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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE NINTH PANCREAS ISLET TASK FORCE MEETING 

HELD AT 12.30 PM ON THURSDAY 27 JUNE 2013 
AT THE SOCIETY OF CHEMICAL INDUSTRY, BELGRAVE SQUARE, LONDON. 

 
PRESENT:  
Mr John Casey  Chair and Lead Clinician for Islet Transplantation, Edinburgh Royal Infirmary 
Prof Stephanie Amiel  Head of Diabetes & Nutritional Sciences, King’s College Hospital, London 
Dr GuoCai Huang  King’s Isolation Laboratory, London 
Mrs Lisa Bradbury  Senior Statistician, Statistics & Clinical Studies, NHSBT 
Prof James Shaw  UK Islet Transplant Consortium, Newcastle 
Dr Pratik Choudhary  King’s College Hospital, London 
Dr Vaughan Carter  British Society for Histocompatibility & Immunogenetics, Newcastle. 
Ms Wendy Littlejohn  Transplant Service Manager, Kings College Hospital, London 
Prof Paul Johnson  Islet Lab Representative, John Radcliffe Hospital, Oxford 
Dr Miranda Rosenthal  Royal Free Hospital, London 
 
 
IN ATTENDANCE:  Mrs. Jacqui Sanders – PA/Secretary, Clinical & Support Services 

  ACTION 
 Apologies 

Chitrabhanu Ballav, Sue Fuggle, Stephen Hughes, Edmund Jessop,              
Gareth Jones, Mark Lowdell, Donna Mitchell, Neil Parrott, Martin Rutter, and 
Rommel Ravanan.  

 

   
1 

   1.1 
Declarations of interest – PITF(13)10  
There were no declarations of interest. 

 

   
2 

  2.1 
Minutes of the meeting held on 26 February 2013 – PITF(M)(13)1 
The minutes of the previous meeting were accepted as a true and correct 
record. 

 

   
2.2 

 

Action Points – PITF(AP)(13)2 
All outstanding actions were listed as agenda items, except for the following 
action points:     

AP3 Item 4.1  
Report on issue of staffing at isolation laboratories.  
This was not classed as a specific action point.  

Report information on warm ischaemia time 
L Bradbury confirmed there will be changes to the form and the data will be 
clarified. 

AP7 Item 10.1 - Islet Transplant Referrals   
L Bradbury reported she had spoken to M Rutter but he is unable to take on 
the study of referrals.  NHSBT do not collect the referral information, but 
members agreed it would be useful to look at the referral patterns around the 
UK.  Members discussed referral to clinics and possible lack of geographic 
equity access to transplantation.                                                                                                                                                                                                                                                                  

 

   
2.3 Matters arising, not separately identified  

There were no matters arising. 
 
 

   
3 Update of National Pancreas Allocation Scheme 

L Bradbury reported that a three year report will be completed in December 
2013 and will be included on the agenda for the next meeting in February 
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2014.  The proposal for reducing the waiting time from six to three months 
was discussed at the Pancreas Advisory Group Meeting and PAG members 
have agreed to review a proposal to reduce median waiting time to three 
months.  L Bradbury confirmed the scheme is working well.  Two abstracts 
had been submitted and accepted to International Pancreas and Islet 
Transplant Association (IPITA) in September 2013. 

   
4 
4.1 

Islet Activity 
Transplant list and Transplant activity – PITF(13)11 
L Bradbury reported that activity is stable and Edinburgh and Oxford are 
performing most transplants.  Data shows improving trends.  There were no 
further questions from members regarding activity.   It was confirmed we are 
transplanting the listed amount, thereby providing evidence to show the 
allocation scheme is working. 

 

   
4.2 Transplant outcome – PITF(13)13 

L Bradbury reported that 62 islet transplants were performed and 42 (68%) of 
these were routine, resulting in 27 patients requiring priority grafts.  Survival 
post transplant was very good.  Twenty two patients (73%) had no severe 
hypoglycaemic events during the first year following routine transplant. 
The median reduction in HbA1c was 1.3%.  Median reduction in insulin dose 
was 1.3%.  Overall median reduction in insulin fell from 8.2% to 6.5% at one 
year post transplant.  Data is shown to be limited but the key points were 
included.   

Any serious adverse events rely on discussions at the meetings.  J Casey 
confirmed these events are an HTA issue and he had brought this to the 
attention of the PAG to ensure clinical governance was informed.   
NHSBT have appointed J Dark as the Clinical Governance Lead and 
members agreed to invite J Dark to the next Pancreas Islet Task Force 
meeting.   

Discussion generated by J Casey concluded that any event should be logged.  
It was asked whether clinical events are logged such as a significant bleed 
reported in hospital.  Form completion needs to be addressed and a list of 
events should be recorded. 

It was agreed to ask E Jessop whether adverse events that had been 
reported, can be collated based on various mandatory data sets within 
NHSBT.  The forms need to be completed fully.  It was confirmed there are 
plans to include sensitization.  It was asked whether there was a need to 
record the information already submitted.  L Bradbury agreed to check the 
forms.  It was highlighted that within Microbiology reporting there is not a 
robust SOP to confirm all product release.  Laboratories should forward their 
final microbiology reports.  If the report has not been received within 48 
hours, it would be negative.  The positive reports are received but the 
negative results are also needed.  Members asked if there would be a 
problem forwarding the microbiology form to confirm a negative result.  
Members agreed the laboratories need to confirm either positive or negative 
in order to sign off for auditing purposes.   

J Shaw congratulated L Bradbury for providing the outcome data.   
There is a legal obligation to work to quality standards reported to NHSBT.  
Three year data has been sent through successfully.  The current paper was 
slightly out of date which L Bradbury will address.  Insulin independence rates 
need to be addressed, as per other groups.   The PIT trial is unveiling data – 
however the USA figures are on hold with no funding.  Insulin dependence 
rates need to continually be reported.  European figures are similar to the UK.  
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It was asked how we are defining insulin independence.  The USA criteria is 
controlled based on Hba1c.  If a patient is only on a small amount of insulin, 
this can be compared to insulin dependent.  There should be clearer criteria 
to prevent a negative message that insulin dependency is not good.   
L Bradbury suggested recording Insulin levels to show low, medium, or high 
requirement.  However, it was agreed that recording these figures could result 
in a forced change to clinical practice.  Thresholds would require definitions 
and the need to record how many patients are on certain amounts of insulin. 

 It was confirmed that a nephrologist will be recruited in Bristol.  Bristol was 
previously on hold until the governance issue had been sorted.  Members 
were in agreement with Bristol starting up again as a team approach but it 
was agreed that a diabetologist should be appointed to the programme.   

J Casey highlighted that the Bristol development is conducive to a minimum 
Islet transplantation programme.     

   
4.3 Organ offering summary – PITF(13)14 

L Bradbury presented this report to show that organ offers have doubled and 
therefore more pancreases are being offered for islets.  The reasons for 
declined offers are mainly attributed to clinical history and age.  
Members agreed that the offer declined was a difficult figure to understand 
and whether there are more offers being received that are not good offers.   
L Bradbury will be reviewing offers that come to islet first, however offers for 
pancreas patients are also being offered to islet patients.  It was reported that 
J Neuberger will be looking at the process regarding long offering times in the 
Duty Office.  As insufficient islet yield was considered the main reason J 
Casey questioned whether this is insufficient yield from the laboratory, or 
insufficient yield for the patient.  It was agreed this would be useful data.   
L Bradbury to look at Islet yield for each pancreas.  

 
 
 
 
 
 
 
 
 
 
 
 

L Bradbury 
   

5 
5.1 

 

UK Isolation Laboratories  
Update 
P Johnson presented a paper entitled: ‘The need for quality indicators – a 
rough guide’.  This document explained how quality indicators are used to 
generate review criteria and standards to improve the quality of care provided 
for patients.  It was explained how the criteria was used to improve outcomes 
for three centres from February to 1 June in a summary of broad data.  
At the Laboratory Managers Meeting they had confirmed the numbers had 
improved, but not the quality of the organs. 

It was agreed that the cost of isolation would need further investigation which  
E Jessop was already aware of.  The findings of the investigation would need 
to be compiled and sent to J Casey.  It was agreed the islet laboratories 
would need to be part of the assessment, including staffing and extra testing.   

 
 
 

   
5.2 Proposal for assigning donor hospitals to isolation labs 

This proposal looked at how pancreas donors are regionalized throughout the 
UK.  L Bradbury stated this was an incomplete paper, but it looked at data 
over the last 5 years where 828 pancreas donors with BMI > 26 and were 
closest to donor centre. 

Members discussed issues of pancreases travelling around and whether this 
would be more effective for reducing cold ischaemia time, rather than islets 
moving around.  It was agreed it should be possible to look at CIT duration 
but outcomes may be difficult.  Islets at 24 hours are robust and the aim 
would be to optimize organ usage around the UK.  It was explained that the  
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organ needs to cool down and that progress will continue to improve 
preservation techniques.   

There was discussion around outcome measures comparing pancreases 
transplanted locally vs those transported and this will be monitored. 

The Duty Office refers to where the patient is depending on the location of the 
isolation centre.  It is up to the SNOD to decide where the pancreas goes. 
Organs should not have a long cold ischemic time, but should have the 
possibility of offering North or South of the UK.  The system is working well so 
the process should remain unchanged.  However, DCD time needs to be cut 
down.  Members considered the need for a geographical split to assist the 
distribution of DCD organs for isolation.  

   
5.3 Feedback and discussion on donor inclusion criteria 

The laboratory managers raised concern that they are being asked to isolate 
organs with little chance of success, which means there is substantial work 
involved for very little or no benefit.   The inclusion criteria is set at 10 hrs 
from cross clamp.   

New donor limits were set at: Age 25 – 60.  BMI 40.  L Bradbury confirmed 
transplantation in older donors, even though it has been confirmed that 
younger donors have better functioning islets.  If the criteria is set too tight 
regarding guidelines vs absolute, then each centre can send their own criteria 
to the Duty office.   

It was suggested that if we can’t use the pancreas, the islets would be used. 
The criteria should not be too restrictive for a clinical service protocol to 
protect the laboratories.  The act of ‘pulling the plug’ if required within the 
Duty Office and clinical team, was endorsed.  The Duty Office would not offer 
anything outside the criteria of BMI 25 – 40.  Reasons for not using younger 
donors, is based on their high BMI.  It was asked whether there was any point 
in having the lower BMI based on the allocation scheme.  Cold ischemia data 
suggests six hours minimum CIT for a pancreas, however it was suggested 
that this could be reduced to 4 hours if the pancreas was removed earlier in 
the donor procedure.  The Duty Office will not be able to monitor the CIT.  
The maximum age for DCD donation is 50.  

It was stated that surgeons will not scrub out until all the paperwork is 
completed and there can be a two hour delay.  Members agreed this needs to 
be brought to PAG.  The new criteria could impact on the figures and  
L Bradbury will provide this information after the meeting. 

The composition of retrieval team monitoring states that any issues must be 
sent back via clinical governance and reported. 

 
 
 

   
6. Report from Pancreas Advisory Group Meeting: 26 April 2013 

PAG is supportive and progress has been made in the UK.  J Casey reported 
there had been discussion around damage and assessment of damaged 
pancreas.  If damaged, the pancreas would go to the nearest laboratory and 
a report completed.  Also simultaneous islet and kidney transplantation.  
J Casey stated he had a remit for putting together a proposal for PAG.   
A listing would be available.  PAG supports islet transplantation.  The earliest 
would be a median of three months for discussion at the next PAG.   
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7. Discrepancy between islet number/viability at product release and on 

re-assessment, following transport to a distant transplant site. 
There is discrepancy with transport or laboratory testing and clinical data 
supports non transported data. 
L Bradbury stated we have this information, but it needs adding to the form.  
Not transported preps are audited and collected, but not used.  If the product 
is assessed and added to NHSBT follow up form, the donor details should be 
added.  Members will decide whether transport or product release is the 
problem and whether transported centres re-count if a prep is sent between 
isolating labs.  Previous discussions had already dealt with this issue. 

The methods of transportation are the same for each laboratory.  It was 
stated that we need high standards within the quality control regulation for 
each laboratory. This data is important because it could mean we should not 
be transporting islets.  This raises fundamental issues.  Islets should be 
checked under the microscope before release.  There are subjective issues 
around the viability of transporting islets.  We need to collect data and we 
need to look at the transport.  It was suggested that members should be 
looking at the photographs as evidence of the condition of transported islets 
and have a discussion as a group.  Members were assured that islets on 
release are of good quality, but once transported they may have deteriorated 
and fragmented.  It was agreed we need to see the data as a group and 
make a decision.  If there is evidence of transport problems, then this needs 
to be shared.  Members agreed that if islets are transported there is an 
attrition rate which is acceptable to the group as there is no evidence to show 
otherwise.  

 
 
 

   
8. Report from diabetes UK Study Steering Group Meeting – 7 May 2013 

J Shaw reported that the Steering Group has a representative from each 
centre to look at data use.  During the Steering Group meeting they 
discussed the interaction with NHSBT and the double entry of mandatory 
data controlled by NHSBT.  The UKITC Steering Group would also include 
other speakers.  They would require access to publications from NHSBT as 
an active research facility.   L Bradbury explained how the Kidney and 
Pancreas research group work.  They submit their study to the research 
group and the Steering Group ensure studies are not repeated.  All access to 
the NHSBT database is fluid, so the Clinical Group can still tap into the 
resource via the research form request.    

The background of accessing data was summarised and it was suggested 
this could be a future agenda item. 

 
 
 
 
 
 
 
 
 
 
 

L Bradbury 

   
9. Research prioritization for pancreases offered for isolation: update on 

feedback from centres 
J Shaw reported that 829 organs were offered but not used.  He had written 
to the laboratories and results were obtained.  The organs going for research 
were not suitable and there were virtually no organs for research purposes.  
It was noted that C Brailsford is involved in the research.  

The laboratories have the capacity for providing this service, but the Human 
Tissue Act is not helping the situation..  The staffing of laboratories is an 
issue.  There is a big drive regarding utilization of organs and it was 
suggested the HTA need to change their view. 

 
 
 
 

   
10. QIDIS islet transplant networks.   

The report has been issued and P Johnson will be writing to everyone to state 
that it effects only English NHSBT centres.  A quality improvement is required 
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to develop the service with individual centres via M Rutter.  Members agreed 
to have a workshop.  M Rosenthal to lead on this via an initial telecom.   M Rosenthal 

   
11. Pancreas Islet form return rates – PITF(13)15 

L Bradbury reported that 216 forms had been returned. If forms are received 
incomplete, L Bradbury will ask all centres to complete them.  Any areas not 
completed will be confirmed.    

 

   
12. Performance framework  

J Casey reported that Scottish funders want to set up quality and key 
performance indicators for commissioning groups as a form of benchmarking 
to improve outcomes and asses clinical services. 

A further meeting is required to take this forward.  The UK uses SEQUIN to 
do this.  The procedure we are working to in England requires minimum 
referral rates and there is a drive to help with deficiencies in various areas.  

 

   
13. Post transplant antibody data  

L Bradbury has been working with S Fuggle to design a form for the 
laboratories to use at 2 weeks, 4 weeks, monthly and up to 6 months.  
This is to monitor any sensitization caused by islets.  It was asked if the form 
will be based on information sent in and not for publication research.  There 
has been no drive in laboratories to ask clinicians to send in this information.   
S Fuggle has requested this information.  It is considered a risk factor of DFA.   
(Luminex techniques).  Ask S Fuggle or BSHI to come up with a statement. 

 
 
 

 

  L Bradbury 
   
14.  Standard listing criteria.   

All patients listed have met criteria.  All members agreed with listing criteria.  
   
15. Any other business 

Dates of the next meetings are to be arranged for February and June 2014.   
 

 
 
 

  

 
NHS Blood & Transplant                                                                                                   June 2013 

 


