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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE EIGHTEENTH MEETING OF THE 
NHS BLOOD AND TRANSPLANT CARDIOTHORACIC ADVISORY GROUP 

AT 12.30 PM ON TUESDAY 15 MARCH 2011 AT 
THE ROYAL COLLEGE OF PATHOLOGISTS, LONDON 

 
PRESENT:   Prof Robert Bonser Queen Elizabeth Hospital, Birmingham – Chairman 

 Dr Martin Ashton-Key Medical Advisor, NHS Specialised Services 
Dr Nick Banner Physician, Harefield Hospital 
Mrs Kerri Barber Statistics & Clinical Audit, NHSBT 
Mr Stephen Clark Surgeon, Freeman Hospital, Newcastle 
Prof Paul Corris Physician, Freeman Hospital, Newcastle  
Miss Sue Falvey Head of Nursing Development, NHSBT 
Dr Sue Fuggle Scientific Advisor, NHSBT 
Mr Saleem Haj-Yahia Surgeon, Golden Jubilee National Hospital, Glasgow 

   Mr Iain Harrison Information Technology, NHSBT   
Mr Asif Hasan Paediatric Surgeon, Freeman Hospital, Newcastle 
Mr Tain-Yen Hsia Surgeon, Great Ormond Street Hospital, London 
Ms Sally Johnson Director, Organ Donation & Transplantation 
Dr Colm Leonard Physician, Wythenshawe Hospital, Manchester 
Mrs Lesley Logan Specialist Nurse-Organ Donation Representative 
Mr David Mayer National Clinical Lead for Organ Retrieval  

 Prof James Neuberger      Associate Medical Director, ODT 
 Ms Jane Nuttall Recipient Transplant Co-ordinator, Wythenshawe 

Dr Jayan Parameshwar Physician, Papworth Hospital, Cambridge 
 Dr John Payne Physician, Golden Jubilee National Hospital, Glasgow
 Ms Karen Quinn Assistant Director, UK Commissioning, NHSBT  
 Dr Chris Rogers RCS Audit Department 
 Mr Chris Rudge Department of Health, London 

Mr André Simon Surgeon, Harefield Hospital  
      Dr John Townend Physician, Queen Elizabeth Hospital, Birmingham 

Mr S Tsui  Surgeon, Papworth Hospital, Cambridge 
 Mr Ian Wilson Surgeon, Queen Elizabeth Hospital, Birmingham 
 Mrs Ann Yates Duty Office Manager, ODT 
 Prof Nizar Yonan Surgeon, Wythenshawe Hospital, Manchester 
                         
IN ATTENDANCE:  

Miss Rhiannon Birch Statistics & Clinical Audit, NHSBT 
 Prof John Dark Freeman Hospital, Newcastle 

Dr Kate Haire Observer - NHS Specialised Services 
Miss Trudy Monday Corporate Services, ODT 

 Mr Aaron Powell Programme & Portfolio Manager, ODT 
 

     ACTION 
 APOLOGIES  
 Apologies were received from Dr Abdullah Al-Mohammad,                  

Mr Peter Braidley, Dr Michael Burch, Prof Dave Collett, Dr Jim Egan,  
and Mr Jim McCarthy. 
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1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA 

– CTAG(11)1 
 

  
1.1 There were no conflicts of interest reported by those present in 

relation to the agenda. 
 

   
2 MINUTES OF THE MEETING HELD ON WEDNESDAY 29 

SEPTEMBER 2010 – CTAG(M)(10)2(Am)v2 
 

  
2.1 The minutes of the meeting held on 29 September 2010 were 

accepted as a true and correct record. 
 

   
2.2 Action Points – CTAG(AP)(11)1:  
 Item 1- Impact of small bowel procurement on cardiothoracic 

organs:  The audit encompassing the effect of intestinal and 
pancreatic donation on heart and lung acceptance and progression 
to transplantation has been deferred to Spring 2012. 

 
 

 

 Item 2 - Prolonged registrations: Refer to minute 13.2 below.  
 Item 3 - National Cardiothoracic Service Transplant Review – 

Pre-CCT training fellowships in cardiothoracic transplantation:  
Refer to minute 6.1 below. 

 

 Item 4 - 17.2 - Development of a national standard for retrieval 
training: Refer to minute 2.3.1 below. 

 

 Item 5 - Advisory Group Workplan: Refer to minute 3.5 below.  
 Item 6 - Advisory Group Chairs: IT priority proposals (for info):     

Refer to minute 5.1.1 below. 
 

 Item 7 - National cardiothoracic transplant service – developing 
the national service specification and reviewing existing 
national service standards: Refer to minute 8.1 below. 

 

 Item 8 - Allocation of donor hearts to patients: Refer to minute 
5.2 below. 

 

 Item 9: 
Review of ISHLT guidelines for referral for lung transplantation: 
Refer to minute 5.3 below. 
Development of national allocation scheme: Refer to minute 5.5 
below. 

 

 Item 10 - Update on quality and consistency in  
H&I labs:  Refer to minute 9 below. 

 

 Item 11 - Promotion of active organ donor management: 
Cardiothoracic issues: Refer to minute 3.1 below. 

 

 Item 12 - Donor Management Survey: Prof Bonser reported that 
the Donor Management Survey endorsed by CTAG in September 
2010 was submitted to DAG in November, where concerns were 
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expressed around questions to 5 to 7.  The survey will be reviewed 
and re-circulated in the next couple of months. 

R Bonser 

 Item 13 - Detection of coronary heart disease in donors:  Refer 
to minute 6.4 below. 

 

 Item 14 - Invitation to UKDEC/NRES transplant research ethics 
workshop: 10 November 2010: Prof Yonan attended this workshop 
as the CTAG representative, which discussed different perspectives 
regarding complex areas of line between the clinical aspect of taking 
tissues or blood for clinical use or the need for evaluation and/or 
service development, when it is audit or research.  The view was 
that only organs taken/used for transplant do not need HTA (Human 
Tissue Authority) consent; those that do need consent are those 
taken for research, audit, etc.  The two major issues debated with 
regard to taking tissues for research were as follows: 

• The requirement for HTA licensing of donor hospitals (including 
theatres) to take samples for research; 

• The need for detailed relatives’ consent: start time for donor family 
consent and when recipient consent starts.  It is also important to 
ensure that consent after death is from the HTA, while consent 
from living patients who are incapacitated is regulated by the MCA 
(Mental Capacity Act). 

There is an issue of balancing the advantages and disadvantages 
because of associated legalities. 
There is a summary report out for consultation at present which  
Prof Yonan agreed to circulate to CTAG members once available. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
N Yonan 

   
2.3 Matters arising  
   
2.3.1 Ref: CTAG 10.03.10, minute 17.2: Development of a national 

standard for retrieval training – CTAG(11)2a, b, c, d, e 
 

2.3.1.1 At the last CTAG meeting Mr Clark and Prof Yonan agreed to work 
with other centres to develop the Procedure Based Assessment 
(PBA) framework for cardiothoracic organ retrieval training into a 
formal National examination procedure.  This however, was deemed 
to be expensive, so a document has been produced for assessing 
knowledge and skills, together with a supplementary document for  
DCD PBA.  CTAG members endorsed this PBA framework to be 
used by all retrieving practitioners, and Prof Yonan agreed to upload 
it to the Intercollegiate Surgical Curriculum Program (ISCP) society 
website. 

 
 
 
 
 
 

 
N Yonan 
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3 Associate Medical Director’s report  
   
3.1 Developments in NHSBT  

3.1.1 Prof Neuberger reported that there has been a 6% increase in DCD 
donors over the last financial year, and a 3% increase in DBD 
donors (599 and 342 respectively).  These figures are in parallel 
with the increase in transplantation this year. 
Dr Gerlinde Mandersloot has been appointed as the Clinical Lead 
for Donor Optimisation within NHSBT, based at the Royal London, 
and will be working with the CLODs looking at guidelines and areas 
for improvement within donor optimisation. 

 

   
3.2 Governance Issues  
   
3.2.1 Development of selection and allocation policies – CTAG(11)3  
3.2.1.1 Members received the latest version of the introduction to the single 

selection and allocation policy which has been reviewed by 
solicitors.  Kate Silsbury at Synergy has been working with the 
Advisory Group Chairs towards a consistent format which is 
compliant, comprehensive and justified.  The policies will eventually 
form a single selection and allocation policy, and will be owned by 
clinicians, whilst statutory responsibility will be with NHSBT. 

 

   
3.2.2 Non-compliance  
3.2.2.1 No instances of non-compliance were reported.  
   
3.2.3 Summary of CUSUM monitoring of outcomes following 

cardiothoracic transplantation - CTAG(11)4 
 

3.2.3.1 Members received a paper outlining centre specific monitoring of 30 
day patient outcomes following cardiothoracic transplantation which 
has been carried out on a monthly basis since October 2006.      
Prof Neuberger emphasised that a transplant outcome trigger may 
not necessarily be a cause for concern but an inherent variation. 
It was noted that there have been no signals following cardiothoracic 
transplantation since 2008.  Any concerns should be addressed to 
Prof Neuberger.  

 

   
3.3 EU Organ Directive – CTAG(11)5  
3.3.1 An update on progress with the EU Organ Directive was received by 

members.  Miss Falvey highlighted that there is a requirement for 
Member States (MS) to transpose the legislation into domestic law 
by August 2012.  Some implementation groups have been 
established for some months now, and NHSBT are working very 
closely with the Department of Health, the devolved health 
administrations and the HTA, in order to draft the legislation which 
will go out for a three month consultation from 1st July 2011.  A joint 
letter will also be circulated to transplant centre directors with details 
of the implications for transplant centres.  It is hoped that the impact 
on hospitals and transplant centres will be kept to a minimum.  The 
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Directive will have implications for all organisations required to 
operate under a procurement and/or transplant licence which will be 
required to be in place by 27th August 2011, and will be subject to 
regular inspection. 

   
3.4 IT projects & cardiothoracic datasets – CTAG(11)6  
3.4.1 Members received an updated summary/progress report of IT 

priority proposals.  Mr Powell reported that the Pancreas Allocation 
Scheme went live on 1st December.  Progress is, however, slow with 
regard to the datasets and forms.  IT is currently seeking to 
implement four new cardiothoracic forms which have been delayed 
since April 2010.  A formal review of requirements, including the 
data to be collected, is due to be carried out.  This will allow IT to 
establish whether a more streamlined approach is available.          
Mr Powell acknowledged that progress on this project is paramount 
and the action plan is intended to be completed by May 2011. 

 

   
3.5 Advisory Group Workplan – CTAG(11)7  
3.5.1 An updated Advisory Group Workplan for CTAG which summarised 

both short and long term projects as well as regular reports was 
received by members.  Priorities identified by the workplan are then 
fed into the IT programme.  Advisory Group Chairs were involved in 
producing these workplans and members were asked to highlight 
any proposed revisions.   

 
 

   
3.6 Donated Organs Monitoring Group – CTAG(11)8  
3.6.1 This working group is a sub-group of the Clinical Governance 

Monitoring Group (CGMG) which looks at the offering and use of 
organs.  Regarding retrieval, the group will monitor and investigate 
reported damage to organs; regarding the cardiothoracic aspect, 
size-matching is an issue which will be explored.  It was noted that 
Advisory Groups will be consulted on an ad-hoc basis for clinical 
advice on organ-related issues when specific organs are discussed. 

 

   
3.7 Data access policy – CTAG(11)9  
3.7.1 Version 1.1 of the Data Access Policy clarifies how data held by 

NHSBT can be addressed and used by individuals or groups within 
NHSBT, with advisory roles to NHSBT, within the wider NHS, from 
other organisations with an interest in organ donation and 
transplantation and by members of the public.  This document seeks 
to give guidance to the handling of data requests to NHSBT, and 
Prof Neuberger confirmed that it will support collaborative work with 
external organisations. 
Dr Banner raised concern that the document did not appear to 
reflect the joint project with the Royal College of Surgeons and is 
very NHSBT centred, however it was noted that this is due to the 
fact that data requests are handled by NHSBT.  Dr Banner agreed to 
forward comments on the document to Prof Neuberger. 

 
 
 
 
 
 
 
 
 
 
 

N Banner 
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4 Associate Director of Statistics and Clinical Audit’s Report  
   
4.1 Conference presentations, current and future work 

       (for information) – CTAG(11)10 
 

4.1.1 Members received a paper describing the work currently being 
undertaken by statisticians at NHSBT and the team at the Clinical 
Effectiveness Unit, Royal College of Surgeons under the auspices of 
the UK Cardiothoracic Transplant Audit. 

 

   
4.2 Report from the Steering Group  

4.2.1 Dr Banner highlighted the good progress achieved on the HEART 
study and the data collection for the VADs database on VADs 
implanted since the end of the EVAD study.  Prof Bonser reported 
that no comments have been received on the Heart and Lung study.  
Discussions have taken place around the rules for the audit on 
transplant outcome which are hoped to be available in the near 
future. 

 
 

   
5 National allocation of organs   
   
5.1 Referral and listing guidelines for heart transplantation 

              - CTAG(11)11 
 

 A working party to revise the UK guidelines on referral and listing for 
heart transplantation has produced the final draft which was 
received by members.  The Society for Cardiothoracic Surgery in 
Great Britain and Ireland and the British Society for Heart Failure 
have both endorsed this document.  No further comments were 
received, and CTAG members agreed to endorse this document.  
Prof Bonser agreed to write formally to Dr Banner confirming 
endorsement for publication. 

 
 
 
 
 
 

R Bonser 

   

5.1.1 Database of referrals  
 Prof Bonser reported that this database, although important, has a 

lower ranked priority than other IT requirements.  The data set was 
completed and agreed some years ago and if when IT is available to 
process this work the UKCTA should receive six months notice to 
ensure that the dataset is reviewed and it is fully up to date when 
submitted. 

 

   
5.2 Allocation of donor hearts to patients (not in urgent scheme) – 

CTAG(11)12 
 

 Dr Parameshwar had incorporated the amendments agreed at the 
last CTAG meeting.  The paper has been circulated to all 
cardiothoracic transplant centres and feedback has been received.  
CTAG members endorsed this revised version of the allocation 
criteria. 
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5.3 Review of ISHLT guidelines for referral for lung transplantation  
 The draft ISHLT guidelines have been circulated to all heart and 

lung transplant centres for comment as agreed at the last CTAG 
meeting.  The original plan was to re-circulate this document after 
the referral and listing guidelines for heart transplantation had been 
circulated.  Prof Corris agreed to re-circulate the ISHLT guidelines to 
all heart and lung transplant centres by 1st May 2011 asking for 
comments.  The guidelines will be considered as endorsed by CTAG 
unless any further comments are received by that date. 

 
 
 
 

P Corris 

   

5.4 Allocation of donor lungs to patients – CTAG(11)13  
 Dr Leonard had circulated the draft UK guidelines for prioritisation of 

lung allocation within the UK to lung transplant centres, and 
requested information on their centre’s current arrangements for 
lung allocation.  Members received a document detailing variation 
amongst centres’ arrangements, and reflecting what consensus 
there is amongst centres along with tentative agreed national criteria 
for lung allocation.   
Regarding size-matching, it was highlighted that this can be carried 
out differently if lobes are being implanted, and in such cases the 
decision is dependent on what the surgeon is willing to accept with 
borderline cases, however this detail needs to be included in the 
criteria to maintain transparency.  Subject to clarification of this point 
in the document it was agreed to endorse the guidelines.   

 
 
 
 
 
 
 
 
 
 

 
C Leonard 

   
5.5 Development of national allocation scheme  
 Prof Bonser has been asked to write an allocation scheme for heart 

and lungs as NHSBT has raised concerns that the present scheme 
is based on geography alone.  At the last CTAG meeting, members 
were asked to email their centre’s priorities for national allocation to 
Prof Bonser, yet none were received.  Members were asked to email 
their ideas and concerns to Prof Bonser by 15th April 2011. 
It was highlighted that in the UK, outside of UHAS there continues to 
be a geographic allocation system for hearts and lungs based on 
zones, and although there is evidence of good practice (shorter 
waiting time to transplant in higher risk patients), the schemes are 
not transparent and are not obviously based on waiting list mortality 
risk or potential patient benefit.  Geographically, centres have their 
own specific allocation scheme which is likely to be similar but may 
provide similar priority to similar patients.  It was suggested that 
short term working groups could be established to either design a 
new transparent system, or justify the current system.  Prof Bonser 
proposed to draft a policy for heart and lung selection and allocation 
that would be circulated to CTAG members.  Short-term working 
groups would then be commissioned to translate these policies into 
a workable system.  The lung proposal will be circulated first, 
followed by a heart proposal later in the year. 

 
 
 
 

All 
 
 
 
 
 
 
 
 
 
 
 

R Bonser 
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Post meeting note: The draft lung policy document has been 
circulated to CTAG members for comment.  It is proposed that the 
Association of Lung Transplant Physicians (UK) are best placed to 
act as the short term working group. 

   
6 National Cardiothoracic Service Transplant Review  
   
6.1 Pre-CCT training fellowships in cardiothoracic transplantation  
6.1.1 Mr Tsui reported that a post has become available at Papworth for a 

transplantation fellow and this was currently being advertised. It was 
noted that the recruitment criteria has now been broadened; any 
SPR whether pre- or post-CCT can now apply for this post.  Funding 
has provisionally been approved for the first 18 months from NHS 
Specialised Services, although final funding approval is awaiting 
confirmation; Mr Tsui agreed to chase this for clarification. 
At Newcastle the current transplantation fellow remains in post for 
the moment, although Mr Clark agreed to clarify this detail. 
It was noted that if centres wanted to take on another transplantation 
fellow then approval would have to be applied for through the SAC, 
but decisions would be subject to the availability of funding. 

 
 
 
 

 
 

S Tsui 
 

S Clark 

   
6.2 Report from meeting on retrieval of cardiothoracic organs 

                  – CTAG(11)14 
 

6.2.1 A meeting to discuss the retrieval of cardiothoracic organs was held 
in London on 4th February 2011.  The main concerns raised were 
the very low percentage of cardiothoracic organs being retrieved, 
largely due to inconsistency with acceptance criteria amongst 
centres, and a lack of retrieval teams going out to see the potential 
donor.  Concerns around the sustainability of the service were also 
discussed in terms of retrieval surgeon skills and costs.  The general 
consensus was that if centres choose not to accept the organ then 
this should be offered on to other centres.  Ms Quinn agreed to 
circulate data showing trends for decline and acceptance of 
cardiothoracic organs along with the minutes from the meeting in 
due course. 
Discussion took place around the issue of time delay if a retrieval 
team goes out to look and then declines the organ; the introduction 
of an assessment team was suggested as a way of overcoming 
such delays.  At present, the attendance of a retrieval team depends 
on acceptance of the organ, and if a retrieval team is already out, 
then the next on-call team can be called.  Prof Bonser agreed to 
convene a forum to discuss the options, considering the most cost 
effective ways of having more qualified and trained people to carry 
out assessments of potential donors, and to draft the criteria for 
consideration by CTAG. 
Post meeting note: Mr Tsui has been asked to chair a working group 
to consider all impediments to raising transplant activity raised at the 

 
 
 
 
 
 
 

 
K Quinn 

 
 
 
 
 
 
 
 

R Bonser 
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meeting on 4th February, and to bring forward proposals for action. 

   
6.3 Initiatives to increase transplantation from current donor pool  
6.3.1 Refer to minute 6.2 above.  
   
6.4 Feasibility study of coronary angiography in high risk donors 

               - CTAG(11)15 
 

6.4.1 Members were asked to endorse a proposal that the UNOS 
guideline for coronary angiography forms the template for any 
feasibility study in high risk donors. 
Despite some concerns amongst centres, members endorsed the 
proposal.  Prof Bonser and Prof Neuberger agreed to discuss 
outside of the meeting the logistics of how the study would be 
trialled. 

 
 
 
 

R Bonser / 
J Neuberger 

   
6.5 Provisional offering of heart and lungs: organs unsuitable for  

              offering - CTAG(11)16 
 

6.5.1 Members received a paper summarising the number of organs 
which were unsuitable for offering and the reasons for not offering 
them between 1 January 2010 and 31 December 2010. 
It was highlighted that in some cases the reason for not offering 
hearts, and hearts only offered for urgent patients and not offered 
on, is indicated as ‘other’.  Prof Bonser has since reviewed these 
particular cases from the information available and was of the 
opinion that, in some cases, the heart should have been offered on. 
Prof Bonser highlighted the reasons allowed for non-offering of 
hearts and lungs from Appendix III of the paper.  With reference to 
‘reasons for not offering (hearts) for non-urgent recipients’, it was 
noted that ejection fractions and haemodynamics can be improved 
by donor management, and a subnormal ejection fraction should not 
lead to summary heart rejection. 

 

   
7 DCD donation  
   
7.1 National protocol for DCD lung donation and retrieval 

         - CTAG(11)17a & b 
 

7.1.1 At the last CTAG meeting it was agreed that a working group, 
chaired by Prof Dark, be established to develop DCD lung donation 
and retrieval guidelines, and to audit the DCD lung donor pool (refer 
to minute 7.2.1). 
Members received a draft proposal for a UK lung DCD retrieval 
protocol, outlining the acceptance criteria, information on referral 
and allocation, and the retrieval process.  It was noted that this 
protocol is dependent on all retrieving centres achieving proficiency 
in DCD lung retrieval, and aims to move DCD lung donation into the 
mainstream of organ retrieval and transplantation, as is practiced in 
other European countries. 
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The following issues were discussed: 
• Re-intubation skills amongst cardiothoracic teams are variable: 

advice from the Intensive Care Society (ICS) suggests that lungs 
are to be inflated. 

• EVLP: enables a subjective assessment of lungs.  It was noted 
that there are hospitals which have their own protocols which 
advise not to ventilate, and to clamp; however, the process of 
clamping the aorta is deemed not scientifically acceptable. 

• Risk of abdominal team wanting to retrieve at the same time as the 
cardiothoracic team. 

• Extra burden on recipient co-ordinators: potentially 2-300 extra 
referrals to each centre in a year.  This would require additional 
funding to appoint more recipient co-ordinators. 

• Extra teams will require training, which could take up to a year. 
• Impact on the Duty Office: simultaneous offering is only possible 

via a fax system as per the current fast track procedure.  
Telephone offers can be made in rapid succession.  Currently 
offers are fast-tracked to participating centres. 

• Consent: SNODs to gain clear advice; if the donor is not suitable 
this should be listed as a donor-contraindication.  Prof Dark agreed 
to circulate the various reasons for non-offering to SNODs. 

Centre representatives were asked to feedback their comments to 
Prof Dark, who would then discuss the concerns raised and the 
differences with the protocols and the offering sequence with         
Mr Mayer; the finalised protocol should then be forwarded to DAG 
for comment. 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

J Dark 
 

Centre reps. 

J Dark / 
D Mayer 

   
7.2 Audit of DCD lung donation - CTAG(11)18   
7.2.1 Data on all UK DCD donors where at least one organ was offered 

for transplantation, aged 16 to 59 years, were extracted from the UK 
Transplant Registry (UKTR) for a six month period from 1 April 2010 
to 30 September 2010, as at 15 November 2010.  (There are no 
data recorded by NHSBT for non-offering).  
Prior to the NORS scheme it was rare for lungs not to be retrieved.  
There was no consent for lungs in 39 (22%) of DCD donors, lungs 
from 54 DCD donors had no offer recorded in the UKTR, and the 
reason for non-use in 36 was given as ‘DCD donor’. 
There was evidence of some good reasons as well as poor reasons 
for non-offering, which reflects a lack of standardisation on both the 
donor and recipient side in decision making. 

 
 

 

   
7.3 Retrieval from donors with brain tumours - CTAG(11)19a & b  
7.3.1 Prof Dark reported that it had come to SaBTO’s attention that 

organs from donors with brain tumours might be transplantable.  The 
CNS Tumours Working Group of SaBTO met in January 2011, and 
produced a final report on the review of 246 UK recipients of organs 
taken for transplantation from individuals with primary CNS tumours.  
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On the basis of UK practice to date, patients have not been 
disadvantaged by using organs taken from individuals with primary 
CNS tumours. 
It was questioned as to whether there are enough data to have 
confidence in accepting organs from donors with primary intracranial 
malignancy.  Evidence over a minimum follow-up period of five years 
shows a transmission rate of 0%, which is associated with an upper 
95% confidence limit of 1.5%.  Following discussion members felt 
that it is safe to transplant organs from donors with brain tumours, 
and centres were asked to act upon this. 
The ‘Guidelines for consent for solid organ transplantation in adults’ 
would be published soon.  These guidelines should be discussed 
with patients at the time of listing to enable the patient to make an 
informed choice. 

   
8 NHS Specialised Services: Cardiothoracic Retrieval Standards 

       – CTAG(11)20a & b 
 

   
8.1 The national cardiothoracic service standards were last reviewed in 

2006, since which significant changes have been made in the 
service.  Members received the existing national cardiothoracic 
service standards and were asked whether they are still deemed ‘fit 
for purpose’.  Members agreed to endorse these standards as no 
further comments were received. 
Members noted that a joint meeting between NHSBT and NHS 
Specialised Services was scheduled for 13 May to discuss the 
standards, and to update the workforce review.  Chief Executives 
are also being contacted to seek their views.  Ms Johnson reported 
that the budget for retrieval teams has yet to be confirmed although 
some cuts are envisaged.  In view of the urgency in finalising details 
for the cardiothoracic retrieval service a further meeting will be held 
in June. 
Post meeting note:  The National Specialist Commissioning Team 
(NSCT) review of cardiothoracic transplantation will commence in 
May; it has been agreed that cardiothoracic retrieval will also be 
considered within this review. 

 

   
9 Guidance regarding sensitisation – CTAG(11)21  
   
9.1 At the most recent CTAG meeting in September 2010, discussion 

took place around the issues regarding standardisation of processes 
and methodology for the classification of unacceptable HLA antigens 
for transplant and the new BSHI/BTS Guidelines on screening of 
cardiothoracic patients awaiting transplantation. 
It was highlighted that patients with a positive antibody awaiting 
transplant are being turned down because they are highly 
sensitised.  The antibody level threshold currently considered 
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acceptable for hearts and lungs pose potential problems and may 
need to be set differently. 
Dr Parameshwar reported that a meeting to discuss these issues 
further will be scheduled for May/June, when it is hoped that there 
will be some further data available.  It was agreed that one 
representative from each H&I laboratory and each centre should 
attend. 

 
 
 
 

J Parameshwar
 
 

   
10 Clarification of payback rules - CTAG(11)22  
   
10.1 At the last CTAG meeting in September (2010), Papworth sought 

clarification regarding payback rules. 
• Members endorsed the current payback rule 6.9 as detailed in 

Section B.5 Payback Scheme. 
• Members endorsed the following amendment to payback rule 6.10: 

If a heart is offered to all centres in the UK for transplantation 
and ultimately transplanted at the zonal retrieval centre then a 
‘pay back’ is deemed to have been made.  This is allowable 
provided that the rotational offering sequence has taken place 
and other centres have had a reasonable opportunity to accept 
and mobilise their teams and patient.  For the purpose of this 
rule “reasonable” is defined as offering taking place before 
retrieval team attendance times have been agreed. 

 

   
11 Great Ormond Street Hospital – 20cm donor-recipient size  

       match rule – CTAG(11)23 
 

   
11.1 Members received a paper reviewing heart transplant activity at 

Great Ormond Street Hospital (GOSH) between 29 April 2010 and    
28 February 2011 using adult donor hearts from the UK and ROI 
under the 20cm donor-recipient size match rule. 
During this time period, eight heart transplants were performed at 
GOSH using adult donor hearts from the UK and ROI, two of which 
were transplanted into non-urgent patients, one of these having a 
donor-recipient height difference of 24cm.  GOSH have apologised 
for the oversized donor used in this case, and have confirmed that 
they are committed to the current policy and will ensure that all staff 
including co-ordinators are aware of the height restrictions.  The rule 
will continue to be monitored.  

 
 

 

   
12 Annual review of ‘Offering of Lungs from the Birmingham Zone’ 

                - CTAG(11)24 
 

   
12.1 Since 4 January 2006, a special arrangement has been in place for 

the offering of donor lungs, whereby Manchester receives the first 
national offer of lungs declined by Birmingham from 10 donor 
hospitals in the northern part of Birmingham’s zone.  This 
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arrangement is under annual review. 
Members received a paper summarising the offering sequence and 
outcome of the lungs offered from adult DBD donors from the ten 
donor hospitals in the northern part of Birmingham’s zone between 1 
February 2010 and 31 January 2011; and the number of lungs 
offered from adult DBD donors and percentage transplanted by UK 
donation zone between 1 April 2007 and 31 January 2011. 
Members agreed that the allocation arrangement should continue in 
its current form for the next two financial years. 

   
13 FOR INFORMATION ONLY:    
   
13.1 Blood group activity – CTAG(11)25  
13.1.1 Members received a paper reporting on the impact of the change in 

the allocation protocol of offers of blood group O donor hearts for 
non-urgent adult patients, which was effective from 1 April 2010. 
Since the introduction of the change there have been no exceptions 
to the rules.  The change will continue to be monitored. 

 

   
13.2 Prolonged registrations report - CTAG(11)26  
13.2.1 A paper detailing the number of prolonged registrations and 

suspensions by centre at 4 January 2011 and 4 February 2011, 
respectively, was received by members for information. 

 

   
13.3 Transplant activity report: January 2011 – CTAG(11)27  
13.3.1 The transplant activity report as at January 2011 was noted for 

information. 
 

   
13.4 Update on patient consent scheme – CTAG(11)28  
13.4.1 An updated report on the patient consent scheme was received for 

the period April 2008 to January 2011.  Of the 1192 patients who 
were registered on the national list for a cardiac transplant, 99% 
have given consent for use of their personal data. 

 

   
14 Any other business  
   
14.1 • Prof Bonser reminded members to circulate CTAG minutes 

amongst physicians or surgeons within their centres, or to pass on 
names to Prof Bonser or Miss Monday. 

• In response to a query from Mr Haj-Yahia, it was confirmed that 
Scotland would be included in the review regarding the number of 
cardiothoracic centres carrying out transplantation. 

 

   
15 Date of next meeting:  
15.1 The next meeting will be held on Wednesday 21st September 2011 

at ODT, Bristol. 
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