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1. Remit of the working group 
 
 

1. To explore organ utilisation principles and ways to increase organ recovery and 
utilization 

2. To set up audit that will explore differences in discard rates and help define 
agreed acceptance criteria 

 
 
2. Background 
 
From the data currently collected by NHSBT and presented at PAG, there appear to be 
significant differences in centre acceptance criteria for transplantation of pancreata 
from DBD and DCD donors.  Furthermore, there is substantial variation with regards to 
the reasons for discarding organs in both type of donors (tables 1 and 2).  Pancreas 
damage at retrieval is improving but remains the highest of all abdominal organs. 
 

    
Table 1 Reasons for non-retrieval and non-use of pancreas from DBD solid 

organ donors in the UK, 1 April 2010 – 31 March 2013 
    
 Pancreas 
 2010/2011 2011/2012 2012/2013 
    
Solid organ donors after brain death 637 652 705 
    
Reasons not offered    
Donors aged >60 years 142 172 183 
Family permission refused 16 21 19 
Permission refused by coroner 2 1 2 
Donor unsuitable – age  3 1 0 
Donor unsuitable – past history 17 18 22 
Poor function 2 1 0 
Organ damage 2 0 0 
Other 10 19 4 
    
Organs offered for donation 443 419 475 
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Organs not retrieved (% of organs 
offered for donation) 

113 (26) 105 (25) 127 (27) 

Organs retrieved    
         Organs used 181 195 195 
         Organs not used (% of organs 
retrieved) 

149 (45) 119 (38) 153 (44) 

    
Reasons for non-retrieval    
Donor unsuitable - medical reason 4 0 0 
Donor unsuitable - virology 5 7 6 
Donor unsuitable - age 8 5 11 
Donor unsuitable - past history 30 23 34 
Donor unsuitable - size 6 16 20 
Fatty organ 17 23 13 
Tumour 2 2 0 
Poor function 6 9 19 
Infection 0 1 4 
Organ damaged 7 2 2 
Other disease 1 2 0 
No suitable recipients 8 1 0 
Resources 1 0 3 
Other 18 14 15 
    
TOTAL 113 105 127 
    
Reasons for non-use of retrieved 
organs 

   

Donor unsuitable - medical reason 3 0 0 
Donor unsuitable - past history 4 0 1 
Donor unsuitable - size 1 2 0 
Insufficient islet yield 34 34 44 
Insufficient islet viability 6 2 3 
Insufficient islet purity 2 4 3 
Fatty organ 30 20 32 
Poor function 5 2 0 
Tumour 1 4 6 
Other disease 2 1 1 
Ischaemia time too long - cold 7 8 8 
Organ damaged 18 22 13 
Anatomical 10 4 9 
Poor perfusion 4 0 4 
Recipient reasons 4 4 4 
Other 18 12 25 
    
TOTAL (Used for research) 149 (44) 119 (40) 153 (65) 
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3. Summary of discussions 
 

1. Organ utilization 
 
The working group acknowledged that currently between 25% and 27% of the organs 
offered for transplantation are not retrieved. Donors past medical history and size or a 
fatty appearance of the pancreas are the main reasons for non-proceeding with 
retrieval. 
 
Between 38% and 45% of the retrieved organs are not utilised for solid organ 
transplantation and the leading reasons for non-proceeding are organ damage, fatty 
pancreas and long cold ischemic time. 
 
The evaluation of the gland, and in particular the interpretation of what constitutes a 
fatty graft, is subjective and highly dependant on surgeon’s experience. Furthermore, 
the extent of fatty infiltration (rather than superficial fatty deposition) is difficult to 
assess solely based on the in-situ evaluation of the gland. 
 
The group discussed that a proper evaluation is required at the time of retrieval and this 
should include an in-situ and bench assessment. The findings should be communicated 
to the implanting surgeon who is responsible for the final decision to accept the organ. 
If at that point, the implanting centre declines the pancreas, it should be fast-tracked to 
all other centres. This approach is also expected to have a beneficial effect in terms of 
training and achieving the required competence in pancreas retrieval, which in turn 
may lead to a reduction in organ damage at the time of retrieval. 
 
An alternative option that was discussed was that every pancreas that has been 
accepted should be retrieved and shipped to the implanting centre where the decision 
about transplantability should be made. However it was acknowledged that this 
proposal raises logistic issues and may have a negative impact on the retrieval team’s 
ability to assess an organ and could increase the cold ischemic time beyond 
acceptability for fast-track offering, if the organ is turned down by the initial centre. 
 
 

2. Audit of current practice 
 
Given the wide variations in acceptance criteria and interpretation of graft quality, the 
group agreed that an audit of current practice should be undertaken. This should be 
based on the proposal from Edinburgh & Oxford that was discussed and agreed in 
principle at PAG. 
The group discussed the logistics of this audit and drew upon the experience from the 
discarded kidney study. 
To enable a proper evaluation of the reasons for discard it has been suggested that all 
non-utilised pancreata should be included in this evaluation. The reasons for decline 
should be recorded from Duty Office and HTA B form.  
Given the short duration of the evaluation (three months) the organs should be 
allocated on an alternate basis to Edinburgh and Oxford, but the two centres must be 
able to accept and assess more than one organ/day (if required). The evaluation process 
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should include a histological assessment of the graft and should be performed 
immediately upon arrival of the pancreas 
Once the assessment is completed, and if consent for research is available, organs 
should be offered on for research projects currently registered with NHSBT as soon as 
possible to ensure cold ischemia times remain as short as possible 
The two centres should agree a protocol for inter-observer variations, have a contact 
person at each end and establish a joint rota to enable all discarded organs to be 
assessed and included in the evaluation. It was suggested that the investigators should 
have a meeting one month into the audit, to assess progress. 
 
 
Recommendations 
 

1. The decision to accept the pancreas for solid organ transplantation should be 
made only after an in-situ and bench assessment. This should include 
photographic evidence where required. 

 
2. The findings of the assessment should be discussed with the implanting surgeon 

who is responsible for the final decision to accept the organ based on the 
information provided. 
 

3. If the pancreas is declined by the recipient centre at this stage, it should be 
offered nationally on a fast-track basis. 
 

4. If no recipient centre accepts the pancreas, the gland should be sent to Oxford or 
Edinburgh on a rotational basis as part of the three-month audit. 

 
5. The pancreas should not be removed for bench evaluation if there are clear 

contra-indications for transplantation from the donor past medical history. 
 

6. Organ Retrieval Masterclass should consider a detailed session on organ 
assessment. 

 
7. A three months audit of current practice should be undertaken looking at all 

pancreata discarded for solid organ transplantation. 
 

8. The audit process should allow current research studies to continue by offering 
the organs on to the NHSBT registered studies. 

 
9. An interim evaluation after one month should be undertaken to ensure the audit 

progresses well. 
 

10. The findings of the audit and the recommended changes to clinical practice 
should be discussed at PAG prior to implementation. 


