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NHS BLOOD AND TRANSPLANT 

 
MINUTES OF THE DCD KIDNEY ALLOCATION WORKING PARTY (SUB-GROUP OF KAG) 

HELD AT 11 AM ON TUESDAY, 24TH APRIL 2012 AT ODT, BRISTOL 
 

PRESENT:  Susan Fuggle, Co-Chair 
   Martin Raftery, Co-Chair 
   Argiris Asderakis, Cardiff Transplant Centre 
   Jeanette Foley, SNOD representative  
   Peter Friend, Oxford Transplant Centre 
   Andrea Harmer, Sheffield H & I Laboratory 
   Alex Hudson, Statistics & Clinical Audit, NHSBT 
   Rachel Johnson, Statistics & Clinical Audit, NHSBT  
   Chas Newstead, Leeds Transplant Centre 
   Gavin Pettigrew, Cambridge Transplant Centre 
   Peter Rowe, Plymouth Transplant Centre 
   Dominic Summers, Cambridge Transplant Centre 
   David Talbot, Newcastle Transplant Centre 
   Jane Tizard, Bristol Paediatric Transplant Centre 
   Chris Watson, Cambridge Transplant Centre 
 
APOLOGIES:   John Connolly, Belfast Transplant Centre 
   Geoff Koffman, Guy’s Transplant Centre 
   Lorna Marson, Edinburgh Transplant Centre 
   Justin Morgan, Bristol Transplant Centre 
   James Neuberger, NHSBT 
   Keith Rigg, Nottingham Transplant Centre 
    
IN ATTENDANCE:   Carol Ashitey, Clinical & Support Services, ODT 
   Andrew Bradley, Chair of KAG 
   Sally Davis, Clinical & Support Services, ODT 
   Kathy Zalewska, Clinical & Support Services, ODT 
 
  
   ACTION 
  1 MINUTES OF THE MEETING HELD ON 1ST APRIL 2011 – DCD 

KAWP(M)(11)1 
 

   
  1.1 Accuracy: The minutes of the last meeting were agreed as a correct record.   
   
  1.2 Action Points – DCD KAWP(AP)(12)1: All points to be discussed under 

agenda items. 
 

   
  1.3 Matters arising, not separately identified: No other matters arising.  
   
2 DCD Kidney Allocation: Evidence for sharing  
   

  2.1 A Hudson gave a presentation on evidence for sharing of DCD kidneys.    
   
3 Consultation feedback  
   
3.1 Written responses to consultation document – DCD KAWP(12)1  
3.1.1 Received and noted   
   
3.2  RTSM held in London on 23 January 2012 – DCD KAWP(12)2  
3.2.1 Extract of discussion held at RTSM – received and noted. 

 
 

 

  4 Main discussion: Sharing DCD kidneys  
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   ACTION 
    4.1 The purpose of the meeting was to consider the work undertaken so far and to 

reach a conclusion on a recommendation to the next meeting of KAG which 
takes place on 21st May 2012.   
Guiding principles: 
DCD is a growing proportion of the deceased donor pool and transplant activity 
Equity of access to these organs is an over arching principle on which the whole 
transplant community is agreed. 
Any sharing scheme must not increase CIT and should ideally reduce it and 
every effort must be made not to damage existing successful transplant 
programmes. 
 
M Raftery outlined the decisions made to date: 
o Majority of transplant units are in agreement to share the 2nd DCD kidney 
o Two centres (Portsmouth and Plymouth) are strongly opposed to this 

proposal due to a major decline in DBD activity since the changes to the 
NKAS in 2006 and concerns that the proposals would have a similar effect on 
their DCD programmes. 

o Prior HLA typing is essential in order to avoid an increase in CIT and 
therefore sharing arrangements can not start before this is secured. 

o Regional/neighbourhood sharing appeared to be preferred  to national 
sharing 

o The impact of any sharing scheme needs to be carefully managed so as not 
to have a destructive impact on individual transplant centre DCD 
programmes 

Agreement has yet to be reached on whether to impose an upper age limit and 
whether dual transplantation should be considered. 

Discussion points: 
o Concerns that some centres will be disproportionately and adversely affected 

by these proposals. 
o Concerns over increasing number of families withdrawing consent due to the 

length of time the offering process takes. 
o Virology is also likely to cause delays in the process. 
o System improvements to EOS are needed to improve the efficiency of the 

SNOD during this process. 
o The possibility of a national scheme for highly sensitised patients (HSPs) and 

difficult to match patients should be considered as a refinement to any 
agreed scheme rather than being incorporated immediately. 

o Consider the possibility of limiting the number of kidneys being shared in 
order to reduce the initial impact of any changes on centres, i.e. incorporate 
an age limit.  This would need to be audited and reviewed by KAG to assess 
the impact. 

o Concerns that some centres which are more selective in accepting DBD 
organs are likely to build up waiting times for their patients, resulting in an 
increase in offers of better quality kidneys.  If the DCD offering scheme is 
based on the DBD offering scheme this will need to be audited as these 
centres are preventing equity of access to offers for their patients. 

o HLA typing prior to retrieval:  
o Consideration is being given to this becoming part of the PBR tariff for 

kidney transplantation 
o It is hoped that resourcing for labs for this activity will be in place by 

2013.  A change to the DCD offering scheme is a major initiative likely to 
be seen favourably by Commissioners and thus likely to be funded. The 
different funding mechanisms of the 4 countries should be taken into 
account.    

o Some laboratories are currently absorbing the extra work but this is a 
strain on resources.  
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   ACTION 
o Consideration could be given to agreeing a mechanism to shorten the 

offering process for DCD organs by restricting offering and restricting the time 
limit to accept these organs.    

o If cold ischaemia time is likely to exceed 12 hours the kidney should be 
offered to the centre which can carry out the transplant in the shortest 
timeframe. 

  4.2  Sharing pool  
 o Working in local alliances would provide too small a recipient pool to gain the 

advantages of better matching and better access for HSPs.  It was estimated 
by A Hudson that approx one third of the country is required to achieve 
similar access benefits to a national sharing scheme.  

o A number of members expressed the view that smaller geographical areas 
have advantages in improving the CIT for the second kidney whereas they 
retain some of the advantages of a national scheme. 

o Concerns were expressed by some members of the Working Party at the 
potential effects on some transplant programmes of sharing across 3 regions 
ie North, Midlands and South.  

o Simulation modelling should be undertaken to show the optimal pool size to 
gain some of the advantages of better matching etc. This should be 
circulated to members prior to putting a recommendation to KAG.    

o A Hudson was asked to carry out simulation modelling based on an 
approximate recipient pool of 1,000 recipients in approx 5 regions, including 
Scotland.  

 
 
 
 
 
 
 

 

   
   5 Further discussion  
   
   5.1 Donor age  
   5.1.1 Members agreed to taper the scheme based on age limiting criteria.  For the first 

two years (as a minimum) there should be a fixed point age criteria which will be 
agreed following simulation modelling.  This should then be reviewed annually 
by KAG to ensure any changes to offering are introduced gradually.   

 

   
   5.2 Dual kidney transplantation  
   5.2.1 The age limiting criteria above would not affect dual kidney transplantation as 

the majority of those used for dual kidney transplantation are from older more 
marginal donors and they would excluded for the first 2 years.  A decision on this 
will be deferred. 

 

   
   5.3 SPK transplantation  
   5.3.1 In the event that a pancreas from a DCD donor is allocated to a specific recipient 

then the kidney which should accompany the pancreas for SPK transplantation 
would be the ‘shared’ kidney even if this is transplanted locally as the SPK 
recipient is local. This equitable since the SPK recipient is from a Regional rather 
than a local pool.  However, if that centre does not use the pancreas the ‘shared’ 
kidney must be offered on.    

 

   
    6 KAWP recommendations for the Kidney Advisory Group on 21st May  
 o All members bar one agreed with the recommendation to work towards a 

sharing scheme in which one DCD kidney is retained locally and one is 
shared in a regional/area alliance (to be agreed following simulation 
modelling). 

o The scheme should include the tapering of age criteria for a minimum of 2 
years.  Following simulation modelling on age criteria, members will be given 
the opportunity to comment on the proposed mechanism prior to the 
recommendation to KAG.   

o Members recommended that some form of governance of organ acceptance 
be instigated. 
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   ACTION 
Summary: Members agreed in principle to sharing the second DCD kidney 
subject to checks and balances being put in place and the simulation models 
referred to above being circulated for consultation prior to any recommendation 
being submitted to KAG.  Systems should also be in place to minimise the 
impact on those transplant centres which depend heavily on DCD donors.   
 
 

 
A Hudson 

 

 


