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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE NINETEENTH MEETING OF THE 
PANCREAS ADVISORY GROUP 

HELD ON FRIDAY, 8 APRIL 2011 AT 10.30 AM, IN CONFERENCE SUITE 2 
AT THE ORGAN DONATION AND TRANSPLANTATION DIRECTORATE, BRISTOL 

 
 
PRESENT: Prof Peter Friend  Chairman 
   Mr Titus Augustine  Leeds/Manchester Transplant Centre   

Mr Argiris Asderakis  Cardiff Transplant Centre 
Mr John Casey   UK Islet Transplant Consortium representative 

  Dr Sue Fuggle  Scientific Adviser, ODT  
 Mr Iain Harrison  Stats & IT Business Analysis, ODT 

  Mr Alex Hudson  Statistics & Clinical Audit, NHSBT 
Ms Christine Jansen  Recipient Transplant Co-ordinator 
Dr Edmund Jessop NHS Specialised Services 
Mrs Sue Madden  Statistics & Clinical Audit, NHSBT 
Prof Derek Manas  Newcastle Transplant Centre 
Dr Susan Martin  BSHI representative 
Mr David Mayer  National Clinical Lead for Organ Retrieval 
 Prof James Neuberger Associate Medical Director, ODT (part meeting) 
Mr Gabriel Oniscu  Edinburgh Transplant Centre 
Prof Jim Shaw  UKITC representative 
Mr Sanjay Sinha  Oxford Transplant Centre 
Dr Richard Smith  Renal Association representative 
Mr Chris Watson  Deputy for Mr A Butler, Cambridge Transplant  
          Centre  
Ms Julie Whitney  Deputy for Ms J Griffiths, SNOD Regional Manager 
Mrs Ann Yates  Duty Office Manager, ODT 
 
   

IN ATTENDANCE:  
Miss Trudy Monday  Corporate Services, ODT 
Mr Malcolm Winder  Senior Duty Officer, ODT  
 

   
  ACTION 
 APOLOGIES  

 Apologies were received from Mr Tom Cairns, Miss Sue Falvey,          
Mr Andrew Butler, Mrs Rachel Johnson, Mr Justin Morgan,                  
Mr Aaron Powell, Mr Chris Rudge, and Mr John Taylor. 

 

   
1 DECLARATIONS OF INTEREST IN RELATION TO AGENDA – 

PAG(11)1 
 

1.1 There were no declarations of interest in relation to the agenda.  
   
2 MINUTES OF THE MEETING HELD ON 8 OCTOBER 2010 – 

PAG(M)(10)2 
 

2.1 The minutes of the meeting held on 8 October 2010 were agreed as a 
correct record. 
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2.2 Action points – PAG(AP)(11)1  
 Item 1 – Donated Organs Monitoring Group: Refer to minute 3.5.  
 Item 2 – Transplant list and transplant activity: Refer to minute 6.1.           
 Item 3 – Duty Office SOP: Dr Jessop reported that Commissioners in 

Scotland have agreed that the commissioning of islet isolation and 
transplantation between Scotland and England can go ahead.  It was 
noted that the establishment of this isolation service however, needs 
clarification in terms of geographical cut off in order to make best use of 
available organs. 

 

 Completed Action Point 1 – Draft protocol for benchwork and 
preparation of pancreases at retrieval: Refer to minute 2.3.1 below. 

 

 Completed Action Point 2 – Transplant list and transplant activity: 
Prof Friend confirmed that the data relating to the high PTA transplant 
activity at Oxford has been correctly coded. 

 

 Completed Action Point 3 – Transplant outcome:  Prof Neuberger 
has written formally to Advisory Group Chairs with a view to statistical 
leads working with Advisory Groups on how best to present information 
on outcomes from listing.  Also refer to minute 9.1. 

 

 Completed Action Point 4 – Multi-organ retrieval protocol: Refer to 
minute 2.3.2 below. 

 

 Completed Action Point 5 – Duty Office SOP: Mr Watson has written 
to Mr Rudge at the Dept of Health regarding the issue of obtaining a 
tissue type prior to offering, and a meeting is scheduled in the next few 
weeks to discuss this issue.   

 

   
2.3 Matters arising, not separately identified   
   
2.3.1 Ref: 3.3.1 from PAG 08.10.10: Draft protocol for benchwork and 

preparation of pancreases at retrieval – PAG(11)2 
 

 Prof Manas reported that the draft protocol has been circulated for 
comment to PAG members. The document has yet to be approved by 
LAG.   

 
D Manas 

   
2.3.2 Multi-organ retrieval protocols  
 Mr Watson has written to the Assistant Director for Commissioning at 

ODT to highlight issues with the multi-organ retrieval protocols submitted 
by both Birmingham and the Royal Free/Oxford retrieval teams.  
Protocols have been received from Oxford, the Royal Free, Manchester 
and Edinburgh; those from Cambridge, Newcastle and King’s are still 
awaited and centre representatives were asked to forward their 
protocols to corporate.services@nhsbt.nhs.uk.  The protocols will be 
circulated first to pancreas centres, and then to PAG.  Mr Mayer is 
currently working towards a national retrieval protocol, and Prof Friend 
agreed to check that Mr Watson’s points have been taken on board 
within the recently amended version.   

 
 

Cambridge/
Newcastle/ 

King’s 
Centre reps. 

 
 

P Friend 
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3 ASSOCIATE MEDICAL DIRECTOR’S REPORT   
     
3.1 Developments in NHSBT  
 Prof Neuberger reported the following developments within NHSBT: 

• NHSBT has experienced a reduction in grant-in-aid in the new 
financial year.   

• An external steering group is to be established to take over the work 
of the Change Programme Board in ensuring that the aims of the 
Organ Donation Task Force continue to be addressed.   

• Dr Gerlinde Mandersloot has been appointed as the Clinical Lead for 
Donor Optimisation to develop and implement donor optimisation 
standards.  She has also been appointed Chair of the Donation 
Committee at Oxford. 

• The effectiveness of current retrieval team arrangements will be 
reviewed, with an emphasis on investigating whether the H&I process 
can be more efficient.  Some problems with the system may have an 
impact on DCD donation. 

• NHSBT/BTS guidelines on consent have been widely circulated and 
are available to view on the organ donation website. 
http://www.organdonation.nhs.uk/ukt/about_transplants/guidelines_fo
r_consent/guidelines_for_consent.jsp 

 

   
3.2 Governance issues  
3.2.1 Development of selection and allocation policies – PAG(11)3  
 The NHSBT patient selection and organ allocation policies have 

undergone a legal review and various recommendations were made, 
including the development of a single policy for selection and allocation 
containing separate sections for individual organ groups.  The policies 
need to be owned by clinicians, and statutory responsibility is within 
NHSBT.  Prof Neuberger expressed his thanks to the chairs of the 
Advisory Groups for collaborating with Kate Silsbury on these. 
It was highlighted that BMI needs to be included in the list of relative 
contraindications, and the comment on older age being associated with 
less favourable outcomes should be reviewed as there is good evidence 
to suggest that the opposite is true.  It was noted that this level of 
information needs to be organ specific.  Members were asked to submit 
comments to Prof Neuberger on the policy document. 
It is anticipated that the document will be completed in six months’ time 
depending on the number of comments received.  Once approved it will 
be circulated, and will continue to be reviewed regularly. 

 
 
 
 
 
 
 
 
 
 
 

All 

   
3.2.2 Non-compliance  
 There were no instances of non-compliance reported.   
   
3.2.3 CUSUM signals  
 Work has been on-going in order to establish a well balanced system of 

signal triggers.  Prof Neuberger emphasised that a transplant outcome 
trigger may not necessarily be a cause for concern but an inherent 
variation.  It is important to view this as a tool which can identify areas 
where better resources would be of benefit.  
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3.3 EU Organ Directive – PAG(11)4  
 Prof Neuberger reported that the EU Organ Quality and Safety Directive 

has now been adopted by Member States (MS) with a requirement for 
legislation to be transposed into UK Law by August 2012.  There was 
initially some uncertainty as to the identity of the Competent Authority 
(CA) to take responsibility for ensuring compliance with the Directive 
within the UK but it has now been confirmed that the Human Tissue 
Authority (HTA) will act as the CA.  The HTA will be consulting with 
various clinicians, including Chairs of Advisory Groups, to develop the 
Statutory Instruments for implementation.  The first external stakeholder 
workshop is scheduled to be held on Thursday 19th May in London, and 
members are encouraged to attend for further information.   
NHSBT will require a procurement license and all transplant centres will 
need to hold both a procurement license and a transplant license, and 
surgeons will have to have their own SOPs.  It is likely that NHSBT will 
be asked by the HTA to operate a reporting system for SAER.   

 

   
3.4 Advisory Group workplans – PAG(11)5  
 An updated Advisory Group Workplan for PAG which summarised both 

short and long term projects as well as regular reports was received by 
members.  Priorities identified by the workplan are then fed into the IT 
programme.  Advisory Group Chairs were involved in producing these 
workplans and members were asked to highlight any proposed 
revisions.  This is now a standing agenda item for all Advisory Groups.   

 

   
3.5 Donated Organs Monitoring Group – PAG(11)6  
 Prof Neuberger reported that this sub-group will be combining with the 

Retrieval sub-group of CGMG and the Clinical Sub-Group, to form a new 
group called the Retrieval and Donated Organs Monitoring Group to be 
chaired by Mr Mayer.  This group will look at the retrieval processes 
from NORS, damaged organs, the non-use of organs, and to maximise 
the quality of organs; it will also take ownership of the NHSBT/BTS 
Organ Retrieval Workshop training programme.  Advisory Groups will be 
consulted on an ad hoc basis when specific organs are discussed.  
Once the terms of reference are approved they will be circulated. 

 
 
 
 
 
 
 
 

J Neuberger 
   
3.6 Advisory Group Chairs: IT priority proposals (for info) – PAG(11)7  
 A paper on the current status with IT priority proposals for ODT was 

noted for information. 
 

   
3.7 Meeting with patient groups  
 Discussion took place around whether the pancreas patients’ support 

group should be combined with the kidney patients’ support group, and it 
was agreed that there would be greater benefit for these groups to meet 
separately.  PAG members would be contacted and asked to identify 
possible groups to invite to a patients’ support group meeting to be 
arranged in the autumn of 2011. 

 
 
 

Corporate 
Services 

   
3.8 Delays with obtaining HLA types  
 It was noted that discussions have taken place on a number of 

occasions on the importance of obtaining HLA types prior to retrieval, 
especially in the light of the increase in DCD donation.  A group of 
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interested parties would be meeting on 20th April at ODT to try to identify 
solutions to the delays in obtaining donor HLA types and to develop a 
national specification for efficient HLA typing, to be supported by 
professionals primarily through the BTS and BSHI.   

   
3.9 Data access policy – PAG(11)8  
 Version 1.1 of the Data Access Policy clarifies how data held by NHSBT 

can be addressed and used by individuals or groups within NHSBT, with 
advisory roles to NHSBT, within the wider NHS, from other organisations 
with an interest in organ donation and transplantation and by members 
of the public.  This document seeks to give guidance to the handling of 
data requests to NHSBT, and Prof Neuberger confirmed that it will 
support collaborative work with external organisations.  Members were 
asked to feedback any comments/concerns to Prof Neuberger. 
It was highlighted that data requests may take a while to be approved 
due to the limited resources available.  Some data requests come 
through to PAG or the Kidney Pancreas Research Group for approval; 
members were reminded of the importance of including authorship and 
acknowledgements within these requests to aid transparency.  The 
following points were highlighted: 
• Appendix 1, number 3: ‘PID’: this is an abbreviation for ‘Patient 

Identifiable Data’. 
• Appendix 1, number 5: ‘donor frequently hospitalised…’ this example 

should refer to ‘recipient frequently hospitalised’.  Miss Monday to 
inform Mrs Alison Gane, Information Manager. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

T Monday 

   
4 Standard listing criteria – Outcome of applications to Appeals 

Panel 
 

   
4.1 There were no appeals to report.  
   
5 Statistics and Clinical Audit report:  
   
5.1 Summary of work – PAG(11)9a & 9b  
5.1.1 Members received a summary report from statisticians at NHSBT, and 

Mr Hudson highlighted the following: 

• The Statistics and Clinical Audit team are currently under-resourced 
due to maternity leave and restrictions on recruitment, resulting in 
fewer projects being taken on and ongoing projects taking longer to 
complete. 

• A ‘micro-site’ of the ODT website is being developed to enable 
information to be provided in a more logical and easy-to-find 
structure.  PAG members will have access to this via a password. 

• Table 1 detailed a summary of ongoing kidney and pancreas 
research proposals using data held on the UK Transplant Registry. 

• Kidney Pancreas Research Group minutes detail applications for 
data. 
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6 PANCREAS TRANSPLANT ACTIVITY   
   
6.1 Transplant list and transplant activity - PAG(11)10  
6.1.1    Members noted a paper on transplant activity, donor activity and 

transplant list activity for 2008 – 2010.  Mr Hudson highlighted the 
following: 
• The number of pancreas transplants in the UK has fallen from 214 in 

2008 to 186 in 2010. 
• UK DCD pancreas activity has fluctuated slightly. 
• Overall slight increase in UK pancreas donor activity year on year, 

although donors are getting older and heavier. 
Mr Watson highlighted that clinicians are unsure about using organs 
from DCD donors but feel obliged to transplant these organ types in 
order to reduce numbers on the transplant list.  Clinicians are also still 
not completely familiar with the new allocation rules. 
Discussion took place regarding the fast-track offering procedure.   
Currently fast-track offers are faxed to centres and often in busy hospital 
wards the faxes go unnoticed.  Mrs Yates confirmed that different 
technologies are being investigated in order to establish a more efficient 
process.  LAG members have agreed for fast-track offers to be sent via 
an SMS text message, and PAG members agreed that this would be the 
best solution for them also.  In light of this, centre representatives were 
asked to forward a phone number for their centre to the ODT Duty Office 
for receipt of offers via text. 
Mrs Yates confirmed at present the fast-track allocation system is centre 
based.  Identification of provisional offers to centres via EOS was 
discussed, and although this would be useful, it would create a large 
amount of additional work for the Duty Office.  Members agreed that the 
focus should be on reducing the number of organs which are fast-
tracked rather than on finding alternatives to the current fast-track 
scheme.  In particular an issue with obtaining the HLA type prior to 
offering for DCD donors needs to be resolved. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Centre reps. 

   
6.2 Transplant list audit - PAG(11)11  
6.2.1 Members received a paper detailing a two year review of the initial listing 

practices for patients requiring a pancreas, pancreas/kidney or initial 
islet transplant, and which examined whether there are differences 
between centres.  Although there were some differences in listing 
practice there was no evidence to suggest that centres were registering 
patients as active before they are fully worked up for transplant. 

 

   
7 National Pancreas Allocation Scheme: The first three months - 

PAG(11)12 
 

   
7.1 A presentation of the first three months of the National Pancreas 

Allocation Scheme was given to members.  Members noted the data 
and agreed that it was too early to draw any strong conclusions from 
these data.  The following were highlighted 
• Islet transplant numbers have increased without a decrease in whole 

pancreas transplant activity being observed. 
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• The isolation conversion rate has improved. 
• As expected, the scheme is predominantly transplanting long-waiting 

patients. 
It was noted that centres can now provide minimum and maximum 
donor BMI criteria to restrict offers of donors that exceed these limits.  
No centres have so far submitted criteria. 

   
8 Risk-adjusted transplant outcome – PAG(11)13  
   
8.1 Mr Hudson reported recent changes made to the risk-adjusted pancreas 

transplant outcomes reported in the centre specific reports.  The 
following changes were made.  CIT was removed from the risk 
adjustment as members felt this is generally a modifiable factor and only 
results following SPK transplant will be reported.  Results will be 
updated annually. 
Most centres are in line with the national rates, the exceptions being 
Guy’s whose results are above the national rate and WLRTC whose 
results are slightly below the national rate.   
Members agreed that the risk-adjusted centre-specific reports could be 
included on the ODT website when the next update is made in June/July 
2011.   

 
 
 
 
 
 
 
 
 
 

A Hudson 

   
9 Patient survival from pancreas transplant listing – PAG(11)14  
   
9.1 The results of an analysis to assess the extent of centre differences in 

patient survival from the point patients are first registered onto the active 
pancreas transplant list was received by members. 
It was noted that the number of deaths post pancreas transplantation is 
quite small, however Prof Friend highlighted that there is only 75% 
follow-up.  Mr Hudson confirmed that patients removed from the waiting 
list are censored, and it was noted that often patients removed from the 
waiting list are at high risk of death.  It was agreed that further 
refinement was required before making this data accessible to the 
public.  

 

   
10 Pancreas islet transplantation  
   
10.1 Report from the Pancreas Islet Taskforce: 27 January 2011 

        – PAG(11)15 
 

 The minutes of the last meeting of the Pancreas Islet Taskforce were 
received by members.  Key points discussed were as follows: 

• An update was given on NCG islet isolation centres activity: since    
1st December 2010 all referrals go to the transplant recipient centres 
where, working within the inclusion/exclusion criteria, a decision is 
made on whether to accept the organ. 

• An issue was raised regarding the length of time taken for offering the 
whole pancreas to centres before being offered for islets.  There 
appears to be a lack of organs reaching the isolation laboratory within 
eight hours.  It was agreed that organs can be accepted up to ten 
hours; if not they will be offered back to the Duty Office for re-offering.  
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In light of this, problems with communication have been noted in that 
the Duty Office has received conflicting reports from recipient centres 
and isolation laboratories as they have not been kept informed of 
discussions. 

• The importance of HbA1C screening as an absolute requirement for 
pancreas donation was highlighted as it contributes to the evaluation 
of a marginal pancreas.  It was noted that there are few high risk 
donors so donor features would have to be studied retrospectively.  
The logistics of carrying this out however, would be difficult in that 
sufficient islet donors would need to be identified. 

• Reduction in the number of clinical isolation centres: the general 
consensus of opinion was that two clinical isolation centres should 
continue to operate at Oxford and King’s.  Edinburgh has also 
established a service for Scotland.   

Prof Friend highlighted that if there is any doubt about the suitability of a 
retrieved organ, then the pancreas should be inspected immediately 
upon arrival at the transplant centre and, if deemed unsuitable, the 
isolation laboratory should be contacted immediately.  It was noted that 
feedback must also be provided to the retrieval teams. 

   
10.2 Update from UKITC  
 The next meeting of the UKITC will take place in Oxford, date to be 

confirmed. 
 

   

10.3 Research prioritisation for pancreases offered for isolation  
 On average, with 50% of pancreas islet transplants, consent has not 

been obtained for research, and SNODs have been requested to 
emphasise the need for more consent for islets.  Prof Neuberger 
reported that policies are currently being developed for organs accepted 
for isolation and then not transplanted to enable these to be used for 
research.          

 

   
11 FOR INFORMATION ONLY  
   
11.1 Transplant activity report: February 2011 – PAG(11)16  
 The report for February 2011 was received for information.  
   
12 Any other business  
   
12.1 Prioritisation of SPK recipients with failing access  
 There is a problem with finding a solution for adult patients with failing 

vascular access.  Mr Watson highlighted that there is no mechanism for 
this within the Kidney Allocation Scheme, and centres have to allocate 
kidneys from DCD donors or those which cannot be used in the original 
designated recipient; it would be possible within the pancreas allocation 
scheme to use pancreases which cannot be used in the original 
designated recipient, for example in the presence of a positive cross 
match. 

 

   
12.2 Pancreas Allocation Scheme: Exemption request – PAG(11)17  
 Members were asked to consider details of a patient requiring exception 

for preferential allocation on the National Scheme.  Mr Watson explained 
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the details of the situation, and it was agreed to prioritise this patient to 
the top of the Pancreas Allocation Scheme.  Mr Hudson agreed to look 
at ways in which this could be achieved.  Approval from LAG, KAG and 
BAG will be sought. 

 
A Hudson 

   
12.3 Representation of islet transplant teams on PAG – PAG(11)18  
 Members received a letter from Professor Paul Johnson at Oxford 

requesting consideration to increase the representation of islet 
transplant teams on PAG.  It was agreed that the islet transplant teams 
are currently well represented on PAG, and additional representation 
can be invited on an ad-hoc basis should it be needed, depending on 
the issues to be discussed.  Mr Casey agreed to discuss this issue 
further at the next meeting of the Pancreas Islet Task Force, and report 
back to PAG.  

 
 
 
 
 

J Casey 

   
12.4 Accrual of waiting time points  
 Mrs Jansen reported on a patient who requires a pancreas transplant 

and also has a potential live kidney donor.  There is concern that if the 
patient is suspended on the pancreas waiting list during live donor 
workup valuable waiting time points on the pancreas transplant list 
would be lost.  Mr Hudson confirmed that as long as this patient was 
suspended rather than removed from the list, then pancreas waiting time 
points would continue to be accrued. 

 

   
12.5 Prof Friend reported on a forthcoming trial of normothermic preservation 

that will require the use of a number of organs that have been turned 
down for transplantation. 

 

   
13 Date of next meeting  
   
13.1  The next meeting will take place on Friday 7 October 2011 at ODT, 

Bristol. 
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