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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE FIFTH PANCREAS ISLET STEERING GROUP MEETING 

HELD AT 11.30AM ON TUESDAY 23RD FEBRUARY 2016 
AT ODT, BRISTOL BS34 8RR 

 
PRESENT:  
Prof Paul Johnson   Chairman 
Mrs Lisa Bradbury  Principal Statistician, Statistics & Clinical Studies, NHSBT 
Dr Vaughan Carter  British Society for Histocompatibility and Immunogenetics 
Mr John Casey  Pancreas Islet Transplant Centre Lead, Edinburgh Royal Infirmary 
Dr Pratik Choudhary  Pancreas Islet Transplant Centre Lead, King’s College Hospital, London 
Ms Cathy Hopkinson  Statistics & Clinical Studies, NHSBT 
Dr GuoCai Huang  King’s Isolation Laboratory, London  
Dr Stephen Hughes  Oxford Isolation Laboratory 
Mrs Julia Mackisack  Lay Member 
Dr Miranda Rosenthal            Pancreas Islet Transplant Centre Lead, Royal Free Hospital, London  
Dr Martin Rutter  Pancreas Islet Transplant Centre Lead, Manchester 
Prof James Shaw  UK Islet Transplant Consortium, Newcastle 
Mr Mick Stokes                       Duty Office representative  
Mr Gareth Walker  Edinburgh Isolation Laboratory 
 
IN ATTENDANCE:                 Mrs Kamann Huang - Clinical & Support Services, ODT 
 

  ACTION 
 Apologies 

Prof Sue Fuggle, Dr Edmund Jessop, Ms Wendy Littlejohn and                                     
Dr Rommel Ravanan.   

 

   
 Welcome  
 As the new Chair, P Johnson thanked J Casey for all the work undertaken for 

PAGISG to-date. 
 

   
1 Declarations of interest – PAGISG(16)1  
 There were no declarations of interest.  
   
2 Minutes of the meeting held on 3rd September 2015  
2.1 Accuracy  
 The minutes were agreed to be an accurate record of the meeting with the 

exception of paragraph 4.2.1 'Recording of detectable C-Peptide' on page 3. 
Line 1 "the assay used for detecting C-peptide at Manchester can detect 
levels less than 25" should be amended to "the assay used for detecting      
C-peptide at Manchester can detect levels less than 95". 

 

   
2.2 Action Points – PAGISG(AP)(15)2  

 All action points have been completed or are to be referred to in the Agenda. 
Action points with an oral update are listed below. 

 

   
 
 

AP1.  The application for National Commissioning for Total Pancreatectomy 
and Islet autotransplantation has recently been declined.  Islet 
autotransplants continue to be undertaken in several centres on a case by 
case basis.  Members agreed that islet autotransplantation activity and 
outcomes should be monitored by PAGISG, ideally through a basic registry 
held by NHSBT.  John Casey to liaise with NHSBT about this. 

 

 
 
 
 
 

J Casey 
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AP3.  L Bradbury reported that the waiting time for priority islets for patients in 
Edinburgh has improved to a median of 165 days, although further work is 
still required. 

AP6.  Refer to agenda item 6.1. 

 AP7.  J Casey had emailed E Jessop for the commissioning contact for UK 
Islet Labs with regards to the issue of capacity.   E Jessop agreed to speak to 
the specific Commissioner but no further feedback has been received.            
J Casey recommended a case be put forward for sustainable Labs under 
NHSBT.  Current capacity issues are being masked in England by isolation 
rotas comprising a significant number of staff who are not funded by National 
Commissioning.  European working time directive has made compliant ‘on 
call’ rotas very difficult.    

L Bradbury reported that NHSBT are recording isolation and offering times in 
real time and captures offerings happening late.  A request was made to look 
at the time the pancreases arrive at the Isolation Facilities.  L Bradbury 
informed members that NHSBT have implemented a fast track system since 
14 September 2015 to offer to the first four centres. 

 

   
2.3 Matters arising, not separately identified   
 The three Islet Facility Managers met and confirmed that Steve Hughes 

would be the replacement for Paul Johnson as the Islet Isolation 
representative on PAG and as Chair of the Islet Isolation Subgroup for 
PAGISG / UKITC. 

 
 

   
3 Pancreas Advisory Group – Islet Steering Group  
   
3.1 Updated Terms of Reference – PAGISG(16)2  
 
 
 
 

The amended Terms of Reference focused on three key areas: defining 
outcomes, monitoring outcomes and encouraging programme development.  
It was agreed that this would include both islet allotransplantation and islet 
autotransplantation.  In terms of membership, all agreed that a representative 
from the Duty Office at PAGISG would be beneficial.  K Huang to amend the 
Terms of Reference. 

It was felt that having a Duty Office representative would be more beneficial 
at the Pancreas Advisory Group rather than at the PAGISG.  K Huang to 
reflect this in the membership list. 

P Johnson asked whether we should have a separate representative from the 
Scottish Commissioners on the PAGISG membership.  J Casey did not feel 
that this was necessary for every meeting but agreed to invite a Scottish 
Commissioner to the next PAGISG meeting as there will be a specific agenda 
item on national commissioning of islet isolation.  To add on the next meeting 
agenda. 

 
 
 
 

K Huang 
 
 

K Huang 
 
 
 

J Casey 
 

K Huang 

   
4 Brief oral reports from each Islet Transplant Centre Representative  
   
 P Choudhary - King's College  

King’s have a patient who requires a Simultaneous Islet and Kidney (SIK) 
transplant and asked for an update of the current position with PAG / 
Commissioners.  J Casey confirmed that PAG have agreed a two stage pilot 
scheme.  NHSBT has now been set up to start listing patients.   

With regards to commissioning J Casey to check commissioning with                
Dr E Jessop. 

 
 
 

 
     J Casey 
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J Casey to distribute the Terms of Reference for the pilot scheme for SIK to 
all Islet Tx leads. 

M Rosenthal to define clinical outcome measures for these patients (there is 
interest from Barts) and to review the normal listing criteria.    

M Rosenthal - Royal Free 
M Rosenthal reported two adverse events – one involving fatal post-
transplant malignancy and the other related to a post transplant suicide 
attempt.  The details of each patient were discussed.  J Shaw said this 
highlighted the importance of ongoing cancer surveillance in all islet patients.  

The importance of pre-transplant psychological screening as well as close 
psychological support was emphasised (see agenda item 10).  

M Rutter - Manchester Diabetes Centre 
M Rutter reported a decrease in patient listing but explained that it was not 
clear whether this was a result of the Medtronic 640G pump or more 
experience with continued glucose monitoring (CGM).  

He asked for an update about uniformity of islet counting.  P Johnson 
reminded the group that the Islet Isolation Subgroup had agreed identical 
counting methodology between the two English isolation centres.  This 
included a decision to standardise the non-counting of embedded islets and 
the decision to issue a fragmentation index with each islet count.  The 
Edinburgh laboratory agreed with the changes but cannot implement these 
immediately due to the logistics of changing their SOPs.  P Johnson informed 
members that another ‘face-to-face’ meeting is planned for the Isolation 
Facility managers at which cross-centre islet counting will be performed.  The 
importance of sending photos of every islet preparation to the receiving 
centre was emphasised.  This enables the purity, degree of fragmentation 
and stability of the islets to be visualised prior to accepting them and prior to 
islet transport.   

J Shaw - Newcastle upon Tyne   
Assessment listing was reported to be going well with the 640G technology 
making a big impact.  However there was frustration regarding the number of 
offers without centre offer criteria.  P Johnson to ask the Pancreas Advisory 
Group (PAG) to take forward the issue of screening blood for HBC1 at the 
time of offering not being undertaken in a large number of patients.  J Casey 
highlighted the importance of sending through the correct blood sample bottle 
e.g. the EDTA blood bottle should have a purple cap. 
L Bradbury was asked to review the form and what improvements could be 
made regarding information required denoted by an Insulin independence 
box.  

P Johnson - Oxford 
P Johnson reported that there had been an increase in patient referrals to 
Oxford as they have been developing their regional network.  However, there 
has been a problem with patients waiting long times on the waiting list caused 
by a combination of an increase in poor quality pancreas referrals (no Grade 
A pancreases in past year) and the majority being Grade C and D) as well as 
two patients on the top of the list with high islet requirements.  L Bradbury to 
provide clarification of the pancreas scoring system.  S Hughes to supply          
L Bradbury of the centres' grading system. 

The Oxford University NHS Trust has appointed a new Chief Executive and 
all clinical services (even if they are Highly Specialised Commissioned) are  

 
J Casey 

 
M Rosenthal 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

P Johnson 
 
 
 
 

L Bradbury 
 
 
 
 
 

 
 

L Bradbury 
P Johnson 
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having to go through a process of justifying their continued existence within 
the Trust. 

   
5 Islet Activity  
   
5.1 Transplant list and transplant activity – PAGISG(16)3  
 
 
 

J Casey highlighted that Edinburgh was getting a lot of referrals and an 
increase in listing but was not sure why.   

It was acknowledged that although insulin pump technology is continually 
improving, there is still a clear need for islet transplantation.  J Casey 
highlighted that a percentage of patients are not reached as they are 
physically unable to see a GP.  M Rutter to write to all diabetologists again 
with a reminder of the indications and referral process for islet transplantation.  

 
 
 
 
 

M Rutter 

   
5.2 Transplant Outcome – PAGISG(16)4  
 
 
 

Data was presented from NHSBT Statistics on transplant outcome.  A couple 
of amendments are to be made: 

- Point 8.  Transplant outcome analysis.  The 12 reported graft failures within  
  one year is in fact 9.  .   
 
- Table 3 - Islet graft function at one year post transplant by transplant centre. 
   The number of graft failure for Newcastle to be amended from five to two. 

L Bradbury reported that the summary data may change once she has 
conferred with S Hughes. 

It was recommended that PAG should collect data on patients who have 
previously had proven hypoglycemic events and are put on the islet 
transplant waiting list, but are then removed because they have had no 
further episodes while waiting.  As the indications in the UK for whole 
pancreas alone are identical to islet transplant alone, such monitoring would 
be useful for both types of transplant.  P Johnson to bring this up at PAG. 

L Bradbury to show data for patients who have had two grafts at one year 
graft survival and patients who have had two grafts at five year graft survival. 

 
 

L Bradbury 
 
 

L Bradbury 
 
 
 
 
 
 
 
 

P Johnson 
L Bradbury 

   
5.3 Organ Offer Summary – PAGISG(16)5  
 Data presented showed a slight increase in donor islet offers in 2015.  A 

higher conversion rate for transplant was seen from direct offers to islet 
transplant patients.   The donor’s past history was highlighted as the highest 
donor reason for declining a pancreas.     

The decline rate for organs in islet centres is around 60% and is due to poor 
donor offers.  The donor inclusion criteria remains: a maximum donor age for 
DBD pancreases is 55 years of age and 50 years of age for DCD.  The 
minimum BMI remains 25. 

 

   
5.4 Update on National Pancreas Allocation Scheme – PAGISG(16)6  
 Summary of the data presented by L Bradbury: 

-  Over the five year period there has been an increase in year one from 21 to  
      37 islet transplants.  
-  There has been a slight build up of highly sensitised patients (HSP).  This  
      will be looked at in the Allocation Working Group.  
-  The number of long waiters is being looked at. 
 
 
-  There have been more offers of lower vascular pancreases.  More donors  
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      with a 26-28 BMI, associated with an older donor age, are going to islet  
      recipients. 
-   Over the five years, just under 500 islet isolations have been performed 
      leading to 149 transplants with 335 not used.   

   
6 UK Isolation Laboratories  
   
6.1 Election of new Chair for UK Isolation Group  
 See Item 2.3.  
   
6.2 Brief oral report from UK Isolation Centres  
 Edinburgh  

- L Irvine is on maternity leave. G Walker will be covering during her absence.  
- Staff training has been taking place 
- A new Lab with state of the art facility is being constructed which should be  
  completed by 28th November 2016.   
- Some ‘down time’ was experienced following a clean room examination. 
     Oxford and King’s agreed to cover this time if required. 
- The number of kits being used is being rationalised. 
- There will be an imminent HTA inspection. 

Kings College  
- There have been no major problems.  
- There is currently four members of staff with approval given for two new  
     technicians. 
- The quality of organs received continue to be of poor quality including an  
     increased problem with organs being received with poor in situ perfusion.  
     J Casey reported that a subgroup of PAG is currently looking at the organ 
     allocation system and the quality of organs.  
- G Huang reported that he was concerned that pancreases were suffering  
     from secondary ischaemia.           
- J Casey and L Bradbury agreed to add the time of perfusion and the time  
     that the organ is placed on ice.    
 
Oxford 
- The Lab team is currently down by a couple of people. 
- Very good yields have been seen in the last three months but viability has 
    declined significantly during the culture period reflecting the underlying   
    ischaemia of these pancreases.  It was requested that the acceptance of  
    pancreases by Clinical Leads should not be done outside of the agreed     
    acceptance criteria as this potentially blocks the ‘on call’ isolation facility 
    with a suboptimal pancreas risking the chance of having to decline optimal  
    ones.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Casey/ 
L Bradbury 

   
6.3 Isolation statistics – PAGISG(16)7  
6.3.1 The issue of transport times being on the border of the inclusion time frame 

was raised.  

It was reported that the number of pancreases accepted have been fairly 
equal between the centres with similar success rates.  The issue of very poor 
viability following 24 hours in culture was raised by G Huang.  Causes were 
put down to a number of reasons such as the glutamine being affected in the 
culture medium following transportation by plane and pancreases with 
ischaemia issues.  Oxford is currently working with Avanticell to develop an 
optimised islet culture medium.  The possibility of looking at 3D culture was 
also raised though this is very expensive.  
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6.4 Discussion on redefining transplant islet purity  
6.4.1 In the USA transplants are undertaken with islet purity levels of less than 

50%.  It was suggested that the UK consider reducing their release criteria 
(currently minimum of 50%) to reflect this.  However, J Shaw was clear that 
this was not a good idea and the whole group agreed.  The suggestion was 
made to review the UK data with regards to the correlation of percentage 
purity with islet transplant outcomes. 

 

   
6.5 Centralisation of islet quality assessments  
6.5.1 P Johnson stated that this process needs to be considered more and to 

ensure a robust governance of islet isolation.  However, in practice, for this to 
be independent of the isolation centres is difficult.  In the meantime, 
standardisation of counting as agreed already, and a minimum dataset for 
islet outputs is vital.  Following discussion the Labs agreed to move towards 
static incubation testing prior to islet release as a starting point.  

As part of quality control, it was agreed that a representative from each lab 
will get together in one place to carry out counting of the same islet aliquots 
and counting.  Pictures should be taken on release and on arrival, where 
there is a discrepancy, the picture should be sent back to the centre.  An 
additional functional test would be to take an allo-cut of islets. 

 
 
 
 
 
 

The Labs 

   
7 Report from Pancreas Advisory Group Meeting – 16th October 2015 

                                                                                                 – PAGISG(16)8 
 

   
7.1 J Casey reported that topics covered at PAG were: 

- Simultaneous Islet and Kidney (SIK) transplantation.  
- Organ allocation, utilisation, damage, consent and donor to recipient issues  
  are being looked at through the Working Groups.   
- There is a workshop being held on the 'Outcome of the beta cell' in  
   conjunction with ESOP. 

 

   
8 Pancreatic islet form return rates – PAGISG(16)9  
   
 
 

P Johnson expressed his thanks to L Bradbury for the data provided to CITR.   
He requested that it would be beneficial to look at the contractual aspect of 
this as Jim Shaw and he have recently been sent a new contract for renewal. 
It was felt that this would probably be better to be between NHSBT and CITR 
rather than between UKITC as it currently is. 

 
L Bradbury 

   
9 Standard listing criteria  
   
9.1 Islet transplant listing exemption  
 No pancreas islet transplants have been put forward for exemption of the 

listing criteria. 
 

   
9.2 Outcome of application to appeals panel  
9.2.1 There have been no applications put forward to the Appeals Panel.  
   
9.3 Summary data – PAGISG(16)10  
9.3.1 No concerns were raised by members.  Three patients outside the listing 

criteria for simultaneous pancreas and kidney transplant (SPK) will be raised 
at PAG.   
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10 Pre-transplant psychology assessments  
10.1 P Johnson raised the issue of reviewing the current arrangements for pre-

transplant psychological / psychiatric assessment and post-transplant 
psychological support for islet patients. The NCG funding currently includes 
some funding for pre-transplant psychological / psychiatric assessment but 
none for ongoing support.  Discussion took place regarding the current 
arrangements in each centre.  

A discussion was held with regards whether it is a psychological or 
psychiatric assessment that is required and the exact purpose of this 
screening.  It was agreed that the first part should be a psychological 
assessment to ensure the patient fully understands and consents to the 
transplant.  This can be done by a Diabetes Nurse.  The second part is to 
screen for psychological concerns, both as a screening tool and to flag up 
patients who need particular post-transplant support.  This should be done by 
a psychologist and is included in the current commissioning.  It was reported 
that there have been several cases of clinical depression in patients after 
successful islet transplant but there were no support facilities for adequately 
dealing with this.  Funding for the ongoing proactive support is currently not 
specifically included.  This needs to be addressed with the commissioners. 

P Choudhary and M Rosenthall had both reported cases of islet transplant 
patients developing severe episodes of depression following their transplants 
and emphasised the importance of this aspect of care. 

It was reported that Manchester have been very fortunate to have a dedicated 
psychiatrist but the service is being offered as a favour so funding would be 
beneficial.   

Edinburgh reported that they have 2-3 psychiatrists with the transplant units 
co-funded by a number of national services though they do not carry out pre-
transplant assessments.   

Oxford used to have a transplant psychologist who has now retired.  The 
diabetes psychologist is operating at maximum capacity with non-transplant 
patients.  The ongoing psychological screening of all islet patients pre-
transplant is important and funding still exists for this important role.   

 

   
11 Report from UK ITC Research Steering Group – January 2016  
 A written report was presented by J Shaw.  Discussion took place regarding 

Mixed Meal Tests (MMTs) funding.  The plan is still to transfer the national 
reference lab for MMTs from Cambridge to Exeter.  However, J Shaw is still 
awaiting confirmation from Sarah Watson about commissioning for this 
important aspect of islet transplant governance.  He will chase this.  In the 
meantime, teams should continue sending samples to Cambridge and keep 
and store a duplicate sample for sending to Exeter once commissioning is 
confirmed. 

J Shaw updated the group about the national database currently based in 
Newcastle.  We now have eight years of diabetes data but there are still 
some gaps in data from different centres.  J Shaw is keen to consolidate this. 
It was agreed that the Database would be sent to the Clinical Nurse Specialist 
and the Clinical Lead for each centre to try to ensure the database is 
completed. 

 
 
 
 

J Shaw 
 
 
 
 
 
 

J Shaw 
 
 

   
12 Involvement in QUAD consortium  
12.1 P Johnson proposed that the UK Islet Programme consider becoming fully 

engaged with the QUAD Consortium.  He has spoken to Rutger Ploeg about 
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this and Rutger is strongly supportive of this.  The group agreed with this 
proposal in principle but it was agreed that we obtain a detailed outline of 
what would be involved and that this item will then be discussed in detail at 
the next meeting and a final decision made.   
K Huang to raise as an agenda item at the next meeting. 

 
 
 
 

K Huang 
   
13 Current and proposed clinical research programmes  
13.1 No clinical research programmes have been put forward for approval.  
   
14 Any other business  
14.1 - An overview of the national reporting of Donor Specific Antibodies (DSA) to  

be presented by Sue Fuggle at the next PAGISG mtg.  K Huang to add to  
  the agenda. 

- M Rutter requested clarification on what happens if a pancreas needs to be  
processed when the ‘on call’ Isolation Facility is busy isolating another    
pancreas.  It was clarified that the process is to approach one of the other 
Isolation Facilities who will try to isolate if they can.  Clearly this ‘cover’ from   
the non-‘on call’ Facility is not possible out of hours.  It was emphasised that  

  this arrangement is already happening.  S Hughes will circulate the national  
  isolation rota to all clinical leads. 

 
K Huang 

 
 
 
 
 
 

S Hughes 

   
15 Date of next meeting:  Tuesday 27 September – London    
   

 
Kamann Huang                                                                                                               February 2016 

 


