreed that a two tier system of just super-urgent and non-urgent should 
be defined today. Lungs will be offered to super-urgent patients nationally first, 
before the current arrangement of offering to the zonal centre and then round 
the non-zonal rota.  

The question of whether multi visceral patients could be included in the super 
urgent category was raised.  J Dark stated this would not be practical, and the 
liver transplant community had agreed that the liver could only go with the lung if 
there were no super-urgent liver patients so the same would apply for the lung.   

M Al-Aloul asked if there were any papers for the futility index.  There were only 
four papers available suggesting a threshold of a LAS score of 60+ as a 
predictor of poor survival post transplant.  If we are going to define a futility 
score, we haven’t got the guidance in the literature.   J Neuberger suggested 
that simple parameters are sufficient, for example anticipated survival >50% at 5 
years post-transplant, but this should be an MDT decision rather than an 
individual one and should be clearly documented in the MDT minutes.   

P Corris suggested working on the final detail of the super-urgent listing criteria 
during the next week, and to liaise with colleagues.  There will be opportunity at 
the end of the year to look at the auditing results.   
J Dark added that he would like to take to CTAG a list of super-urgent criteria 
that could be started this year using this model.   

It was asked whether the allocation zones should be aligned with the retrieval 
zones. J Neuberger stated that there will not be a revision as we have divorced 
allocation from retrieval. 

It was agreed that the allocation zones should be defined for each organ, and 
not the same for hearts and lungs.  Non-urgent allocation will be driven by size 
and blood group matching and then each centre would have a zonal procedure 
for prioritising recipients. The zone should reflect the patient needs, not whether 
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   ACTION 
the patient is near a transplant centre.  The best indicator we have in terms of 
demand for transplantation are those recently listed and where they live  Action: 
to review the lung allocation zones in a similar way to the liver allocation zones, 
based on the proportion of registrations made and the proportion of donors 
arising in each zone.  The advisory group should agree the criteria and the 
process and then auditing is done every twelve months to reflect registrations 
and modified to current practice.   

Conclusion: 

J Dark, representing CTAG, stated that we have a super urgent two tier system 
with criteria decided today with the intention of having a scoring system for the 
two groups.  The group have until autumn 2013 to come up with a proposal for 
the urgent category to complete the model.  J Dark asked M Al-Aloul to 
summarise the progress thus far to CTAG in April and present the urgency listing 
criteria in September.  

J Neuberger added that it is anticipated that new data fields will be needed on 
the NHSBT database and this time limit is essential to allow software planning 
and resource allocation.  J Neuberger stated that if we start to collect 
retrospective data, the reality is five years minimum, which is a long term goal.  It 
was highlighted that collecting additional data at the centre and processing it at 
NHSBT means resources will be challenged.   However, by September 2013 the 
group should devise a list of outcome measures to be captured by NHSBT.  The 
model proposed today is deemed to be workable.    

8 CTAGLAWG(13)6 - Discussion and changes agreed   
   The details in paper CTAGLAWG(13)6 were discussed in order to define the 

super-urgent criteria and these will be circulated in an updated document. 

J Dark asked that size criteria for offering need to be agreed in terms of the 
range of size to be allowed.  It was suggested that size-matching should be 
based on TLC, with an acceptable donor height range then specified on the 
registration form.   

Height should be specified for both for male and female donors, and a patient 
will only get offers for donors within those limits.  Centres should be able to 
specify their own size-matching for each patient but within overall limits. 

J Dark mentioned the urgent heart system refers exceptional cases to the Chair 
of CTAG for agreement.  A system for centre arbitration using a confidential 
electronic system would be preferable to allow audit.  Regular checks would be 
required and a mechanism needs to be in place to notify the arbitration panel of 
a new case.  

M Al-Aloul gave thanks and recognition to Rachel, Helen and the team for their 
contribution.      
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