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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE TWENTIETH MEETING OF THE 

LIVER ADVISORY GROUP  
HELD ON WEDNESDAY 9TH NOVEMBER 2011 

AT ODT, BRISTOL 
 

PRESENT:  
Dr Alexander Gimson Chair 
Mrs Kerri Barber Statistics & Clinical Audit, NHSBT 
Mr Simon Bramhall Birmingham, Queen Elizabeth Hospital 
Prof Dave Collett Associate Director of Statistics & Clinical Audit, NHSBT 
Dr Mervyn Davies Leeds, St James’s University Hospital 
Miss Sue Falvey Head of Nursing Development, ODT 

 Dr Bill Griffiths Cambridge, Addenbrooke’s Hospital 
 Prof Nigel Heaton London, King’s College Hospital 
 Mr Ernest Hidalgo Leeds, St James’s University Hospital 
 Dr Mark Hudson                     Newcastle, Freeman Hospital 
 Mr Neville Jamieson Cambridge, Addenbrooke’s Hospital 

Dr Edmund Jessop National Specialist Commissioning Team 
Ms Sally Johnson Director: Organ Donation and Transplantation 
Dr Alastair MacGilchrist Edinburgh Royal Infirmary 
Prof Derek Manas Newcastle, Freeman Hospital 
Mr David Mayer National Clinical Lead for Organ Retrieval, NHSBT  
Dr Patricia McClean Leeds, St James’s University Hospital 

 Dr Patrick McKiernan           Birmingham, Diana Princess of Wales Children’s Hospital 
 Mr Darius Mirza Chair of BAG 

Dr David Mutimer Birmingham, Queen Elisabeth Hospital 
Prof James Neuberger           Associate Medical Director, ODT  
Prof John O’Grady          London, King’s College Hospital  
Mr James Powell Edinburgh, Royal Infirmary   
Ms Susan Richards Specialist Nurse-Organ Donation Representative 
Mr Dinesh Sharma London, Royal Free Hospital 

 Mr David Stagg IT Directorate, NHSBT 
 Dr Douglas Thorburn London, Royal Free Hospital 

Prof Oscar Traynor Dublin, St Vincent’s University Hospital 
 Mrs Ann Yates Duty Office Manager, ODT 

IN ATTENDANCE:  
 Miss Trudy Monday Corporate Services, ODT  
 

  ACTION 
 APOLOGIES & WELCOME  
 Apologies were received from Dr Alistair Baker, Dr Sue Fuggle,           

Mr Iain Harrison, Prof Aiden McCormick and Prof J van der Meulen. 
 

   
1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA 

                – LAG(11)27 
 

1.1 There were no declarations of interest in relation to the agenda.   
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  ACTION 
2 MINUTES OF THE MEETING HELD ON 17 NOVEMBER 2010 

             – LAG(M)(11)1 
 

   
2.1 The minutes of the LAG meeting held on 11 May 2011 were agreed as a 

correct record.     
 

   
2.2 Action points – LAG (AP)(11)2  
   
 Item 1 – Feedback from the consensus conference on liver referral 

criteria on 7th March 2011: The report and consensus document will be 
submitted to the LAG meeting in spring 2012. 

 
A Gimson 

 Item 9 – Combined liver and cardiothoracic transplantation:  
A paper regarding this proposal will be prepared and submitted to the 
LAG meeting in spring 2012.  Data on outcomes will also be circulated. 

 
A Gimson 

 All other action points are referred to within the minutes below.  
   
2.2.1 Matters arising, not separately identified  

2.2.1.1 There were no further matters arising.    

   
3 ASSOCIATE MEDICAL DIRECTOR’S REPORT   
   
3.1 Developments in NHSBT   
3.1.1 Prof Neuberger reported the following: 

• Discussions have taken place regarding the current structure of 
Advisory Groups, and due to changing responsibilities and 
commitments, a re-structure could be the best way forward.  An 
independent body will be reviewing the current structures of all 
Advisory Groups and the Terms of Reference to see if change is 
necessary.  Advisory Group members and clinicians across the UK will 
be consulted for their views, and governance within Trusts will be 
taken into account. 

• Gerlinde Mandersloot is the Clinical Lead for Donor Optimisation. 
• A new post, similar to that of Lisa Burnapp who works with living donor 

co-ordinators, is hoped be created for recipient co-ordinators.  This will 
be a support role to provide some sharing of standards. 

• Improvements are ongoing with the website. 

 

   
3.2 Governance Issues   
   
3.2.1 Selection and allocation policies - LAG(11)28a, 28b & 28c  
3.2.1.1 Prof Neuberger expressed his thanks to those people who have 

responded to the ongoing progress on the review of these, and to the 
Chairs for their time and hard work in collaboration with Synergy.  The 
Liver Selection and Allocation policies are currently being reviewed by 
solicitors, following which they will be reviewed by NHSBT.  Members 
were reminded that the policies are in place to provide guidance and 
clarity.  Any changes to policies will take place at two fixed points in the 
year (1 June and 1 December) to enable agreed changes to be clearly 
implemented.  Clinicians will be informed regarding details of such 
changes.  When the documents were amalgamated some issues were 
raised.  Following review of the comments received, members agreed 
the following: 
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  ACTION 
Liver Selection Policy: 
• Section 2.1.4: Remove reference to the Associate Medical Director of 

NHSBT. 
• Dr Gimson confirmed that under section 3.2.1, Hepatopulmonary 

syndrome is a variant in patients whose UKELD score is <49.  Replace 
porto-pulmonary syndrome with porto-pulmonary hypertension. 

Liver Allocation Policy: 
• Section 2.1.1 to read: ‘An adult donor for liver is defined as being a 

patient aged 16 years or over and with a body weight of 35kg or over 
at the time of death’. 

• Section 2.8.4 to read: ‘Group 1 patients should take priority over Group 
2 patients’. 

• Section 2.9.1: final sentence to read: ‘All such donors must be offered 
for splitting, if there is no super-urgent, hepatoblastoma or multivisceral 
patient waiting…’.  Members also agreed that guidelines regarding 
oncology should be included in the selection and allocation document; 
Dr McKiernan agreed to draft some wording for this. 

• Section 4.2.1.2: Members agreed that adult donor livers should 
continue to be offered to patients with hepatoblastoma. 

• Section 4.2.1.3: replace the information in parentheses with ‘where 
donor is aged between 16 and 65 years and weighs less than or equal 
to 100kg with a BMI less than or equal to 30kg/m2’. 

• Insert a new ‘Section 4.5 Centre-based allocation’.  Prof Neuberger 
explained the importance and good practice of having an audit trail 
outlining the decision-making process regarding patient selection.  A 
document produced by NHSBT and the BTS on balancing risks is 
hoped to support surgeons and recipient co-ordinators in producing 
these notes. 

• Section 5.1.1.3: the information in parentheses to read: ‘where a donor 
is less than 16 years of age or weighs less than 35kg’. 

• Figures 1 and 2: Include hepatoblastoma in the offering sequence flow 
diagrams. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
P McKiernan

   
3.2.2 Non-compliance with allocation  
  There were no incidents of non-compliance to report.  
   
3.2.3 Incidents for review: - LAG(11)29  
 ODT clinical governance incidents are discussed with Advisory Group 

Chairs where required, and Advisory Groups where applicable.  
Members are reminded that the logging of individual cases using the 
ODT Clinical Governance address is essential 
(clinicalgovernance.odt@nhsbt.nhs.uk). 

• CGMG 667/0711: This incident relates to issues around timings given 
by SNODs and organs being retrieved too quickly. 

Members expressed concern around potential DBDs becoming DCDs, 
and that donor management is crucial to the quality of the organ and the 
donor.  It was highlighted that SNODs need to give realistic timings to 
families and Mr Mayer reported that this concern is currently being 
addressed.  NODC are also examining communication issues around 
the donor management process. 
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• CGMG 700/0811: This incident involved an on-call SNOD raising 

concern over not being paged regarding the faxing of a fast track offer.  
The Duty Office informed the SNOD that they are not supposed to 
page centres with European offers.  Refer to minute 5.2 also. 

• CGMG 714/0911: Donation unable to proceed due to lack of an 
available retrieval team. 

• CGMG 718/0911: This incident involved two potential DCD livers from 
65 year old donors, which were offered and then declined for reasons 
of: ‘age’ (primary reason), ‘CIT’ (distance involved in transporting the 
organs would increase this considerably), ‘history’, and ‘no suitable 
recipients’.  Refer to minute 5.1 also. 

   
3.3 HTLV Testing – LAG(11)30  
 Prof Neuberger reported that all donors should be tested for HTLV.  For 

deceased donors, the SNODs will request HTLV screening antibody at 
the same time as other virological markers, and the results will be 
available on EOS.  The ultimate decision on whether to accept an 
offered organ rests with the transplant surgeon, and the patient must be 
appropriately informed, and the rationale for the decision should be 
documented in the medical records.  Some studies suggest that no harm 
will result from transplantation of HTLV infected organs, although this 
depends on each individual case.  Members agreed that the current 
allocation policy should be amended to include HTLV testing on all 
donors. 

 
 
 
 
 
 
 
 
 

A Gimson 

   
3.4 EU Organ Directive  
 The implementation date for the EU Organ Donation Directive (EUODD) 

is August 2012.  The DH and the HTA have produced two documents 
which have been circulated for a three month consultation period; 
members are reminded that this is an opportunity for reviewing the 
framework and providing feedback (the deadline is 21st December).  
Members can forward comments either individually as LAG members or 
at Trust level.  Dr Gimson agreed to write a response to the EU Organ 
Directive on behalf of the LAG.  
An SAEARs external stakeholder workshop was held on 11th October.  
Discussion took place over what constitutes an SAEARs incident under 
the Directive, and what should be reported at NHSBT level, and at HTA 
level.  SAEARs reporting is a growing concern and it is important to 
keep these to an absolute minimum (there is a danger of over-reporting). 
A draft document on the reporting of donor damage and malignancy will 
be available soon.  Miss Falvey confirmed that there could be several 
reasons for the event of primary non-function, therefore these 
occurrences should also be reported even if the organ is used. 

 
 
 
 
 
 

A Gimson 

   
3.5 IT priorities progress report September 2011 - LAG(11)31  
 Members received the IT Priority Proposals Progress Report for 

September 2011 which outlines progress to date. 
Prof Neuberger reported that there have been long delays with the 
implementation of necessary changes.  Members were reminded that 
any changes which are required should be notified to IT as soon as 
possible following which a plan for requirements will be proposed and a 
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  ACTION 
time period for implementation agreed. 
IT have also been asked to look at improving the performance of EOS 
as it is currently not operating efficiently. 

   
3.6 Summary of potential and actual organ donation activity 

                  - LAG(11)32 
 

 Members received a paper summarising actual organ donation activity 
over the last ten financial years (2001/02 – 2010/11) and the potential 
for deceased organ donation over the last 21 months (October 2009 – 
June 2011) from the Potential Donor Audit (PDA), for information.  This 
paper will be prepared for each Advisory Group, for information, on an 
annual basis. 

 

   
3.7 Potential for liver organ donation and transplantation - LAG(11)33  
 Members received a paper which examines the pathway from 

identification of a potential organ donor through to transplantation of 
donor organs and identifies points at which potential donors or organs 
are ‘lost’.  The reasons as to why donors do not proceed to donation and 
why organs are not donated or transplanted are also examined.  The 
PDA has been running for many years and it is acknowledged that the 
reasons are not as reliable as one would like.  This paper will be refined 
and prepared for each Advisory Group, for information, on an annual 
basis. 

 

   
3.8 National audit of declined organs  
 This audit examines the reasons behind the point in the pathway where 

donation does not proceed when consent is given.  Mr Mayer reported 
that surgeons are being contacted to find out why organs are turned 
down; sometimes there is a combination of factors.  It is hoped that the 
results will be ready for submission to the next LAG meeting. 

 
 
 

D Mayer 

   
3.9 LAG representation on the Clinical Retrieval Group  
 The major roles of the Clinical Retrieval Group are: to assist NHSBT in 

the commissioning of efficient and effective organ retrieval services; to 
ensure good clinical governance of the retrieval pathway; to ensure that 
most effective use is made of all donated organs; to monitor and 
investigate damage to retrieved organs; and to supervise the Organ 
Retrieval Workshop. 
Surgical representation from each solid organ Advisory Group is 
required on the membership for the Clinical Retrieval Group, and the 
LAG needs to decide who this will be for liver.  Following discussion it 
was suggested that this should be a surgeon who transplants and 
retrieves, and for the meantime it was agreed that Mr Sharma would 
represent the LAG at the March meeting.  Those members interested in 
representing the LAG on this group are asked to forward their names to 
Dr Gimson.  A report from the Clinical Retrieval Group will be a standing 
agenda item going forward.  

 
 
 
 
 
 
 
 
 
 
 
 

Surgical 
Reps 

   
3.10 Report from the Patients’ Support Group meeting: 19 October 2011  
 This was the third annual meeting where 22 people representing 

transplant centres and charities met to discuss outcomes, education, 
selection and allocation, consent, and the pilot study for patients with 
severe acute alcoholic hepatitis.  Strong views were expressed 
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regarding publicity and organ donation, and the demand for organs. 
Attendees felt that they would like patient representation on the LAG and 
that there is a need for more direct dialogue.  However, the Advisory 
Groups feel that although patients’ views are very important, they should 
be managed separately.  Prof Neuberger informed the LAG members 
that interaction with patients and the Patients’ Support Group meetings 
will fall under the external review of advisory groups. 
Invites to these meetings are kept as general as possible, and members 
are asked to inform Miss Monday of any interested parties for future 
meetings.  Corporate Services will circulate the date of the next Patients’ 
Support Group meeting to all centres.  The date will also be circulated to 
patients and patient groups. 

 
 
 
 
 
 
 
 
 
 

Corporate 
Services 

 
   
3.11 National standards for live donor liver transplantation - LAG(11)34  
 Members received for review, the National Standards for Live Donor 

Liver Transplantation which was last endorsed in 2006.  Dr Gimson 
asked members for comments within the next four weeks. 
Prof Heaton raised concern regarding the submission of expense claims 
for reimbursement which can prove challenging for some patients.      
Ms Johnson suggested that the HTA be contacted regarding this issue, 
and Prof Heaton agreed to provide some case studies to support this 
request. 

 
All 

 
 
 
 

N Heaton 

   
4 ASSOCIATE DIRECTOR OF STATISTICS AND CLINICAL   

               AUDIT’S REPORT:  
 

   
4.1 Conference presentations, current and future work – LAG(11)35  
4.1.1 Members received a paper describing the work currently undertaken by 

statisticians at NHSBT together with the Clinical Effectiveness Unit at 
the Royal College of Surgeons under the auspices of the UK Liver 
Transplant Audit.  This work is being led by the Liver Selection and 
Allocation Working Party (LSAWP). 

 

   
4.2 Summary of CUSUM monitoring of outcomes following liver  

                  transplantation – LAG(11)36 
 

4.2.1 Members received a summary of CUSUM monitoring of outcomes 
following liver transplantation.  Since the last LAG meeting in May 2011, 
there has been one signal following elective liver transplantation which 
occurred in January 2011 at Newcastle and was identified in the       
June 2011 CUSUM run.  Prof Collett confirmed that no signals were 
identified in subsequent CUSUM runs carried out prior to this meeting. 

 

   
5 FAST TRACK OFFERING PROCESS  
   
5.1 Fast track offers from the UK – LAG(11)37  
5.1.1 Concerns have been previously raised regarding the working of the fast 

track liver offer scheme.  In response to this, members received a paper 
detailing the number of fast track whole liver offers made, accepted and 
transplanted between 1st April 2009 and 30th September 2011, and were 
asked to review the current protocol and operating guidelines. 
Members discussed the current protocol and operating guidelines and 
commented on the following: 
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  ACTION 
• 7.1.1: It was agreed that the first sentence should read: ‘Liver centres 

in the UK and Republic of Ireland are required to notify the NHSBT 
Duty Office of all livers that have not been placed 2 or more hours after 
retrieval’. 

• 7.1.4: Members agreed that they were happy to continue to waive 
blood group O priority. 

• 7.1.5.1: Centre representatives were asked to forward their fax 
numbers to the ODT Duty Office. 

 
 
 
 
 
 

Centre Reps 
   
5.2 Fast track offers from European organ exchange organisations         
5.2.1 Prof Heaton highlighted that under the current scheme, King’s often 

miss out on EU offers.  Following discussion it was agreed that the Duty 
Office should immediately accept the first 12 EU offers, and then 
allocate.  The outcome of these offers will be audited and if it is found 
that this system does not work, the scheme will be reviewed again via a 
sub-group outside of the LAG to avoid potential delays in 
implementation of any changes required. 
Dr Gimson will update this document and then circulate it to the LAG 
members, together with a date for implementation. 

 
 

A Yates 
 
 
 
 
 

A Gimson 
   

6 LIVER SELECTION & ALLOCATION WORKING PARTY (LSAWP)  
   
6.1 Appointment of new Chair  
6.1.1 Prof Neuberger reported that Dr Gimson would be standing down as 

Chair of the LSAWP as it could be viewed as a potential conflict of 
interest if the Chair of this group is the same as that for LAG.  Liver 
centres have been informed and some names have been forwarded for 
consideration as the new Chair; Prof Neuberger, Dr Gimson and       
Prof Martin Lombard will be on the interview panel.  Prof Neuberger 
formally thanked Dr Gimson for his work as Chair of the LSAWP. 

 

   
6.2 Minutes of LSAWP meeting held on12th July 2011 - LAG(11)38  
6.2.1 The minutes from the Liver Selection and Allocation Working Party 

meeting held on 12th July 2011 were noted for information. 
 

   
6.3 Report from working group on new liver transplant centre  

                  standards - LAG(11)39 
 

6.3.1 A working group consisting of Dr Richardson, Mr Charnley, Prof Heaton, 
Dr Mutimer and Dr Gimson (Chair) have compiled a report of 
recommendations for new liver transplant centre standards, and 
members were asked to give their views.  It was confirmed that the 
recommendations do not impact on existing centres; however the issue 
of the number of transplants per centre was important.  Dr Gimson 
highlighted the recommendation that ‘any expansion of liver transplant 
units should be congruent with a National Liver Disease Strategy and a 
plan for local hepatology networks’, and that these criteria should be the 
same for all centres.  Dr Jessop thanked those involved with the working 
group for their time and work on these standards. 
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6.4 Proposed renal sparing study in liver transplant recipients 

                 - LAG(11)40 
 

6.4.1 Members received details of a multi centre randomised trial to examine 
the effect on renal function of delayed tacrolimus introduction in liver 
transplant recipients.  Members approved support for this study, and    
Dr Gimson agreed to inform the proposed steering group of this 
decision. 

 
 
 

A Gimson 

   
6.5 Developing a universal liver transplant allocation scheme 

                 - LAG(11)41 
 

6.5.1 Members received a paper describing liver allocation in the UK, reasons 
for re-considering the current scheme, and details on the modelling and 
simulations of proposed schemes along with recommendations.           
Dr Gimson thanked Prof Collett, Mrs Barber and Mr O’Neill for their work 
on developing the proposed schemes.  Members were asked to note the 
results and further workplans as detailed in the paper, and further 
suggestions are invited to be made to the LSAWP.   
It was questioned as to whether any priority/extra points are to be given 
for cancer patients.  Dr Gimson confirmed that there are no priority/extra 
points given to cancer patients although this might be considered.  It 
was questioned as to what impact there would be if the 50% 5 year 
utility rule was removed. 
It was questioned whether a hybrid system should be introduced in the 
first instance, for example introducing the new allocation scheme for 
DBDs only in the first instance. 
Further results will be discussed at a Consensus Conference on        
29th March 2012. 

 

   
7 SELECTION AND ALLOCATION  
   
7.1 Outcome of appeals: 1 May 2011 to 31 October 2011- LAG(11)42  
7.1.1 Members received a report providing information on all patients referred 

to the National Appeals Panel over the 6-month period from 1 May 2011 
to 31 October 2011, and the outcome of the appeal together with the 
patient’s status as at 31 October 2011. 
Discussion took place around access to simultaneous liver and kidney 
transplantation for patients with atypical HUS.  Prof Manas reported that 
there are 14 patients currently assessable at Newcastle for a combined 
liver and kidney transplant.  Prof O’Grady highlighted that the outcomes 
for this type of transplantation are very age dependent and there is need 
for change.  Dr Gimson stated that these patients need to be registered 
somehow and suggested that they continue to be discussed at the 
appeals panel under the BTS policy guidelines; however some doubt as 
to whether increased clarity is required within these policy guidelines 
was expressed and Prof Heaton suggested that a single policy to be 
included within the allocation policy would provide clarity. 
Dr Gimson described a recent appeals case where a recipient had been 
transplanted with a liver where the donor was found to have a 
malignancy, the details of which were circulated among members of the 
Appeals Panel to make a decision about whether the patient in question 
could be registered onto the super-urgent transplant list.                    

 
 
 
 
 
 
 
 
 
 
 
 
 

N Heaton /  
J O’Grady  
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Prof Neuberger reported that incidents of cancers are increasing, and 
emphasised that the risks need to be considered and balanced 
accordingly when decision making.  It will be another 6 to 12 months 
before enough data is available to be able to support and inform 
decision making to a greater extent.  In the meantime, clinicians’ views 
will continue to be sought through the LAG in order to reach a 
consensus, with the final decision made by the LAG Chair. 

   
7.2 Liver splitting activity report – LAG(11)43a & 43b  
 Members received a paper reporting on the outcome of DBD livers 

donated between 1 April and 30 September 2011, and which met the 
criteria for liver splitting.  The paper also reported on the comparison of 
post-transplant survival of patients who received a split liver transplant 
(using DBD liver), between 1 April 2006 and 31 March 2011, at centres 
that had retained the split liver for transplantation versus those that had 
imported the split liver for transplantation. 
Out of the 47 DBD livers meeting the splitting criteria, 30 of these were 
available for splitting, of these, 15 were offered for splitting; 8 of these 
were actually split.  Of the 15 livers not offered for splitting, all livers with 
the exception of one were not offered for splitting for donor reasons. 
Members are encouraged to complete the Split Liver Information form at 
the time the liver is split, and return to ODT Data Services as instructed 
on the form.  These data can then be used for future analyses. 

 

   
7.2.1 Liver splitting teleconference – LAG(11)44  
 The minutes from the Split Liver Teleconference on                             

26th September 2011 were received by members.  The second meeting 
of this kind had taken place earlier this morning. 
Prof Manas reported that the National Splitting Programme has been 
endorsed again, and highlighted the following: 
• Livers should be split wherever possible; 
• The overriding principle is that the liver centre (in whose zone it 

appears) is responsible for the split, and there is a requirement for the 
splitting centre to contact the receiving centre with relevant details; 

• In all cases it is the responsibility of centres to ensure that an 
appropriately experienced and trained surgeon is available to perform 
the split. 

The issue of whether an adult recipient who is deemed “too sick” to 
receive a split liver is an acceptable reason for a liver not to be split will 
be discussed at future LSAWP and LAG meetings.  
Dr Gimson confirmed that this practice is applicable with immediate 
effect, and any suggested changes can be discussed at the next LAG 
meeting.  

 

   
7.3 Blood group: waiting times and deaths on the transplant list 

                 - LAG(11)45 
 

7.3.1 Members received a paper reporting on changes in the median  waiting 
time to adult elective liver only transplant for patients with different blood 
groups registered between 1st April 2008 and 31st March 2011, and also 
changes in the proportions of patients with different blood groups dying 
on the transplant list over the same time period. 
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Discussion took place regarding whether a change in the allocation of 
blood group O donor livers to blood group B adult patients is required.  It 
was noted that it is important for paediatric patients to also be monitored 
within this system in order for a valid conclusion to be drawn.  It was 
agreed to leave things as they are for now.  Further reviewing will be 
carried out and discussed again at the autumn LAG meeting. 
Note that the use of livers from donors after circulatory death is currently 
outside of the formal liver allocation process so no blood group 
restrictions apply to these donor livers. 

 
 
 
 
 

K Barber 
 

   
7.4 Donor allocation zone realignment – LAG(11)46  
7.4.1 Members received a paper detailing the annual review of the liver 

allocation zones.  The conclusion was that given there was no 
statistically significant difference observed between the donor and 
registration percentage share at any one of the liver allocation zones 
then there would be no changes to the current liver allocation zones at 
this time. 
Concern has been raised by King’s College Hospital regarding the 
method of calculating a centre’s donor allocation zone size.  Members 
received a paper detailing a proposal from that centre to correct for an 
underestimation of a centre’s registration percentage share at the start 
of the three-year period since the introduction of the revised liver 
allocation zones on 1st July 2008.  Given that there was no statistically 
significant difference between the donor and registration percentage at 
any one of the liver allocation zones with this new proposal, it was 
agreed that there would be no changes to the current liver allocation 
zones at this time.  Members were asked to review this paper 
(LAG(11)46b), together with LAG(11)46, in preparation for further 
discussion at the next LAG meeting.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All 
 

   
7.5 Review of outcomes after super-urgent transplantation – LAG(11)47  
 Members received a paper outlining the results of the audit and review 

of criteria for super-urgent liver transplantation comparing the outcomes 
of patients registered before and after the introduction of the new criteria 
in June 2005. 
It was noted that there was an absence of data for a number of 
variables, particularly in relation to missing follow-up information for  
those patients not transplanted.  Conclusions resulting from the 
analyses are therefore limited; however generally there is increasing 
survival with donor management.  It was highlighted that all paracetamol 
patients should be considered within the follow-up data collection, and a 
suitable balance of these patients alongside those with non-
paracetamol-related disease needs to be ensured within the selection 
criteria.  Dr Gimson emphasised the importance of regular review of the 
selection criteria particularly in light of lack of adequate follow-up data.  It 
was confirmed that this work will be followed up within the LSAWP as a 
matter of priority. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

A Gimson 
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7.6 Transplantation for neuroendocrine tumours - LAG(11)48  
 The role of liver transplantation in managing neuroendocrine tumour 

patients with liver metastases has been discussed at the recent 
conference on HCC and liver transplantation.  Members received a 
summary paper from this conference, and following discussion, agreed 
to accept in principle that neuroendocrine tumours should be considered 
as a variant syndrome given this condition only affects  a small number 
of patients.  These conclusions will be considered further within the 
LSAWP, a protocol drawn up and a pilot study then considered.  

 

   
7.7 Update on the SAAH pilot study - LAG(11)49  
 Members received version 6 of the ‘Liver Transplantation for Severe 

Acute Alcoholic Hepatitis; a pilot study’.  Following submission to the 
NHSBT Transplant Policy Review Committee (TPRC), this study was 
submitted for external review, the outcome of which concluded that this 
is a ‘research’ study, as opposed to ‘service development’. 
Notwithstanding concerns about adverse publicity, five centres have 
agreed that they might enrol patients into it.  Dr Gimson confirmed that 
the LAG can formally feedback regarding the policy review process, and 
will write to the Chair of the TPRC.   

 
 
 
 
 
 
 
 

A Gimson 
   
8 DCD DONATION  
   
8.1 Proposed allocation scheme for DCD donor livers – LAG(11)50  
 The current route by which DCD donor livers are allocated has been 

reviewed, and members received a revised version for consideration.   
Dr Gimson confirmed that DCD donor livers remain as a regional rather 
than a national resource: DCD donor livers not accepted by the regional 
centre will then be offered to the linked centre(s); if not accepted by a 
regional centre then offering will be made via fast-track.  An analysis will 
be carried out comparing all DCD donor livers accepted within a region 
with all those offered and accepted outside a region. 

 
 
 
 
 
 

K Barber 

   
9 CONSENSUS DOCUMENT ON USE OF GENERIC 

IMMUNOSUPPRESSANTS IN TRANSPLANT PATIENTS – LAG(11)51 
 

   
9.1 Members received a Consensus document on use of generic 

immunosuppressants in transplant patients, looking at implications and 
practical recommendations, for information.  This document is currently 
under review.  Prof Neuberger agreed to inform the BTS and the 
National Kidney Federation that this document will not be made 
available on the NHSBT website until it has been ratified.  Members 
noted that it was not within LAG’s Terms of Reference to ‘ratify’ such 
documents. 

 
 
 

J Neuberger 

   
10 HIV POSITIVE DONOR – POLICY FOR RETRIEVAL – LAG(11)52  
   
10.1 Prof Heaton raised concern over potential risks to healthcare workers 

who may be retrieving from donors with positive viral serology, for 
example HIV positive or Hepatitis C.  Ms Johnson highlighted that all 
hospitals have a policy in place for operations involving patients such as 
these; it was also highlighted that laboratories also have appropriate 
guidance in place.  Members were reminded that ‘NORS retrieval teams 
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are expected to attend the donor and retrieve the organs, (taking all the 
precautions that would be usual when operating on a patient known to 
have a blood-borne infection)’ – taken from an extract from the General 
Medical Council’s core guidance for doctors, ‘Good Medical Practice’.  

   
11 REPORT FROM BOWEL ADVISORY GROUP: 12TH OCTOBER 2011  
   
11.1 Endorsement of bowel selection & allocation policies 

                       – LAG(11)53b & 53b 
 

 Members received proposed selection criteria for intestinal 
transplantation, and a proposed national bowel allocation scheme.  
Members have been asked to review these guidelines and forward any 
queries to BAG; all agreed to endorse these guidelines.  

 

   
12 DRAFT PROTOCOL FOR BENCHWORK AND PREPARATION OF 

            PANCREASES AT RETRIEVAL – LAG(11)54 
 

   
12.1 A draft protocol for pancreas graft preparation at retrieval was received 

by members, for information.  Prof Manas emphasised that when the 
pancreas is being retrieved, the liver has to be splittable, and that all 
pancreas retrievals if performed by one team should be performed as an 
en-bloc procedure where possible to avoid injury.  Mr Mayer highlighted 
that the decision on whether to retrieve the liver or pancreas first is to be 
made by the liver surgeon, and Prof Manas agreed to clarify this in the 
protocol. 

 
 
 
 
 
 

D Manas 

   
13 CORONARY ANGIOGRAPHY IN POTENTIAL CARDIAC DONORS 

                – LAG(11)55 
 

   
13.1 Members received an implementation proposal for coronary 

angiography in high risk donors.  CTAG have agreed this proposal and it 
is now being submitted to all Advisory Groups and NHSBT for 
implementation. 
Mr Mayer reported that there have been a number of donor hearts 
declined for transplant due to a number of reasons, including suspected 
coronary artery disease after manual examination/inspection at retrieval.  
A majority of hospitals in which donors arise have the facility to perform 
coronary angiography, and a pilot scheme has been suggested to 
perform angiography in selected cases, and it is expected that access to 
this investigation would increase heart yield. 
A preliminary analysis has been carried out, and views from the KAG will 
be submitted to Prof Neuberger next month.  Members agreed that this 
protocol would not impact on liver donors and agreed to endorse this 
protocol. 

 

   
14 FOR INFORMATION ONLY:  
   
14.1 Advisory Group process flows/CGMG/CUSUM/flowcharts 

                – LAG(11)56   
 

 Members received process flows for: Advisory Group Transplant 
Policies, response to Clinical Governance notified incidents, and 
CUSUM monitoring of outcomes, for information. 
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14.2 Group 2 transplants – LAG(11)57         
 Members received a paper reporting on a) liver transplants performed 

for Group 2 patients and b) liver transplants performed for Group 1 non-
UK resident EU patients, between 1st October 2010 and                      
30th September 2011, for information. 

 

   
14.3 Transplant activity report: September 2011 – LAG(11)58    
 The transplant activity report for September 2011 was noted for 

information. 
 

   
14.4 Update on patient consent scheme – LAG(11)59                                     
 Members received for information a report monitoring the patient 

consent scheme for the period April 2008 to September 2011.  Of the 
3137 patients who were registered on the national list for a liver 
transplant, 99% have given consent for the use of their personal data.   

 

   
14.5 Clinical Retrieval Group: Terms of Ref (for info) - LAG(11)60  
 Members received the Terms of Reference for the Clinical Retrieval 

Group for information. 
 

   
15 ANY OTHER BUSINESS  
   
15.1 Selection and Allocation Policies  
 Prof Neuberger reported that from next year, all selection and allocation 

policies will be published on the ODT website, by organ and by centre. 
 

   
15.2 Clinical Retrieval Group  
 The Clinical Retrieval Group will be meeting in November, and             

Mr Sharma agreed to attend along with Mr Pollard. 
 

D Sharma 
   
16 DATE OF NEXT MEETING  
   
16.1 The next LAG meeting will take place on Wednesday 9 May 2012, at 

The Royal College of Anaesthetists, London. 
 

   
   
Organ Donation & Transplantation Directorate March 2012

 
  


