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NHS BLOOD AND TRANSPLANT 

 
NOTES OF THE PANCREAS ADVISORY GROUP MEETING 

HELD ON FRIDAY, 26 APRIL 2013 AT 10.30 AM, CONFERENCE SUITE 2 
AT THE ORGAN DONATION AND TRANSPLANTATION DIRECTORATE, BRISTOL 

 
PRESENT:  
Professor Peter Friend Chair   
Mr. Argiris Asderakis  Cardiff Transplant Centre 
Mr. Titus Augustine   Manchester Transplant Centre 
Dr. Vaughan Carter  British Society for Histocompatibility & Immunogenetics 
Mr. John Casey   UK Islet Transplant Consortium Representative 
Mr. M. Drage   Guy’s Transplant Centre 
Miss Sue Falvey  Head of Clinical and Nursing Governance, ODT 
Dr. Sue Fuggle  Scientific Adviser, ODT  
Ms. Christine Jansen  Recipient Transplant Co-ordinator 
Dr Edmund Jessop  Highly Specialised Commissioning Team 
Professor Paul Johnson Islet Laboratory Representative 
Dr. Adam McClean  West London Renal & Transplant Centre 
Ms. Lisa Mumford  Senior Statistician, Statistics & Clinical Audit, NHSBT   
Mr. Justin Morgan  Kidney Advisory Group Representative 
Mr Gabriel Oniscu  Edinburgh Transplant Centre 
Dr. Rommel Ravanan  Renal Association Representative 
Ms. Marian Ryan  Team Manager, Eastern Region & SN-OD Representative, ODT 
Professor Jim Shaw  UKITC Representative 
Mr Sanjay Sinha  Oxford Transplant Centre  
Professor Chris Watson Cambridge Transplant Centre (Deputising for Mr. A Butler) 
Mrs Ann Yates  Assistant Operations Manager & Duty Office Manager, ODT 
 

   
IN ATTENDANCE:   
Jacqui Sanders  PA/Secretary - Clinical & Support Services  
   

  ACTION 
 APOLOGIES  
 Apologies were received from Professor James Neuberger, Mrs Rachel 

Johnson, Mr Andrew Butler, Professor Derek Manas, Mr. Iain Harrison,  
Triona Norman 

 

   
1 DECLARATIONS OF INTEREST IN RELATION TO AGENDA – PAG(12)1  
   
1.1 There were no declarations of interest in relation to the agenda.  

   
2 MINUTES OF THE MEETING HELD ON THE 12 OCTOBER 2012 - 

PAG(M)(12)2(Am2)  
   
2.1 The previous minutes were agreed as a true and correct record.  
   
2.2 Action points – PAG (AP)(12)1 

All actions were completed or listed as agenda items:  

   
 AP3 – (3.2.3 - 12.10.12 – L Mumford)  

Ensure Pancreas CUSUM information is on the agenda so that data (graphs, 
annual report and responses minus PID) can be presented at future PAG 
meetings.  Agenda item 3.2.3 
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 AP6 – (3.6 – 12.10.12 – L Mumford)  

Provide data to quantify the number of organs that do not result in whole organ 
transplant due to lack of HLA typing results / withdrawal of treatment.   
Agenda item 3.3 

 

 AP10 – (4.2 – 12.10.12 – L Mumford) 
Present a report on deviations from standard listing criteria and any anomalies with 
the data to future PAG meetings.  Agenda item 7.4 

 

  AP12 – (7.3 – 12.10.12 - L Mumford)  
 Present a report on deviations from standard listing criteria and any                                
 anomalies with the data to future PAG meetings.  Agenda item 9.2 

 

  AP13 – (7.3 – 12.10.12 - S Sinha) 
 Provide data on the 18 months outcome of bladder-drained pancreases. 
 Agenda item 12 – AOB 

 

 AP14 – (9.0 – 12.10.12 – L Mumford) 
Monitor disadvantages to highly sensitised patients. Agenda item 10.2  

 AP19 – (15.6 – 12.10.12 – L Mumford) 
Examine patient referral data to see whether postcodes factor in referral pathways 
to Newcastle and other centres and report findings at the next meeting. 
Agenda item 11 

 

2.3 Matters arising, not separately identified  
There were no matters arising.  

   
3 ASSOCIATE MEDICAL DIRECTOR’S REPORT   
   
3.1 Developments in NHSBT 

Sue Falvey reported on the following developments within NHSBT:  
   
3.1.1.      Update on SOAG Review 

Recommendations have been approved by the NHSBT Board.  J Neuberger will 
meet with all advisory group chairs to agree going out to tender to train lay 
members to have annual meetings with the Chairs.  It is planned that the Kidney 
and Pancreas Advisory Group lay memberships will be combined. 

 

   
3.1.1.1 SOAG Terms of Reference – PAG(13)20 

The review by Dr. Gillian Schiller had resulted in a proposal for a two tier structure 
with a wider group to meet twice a year (as with the current PAG) and a working 
group (the smaller group) every two months.  

There was considerable discussion as to how this would function in the context of 
the pancreas transplant service nationally. It was agreed that it would be difficult 
to create a much smaller group that did not exclude either individual units or 
important subsets of the PAG membership (for example, islet isolation or H & I 
laboratories). 

It was agreed that the objectives identified by Dr Schiller and the review team 
would be better provided by a variant of the current arrangements: the wider 
group, representing all clinical units and other stakeholders would continue to 
meet twice per year but would delegate to ‘ad hoc’ smaller working groups when 
specific tasks were identified (e.g changes to allocation policy). These working 
groups would be expected to meet frequently and deliver rapidly and would be 
accountable to the wider group. 

It was felt that this proposal would retain the effective working practice that 
members felt had been demonstrated in the PAG since its inception, but would 
formalise an effective means to address specific tasks. 
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  ACTION 
3.1.3 New Appointments    

Dr. Dale Gardiner has now been appointed as a deputy clinical lead to work with  
Dr. Paul Murphy.  Paul Murphy will be leading the strategic aspects of organ 
donation and Dale Gardiner will work operationally with the SN-ODs.   

 
 
 

 
   
 Pilot Study 

Dr E Jessop  expressed some concern regarding the geographical distribution of 
pancreas transplants across the country in both type one and type two diabetes 
patients.   

There is an issue over the incidence of diabetic renal failure in London.   
It was noted that the registry has successful links with the diabetes database in 
Scotland.   

It was agreed this may be a useful topic for a pilot study - postcode information 
alone is not enough to determine distribution.     

 
 
 
 
 

   
3.2 Governance issues  
3.2.1 Non-compliance with allocation  

S Falvey confirmed there were no reported instances of non-compliance of 
pancreas allocation. 
 

 

3.2.2 Incidents for review  
There are on-going concerns regarding the rate of retrieval damage and the 
resulting loss of transplants or complications in organs that are transplanted. 
Interpretation is also complicated because different units and clinicians have 
different thresholds for acceptance.  Previously, the Kidney Advisory Group 
initiated a study whereby all discarded kidneys were sent to a single centre 
(Cambridge) which reviewed the evidence for discarding the organ. It was agreed 
this procedure could potentially also be used for the pancreas.  It was suggested 
that pancreases unsuitable for transplant could be sent to an islet laboratory and 
any damage would be documented.   This would have the advantage that some 
damaged organs might be suitable for islet isolation. 

The problems of acceptance of marginal organs retrieved by distant NORS teams 
were discussed. Potential technological approaches were discussed that might 
improve the ability of the implanting surgeon to make this decision. P Friend 
requested that these image transfer and other possible solutions should be 
discussed separately. S Falvey noted regulatory concerns regarding imaging in 
terms of PID and the need for an identifier.   

C Janson suggested that the islet laboratories would be prepared to take the 
pancreas for assessment rather than necessarily for transplant.  All organs 
retrieved with clinical intent would be examined by a transplant surgeon – this 
would provide a retrospective assessment as to whether a discarded organ could 
have been used for transplant. 

 

   
3.2.3 Summary of CUSUM monitoring of outcomes following pancreas 

transplantation – PAG(13)12 
It was agreed that open discussion of CUSUM triggers at future PAG meeting 
would be helpful and that more formal discussion about individual unit outcomes 
would be appropriate.  

At the recent meeting in Edinburgh, 5 year survival rates were shown and it was 
agreed that these survival data for each centre would be useful.  L Mumford 
confirmed this would be included on a funnel plot in the next Centre Specific 
Reports.   

 
 
 
 
 
 
 

L Mumford 
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3.2.4 IT Implementation progress report – PAG(13)3 

• A Powell reported that amendments had been made to the National 
Transplant Database (NTxD) to alleviate problems associated with organ 
allocation issues, policy decisions and clinical developments.  Notable 
enhancements included access to EOS for NHSBT tissue services staff, for 
tissue only donors and locking of donor records, to ensure they can only be 
updated in one place each time.  

• EOS mobile went live in January 2013 but currently does not support 
photographs.  EOS mobile was received positively by all members. 

• We have now introduced an offering protocol where offering is made from the 
duty office with limited options for SN-ODs.   

• The clinical microsite went live in December 2012 and provides detailed 
information on NHSBT policies, best practices and statistics for professionals 
and the public.   

• The donor registration transformation project has been approved by the 
department of health and will enable a more effective platform for entering 
data, to reduce transcription errors. 

• A Powell requested that if anyone had a viable need for access to EOS, we 
would be happy to assist. 

• S Sinha asked that SN-ODs should complete electronic documents as the 
completion rate is only around 60%.  This would overcome the need to ask 
SNODs for the rest of the information.  

      M Ryan to action this concern. C Janson confirmed that recipient                            
      co-ordinators always liaise with the SN-ODs.   

A training issue was identified regarding locking out of EOS mobile.  Members 
asked if it was possible to have a dummy donor number added, to aid training on 
EOS and A Powell confirmed this facility is available. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

M Ryan 

3.3 Audit of HLA type availability at time of offering – PAG(13)4  
 L Mumford reported that the decision made at the previous meeting of PAG  to 

defer the offer of the pancreas until HLA was available up to 2 hours from 
withdrawal of treatment had not, in fact, been formally implemented. However, 
despite this, practice has already changed and the Duty Office currently waits for 
HLA to become available.  There are trigger points for fast tracking as discussed 
at the previous meeting.  The majority of DCD pancreases are now offered in line 
with the nationally agreed protocol, directly to a named patient through the 
National Pancreas Allocation Scheme (NPAS). 

 

   
4 PANCREAS ISLET TRANSPLANTATION  
   
4.1 
 

4.2 

Report from the Pancreas Islet Taskforce 26 February 2013 – PAG(13)5 
The minutes of the PITF meeting were attached for information only. 

Simultaneous Islet and Kidney Transplantation 
J Casey stated that the main discussion was based on formalising islet distribution 
geographically.  The cold ischemic time needs to be reduced and also ensure we 
are optimally using organs for islets.  
Second grafts:  The scheme was set up for a median waiting time of six months 
but this has proved to be problematic as many patients (inevitably) wait longer 
than this.  The agreed solution is to reset this target to a median waiting time of 
three months, although this may be to the detriment of other patient groups, 
particularly sensitised patients It was agreed to modify the allocation system to 
increase the waiting time points for priority islet recipients in an effort to ensure 
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  ACTION 
that the second graft is carried out quickly and, hopefully to increase the number 
of patients that achieve insulin independence.  

The issue of managing multiple islet isolations was discussed – at present the on-
call labs can only handle one isolation in 24 hours.  P Johnson had concern that 
staffing levels and funding may be limiting issues and suggested looking at the 
logistics of two per day, per centre.  There would be financial implications 
regarding the delivery of service and therefore the intensity of staffing is crucial.  
Parallel preps would need double staffing.  However, it was pointed out there 
hasn’t been a turn down due to lack of staff.  The principal agreement with 
laboratories regarding isolating works well.  J Casey to set up a Working Group to 
consider this proposal. 

 

 

 

 

 

 

J Casey 

   
4.3 Islet Transplantation – PAG(13)6 

L Mumford presented information on islet transplantation, including reasons for 
not accepting pancreases for islet transplantation or for not transplanting isolated 
islets.  Also presented was a breakdown of the number of offers of pancreases for 
islet transplant by donor age and BMI.  

Data were also stratified according to whether to the organ was offered initially to 
a whole organ patient, then to an islet patient.  P Johnson advised caution 
regarding conversion rates, as acceptance for threshold determines this outcome. 
G Oniscu asked if we could change the criteria for a lower yield, as we have 
evidence that discarded preps could add to the cumulative total.  It was suggested 
that we might consider younger donors to increase islet transplant numbers.   

 

 Simultaneous islet and kidney transplantation 
J Casey asked members to consider whether patients listed for simultaneous 
kidney and islet transplantation should be given the same level of priority for the 
kidney as patients awaiting solid organ SPK. This was broadly approved.  P 
Friend noted it will need to go to KAG.   J Casey to draft a proposal for the group 
to discuss.  

Pancreas and islet research  
More than 500 donor families consent for research but the majority of organs 
declined for clinical transplantation are not, in fact, used for research, often for 
reason of HTA legislation (particularly in relation to the licensing of premises for 
organ removal). The question was asked whether the Human Tissue Act would be 
looked at again.  C Watson stated that the government has identified further 
changes.  It was agreed we need to write to the ministers and J Neuberger may 
be aware of the DH directive.   L Mumford to collate data on the number of 
pancreases taken for research.  

 
 
 
 

J Casey 
 
 
 
 
 
 
 
 

L Mumford 

   
5 PATIENT SURVIVAL FROM TIME OF LISTING FOR TRANSPLANT 

- PAG(13)7  
   

 L Mumford confirmed this paper was produced by D Collett and asked for 
comments. There was no variation in practice.  C Watson suggested separating 
survival outcomes of pancreas alone and SPK outcomes.       

 

   
6 ANNUAL REVIEW OF PANCREAS SELECTION AND ALLOCATION POLICIES 

- PAG(13)8 a & b 
 

   
 There were concerns that these documents do not reflect current practice.  C&SS 

to send out Pancreas Allocation and Selection Policies to members for comment, 
advising a three-week deadline for return. 

 

C&SS 
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7 STANDARD LISTING CRITERIA   
   
7.1 Selection criteria for pancreas transplant patients – PAG(13)9 

Members were asked to review the current process and make any changes as 
appropriate, for inclusion in the criteria.   

For Pancreas after Kidney Transplantation the restrictive criteria for Pancreas 
Transplant Alone listing do not apply. The requirement is for a prior kidney 
transplant with reasonable function and type I DM in an appropriate recipient. 

 

   
7.2 Pancreas transplant listing exemption requests – PAG(13)10a & b   

Discussion would be required to review criteria for exception rules.  C Watson 
stated that changing the criteria, this may increase the referral rate.  
It was reported that all islet centres are ensuring access to pumps.  
G Oniscu suggested all members bring exception cases for discussion.   

In conclusion, the suggested options were:  

• Not to change anything,  
• Present a case by case basis for approval. 
• Change the rules, which may need approval by KAG.   

All members to report how many patients there are per centre and assess 
eligibility of pancreas alone.   

R Ravanan to find out whether a Bristol patient discussed would fulfil current 
eligibility criteria.   

 

 

 

 

 

All members 
 

R Ravanan 

   
7.3 Outcome of previous applications to appeals panel   
   
7.4 Summary data – PAG(13)11 

Following an audit of new registrations, the form return rate was 95% for whole 
pancreas registrations and 74% for islet registrations with 4 of the centres 
returning 100% of their forms.  Five patients did not meet the criteria.  

 

   
7.5 Dual listing of sensitized patients on the SPK and kidney waiting lists – 

PAG(13)12 
S Sinha was concerned that adding sensitised patients to the SPK list may not be 
in their best interests as this might exclude them from the a wider pool of donor 
kidneys.  C Watson asked how many have been transplanted over the last two 
years.  L Mumford had data for the last year.  Patients should be offered the 
option of switching to the Kidney only list, but not both lists.  
P Friend suggested this could be a task for the sub group.  

 
 
 
 
 
 
 

P Friend 
   
8 Summary from Statistics and Clinical Audit – Advisory Group Work-plan 

PAG(13)13 
 

   
 Members did not have any queries or comments.  
   
9 PANCREAS TRANSPLANT ACTIVITY  
   
9.1 Transplant list and transplant activity – PAG(13)14 

Whole pancreas transplant numbers are stable. 
 

   
10 UPDATE ON PANCREAS ALLOCATION SCHEME  
   
10.1 The two year NPAS report – PAG(13)16 

L Mumford reported this is working as expected.  A McClean asked if the median 
waiting times for transplant have gone down, as shown on table 2.3.   
No further questions by members. 
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10.2 Monitor disadvantages to highly sensitised patients – PAG(13)17 

L Mumford reported that after the first year of NPAS, there was a significant 
reduction in the number of long waiting patients, but a build up of highly sensitised 
patients on the pancreas transplant waiting list.   Figure 1 showed the matching 
run history of highly sensitised patients that have waited at least 365 days in the 
NPAS and the median days listed were 518.   
 
It was agreed that the period on monitoring should continue. 
P Friend noted that any beneficial effect on waiting times for sensitised patients 
may not become apparent until the waiting times for all waiting patients in different 
units have equalised. 

 

   
11 PATIENT REFERRAL DATA BY POSTCODE – PAG(13)18  
   
 Members had no further comments or recommendations.  
   
12 ANY OTHER BUSINESS  
   
12.1 Transplantation of Jehovah’s Witnesses 

It was reported that no transplants have yet been done.   
Members agreed that the option should be open to carry out transplants for 
Jehovah’s Witnesses within all centres, even though numbers will be small. 

 

   

12.2 An Update on Normothermic Regional Perfusion in DCD Category III organ 
retrieval and liver transplantation – PAG(13)21 
G Oniscu outlined the procedure and wished to ensure that centres that are not 
familiar with this technique, would nonetheless be happy to transplant kidneys 
retrieved using this method. Evidence from kidneys and livers is generally 
supportive. To date, 14 donors have received this approach in the UK. NRP is 
already being used in France, Spain and the USA. 

 

 It was agreed also that pancreas from an NRP donor could be offered for islet 
isolation and clinical transplantation if islet QC satisfactory and accepted by 
recipient centre. 

 

   
12.3 Bladder Drained Pancreas Transplantation Alone: A Single Centre 

Experience – Ref AP 13. 
S Sinha presented this paper and confirmed he will continue with this work.   
M Drage noted that Guys Hospital performed bladder drainage until recently.    

 

   
 There were no further issues.  
   
13 DATE OF NEXT MEETING:  
   
 The next meeting will be on Friday 11 October 2013 at ODT, Bristol.  

 
Organ Donation and Transplantation Directorate July 2013 

 


