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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE TWENTY- FIRST MEETING OF THE 

LIVER ADVISORY GROUP  
HELD ON WEDNESDAY 23RD MAY 2012 

AT THE ROYAL COLLEGE OF ANAESTHETISTS, LONDON 
 

PRESENT:  
Dr Alexander Gimson Chair 
Mrs Kerri Barber Statistics & Clinical Audit, NHSBT 
Mr Simon Bramhall Birmingham, Queen Elizabeth Hospital 
Prof Andrew Burroughs Royal Free Hospital, London 

 Prof Dave Collett Associate Director of Statistics & Clinical Audit, NHSBT 
Dr Mervyn Davies Leeds, St James’s University Hospital 
Dr Bill Griffiths Addenbrooke’s Hospital  
Dr Jane Hartley Deputy for Dr P McKiernan, Birmingham Children’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 
Mr David Mayer National Clinical Lead for Organ Retrieval, NHSBT  
Prof Aiden McCormick St Vincent’s University Hospital  

 Mr Darius Mirza Chair of Bowel Advisory Group 
Prof John O’Grady          London, King’s College Hospital  
Mr Aaron Powell Business Manager, ODT  
Mr James Powell Edinburgh, Royal Infirmary   
Ms Susan Richards Specialist Nurse-Organ Donation (SNOD) Representative 
Mr Dinesh Sharma London, Royal Free Hospital 
Mrs Chris Williams Deputy for Asst Operations Manager, Duty Office 
Ms Claire Williment Project Lead - ACCORD and 2013 Strategy Development 

IN ATTENDANCE:  
Mr Murat Akyol Chair, Liver Selection and Allocation Working Party 

 Ms Alyson Cooke Midlands SNOD observer 
 Mrs Ambreen Iqbal Clinical & Support Services, ODT 

Mr Mick Stokes Senior Duty Officer NHSBT (Observer) 
 Mrs Kathy Zalewska Clinical & Support Services, ODT 

Dr Gillian Schiller Advisory Groups Review Manager 
 

  ACTION 
 APOLOGIES & WELCOME  
 Apologies were received from Alastair Baker, Anthony Clarkson, Sue 

Falvey, Sue Fuggle, Derek Manas, Patricia McClean, Patrick 
McKiernan, Jan van der Meulen, David Mutimer, James Neuberger, 
Triona Norma, David Stagg, Douglas Thorburn, Oscar Traynor, Ann 
Yates.  

 

   
1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA 

                – LAG(12)1 
 

1.1 There were no declarations of interest.  
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2 MINUTES OF THE MEETING HELD ON 9 NOVEMBER 2011 

            – LAG(M)(11)2(AM) 
 

   
2.1 Accuracy   
 The minutes of the previous meeting were agreed as a correct record.    

   
2.2 Action points – LAG (AP)(12)1  
 Most action points were either completed or covered on the agenda.  

Those remaining are detailed below:  
AP6    D Sharma will be the liver surgical representative at the Clinical 
 Retrieval Group 
AP13  In hand for Autumn 2012 meeting  
AP17  In hand – will be undertaken as part of the review of allocation 
AP19  Carried forward to next meeting  

 
 
 
 
 
 
 
 
 

K Zalewska 
   
2.2.1 Matters arising, not separately identified  
 There were no other matters arising.   

   
2.3 Future minutes  
 Future minutes will be produced and circulated to members within 3 

weeks of the meeting. 
 

   
3 ASSOCIATE MEDICAL DIRECTOR’S REPORT   
   
3.1 Developments in NHSBT   
 S Johnson  

• NHSBT was undertaking a review of all organ advisory groups. ToR 
were circulated and G Schiller, managing the review, would be taking 
wide consultation.  A report will be circulated by mid-September. 

• TPRC – it had been agreed that any changes to NHSBT Selection 
and Allocation policies would only occur on 1st June and 1st 
December.  If there was an urgent clinical need changes can be 
implemented immediately.  Documents would become EU Organ 
Donation Directive compliant.   

• Fast track offering – a meeting with NHSBT IT was occurring on 23 
May to offer a choice of automatic phone call, text message or 
message to a centre’s pager to facilitate fast track offers. 

• It was intended to appoint a lead professional recipient co-ordinator.  
Closing date today and interviews in June. 

• Bribery Act; to be compliant Trusts need to be able to demonstrate 
equity in the process of allocating an organ, in case of judicial review.  
Each Trust should set out their own policy to ensure they are 
compliant and it was not appropriate for NHSBT to stipulate the 
format for those as they were not the legally liable body.  NHSBT may 
offer advice but cannot impose a template. 

• Action: each centre to discuss within their Trust appropriate 
evidence of compliance with the Bribery Act 2010.  

http://www.justice.gov.uk/downloads/legislation/bribery-act-2010-quick-
start-guide.pdf  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Centre 
Reps 

   
3.1.1 NHSBT strategy  
 S Johnson – Organ Donation Task Force goals may be reached by April 

2013.  What happens next is being considered.  There was a clear need 
to refocus on organs for transplantation not just increasing the number 

 
 
 
 
 

http://www.justice.gov.uk/downloads/legislation/bribery-act-2010-quick
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of donors.  There was support from all 4 devolved administrations to 
work on a new strategy but defining, writing and delivering a new 
strategy would need considerable input from transplant centres.              
C Williment – presented a data pack on the background to a project to 
redefine the next 5 year strategy.  There would be stakeholder 
workshops, comments on line with a draft strategy developed during the 
summer, a meeting end of October of AG Chairs, as well as 
independent experts to give feedback on where priorities should be.  
Final approval would come from NHSBT Board and DHs. 
Action: Data portfolio and timelines to be circulated to all centres. 
A number of issues were discussed. The review will go wider than the 
original Task Force review and may also consider donation opt in/opt 
out. N Heaton asked that it should also consider targets around 
utilisation of grafts and that everything was currently loaded towards 
DCDs.  Transplantation numbers were a better target than donation.  It 
would be important to incentivise the system to get what we want.  
Changing patterns of behaviour and models would be welcome.             
C Williment – PAG has set up a sub-group to take this forward.  Whilst 
individual centres may also respond to the consultation LAG would also 
set up a sub-group with representatives from all centres as it was 
outside the ToR of the LSAWP. This will not be limited to just the 
LSAWP members. Recommendations need to be in by early September.  
Action: A Gimson will send invitation via the LSAWP members to 
an ad-hoc group.   

 
 
 
 
 
 
 
 
 
 
 
 

K Zalewska 
 
 
 
 
 
 
 
 
 
 
 
 

A Gimson 
 

   
3.2 Governance Issues   
   
3.2.1 Non – compliance with allocation  
   
3.2.1.1 Liver splitting activity report – LAG(12)3  
 The splitting activity report was discussed. N Heaton recommended that 

hepatoblastoma patients be removed from Table 1 but super-urgents be 
retained.  There was discussion as to who the index case was; the 
allocation protocol does not mention an “index case”.  Correct policy is 
as per para 2.9.1.1 of paper LAG(12)4.  The purpose of splitting was 
emphasised – to offer more organs for paediatric patients if a suitable 
paediatric recipient was available.  The “index case” was always the 
paediatric patient.  The policy is clear that it is not appropriate to not split 
a splittable liver because a specific adult patient requires a whole liver.  
Where the liver split should occur when a splittable liver was retrieved in 
a non-paediatric centre’s zone (either locally or transported to a 
paediatric centre) was also discussed.  If the retrieval team cannot split 
due to lack of expertise then a liver should be sent to another centre to 
be split or the local team supported by surgeons coming from the 
paediatric centre should undertake the split.   
Action: A Gimson to circulate a revised policy clarifying this policy 
and asking all centres to identify surgeons capable of splitting a 
liver.  If one of them is on duty a split will be performed locally, if 
not the liver must be transported to a paediatric centre to be split 
and the right lobe returned to the retrieval centre.  The Retrieval 
Group will continue to assess the outcome of splitting. 
Action: Centres to identify their surgeons who will undertake a 
split. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A Gimson 
 
 
 
 
Centre 
Reps 



      LAG(M)(12)1 

 4 

  ACTION 
Action:  CIT for the imported or exported right lobes to be 
examined at the next LAG. 

 
K Barber 

   
3.2.1.2 Liver splitting policy – LAG(12) 4 & 4 Appendix 1  
 Received and noted.  
    
3.2.2 Summary of CUSUM monitoring of outcomes following liver 

transplantation 
 

 Received and noted.  

   
3.2.3 Incidents for review   
 None to report.  
   
3.3 EU Organ Directive  
 It is expected that the implementation date for the EU Directive will be 

27th August 2012, a very short timescale.  Changes are being 
incorporated as a result of consultation.  Regulations are to be laid 
before Parliament shortly.    

 

   
3.3.1 National Operating Procedures (NOPs)  
 The NOPs are currently being written by an ex-recipient co-ordinator.    

Centres will be able to adapt them for their own Trust. 
 

   
3.3.2 SAEARs  

 A new electronic reporting system for incidents and SAEARs is being 
developed.  If an incident or SAEAR requires to be reported to the HTA 
under EUODD regulations then NHSBT will report it. 

 

   
3.3.3 Organ boxes  

 Specification of organ boxes is progressing.  NHSBT will provide kidney 
boxes.  Trust can use one of the approved boxes or source their own. 

 

   
3.4 External review of all Organ Advisory Groups – LAG(12)5  

            Annex a & b 
 

 See section 3.1 above.  Meetings will be held with all stakeholders.  
   
3.5 Report from Consensus Conference on liver allocation : 

        29th March 2012 
 

 Consensus conference was held on 29th March.  A report was being 
prepared with recommendations and including a summary of all 
presentations.  One centre’s comments were still outstanding.  The 
document will be circulated for comment, then sent to TPRC Chair and 
then to the LAG for implementation.   

 

   
4 Associate Director of Statistics and Clinical Audit’s report  
   
4.1 Conference presentations, current and future work – LAG(12)6  
 The report was noted.  The DCD paper was discussed at LSAWP that 

morning with co-authors from RCS, King’s, Birmingham and Cambridge.  
 

   
4.2 Advisory Group workplan – LAG(12)7  
 The workplan was submitted and noted.  
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5 Liver Selection & Allocation Working Party  
    
5.1 Minutes of LSAWP meeting held on 7 February 2012 – LAG(12)8  

 M Akyol Chairman of LSAWP reported.  Prior minutes were noted. 
Report from LSAWP  
• Appeals Panel; previously had been reviewed by the Chairman of the 

LSAWP but as this was not part of LSAWP ToR it was agreed that 
this should remain with the Chairman of the LAG.  Constitutions of 
the appeals panel and majority decisions were discussed.  The 
LSAWP felt that the Chair of the appeals panel should remain with 
the Chair of the LAG.  There should be 7 members plus Chair of the 
LAG.  If the Chair of the LAG acts as moderator and doesn’t vote 
then a majority of 4 out of 6 would carry the vote and 3/3 is a no vote.   

Action: Chairman of Appeals Panel to be Chairman of the LAG; one 
representative from each centre on the appeals panel; referring 
centre does not vote; at least 4 of 6 necessary for a positive 
decision.  Changes to be incorporated into the Selection Policy. 
It was agreed that the LSAWP was no longer a short life working group.  
It meets more frequently than the LAG with specific ToR.  LAG 
endorsed this. 

 
 
 
 
 
 
 
 
 
 
 
 
 
A Gimson 

   
5.2 Outcomes of appeals: 1 November 2011 to 30 April 2012  

             – LAG(12)9 
 

 A single new appeal was reported.    
   
5.3 Donor allocation zone realignment  
 Extensive discussion on donor zone alignment followed.  The zones are 

assessed at each November LAG meeting and at the previous LAG 
meeting no statistically significant difference in any centres % share of 
donors versus new registrants was observed.  A new method of making 
this donor zone calculation had been requested by one centre taking in 
to account the number of patients originally on each centre’s transplant 
list prior to the introduction of the new method for calculating zone size. 
No statistically significant difference was observed with this new method.  
N Heaton was not happy with way the analysis was done as it should 
have been prospective not retrospective.  Organ utilisation was different 
in the zones.  There had not been a thorough review.  King’s had asked 
NHSBT for an independent review but this was not forthcoming.  It had 
been formally requested via S Johnson/J Neuberger that an 
independent review of the way the waiting list is analysed be 
undertaken.  S Johnson; original discussions were about a review of the 
Advisory Groups and only later was there a request for a review of this 
particular policy.  K Barber had contacted King’s and discussed a further 
assessment of the transplant list under criteria that King’s agreed.   
There continued to be a difference in the waiting time and mortality as 
demonstrated in the LTAS document. 
 An extensive discussion followed.  King’s remained very concerned that 
their views had been wilfully dismissed by the Chairman and that an 
independent review of the statistics had not been undertaken.  That 
request had been transmitted to S Johnson/J Neuberger although the 
Chairman was unaware of that.  The process had been extensively 
discussed at LSAWP and prior LAG meetings and had the support of 
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other centres.  It was important to look at both the chance of receiving a 
transplant and the chance of dying on the transplant list as well as 
utilisation rates in order to get a complete picture. There was a very wide 
disparity in utilisation rates.  Distribution of donors would be addressed 
by the new LTAS proposals currently being considered and would be 
discussed again at the next LAG.  

   
5.4 Feedback from the consensus conference on liver referral criteria  

            – LAG(12)10 
 

 Comments to Doug Thorburn and Michael Allison – it is a final draft and 
seeking comments from centres.  It was recommended that the title 
makes clear it is just for adults not paediatric patients.  The paper will be 
submitted to BSG and BASL for comment prior to publication.  . 

 

   
5.5 Review of outcomes after super-urgent transplantation – LAG(12)11  
 Paper presented by J O’Grady on behalf of Will Bernal 

No changes to the super-urgent criteria were recommended at this stage 
although it is noted that survival from paracetamol hepatotoxicity without 
transplantation was improving.  Identifying the outcomes from each 
listing category was confounded by lack of data on outcome of patients 
removed from the transplant list .It was recorded that this was important 
work (and thanks to Will Bernal) which must continue. 
Action: Centres are asked to help with collecting data on outcomes 
of patients removed from the super-urgent transplant list. 
Action: LSAWP to continue to review this work. 

 
 
 
 
 
 
 

Centre 
Reps 

M Akyol 
   
5.6 Transplantation for neuroendocrine tumours   
 The paper was also discussed at the LSAWP meeting this morning.  

There is to be a meeting on NET in November at the Royal Free and 
was thought best to await the outcome from this meeting.  The MDT 
review should be a “specialist” NET team.  Age criteria should be 
removed. 
Action: LSAWP to continue to review criteria and monitor outcome 
from November Consensus meeting. 

 
 
 
 
 
 
 
 

M Akyol 
   
5.7 Combined liver/cardiothoracic transplantation -  LAG(12) 12a &12b  

 The paper was discussed.  Although there is support from CTAG for this 
proposal whether this was a good use of very scarce resources was 
questioned.  Some centres expressed caution, others were in favour.  
Current survival data from non-UK centres is encouraging especially for 
PPH.  Selection criteria would need to be tightly controlled, undertaken 
in a limited number of centres to a standard protocol with joint 
assessment (analogous to intestinal transplantation) and outcomes very 
closely monitored.  How these organs should be prioritised relative to 
other categories will need to be agreed. 
Action: Details of the proposal to be discussed with interested 
centres and a further management and prioritisation plan 
developed with the LSAWP.   

 
 
 
 
 
 
 
 
 

B Griffiths/ 
Centre 
Reps/ 

M Akyol 
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5.8 Liver Transplantation for Sickle Cell Hepatopathy – LAG(12)13  
 A proposal from J O’Grady and Dr Suddle was presented to look at six 

highly selective cases.  It was considered best to undertake these in 
only two centres. The recommendation was accepted. 
Agreed to be included as a Variant syndrome and report back after 
six cases had been performed. 

 
 

 
K Barber 

   
5.9 Simultaneous liver and kidney transplantation for patients with  

        atypical HUS 
 

 A protocol for management of atypical HUS is available on the BTS 
website.  Currently the biggest issue is whether PCT/CCGs will fund 
eculizumab.  Combined liver and kidney transplantation would only be 
appropriate after such therapy has failed.  
Agreed to not accept this as an indication until eculizumab therapy 
funding is resolved. S Johnson to speak to E Jessop to help take 
this forward. 

 
 
 
 
 

S Johnson 

   
5.10 Update on the SAAH pilot study  
 Currently TPRC and NHSBT have not given permission for this pilot 

study to go ahead.  A Gimson will be writing to the Chair of the TPRC 
again setting out the position.  Within NHSBT there was concern about 
the impact that the publicity surrounding this project might have on the 
wider transplant community and organ donation.  It was noted that there 
was not unanimity between centres for this study.  It was recommended 
that an ethicist be involved in the project. Much of the public would be 
unable to distinguish the significance of alcoholic hepatitis (not an 
indication) and alcoholic cirrhosis (an indication in some cases). 
Action: A Gimson will circulate the letter. 

 
 
 
 
 
 
 
 
 

A Gimson 
   
6 Proposed renal sparing study in liver transplant recipients –  

         LAG(12)14 
 

   
 A proposed trial of different immunosuppression strategies to minimise 

renal impairment was presented, led by Dr J Ferguson (Birmingham).  
All centres have representatives on the organising committee.  Any 
comments should be addressed to the centre representatives.  The 
study is applying for NIHR funding.   

 
 
 

Centre reps 

   
7 Declined liver offers from deceased donors – LAG(12)15  
   
 The results from the analysis of reasons for donor offers being declined 

were discussed. Outcomes from transplantation of organs declined for a 
donor reason at least once compared to donors never declined showed 
some evidence of a difference in patient and transplant survival up to 
one year post-transplant for patients receiving DBD livers.  This was not 
observed for patients receiving DCD livers.  There were a number of 
comments from the centres.  The reasons why an organ was declined 
for “logistical reasons” was very concerning and should be better 
defined.  It might be “no appropriate recipient” or “no access to the 
operating theatre”.  Separation of true logistical reasons was important.  
The reasons why some centres had a lower decline rate than others was 
related to size of the waiting list but also the risk taking strategy by each 
centre. All centres should be regularly reviewing donor offers that they 
have declined for “donor reasons” and monitoring the outcome from 

 
 
 
 
 
 
 

K Barber 
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those. David Mayer would welcome ideas as to how this can be better 
monitored.  

 
 

   
8 Fast track offering process – LAG(12)16  
   
 Proposals to improve the speed and equity of fast track offers were 

discussed.  New IT methods of simultaneously sending information via 
pagers, texts, faxes were to be discussed shortly and a recommendation 
circulated.  The aim was to minimise time to an offer being accepted and 
to ensure that all centres had equal opportunity to reply with a 
provisional acceptance/decline of a fast track offer.  Text messaging had 
been trialled with pancreas transplantation. Towards the end of this year 
we will have technology for pager, fax and text.  NHSBT supports the 
use of universal messaging with each centre having to support funding 
of their own receiver.    
Centres were keen to ensure that every European offer is accepted 
within the UK.  It was agreed at the last LAG that we would say yes to all 
and then subsequently offer to centres.  Duty Officers were 
uncomfortable with this recommendation as they cannot specify the 
centre to which it is going, which European counterparts ask for.  This 
proposal needs to be discussed further with J Neuberger possibly using 
an immediate acceptance naming a different centre in rotation.  
Action: A Gimson to report on discussions via email. 

 
 
 
 
 
 
 
 

A Powell 
 
 
 
 
 
 
 
 

A Gimson 
   
9 Review of adult-to-adult living donor programme in England -  

         LAG(12)17 
 

   
 There will be a review of adult-to-adult living donation.  Edmund Jessup 

was not available to discuss this issue so it will be carried forward for 
discussion at the November LAG. 

 
 

K Zalewska 

   
10 Report from Bowel Advisory Group: 21st March 2012  
   
 D Mirza reported that BAG were still working on Selection & Allocation 

policies – now in final draft and needed to go to TPRC for sign off.  BAG 
also recommended that there be a category of “super-urgent 
multivisceral” for very rare cases with acute liver failure and intestinal 
failure.  This, on appeal, had recently been allowed for a case with acute 
Budd-Chiari syndrome and intestinal failure.  An Allocation document 
which describes the process to allocate bowels and liver/bowels 
nationally is in preparation; it is an adaptation of the pancreas allocation 
document.  An appeals panel has been set up. Outcomes from 
transplantation over the last 4/5 years were demonstrating good early to 
medium survival.  Proportion of activity is shifting to non-liver containing 
grafts, particularly paediatric grafts.   
Action: Selection & Allocation policies and minutes to be circulated 
and brought back to next LAG. 

 
 
 
 
 
 
 
 
 
 
 
 

D Mirza 

   
10.1 Prioritisation of intestinal failure transplant patients for  

        super- urgent list  
 

 A single case at Cambridge with acute Budd-Chiari plus intestinal failure 
due to vascular thrombosis had been referred for super-urgent 
transplantation and had been accepted.  Future similar cases would 
continue to be referred to the Appeals Panel.   
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11 FOR INFORMATION ONLY:  
   
11.1 Registration and transplant activity – LAG(12)18  
 A report on registration and transplant activity over the three year period 

from 1 January 2009 to 31 December 2011 was received and noted.  
 

   
11.2 Group 2 transplants – LAG(12)19  
 A report on liver transplants performed for Group 2 patients and liver 

transplants performed for Group 1 non-UK resident EU patients, 
between 1 April 2011 and 31 March 2012 was received and noted. 

 

   
11.3 Notes of the Liver Patients Support Group meeting –  

     7th February 2012 – LAG(12)20   
 

 Minutes noted for information.  
   
11.4 Minutes from the Clinical Retrieval Group – LAG(12)21  

 Minutes to follow for information. K Zalewska 
   
11.5 Transplant activity report : April 2012 – LAG(12)22  

 The transplant activity report for April 2012 was noted for information.  

   
11.6 Update on patient consent scheme – LAG(12)23                                               
 A report on the patient consent scheme for those patients registered on 

the national list for a liver transplant was received for information. 
 

   
11.7 IT priorities progress report – LAG(12)24  
 A report on progress with IT priorities was received and noted.  

   
12 ANY OTHER BUSINESS  
 • Particular thanks were given to Kerri Barber, who had served the 

LSAWP and the LAG over a number of years and who was 
leaving NHSBT, for all her excellent work and contribution. 

• D Sharma reported that Oxford was now operating as a separate liver 
retrieval team.  This had led to concerns over reporting of non-used 
and damaged organs and the training of junior staff. D Mayer pointed 
out that the Royal Free is not the only centre paired for retrieval with 
another centre (Birmingham/Cardiff).  The Clinical Retrieval Group is 
carefully monitoring outcomes from these arrangements and would 
be reporting back to Advisory Groups regularly.  The most frequently 
damaged organ is the pancreas when retrieved by liver centres.   

Action: D Mayer - Funnel plots on organ damage to come to future 
LAG meetings. 

 
 
 
 
 
 
 
 
 
 
 

D Mayer 
   
13 DATE OF NEXT MEETING  
 The next LAG meeting will take place on Wednesday 14 November 

2012, at ODT, Bristol 
 

   
Organ Donation & Transplantation Directorate June 2012 

 
  


