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Introduction 
 
This report summarises the findings from clinical audits undertaken as part of the 
annual rolling programme within Organ Donation and Transplantation (ODT), 
covering the period from 1st January – 30th June 2015. 
 
A full annual report will be available in early 2016, containing full benchmarking data 
and details of relevant national actions required. 
 
Headlines 
 

- Significant improvement in the quality and accuracy of organ donor files since  
2013  

- Quality and accuracy of donor family follow-up and communications to other 
professionals involved in the donation process requires some improvement 

- Still some regional variation across all audits and all findings 
- Audit of organ donor casenotes will likely require some fine-tuning but will be 

feasible 
 
Background 
 
The 2015 clinical audit rolling programme contains three audits:- 
 

a) a re-audit of organ donor documentation which repeats an audit carried out in 
2013 (AUD2615) and looks at the quality and accuracy of the transcription of 
medical and social information from organ donor files held by Organ Donor 
Support Teams (ODSTs) to the Electronic Offering System (EOS). 

 
b) an audit of organ donor family follow-up which assesses the quality of 

communications to the families of organ donors and the professional staff 
involved in the donation process 

 
c) an audit of information transfer from organ donor medical notes, assessing 

the quality and accuracy of the transcription of medical information from 
hospital casenotes to EOS 

 
These audits are timetabled to take place on a rotational basis with one audit every 
four months with the audits carried out by clinical audit staff. Outcome reporting is 
automated, with reports given to ODSTs on the day of the audit taking place. 
Regional / Team Managers (RMs and TMs) then have a six week period in which to 
interpret the findings and develop any actions needed. These actions are monitored 
through Q-Pulse 5.  
 
For audits a) and b) above, sample size is based on 2013/14 donation figures with an 
intention to audit 940 donors across all 12 ODSTs in 2015. A sample size akin to 
audits a and b is not logistically possible for audit c), with numbers likely to differ 
according to a wide range of variables. 
 
Clinical Governance Incidents raised during this period are described with relevant 
identification numbers. For all audits, ODSTs receive feedback at the time and issues 
are acted upon at a local level. 
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Part 1 – Re-Audit of Organ Donor Documentation 
 
Between January – June 2015, 435 donor files were audited across five ODSTs. 
 
Blood Group 
 
No mismatches were found between laboratory reports and EOS. Other mismatches 
were found in five donor files – four between donor referral forms and EOS, one 
between a hard copy Core Donor Data Form (CDDF) and EOS. However, in all 
cases the blood group recorded on EOS could be confirmed as correct. 
 
In one case, EOS displayed a donor as group A Negative (A-) when a laboratory 
report within the donor file confirmed the donor blood group as A Positive (A+). 
Further investigations identified an EOS print-out which confirmed the donor as A+ at 
the time of donation, indicating that the blood group had been changed at some point 
post donation rather than being as a result of any issue by the ODST. A clinical 
governance incident was raised (ODT-OCC-1564). 
 
Virology 
 
Hard copy virology reports covering all requested tests were found in 99.1 % (431 / 
435) of donor files audited – an improvement from 92.3% in 2013. Of the four donors 
missing some reports, three were missing confirmation of Epstein-Barr Virus (EBV) 
whilst the other contained no confirmatory virology reports. 
 
Hard copy virology reports and EOS were a full and complete match in 94.7% (412 / 
435) of donor files, improving from 55.6% in 2013. In four cases, EOS had not been 
updated to reflect the outcome of testing – however, evidence was found that the 
virology results had been relayed to the appropriate transplant centres.  
 
Seven cases involved malaria or T-Cruzi testing – in these cases, EOS clearly 
confirmed that these tests had been ordered due to the travel history of the donor but 
failed to be updated with the negative results. Again, relay to transplant centres was 
evident in six of those cases with the seventh confirming that the results were not 
passed on as the transplant centre were unconcerned at the time of donation. 
 
One clinical governance incident was raised (INC1075) – in this case, EOS showed 
the pre-transfusion Cytomegalovirus CMV result as positive when the hard copy 
virology report and the organ donor pathway both showed the result as negative. 
Additionally, an EOS printout also showed the donor as CMV negative indicating that 
the CMV status had been changed at some point post-donation. 
 
Donor Height 
 
The donor height measurement on the bodymap matched that given in EOS for 
99.3% (432 / 435) of donor files, with two cases identified as having a 1cm 
discrepancy. In the other donor file, the bodymap stated a height of 165cm whilst 
EOS displayed a height of 168cm. Two EOS printouts were available – one showing 
EOS displaying 165cm, the other showing 168cm. Senior Nurse – Organ Donation 
(SN-OD) notes refer to a remeasurement after the arrival of the retrieval team but 
without enough information to fully understand which was the correct donor height. 
 
97.0% of donor files were a height match in 2013. 
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Patient Assessment (PA1) Information 
 
The medical and social information contained in the Patient Assessment (PA1) form 
was a complete and accurate match with the information on EOS for 80.5% (350 / 
435) of donors, improving from 51.9 in 2013. Table 1 below shows the relevant 
sections of the PA1 form and the number of donors where PA1 information and EOS 
did not match. 
 
Table 1 – PA1 Information vs EOS (2013 figures in brackets) 
 

PA1 Section No. of files with a mismatch 

Alcohol Intake 52 – 12.0% (22.1%) 
Tattoos / Piercings / Acupuncture 5 – 1.1% (3.5%) 
Smoking 6 – 1.4% (5.1%) 
Travel History 38 – 8.7% (16.4%) 
General Medical History 9 – 2.1% (15.3%) 
Social Risk Factors 1 – 0.2% (3.4%) 
 
Examples of the mismatches can be found in Appendix A. 
 
General Practitioner (GP) Fax 
 
A copy of the returned GP fax was present in the file for 97.9% (426 / 435) donors – 
eight of the nine donors who did not have a copy in their file were not registered with 
a UK GP. 
 
Medical history provided in the GP fax was consistent with EOS in 97.2% (414 / 426) 
donors. Examples of the mismatches can be found in Appendix B. 
 
There was clear evidence of an attempt to contact the GP of the donor prior to 
donation in 48.0% (209 / 435) of donors. However, anecdotally this is likely to be an 
under-reported figure as attempts to contact the donor GP were possible, but not 
clearly documented in a number of donors. 
 
General Findings 
 
Organ donor case files were a full and complete match1 with EOS in 74.0% (322 / 
435) of donors compared with 13.9% in 2013. 
 
Mismatches with no appropriate explanation were found in 0.9% (4 / 435) of donor 
files– improving from 4.0% in 2013 
 
Part 2 – Audit of Organ Donor Family Follow-Up 
 
Between January – June 2015, 503 donor files were audited across six ODSTs. As 
this is the first iteration of this audit, no comparative information exists. 
 
 
 
 
                                            
1 Within the areas of the donor file covered as part of the remit of this audit 
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Outcome Letters for Proceeding Donor Families 
 
For donor families who did not decline follow-up, 99.7% (292 / 293) received an 
outcome letter, with 80.5% of those being sent within two weeks (as directed by 
MPD845 – Family Care for Potential Donors). 
 
Team variances were found with 72.3-100% of letters being sent to donor families 
within two weeks of donation 
 
Thank You Letters for Non-Proceeding Donor Families 
 
For donor families who did not decline follow-up, 80.0% (152 / 190) received a thank 
you letter, with 82.2% of those being sent within two weeks (as directed by MPD845). 
 
Again, team variances were found with 67.4-100% of thank you letters being sent to 
potential donor families within the two week window. 
 
Family Keepsakes 
 
MPD845 indicates that where potential donor families request donor handprints as 
keepsakes, a copy (not the original) should be retained in the donor file. Where 
handprint requests were documented, copies were found in the files for 75.1% (130 / 
173) of proceeding donors and 71.2% (52 / 73) of non-proceeding donors. Figures 
varied by ODST from 33.3-94.1%. 
 
The audit originally set out to assess whether original handprints were stored within 
donor files rather than copies – however, it was not possible to definitively distinguish 
between originals and copies for many donors.  
 
MPD845 also states that where potential donor families request hairlocks as 
keepsakes, evidence of hairlocks being provided should be found in the donor file. In 
no circumstances should locks of donor hair be kept within the donor file. Where 
hairlock requests were documented, evidence of handover to donor families was 
found for 81.8% (90 / 110) of proceeding donors and 65.6% (21 / 32) of non-
proceeding donors. Figures by ODST varied from 0-92.3%. 
 
It is likely that this is reflective of a lack of evidence that hairlocks were passed to 
donor families rather than requests not being fulfilled. 
 
Quality of Donor Family Letters 
 
The total number of letters written per donor varies by ODST, ranging from 3.3 – 10.2 
with an overall average of 4.7 and reaching as high as 31. 
 
That variation continues, with the number of letters addressed to donor families 
varying from 1.7 – 4.3 averaging 2.3 letters per donor. One donor file contained 16 
letters to the donor family. 
 
In total, 1176 donor family letters were audited, 0.7% (8 / 1176) of which contained 
some issue relating to the naming of the recipient of the letter, whilst 2.5% (29 / 
1176) contained issues relating to the address of the letter recipient.  
 
10.5% (124/1176) were not marked ‘Private and Confidential, 90.3% of which were 
from one ODST. One letter contained an incorrect donor name – this was highlighted 
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in a complaint by the donor family and clearly addressed by the appropriate Regional 
Manager. 
 
Two letters contained incorrect donor gender references and 6.7% (79 / 1176) of 
letters contained a clear and obvious spelling / grammatical issue – this equates to 
12.9% (65 / 503) of donors. 
 
Further details of issues relating to the letters to donor families can be found in 
Appendix C. 
 
Quality of Professional Letters 
 
Letters are also written to hospital staff, students and coroners who played some part 
in the care / donation process for an individual donor.  
 
The number of letters addressed to professionals varied from 1.3 – 5.9, averaging 
2.3 letters per donor. One donor file contained 23 letters to various professionals 
involved in the care / donation process. 
 
In total, 1172 professional letters were audited, 2.2% (26 / 1172) of which contained 
issues relating to the naming of the recipient of the letter. 
 
Of those letters audited 24.1% were not marked ‘Private and Confidential’, 69.5% of 
which were from one ODST. In most cases, professional letters were worded in such 
a way that donor name / gender reference issues could be avoided and none have 
been found in the audits undertaken so far. 
 
15.7% (184 / 1172) of letters contained a clear and obvious spelling / grammatical 
issue, equating to 14.7% (74 / 503) of donors. This difference when compared to 
donor family letters is highly likely to emanate from a greater use of templates when 
writing professional letters than donor family letters. 
 
Further details of issues relating to the letters to donor families can be found in 
Appendix D. 
 
Part 3 – Audit of Information Transfer from Organ Donor Medical Notes 
 
Due to a lengthy process for securing appropriate permissions to access hospital 
casenotes process, between January – June 2015, eight donor files were audited 
across one ODST. One additional audit has been planned for July 2015, after which 
a decision will be made on the suitability of this audit to continue as part of the rolling 
programme for 2015 and beyond. 
 
In this audit, discrepancies between the donor hospital casenotes and EOS were 
found with three donors and are currently being risk assessed for significance. 
 
Donor One – the donor presented at a different hospital in atrial fibrillation and was 
cardioverted. EOS confirms the eventual diagnosis of viral cardiomyopathy but 
contains no reference to atrial fibrillation or cardioversion 
 
Donor Two – the donor was described on EOS as being normotensive, with no 
episodes of hypotension or hypertension. The medical casenotes refer to a 
‘prolonged period of hypotension’ around 90mins post-admission along with an 
earlier reference to the use of noradrenaline for low blood pressure 
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Donor Three – the donor had a history of asthma, hayfever and eczema which was 
noted on EOS. The medical casenotes contain a printout from a local health centre 
(unsure if a GP Practice or NHS walk-in centre) which give a past medical history of 
a number of issues including ‘lobar pneumonia due to unspecified organism’ and 
‘rickets’. Additionally, the Trust’s online Patient Administration System (PAS) detailed 
a previous admission for the donor following an assault, which was not referenced 
within the medical casenotes. This admission details a minor facial fracture with 
blurred vision in one eye and traumatic emphysema, all rectified without the need for 
surgery. The PAS entry also detailed an allergy to Non-Steroidal Anti-Inflammatory 
Drugs (NSAIDs), specifically Ibuprofen – none of the PAS information was found on 
EOS. 
 
Next Steps 
 
The rolling clinical audit programme will continue to be undertaken and will cover all 
remaining ODSTs. Actions are being developed at a local level where needed and 
the annual report due for publication in January 2016 will detail any national / service 
wide actions that are required along with detailed information to allow ODST 
benchmarking. 
 
 
Marc Lyon 
Clinical Audit Manager 
Governance and Clinical Effectiveness 
 
27th July 2015 
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Appendix A 
 
Examples of identified mismatches in PA1 information 
 
Alcohol Intake 
 
- ½ - 1 bottle of wine per day 
- 40 units of red wine per week 
- 300 units per week (EOS had the ‘alcohol abuse’ option marked as yes and free 
text described the GP confirmation of alcohol abuse but there was no reference to 
the intake amount) 
- 40-50 units per week 
 
Tattoos / Piercings / Acupuncture 
 
- acupuncture in the two-three week period prior to donation for arthritic pain 
- four instances of tattoos, all within last two years prior to donation, two within last 
six months 
 
Smoking 
 
- all 6 donors were ex smokers of varying lengths and amounts 
 
Travel History 
 
- grandfather born in South America, donor never met him 
- donor lived in United States from 1964 – 1982 
- donor travelled to Burkina Faso 10 months prior to donation, ill on return with 
symptoms of dizziness. Dizziness was recorded on EOS but no reference to travel or 
connection to travel 
- donor travelled to Bahrain 6 months pre-donation 
- donor travelled to Abu Dhabi 10 months pre-donation 
 
General Medical History 
 
- donor experienced rheumatic fever as a child 
- PA1 described a recent GP visit for ‘pain in right leg & passing urine’ 
- donor experienced a Deep Vein Thrombosis (DVT) following a long-haul flight four 
years prior to donation 
- family reported a 1st weight loss in 4 weeks due to the donor eating les  
 
Social Risk Factors 
 
- the donor had recently moved empty bat boxes 
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Appendix B 
 
Examples of identified mismatches in GP Fax information 
 
- heart failure 
- heart failure / heart attack / anteroseptal hypokinesia 
- rectal bleeding within the last two years 
- cellulitis 
- ‘abnormal weight loss’ visit five months pre-donation 
- diverticular disease (in two donors) 
- leg ulcer treatment 
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Appendix C 
 
Examples of issues identified in letters to donor families 
 
Naming of the Recipient of the Letters 
 
- one letter mis-spelt the name of the spouse of the donor 
- three letters were not addressed to any named individual and contained only an 
address and a ‘Strictly Private and Confidential’ mark 
- for three letters, the named individual was spelt differently to that given on other 
documents such as the Organ Donation Clinical Pathway or Consent Form 
- one letter addressed the recipient by their middle name, with investigations unclear 
as to whether they should be addressed by their first name or by a ‘known as’ name 
 
Addressing of Letters 
 
- five letters were sent to an incorrect house number, e.g. 77 instead of 37. In one 
case, two letters were sent (six months apart) to house number 34 when the Organ 
Donation Clinical Pathway and Consent Form confirmed number 24. The donor file 
also contained a letter from the donor family dated prior to the second letter which 
confirmed their address to be number 24 
- three letters contained an incorrect address suffix, e.g. Fox Den Street instead of 
Fox Den Road 
- seven letters contained an incorrect postcode 
- 14 letters contained mis-spelt addresses (predominantly town names) 
 
Incorrect Gender References 
 
- in one letter, when describing how the donor kidney was matched to a gentleman in 
his early 60s, the letters stated ‘…one can only imagine how grateful she must be to 
finally have been given the chance of a new life’ 
- in an outcome letter for a female donor, the letters stated how the recipient would 
be grateful for ‘…his gift to them’ 
 
Spelling / Grammatical Issues 
 
Examples include:- 
 
- ‘…following are phone call last week…’ 
- ‘Should you change adress or wishing not to receive any further follow up…’ 
- a small number of letters that are dated prior to the date of donation or at some 
point in the future 
 
Some letters contain multiple issues, with one example including the following:- 
 
- ‘He was due to be discharged soon form hospital…’ 
- ‘At your request it has been place in to a research project…’ 
- ‘…must be feeling tremendously please to of received his transplant so soon’ 
- ‘…tissue from his eyes which will be used to help restore the sigh of two people’ 
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Appendix D 
 
Examples of issues identified in letters to professionals 
 
Naming of the Recipient of the Letters 
 
- 1 letter contained an inappropriate salutation, e.g. a letter addressed to Dr. J. Smith 
was addressed ‘Dear Smith’ 
- 16 letters contained incorrectly spelt names 
- 9 letters were marked ‘Private and Confidential’ but were not addressed to any 
named individual and were addressed to ‘(Name)’, ‘Staff Member’, ‘XXXXXX’ or just 
contained a recipient address. On many occasions, such letters contained donor 
identifiable information and donation outcomes. 
 
Spelling / Grammatical Issues 
 
Issues found were very similar to those found in donor family letters and are highly 
likely to be driven by template use. The biggest issue in professional letters was the 
use of plurals – e.g. organs v organ’s, ‘Both of the kidney’s were transplanted…’ 


