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NHSBT SPLIT LIVER TELECONFERENCE 
 

MINUTES 
 

26 September 2011 08h30 – 09h30 
 
 
Teleconference organised by Professor Manas on behalf of the Chairman of 
the Liver Advisory Group  
 
Present: Professor Derek Manas(DMM) (Chair)  
  Mr J Powell(JP) (Edinburgh)  
  Prof S White(SW) (Newcastle) 
  Mrs A Yates(AY) (NHSBT – Duty Office) 
  Mr R Prasad (RP)– Leeds  
  Prof J Neuberger (JN)– (NHSBT – Assistant Medical Director) 
  Mr P Gibbs (PG)– Cambridge  
 
Apologies: Mr D Mirza   

Mr P Muiesan – who phoned later to confirm that he had been 
operating on an emergency  
Prof N Heaton – who also phoned following the meeting to 
advise that he had difficulties getting through  

 
Professor Manas welcomed everyone to the teleconference.  
 
 

Current NHSBT duty office protocols 
 

DMM asked AY to outline the current duty office protocol for 
‘flagging-up’ donors that needed to be considered for splitting. She 
re-emphasised that these included age under 40, weight over 40kgs 
and a donor who had an ITU stay of less than 5 days. She also 
confirmed that most splittable livers were not being split because of 
‘unfavourable anatomy’ or that the index adult recipient was 
considered ‘too sick’.   
 
The group discussed whether an adult being ‘too sick’ was a good 
enough reason not to split an organ and although most agreed that 
maximizing the splittable livers was paramount, it was agreed by all 
that there should be some leeway to allow the implanting surgeon 
to make the final clinical decision and if it was felt that the adult 
recipient was too ill to accept the split a the whole organ should be 
transplanted.   PG agreed that while it was extremely important to 
allow surgeons to make the decision but documentation was 
essential and if the split was not to go ahead clear documentation, 
documenting the details of the recipient  receiving the liver should 
be available for 2 reasons – 1. for  audit purposes and 2. to 
consider modelling  - to allow work to be done on looking at what 
constitutes a ‘high risk’ adult candidate  In terms of the adult being 
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‘too sick’, JN did raise the issue of modelling as a scenario where 
we could ultimately have a UKELD score above which a split may 
not be offered to a potential recipient.  I think some members of the 
group felt that this was probably not that easy to do although it was 
a good idea. One of the problems with having an upper limit of 
UKELD but not a lower limit is that the transplant benefit may be 
compromised if you are giving a split liver which is essentially 
marginal - to someone whose UKELD or MELD is very low and may 
not benefit much. JN felt that perhaps Kerri Barbour (NHSBT) could 
help with some of the modelling.  The action of this was that 
Professor JN and DMM would speak to Kerri and discuss whether 
she had enough data to do this.   
 
All agreed that it was a good thing to do.  We did not agree how it 
was best done – but NHSBT should be involved. I think we can 
discuss that at our further meeting.  
 
Offering 
 
The current principal - if there is a paediatric recipient any where in 
the country, the liver needs to be split. DMM felt that that was key to 
the national splitting programme working and this was again 
reiterated by Professor Heaton (NH) in his conversation with DMM 
afterwards. In terms of the index patient, all agreed that having the 
paediatric patient as the index patient was the current principal, but 
some felt that that may not be ideal. JP and PG felt it was not 
always in the interest of the adults if the paediatric recipient was 
always the index patient and perhaps this should be changed 
depending on which centre is retrieving the liver. In other words – a 
liver retrieved by Edinburgh it is their liver and the their adult 
becomes the index patient – if its Birmingham’s liver their child is 
the index patient.    
 
Where the split should be done 
 
Option 1 - the donor liver is offered to a paediatric centre in every 
case and the split is carried out at the paediatric centre and the XRL 
sent back. (for the CIT to be kept low there would need to be 
regional working – Leeds – North; Birmingham – Middle, Kings – 
South) 
 
Option 2 – the accepting centre travels to the adult centre where the 
liver is. 
 
Option3 – the retrieving centre splits the liver and exports the 
appropriate half   
 
Obviously if there is no paediatric recipient the split does not have 
to take place.   
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Whatever option if there is a paediatric recipient then the paediatric 
recipient accepting team need to be involved in the splitting process 
either on the telephone in discussion or actively doing the 
procedure either in their home unit or travelling to the adult unit 
where the liver was.  
 
This resulted in discussion about confidence and certain paediatric 
centres not being happy with the organ that they have received.  It 
was said that if centres were unhappy then this needed to be 
audited very carefully and each case looked at on a case by case 
basis.  There is no doubt that the paediatric patients gain hugely 
from this procedure, the adults are slightly disadvantaged and some 
of the NHSBT data that was presented by Kerri Barbour in the past 
has shown that over the years the outcome has been poorer 
although the results have increased.   
 
We did not resolve the issue of the travelling surgeon but it was felt 
that every unit should be able to split. JN did bring up the issue of 
centres being ‘signed off’ to do this procedure. Minimum standards 
would have to be agreed and Commissioners may in the future  
commission based on offering a holistic service which including 
splitting of a liver 7 days a week, 365 days a year.  
 
It was felt that all the cases that were exported should be audited 
carefully and their outcomes looked at, to identify if there were any 
areas where there were problems that could be rectified.    
 
In terms of in-situ and ex-situ it was felt that in-situ splitting was not 
logistically feasible although it would be a good thing to do to 
improve the technique for live donor liver transplantation.   
 
All agreed to the exclusions which included super urgent adults 
which take precedent, multi visceral transplantation took precedent.  
All agreed that pancreas retrievals with aberrant anatomy was not 
an exclusion and that from a technique point of view it would be 
better the adult centres had the easier procedure in terms of 
implantation and that as a general principal the arteries should 
always be given to the adult centre.   
 
It was also agreed that there should be careful monitoring of non-
compliance and that this should be as a ‘standing order’ at the LAG 
meeting and that there should be more identification of why there 
was non-compliance in particular what the particular anatomical 
recipient problems were.   
 
In summary, there were no huge disagreements, except to say that 
obviously Kings and Birmingham representatives were not 
represented at the teleconference. NH did call following the meeting 
and did reiterate some of the points raised, but he did feel that 
training and confidence was one of the big issues as to why people 
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were not splitting and I think we need to address that, whether we 
address it nationally or locally and as JN pointed out it probably 
should be addressed at a local level if you are going to remain as a 
commissioned service.   
 
So in summary splittable livers need to be split whenever possible.  
NHSBT do not have any authority to insist that the liver is split.  
Having an adult that is ‘too sick’ is a good reason for the liver not to 
be split but that has to be documented in such a way that it can be 
audited in the future.  Having unfavourable anatomy comes down to 
experience and although this was not discussed at length on the 
teleconference Professor Heaton (NH) contacted Professor Manas 
(DMM) after the meeting and felt that in his view unfavourable 
anatomy was being cited on occasions when perhaps surgeons did 
not feel up to the task.   
 
There are 3 options to consider.  
We need an opportunity for the rest of the group to discuss this, but 
it does come down to training and if centres feel they do not have 
enough trained surgeons, then that has to be addressed at a local 
level 
 
It was agreed that we should try and meet before the next LAG 
meeting which is the 9th November.  Perhaps at 11h00 or at least 1 
hour before the main meeting just to reiterate some of the points.  In 
the interim I will contact Kerri Barbour and ask her if there is any 
way that we can look at modelling and look at outcomes of exported 
livers (left lateral segments) in particular looking at export between 
combinations of centres to see if there was any pattern.   
 
The main issue with splitting revolves around training and 
confidence and not enough are being done at every centre for 
people to be confident enough to do it without feeling like they are 
going to be either criticised or chastised for problems that happen.   
 
In order for this to be improved, we need to take it on again as a 
national group in a camaraderie kind of way, rather than an 
accusatory way and I think people will come on if each centre 
identifies people who are responsible to make it work.   
 
My suggestion for people to think about and comment is that 
perhaps each centre needs a split lead that will stand up and be 
counted as to why things did not happen and maintain the audit and 
ensure that there is a return.  Perhaps if we work with Kerri Barbour 
to draw up a list of parameters which can be audited easily.   
 
I will contact Kerri and perhaps she could be at our next meeting so 
that we can think about how we take this forward.  
 

Thank you again for your participation.  DMM. 


