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A three month period was investigated, Jan - March 2015. There were 47 
incidents where kidney was mentioned in a keyword search, and 28 where 
kidney alone was mentioned. These figures are almost identical to the 
numbers in the same period leading up to KAG in December 2014. 
 
An analysis of all the incidents has been performed, and some key issues or 
recurring trends identified.  
 
Of the 28, 10 revolved around transplant support services or HLA labs. 
There were 6 minor HLA discrepancies which did not have any consequence. 
Two patients had temporary inadvertent suspensions from the WL (after it 
was erroneously thought they had received a kidney) but they did not miss 
any offers.  
 
There was one incident around confusion as to allocation of a DCD kidney, 
and another where there was poor communication through the Duty Office. It 
is understood that this incident (INC1060) is to be separately raised at KAG.  
 
The accepting centre, having heard nothing after three hours, stood down 
their team and did not call in the patients. Subsequently it was obvious that 
the donor had died and the kidneys had been retrieved. Both were used as 
originally planned, with longer CIT but good function. 
 
9 Kidney Incidents concerned Retrieval . Two were short-lived haematuria 
after QUOD biopsies. Three were vascular damage so severe the organ could 
not be used. In one case this was not identified by the retrieval surgeon. One 
living donor kidney from an altruistic donor had a short ureter, and was not 
used for the intended recipient, but was returned to the centre and 
transplanted successfully into another recipient.  
 
Two marginal DCD kidneys were turned down at a centre, one after a biopsy, 
and sent to another centre, where they were turned down because of poor re-
packaging. 
 
There was one donor on the vCJD risk register, also with HCV. This donation 
was eventually the subject of four Incident Reports. All organs were turned 
down by all teams apart from one centre accepting the kidneys. As the 
retrieval was under way this centre changed their mind about acceptance. 
The kidneys were returned to the body and the family had to be told that a 
retrieval took place but no organs were used. The questions raised are         
(i) whether being on the vCJD risk register should be an absolute 
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contraindication to donation and (ii) should all changes of mind, in the 
absence of any change in donor information, be reported as an incident.  
 
On the Transplant side, 4 kidneys were lost due to poor centre judgment or 
logistical issues. One centre accepted 4 kidneys almost simultaneously, and 
had to return two, which were not used because of long CIT’s. One centre had 
a power cut in theatre when the CIT was already long because of cross-
matching difficulties. One centre ran out of theatre capacity for the second of 
two accepted kidneys and it again had too long a CIT for use elsewhere. 
 
Members of KAG are reminded that reporting incidents serves a valuable 
purpose for the whole transplant community, allowing recurrent concerns to 
be identified at an early stage, and providing a means of learning from others. 
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