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NHS BLOOD AND TRANSPLANT 

 
MINUTES OF THE SECOND TRANSPLANT POLICY REVIEW COMMITTEE MEETING 

HELD AT 2 PM ON TUESDAY, 22ND FEBRUARY 2011  
AT WEST END DONOR CENTRE, LONDON 

 
 

PRESENT:  Della Burnside, NHSBT Non-Executive Director (Chair) 
  Alex Gimson, Chair of Liver Advisory Group 
   David Greggains, NHSBT Non-Executive Director 
   Sally Johnson, Director of Organ Donation & Transplantation, NHSBT 
   James Neuberger, Associate Medical Director, ODT 
   Lorna Williamson, Medical Director, NHSBT 
 
IN ATTENDANCE: Kathy Zalewska, Corporate Services, ODT (Secretary) 
    
   ACTION 
   
  1 Welcome, Introductions and Apologies  
  1.1 Della Burnside welcomed everyone to the meeting and reported 

apologies from: 
Robert Bonser, Chair of Cardiothoracic Advisory Group   
Andrew Bradley, Chair of Kidney Advisory Group   
Peter Friend, Chair of Pancreas Advisory Group  
Stephen Kaye, Chair of Ocular Tissue Advisory Group 
Darius Mirza, Chair of Bowel Advisory Group 
Martin Smith, Chair of Donation Advisory Group  

 

   
   2 Minutes of the meeting held on 23rd February 2010  
   2.1 The minutes of the previous meeting were agreed as a correct record.   
   
   2.2 Action points: 

Item 1: Terms of reference – A letter was sent to Advisory Group 
Chairs to confirm their agreement to seek further clarification or 
clinical advice by means of telephone/email rather than waiting until 
the next scheduled Advisory Group meeting.  
Item 2: Terms of reference – Advisory Group Chairs were advised of 
the way in which the Committee proposes to move forward with its 
review of policies, in terms of a work-plan and timescales. 
Item 3: Terms of reference – Where new policies are being 
developed, the Committee’s approval will be ratified by the NHSBT 
Board where appropriate and as set out in the Terms of reference.   
Item 4: National Organ Retrieval Standards – The recommended 
amendments were made to the NORS policy and the revised 
document submitted to Members for comment.  The standards were 
then submitted to the NHSBT Board for information.   
Item 5: Update on legal review of existing policies – The draft 
framework for an overarching single patient selection and organ 
allocation policy was circulated to Members for comment. 
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  3 STUDIES AND POLICIES FOR CONSIDERATION   
  3.1 Liver transplantation for severe acute alcoholic hepatitis: A pilot 

study – TPRC(11)1 
 

  3.1.1 Prior to reviewing the proposal for a pilot study on liver transplantation 
for severe acute alcoholic hepatitis (SAAH), Members commented on 
very recent press articles relating to discussions regarding liver 
transplantation policy and the pilot study.  Some concern was 
expressed about this information reaching the public domain in 
circumstances when the pilot study had yet to be approved by 
Members of this Committee. It was highlighted that as there was a 
wide range of people involved in developing policies for NHSBT, it 
would not always be possible to maintain confidentiality.  
Nonetheless, where documents are being circulated, it should be 
made very clear where these are in draft form or for discussion and 
have yet to be agreed, and which documents are final and have been 
approved by NHSBT. This might help avoid press articles inaccurately 
reporting proposals as having been agreed or draft policies as having 
been finalised. 
Alex Gimson reported that for many years SAAH has been a contra-
indication to liver transplantation.  In 2008 the Liver Advisory Group 
decided against conducting a pilot study on this cohort of patients.  
Following publication of an abstract by a French group looking at a 
similar cohort of patients who were transplanted with moderately good 
outcomes, it had been agreed to revisit the proposal.  All seven UK 
Liver Centres have agreed that this is an acceptable protocol but only 
five of the seven have expressed a wish to be involved in enrolling 
patients into the study. The requirements for selection of patients for 
this study are different to those for the French study.    
It was proposed that 20 patients with SAAH be identified with the 
specified criteria and offered elective liver transplantation, and then 
followed up for a two year period from the date of their transplant.  
Alex Gimson explained that no changes would be made to the current 
Adult Elective Liver Transplantation Selection criteria until the cases 
have been evaluated over a two year period from the date of the first 
patient’s transplant.  These patients will not be prioritised over others 
on the transplant list, as livers are allocated on a centre basis and it is 
the decision of that centre as to which patient receives the liver.   
Alex Gimson explained that outcome measures from the study would 
be patient survival, graft survival, and recidivism rates.  A Data 
Monitoring Committee (“DMC”) has been proposed for this study and 
it was suggested that the DMC might wish to carry out a review 
following the first five cases and this was supported by Members.  
Further, it was proposed the DMC be chaired by a non-NHSBT 
member, such as Dr Michael Lucey. 
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Members were broadly supportive of the proposal subject to the 
following:  
• A review by Alex Gimson of the criteria to assess whether the 

study should be classified as a research study or an audit (as 
indicated by NRES criteria).   

• Clarification of item 6 of the patient clinical selection criteria, and a 
clearer definition of the psychiatrist’s role in the study. 

• Development of a Communications policy for this work. 
 
Alex Gimson agreed to submit a revised version of the paper to the 
next meeting in June 2011. 

   
  
 
 
 

A Gimson 
   
  
  A Gimson 

J Neuberger 
 

A Gimson 

   
  3.2 Policy on living organ donors who require a transplant as a 

direct consequence of donation – TPRC(11)2 
 

  3.2.1 Although an acceptable form of transplantation, living donation is not 
without risk to the donor and this policy was developed following a 
case where a living donor required a transplant as a consequence of 
having donated an organ.    
The policy has undergone a legal review and formalises the 
commitment made to living organ donors by NHSBT in terms of 
receiving appropriate priority for an organ required as a direct 
consequence of donation.  This recognises the requirement to 
balance the needs of the living donor who later requires a transplant 
against others on the National Transplant List.  The policy applies to 
donors who meet the current requirement for listing and are eligible 
for NHS treatment at the time of donation and non-NHS eligible 
donors who have donated to a recipient who was NHS-eligible at the 
time of donation.   
Members approved the policy subject to the following minor 
amendments: 
• 6.2 Removal of ‘It is planned that the living donor would’ and 

replace with ‘The living donor will’ 
• 7.2.2. Reword to clarify who would have final responsibility for 

making the decision.   
• Relating to concerns from LAG regarding item 7.1.1 it was 

emphasised that these patients would have priority, although this 
would not necessarily mean that they received the graft.  Once a 
liver was allocated to a centre it would be the decision of that 
centre’s clinicians as to which patient would receive the graft.  It 
was agreed to amend the wording within 3.2 in order to emphasise 
that this policy was designed to give relative rather than absolute 
priority to these patients.  
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  3.3 Guidelines for consent for solid organ transplantation in adults – 

TPRC(11)3 
 

  3.3.1 The development of these guidelines arose after two cases of 
patients dying following transplantation of lungs received from a 

 



  TPRC(M)(11)1(Am)
       

 4 

   ACTION 
smoker and ex-smoker and whose families had indicated that the 
recipients would not have accepted the organs had they been given 
this information.  In conjunction with the British Transplantation 
Society, a working party was set up to develop guidelines for consent 
for solid organ transplantation in adults.  These were also discussed 
with patients’ groups, the BMA and Advisory Groups. 
The policy tries to balance the rights of the individual to be told as 
much as possible, with the need to restrict the time discussing the 
donor with the patient, which would ultimately affect the viability of the 
organ for other patients.  Consent is a process and should be 
obtained when patients go on to the transplant list and there are 
criteria where patients can indicate that they don’t want to receive 
organs from a certain type of donor.   
Once approved, the guidelines would be published as joint 
NHSBT/BTS guidelines.   
Following discussion, Members approved the policy subject to the 
following amendment: 
• Remove ‘Older’ from ‘Older age of donor’ listed in 5.2 as one of the 

donor factors potentially affecting graft function. 
   
  3.4 Patient selection & organ allocation policies: Introduction – 

TPRC(11)4 
 

  3.4.1 Members received the introduction to the patient selection and organ 
allocation polices, which were currently being updated and 
reformatted into a single document, with sections for each organ on 
selection criteria and allocation criteria.  Each Advisory Group is 
reviewing its organ specific selection and allocation policies for 
inclusion in this document.  Any inconsistencies within the existing 
policies, ie prioritisation of paediatric patients, will be removed or, if 
appropriate, will explain the reasons behind the inconsistencies.  Alex 
Gimson commented that it might be harder for the public to search to 
the relevant section once all the policies were contained within one 
document and this would need to be taken into account when 
formatting the final version. 
Discussion took place on whether Communications should be briefed 
on the update to the policies and the reasoning behind any changes.  
It was highlighted that the updates would not be pro-actively 
promoted as this might suggest significant changes were being made 
to policies when they were not.  It was therefore agreed not to brief 
Communications at this stage.   
The question arose as to what sanctions NHSBT could take if a 
clinician or transplant centre did not adhere to these policies.  Ideally 
it should be a criterion for designation of the transplant centre that the 
policies are followed; however, the difficulty arose in that although 
NHSBT had responsibility for patient selection and organ allocation it 
did not have the tools to enforce these policies.   Della Burnside and 
James Neuberger agreed to liaise with Mills & Reeve to clarify the 
legal status on directions within the document, as well as the status of 
guidance versus policy and what NHSBT’s expectations are of Trusts 
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in relation to these policies. 
Once the first tranche is completed in May/June the policies will be 
reviewed by NHSBT lawyers, following which these will be submitted 
to Members of this Committee.   

   
  3.5 Management of positive microbiological blood results in 

deceased organ or tissue donors – TPRC(11)5 
 

  3.5.1 It is the policy of NHSBT to inform relatives, or others with a close 
relationship to a deceased organ or tissue donor, where the donor 
has a confirmed positive microbiological result which may have 
implications to the health of those with a close relationship to the 
deceased.  Members reviewed and commented on this document, 
which outlines how these situations should be handled. 
The policy was approved subject to the following minor amendments: 
• 3.4 Add “and to whom.” 
• 4.3 First sentence: Remove second full stop. 
Members discussed whether the policy should be extended to include 
metabolic disorders identified in the donors.  James Neuberger 
agreed to ask for the policy to be extended, following which it would 
be emailed to Members for approval.   
Post meeting note: In response to the request to extend the policy, 
Sue Falvey stated that there are concerns that the family may 
attribute infection with a virus to behavioural activity previously 
unknown to the family; there are, of course, many other reasons why 
people may have contracted such infections.   Additionally, the 
screening for microbiological markers is highly likely to be conducted 
only because the family has consented to organ donation whereas 
other medical conditions, such as metabolic disorders, are likely to 
have been identified by screening tests carried out as part of the 
routine care of the patient, not because of donation.  We would 
anticipate that investigations carried out for reasons other than 
donation would have been instigated by the clinical team and that 
team would therefore have responsibility for taking action in the event 
of an unexpected finding.   It has therefore been agreed that this 
should remain as a single Policy for the management of this particular 
scenario.   

 
 
 
 
 
 
 
 
 
 
 
 

J Neuberger 

   
  3.6 Response to signals – TPRC(11)6  
  3.6.1 Members received a policy detailing the response to signals when 

deterioration in performance or divergent outcomes in relation to solid 
organ transplantation have been identified and requires investigation. 
The policy was approved by Members. 

 
 
 
 

    
  4 ANY OTHER BUSINESS  
  4.1 David Greggains advised that his term as a Non-Executive Director 

for NHSBT would end in September 2011, after which time a 
replacement NED would be required for this Committee. 
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  5 DATE OF NEXT MEETING  
  5.1 It was planned to arrange the next meeting for June 2011.  Further 

details would be emailed in due course. 
 

   
 
 

April 2011 


