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Governance Report for KAG, June 2016 
 
All Incidents in a six month period to end April 2016 reported to ODT where 
“Kidney” was identified on a key-word search were identified and viewed 
 
There were 102 such incidents, veru comparable to the 50 Incidents reported in 
a three month period at the December 2015 KAG   
 
Many also, or primarily involved other organs, or were inconsequential 
 
The breakdown of the Incidents into the various areas of activity is: 
 
Retrieval  52 
Donation  12 
Transplantation 15 
Transplant Support 8 
   (Inc Duty Office) 
HLA   8 
Living Donation 5 
 
Note on Retrieval Incidents: Across the board, approximately 40% of all 
Incidents are ascribed to Retrieval. In recognition of this high proportion, 
detailed summaries of Retrieval Incidents are to be reported to the Clinical 
Retrieval Forum (CRF) and to the National Retrieval Group (NRG), which are 
more appropriate arenas for analysis and discussion.  
 
Where, as in most cases, they affect individual NORS teams, they are also to be 
discussed at contract review visits. The forthcoming changes in NORS will 
include a more robust Governance process, with, for instance, retrieval timings 
included in data by which teams are assessed, and an obligation to respond to 
Incidents with a complete report within 30 days.  
 
 
Retrieval 
Four kidneys were lost because of damage noted at the time of retrieval. Two 
were on DCD donors. At least one more had extrusive but successful repair.  
Two kidneys were dropped on the floor, a new record for a six month period; but 
both could be used.  
There were the usual trickle of problems about mis-labelled kidneys, and some 
relatively minor issues with packaging.  
There had previously been  major bleeding from a QUOD biopsy, requiring 
vascular embolization and evacuation of haematoma, although the kidney 
remains with good function. In this period, there was an instance of prolonged 
haematuria. Quod-related injuries remain under close observation. An external 
expert reported that the biopsy process was safe.  
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Donation 
In this time period, all of these Incidents related to minor errors on EOS, some 
late microbiology results, but none of them with any consequence. There has 
been feed-back to the SNODs and their local teams 
 
Transplantation 
Most of these Incidents involved non-renal teams, with no consequence for the 
kidneys.  
Change of mind following the arrival of a different on-call team, in the setting of a 
marginal, usually DCD donor, is a problem which dogs all areas of 
transplantation. There were three such Incidents in this six month period; it is 
something which remains a significant annoyance to SNOD’s and donor hospitals 
 
There were two reports of cancer following transplant. One was a renal cell 
cancer some 12 years after transplant, and the other was a primary thyroid 
cancer, with lung metastases, only a few months post transplant. Neither could 
be ascribed to donation. 
 
 
Conclusions 
The Incident reporting system enables NHSBT to fulfill it’s legal responsibilities 
to the HTA. But more importantly, it is a robust mechanism for reporting 
problems back to transplant centres, SNOD teams and NORS teams, to improve 
local learning. It also allows us to identify trends, and arrange feed-back, as we 
have done for the Retrieval problems, to the relevant national bodies 
 


