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NHS BLOOD AND TRANSPLANT 

 
MINUTES OF CARDIOTHORACIC ADVISORY GROUP HEART MEETING HELD AT  

10.00 AM ON FRIDAY, 12TH APRIL 2013 AT UCL HUGHES PARRY HALL, 
CARTWRIGHT GARDENS, LONDON   

 
PRESENT: Mr S Tsui, Chair 
 Mr N Al-Attar, Surgeon, Golden Jubilee Hospital, Glasgow 
 Dr N Banner, Cardiologist, Harefield Hospital, Middlesex  
 Dr M Burch, Cardiologist, Great Ormond Street Hospital, London 
 Mr S Clark, Surgeon, Freeman Hospital, Newcastle 
 Prof D Collett, Associate Director of Statistics & Clinical Audit, NHSBT 
 Prof J Dark, ODT National Lead – Clinical Governance, NHSBT  
 Mr J Dunning, Surgeon, Papworth Hospital, Cambridge 
 Mr A Hasan, Paediatric Surgeon, Freeman Hospital, Newcastle 
 Mr TY Hsia, Surgeon Great Ormond Street, Hospital, London 
 Dr S Lim, Cardiologist, Deputy for Dr J Townend, Queen Elizabeth  
         Hospital, Birmingham 
 Ms L Logan, Regional Manager, Organ Donation Services, ODT 
 Mr J Mascaro, Surgeon, Queen Elizabeth Hospital, Birmingham (part mtg) 
 Prof J Neuberger, Associate Medical Director, ODT  
 Mrs J Nuttall, Recipient Co-ordinator Lead, Wythenshawe Hospital,  
          Manchester   
 Dr J Parameshwar, Cardiologist, Papworth Hospital, Cambridge 
 Dr G Parry, Cardiologist, Freeman Hospital, Newcastle 
 Dr C Rogers, RCS Audit Department, University of Bristol 
 Dr S Shaw, Cardiologist, Wythenshawe Hospital, Manchester 
 Mr A Simon, Surgeon, Harefield Hospital, Middlesex 
 Dr J Smith, BSHI representative 
 Mrs H Thomas, Statistics & Clinical Audit, NHSBT 
 Dr M Winter, NHS National Services, Scotland 
 Mrs A Yates, Assistant Operations Manager – Duty Office, ODT 
 Prof N Yonan, Surgeon, Wythenshawe Hospital, Manchester 
  
IN ATTENDANCE:   
 Mrs K Zalewska, ODT (Secretary) 
 Mrs R Taylor, Statistics & Clinical Audit, NHSBT 
 
APOLOGIES: 
 Miss S Falvey, Head of Clinical & Nursing Governance, ODT 
 Dr S Fuggle, Scientific Advisor, ODT 
 Mr J McGuinness, Surgeon, Dublin 
 Dr J Townend, Cardiologist, Queen Elizabeth  Hospital, Birmingham 
  
 
S Tsui welcomed members to his first heart meeting as Chair of CTAG and thanked          
J Dark as outgoing Chair.  This CTAG meeting is in a trial format, splitting the heart and 
lung components into two separate meetings; feedback will be requested following the 
meetings. 
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   ACTION 
  1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 

CTAG(13)H1 
 

  1.1 There were no declarations of interest.   
   
  2 MINUTES OF THE MEETING HELD ON WEDNESDAY, 19TH 

SEPTEMBER 2012 - CTAG(M)(12)2(Am2) 
 

  2.1 
 
  2.2 
 
   
 
 
2.3 

The minutes of the CTAG meeting held on Wednesday, 19th 
September 2012 were approved as a correct record.  
All action points were either completed, in hand or on the agenda.  
Action point 9 will be subsumed within the scout team activity as a 
potential future development. L Logan reported that coronary 
angiograms had now been performed for some donors, and agreed to 
ensure such cases were recorded centrally via the Regional 
Managers. 
There were no other matters arising. 

 
 
 
 
 

L Logan 

   
  3 ASSOCIATE MEDICAL DIRECTOR’S REPORT  
  3.1 
 
  3.1.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
3.1.2 
 
 
 
 
 
  

3.1.3 

Developments in NHSBT 
 
Update from SOAG review – Format of CTAG 
The recommendations of the SOAG review have now been accepted 
by the Board.   
• Lay representation: NHSBT will be going out to tender to appoint 

an organisation to manage the advertising, job specification, 
recruitment, interviews and training for lay members of Advisory 
Groups.  There will be two lay members on each Group who will 
not represent any organisation/charity.  There will be an annual 
meeting of all lay members with NHSBT which will be 
independently facilitated.  The existing annual meeting of the Chair 
and ODT Associate Medical Director with patients groups’ 
representatives will also continue.   

• The benefits and risks of changing the format of CTAG were 
raised.  This meeting is a hybrid and J Neuberger will formally 
write to CTAG members for their comments on whether to change 
the meeting format in the future.  The question of whether to 
appoint a Deputy Chair will also be addressed at this time.             
M Winter stressed the importance of interaction with the Clinical 
Reference Group and the need to be explicit about the relationship 
with paediatric surgery.   

Draft ToR for Solid Organ Advisory Groups – CTAG(13)H2 
• Generic Terms of Reference for the Advisory Groups have been 

circulated following the SOAG review.  Each Advisory Group is to 
produce its own Terms of Reference bearing in mind the 
recommendations of the review.   J Neuberger will meet with          
S Tsui to agree objectives for CTAG.   

New appointments 
• J Neuberger reported on the establishment of a National Solid 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Neuberger 
 
 
 
 
 
 
 
 
 

J Neuberger/   
S Tsui 
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   ACTION 
Organ Recipient Co-ordinator Leads Group, the members of which 
would act as representatives on the Solid Organ Advisory Groups 
and as national expert advisers to ODT.  J Nuttall would continue 
as the representative for CTAG.   

• J Dark has been appointed as ODT National Lead for Clinical 
Governance, NHSBT.   
 

 3.2 Governance Issues  
 3.2.1 
  
 3.2.2 
  
 3.2.3 
 

Non-compliance with heart allocation 
There were no instances of non-compliance with heart allocation. 
Heart incidents for review:  
There were no incidents for review. 
Summary of CUSUM monitoring of outcomes following heart 
transplantation 
No signals have triggered since the last report. 
 

 

  3.3 
 
 
 
 
 
 
 
 

  3.4 

 

 

 
 
  3.5 
 
  3.5.1 

 

 

 

NHSBT Strategy 
The strategy consists of an outline document and a detailed strategy 
document aimed at clinical professionals.  The launch is planned for 2 
– 3 months’ time and there is a shift in emphasis from increasing 
donor numbers to increasing the number and quality of transplants.    
The key component in the delivery of the strategy is that support is 
required from clinicians and from the public in reducing the number of 
family refusals.  Members were thanked for their comments and 
contributions to the document. 

NHSBT Research 
J Neuberger highlighted that NHSBT is keen to support research 
providing it does not impact on the primary role of the SNODs in 
facilitating organs for transplantation and that they have been properly 
informed of what is required.  Involvement in placing organs for 
research may be devolving to Tissue Services or an alternative 
organisation.  Consultation will be taking place on this proposal. 
IT progress report – CTAG(13)H3  
Members noted the IT implementation progress report. 
EOS mobile – CTAG(13)H4 
J Richardson, Lead Nurse for Health Informatics is leading on the 
EOS mobile project which aims to speed up and simplify the offering 
process.  EOS usage will become a fundamental part of the offering 
process and the application has been developed specifically to 
support log-in from smart ‘phones and tablets. SNODs will be issued 
with tablets and centres will be notified of offers by the method of their 
choice and have a fixed time to respond.  Members expressed 
concerns that some Trust IT departments do not support I-Pads and I-
Phones.  Any centres experiencing problems with this should advise 
either J Neuberger or J Richardson at NHSBT who will take this up 
with the Trusts concerned.  Members were also encouraged to 
challenge Trust IT departments over this decision. 
The possibility of using imaging technology for the transfer of images 
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   ACTION 
was raised.  This is currently being trialled by Glasgow using PAX and 
VPN software, allowing images to be viewed on laptops using the 
donor number for identification.  J Neuberger advised that if CTAG 
can produce evidence of the use of imaging technology resulting in 
more organs for transplant then NHSBT would help to support this 
development.   

   
  4 
 
  4.1 

ASSOCIATE DIRECTOR OF STATISTICS & CLINICAL AUDIT’S 
REPORT  
Conference presentations, current & future work – CTAG(13)H5 
Members received a summary of the work currently being undertaken 
by statisticians at NHSBT and the team at the Clinical Effectiveness 
Unit at the Royal College of Surgeons under the auspices of the UK 
Cardiothoracic Transplant Audit. 

 

  4.2 Advisory Group workplan – CTAG(13)H6 
The workplan for CTAG was received and noted. 

 

  4.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
  4.4 

Survival from listing – CTAG(13)H7 
A paper summarising analyses of survival times from transplant list 
registration for patients registered for their first kidney, liver, pancreas, 
heart or lung transplant in the UK was received for discussion.   
The variation between centres for heart transplantation is not 
statistically significant.  These analyses will be published on the ODT 
website with explanatory text and will accompany analyses of post-
transplant survival.  Members were concerned about possible 
difficulties in interpretation of the data by patients.  Centre 
representatives were asked to consult with colleagues on the 
proposal to publish this de-anonymised data.  A decision on whether 
to compare centres against a national average or by individual centre 
comparison would need to be agreed. 
 
Audit Steering Group  
N Banner reported key points from the meeting held the previous day:  
• Possibility of increasing the number of people in the project 

group and looking at new techniques for the future, particularly 
patient reported outcome measures.   

• Changes proposed by NHSBT: To move from the existing 
arrangement between the RCS Audit Department and NHSBT to 
pull the audit functions further in house within NHSBT.  Further 
discussion on this proposal will take place between N Banner 
and J Neuberger and with the RCS and commissioners.  As from 
1st April 2013 there is no contract or funding for this work.   

• The Group is committed to supporting the continuance of the 
work currently underway.  M Winter stressed the importance of a 
clear clinical steer from CTAG on the future of the audit. 

• Participation in the IMACS international VAD registry operated by 
ISHLT is moving forward.  Information on the structure of the UK 
VAD database is also being shared with EuroMACS.  

• Now analysing a vast amount of data from the HEART study. 
• Data sharing project agreed with John Hopkins University on a 

comparison of the characteristics and outcomes of cystic fibrosis 
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patients listed for and undergoing lung transplantation in the UK 
and USA. 

  5 NATIONAL CARDIOTHORACIC SERVICE TRANSPLANT REVIEW 
(CTEoI) UPDATE  
J Dark reported that commissioning arrangements for cardiothoracic 
transplant services now fall to Highly Specialised Services.  J Dark is 
the Chair of the Clinical Reference Group which advises 
commissioners about strategy and innovative developments such as 
ECMO.  The final report of the CTEoI was submitted to the 
Commissioning Board and it has been indicated that if a service was 
funded in the last financial year then it is likely to be funded this year. 
M Winter added that a direct meeting had been held with James 
Palmer, Clinical Director for Specialised Services at NHS England, on 
the infrastructure of meetings.  J Palmer will Chair the Clinical 
Oversight Group.  A meeting of representatives of the four UK nations 
is scheduled for June.   
 

 

  6 
  6.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
 

UPDATES FROM SUB-GROUPS 
Sensitisation meeting update: 21st November 2012 – 
CTAG(13)H8a & b 
A statement from the sensitisation sub-group recommended: 
• cRF levels reported by H&I laboratories should be: 
 1. All antibodies 
 2. Antibodies with MFI>2000 
 3. Antibodies with MFI>5000 
• In sensitised patients post-transplant antibody monitoring should 

be performed at 1 week, 1 month, 3 months and 1 year 
• Anti-HLA antibodies with a MFI > 5000 should, for now, be 

viewed as a contraindication to accepting a donor organ except 
in exceptional circumstances.  Further testing should be 
considered in these cases to further refine risk profiles. 

• Data is collected on patients who received ‘antibody 
incompatible’ transplants, possibly using the form used by the 
kidney community and the NHSBT mechanism for storing the 
data.   

• Centres should share information on how they manage these 
patients and outcomes should be monitored so that future 
recommendations can be based on more data. 

Each centre representative was asked to liaise with their respective 
tissue typing laboratory to discuss the possibility of collecting data on 
antibody incompatible transplants to ensure common practice across 
all centres.  

There is currently no mechanism for this type of document to be 
endorsed by either BTS or BSHI so J Smith agreed to consult with     
J Neuberger with a view to revising the document for formal 
endorsement by CTAG. 

J Smith and J Parameshwar to liaise with H Thomas to finalise 
guidance to be incorporated into the revised selection and allocation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Smith/           
J Neuberger 

 
 

J Smith/             
J Parameshwar/ 

H Thomas 
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   ACTION 
 

6.1.1 

policies.  

Sensitisation guidelines: BSHI Newsletter – CTAG(13)H9 
An update paper from J Smith on HLA specific antibodies in 
cardiothoracic transplantation was also received and noted.   

   
6.2 UK Scout pilot project update 

S Tsui updated members on the Scout Pilot project which was 
established to look at improving the utilisation rate of hearts and lungs 
within the UK.  Two centres had previously operated a system of 
sending out a member of the cardiothoracic retrieval team to attend 
the donor in ICU as soon as possible after diagnosis of brain death.  
As part of the Scout project, from 1st April 2013 all cardiothoracic 
NORS teams have been sending a scout to those ICUs within 2 hours 
travel of their centre.  The initiative was cautiously welcomed by the 
intensive care community at the National Organ Donation Committee 
meeting in February.   
 
Concerns raised: 
• One concern raised by ICUs was the question of indemnity and 

NHSBT has made it clear that scouts are covered by the clinical 
indemnity of the retrieval team through their employing Trust.  In 
response to concerns over the collection of data by SNODs, 
members noted that scouts will be asked to complete a form to 
monitor the effects of donor management.  SNODs will be asked to 
liaise with ICUs to obtain feedback on the conduct of the scouts.   

• High impact of scout activity on staffing levels.   
• It was noted that if the scout was out at a donor hospital then the 

retrieval team is classed as out at a retrieval.   
• Need agreement on how to train and sign off these staff.  There is 

no specific grade as the role is competency based. 
 
No extra funding is available for this programme so if the pilot results 
in improvements in the number of transplants then funding will be 
sought to support the initiative.   

 

   
  6.3 Heart Allocation Working Group update – CTAG(13)H10a & b 

G MacGowan has been leading a group of cardiologists looking at 
improving the current heart allocation system.  It is proposed to: 
• Move to a 2-tier urgent system of urgent and super-urgent heart 

patients.  
• Move closer to a national allocation system 
• Remove the current payback system 
• Retain current rules for offering of non-urgent blood group O 

hearts. 
• Establish an arbitration group using a secure webpage via NHSBT 
The Transplant Policy Review Committee recently approved the 
principles outlined in the proposal.  Further work on the development 
of cardiothoracic selection and allocation policies is required from 
CTAG.  H Thomas agreed to liaise with NHSBT IT to look at 
timeframes for implementation of changes and to circulate details of 
the liver allocation appeals panel for discussion at the next CT 

 
 
 
 
 
 
 
 
 
 
 
 
 

H Thomas 
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Directors teleconference.  N Al-Attar also agreed to provide members 
with copies of the French experience in relation to outcomes for 
super-urgent heart recipients.  
J Dark raised the issue of lack of access for adult congenital heart 
disease patients who need a heart/lung transplant.  It was proposed 
that the Heart Allocation Working Group be asked to address the 
issue of diverting a small proportion of urgent hearts towards 
heart/lung patients.  S Tsui agreed to ask G MacGowan to invite an 
appropriate chest physician representative and an expert in adult 
congenital heart disease to join the working group to discuss the 
allocation of heart/lung blocks.   

                      
N Al-Attar 

 
 
 
 
 
 

S Tsui/           
G MacGowan 

 
 

  7 MONITORING REPORTS  
   
  7.1 Blood group activity – CTAG(13)H11 

Members received a report on access to heart transplant by recipient 
blood group over the last 2 years.  It was acknowledged that although 
blood group O patients continue to wait longer than others for non-
urgent heart transplant, little more can be done to address this 
imbalance without affecting the urgent scheme.  

 

  7.2 Provisional offering of hearts: organs unsuitable for offering – 
CTAG(13)H12 
A report on the number of potential hearts (from donors aged <65 
years with consent for heart donation) which were not offered at all or 
only offered to urgent patients during the last calendar year was 
received.  Members discussed whether to adjust the criteria for hearts 
unsuitable for offering or to request clarification on those cases 
reported under the ‘Other’ category.  L Logan agreed to discuss four 
of the highlighted cases with the SNODs concerned to find out who 
made the decision not to offer. There was concern that zonal 
surgeons or SNODs are taking the decision not to offer to all 
surgeons. 

 
 
 
 
 
 
 
 

L Logan 

  7.3 Great Ormond Street Hospital 20cm donor-recipient size match 
rule – CTAG(13)H13 
Members received a report analysing the impact of the 20cm size 
matching rule and reviewing transplant activity at GOSH using adult 
donor hearts during 2012.  There were no rule breaches during this 
time and it was agreed to retain the current arrangement.   

 

  7.4 Paediatric organ retrieval  
A Hasan updated members on the proposal for Newcastle and 
Papworth to retrieve from donors weighing <30 kg.  Two paediatric 
retrieval zones have been defined (north and south) and the two 
teams will form part of NORS.  A contract has been agreed with 
NHSBT and this arrangement will start on 1st May 2013.   

 

   
  8 MYOCARDIAL PRESERVATION SOLUTIONS  
  8.1 Primary graft dysfunction and failure 

A preliminary analysis paper on primary graft dysfunction using data 
from the UK Cardiothoracic Transplant Audit was received as 
background information.  There was a strong indication that 
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ischaemia time is a major determinant of primary graft dysfunction.  
This analysis will be taken forward by the Project Group, and S Tsui 
suggested that the four components of ischaemia time should also be 
monitored. 

  8.2 Myocardial protection during heart transplantation – 
CTAG(13)H14 
Following on from discussion at item 8.1 above, a paper was 
submitted by N Al-Attar proposing the use of alternative preservation 
solutions for hearts retrieved either nationally or those retrieved and 
used locally in Scotland.  Members agreed to Glasgow assessing 
alternative solutions for hearts retrieved and used in Scotland.  It was 
requested that those hearts retrieved by the Glasgow team for use 
elsewhere in the UK should continue to be preserved in Extracellular 
St Thomas solution.   

 

   
   9 FOR INFORMATION ONLY  
   9.1  Prolonged heart registrations – CTAG(13)H15  
 Received and noted.  
   
   9.2 Transplant activity report: February 2013 – CTAG(13)H16  
 Received and noted.  
   
 10 
 10.1 
 
 

 10.2 

ANY OTHER BUSINESS 
A horizon scanning meeting is scheduled to be held in Newcastle on 
25th October 2013 to address the issue of how to implement and fund 
future developments in organ perfusion systems, both in situ and in 
transport. 
 
Newcastle and Great Ormond Street have developed a DCD heart 
protocol and this has been taken to DEC.  J Neuberger highlighted 
the importance of careful communication of this proposed 
development, and urged the trusts involved to discuss how this might 
be managed with NHSBT before approaching any ECMO centres. 

 

   
 11 Date of next meeting  
 Tuesday/Wednesday, 17th/18th September 2013 subject to a decision 

being made on the format for future meetings. 
 

   
   

 
  
 
 
 

May 2013 


