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6. Management prior to activating on deceased donor list 
1.1 Patient discussed at transplant MDM and discussions documented in Epic (electronic patient record). 
1.2  Check that the pre-transplant investigations are up to date. 
1.3. Patient and all family members to have telephone screening for symptoms of COVID-19 and documented in patient record at time of activation and weekly thereafter until transplanted. 

1.3.1
Specific questions regarding if presence of any of following symptoms: fever, sore throat, cough, sputum production, shortness of breath, nasal congestion, muscle pains, joint pains, rash, headache, chills, fatigue, nausea, vomiting, diarrhoea, loss of smell and taste.
1.3.2 If any of the symptoms identified, patient not to be activated. Review once 



symptoms resolved then wait for two weeks before considering to activate on call. 
1.4 Definition of shielding: none of the household members are allowed to leave the 


house (including work, school) and no visitors allowed from activation on call.

1.4.1 If this is not possible, patient will not be activated.  

1.4.2 This will be reviewed after four weeks of going on call for deceased donor renal transplantation.
1.5 Patient and carer naso-pharyngeal swab testing for SARS-CoV-2. First set of patients and carers will have swabs taken in the treatment room on Eagle ward. Trust venue for outpatient testing is being confirmed on 08/06/2020. 

1.5.1 If negative, can activate on call and family and recipient will start to shield. 


1.5.2 If positive, needs to be suspended for 28 days. 


1.5.3 In the last week of suspension, needs repeated swabs for SARS-CoV-2 until two samples negative (taken 48 hours apart). 
1.6 Inform NHS BT after considering donor acceptance criteria.
1.7 Patient consent (see appendix 1)
1.7.1 All recipients should be counselled regarding the risks of surgery during the COVID-19 pandemic and documented on Epic. 

1.7.2 The available data on risk is likely to change regularly, but consent should include 
    the potential risks of having asymptomatic COVID-19 prior to surgery acquiring 

    the virus in the perioperative, post-operative or initial follow-up period. 

1.7.3 Family discussions should mention reports of fatalities after adult elective surgery as well as transplant surgery after acquiring SARS-CoV-2 in the perioperative period. Also, explain that the outcomes in children who acquire COVID-19 are much better than the older population.

1.7.4 Consent should also mention this SOP and the measures put in place at GOSH to minimise these risks. 

1.7.5 Explain that negative screening swabs for SARS-CoV-2 are not a guarantee of absence of infection, and the implications of this if transplantation goes ahead. Similarly, false positives can also occur. 

1.7.6 Explain that the risk of transmission of SARS-CoV-2 from the donor to the recipient is extremely small and that all donors are checked for SARS-CoV-2 before the organs are retrieved (with no cases of donor-derived SARS-CoV-2 transmission from positive donors in UK at time of writing SOP and restarting the programme at GOSH). 

1.8 Identify which parent/carer will attend with patient once called for transplant and additional back-up carer (in case primary carer unable) and document in patient record. 
1.9 Advice should be given on shielding while on the list and post-transplant for the patient and their household for 12 weeks after the transplant. 
1.10 Recipient transplant coordinators to inform GSTT transplantation laboratory.
2. Management during waiting time for patent and family
2.1 Once all steps in Part 1 are complete, inform the wider renal team via email that the patient is going to be activated on call. 
2.2 Weekly SARS-CoV-2 telephone screening questionnaire of patients and family and ensuring that shielding is followed to be documented in patent records. Check if anything has changed in family eg any new family members staying (this should be avoided).
2.3 Development of symptoms associated with COVID-19:

2.3.1 If patient or family member develops symptoms associated with COVID- 

19, repeat SARS-CoV-2 swab and if positive suspend for 28 days after symptoms resolved, repeat swab for SARS-CoV-2 and reviews at MDM. 
2.4 Ensure transplant work-up continues to be up to date.  
2.5 If family circumstances change (i.e. unable to shield, etc.), team needs to be informed and patient discussed at an ad hoc MDM. 
2.6 Deceased donor selection criteria
2.6.1 Every kidney offer will be discussed by the on-call transplant surgeon and paediatric nephrologist as per routine practice. In the initial phase ‘risky organs’ that are likely to have a higher chance of delayed graft function (e.g. donor severe acute kidney injury, extended criteria donors) or surgical complications (e.g. complex vascular or urological reconstructions, extensive capsular tears) will not be accepted. DCD donor should be considered and discussed on a case by case (for example a young donor with short CIT locally may be acceptable). 

2.6.2 Overall, though deceased donor kidneys will continue to be considered using pre-existing clinical pathways, i.e. careful consideration of individual risks and benefits for the potential recipient will take place. 

2.6.3 Deceased donor selection and SARS-CoV-2 issues.

· All potential deceased organ donors in the UK that proceed to organ offering have nose and throat swabs and endotracheal aspirates sent for SARS-CoV-2 nucleic acid testing. A positive screening result precludes organ donation. 
· Negative SARS-CoV-2 nucleic acid testing does not completely exclude evolving SARS-CoV-2 infection. To date, there have been no reported proven cases of donor-derived transmission of SARS-CoV-2. 
· Consideration of organs from potential deceased donors who have recovered from confirmed or suspected COVID-19 will follow NHSBT guidance. Discussion with Trust consultant virology colleagues is mandatory if organs from such donors are considered or if there are other significant donor viral issues. 
3. Admission to hospital and management during inpatient stay 
3.1 Once organ offer accepted, patient and identified carer will be asked to come to the hospital.
3.1.1 If unable to use private transport (and to travel only with family members living in the household), taxi should be booked by renal ward team. Patient and carer will be provided with and asked to wear facial mask during the journey and until they arrive in hospital. 
3.2 Nurse in charge to inform the microbiology laboratory that rapid test for SARS-CoV-2 will be required with result in 1-2 hours. 
3.3 Patient will be admitted into the room designated specifically for testing of transplant recipients (treatment room on Eagle opposite cubicle 12) and rapid SARS-CoV-2 nasopharyngeal swab will be sent.  
3.4 Cubicles 11-13 will be a clean area. Doors at each end of that corridor will be kept closed at all times with clear visible sign that entrance is not permitted. Treatment room in green area will have a separate medicine area. Nursing staff looking after the patients in green area will have their own CISCO phone. 
3.4 Patient and carer to remain in the testing room until result known. 

3.4.1 If test negative for SARS-CoV-2, transfer patent and carer to a green area on Eagle (cubicles 11-13). 

3.4.2 If the test for SARS-CoV-2 is positive, transplant will be cancelled and patent 
discharged home. See point 1.4.2 

3.5 Rapid SARS-CoV-2 nasopharyngeal test result will be chased:

3.3.1 During Monday-Friday 9am-8pm by renal junior doctor


3.3.2 During out of hours and weekends, result to be chased by renal nurse in 


charge. 

3.6 Bloods, swabs, urine dipstick, clinical examination as per Renal Transplant Protocol 2020. Portable chest Xray will take place in patient cubicle. 
3.7 All healthcare professionals allocated to look after the transplant patients will have temperature checked and COVID-19 screening questionnaire done at the start of each shift; all staff will wear PPE (mask, gown and gloves) and theatre scrubs and follow regular hand washing Trust recommendations (pre and post contact with patient).

3.7.1 The nurse looking after the patient will only look after patients in green area during shift. 


3.7.2 There will be a senior renal fellow who will be the only doctor having 


contact with patients in green area during the shift. 


3.7.2.1 If admission happens out of hours (Monday to Friday 6pm-8:30am, Saturday and Sunday), renal consultant on call will do clinical examination of patient/admission or a senior renal fellow allocated for this task as per rota (this will be decided by a renal consultant on call). 



3.7.2.2 MED2 fellow is NOT to have physical contact with patient and carer unless MED2 happens to be renal fellow.  

3.7.3 Anaesthetist and lead operating surgeon will assess and consent patient in 



patient cubicle. 
3.8 Surgeries will take place following non COVID 19 theatre pathway. 

3.8.1 Patient will recover in theatre if logistics permit (i.e. no other operations scheduled in the same theatre) or in the recovery. Nurse and a renal fellow from green area or consultant on call (if out of hours) to attend handover in recovery. 
3.9 Doppler ultrasound and handover of patient care will take place in recovery room (unless there is no other emergency following the transplant and can therefore be recovered in the theatre where the operation took place). 
 3.10 Patient will be transferred back to his cubicle in 'green' area on Eagle ward from the recovery room or theatre. 
3.11 If PICU is needed, patient will be admitted to COVID-19 negative PICU (Seahorse). 
3.12 If transplant happens out of hours, renal consultant on call will need to remain in hospital and look after the patient. Junior doctor cross covering specialties out of hours will not be looking after newly transplanted patients in green area. 
3.13 Patients in green area will be the first patients to be seen on the ward round. 
3.14 If renal consultant on call becomes unwell or experiences contact with SARS-CoV-2 positive patient, second on call renal consultant will look after the patient. 
3.15 Aim to discharge to patient accommodation on day 5-6 post operation if recipient well. 
3.16 Delayed graft function management: If dialysis is necessary, this will be provided in a green zone in cubicle 13. 
3.16.1 Transplant patient should be dialysed first at the start of the shift. 
3.17 Immunosuppression should be tailored to reduce risk (ie avoidance of depleting antibodies) 
3.18 Parent/carer will be signed off to give medicine before discharge and carer medicine teaching in order to be signed off will start on day 1 post transplant. 
4. Discharge and post-transplant monitoring 
4.1 Patient and carer will be discharged into COVID-19 negative patient accommodation (details to be confirmed at Trust Senior meeting on 4/6/2020).
4.2 Daily blood tests and clinical review will be done by the transplant consultant of the week and will be carried out in a designated cubicle in an outpatient setting (this cubicle will only be used for review of the renal transplant patients <6 weeks post transplant during 8:30-10:30). 
4.3 Aim for early discharge home to continue shielding with household members. Continue to shield for 12 weeks. 
4.4 Patient to only travel in private transport or via hospital taxi as an individual transport. 
4.5 Timing of discharge and frequency of hospital visits will be decided individually and will be led by transplant team initially moving to video clinic monitoring via Zoom on Epic with home blood testing where appropriate to reduce hospital visits. 
5. Management of an acutely unwell recently transplanted patient 
5.1 If the recently transplanted patient (<6 weeks post transplant) becomes unwell with fever or any other symptoms of COVID-19, patient will be admitted to COVID-19 testing cubicle on Eagle ward in amber zone. 

5.1.1 Urine and blood cultures will be sent as well as viral PCRs. 


5.1.2 If the swab is negative for SARS-CoV-2,  patient will be admitted to amber area. 

5.1.3 If the swab is positive for SARS-CoV-2,  patient will NOT be isolated in a COVID-19 ward and will be cared for on Eagle in red zone (cubicle 15). Care will be delivered by a renal doctor (consultant or fellow) not looking after patients in green area on Eagle ward. This could be renal senior fellow or one of the nephrology consultants. Immunosuppression amendments will be discussed at an ad hoc transplant MDM between transplant nephrologists and surgeons.  
5.2 If the serum creatinine rises, and the transplant consultant deems that a biopsy is necessary, patient will be admitted to COVID-19 testing cubicle on Eagle ward, swab sent for SARS-CoV-2. 

5.2.1 If swab for SARS-CoV-2 is negative, patient will be transferred to a cubicle in 


'green' area on Eagle ward. 

5.2.2 If the ultrasound is needed, this will be done as a portable scan and it will take 
place in patient cubicle. 


5.2.3 If the patient needs renal allograft biopsy, this will be done in a COVID-19 


negative area in IR theatre. 


5.2.4 If rejection is confirmed on biopsy, careful consideration of which anti rejection 
medication would be suitable will be discussed between transplant nephrologists 


and surgeons. 

5.3  Any acutely unwell transplant patient will be managed jointly by a transplant consultant, transplant surgeon and an on call renal consultant. 
This SOP supplements Protocol for restarting deceased donor transplant programme at Great Ormond Street Hospital for Children (April 2020) after discussions with paediatric nephrology and transplant surgical teams and MDT discussions involving medical and nursing staff (on Eagle Ward and Level 7 Transplant Support Unit) together with other MDT members (including microbiology, virology, haemodialysis, pharmacy, psychosocial, play specialist, theatres, anaesthetic, intensive care and hospital senior management teams with operational planning and clinical governance). 
Appendix 1
Checklist to support informed consent discussions around kidney transplantation during COVID-19 
1) explain what is SARS-CoV-2 and COVID-19 and risks for children in general, and in the transplant population
- Current (mid-May) data on COVID-19 in children:
- post-transplant UK data:
- of 1700 patients aged between 0-17 years with a functioning transplant (any organ type, e.g. heart / lung / liver / kidney) in early 2020, 3 have tested positive for SARS-CoV-2 by mid-May. None have died.
- waiting list UK data
- of 170 patients aged between 0-17 years on the wait list for transplants 2020 (any organ type), 3 have tested positive for SARS-CoV-2 by mid-May. None has died.
- hyperinflammatory syndrome associated with COVID-19 in small number of cases
-Generally, outcomes in children who acquire COVID-19 are much better than the older population
2) the risk of transmission of SARS-CoV-2 from the donor to the recipient
 - explain relevant living/deceased donor screening pathways and tests
 - explain no cases of proven donor-transmitted diseases thus far, worldwide 

 - one living donor liver case where donor was incubating SARS-CoV-2, still not transmitted with the liver
- there may still be a risk of transmission but likely to be far less than 1 in 100
3) the risk of the recipient developing COVID-19 post-transplant from sources not related to the donor
- risk of doing transplant during (asymptomatic) incubation period (and what the incubation period is)
- rationale of shielding period pre- and post-transplantation
- rationale of screening questionnaires and SARS-CoV-2 nose and throat tests prior to transplant and chances of false-negative and false-positive screening tests
- outcome data on surgery in patients during incubation period from adults only, but possible implications of this need to be discussed
- risk of nosocomial acquisition post-transplant
- post-op PPE and infection prevention and control policies
- plans for follow-up and shielding policies and policies on visitors / carers
- cannot guarantee that they won’t come into contact with patients / visitors / carers / healthcare works carrying SARS-CoV-2
- how COVID-19 would be managed post-transplant and implications for the recipient and graft and immunosuppression management

4) logistical and organisational issues, e.g. future access to operating theatres, critical care beds, ward beds, and outpatient follow-up and re-admission pathways
- explanation of current pathways
5) risks of not proceeding to transplantation
 - outcomes without transplantation
- risks of developing COVID-19 and the implications
- implications of declining this offer and the estimated wait for another offer, including difficulties predicting this in the COVID-19 environment (likely drop in donors for the short-term)
 
