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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE NINETEENTH MEETING OF THE 
NHS BLOOD AND TRANSPLANT CARDIOTHORACIC ADVISORY GROUP 
AT 12.30 PM ON WEDNESDAY 21 SEPTEMBER 2011 AT ODT, BRISTOL 

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

Dr Nick Banner Physician, Harefield Hospital 
Mrs Kerri Barber Statistics & Clinical Audit, NHSBT 
Dr Michael Burch Physician, Great Ormond Street Hospital, London 
Mr Stephen Clark Surgeon, Freeman Hospital, Newcastle 
Prof Dave Collett Associate Director, Statistics & Clinical Audit, NHSBT 
Prof Paul Corris Physician, Freeman Hospital, Newcastle  
Miss Sue Falvey Head of Nursing Development, ODT 
Dr Sue Fuggle Scientific Advisor, NHSBT 
Mr Saleem Haj-Yahia Surgeon, Golden Jubilee National Hospital, Glasgow 

   Mr Iain Harrison Statistics & Clinical Audit, NHSBT    
Mrs Lesley Logan Specialist Nurse-Organ Donation Representative   

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

Dr Jayan Parameshwar Physician, Papworth Hospital, Cambridge 
 Dr Mark Petrie Physician, Golden Jubilee National Hospital, Glasgow 
 Dr Chris Rogers RCS Audit Department 

Mr André Simon Surgeon, Harefield Hospital 
Dr John Smith BSHI Representative 
Dr Imogen Stephens NSCT  

      Dr John Townend Physician, Queen Elizabeth Hospital, Birmingham 
Mr Steven Tsui  Surgeon, Papworth Hospital, Cambridge 

 Mr Raj Venkateswaran Deputy for Dr Colm Leonard, Manchester  
 Mr Ian Wilson Surgeon, Queen Elizabeth Hospital, Birmingham 
 Mr Malcolm Winder Deputy for Mrs Ann Yates, ODT Duty Office 
 Prof Nizar Yonan Surgeon, Wythenshawe Hospital, Manchester 
                         
IN ATTENDANCE:  

Mrs Rhiannon Taylor Statistics & Clinical Audit, NHSBT 
 Miss Trudy Monday Corporate Services, ODT 

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

Mr Peter Braidley, Mr Asif Hasan, Mr Tain-Yen Hsia, 
Ms Sally Johnson, Dr Colm Leonard, Mr David Mayer, 
Mr Jim McCarthy, Mr Udim Nkere, Ms Karen Redmond and               
Mrs Ann Yates. 
Prof Bonser welcomed attendees and introduced two new 
members: Dr Imogen Stephens, representing NSCT, and             
Ms Karen Redmond who replaces Dr Jim Egan representing 
Dublin; however Ms Redmond sent her apologies for today’s 
meeting.  Dr John Smith is now the BSHI representative for CTAG. 
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1 DECLARATIONS OF INTEREST IN RELATION TO THE 

AGENDA – CTAG(11)29 
 

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

relation to the agenda. 
 

   
2 MINUTES OF THE MEETING HELD ON TUESDAY 15 MARCH 

2011 – CTAG(M)(11)1 
 

  
2.1 The minutes of the meeting held on 15 March 2011 were accepted 

as a true and correct record. 
 

   
2.2 Action Points – CTAG(AP)(11)2:  
 Item 1- Invitation to UKDEC/NRES transplant research ethics 

workshop: 10 November 2010:  Following this workshop a 
summary report has been written; final amendments are awaited 
prior to publication.  Once available, this report will be circulated to 
CTAG members.  

 
 
 

N Yonan 

 Item 2 - Development of a national standard for retrieval 
training: Mr Clark has been liaising with the Intercollegiate 
Surgical Curriculum Program (ISCP) Society regarding the 
uploading of the PBA framework to the website.  The ISCP Society 
will inform Mr Clark when the document is made live.  

 

 Item 3 - Referral and listing guidelines for heart 
transplantation: Prof Bonser has written formally to Dr Banner 
confirming endorsement for publication of this document.  It was 
noted that it would be of benefit to circulate these guidelines; 
however, funding would need to be identified to cover the 
download costs.  Prof Bonser agreed to write formally to              
Dr Stephens for further information regarding this. 

 
 
 
 
 

R Bonser / 
I Stephens 

 Item 4 - Allocation of donor lungs to patients: Refer to minute 
10.1.2 below. 

 

 Item 5 - Development of national allocation scheme: Refer to 
minute 10 below. 

 

 Item 6 - Pre-CCT training fellowships in cardiothoracic 
transplantation: Mr Tsui reported that funding had been confirmed 
in June for the appointment of one Transplant Fellow at Papworth 
to take up the post of National Fellowship in CT Training from 
January 2012.  This post is for a period of 18 months. 
Mr Clark reported that the Transplant Fellow at Newcastle has 
completed their period of attachment in Newcastle.  Dr Stephens 
agreed to confirm with NSCT the situation for the possibility of 
further funding. 
 
 

 
 
 
 
 
 
 

I Stephens 
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 Item 7 - Report from meeting on retrieval of cardiothoracic 

organs: Completed: Ms Quinn has circulated the data showing 
trends for decline and acceptance of cardiothoracic organs. 
Prof Bonser has convened a forum to discuss the options 
considering the most cost effective ways of having more qualified 
and trained professionals to carry out assessments of potential 
donors.  The criteria for consideration have been drafted. 

 

 Item 8 - Feasibility study of coronary angiography in high risk 
donors: Refer to minute 5.2 below. 

 

 Item 9 - National protocol for DCD lung donation and retrieval: 
Refer to minute 6.1 below. 

 

 Item 10 - Guidance regarding sensitisation: Refer to minute 7 
below. 

 

 Completed action point 1: Prof Neuberger confirmed that the 
Data Access Policy will be reviewed at SMT. J Neuberger 

   
2.3 Matters arising, not separately identified  
   
2.3.1.1 There were no further matters arising.          
   
3 ASSOCIATE MEDICAL DIRECTOR’S REPORT  
   
3.1 Developments in NHSBT  

3.1.1 Prof Neuberger reported that the current Advisory Group structure 
has been in place for several years and is due for review.  This 
review will be carried out by an independent body, and views from 
clinicians across the UK will be invited. 
Prof Neuberger and Mr Tsui will be discussing on a national level 
the transplantation structures in Ireland next week, exploring the 
relationship with the UK in terms of collaboration and movement of 
organs for cardiothoracic and liver transplantation.  Following 
discussion it was agreed that there is a need for common policies 
and procedures to be in place to provide balance and equity. 

 

   
3.2 Governance Issues  
   
3.2.1 Non-compliance with allocation   
3.2.1.1 Prof Neuberger reported one instance of non-compliance where an 

organ had been inadvertently allocated to another patient.  An 
investigation has taken place and no further discussions are 
required.  

 

   
3.2.2 Incidents for review – CTAG(11)30  
3.2.2.1 Members received a summary of two clinical governance incidents 

for review, which illustrate circumstances where organs were not 
used.  It was noted that there are occasions where organs are not 
offered on due to multiple reasons concerning quality and function.  
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Members agreed that there should always be a back-up patient 
identified for usable cardiothoracic organs in case they are found, 
during the donor thoracotomy, to be mismatched for the intended 
recipient.  In this case, it is the responsibility of the centre to 
identify a back-up patient in cases of non-urgent allocation.  

   
3.2.3 Summary of CUSUM monitoring of outcomes following 

cardiothoracic transplantation - CTAG(11)31 
 

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. 
Since the CTAG meeting in March, there has been one signal 
following adult donor heart transplantation, which occurred in May 
2011 at Harefield.  An internal review was instigated by Harefield, 
prior to the anticipated cardiothoracic signal appearing on the 
monthly CUSUM run, and Harefield had notified Prof Neuberger 
and Dr Jessop regarding this review.  An external review requested 
by NSCT in conjunction with the Chair of CTAG is ongoing. 
No signals have been received following lung transplantation.       

 

   
3.3 HTLV testing – CTAG(11)32  
3.3.1 Members were reminded of the revised guidelines from SaBTO 

regarding the importance of HTLV testing for all potential living and 
deceased organ donors.  It is the surgeon’s responsibility to ensure 
that they have the information they need in order to make a sound 
clinical judgement in balancing the risks on whether to transplant 
an HTLV positive organ or not.  Clinical guidelines will soon be 
available via the BTS and it is hoped that these will help support 
surgeons’ decisions.  The clarity on EOS regarding information on 
infections is also being reviewed.  It was highlighted that although 
transmission of HTLV is very uncommon, recipients can still be 
affected and be put at high risk.  It was noted that patients must be 
appropriately informed, and decisions and the rationale for these 
should be documented in the medical records. 

 
 
 

   
3.4 EU Organ Donation Directive   
3.4.1 The implementation date for the EU Organ Donation Directive 

(EUODD) is August 2012.  Two documents are near completion 
and are expected to be circulated in early October for a three 
month consultation period; following this, further preparations for 
the next stage of the implementation plans for the EUODD can 
continue.  Centre representatives are asked to encourage their 
centres to consider the document details before the final process 
takes place.  An SAEARs external stakeholder workshop is 
scheduled for 11th October, where work will progress to finalise 
what constitutes an SAEARs incident under the Directive; 
members are encouraged to attend the workshop and contribute 
with their clinical knowledge.  SAERs reporting is a growing 

 
 
 
 
 

Centre reps. 
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concern and it is important to keep these to an absolute minimum 
as there is a danger of over-reporting. 

   
3.5 Summary of potential and actual organ donation activity - 

CTAG(11)33 
 

3.5.1 The Potential Donor Audit (PDA) has been in operation for many 
years now, which identifies those areas where donors are lacking.  
This document represents the first attempt at analysing these data, 
and will be prepared on an annual basis for each Advisory Group 
going forward. 
In the event of donated organs being turned down, Mr Mayer has 
been contacting surgeons in order to establish the reasons for this.  
Although there are limitations with this approach, it is hoped that 
conclusions can be drawn and improvements made to reduce the 
refusal rate. 
Mr Rudge had previously been leading work through the 
Department of Health on coroner refusals.  Coroner refusal data 
have been collected since April, illustrating that there is often a lack 
of a ‘central coroner/person’ to go through, resulting in refusals 
and/or delays which is a growing concern for both clinicians and 
families.  

 
 

   
3.6 Potential for cardiothoracic organ donation and 

transplantation 
– CTAG(11)34 

 

3.6.1 Members received a paper examining the pathway from 
identification of a potential organ donor through to transplantation 
of donor organs, and which identifies points at which potential 
donors or organs are ‘lost’.  The paper also examines reasons why 
donors do not proceed to donation and why organs are not 
donated or transplanted.  Mrs Barber agreed to produce an 
additional table to illustrate how many organs are provisionally 
accepted but not retrieved. 

 
 
 
 
 

K Barber 

   
3.7 Collaboration between Eurotransplant and NHSBT  
3.7.1 Prof Neuberger reported that a joint meeting is proposed between 

CTAG and Eurotransplant to discuss various aspects of 
transplantation, including policies, allocation, and assessment of 
organs for retrieval.  Members welcomed this collaboration and the 
benefits which can be gained from this link.  Prof Neuberger and 
Prof Bonser agreed to liaise with Eurotransplant members as 
necessary in order to organise a joint meeting in March or 
September 2012, in either London or Amsterdam. 

 
 
 

J Neuberger / 
R Bonser 

   
3.8 Outcomes from listing  
 Work carried out to examine outcomes will now include outcomes 

from time of listing, as well as those from time of transplant.  This 
approach has already been adopted for liver.  This work will be 
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carried out through clinical collaboration, and CTAG members are 
asked for their support and input as to how it can best be taken 
forward, particularly as findings will be in the public domain.  
Following discussion it was agreed that this work should be carried 
out under a joint audit between NHSBT and The Royal College of 
Surgeons.  Prof Collett and Mrs Barber agreed to take this forward 
with the UK Cardiothoracic Transplant Audit Project Group. 

 
 
 
 
 

D Collett / 
K Barber 

   
4 STATISTICS AND CLINICAL AUDIT REPORT  
   
4.1 Conference presentations, current and future work 

– CTAG(11)35 
 

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. 
Prof Collett highlighted the following: 
• Work is currently underway for the end of year Audit report 

including transplants to 31st March 2011.  A draft report is 
expected to be circulated to Steering Group members for review 
and comment in the near future. 

• Proposals for a revision of the expected mortality rates for the 
centre-specific monitoring of 30-day patient outcomes following 
cardiothoracic transplantation were discussed at the Steering 
Group this morning. 

• The manuscript on referral and listing guidelines for heart 
transplantation has been published in HEART. 

• Monthly progress reports on all VAD data collection continue to 
be provided to centres to monitor progress. 

• The audit research fellow, Mr Akan Emin, is continuing to work 
with centres on the study of quality of life in patients listed for 
heart transplantation and patients who receive a VAD, and good 
progress is being made. 

 

   
4.2 Report from the Audit Steering Group  

4.2.1 Dr Banner reported on an ongoing study regarding renal function 
after heart transplantation; it is hoped that it will be completed by 
the end of the year. 
The importance of transplant centres completing and returning 
follow-up forms was highlighted; the Steering Group have 
expressed that data not being collected hinders study and analysis.  
Out of 94% of forms recently collected, only 99% of these were 
complete.  Centre representatives are asked to encourage their 
colleagues to email Mrs Barber with data which needs reporting. 
All centres have access to the VAD database and data will be sent 
to Transplant Directors as necessary for discussion with patients.  
The VAD database provides UK data in the same way in which 

 
 
 
 
 
 
 
 

Centre reps. 
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heart transplant patients are provided already. 

   
5 NATIONAL CARDIOTHORACIC SERVICE TRANSPLANT 

REVIEW 
 

   
5.1 Improving heart and lung donation and transplantation rates: 

meeting held on 12 July 2011 – CTAG(11)36a & 36b 
 

5.1.1 This working group comprised of representatives from each of the 
six adult Cardiothoracic Transplant Centres, and the respective 
Clinical Leads in Organ Donation, Donor Management and Organ 
Retrieval from NHSBT.  A summary of the issues addressed was 
received by members, and the following points were highlighted: 
• Perceived problems: lack of good donor management; 
• Paragraph four, line four, the sentence should read: ‘…the 

recipient co-ordinator…’. 
Members are asked to forward comments on the appendices to 
Mrs Barber. 
Recommended actions were discussed as follows: 
• Promotion and encouragement of donor optimisation, in terms of 

ITUs and how they should be managed; 
• A member of the Cardiothoracic NORS team should attend every 

DBD donor, helping to facilitate and manage the donor. 
• The provision of a ‘minimum donor data set’ would speed up the 

offering sequence; however, there is the issue of EOS not being 
widely adopted at present.  Electronic offering needs to be 
presented in a format which is easily accessible, and alternative 
ways are currently being trialled, such as email, SMS text, via 
Blackberry or iPhone. 

• The need for an Extended Care Bundle was agreed but the 
current edition may require revision. 

• List of absolute exclusion criteria for donor heart and lung 
transplantation to be refined (by email). 

Discussion took place around the practicality of how such 
recommendations can be implemented across UK centres, and it 
was agreed that a pilot can first be put in place to support SNODs 
in ITUs before being rolled out to hospitals.  It was agreed that a 
meeting be convened soon between the ODT Duty Office 
Manager, Dr Murphy, Mrs Logan, Prof Bonser, Mr Tsui and          
Dr Mandersloot, in order to decide how to progress this to NODC 
(formerly DAG).   

 
 
 
 
 
 
 
 

All 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Corporate 
Services 

   
5.2 Feasibility study of coronary angiography in high risk donors 

- CTAG(11)37 
 

 Members received an implementation proposal for coronary 
angiography in high risk donors.  Prof Bonser expressed concern in 
how angiographic data is captured and transferred.  Different 
methods have been explored and the ideal arrangement is to have 
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data transfer using secure inter-hospital NHS IEP systems such as 
PACS.  Not all hospitals however, have PACS at all times of day 
and night.  The recommendation is to have a more pragmatic 
approach; however, concern was raised in that making additions to 
the donor assessment adds pressure ‘on the night’.  Many factors 
already contribute to long procedures, and so a streamlined 
approach for the SNODs would be favoured.  Dr Townend agreed 
to seek information and opinion from the BCS on performing such 
tests on potential donors.  Following discussion it was concluded 
that a mechanism will need to be determined for implementation.  
Mrs Logan agreed to liaise with Corporate Services to arrange a 
meeting with Prof Bonser, Dr Townend, Dr Murphy, SNOD Team 
Managers, a NODC representative.  Any comments on this paper 
are to be forwarded to Mrs Barber. 

 
 
 
 
 
 
 

J Townend 
 

L Logan / 
Corporate 
Services 

   
6 DCD DONATION  
   
6.1 National protocol for DCD lung donation and retrieval - 

CTAG(11)38 
 

6.1.1 At the CTAG meeting in March, the draft proposal ‘National 
protocol for DCD lung donation and retrieval’ (CTAG(11)17a & b) 
produced by Prof Dark was discussed.  Comments have since 
been received and addressed, and the revised protocol received 
today (CTAG(11)38) has been generated for use by all UK centres.  
This protocol will be submitted to NODC subject to the following 
agreed changes: 
• Absolute contraindications to retrieval for DCD lung 

transplantation: Systematic arterial PO2 < 20 kPa on FiO2 1.0 and 
5cm  8cm H2O PEEP, or equivalent PaO2:FiO2 ratio < 30 20 
within 12 hours provided that satisfactory endotracheal tube 
position is suitably verified. 

Regarding DCD lung retrieval, the costs are reduced if the 
assessing team also retrieves, and it was agreed that the accepting 
centre is to be the retrieving centre. 

 
 
 
 
 

R Bonser 

   
6.2 DCD lung offering and retrieval responsibilities - CTAG(11)39  
6.2.1 Members received a paper explaining the confusion generated by 

the proposal which was prematurely circulated in April 2011, which 
explained the attempted move to NORS-style responsibility for 
retrieval including Birmingham on a part-week basis. 
Also received, was a proposed allocation algorithm for potential 
DCD lung donation generated by Prof Dark’s working group, for 
consideration and comment.  Prof Bonser explained that the aim is 
to optimise the time between acceptance and retrieval.  Concerns 
have previously been raised regarding how offers are 
communicated, and Miss Falvey confirmed that it is hoped that an 
SMS text messaging system can soon be in place which will alert 
the SNOD to ‘look at EOS’.  Prof Neuberger also confirmed that a 
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business case is in progress for EOS data to be accessed on hand 
held devices.  It was noted that it can take 15/20 minutes to log 
onto EOS; this is one of many problems associated with EOS, and 
it has been reported to IT. 
In summary, if a response is not confirmed within 45 minutes of an 
offer being made, the offer will be passed to potential recipient 
number two on the list (who should already be identified); a third 
potential recipient should also be identified in case of number two 
not accepting.  Members were in support of this arrangement, and 
Mrs Barber agreed to liaise with Mr Winder and Mrs Yates to write 
a protocol for this, and forward to Prof Bonser for consideration. 

 
 
 
 

 
 

K Barber / 
M Winder / 
R Bonser 

   
7 OUTCOME OF SENSITISATION MEETING ON 22ND JULY 2011 

– CTAG(11)40 
 

   
7.1 Members received the minutes from the Sensitisation Meeting held 

on 22nd July, together with a document from Dr Briggs explaining 
the current practice within H&I laboratories regarding methods in 
the screening and characterisation of HLA antibodies. 
Dr Parameshwar reported that members of this sub-group meeting 
discussed perception of risk, noting that little previous work has 
been carried out to establish the risk of a given level of antibody.  
Definitions for low, medium and high risk were agreed as follows: 
The level of antibody (Mean Fluorescence Intensity, MFI) 
recommended to CTAG as an acceptable risk level is MFI 2000, 
however the decision is up to the individual team.  MFI < 2000 is 
minimum risk with possibility of increased acute rejection; MFI 
2000 – 5000 presents intermediate risk; MFI > 5000 presents a 
possibility of very early acute rejection/early graft failure. 
Dr Smith explained that certain antibodies can be reported, and low 
levels still require a virtual cross-match.  Considering retrospective 
data only, those patients receiving donor organs with high 
antibodies did not do well.  Dr Fuggle highlighted the importance of 
laboratories undertaking cross-matches, which will then provide 
evidence based data. 
Recommendations will need to be in place for surgeons, however a 
consensus is yet to be reached, therefore centres can act 
independently, and these papers can be used as guidance for 
reasonable practice for surgeons dealing with sensitised patients. 

 

   
8 SAFE AND SUSTAINABLE OPTIMAL ACTIVITY LEVELS IN UK 

HEART TRANSPLANT CENTRES – CTAG(11)41 
 

   
8.1 Data regarding heart transplant activity levels in the UK was 

presented to members.  It was noted that many UK centres are 
performing less than 25 heart transplants per year, with centre 
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outcome based on long term mortality.  Twenty five transplants is 
the number which had been adopted by the Cardiothoracic review, 
however, members highlighted that some centres are performing 
between 10 and 20 per year, and these numbers are decreasing.  
92% of centres in Europe perform less than 25 per year.  Members 
agreed that there is financial pressure translated into a clinical 
justification, resulting in pressure on centres to practice large 
numbers.  Dr Petrie agreed to transcribe today’s presentation into a 
paper detailing the number of heart transplants per centre per year, 
and circulate to members. 

 
 
 
 
 
 
 

M Petrie 

   
9 RETRIEVAL SERVICE FOR PAEDIATRIC DONORS UNDER 

30KGS – CTAG(11)42 
 

   
9.1 Discussion took place regarding the retrieval of organs from 

paediatric donors under 30kgs, and how regions are allocated 
within zones.  Surgeons should be trained especially for such 
retrievals, and the retraining of adult teams to carry out paediatric 
retrievals should also take place.  Prof Bonser requested that 
representatives set up a robust system within their centres and 
ensure that appropriate procedures are in place, together with 
documented training which has been signed off. 

 
 
 
 
 

Centre reps. 

   
10 ALLOCATION OF ORGANS  
   
10.1 Development of an allocation scheme for lung transplantation  
10.1.1 Referral and selection of lung transplant candidates  
10.1.1.1 The final edition of this document has now been received for 

signing off.  Prof Bonser agreed to write to Prof Corris to ask for 
this document to be circulated via The Thoracic Society. 

 
R Bonser 

   
10.1.2 Allocation of donor lungs  
10.1.2.1 This document was circulated to CTAG members for comment.  It 

has since been highlighted that statistical support is required to 
complete this document, and Prof Bonser will write to Statistics and 
Clinical Audit at NHSBT to take this forward. 
Post meeting note: 
At the time of CTAG, Prof Bonser was awaiting the initial response 
from ALTP.  This has since been received and Prof Bonser will 
now liaise with ALTP towards development.  

 
 

R Bonser 

   
10.1.3 National distribution of organs for adult lung transplantation 

            from deceased donors 
 

10.1.3.1 Refer to minute 10.1.2.1.  
   
10.2 Development of an allocation scheme for heart transplantation  
10.2.1 It is hoped that this document will be submitted for consultation by 

the end of December 2011. 
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11 IN-SITU SPLITTING OF DONOR LIVERS   
   
11.1 Prof Bonser made reference to a clinical governance incident 

whereby during retrieval the in-situ splitting of a donor liver 
compromised the available time to retrieve cardiothoracic organs.  
It was noted that liver surgeons in general are trying to increase the 
number of livers they can transplant, and that there are advantages 
with in-situ splitting of livers.  Prof Neuberger reported that in 
future, liver surgeons have been asked not to carry out any in-situ 
splitting of livers if there is a risk of losing hearts or lungs.  The 
issue of back bench splitting will be discussed at the next Advisory 
Group Chairs meeting.  In the meantime, incidents of this nature 
should be reported even if cardiothoracic organs are retrieved via 
this practice.  Glasgow representatives are asked to forward details 
to Mrs Barber of incidences where hearts have been lost due to 
bowel retrieval. 

 
 

 
 
 
 

J Neuberger 
 
 

S Haj-Yahia / 
M Petrie 

   
12 ZONAL ACTIVITY - CTAG(11)43  
   
12.1 Members received a standard paper, produced annually, reviewing 

adult cardiothoracic zonal activity between 1st April 2008 and     
31st March 2011.  Mrs Barber reported that imbalances in the zonal 
arrangements change from year to year with few consistent 
features.  Overall, the revised zonal arrangements appeared 
relatively satisfactory for both heart and lung donation and 
transplant activity in 2010/2011. 

 

   
13 URGENT HEART ALLOCATION SCHEME  
   
13.1 UHAS monitoring report – CTAG(11)44  
13.1.1 A paper reviewing the usage of the Adult Urgent Heart Allocation 

Scheme (AUHAS) including its paybacks, and the Paediatric 
Urgent Heart Allocation Scheme (PUHAS) in their twelfth year of 
operation was received by members.  The following were 
highlighted: 
• The number of paediatric urgent heart registrations has increased 

quite dramatically in the last two years (43 in 2009/2010) 
compared to previous years where it was around 28 per year. 

• The number of declined offers has increased dramatically in 
2010/2011 compared with previous years.  This may be 
associated with the introduction of the National Organ Retrieval 
Service on 1 April 2010. 

• The survival estimates obtained for adult and paediatric recipients 
who received a first urgent heart transplant are comparable to 
survival estimates obtained for non-urgent heart recipients. 

• During the financial year 2010/2011, 77% of adult urgent heart 
registrations resulted in a transplant; 75% of the paediatric 
patients listed urgently were transplanted. 
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Prof Bonser expressed concern over the reasons for decline of 
offers, particularly regarding those donor hearts which were 
rejected due to poor function, and this will be discussed outside of 
this meeting. 

 
R Bonser 

   
13.2 Promotions under the payback scheme - CTAG(11)45  
13.2.1 Members received a paper reviewing the first 30 months of the 

promotions scheme.  Mrs Barber reported that the promotions 
scheme has resulted in more promotions than initially anticipated, 
and is dominating the out-of-zone offering sequence so that the 
rotational scheme has very little influence.  All centres have at least 
three promotions outstanding and are unlikely to clear these 
promotions in the near future.  Changes in the use of the urgent 
heart scheme have caused these unforeseen problems.  Members 
agreed that the scheme provides few advantages and that it should 
be withdrawn.  Mrs Barber agreed to liaise with IT to oversee this 
decision. 

 
 
 
 
 
 
 
 
 

K Barber 

   
13.3 Characteristics of urgent patients – CTAG(11)46  
13.3.1 Members received a paper summarising the clinical data provided 

in the initial registration form for urgent heart registrations between 
1 April 2010 and 31 March 2011.  These data indicate a number of 
registrations being made outside the agreed criteria, and are 
currently being reviewed by Prof Bonser.  In cases where there are 
insufficient data to validate the listing or possible violations of the 
scheme, centres will be contacted and asked to provide further 
information or a narrative summary justifying the listing.  Centres 
are reminded that any urgent registration that falls into the ‘other’ 
category should be discussed with Prof Bonser in advance, and a 
narrative justification for the listing should also be faxed to the ODT 
Duty Office.  Prof Bonser stated that a pragmatic review date 
should be in place for such cases, as a patient’s condition changes 
over time and the details need to reflect these changes.  

 

   
14 NATIONAL STANDARDS FOR DONOR IDENTIFICATION, 

            CARE AND MANAGEMENT 
 

   
14.1 A report summarising levels of compliance by retrieval centre for 

each of the standards assessed by NHS Blood and Transplant for 
the most recent financial year was received by members.  The 90% 
standard for data completeness for certain key donor data fields is 
proving challenging for many centres.  Prof Bonser highlighted the 
importance of centres completing data forms accurately to enable 
informative data monitoring to take place. 
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15 PAPERLESS HOSPITAL: EMAILING OF DONOR ECGS –  

        CTAG(11)48 
 

15.1 Mrs Logan reported on the opening of a paperless hospital in the 
Midlands next year and the potential problems regarding the 
emailing of donor ECGs.  The ECG can be scanned and emailed 
but the SNODs would require email addresses, and recipient points 
of contact will need to be able to access emails out of hours.      
Mrs Logan will be writing to centres for the necessary email 
addresses. 

 
 
 
 
 

L Logan 

   
16 FOR INFORMATION ONLY:  
   
16.1 Clinical Governance/CUSUM monitoring/Advisory Group 

process flows – CTAG(11)49a, 49b & 49c 
 

16.1.1 Members received process flows for Clinical Governance, CUSUM 
monitoring and transplant policies for information. 

 

   
16.2 Clinical Retrieval Group: Terms of Ref – CTAG(11)50  
16.2.1 Members received for information, the latest version (v2.6) of the 

Terms of Reference for the Clinical Retrieval Group. 
 

   
16.3 Transplant activity report: July 2011 – CTAG(11)51  
16.3.1 The transplant activity report as at July 2011 was noted for 

information. 
 

   
16.4 Update on patient consent scheme – CTAG(11)52  
16.4.1 Members received for information, a paper giving an update on the 

Patient Consent Scheme. 
 

   
16.5 IT priorities progress report September 2011 – CTAG(11)53  
16.5.1 Members received the IT Priority Proposals Progress Report for 

September 2011 for information. 
 

   
17 ANY OTHER BUSINESS  
17.1 There were no items of other business reported.  
   
18 Proposed dates for meetings in 2012:  
18.1 Wednesday 14 March 2012 – London venue tbc 

Wednesday 19 September 2012 – NHSBT (ODT) 
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