Commissioning of organ retrieval
teams
Chair: Rob Warwick

In order to cope with the increase in
organs that is expected to take place, a
strengthened network of organ retrieval
teams will be needed to service the
whole of UK. Members of this
workstream are working with the
British Transplantation Society and the
wider transplant community to make
this happen.

Engaging with the wider NHS
Chair: yet to be appointed

The focus of this group's work will be
putting into practice recommendations
within the wider NHS, particularly
within critical care, to help to bring
about an increase in organ donation
activity.

The chairman is expected to be
someone who has clinical expertise in
organ donation. The post is being
advertised on a two-day a week basis.
The group will be responsible for
developing standards and policies
connected to the appointment and
management of donor champions and
committees, and for the oversight

arrangements. The system for
reimbursing hospitals will also fall
within the remit of this group.

ODTF Leaflets

New leaflets aimed at informing
the rest of the NHS about the ODTF
requirements and others aimed at
recruitment have been produced
for use at a number of exhibitions
being attended by UK Transplant
this year.

Visit the NHSBT stand at the:

RCN Critical Care Nurses Forum, 13-14

June, London; NHS Confederation
annual conference, 18-20 June,
Manchester, and BACCN national
conference, 15-17 Sept York.

If you would like copies, please contact

bulletin@uktransplant.nhs.uk

In a nutshell ...
The aim for the end of this
financial year is to have:

* 19% of donating hospitals with
an appointed Donor Champion

* all hospitals receiving financial
reimbursement for facilitating
a donor

* four centrally employed DTC
teams in place

* the pilot established for
electronic organ donor offering

* carried out the first phase of a
high-profile, national public
awareness campaign

* established framework to
facilitate retrieval teams

EOS News

The Electronic Offering System
(EOS) moves on apace and is
proceeding according to plan.

The project is in the software
development phase with Sapient
building the functionality for the
new process. The screen designs
for EOS have been presented to
various members of the transplant
community and there is unanimous
excitement about the possibilities
EQS offers, the plan is to pilot EOS
in September after User
Acceptance Testing with wider
rollout following shortly after the
pilot. The training programme is in
development to ensure that we get
maximum benefit from the new
system and selection of the right
end-user IT equipment, from a
number of options, is underway.
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BTS Annual Congress

At the British Transplantation Society Annual Congress,
held on 16 - 18 April 2008 in Glasgow, UK Transplant
presented a session covering a wide variety of analyses
including aspects of solid organ donation and
transplantation. The Statistics and Audit Directorate and
Jane Griffiths, Regional Manager, presented papers
which are summarised here.

Dave Collett presented an analysis of the incidence of
malignancy in transplant recipients. Data provided by cancer
registries in Great Britain were linked to data on the National
Transplant Database to give information on cancer incidence
in transplant recipients. Data on first incidence of any
malignancy after a first solid organ transplant were collected
for 41,257 patients transplanted in England, Scotland or
Wales between 1980 and 2005. Malignancy occurred for
4,274 (10%) of these patients. Figure 1 shows the cumulative
incidence of cancer over time. The risk of malignancy is
about three times as high for transplant recipients as for the
general population of Great Britain.

Dave found that the incidence of skin and lip cancer and
lymphoma was high for transplant recipients, relative to the
general population. There was significantly more skin cancer
in males and greater incidence of post-transplant
lymphoproliferative disorder (PTLD) in younger age groups
but the absolute risk of cancer was low for young transplant
recipients.

Recipient age, recipient gender and primary disease of the
recipient at time of transplant were found to significantly
influence time from transplantation to first incidence of
cancer. Risk of cancer, particularly skin cancer, increased with
recipient age and was estimated to be twice as high for male
recipients as for female recipients.

Helen Thomas described an investigation of kidney
transplantation in UK cardiothoracic transplant recipients.

She used data for 6,682 adult patients who received a first
cardiothoracic transplant between 1985 and 2006 and
analysed time to kidney registration, time to kidney
transplantation and graft and patient survival post-kidney

Transplanted patients
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Figure 1: Overall cancer incidence.
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Figure 2: National pancreas activity.

transplant. Data on 4,225 renal patients awaiting a second
renal transplant were collected for comparison purposes.

Helen found the chance of registration for a kidney transplant
following cardiothoracic transplantation significantly
decreased with the age of the recipient at time of
cardiothoracic transplant. The chance of kidney registration
was also significantly higher for lung and heart/lung
transplant recipients, compared with heart recipients. Of
those patients who were registered for a kidney transplant,
there was no evidence of a difference in waiting time to
kidney transplant for patients who had previously received a
heart, lung, heart/lung or kidney transplant.

Helen investigated factors affecting patient and graft survival
post kidney transplant, for patients who had previously
received a heart, lung, heart/lung or kidney transplant, using
multivariate Cox regression analysis. Risk of death post-kidney
transplant increased with donor age and the age of the
recipient at time of kidney transplant and varied by transplant
year. Risk of death was higher for patients who received a
heart transplant before the kidney transplant, compared with
patients who first received a kidney transplant. However,
graft survival was not affected by the type of transplant
received before the kidney transplant.

Alex Hudson described national improvements in pancreas
transplant activity and outcome. Firstly, he showed that in
recent years, there have been vast improvements in all areas
of pancreas activity, as shown in Figure 2.

The majority of pancreas transplants are simultaneous
pancreas/kidney (SPK) transplants. However, in 2007,
pancreas after kidney (PAK) transplants and pancreas alone
(PTA) transplants represented 15% and 5% of all pancreas
transplants, respectively.

To investigate pancreas transplant outcome, Alex obtained
data from the National Transplant Database on 490 first SPK,
12 first PTA and 63 PAK (second transplants only) deceased
donor transplants performed between 2001 and 2007. Figure
3 shows SPK graft survival over one year based on the
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Figure 3: SPK graft survival.

Kaplan-Meier method. One year pancreas graft survival has
improved significantly over time, increasing from 79% in
2001-2004 to 88% in 2005-2007. There is no evidence of a
significant change in kidney graft survival or patient survival
over time.

Following pancreas only transplants (PAK or PTA), one year
pancreas graft survival has increased from 68% to 77%,
however this difference is not statistically significant. One year
patient survival has remained high across the time period.

Rachel Johnson presented an update on the altruistic and
paired living kidney donation programmes. In terms of
altruistic donation, six transplants have taken place and
recipients for a further three planned altruistic donations
have been identified.

In April 2007, the first matching run of the paired living
kidney programme took place. This has been repeated on a
quarterly basis to date. In the first matching run, nine pairs
were included and one exchange was identified, resulting in
two transplants. In the second run, including 26 pairs,
another exchange was identified, again resulting in two
transplants. The third run was less successful; no matches
were found among the 32 pairs included. Three exchanges
were identified in the fourth run involving 66 pairs, although
only one exchange (two transplants) took place. The size of
the pool included in the runs was considered to be
reasonable, however the pool mix was identified as an
obstacle to matching, due to many highly-sensitised patients
and few A and AB recipients.

Due to the limited success of the paired donation system,
some options to extend the scheme have been considered.
In December 2007, the Kidney Advisory Group agreed to
include three-way exchanges in addition to two-way
exchanges, as shown in Figure 4.

In the April 2008 matching run, 73 pairs from ten centres
were included. Two two-way and four three-way exchanges
were identified, resulting in a possible 16 transplants.

These 16 include a patient with sensitisation of 98%,
recipients of 32 to 60 years of age and donors of 21 to 69
years of age. The possibility of combining altruistic donation
and pooled donation is now being considered.

Sue Pioli described an analysis to determine factors
associated with liver damage during retrieval and assess the
effect of liver damage on transplant outcome. A liver was
considered damaged if there was evidence reported on the
liver donor information form.

Sue analysed data on 3,799 whole liver donors which
resulted in 3,227 orthotopic whole liver-only transplants in
the UK during 2000 to 2006. Donors with missing damage
information and those that were transplanted overseas
were excluded. Of these 3,227 livers, 658 (20%) were
considered damaged.

Sue used multivariate logistic regression analysis to identify
factors influencing liver damage and found liver anatomy,
whether the donor donated a pancreas, donor BMI and
retrieval centre to significantly influence liver damage.
Abnormal liver anatomy and donors with BMI greater than
30 led to an increased risk of damage. Livers retrieved from
donors who also donated their pancreas were less likely to be
damaged and there was some evidence of a difference in
damage rate between centres.

There was no evidence of a significant difference in transplant
survival for damaged livers compared with undamaged livers.
This was also the case after adjusting for known risk factors,
indicating that under current practice, transplanting damaged
livers does not affect transplant outcome.

Frances Seeney described an analysis of time from
brain-stem death to organ retrieval to investigate its effect on
transplant outcome. There was no evidence that brain stem
death duration affected one-year transplant outcome for
adult recipients of deceased liver-only, deceased heart-only or
deceased kidney-only transplants.

Jane Griffiths presented an overview of the Directorate of
Donor Care and Co-ordination. She evaluated the in-house
co-ordinator (IHC) scheme by considering referral, consent
and conversion rates of donors pre and post the
implementation of IHCs.

Post-scheme, a 37% increase in heartbeating donation was
found. There is evidence that, when an IHC or a donor
transplant co-ordinator (DTC) is involved in the approach,
consent rates and consequently donation rates increase.
However, currently, IHCs and DTCs are only involved in about
30% of cases. It is hoped that the Organ Donor Taskforce
recommendations will improve these rates and lead to an
increase in donation.

", \ ,
a8

DCezmor
i)

Recio

Figure 4: A three-way exchange.
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