
  CTAG(M)(12)1      

 1

 
NHS BLOOD AND TRANSPLANT 

 
NOTES OF THE CARDIOTHORACIC ADVISORY GROUP MEETING 

HELD AT 12.30 PM ON WEDNESDAY, 25TH APRIL 2012   
AT THE ROYAL COLLEGE OF ANAESTHETISTS, LONDON 

 
PRESENT: Prof John Dark    Chair  
  Mr Steven Tsui    Surgeon, Papworth Hospital – Deputy Chair 
  Dr Nick Banner   Medical Co-Director, Harefield Hospital 
  Dr Michael Burch   Physician, Great Ormond Street Hospital 
  Mr Stephen Clark   CPT Director, Freeman Hospital 
  Prof Dave Collett   Assoc. Director, Stats & Clinical Audit, NHSBT 
  Miss Sue Falvey   Head of Nursing Development, ODT 
  Mr Saleem Haj-Yahia  Surgeon, Golden Jubilee National Hospital 
  Ms Susan Hannah   Acting SNOD Team Manager, Scotland 
  Ms Lesley Logan   Regional Manager, Scotland & Northern 
  Mr Asif Hasan   Paediatric Surgeon, Freeman Hospital 
  Mr David Mayer   CLOD, Organ Retrieval, NHSBT 
  Mr Jonathan McGuinness  Surgeon, Mater Misericordiae Hospital, Dublin 
  Ms Karen Redmond   Surgeon, Mater Misericordiae Hospital, Dublin 
  Ms Jane Nuttall    Recipient Transplant Co-ordinator, Wythenshawe 
             Hospital 
  Dr Gareth Parry    Physician, Newcastle 
  Dr Mohammad Al-Aloul  Physician, Deputy for Dr C Leonard, Manchester 
  Dr Mark Petrie    Physician, Golden Jubilee National Hospital 
  Prof Rutger Ploeg   Honorary Consultant (Research) - ODT 
  Ms Karen Quinn   Asst. Director, UK Commissioning, NHSBT 
  Ms Claire Williment   Business Transformation Services, NHSBT 
  Mrs Ann Yates   Assistant Operations Manager – Duty Office, ODT 
  Dr Chris Rogers   Royal College of Surgeons Audit Department 
  Mr Andre Simon   Surgeon, Harefield Hospital 
  Dr John Smith   BSHI Representative 
  Dr Imogen Stephens  Medical Advisor, NSCT 
  Mrs Helen Thomas   Statistics & Clinical Audit, NHSBT 
  Dr John Townend   Physician, Queen Elizabeth Hospital 
  Mr Mike Winter   Medical Director, NSD Scotland 
  Prof Nizar Yonan   Surgeon, Wythenshawe Hospital 
                      Mr Ian Wilson Surgeon, Deputy for Mr Jorge Mascaro, Queen 

Elizabeth Hospital 
 
IN ATTENDANCE: 
  Mrs Carol Ashitey – Clinical & Support Services, ODT 
  Mrs Kathy Zalewska – Clinical & Support Services, ODT 
  Mrs Rhiannon Taylor – Statistics & Clinical Audit, NHSBT 
    
APOLOGIES:    

Apologies were received from Dr Abdullah Al-Mohammad, Mr Peter Braidley,                    
Prof Paul Corris, Dr Sue Fuggle, Mr Tain-Yen Hsia, Ms Sally Johnson, Dr Colm Leonard,  
Mr Jorge Mascaro, Prof James Neuberger, Ms Triona Norman, and Dr Jayan 
Parameshwar.  
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   ACTION 
 J Dark was introduced as the new Chair. Thanks and appreciation 

was extended to the outgoing Chair, B Bonser.   S Tsui is the 
designated Deputy Chair to succeed J Dark in 3 years time.   
New attendees: G Parry, J McGuinness, C Williment, M Winter and   
S Hannah, were welcomed to the meeting. 
J Dark proposed changes to the format of future CTAG meetings with 
monthly teleconferences for all Directors/deputies on progress with 
short term deadlines.  It is hoped this will accelerate and simplify the 
CTAG meetings. 

 

   
  1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 

CTAG(12)1 
 

  1.1 There were no declarations of interest.  
   
  2 MINUTES OF THE MEETING HELD ON WEDNESDAY, 21ST 

SEPTEMBER, 2011 – CTAG(M)(11)2 
 

   
  2.1 The minutes were agreed as a correct record.   
   
  2.2 Action points – CTAG(AP)(12)1: 

AP1 – UKDEC/NRES transplant research ethics workshop: No 
summary report was produced from the meeting but the hyperlink 
below allows access: 
 www.aomrc.org.uk/component/.../9459-workshop-report-10-11-11.html  
 
AP2 – Referral and listing guidelines for heart transplantation: To 
be taken forward outside the meeting. Referral and listing for heart 
transplantation: the guidelines produced by the task force, which was 
chaired by Dr Nick Banner, have now been published in Heart.  
AP3 – Pre-CCT training fellowships in cardiothoracic 
transplantation: In hand. 
AP4 – Date Access Policy: Submission to SMT completed. 
AP5 – EUODD: See 3.3 below 
AP6 – Potential for cardiothoracic organ donation and 
transplantation: Carried forward to Autumn 2012 meeting. 
AP7 – Collaboration between Eurotransplant and NHSBT: Refer 
to item 3.4. 
AP8 – Outcomes from listing: In hand. 
AP9 – Improving heart and lung donation and transplantation 
rates: meeting held on 12 July 2011: All actions completed. 
AP10 – Feasibility study of coronary angiography in high risk 
donors: Refer to item 5.3. 
AP11 – National protocol for DCD lung donation and retrieval:  
Linked to AP12 
AP12 – DCD lung offering and retrieval responsibilities: Refer to 
item 19.3. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

H Thomas 
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AP13 – Safe and sustainable optimal activity levels in UK heart 
transplant centres: See 5.1 below 
AP14 – Retrieval service for paediatric donors under 30kgs: 
Completed. 
AP15 – Referral and selection of lung transplant candidates: 
Circulated via The Thoracic Society and awaiting feedback.  
AP16 – Allocation of donor lungs:  See 9.1.2 
AP17 – In situ splitting of donor livers: Refer to item 15 
AP18 – UHAS monitoring report: No feedback on whether this was 
taken forward by Bob Bonser. 
AP19 – Promotions under the payback scheme: In hand. 
AP20 – Paperless hospital: Emailing of donor ECGs: Completed. 

   
  2.3 Matters arising not separately identified: There were no further 

matters arising. 
 

   
  3 ASSOCIATE MEDICAL DIRECTOR’S REPORT  
   
  3.1 Developments in NHSBT  
  3.1.1 • A lead professional recipient co-ordinator role within NHSBT is to 

be advertised to act as a liaison with Trust recipient co-ordinators.  
There is no line management responsibility within this role as 
recipient co-ordinators will continue to be governed by their 
individual Trust.   

• The independent review of NHSBT Advisory Groups is ongoing 
and may result in different models for different organ types.  It is 
anticipated that the review will report in mid-September. 

 

   
  3.2 Governance issues  
  3.2.1 Non compliance with allocation: No instances to report.  
   
  3.2.2 Incidents for review – CTAG(12)2  
 D Mayer discussed the following incidents, the majority of which have 

now been resolved: 
CGMG 755/1011: Retrieval team tested the donor for opiates without 
a policy in place to deal with the consequences of obtaining a positive 
result.  The retrieval team in question no long test such donors for 
opiates.   

CGMG 829/1211: Question of timing of discussion with potential 
recipient prior to receipt of neuropathology result. 
CGMG 836/1211: Communication issues meant a delay to donation 
and a complex cardiac donation scenario.  This focused on 
questioning whether CTAG had endorsed the universal need for an 
echo in every donor.  Members discussed whether the wording in the 
NORS standards should state that echo is carried out ‘when possible’ 
rather than being mandatory.   
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The issue with both echo and TOE is that neither should delay 
retrieval inordinately and the receiving team should base their 
decision on the other available information, i.e. flow data.     

3.2.2.1 CGMG 963/0312:  Discussion focused initially on the practicalities of 
travelling long distances to carry out a heart and lung retrieval and the 
possible impact on cold ischaemia time for the heart. It was 
suggested that the need to leave promptly with the heart would oblige 
the zonal team to still have to be available for the lung retrieval. It was 
agreed that if a non-zonal team were retrieving the heart at a 
significant distance the local team would be required to retrieve the 
lungs. 
There followed a wider discussion of the merits of out of zone cardiac 
retrieval. This had initially been accepted as an occasional practice 
for the assessment of marginal donors for sick recipients. There was 
evidence that it was being used almost as a norm by some centres. 
Recent NORS data suggested this had not affected the number of 
hearts retrieved.  Members proposed that this data should be 
reviewed in June 2012. 
CGMG 792/1111 & CGMG 873/0112: These were similar incidents 
relating to issues with TOE. 

 
 
 
 
 
 
 
 
 

J Dark/       
D Mayer/      
K Quinn 

   
3.2.3  Stand down times   
3.2.3.1 D Mayer requested clarification from CTAG on stand down times for 

inclusion in the NORS standards: ‘Teams are expected to wait at 
least 2 hours from the time of treatment withdrawal from a potential 
DCD donor.  If the systolic blood pressure has not fallen below 
50mmHg after two hours then they may stand down at that stage. 
Once the systolic BP has fallen below 50mmHg the teams will wait 
one hour before abandoning the lungs’.  This is consistent with the 
DEVELOPE-UK Protocol 

 
 
 
 

D Mayer 
 
 

    
3.2.4 Summary of CUSUM monitoring of outcomes following 

cardiothoracic transplantation – CTAG(12)3  
 

3.2.4.1 A summary of CUSUM monitoring was noted.  
   
3.3  EUODD Update   
3.3.1 Update by Sue Falvey: 

• There have been some challenges getting regulations through the 
Parliamentary processes within the time constraints.   

• Organ boxes are out to tender and three suppliers have produced 
prototypes.  A meeting is scheduled for the end of May for NORS 
team representatives to view these prototypes and have input on 
the decisions. 

• SAEARS process – a new electronic system for reporting of 
clinical governance incidents is being developed by NHSBT which 
is responsible for the management of SAEARs reporting on behalf 
of the HTA.  A stakeholder meeting will be held during May to 
allow centres to input their views on the new reporting form.   

• In light of the recent issue re Viaspan a form is being adapted to 
enable the recording of batch numbers of items such as perfusion 
fluid.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  CTAG(M)(12)1      

 5

   ACTION 
• NHSBT will also be supporting the development of a suite of 

national operational procedures to support the implementation of 
the EUODD in transplant centres.  These can be adopted for local 
implementation in their entirety or centres can make minimal local 
adjustments to in order to suit the needs of their unit. 

• Work is taking place with the HTA and DH to resolve the issues 
around licensing for research/scientific issues.  This was 
welcomed by CTAG members. 

 
 
 
 

   

3.4 Collaboration between Eurotransplant and NHSBT  
3.4.1 Members discussed the possibility of a combined one day meeting 

with Eurotransplant, possibly in Spring 2013.  The Chair promised to 
raise it again with Eurotransplant colleagues 

 
J Dark 

   
3.5 Advisory Group workplan – CTAG(12)4  
3.5.1 The Advisory Group work plan was noted for information.  
   
3.6 Review of Advisory Groups  
3.6.1 See above (3.1.1).  
   
3.7 NHSBT Research  
3.7.1 R Ploeg joined the meeting to update members on the QUOD (Quality 

Organ Donation Program) research project.  This relates to the 
prevention of injury and undertaking repairs or intervention studies.  
This is a consortium that requires a national structure to allow for 
collection of donor samples at retrieval in order to process, store and 
study these samples.  Five out of the seven organ retrieval zones are 
already involved in the study, collecting blood, urine, and possibly 
other specimens.   This project includes hypothesis driven studies 
from centres to the consortium, for assessment by external experts, 
and funded by NHSBT.   
Discussion took place around the issues of feedback to families 
regarding samples taken for research and around research licences.   
J Dark asked R Ploeg to provide a progress report at the meeting in 
September on these issues.   

 
 
 
 
 
 
 
 
 
 
 
 

R Ploeg 
 

   
3.8 NHSBT Strategy – CTAG(12)5  
3.8.1 C Williment presented details of the NHSBT strategy for organ 

donation and transplant post 2013.  Work has taken place on 
reviewing progress against the existing strategic objectives and 
during June the original Organ Donation Task Force will be 
reconvened to consider the progress made on the implementation of 
the recommendations from the Organs for Transplant report and the 
direction for the future.  Stakeholder engagement will also be taking 
place between May and July 2012 involving key stakeholder advice, 
in-depth consultation, and open consultation.  As CTAG would not be 
meeting again until September C Williment agreed to send details to   
J Dark for dissemination to members for comment. It was commented 
that on line facilities for the open consultation would be useful.   
The strategy will be developed between August and December 2012 
with a draft document produced during January 2013, with final 
approval anticipated in March 2013.   

 
 
 
 
 
 
 
 
 

C Williment / 
J Dark 
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  4 ASSOCIATE DIRECTOR OF STATISTICS AND CLINICAL AUDIT’S 

REPORT 
 

   
  4.1 Conference presentations, current and future work – CTAG(12)6  
 4.1.1 A summary of the work of the Statistics and Clinical Audit Directorate 

was received and included: 
• A poster presentation was given at the ISHLT conference in April 

on ‘The smoking donor – Benefit or hazard to the potential lung 
transplant recipient?’  J Dark asked that this poster be circulated to 
all centres prior to publication of the Lancet paper.  NHSBT will 
also be developing media communications surrounding this 
publication.   

 

 
 
 
 

R Taylor 
 
 

   
 4.2 Report from the Audit Steering Group   
 4.2.1 N Banner reported from the morning’s Audit Steering Group meeting:  

• There is widespread support for Thoracic Transplant Audit 
although there are concerns NHS changes and resourcing.  

     I Stephens would be reviewing funding. 
• It is anticipated that a paper on the “Heart” biochemical study Prof 

R Bonser will be submitted to the American Heart Association later 
this year. 

 
 

I Stephens  

    
  5 NATIONAL CARDIOTHORACIC SERVICE TRANSPLANT REVIEW  
   
  5.1 Update on cardiovascular transplantation programme – National 

examination of issues 
 

  5.1.1 Update from Dr Stephens 
• Programme started May 2011.   
• Expert panel met on three occasions following the Workshop day 

in February and the Work Panel visits in March.   
• Representation sought from all six transplant centres culminating 

in recent data gathering exercise looking in greater detail at some 
aspects.   

• Final meeting at end of May to examine data gathered, look at how 
robust the current service is and sustainability across the UK.   

• Discussions are to be held with the Department of Health and the 
devolved administration in Scotland.  

• Anticipated date for report – June.  This date may slip. 
• I Stephens leaving NSCT in July and apologised for any 

discontinuity with this work. Members expressed dismay that 
uncertainties on the future of specialist commissioning had 
precipitated this change and wished Dr Stephens well in her new 
post.  

 
 
 
 
 
 
 
 
 

   
  5.2 Update on improving heart and lung donation and 

transplantation rates: Meeting held on 6th December 2011 – 
CTAG(12)7 

 

  5.2.1 S Tsui reported on outcomes from the meeting held in December: 
• Recommended that a Scout Pilot Project be established whereby a 

dedicated member of the nearest CT NORS retrieval team (Scout) 
attends the donor to assist with early assessment and optimisation 
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of the donor within ICU and to implement the care bundle.   

• A timescale for implementation of the project needs to be agreed 
by NHSBT as well as a set of evaluation criteria including data 
points to be collected.      

• A competency based criteria will be used to define the scout role.   
• Indemnity of individuals is an ongoing issue and D Mayer has 

referred this to J Neuberger to take forward.   
• S Tsui agreed to take this proposal forward to finalise, in liaison 

with G Mandersloot, a framework for best clinical practice as a 
national approach.  This should be fed back to CTAG in 
September 2012 and then endorsed by ODT Senior Management 
Team and the Royal College of Anaesthetists.   

• Expressions of interests were requested from centres in relation to 
capability and involvement. 

• S Tsui to supply costing details to K Quinn in relation to NORS 
teams.   

 
 
 
 
 
 
 
 

S Tsui 
 
 
 
 
 

S Tsui 

   
  5.3 Feasibility study of coronary angiography in high risk donors: 

Meeting held on 6th December 2011 – CTAG(12)8a & 8b 
 

  5.3.1 J Townend reported on a feasibility study to undertake coronary 
angiography in selected high risk donors.  Preliminary discussions 
with cardiologists and the British Cardiovascular Society were 
promising.  Funding for a 12 month pilot study has been requested by 
J Neuberger.  This study has significant operational implications and 
liaison with cardiologists is fundamental.  J Townend and L Logan 
were asked to take forward this work to produce a robust proposal 
which could be ratified by CTAG and ODT Senior Management 
Team.   

 
 
 
 
 

J Townend / 
L Logan 

   
  5.4 Provisional offering of heart and lungs: Organs unsuitable for 

offering – CTAG(12)9 
 

  5.4.1 A summary of the number of organs unsuitable for offering and 
reasons for not offering between 1st January 2011 and 31st December 
2011 was received for information.  Members agreed that the 
specified criteria had not changed and should continue to be used for 
audit.  It was highlighted that donors under 16 with previous cardiac 
surgery via median sternotomy may be offered.    

 
 
 
 
 
 

   
  6 UPDATE ON SENSITISATION MEETING OF 22ND JULY 2011 – 

CTAG(12)10 
 

  6.1 G Parry and J Smith reported on the clinical and laboratory aspects of 
the sensitisation meeting which took place on 22nd July 2011.  Three 
laboratories have changed their practice in relation to the screening 
and characterisation of HLA antibodies.   The remaining laboratories 
are happy to move forward, albeit some have logistical issues with 
implementing the changes.  G Parry to report back to the group to 
collect prospective data on those patients with low risk MFI and who 
were transplanted in order to monitor survival rates and long term 
outcomes. 

 
 
 
 
 
 

G Parry 
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  7 DEVELOP TRIAL (EVLP AND LUNG TRANSPLANTATION) – 

CTAG(12)11 
 

 7.1 K Redmond gave a summary of the DEVELOP trial.  It was 
highlighted that this work should be congruent with the Scout Pilot 
Project and the NORS scheme.   

 
 

   
  8 ECMO SUPPORT FOR SELECTED LUNG TRANSPLANT 

PATIENTS ON THE TRANSPLANT LIST – CTAG(12)12  
 

  8.1 It was agreed at the start of this financial year that no bids would be 
allowed for any new nationally commissioned services as this is a 
transition year until the new arrangements for commissioning are 
finalised. Structures are currently being dismantled and this does 
have an impact on other services.  I Stephens reported that NSCT is 
currently unable to fund bridging to transplantation with an ECMO 
within the England and Wales as there is no mechanism to do so.  M 
Al Aloul stated that patients groups had expressed concern that this 
initiative is not being supported.  Any feedback of this nature should 
be forwarded to NSCT.     
It was agreed that a paper on the principles of offering to ECMO 
should be circulated to centres for discussion within transplantation 
programmes and a case made to NSCT.    Mo Al-Aloul agreed to take 
this forward within ALTP and send to Imogen Stephens by the end of 
May 2012. 

 
 
 
 
 
 
 
 
 
 
 
             

M Al-Aloul 

   
  9 SELECTION AND ALLOCATION POLICIES  
   
 9.1 Current status of selection and allocation policies  
   
 9.1.1 Heart allocation policy formulation group  
 9.1.1.1 The rules for heart allocation need revising for transparency and 

equity.  A small sub-group, chaired by Guy MacGowan, with a 
representative from each centre, would be asked to develop initial 
proposals by the end of June. 

 
J Dark/        

G MacGowan

   
 9.1.2 Lung allocation – CTAG(12)13  
 9.1.2.1 M Al-Aloul summarised a report from ALTP on processes to increase 

transparency and equality of organ allocation across the UK.  This is 
a mechanism for urgent access to lungs which matches that for the 
heart and gives equity of access as needed.  At the last meeting, 
ALTP discussed the scoring system which would take the lung 
allocation score and apply it prospectively for 12 months for all new 
waiting list approvals and this would be used in-house to prioritise and 
rank patients.  Two centres were unwilling to mandate this process so 
this will be a guideline instead.  NHSBT currently operates the 
sequencing system and this should continue.  Data would be 
collected and audited prospectively over the next 12 months, at the 
end of which this data will be compared to the 5 year retrieval data 
and retrospective data to see if any variations in practice between 
centres are apparent.  M Al-Aloul to arrange a further meeting of the 
group and to invite H Thomas, with a view to developing a proposal 
including a timescale for application, for submission to CTAG.   

 
 
 
 
 
 
 
 
 
 
 
 
 

Mo Al-Aloul/ 
H Thomas 
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 10 PRIORITY AND URGENT AVAILABILITY OF THEATRES FOR 

RETRIEVAL 
 

   
 10.1 S Haj-Yahia highlighted that there have been a number of incidences 

where donor hospitals have delayed the retrieval process due to other 
urgent cases.  Members discussed the issue in terms of the impact 
this has on the retrieval process and the need in some cases for 
anaesthetic support from the donor hospital.  It was emphasised that 
resource issues at the donor hospital should be reported via the 
NHSBT clinical governance reporting system so that these can be 
taken forward with the relevant hospitals.   

 
 
 
 
 

   
 11 DONOR CARE BUNDLE  
   
 11.1 Members noted the framework for the donor optimisation extended 

care bundle.   
 

   
 12 BLOOD GROUP ACTIVITY – CTAG(12)14  
 12.1 A paper reporting on the impact of changes in allocation protocol for 

blood group O and B patients was noted.  It was agreed that no 
further changes are necessary as mortality rates for blood group O 
patients have not increased, although these patients continue to wait 
longer than others.  There are reduced mortality rates in blood group 
B patients.   
Discussion took place on whether patients with a VAD should be 
included in this data.  H Thomas would look at the VAD dimension of 
waiting list mortality in relation to those patients taken off the waiting 
list who die before being relisted.   

 
 
 
 
 
 
 

H Thomas  

   
 13 BLOOD GROUP MATCHING RULES FOR URGENT PATIENTS – 

CTAG(12)15 
 

 13.1 H Thomas requested clarification from CTAG members on the rules 
for the blood group matching for prioritisation of adult urgent patients. 

• It was agreed that the existing rules indicate that blood group 
prioritisation can be over-ridden in the case of a centre using a 
local donor heart for an urgent patient.   

• Remove the donor size matching rules of +15% of patient height – 
Agreed. 

• Non-zonal offering of blood group O donor hearts: Priority should 
be given to blood group O urgent patients followed by blood group 
B urgent patients, then blood group AB and A equally. This change 
will not be implemented until the urgent matching run has been 
amended by IT. 

• Paediatric urgent patients – prioritise by waiting time only. 

 
 
 
 
 
 
 
 
 

A Yates / 
H Thomas 

   
 14 GREAT ORMOND STREET HOSPITAL: 20CM DONOR RECIPIENT 

SIZE MATCH RULE – CTAG(12)16 
 

 14.1 A new rule regarding the size matching limit for GOSH accepting 
adult donor hearts for use in non-urgent paediatric recipients was 
introduced in April 2010. A paper reviewing heart transplant activity at 
GOSH using adult donor hearts between1 March 2011 and 31 
December 2011 was received and one instance of a breach of this 
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rule was noted.   

   
   
 15 IMPACT OF PANCREAS AND BOWEL PROCUREMENT ON 

CARDIOTHORACIC ORGANS – CTAG(12)17 
 

   
 15.1 H Thomas reported on a paper investigating whether pancreas or 

bowel donation had an impact on provisionally accepted 
cardiothoracic organs being transplanted.  From the data there was 
no evidence that retrieval of abdominal organs potentially hinders the 
transplantation of cardiothoracic organs.  It was emphasised that 
there should be no ‘in-situ’ splitting of livers in cardiothoracic donors 
without the agreement of the cardiothoracic surgeon. 

 

   
 16 VADs FORUM  
 16.1 I Stephens reported on a meeting of the VADs forum in February 

where data was reviewed to make it more meaningful prior to 
dissemination.  There is a growing feeling that the cardiothoracic 
community needs to understand the role of VADs in the management 
of advanced heart failure and where they fit in when donor hearts are 
unavailable.  Work is ongoing looking at moving towards a 
randomised trial in the future.   
The VADs forum needs to be a more formal arrangement under the 
auspices of a body that can support it in making recommendations 
and it was proposed that this forum should become a sub-group of 
CTAG.  J Neuberger has offered organisational support from NHSBT 
although no funding is available.  The forum is currently chaired by 
the medical advisor from NSCT.  It was agreed that this forum should 
be a sub-group of CTAG and report into CTAG meetings. J Dark to 
discuss with James Neuberger. 

 
 
 
 
 
 
 
 
 
 
 
 
 

J Dark 

   
 17 UK VAD CLUB  
 17.1 S Haj-Yahia reported that the establishment of a UK VAD club was 

proposed and endorsed at the recent VADs forum.  This club would 
be for professionals involved in VADs to share clinical experiences, 
preferably meeting on the same day as the VADs forum itself.  
Glasgow had offered to host the first meeting of the club which would 
then rotate around centres.  An agenda would be circulated and 
timetable agreed.  This arrangement would be independent of NHSBT 
and CTAG. 

 
 
 
 
 
 
 

   
 18 COLLABORATION WITH REPUBLIC OF IRELAND  
 18.1 A contract between ROI and Newcastle was established in 1999 to 

give access to cardiothoracic transplant for patients from the Republic 
of Ireland.  Recently there have been new appointments within the 
Republic, including two cardiothoracic transplant surgeons.   J Egan 
has been appointed as Transplant Centre Director and a new Organ 
Retrieval Office established.   
There are still a significant number of Irish patients on the Newcastle 
transplant list and discussions have been taking place on how the 
relationship will evolve going forward. The Republic is keen to 
improve the infrastructure and collaborate more with the UK on organ 
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sharing. Although patients are still being referred to Newcastle this 
should now be slowing down. 
It was noted that the EUODD has put pressure on the system from a 
legal point of view and the European Central Bank controls the 
budget for the Republic, meaning that infrastructure spending is 
limited. The Irish Medicines Board is the Competent Authority for the 
implementation of the EU Organ Donation Directive.   
S Clark and K Redmond were asked to prepare a paper for 
submission to the next meeting on results to date from the current 
arrangement together with proposals for a way forward in the future.   

 
 
 
 
 

S Clark /      
K Redmond 

   
 19 FOR INFORMATION ONLY:  
   
 19.1 Paediatric hearts from Europe  
 19.1.1 Proposed retrieval areas for Newcastle and GOSH/Papworth for 

donors below 30kgs were submitted to the previous CTAG meeting.  
These were based on donor numbers and population flows.  
Clarification was requested on how these zones were defined and      
S Clark agreed to forward the letter to J Dark, D Mayer, K Quinn,       
S Falvey and H Thomas. It was agreed that the zonal arrangements 
noted in paragraph 1.10 of the NORS standards should apply.  
Papworth would needs to supply details of start-up costs to K Quinn.    
Retrievals in EU – Newcastle representative confirmed they would be 
happy to carry out EU retrievals assuming there would be no penalty 
imposed in not mustering a team for a UK retrieval if already 
committed to a paediatric retrieval in the EU. 

 
 
 
 

S Clark 
 
 

S Tsui 
 

   
 19.2 Prolonged registrations – CTAG(12)18  
 19.2.1 A paper showing the number of prolonged registrations and 

suspensions by centre at 3 January 2012 and 4 March 2012 was 
received for information. 

 

   
 19.3 Protocol for DCD Lung offering and retrieval responsibilities – 

CTAG(12)19 
 

 19.3.1 The NHSBT Duty Office protocol for offering lungs from DCD donors 
in order of sequence as from 1st January 2012 was received for 
information.  As this protocol has only been in force for 4 months this 
will be monitored and the reasons for non-use of DCD lungs will be 
reviewed in September.   

 
 
 

H Thomas 

   
 19.4 Transplant activity report: March 2012 – CTAG(12)20  
 19.4.1 The transplant activity report for March 2012 was noted for 

information. 
 

   
 19.5 Update on patient consent scheme – CTAG(12)21  
 19.5.1 A report on the patient consent scheme for those patients registered 

on the national list for a cardiothoracic transplant was received for 
information. 

 

   
 19.6 IT Priorities progress report 2012 – CTAG(12)22  
 19.6.1 A report on progress with IT priorities was received and noted.  
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  20 ANY OTHER BUSINESS  
    
  20.1 DCD heart transplantation  
  • One meeting on DCD heart transplantation has been held with a 

further meeting planned.  The main issues relate to consent, end 
of life care, and donor optimisation.  From the meeting two further 
issues emerged: 

– the use of heparin pre-mortem (P Simpson to follow up 
with the Dept of Health) 

GOSH/Newcastle were asked to submit a joint proposal to 
UKDEC.  A Hasan to contact J Neuberger for the relevant contact 
person and report to J Dark in the absence of I Stephens. 

 
 
 
 
 
 

   
 21 DATE OF NEXT MEETING  
 21.1 The next meeting will be held on Wednesday, 19th September 2012 at 

ODT, Bristol  
 

 


