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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE TWENTY SIXTH MEETING OF THE 

THE KIDNEY ADVISORY GROUP  
HELD ON TUESDAY, 2ND DECEMBER 2014 

 
PRESENT:  
 
Prof Chris Watson  Chair  
Dr Richard Baker  British Transplantation Society 
Mrs Lisa Bradbury  Statistics & Clinical Studies, NHSBT 
Dr Alison Brown  Representative for Leeds & Newcastle 
Ms Lisa Burnapp  Lead Nurse for Living Donation, NHSBT 
Mrs Mel Charman  Representative for Transplantation Support Services, ODT 
Mr Marc Clancy  Representative for Glasgow & Edinburgh 
Mr John Connolly   Representative for Northern Ireland 
Mrs Victoria Fox  Lay Member Representative 
Prof Peter Friend  Pancreas Advisory Group Chair 
Dr Susan Fuggle  Scientific Advisor, NHSBT  
Mr Paul Gibbs   Representative for Plymouth & Portsmouth 
Ms Alison Glover  Recipient Co-ordinator Representative 
Ms Nesta Hawker  NHS England Representative 
Ms Rachel Hilton  Representative for Guys & St Georges 
Mr Nick Inston   Representative for Birmingham & Coventry 
Dr Gareth Jones  Representative for Royal Free & Royal London 
Mr Najib Kadi   Representative for Cardiff & Bristol 
Dr Adam McLean  Representative for Oxford & WLRTC  
Dr Stephen Marks  BAPN Representative / KAG Paediatric Sub Group Chair 
Ms Lorna Marson  Deputy Chair 
Dr Philip Mason  Renal Association / Renal Registry 
Prof James Neuberger Associate Medical Director, ODT 
Mr Gavin Pettigrew  Representative for Leicester and Cambridge 
Mrs Jacqueline Pratt  Lay Member Representative 
Dr Tracey Rees  BSHI Representative, Cardiff 
Mr Keith Rigg   Representative for Sheffield & Nottingham  
Dr Matthew Robb  Statistics & Clinical Studies, NHSBT 
Mr Phil Walton   Deputy for Karen Morgan, SNOD Regional Manager 
 
In Attendance:     
 
Mr Chris Callaghan  Guy’s Hospital, London 
Ms Sarah Heap  Observer 
Mr Ian Trenholm  Chief Executive, NHSBT (part meeting) 
Mrs Kathy Zalewska  Clinical Support Services, ODT 
 
  

 ACTION 
 APOLOGIES  
 Apologies were received from Mr Titus Augustine, Prof John Dark,  

Mrs Rachel Johnson and Prof Rutger Ploeg.   
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1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 

KAG(14)35        
 

 There were no declarations of interest.   
   
2 MINUTES OF THE PREVIOUS MEETING – KAG(M)(14)1  
2.1 Accuracy  
 The previous minutes were agreed as a true and correct record subject to the 

following amendment: 
Minute 8.2, paragraph 3 should read: 
When asked by C Watson why Glasgow did not take part in the fast track 
scheme, M Clancy explained that due to geographical location to the north of 
most donor activity and a resource limited renal transplant service particularly 
with respect to theatre access, inevitably long cold ischaemic times - negatively 
affecting outcomes - would result, making the use of kidneys through fast track 
unlikely to provide adequate benefit to west of Scotland patients.  

 
 

   
2.2 Action points – KAG(AP)(14)2 

The majority of action points have either been completed or are included on the 
agenda. 

AP17: R Baker reported that a review of the guidance is in hand.   

 

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

3.1.1 New Appointments 
Mr John Asher, Consultant Transplant Surgeon at the Glasgow Western 
Infirmary, has been appointed as Medical Health Informatics Lead for ODT.   
3.1.2  Update from Kidney Patient Support Group -– KAG(14)36 
The minutes of the annual meeting of this group were accepted and noted.  
Representatives from patients groups are encouraged to take ownership of the 
meeting by setting the agenda and chairing the meeting.  A patient information 
tab has also been added to the ODT website and can be found via the 
following link: http://www.odt.nhs.uk/information-for-patients/  
3.1.3  Other developments 
• Cardiff Inquest: J Neuberger emphasised the need for clinicians to be aware 

of NHSBT/BTS guidelines on consent as well as other guidelines such as 
those from SaBTO.  This case has highlighted a number of issues with 
respect to organ donation and has resulted in recommendations relevant to 
the donation and transplantation communities, as well as professional and 
other bodies.  Members were asked to ensure that clinicians within the 
centres they represent are aware of their responsibilities.  

• Data collection for UK Transplant Registry: From April 2015 NHSBT will no 
longer be providing support to centres for data collection.  Previously, some 
centres have provided their own returns, whilst others have needed external 
support from NHSBT.  Due to changes in funding arrangements this will be 
the responsibility of centres as from April 2015.  Those centres previously 
using the data collection contract have already been contacted regarding the 
change although some centres have still to respond confirming what 
alternative arrangements will be put in place.  ODT is currently looking at 

 
 
 

http://www.odt.nhs.uk/information-for-patients/
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alternative options for centres to submit the data possibly by extracting it into 
an excel spreadsheet.  In the longer term electronic transfer of this data will 
become part of the UK renal data collaborative project but there is currently 
no interim solution.  

   
3.2 Governance Issues  
 3.2.1 Non-compliance with allocation 

There were no instances of non-compliance to report. 
 

 

 3.2.2 Detailed analysis of incidents for review – KAG(14)37 
An analysis of clinical governance incidents relating to KAG was received.  
Members were encouraged to report all incidents, using the online form if 
possible, in order to enable trends to be identified. 

There were two areas of concern noted in the report.   
- Change of decision: this applies principally to the acceptance of DCD 

kidneys at the margins of acceptability. 
- Ureteric damage: the majority of these incidents occurred in DCD 

retrievals 

In response to a query re issues with consent, J Neuberger reported that one of 
the outcomes of a patient risk event held recently by NHSBT was for the BTS to 
develop guidance on giving consent.  This will be supported by NHSBT in 
working on how best to present risk to patients.  L Burnapp confirmed that 
Peter Andrews, Chair of the BTS Standards Committee, is leading on this 
piece of work and asked members to advise what information is currently 
used when taking consent from patients.  It was commented that it would be 
much easier to agree on a standard patient information leaflet than a standard 
patient consent form.  The leaflet could then be referred to at the time of 
consent.    

 

3.3 NHSBT Research – KAG(14)38  
 A summary of research projects relating to organ and tissue donation were 

received and noted. 
 

3.4 IT Implementation Progress report – KAG(14)39  
 A summary of progress on IT project implementation within ODT was received 

and noted. 
 

   
4 SCIENTIFIC ADVISOR’S REPORT  
4.1 Defining the significance of HLA antibodies 

S Fuggle introduced the item discussed at the June 2014 meeting of KAG and 
reported that some transplant centres have a higher than average organ decline 
rate due to donor HLA specific antibodies detected in the pre-transplant cross-
match that had not been listed as corresponding unacceptable antigens (UA).  
This impacts on cold ischaemic time and causes additional unnecessary work for 
both the ODT Duty Office and the H & I laboratory. 
C Watson, as Chair of KAG, had asked BSHI to review current practice and 
develop guidelines for listing unacceptable HLA (UA) for deceased donor kidney 
transplantation in support of the allocation process.  Guidelines have been 
developed and are referred to in item 4.2 below. 
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4.2 Definition of Unacceptable Antigens for Deceased Kidney Donor Allocation 

– KAG(14)40  
T Rees reported that following a meeting of H & I laboratory representatives and 
consultation with all laboratories providing testing and support for deceased 
donor kidney transplantation, guidelines have been developed and agreed.  
These have also been sent to interested clinicians who are not KAG members.   
Members were asked to submit any comments on the guidelines to S Fuggle 
within one week.  The guidelines will then be sent to the BTS Standards 
Committee for comment and once agreed they will be incorporated into the 
BSHI/BTS guidelines for ‘Detection and characterisation of clinically relevant 
antibodies in allotransplantation’. 

These new guidelines should address the concerns in terms of reallocation.  
Following discussion KAG members agreed to support a proposal for an 
increase in the minimum repertoire to include DP and DQA.  It was agreed that 
the issue of funding would be discussed with N Hawker outside the meeting.      
J Neuberger added that NHSBT is not funded for commissioning donor workup 
but would consider taking this on if resources were made available. 

Members also noted that following submission of a paper to NHS England by     
A Warrens recommending a review of H & I Services a group has been 
established, chaired by A Warrens.  This group includes representation from the 
H & I laboratories and is currently reviewing the dataset to be collected from 
each laboratory in order to inform the review. 

 
 
 
 
 
 
 

All 
 
 
 
 
 

J Neuberger/     
N Hawker/      
S Fuggle/ 

 

   
5 STATISTICS AND CLINICAL STUDIES REPORT – KAG(14)41a  
 L Bradbury summarised the recent presentations, publications, current and 

future work of Statistics and Clinical Studies.   

As part of the work for the UK Renal Data Collaborative project members were 
asked to review the Kidney Follow-up Forms and advise of any additional 
information that they feel should be included which is not currently collected or 
any items that are no longer relevant.  

At the Chair of Advisory Groups Meeting it was agreed that a standardised data 
set for liver transplantation would be trialled instead of the more formal 
application for data.  This would be rolled out to all solid organ groups if 
successful. 

 
 
 
 

All 

   
6 FACTORS INFLUENCING COLD ISCHAEMIC TIMES  
 
 
 

L Marson reported that data on this study is being finalised and work is taking 
place to narrow down the areas on which to focus.  The three main areas are: 
• H & I issues (use of virtual cross-match and peripheral blood);  
• Recipient issues including delays at recipient hospitals;  
• Transport issues. 

 

   
7 OFFERING  
7.1 Audit of DBD and DCD fast track kidney offering scheme – KAG(14)42    
 L Bradbury presented details of the audit of activity in the kidney fast track 

scheme within the first 18 months of the DBD scheme and the first 14 months of 
the DCD scheme.  Members commented that it would also be useful to know 
why the kidneys were fast-tracked and which of the kidneys which were fast-
tracked went on to be used or not used.  

 
 
 

L Bradbury 
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8 DCD ALLOCATION UPDATE – KAG(14)43    
 A two-month review of the national DCD Kidney Allocation Scheme was 

presented.  A full report on the first six months of the scheme will be submitted to 
the next meeting.  The following comments arose from discussion: 

• Feedback from SNODs includes concerns around delays due to HLA typing 
and increases in the time to mobilise retrieval teams, making it challenging to 
manage the expectations of the family.   

• As the paediatric nephrology unit is based in Glasgow, it is hoped to 
implement a combined matching run with the local centre as Scotland. 

• It would be useful to know if kidneys offered for named patients are being 
transplanted into those patients. 

• L Bradbury agreed to look into the reasons for the high offer declined rate 
and high reallocation rate when preparing the six-month report. 

• Screening centres for donors – there is, as yet, insufficient data to analyse 
although centres are anecdotally reporting an increase in telephone calls.  
Further analysis needs to be carried out.   

• An element of the work on cold ischaemic times will look at increasing the 
number of laboratories able to carry out both the tissue typing and cross-
matching in order to reduce delays in the pathway.   

 
 
 
 
 
 
 
 
 
 
 
 
 

L Bradbury 
 
 

   
9 ALLOCATION OF KIDNEYS FOR SIMULTANEOUS PANCREAS AND 

KIDNEY TRANSPLANTS – KAG(14)44   
 

 L Bradbury presented a paper exploring the impact on kidney only units of the 
decision to prioritise patients requiring an SPK after Tier A-C kidney only 
patients. 

Discussion took place around the outcomes for both SPK and KO recipients and 
whether kidney transplant survival could be compared between these two 
cohorts.  Some members felt that SPK patients are able to tolerate longer 
waiting times and therefore the allocation priority should be amended.  C Watson 
advised that as the Kidney Allocation Scheme is due to be reviewed then a 
decision on whether to make any changes to priorities should be considered at 
that time. 

Other multi-organ transplants are being reviewed by Advisory Group Chairs and 
will be circulated more widely once agreed.   

 
 
 
 
 
 
 
 
 
 
 
 

   
10 LIVING DONATION  
10.1 Incompatible living donor kidney transplantation and the national living 

donor kidney sharing schemes – KAG(14)45a & b 
Members were asked to approve proposals for implementation through the 
Living Donor Kidney Transplantation (LDKT) 2020 Strategy Implementation 
Group.  These proposals included: 

• Utilisation of the shared donor pool 
• Increasing the length of altruistic donor chains 
• Introduction of National Sharing Weeks for National Living Donor Kidney 

Sharing Schemes (NLDKSS) 
• Non-simultaneous donor surgery within the NLDKSS 
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• Increasing the frequency of Kidney Donor Matching Runs (KDMRs) 

 
Further proposals re ABOi transplantation and HLAi transplantation were also 
submitted for endorsement.  It was noted that incompatible transplantation is not 
part of the inclusive transplant tariff and is unlikely to be before 2017/18.   
It was agreed that these proposals would be piloted and tested, including some 
virtual exercises around the January KDMR to ensure feasibility before full 
implementation in April 2015.  

Members endorsed the changes and recommended that simulations take place 
on the matching runs proposal.  S Marks asked whether, following the matching 
run optimisation work, a review of the number of paediatric recipients in previous 
matching runs could take place.   

Any changes will need to be communicated widely to Living Donor Co-ordinators 
and other interested parties and L Burnapp confirmed that a communications 
strategy is being developed.   

10.2 Increasing HLA incompatible transplants through the national living donor 
kidney sharing scheme – KAG(14)46 

 

 M Robb presented the results of a study into the possibility of increasing the 
number of incompatible transplants through the NLDKSS.  The results indicate 
that increasing the number of patients with reduced antibody profiles in the 
NLDKSS can increase the number of transplants identified.  Members were 
asked to discuss the relative merits of increasing the number of antibody 
incompatible transplants through the NLDKSS in the future and how this could 
be achieved without causing significant increases in delays or non-proceeding 
transplants.  

Members were happy to agree to this proposal as some centres confirmed they 
were already successfully using this strategy by careful selection of patients.  
The importance of maintaining data in order to feed into a future registry was 
emphasised.   

 

   
10.3 Incompatible pairs living donor information application – KAG(14)47  
 M Robb outlined the results of a study aimed at providing estimates of waiting 

time in the sharing scheme for incompatible pairs.  Due to changes made to the 
NLDKSS in 2012 there is currently insufficient data to provide reliable estimates 
of waiting time so simulations were used that replicated 3 years of matching runs 
to derive the estimates.  The estimated waiting times have been put into an 
Excel based application.    

Members welcomed the application which will be included on the ODT website 
and will have similar compatibility to the ‘Relative chance of transplant’ 
application.   

 

   
11 ANTIBODY INCOMPATIBLE TRANSPLANTS FOR STATISTICAL ANALYSIS 

- KAG(14)48 
 

 
 
 

Reporting of antibody incompatible transplants relies on transplant centres 
completing a box on the Kidney Transplant Record form.  Under-reporting is 
common and there is a need to raise awareness of the form.  It was highlighted 
that the form needs to be partially completed by the laboratory and partially by 
the clinical team and S Fuggle and L Burnapp will liaise to review the data 
collection process. 

Members discussed the data that needs to be captured and how this should be 

 
 
 

S Fuggle/     
L Burnapp 
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analysed.  It was agreed that antibody incompatible transplants should be 
analysed separately and split into three groups.   

   
12 RENAL TRANSPLANT SERVICES MEETING – DRAFT AGENDA – 

KAG(14)49 
 

 Members received and noted the draft agenda for the next RTSM meeting.  An 
additional item from K Rigg on ‘Commissioning update’ was agreed.  

 

   
13 DRAFT TEMPLATE OF DATA FIELDS FOR EVALUATION OF MACHINE 

PERFUSION – KAG(14)50 
 

 A draft proposal for a common set of data was circulated by J Dark and 
Advisory Groups were asked to add data points as appropriate.  The 
following suggestions from KAG were made: 
• Flow data 
• The nature of machine perfusion 
• Time of cold perfusion before Time packed in ice box  

 

   
14 SOCIAL MEDIA DONOR CAMPAIGNS – KAG(14)51  
 
 

A small number of recent media campaigns have resulted in requests for 
altruistic donors for specific patients.  KAG members were asked for their views 
on these types of campaigns as these often result in a diversion of resources 
with minimal return.   Members acknowledged that this approach is difficult to 
control and is resource intensive.  Centres need to develop local triage systems 
to manage these potential donors, possibly looking at giving information on the 
process before they proceed to screening.  L Burnapp agreed to review the 
guidelines on the BTS website in relation to altruistic donation.   

 
 
 
 
 
 

L Burnapp 

   
15 APPEALS FOR SHORTAGE OF VASCULAR ACCESS – KAG(14)52  
 KAG members were asked for their views on what would be considered an 

appropriate request in the appeals process for a patient whose vascular access 
has ‘run out’.  Members felt that there should not be a specified definition, but 
that patients’ details would be reviewed by a panel with appropriate expertise in 
access.  In addition, where a submission was made for priority on account of 
access shortage, there should be a plan as to how a kidney would be 
transplanted in the setting where recipient venous sites may be compromised. 

It was suggested that the Appeals Panel be renamed to Priority Allocation panel 
to more accurately reflect the process.  J Neuberger would consider this 
suggestion at the next scheduled change of the kidney selection and allocation 
policies. 

 
 
 
 
 
 
 
 

J Neuberger 
 

   
16 WAITING TIME FROM START OF DIALYSIS – KAG(14)53  
 KAG members previously requested that waiting time is calculated from a 

patient’s first date of starting dialysis instead of the activation date on the kidney 
transplant waiting list.  A proposal for calculating waiting time was received from 
L Bradbury and members were asked for their views.    

Following discussion it was agreed that points for pre-emptive listing should be 
capped at 180 days. L Bradbury to carry out modelling of different options based 
on three scenarios (pre-emptive with capping, pre-emptive without capping and 
no pre-emptive points).  C Watson to circulate details to all renal transplant 
centres and patient groups for endorsement.   

 
 
 
 
 
 

L Bradbury 
 

C Watson 
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17 UPDATE ON ELDERLY DECEASED DONOR KIDNEY ALLOCATION 
WORKING PARTY 

 

 The aim of this working party is to find a means of identifying those kidneys from 
elderly donors which are better implanted as dual kidneys.  To date the working 
party has only met once.  KAG members were asked if they would prefer an offer 
of both kidneys to a centre as dual kidneys or with the option to use as single 
kidneys.  General opinion was that this should be the decision of the centre once 
histology results are known.  Some form of scientific analysis to predict function 
is required. 

 

   
18 KAG PAEDIATRIC SUB-GROUP  
18.1 The minutes of the KAG Paediatric Sub-Group were summarised by S Marks.   

19 PANCREAS ADVISORY GROUP  
19.1 The minutes of the Pancreas Advisory Group were summarised by P Friend.    

20 ANY OTHER BUSINESS  
 • C Watson reported on a proposal for the QUOD National Donor Sample 

Scheme to be extended to paediatric donors of age 10 years and over.  The 
scheme collects needle biopsies of kidneys retrieved from centres where 
there is an NHSBT HTA licence to retrieve kidneys.  There was no objection 
to the proposal although it was commented that there have been three 
adverse events relating to these biopsies where procedures were not 
followed, resulting in significant bleeds.  There was also concern that the 
relevant recipient is not consented around this practice.  J Neuberger 
acknowledged the comments made.   

 

 • Transplant centres will be asked to review their centre specific criteria once a 
year in March and advise the Duty Office of any changes which will then be 
implemented during April.   

• C Watson reminded members that the completion of HTA-A & B forms is a 
legal requirement and these forms must be completed and submitted.  This 
task can be delegated and electronic submission is the best method.   

• NHSBT is looking into an agreement with Gibraltar for the UK to service their 
transplantation requirements, which are estimated at 1.5 kidneys, 1 liver and 
0.25 hearts p.a.  There are currently six patients requiring renal transplants. 
When asked for their views on such an agreement, members questioned 
whether it is equitable to take from a deceased donor pool without 
contributing to it.  Live donation would not be an issue.  The question of 
logistics and commissioning was also raised.  J Neuberger will work with 
Advisory Group Chairs to reach agreement for the future on a workable 
process. 

• A response is awaited from the four Departments of Health re the request 
from two private London hospitals to undertake transplants on Group 2 
patients.   

• J Neuberger reported that a renal fellow is proposing the establishment of a 
registry of those patients who choose to have a transplant abroad and return 
to the UK for follow up.  This would require the transplant centres caring for 
those patients to identify them and enter them onto the registry.  The data to 
be collected would need to be agreed as well as what this data would be 
used for.    Members commented that although some return with vascular 
problems, infections etc, there are likely to be many who have no problems.  

 
 
 
 
 
 
 
 
 
 
 
 
 

J Neuberger 
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It would be useful to find out how prevalent the problem is before 
establishing a registry.  J Neuberger agreed to feed back these comments. 

 
J Neuberger 

 
21 DATE OF NEXT MEETING  
 The next meeting is scheduled for Tuesday, 9th June 2014 at a London venue to 

be confirmed. 
 

   
22 FOR INFORMATION ONLY  
 The following reports were received and noted for information: 

 
 

22.1 Transplant Activity report – KAG(14)56  
22.2 Centre specific offer acceptance criteria – KAG(14)57  
22.3 Allocation and Selection policies – KAG(14)58a & 58b  
22.4 Update on Patient Consent Scheme – KAG(14)59  
22.5 Update on the implementation of the living donor kidney transplantation 

strategy (LDKT 2020) presentation to 2020 Oversight Group, November 
2014 – KAG(14)60 

 

22.6 Use of the HTA-A and HTA-B form in Organ Donation – KAG(14)61  
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
K Zalewska         December 2014 


