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In the 7 month period to July 2014 there were 283 Occurrences reported 
through the web-based system and accepted as Incidents.  Because reporting 
is entirely voluntary, and there is a range of enthusiasm for the system, only a 
very limited interpretation of the data is possible.  In addition, searches are 
based on keywords, so the identification of a centre, team or organ does not 
imply that they were the source or the object of the Incident.  
 
In practice, the frequency of appearance in Incidents is dependent on, and 
probably in order, (i) local habit to report incidents (ii) activity and (iii) 
suboptimal performance.  The data can only be looked at with these provisos 
in mind:  
 
Out of the Incidents reported in a 6 month period, 56 concerned kidney alone, 
and another 32 kidney with at least one other organ 
 
For comparison, there were 21 liver alone and 31 liver with other organ, 13 
heart alone and 14 heart with other organ Incidents 
 
Trends 
 
From this analysis, and from discussions within the Governance group, two 
areas of concern need to be highlighted to KAG: 
 

1) Change of Decision 
Acceptance of an organ by one surgeon and turned down, on the same 
information, by another surgeon the following day. This applies 
principally to DCD kidneys at the margins of acceptability.  Whilst the 
decision of the surgeon caring for the patient is paramount, these 
incidents are reported because of what is perceived as an unnecessary 
approach to the donor family.  It is a problem for all organs.  
Colleagues are asked whether policies can become more uniform. 
 

2) Ureteric Damage  
Damage in general is a significant cause of organ loss (see appendix). 
One surgeon commented that “this is much more frequent than 
generally reported, and NHSBT must do something about it” 
 
Using “Ureter” as a key word, 10 Incidents were identified over a 22 
month period. Since reporting began in November 2012, in the 
successive six month periods, numbers of incidents have been 3, 5 
(including 3 in June 2013!) 3 and 1 since June 2014 
 
2 kidneys were lost in a donor with retroperitoneal fibrosis, where the 
liver was also irretrievably damaged.  1 kidney had excessive ureteric 
bleeding related to a biopsy but was otherwise successfully 
transplanted. 
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There were two ureters cut short, with associated polar artery damage. 
4 were described as “stripped” and the organ not used.  There was 
often associated vascular or capsular damage. 
 
One ureter was mobilised excessively and caught in the organ 
packaging.  The transplant could proceed because the recipient was 
thin. 
 
A final ureter was cut short by the recipient surgeon.  He commented 
that it could be implanted in a very thin patient, but fast-tracking failed 
to find a recipient. 
 
The majority of these incidents occurred in DCD retrievals 
 
Conclusion 
 
If Ureteric damage is frequent, it is not being reported.  Over nearly two 
years we came across 4 stripped and 2 divided ureters. Another was 
divided by the recipient surgeon and another caught in packaging.  
This represents a tiny proportion of renal transplants in this time. 
 
A much more sophisticated assessment of the retrieved organ would 
give a clearer view of reality. 

 
 
 
 
 


