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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE SEVENTH MEETING OF THE  

PANCREAS ISLET TASKFORCE HELD ON THURSDAY, 26TH JUNE 2012   
AT SOCIETY OF CHEMICAL INDUSTRIES, LONDON 

 
PRESENT:      
 John Casey Chairman (also representing Edinburgh Royal Infirmary) 
 Chitra Ballav Oxford Isolation Laboratory 
 Pratik Choudhary Deputy for Stephanie Amiel, King’s College Hospital, London 
 Sue Fuggle Scientific Advisor, ODT 
 Guo Cai Huang King’s Isolation Laboratory 
 Stephen Hughes Oxford Isolation Laboratory 
 Edmund Jessop NHS Specialised Services 
 Lisa Mumford Statistics & Clinical Audit, NHSBT 
 Neil Parrott Manchester Royal Infirmary 
 Jim Shaw UK Islet Transplant Consortium representative 
 
In attendance: Carol Ashitey Corporate Services, ODT - Secretary  
 Kamann Huang   Corporate Services, ODT - Secretary 
                              

  ACTION 
 APOLOGIES  
 Apologies were received from Stephanie Amiel, Paul Johnson, Mark Lowdell, 

Julian Pratt, Gareth Jones, Miranda Rosenthal, Ann Yates, Susan Martin, 
Neil McGowan, Wendy Littlejohn, Richard Smith, Martin Rutter and Neil 
Walker.  

 

1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 
PITF(12)7 

 

1.1 There were no declarations of interest in relation to the agenda. 
 

 

   
2 MINUTES OF THE MEETING HELD ON 2 FEBRUARY 2012 – 

PITF(M)(12)1 
 

2.1 The minutes of the previous meeting were agreed as a correct record.  
   
2.2 Action points – PITF(AP)(12)2  
2.2.1 Item 1 – NCG Islet Isolation Centres update: 

Format and common template based on NCG data returns format in place so 
problem resolved.  Figures in summary now resolved also. 

 
 

 Item 2 – Report from the isolation sub-group: 
Teleconference 21st June 2012 found new allocation system had resolved 
the issue of donor referral delay.  There was broad agreement to maintain 
current CIT model (8h target rising to 10h where necessary) – except under 
exceptional circumstances) with lower target CIT for DCD donors (ideally 4h 
but not exceeding 8h) favouring local retrievals with short journey times. 

 
 
 
 

 

 Item 3 – National pancreas allocation scheme protocol: 
Islet patients can be referred from a variety of clinics not necessarily diabetic 
units. Completed and included in papers. 

 

 Item 4 – Report from Pancreas Advisory Group Meeting:  
PAG minutes in draft form at the moment – will be circulated as soon as 
finalised.  

 
CSS 

 Item 5 – Research prioritisation for pancreases offered for isolation:   



  PITF(M)(12)2                PAG(12)34 

 2 

  ACTION 
ON AGENDA (See Sub-Group section for further details) 
Jim Shaw stated that research pancreases are supposed to be offered by 
NHSBT to Oxford and King’s on an alternate week basis in a mirror of their 
clinical alternate ‘on call’ week arrangements.  Edinburgh indicated at the last 
islet isolation subgroup that they are currently at maximum capacity.  Any 
research pancreases that are not being used within the NSCG Consortium, 
plus local research pancreases are offered to the Edinburgh team.   The 
recent islet isolation subgroup conference also highlighted that most 
research pancreases are not coming via the direct NHSBT route – Jim Shaw 
to investigate this.  It was also mentioned that Oxford has JDRF Grant for 
islet provision for research groups. 

 
 
 
 
 
 
 
 
 

J Shaw 

 Item 6 – Update on islet transplant data collection:   
File received from Newcastle – ON AGENDA. 

 

 Item 7 – (3.1) One year review of scheme (1 December 2011 – 30 
November 2012): 
ON AGENDA 

 

 Item 8 – (5.1) NCG Isolation Update – Isolation Sub – Group: 
It appears that from examination of the 2009 data (available for circulation) 
that there has been significant improvement. 
 

 

 Item 9 – (6.1) Proposed standard listing criteria audit: 
ON AGENDA 

 

 Item 10 – ( 7.1) Update on Islet Transplant Data Collection: 
ON AGENDA 

 

 Item 11 – (10.1) Organ Offer Summary: 
ON AGENDA 

 

 Item 12 – (11.1) Update on Representation of Islet Transplant Teams on 
PAG: 
Islet Subgroup Teleconference last week (see minutes provided by 
Stephen Hughes which are attached to this circulation).  It was decided 
that the Islet Isolation Representative on PAG would be the Chairman of the 
Islet Task Force Subgroup, in a similar manner to the Chair of the Islet Task 
Force representing at the Transplant Groups.  It was also agreed that the 
role of presenting the joint Islet Facility Isolation Data under the Islet Isolation 
Subgroup agenda item at the Islet Task Force meeting would be rotated 
between the different Laboratory Managers.  Stephen Hughes presented at 
this Task Force, Guo Cai Huang and Neil McGowan will present at 
subsequent meetings respectively.  It was discussed whether it was 
appropriate to rotate rather than have one individual nominated to present 
but Jim Shaw pointed out that this was strategic to avoid it becoming too 
Oxford specific and to share the workload to make it bearable for those 
involved. 
 

 

 Item 13 – (12.1)  
Links to SPK transplantation. 

 

 AOB:  None raised or recorded.  
   
2.3 Matters arising, not separately identified  
2.3.1  No matters arising.  
   
3 UPDATE ON NATIONAL PANCREAS ALLOCATION SCHEME – PITF 

(12)8 
 

3.1 Lisa Mumford - highlighted report data showing continued increase in islets 
since the start of the scheme (44 to date).  All centres performed a minimum 
of three grafts.  Figure 1 : Shows pancreases not used due to BMI and Jim 
Shaw stated that BMI between 25 and 40 is the one to watch because it is 
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  ACTION 
important to get this right.  Stephen Hughes had access to formal data and 
stated this could be filtered for future meetings specifically to look at this.  
Lisa agreed to provide further information for the 13 pancreases not used 
with a BMI less than 30 kg/m2 due to insufficient islet yield.  Guo Cai Huang 
confirmed that BMI and age may prove a wider health issue for whole 
transplantation.  Pratik Chaudhary agreed that younger, smaller organs were 
better but that there were other factors for islets to be considered and CIT 
was a big factor for consideration, especially once offered across all 7 
centres.  Data states there were 13 offers direct to islets. 

 
S Hughes / 
L Mumford 

   
4 UKITC CLINICAL OUTCOME DATA  
4.1 Discuss graphs showing equivalent outcomes from transported and 

non-transported islets in strong support of the equity of the current 
hub-and-spoke UK model – PITF(12)9 

 

4.1.1 The main document was examined at the last meeting so only a summary 
was presented today (see paper).  Satellite centres and those having to 
accept transported items are finding good outcomes.  There are concerns 
over reporting and it was agreed that reporting failure is vital, especially 
linked to C Peptides/Meal Tolerance. 

It was agreed that data analysis shows the right targets/objectives have been 
set and are being achieved, even though it is in the early stages and there is 
a lack of data at the moment.  It was agreed that there is a difference 
between centres that needs discussion at the Isolation subgroup.  
Methodology to be decided and agreed.  There was extensive discussion 
surrounding hypoglycaemia in patients before and after transplant.  John 
Casey stated that in North America the FDA will assess islet transplant 
success by reversal of hypoglycaemia and not insulin dependence.  

 
 
 
 
 
 
 
 
 

All 

   
5 UK ISOLATION LAB UPDATE  
5.1 Stephen Hughes discussed reports from each centre showing good and 

consistent yields.  Some are still using a slightly different enzyme component 
for isolation so planned bulk buying and cost sharing not possible.  
Discussion centred on pancreas quality and effects of perfusion fluids / 
methods used.  It was highlighted that donor, retrieval and optimum perfusion 
can all affect the quality of the organ and the outcome.  The pancreas 
appears to suffer most from CIT and organ damage due to being the last 
organ retrieved.  Many centres re-perfuse on back bench inspection as 
standard practice, not due to insufficient initial perfusion.  It was agreed that 
although the sharing scheme was proving successful and transplantation had 
improved, it would be useful to note the state of the organs received prior to 
transplantation.  Discussion centred on whether laboratories should have 
ways of documenting and assessing damage i.e. wedge biopsy or 
histopathology support. 
 

Some units are still using Marshall’s perfusion fluid (as no UWEK supplier 
sourced to date).  UWEK is the preferred perfusion fluid but it was felt that 
maintaining cold temperatures and minimising ischaemia was more important 
than perfusion, enabling organs to be kept cold to promote viability.  
Ischaemia time at donation is considered an issue because there are hidden 
ischaemia that cannot be quantified.  It was highlighted that there were a 
significant numbers of islets not completed and that this might be indicative 
of ischaemic issues.  Better communication between teams might improve 
this.  Forms do allow for accurate recordings of timescales but Lisa Mumford 
highlighted the ongoing difficulty in chasing forms from centres who fail to 
return them and named King’s College Hospital as one in particular so Pratik 
Chaudhary suggested changing the contact from Wendy Littlejohn to himself 
to prevent this continuing in the future and he would check on any that are 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

L Mumford / 
P Chaudhary 
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  ACTION 
still outstanding.  Forms from isolation centres are an issue but changing the 
system will be difficult.  It was therefore agreed that all centres would check 
who is responsible for sending in data report forms and update their 
representatives with Lisa Mumford to ensure the data chasing is going to the 
right person.  
 

Neil Parrott asked for minutes to reflect that he felt NHSBT provided super 
support to the transplant community and should be commended.  This was 
unanimously agreed. 
 

It was agreed that Ann Yates – DO Manager – should be asked to provide a 
report showing the number of offers in relation to the limited number of 
pancreases offered for research.   
 

Stephen Hughes outlined the ideal scenario: Two isolations per day.  Lack of 
personnel and laboratory facilities for culturing affect this at present.  King’s 
College Hospital should see improvement from September with new facilities 
and more hoods to address this.  Numbers of staff to make two isolations 
possible was discussed at length alongside the effects of ‘on call’ rotation.  It 
was decided that offers declined due to lack of facilities or staffing should be 
passed back to the Duty Office to be referred on, including for research and 
that it was not the responsibility of the centre to do this.  Scotland and 
England still seem to be running predominantly separately with little 
crossover and a model needs developing to establish better organisation and 
a more integrated approach for the future. 
 

John Casey raised the issue of DCD donors where CIT time needs to be 
minimised for islet optimisation and suggested it was time to look at 
geographical distribution with a view to a North/South divide.  Cross border 
offering between Edinburgh and England was discussed but Edmund Jessop 
confirmed that no additional funding is required for this integration and he 
was happy to look at a proposal for a service model.  It was stated that 
although the new offering scheme was working well, the fast track issue was 
still under discussion.   
 

Pratik Chaudhary commented that there were no outcome differences 
between DBD and DCD patients.   
 

Jim Shaw stated that whilst Islets travel well, pancreases do not and that 
there was an onus for all centres to look at this to find solutions.  There was a 
general feeling that there are more DCD donors available that could be used 
for islets and that this needed to be optimised.  It was suggested that 
culturing for twenty four hours might increase utilisation and there is a 
definite need for a mechanism to make this happen.  It was also suggested 
that retrieval teams could drive this by offering on to the nearest ‘on call’ 
centre to prevent prolonged CIT. 
 

It was agreed that for islet isolation in DCD donors, these should be offered 
to the geographically closest ‘on call’ centre. 
  

 
All / 

L Mumford 
 
 
 
 
 
 
 

A Yates 
 
 
 
 
 
 
 
 

Duty Office /  
Islet 

Laboratories 

5.1.1 Jim Shaw discussed a planned meeting of Islet Laboratory personnel in 
October to ensure all are working to the same system.  Three laboratories 
will be involved in the first part of the meeting with satellite laboratories such 
as Bristol and Manchester coming along for the second part of the meeting to 
enable a consistent approach to be applied to avoid the need for recounting 
of islets.  Pratik Chaudhary agreed with this as there is a discrepancy 
between centres with some counting and recounting and some not 
recounting at all. 

Neil Parrott asked for non-isolating transplant centres to be included in this 
re: count and liability so that all were using the same process and Jim Shaw 

 
    

 
 
 
 
 
 
 

J Shaw 
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  ACTION 
agreed to consider this.   

Sue Fuggle queried whether the count of islets had ever resulted in non-
transplantation and why some centres such as Oxford refuse on the basis of 
their recount rather than the original count.  Stephen Hughes explained that it 
is possible for the islet count to drop during transportation and that some 
samples have not proved viable for transplantation in the past, however this 
depended on the individual patient. 
 

Guo Cai Huang commented on this, stating that transportation in a flask 
rather than a bag seemed to have better results, reducing loss.   
 

Jim Shaw mentioned that the HLA licence allows for the checking of a 
product’s reliability with no detriment and that of the 10 organs that had been 
tested, there was no significant drop in islets found from count to recount. 
However, the consensus was that some preparations deteriorate over time 
and whether you are a satellite centre that counts or recounts, there is a 
need to be able to see that the islets are viable. 
 

John Casey suggested that counting assessment should take place at the 
preparation centre not the recipient centre and that there has to be trust that 
what is released for transplant is fit for purpose.  Pratik Chaudhary and Guo 
Cai Huang will collect data and report back periodically.  Published data 
supporting this will be circulated to all.  Jim Shaw was also working with one 
of the ASSAY laboratories to provide some external audit possibilities and it 
was agreed that findings should be circulated. 
 

It was agreed that a mechanism for Clinical Governance needs to be put in 
place.  Sue Fuggle suggested use of the Clinical Governance system already 
in place at NHSBT, which is collected, tracked and audited and it was felt 
that this might be the way forward.  This suggestion was to be ratified at the 
next Isolation subgroup meeting and John Casey was to discuss this with 
James Neuberger. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

P Chaudhary / 
Guo Cai 
Huang 

 
 

J Shaw 
 

J Shaw 
 
 
 
 
 

J Casey 
5.1.2 There is a NICE ISLET ISOLATION WORKSHOP being held in Leiden that is 

a ‘hands on’ workshop recommended for new people to attend.  Jim Shaw 
would find out if the remaining NCG core budget funding could be used to 
support this.  John Casey felt it would be good to have representation from 
laboratories at this workshop (some courses have Oxford representation 
already). 
 

 
 

All  

6 REPORT FROM PANCREAS ADVISORY GROUP MEETING: 27th April 
2012  

 

6.1 The community are still very supportive of islet transplantation and the 
scheme is working well by looking at pancreas and islets together. 
 

The main areas of issue were discussed: 
- General process for fast tracking of organs 
- HLA typing currently being looked at by PAG 

John Casey agreed to keep updating on this at future meetings. 
 

PAG minutes will be circulated once finalised. 
 

 
 
 
 
 

J Casey 
 

CSS 
   
7 UPDATE ON ISLET TRANSPLANT DATA COLLECTION – PITF(12)10  
7.1 It was recognised that the criteria excludes a small group of patients fall out 

with standard listing criteria.   

PAG has agreed a procedure for discussing such patients and the PITF have 
agreed to discuss this and decide how a PITF group should be organised 
and set up. 
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  ACTION 
Jim Shaw reiterated Chris Watson’s feelings in relation to hypoglycaemia and 
that the agreed standards should be adhered to in relation to this. 

Summary from Lisa Mumford: 

- Chair of PAG is responsible for the criteria 

- 5 out of 7 islet centres need to agree that a patient should be listed to 
enable formalisation. 

Lisa collected the names of those present that would take responsibility for 
their centres at the meeting as follows: 

Jim Shaw: Newcastle / Martin Rutter: Manchester / John Casey: Edinburgh / 
Pratik Chaudhary: King’s / Miranda Rosenthal: RFH  / Steven Gough: Oxford 

Lisa Mumford to finalise the listing of centre representatives and forward to 
John Casey for approval. 

 
 
 
 
 
 
 
 
 

Centres to 
notify 

nominees 
 
 

L Mumford 
   
8 PANCREATIC ISLET TRANSPLANT FORM RETURNS – PITF(12)11  
8.1 There is no data on donor forms available at present but Lisa Mumford 

agreed to present this at the next meeting. 

Collection of islet transplantation data began in 2010.  Recent form rates 
have improved – see Table 1 (return 65%) but some centres need to give a 
higher return (King’s and Oxford) for data analysis.  Stephen Hughes was 
asked to feedback the poor return rate to Oxford and Edmund Jessop 
reiterated the legal requirement for reporting. 

UKITC database shows the same lack of data.  John Casey reiterated that 
data cannot be analysed unless clinical forms are returned.  It was agreed 
that to prevent time consuming double data entries that information be 
shared across. 

Jim Shaw stated that the current criteria for patients in the UK re: Insulin 
dependence relates to those who are / are not on insulin.  There is a need to 
know if grafts are functioning and therefore C Peptide and Meals Tolerance 
data is important.  Insulin can prolong grafts and therefore it is important to 
report data for both programmes in relation to Hypoglycaemia, C Peptide, 
Meals Tolerance, HP1C and others. 

The definition of insulin dependence has no real consensus.  Pratik 
Chaudhary agreed to send out a circulation to stimulate discussion in an 
effort to come to a UK definition that can prove uniform and it was felt by Jim 
Shaw that CGMS and Meal Tolerance test results would be of interest to 
inform the debate.  Jim Shaw agreed to circulate Meals Tolerance data to 
NHSBT.   

It was agreed that data returns for clinical outcomes would be notified and 
John Casey agreed to email each centre directly in relation to this. 

L Mumford 
 
 
 
 

S Hughes 
 
 
 
 
 
 
 
 
 
 
 
 
 

P Chaudhary 
 
 
 

J Shaw 
 
 

J Casey 
 

9 ISLET ACTIVITY  
9.1 Transplant list and transplant activity – PITF(12)12:  
9.1.1 Data represented three financial years – see paper.   

 

Neil Parrott was reassured by figures for urgent patients.  Lisa Mumford 
confirmed waiting times range between 53 and 200 plus days with those 
waiting longest being the highly sensitised patients.  Jim Shaw wanted it 
recorded that he felt the new system was fantastic. 
 

 

9.2 Transplant outcome – PITF(12)13  
9.2.1 Lisa Mumford focused on proposals for reporting of islet transplantation 

outcomes to NHSBT and stated that since 2012, there was a small and 
emerging registry.  Based on data from 33 islet centres focusing on 3 key 
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  ACTION 
measures in relation to 1 year post transplant information – see paper. 
 

John Casey found data outcomes interesting and felt data capture was 
appropriate.  Pratik Chaudhary suggested that increasing pump use would 
improve future hypoglycaemic rates and made reference to the Daphne 
database and Diabetes UK who collect/record data in relation to this.  
Collection of this type of data was discussed and Lisa agreed it was possible.  
Lisa to amend Table 3 to show % who do and do not have hypoglycaemic 
events at one year post transplant between 1 Apr 2008 to 31 March 2011. 
 

 
 
 
 
 
 
 

L Mumford 

9.3 ORGAN OFFER SUMMARY – PITF(12)14  
9.3.1 Lisa Mumford presented data – see paper. 

 

It was agreed to continue to keep this item on the agenda. 
All attendees to digest data / information provided and comment at the next 
meeting. 

 
 

CSS / 
All 

   
10 HLA TYPING:  
10.1 Update on funding for HLA typing:  
10.1.1 Sue Fuggle advised that Prof James Neuberger is leading this and 

discussions with commissioners are still ongoing.  Although progress has 
been made, nothing finalised as yet, despite significant pressure to sort this 
out because the pancreas allocation scheme required DCD agreement.   
 

 

10.2 Post transplant antibody data  
10.2.1 Sue Fuggle highlighted that pancreas transplant patients were becoming 

sensitised following transplantation and that the UK were in a good position 
to be able to collect and collate data.   
 

Sue has been involved in discussions with Dave Turner and Sue Martin 
(BSHI representative for PITF) and Lisa Mumford regarding ways to collect 
data, which would ideally be stored via NHSBT.  Lisa was helpful in providing 
ways to construct a form for this purpose.  Jim Shaw stated that he felt 
necrosis was an area for examination that might need considering within this 
planned data collection with regard to outcomes. 
 

Sue sought approval of PITF delegates as to whether it was felt reasonable 
to collect such data.  It was agreed that a teleconference should be 
organised between Sue Fuggle, Lisa Mumford, Dave Turner, Sue Martin and 
John Casey to discuss a pathway for this important piece of work to plug the 
worldwide gap on this limited area of data.   
 

Jim Shaw expressed interest in being involved and Sue suggested two 
teleconferences, one to organise logistics and a second with centres.   
 

 
 
 
 
 
 
 
 
 

S Fuggle /  
L Mumford /  
D Turner /  
S Martin /  
J Casey  

 
S Fuggle / 
Centres /  
J Shaw 

   
11 CLINICAL GOVERNANCE  
11.1 Clinical governance issues and Organ Offering:  
11.1.1  

Already raised previously – SEE ITEM 5 
 

 

11.2 Organ offering to islet laboratories:  
11.2.1  

Already discussed previously – SEE ITEMS 3 AND 5 
 

 

   
12 PROPOSED STANDARD LISTING CRITERIA AUDIT  
12.1 Upper limit for IAK:  
12.1.1 It was agreed that the upper age limit of 53 years (raised previously by 

Gareth Jones and confirmed by Edmund Jessop as illegal) should be 
removed and left open.  John Casey to contact centres to ensure this upper 
age limit is removed.  Pratik Chaudhary queried IAKs and limits on GFR in 
relation to hypoglycaemia.  Jim Shaw confirmed there was no evidence to 

 
J Casey 
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  ACTION 
support severe hypoglycaemia for islet after transplant and the GFR should 
be aligned with renal guideline limits.  John Casey recommended that each 
case be treated individually as patient symptoms and problems differ, 
especially for kidney. 
 

13 Regionalisation of islet transplant referrals:  
13.1.1 Formalising areas for islet transplantation was considered alongside 

concerns over being able to choose where to send a patient against equity of 
access.  Formalisation was questionable due to differences between centres 
and the services they offer. It was felt that although geographical distribution 
reflects catchments and therefore transplants being done, population density 
proves an issue for some.   Data mapping showed west from Bristol and 
Cambridge there were no islet referrals but high pancreas transplantation 
numbers.  Lisa was asked to consult data and report back where the islets 
come from.  Everywhere else islets and pancreases matched but there were 
huge gaps in the middle of the geographical map.  The consensus was to 
target post graduate centres, providing lectures to publicise the success and 
effects of Islet transplantation to those not hearing the message.  It was also 
felt that the Diabetes community needed targeting to prevent apathy and that 
every training Deanery should be targeted with representation at their bi-
annual meetings. 
 

FORMALISATION WAS AGREED – Territories are to be drawn up (linked to 
Martin Rutter’s work).  Neil Parrott suggested that patients should have a 
side by side discussion re: islets versus whole pancreas and John Casey 
agreed to discuss this with Martin Rutter to draw up proposals and circulate 
to the group.   
 

 
 
 
 
 
 
 
L Mumford 
 
 
 
 
 
 
 
 
 

J Casey /  
M Rutter 

14 ANY OTHER BUSINESS:  
 Access to EOS still not possible at King’s making them reliant on ODT at 

present.  Stephen Hughes has experienced similar problems but these are 
now resolving and he agreed that he would discuss with Guo Cai Huang 
methods to overcome the issue. 
 

Jim Shaw intends to establish a trust steering committee within the remit of 
the grant received to examine research outcomes of islet transplants and 
improve the format of UKITC data.  He would also be contributing to THE 
CITRA database with reference to linking data capture and it was agreed that 
Lisa would liaise with Jim to see what was possible and bring this back to the 
committee at the next meeting. 
 

Gareth’s email point relating to broadening the audience for the graphs 
information was welcomed and it was agreed that this data should be 
submitted to the British Transplant Society and that it would listed as a 
proposal for Lisa’s next presentation to BTS on behalf of NHSBT.  It was also 
felt that it should be presented at the Transplant Surgeons Meeting. 
 

S Hughes / 
Guo Cai 
Huang 

 
 

J Shaw 
 
 

J Shaw / 
L Mumford 

 
 
 
 

L Mumford 
J Casey 

15 DATE OF THE NEXT MEETINGS – February and June 2013  
  

Tuesday 26th February 2013 – ODT, Bristol 
Thursday 27th June 2013 – London 
 

 

NHS Blood & Transplant June 2012 
 


