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NHS BLOOD AND TRANSPLANT 

ORGAN DONATION & TRANSPLANTATION DIRECTORATE 
 

MINUTES OF THE TWENTY FIRST KIDNEY ADVISORY GROUP MEETING 
HELD AT 12.30 PM ON MONDAY 21ST MAY 2012   

AT ODT, BRISTOL 
 

PRESENT: Prof Andrew Bradley Chair  
Mr Niaz Ahmad Representative for Newcastle & Leeds 

  Ms Lisa Burnapp  Lead Nurse for Living Donation – NHSBT 
  Prof. Peter Friend  Chairman, Pancreas Advisory Group 

Miss Sue Falvey Head of Nurse Development, ODT 
Dr Susan Fuggle Scientific Advisor, ODT 

  Dr Robert Higgins  Representative for Cambridge, Birmingham & Coventry 
  Ms Rachel Hilton  Deputy for Mr Geoff Koffman, Representative for  
            South Thames 

Mr Alex Hudson Statistics & Clinical Audit - NHSBT 
Mrs Rachel Johnson Statistics & Clinical Audit, NHSBT 

  Mr David Mayer  National Clinical Lead, NHSBT 
  Dr Stephen Marks  BAPN representative 
  Miss Lorna Marson  Representative for Scotland 
   Dr Philip Mason  Renal Association/Registry Representative 
  Dr Richard Moore   Representative for Wales 
  Ms Karen Morgan  SNOD representative 

Prof James Neuberger Associate Medical Director, ODT 
Dr Martin Raftery Representative for North Thames 

  Ms Tracey Rees  Deputy for Dr Andrea Harmer, BSHI representative   
  Dr Gillian Schiller  Advisory Groups Review Manager 

Prof Anthony N Warrens BTS representative 
Mrs Ann Yates  Assistant Operations Manager (Duty Office) – ODT 

 
IN ATTENDANCE: 
  Mrs Kamann Huang – Clinical & Support Services, ODT 
  Mrs Carol Ashitey – Clinical & Support Services, ODT 
    
APOLOGIES:    

          Apologies were received from Mr John Connolly, Dr Andrea Harmer,  
          Mr Abdul Hammad, Ms Sally Johnson, Mr Geoff Koffman, Mr Justin Morgan,  
          Ms Triona Norman, Mr Rutger Ploeg and Prof. Mike Nicholson;  

    
   ACTION 
  1 DECLARATIONS OF INTEREST IN RELATION TO THE 

AGENDA – KAG(12)1 
 

  1.1 There were no declarations of interest in relation to the agenda.  
   
  2 MINUTES OF THE MEETING HELD ON WEDNESDAY 7TH 

DECEMBER 2011 KAG(M)(11)2  
 

   
  2.1 The minutes were agreed as an accurate record of the meeting with 

the exception that Dr R Moore should be added to the Apologies for 
December’s meeting. 
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  2.2 Action points – KAG(AP)(12)1: 

AP1 – Patient survival from listing: This will be standardised 
across all organs and the work is to be taken forward by Professor 
Dave Collett.  

 

 AP2 – EU Organ Directive:  C Watson confirmed that the key 
points had been circulated to centre representatives. 

 

 AP3 – National audit of declined organs:  D Mayer informed 
attendees that a pilot study had been undertaken but progress was 
hindered by lack of feedback from surgeons.  This will not be 
pursued.   

 

 AP4 – Summary of five year review of DBD kidney allocation 
scheme:  Refer to agenda item 6.2. 

 

 AP5 – Audit of kidney allocation scheme changes April 2011:        
North Thames Study: ABO-A2 donor kidneys to ABO-B recipients 
Despite an adjustment to the allocation scheme to encourage more 
ABO-A2 to B transplants, only one such transplant was performed 
in a six-month period. It was recognised that for the study numbers 
to increase it would be necessary for laboratories outside of North 
Thames to sub-type donor blood samples and this was not viable.   
A Bradley agreed to write to North Thames to propose that this 
study is discontinued. 

 
 
 
 
 
 
 

A Bradley 

 AP6 – Re-allocation of DBD donor kidneys:  In response to the 
higher level of reallocated kidneys within WLRTC, V. Papalois’s 
response suggested that the issue has arisen from a recent change 
in patient management and through not undertaking transplants in 
the presence of donor-specific antibodies.  S Fuggle confirmed she 
was happy with the response received. 
S Marks raised concern about paediatric patients being 
disadvantaged as a result of kidneys being re-allocated within 
adults only centres. 
It was agreed that the data should be audited every six-months.  

 
 
 
 
 
 
 
 
 
 
     A Hudson 

 AP7 – Re-evaluation of discarded kidneys:  Refer to agenda 
item 6.4. 

 

 AP8 – Offering of DCD donor kidneys:  Refer to agenda item 
3.2.1.  

 

 AP9 – Update from the DCD kidney allocation working party:  
Refer to agenda item 7.  

 

 AP10 – NHSBT Living Donation Strategy:  L Burnapp reported 
that expressions of interest from all centres wishing to be 
represented on the Steering Group had been considered and that 
the membership of the group had been augmented to include wide 
UK representation. 

 

 AP11 – National Living Donor Kidney Sharing Scheme – 
extended HLA and ABO matching criteria:  Refer to agenda item 
8.2. 

 

   
  2.2.1 Matters arising, not separately identified:  There were no further 

matters arising. 
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  3 ASSOCIATE MEDICAL DIRECTOR’S REPORT  
   
  3.1 Developments in NHSBT  
  3.1.1 KAG Chair:  J Neuberger reported that A Bradley had been  

re-appointed Chairman for three years although current practice is 
now for two years. JN proposed that A Bradley will remain in the 
post until October 2013.  Attendees are to notify J Neuberger of any 
objections outside of the meeting. 

 
 
 
            All 

   
 Recording of clinical information:  NHSBT will be writing to all 

transplant centres informing them that all telephone conversations 
where clinical matters are discussed will be recorded.  These 
recordings will be available to all interested parties. 

  
 
 J Neuberger 
 

   
 Surgical Support:  A new post had been approved for a 0.4 wte 

surgeon to support governance and will be advertised shortly.   
 

   
  3.1.2 NHSBT strategy – KAG(12)2:  
  3.1.2.1 The Organ Donation Taskforce was set up in January 2008 to 

develop strategies for improving organ donation.  A review has 
taken place with stakeholders to review achievements and 
recommend further development.  J Neuberger highlighted the 
importance of input from Clinicians. 
The key challenge was to increase organ donors by 50% from the 
baseline figure of 800.  DBD donors have increased by 1% and 
DCD by 33% although fewer organs are transplanted from DCD 
than DBD.   It was highlighted that NHSBT is focusing on how to 
increase the donor pool and J Neuberger requested the 
involvement of KAG.  The outstanding difficulty will be reducing the 
refusal rate for donation which currently varies significantly across 
the UK.  It was recognised that SNODs need to be involved in the 
initial stages of the donation process in speaking to families. 
A Bradley will collate the recommendations of the future NHSBT 
strategy on behalf of KAG, consolidate the feedback and re-
circulate to attendees for comment by July 2012. 
L Burnapp wanted clarification on whether the Strategy proposed 
included living donation.  J Neuberger agreed to get clarification. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      A Bradley 

            All 
 
  J Neuberger 

   
  3.2 Governance issues:  
  3.2.1 Selection and allocation policy – Allocation of DCD kidneys 

with pancreas – KAG(12)3: 
 

  3.2.1.1 As agreed at the last KAG meeting A Bradley had written to all 
transplant centres that from 1st January 2012 patients awaiting a 
simultaneous pancreas kidney transplant would receive priority for 
allocation of a DCD kidney to accompany the pancreas.  Following 
an objection from the Royal Free Hospital, introduction of the 
proposed changes was postponed.               
It was highlighted that of the 80 pancreases retrieved each year, 
approximately half resulted in a transplant although it was 
recognised that a number of these were pancreas alone 
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transplants.  After further discussions it was agreed that one DCD 
kidney should be preferentially offered for SPK transplantation 
should the pancreas be available.  A Bradley will again write to all 
transplant centres to confirm this decision with an aim to 
implementing the scheme on 1st July 2012.  This decision was 
endorsed by the Chair of PAG.   
NHSBT are adopting QPULSE for the management and updating of 
their policies to ensure that only the current version of the policy is 
used.   In future, changes to the Selection and Allocation policies 
will be restricted to twice a year, unless there are over-riding clinical 
indications.  Minor alterations can be submitted but will not happen 
immediately.  Any policy changes will need to be approved by KAG 
but significant changes will need approval from the Transplant 
Policy Review Committee. 

 
 

A Bradley/ 
A Hudson/ 

A Yates 
 
 
 
 
 
 
 
 

   
  3.2.2 Non-compliance with allocation:  Refer to AP6 under Action 

Points above. 
 

   
   3.2.3 Incidents for review – KAG(12)4:  
   3.2.3.1 CGMG 874/0112 reported on a case where one kidney was offered 

and one simultaneous kidney/pancreas was offered.  The kidney 
was later offered for a combined liver/kidney transplant without 
consultation with the original accepting centre.  Neither surgeon 
would communicate with each other at 3 am so the issue was not 
resolved until hours later.  It was highlighted at the meeting that 
liver/kidney transplants take precedence.   
It was agreed that transplant surgeons need to communicate with 
each other and preventative measures would be looked at.   

 

   
3.2.4 CUSUM signals and summary of CUSUM monitoring – 

KAG(12)5: 
 

 3.2.4.1  A Hudson reported in a recent 12 month period there were 11 
signals observed at 9 of the 23 adult kidney centres which equated 
to a maximum false detection rate of 3%.  He explained that this 
was the percentage based on a denominator of all 368 CUSUM 
runs performed in the 12 month period (23 adult centres, 4 CUSUM 
runs, separate observations for graft survival and patient mortality 
and for deceased and living transplants).  J Neuberger highlighted 
the difficulty in getting the right balance: if the CUSUMs are too 
sensitive then there will be unacceptable false positive rates but if 
the CUSUMs are not sensitive enough, there will be delayed 
identification of potential issues.  J Neuberger will write to all Heads 
of transplant centres, with a copy to E Jessop and the Chair of the 
relevant advisory group re-clarifying the correspondence process 
following a trigger and to include the wording “Please respond by 
….(insert date).”.   
The response time is to be a couple of weeks before a reminder is 
sent, if no response is received then the matter will be escalated. 

 
 
 
 
 
 
 
 
 
 
   J Neuberger 
 
 
 
 

   
  3.2.5 Variations in organ decline rate:  
  3.2.5.1 J Neuberger highlighted the issue of variations in practice between 

transplant centres and for reasons which were not always 
understood.  It was recommended that the Advisory Group should 
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look at the reasons for the variations in practice both between and 
within transplant centres.  It was stated that if a transplant centre 
had a high quality standard this would in turn show a good recipient 
survival rate.  
It was commented that by identifying those transplant centres who 
are outliers may promote changes in practice. A Bradley to discuss 
with A Hudson how best to audit this and report back to the 
advisory group. 

 
 
 
 
 
     A Bradley 
      

   
3.3  EU Organ Directive   
3.3.1 National Operating Procedures (NOPs):  
3.3.1.2 S Falvey informed attendees that the legislation under the EU 

Organ Directive was effective 27th August 2012.  Consultation 
closed before Christmas and there have been challenges in getting 
legislation through the commissioners and Parliament.  The 
regulations will be put to Parliament this week.   
There is concern about feedback and the burden of implementing 
the regulations.  There will be an HTA Information Day giving 
people the opportunity to see the policies that have been drafted.   
Policies can be adopted in their entirety or can be adapted to suit 
local protocols provided there is local ownership.  There are two 
planned workshops, one this week and another in Birmingham on 
14th June.  
Transplant centres will require a licence from the HTA by 27th 
August 2012 to comply with the legislation. 

 

   
3.3.2 SAEARS:  
3.3.2.1 NHSBT will manage SEARS on behalf of HTA.  There will be a 

workshop on the 28th May to seek help and advice about the 
reporting tool.  It is intended to keep the reporting system as simple 
as possible and the same reporting tool will be used for incidents 
and SAEARS. 
Traceability of fluids is an important issue in light of a potentially 
contaminated batch of Viaspan.  An alternative profusion fluid has 
now been sourced and made available. 
There will be a requirement to record batch numbers.  A new form 
for traceability with regards to transportation will also be in place. 

 

   
3.3.3 Organ boxes:  
3.3.3.1 Organ boxes have been out to tender with four companies.  There 

is a workshop on the 25th May and another in June to display 
prototypes.  Kidney boxes will be obtained from NHSBT. 

 
 
 

   
3.4 IT priorities progress report – KAG(12)6:  
3.4.1 J Neuberger reported that there needs to more agreement about 

timescales on the introduction of new IT projects.  When a request 
for an IT change is submitted it should be in its agreed final version. 
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3.5 Review of Advisory Groups:  
3.5.1 The Advisory Group structure is being independently reviewed by 

John Black, Donal O’Donaghue and Sir Ian Gilmore and 
coordinated by Dr Gillian Schiller.  The review is expected to be 
completed by mid-September.  Any comments from Members are 
welcome and should be directed to Gillian Schiller. 

 
 
           All 

   
3.6 NHSBT Research – QUOD (Quality in Organ Donation):  
3.6.1 In the absence of R Ploeg, P Friend reported that R Ploeg had 

been asked to look at quality in organ donation and has been 
attending all advisory groups to explain his establishment of a 
nationwide bio-bank designed to pull all the data regarding 
predictors and outcome together.  The work to-date has involved  
Edinburgh, Cambridge, Newcastle, Oxford and London.  It is hoped 
that this will become a national group collecting fluid and tissue 
samples to allow work to be done across the UK.  R Ploeg is to be 
invited to provide an update at the next meeting. 

 
 
 
 
 
 
 
 Clinical Supp   
      Services 

   
3.7 ROI & UK exchange of kidneys – KAG(12)7:  
3.7.1 J Neuberger informed attendees that he had received a letter from 

ROI regarding the exchange of kidneys between the UK and Ireland 
in an attempt to get highly sensitised patients transplanted. 
It was reported that 20 years ago there was a pooled system for 
this purpose but the UK became the net beneficiary.  In order to 
help Ireland’s highly sensitised pool there needs to be mutual 
benefit.  It would be useful to know the proportion of sensitised 
patients in Ireland and the donor rate.  Stats reported that activity 
data on Ireland is no longer routinely available and there is limited 
resource to undertake this work.  S Fuggle is to write a letter 
regarding the key issues to be addressed with input from Statistics. 
This issue does fall under the EU Directive to increase organ 
donation across boundaries.  It was emphasized that any proposal 
put forward is to be agreed by KAG and J Neuberger.  In the 
meantime further information with regards to feasibility and 
opportunity needs to be looked into before further discussion at 
KAG. 
The exchange programme raises political issues; some suggested 
that if the UK has a kidney sharing scheme with Ireland then there 
should be extended across Europe.   

 
 
 
 
 
 
 
 

 
S Fuggle/ 

R Johnson/ 
A Hudson 

 
 
 

S Fuggle/ 
   A Hudson/ 
   R Johnson 

   
  4 SCIENTIFIC ADVISOR’S REPORT  
   
  4.1 HLA donor discrepancy follow-up: 2011 – KAG(12)8a/8b:  
  4.1.1 S Fuggle reported on a paper outlining the various checks 

performed on donor HLA typing and gave a summary of errors 
detected from 2009-2011.  Errors were detected prior to allocation 
in 0.6% donor types and in 1.2% after organ allocation.  Of 17 
errors detected after allocation 11 (65%) were technical laboratory 
errors. Procedures have now been put in place to minimise these 
errors potentially impacting the allocation process. 
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  4.2 Minimum resolution for reporting donor and recipient HLA 

types – KAG(12)9: 
 

   
  4.2.1 S Fuggle presented a paper reporting compliance with the minimum 

repertoire for reporting donor and patient HLA types first introduced 
to coincide with the 2006 National Kidney Allocation Scheme.   
Data presented showed a level of compliance currently over 99%. 

 

    
  5 STATISTICS AND CLINICAL AUDIT REPORT – KAG(12)10:  
  5.1 R Johnson presented a paper on the current statistical work plan.  

An Annual Activity Report is being drafted with additional 
information.  Work is ongoing on the website including the 
development of a micro-site for professional groups.   

 
 
 
 

   
  6 ALLOCATION  
   
  6.1 Factors influencing waiting time of kidney transplant of 

deceased kidney donor – KAG(12)11: 
 

  6.1.1 A Hudson reported that whilst the 2006 National Kidney Allocation 
Scheme has shown good access to transplants overall and focused 
on factors affecting waiting times to DBD kidney transplant for 
patients newly registered under the era of the 2006 Kidney 
Allocation Scheme.  A Bradley recommended that the findings 
found should be investigated further and recommendations brought 
back to a subsequent advisory group meeting. 

 
 
 

 
A Bradley/ 
A Hudson 

 
   
6.2 Kidney allocation scheme: review of blood group matching 

rules – KAG(12)12: 
 

6.2.1 A Hudson reported on four simulations investigating the suitability 
of the current blood group matching policy within the 2006 KAS.  
Members considered the simulations.  R Higgins raised concern 
regarding long waiting times for sensitised patients and A Hudson 
agreed to investigate a further simulation to ensure very highly 
sensitised patients are not disadvantaged by any change in policy. 
A re-categorisation of very highly sensitised patients would be 
investigated and considered by S Fuggle, R Higgins and A Hudson.   

 
 
 

A Hudson 
 
 
 

 
   
6.3 Update from audit of kidney allocation review changes for 

April 2011 – KAG(12)13: 
 

6.3.1 A Hudson presented a paper outlining the impact of three of the 
four changes introduced to the National Kidney Allocation Scheme 
on 14th April 2011.  The three changes were: 
(1)  The clinically urgent scheme for paediatric patients ; 
(2)  Prioritising paediatric patients within Tier D of the Scheme, and 
(3) Allocating Level 3 HLA-mismatched donor kidneys to HSP. 
Under change (1), only one paediatric patient for priority allocation 
has been requested by KAGPSG in the last six months but was 
declined on the basis that not all living donor options had been 
exhausted. 
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Change (2) allowed paediatric patients within Tier D to be awarded 
the same HLA/Age points as the Tier D adults and deciding points 
are now based on waiting time, age difference, location, HLA-DR 
and HLA-B homozygosity and blood group points. This change has 
potentially led to five (8%) additional paediatric transplants within 
the first year. 
Change (3) allowed Level 3 HLA mismatched kidneys to be 
allocated to HSP if listed locally or for non-local patients with zero 
residual sensitisation.  Results suggest this change is helping to 
reduce the inequitable build up of HSP on the transplant list and 
continuation is recommended.   

   
6.4 Proposed changes to the DBD kidney offering scheme – 

KAG(12)14: 
 

6.4.1 Following a presentation given by C Callaghan at the previous 
meeting, a paper proposing changes to the DBD kidney offering 
scheme was sent to all the kidney transplant directors for comment.   
The proposal was for a Fast Track offering process of kidneys not 
placed or deemed unusable by the receiving transplant unit.  Under 
the Fast Track proposal a kidney would be simultaneously offered 
to all participating transplant centres.  The offer would be made via 
SMS or fax only (no telephone calls) and centres involved would 
then need to log onto EOS to see the donor details in full.  There is 
a need for centres involved to have a specific and non personal  
number for this purpose . 
Seven responses were received from centres indicating support 
though only two of the nine centres currently in the declined kidney 
scheme replied to indicate that they wished to be included in the 
new Fast Track process.   
A Bradley will write to all transplant centres to obtain a definite ‘opt 
in or opt out’ response, emphasizing the impact of participation. 
The Duty Office confirmed they were happy with the implementation 
date of 1st August if centres were happy to sign up to the SMS/fax 
proposal only.  Concern was raised over unsatisfactory 
communication resources at some centres and access to EOS 
24/7.  It was highlighted that a single mobile number would be 
required.  Duty Office to work with Statistical colleagues and others 
as required to facilitate implementation of this scheme. 
 
Leeds expressed a willingness to be included in the scheme. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
     A Bradley 
 
 

 
 
 
 

A Yates/ 
A Hudson/ 
R Johnson 

   
6.5 Proposal for transplant of patients with atypical uraemic 

syndrome (aHUS) – KAG(12)15a/15b: 
 

 A letter was received by J Neuberger from Tim Goodship outlining 
issues in children and adolescents suffering from aHUS being on 
long-term dialysis despite undergoing treatment with plasma 
therapy. 
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J Neuberger advised that using a C5 inhibitor may allow the kidney 
to gain some life.  A change in practice would allow adolescents 
who could have been listed sooner to be eligible for a transplant.  
Recognition was also requested for those on dialysis with a points 
allocation provision from the date dialysis began rather than the 
date they are added to the transplant list. A Bradley will give this 
further consideration before giving confirmation to the proposal. 
It was suggested that Renal Registry data could be used to obtain 
the date dialysis commenced.  However it was noted that these 
data are collected with a one year lag and is therefore not suitable 
for real time listing arrangements.  
A Hudson to find out what data is collected on the start dates for 
dialysis and to document what the issues are for consideration at 
the next KAG meeting.  
Raise as an agenda item. 

 
     
 
    
 
 
   A Bradley 
 
 
 
     
 
    A Hudson 
 
  
 Clinical Supp 
     Services 

   
6.6 Reallocation of kidneys from DBD donors – KAG(12)16:   
6.6.1  Refer to AP6 under Action Points.  
   
  7 PRELIMINARY RECOMMENDATIONS FROM THE DCD KIDNEY 

ALLOCATION WORKING PARTY – KAG(12)17 &17 Annex A 
 

   
 7.1 A Working Party was created in September 2010 chaired by                  

S Fuggle and M Raftery to consider DCD kidney allocation.  Three 
meetings have been held to date. The most recent meeting was 
held on 24th April and sought to agree provisional key 
recommendations to be reported back to KAG.  Some of those 
recommendations were also presented at the Renal Transplant 
Services Meeting in London (January 2012).    
In the interest of maintaining a low CIT, DCD kidneys will be shared 
within an agreed number of geographical areas with a combined 
total list size of at least 1000 patients per area. Further work is 
required to define the exact size and number of these areas. 
To reduce potential impact on individual transplant centre numbers 
the proportion of DCD kidneys shared will be phased in. A single 
kidney will be shared. The phasing in process will be controlled by 
only sharing a DCD kidney from donors under a certain age 
criterion. The exact arrangements are yet to be agreed and the age 
criterion may change over time. 
Obtaining the donor HLA type prior to offering is essential and 
unless these issues can be addressed the sharing scheme can not 
be implemented. S Fuggle, S Martin and J Neuberger are currently 
discussing funding arrangements with the commissioners and a 
further teleconference will take place shortly to discuss this further. 
J Neuberger congratulated S Fuggle on the progress made.  It was 
reported that there is the budget to fund this work but it is not clear 
whether the budget can be transferred to NHSBT and that it will  

 
 
 
 
 
 
 
 
 
    A Hudson 
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cover the expected numbers of all donors whether or not they 
proceed. 
T Rees was concerned that even if funding was provided. HLA 
typing may not be available in the required timeframe, as a timely 
HLA type is dependent on a chain of events starting with obtaining 
and shipping donor blood. 
It was reported that at the recent PAG meeting S Martin had 
undertaken to work with the Duty Office to audit various points in 
the HLA typing chain to find out where the hold ups are.  T Rees is 
to join the working group as a BSHI representative to KAG.  
There is a need to get blood to the labs more quickly which                 
S Falvey is currently working with HTA on this.  A way forward may 
be to take and ship blood to the lab prior to consent. 

 
 
     
 
 
 
       
 
 
        T Rees  
 
 
 
 
 

   
  8 LIVING DONATION  
   
  8.1 NHSBT Living Donation Strategy – KAG(12)18a / 18b:  
  8.1.1 The Strategy was formally launched at the Renal Transplant 

Services meeting (RTSM) in January this year with agreement to 
convene an Implementation Steering Group (ISG), Chaired by 
Professor John Forsythe.  A meeting of the full ISG was held on 
23rd March and four individual work streams identified.  The four 
sub groups will work separately and report into a further meeting of 
the full ISG on 1st October 2012.  A summary will be submitted from 
this meeting to KAG and SMT.  Close links between the ISG, DoH 
and the Clinical Reference Group for Kidney Transplantation would 
be essential throughout the implementation.  L Burnapp thanked 
everyone for the support given to-date. 

 
 
 
 

   
  8.2 National Living Donor Kidney Sharing Scheme (NLDKSS) – 

KAG(12)19: 
 

 R Johnson presented a paper summarising activity and outcomes 
of the scheme and L Burnapp highlighted the current challenges in 
the NLDKSS.  
Improvements were introduced to the scheme in January 2012 but 
there are continuing problems with transplants not proceeding due 
to donor and recipient evaluation and notification of advance 
preferences for HLA and age matching between donors and 
recipients.  L Burnapp highlighted that communication with 
transplant centres needs to be improved.  She will write to                  
co-ordinators attaching the paper presented at the meeting. 
There have also been delays in listing pairs for surgery.   A 
workshop meeting on 26 September is planned to discuss existing 
challenges and future developments to the schemes.   Attendees 
are invited to email L Burnapp (lisa.burnapp@nhsbt.nhs.uk) with 
any concerns they wish to raise at the meeting.  L Burnapp will 
produce a feedback report from September’s meeting to KAG. 

 
 
 
 
 
 
      
     
     L Burnapp 
 
 
 
         All 
 
   L Burnapp 

 
 

  

mailto:(lisa.burnapp@nhsbt.nhs.uk)
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  8.3 Changes to HTA requirements for assessment of living donors 

– KAG(12)23: 
 

   L Burnapp informed attendees that all transplant centres should 
have received a letter from the HTA regarding the changes to the 
legal framework.   It was reported that psychiatric assessments for 
altruistic donors and anonynimity between recipients and donors in 
the National Living Donor Kidney Sharing Schemes will no longer 
be mandated but NHSBT and the BTS have agreed that this is still 
considered to be best clinical practice. The HTA have developed a 
framework for assessing cases of directed altruistic donation and 
this will be fully implemented by August 2012.  

 

   
  9 COLD ISCHAEMIC TIME PROJECT UPDATE:  
   L Marson reported that most centres were now engaged with this 

NHSBT funded study although one centre had refused to 
participate. 

 
 
 

   
 10 REPORT FROM KAG Paediatric Sub-Group (25 April 2012):  
   
 S Marks reported on the key points from the last meeting: 

• The 20 year review of paediatric kidney transplantation showed 
excellent improvements in outcomes over time had been 
achieved.   

• There was a 100% return rate from an audit investigating 
reasons for declining offers of kidneys on behalf of paediatric 
recipients. The reasons for decline are to be looked into further 
and a guidance document is likely to be produced. 

• A draft e-leaflet template for families faced with paediatric renal 
transplantation will be made available on the BTS website. 

• The Consent Working Party draft guidelines for paediatric 
patients are being revisited. 

 

   
10.1 National change to standardise the measuring of titres:  
   
10.1.1 A pilot study is being carried out on paediatrics with very low titres 

and the difficulty of getting titres out of working hours. 
 

    
 11 REPORT FROM PANCREAS ADVISORY GROUP (27 April 

2012): 
 

   
  11.1 P Friend reported on the following points: 

• A review of the Pancreas Allocation Scheme showed that the 
average transplant waiting time is reducing as is the proportion 
of long waiting patients on the transplant list.  There is some  

       concern that access to transplant for highly sensitised patients  
       is insufficient. 

• Pancreas islet transplant activity has more than doubled since 
the new allocation scheme came into effect while the numbers 
of whole organ transplants have remained stable.   
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• There is concern over the lack of donor HLA type information 

available at the point of offering for DCD pancreases which 
prevents national offering. 

   
  12 FOR INFORMATION PURPOSES ONLY  
   
  12.1 Compliance to the patient consent scheme – KAG(12)20a / 20b  
  12.1.1 Members were presented with a paper reporting on the consent 

rate for the use of personal data within renal transplant centres.   
 

   
  12.2 Transplant Activity report – KAG(12)21  
  12.2.1  A paper outlining the activity of kidney transplants for the year April 

2010 to April 2012 was given. 
 

   
  12.3 Notes from RTSM meeting – 23 January 2012 – KAG(12)22  
  12.3.1 Minutes of the Renal Transplant Services Meeting was circulated to 

attendees. 
 

   
  13 ANY OTHER BUSINESS:  
   
  13.1 NIHR Funding:  

Attendees were informed of a bid going in this week for NIHR 
funding for a multi-centre study of ECMO perfusion in DCD donors.   
This study will need the approval of KAG.  It will have a significant 
impact for SNODS and for  IT support to become a nationwide 
project embracing all retrieval centres.  Members all agreed to the 
initiative. 
National Clinical Guidelines: 
J Neuberger reported on the NICE guidelines on Consent for 
Donation and informed attendees that he had the internet address 
should they require it. 

 

   
  14 DATE OF THE NEXT MEETING:  
 • Wednesday 5th December 2012 (11 am) – NHS Blood and  

Transplant, ODT 
 

   
 

 


