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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 

 
ADVISORY GROUP CHAIRS COMMITTEE 

 
Peer Review of Cardiothoracic Transplant Centres 

 
Purpose of the paper 
To provide an update to SMT on progress made with the Peer Review process, outcomes and 
recommendations for next steps. 
 
Background 
NHSBT has been working in collaboration with NHS England (NHSE) to deliver the 
recommendation in Taking Organ Transplantation to 2020 that a Peer Review process should 
be established for Transplant Centres, to support the learning and sharing of best practice/ 
innovative approaches and identify and address any issues.  Following positive responses 
from the Cardiothoracic Advisory Group, it was agreed that the approach should be piloted in 
cardiothoracic centres. 
 
Progress to date 
Between September 2014 and February 2015, we worked with NHSE and other relevant 
stakeholders to develop an approach, assessment criteria and train a body of reviewers.  
 
All 7 UK CT Centres were visited in March 2015 by a team including: consultant surgeon; 
consultant physician; senior nurse; physiotherapist; patient representative; NHSBT 
representative. 
 
The reports from each visit have been shared with CT Centres for correction of any factual 
errors and should be available NHSE by the end of May.  
 
Findings 
The final report summarising the findings has not yet been received from NHSE. An interim 
report is provided at Annex A for reference.  
In summary: 
Benefits of the process for Transplant Centres 

• Stimulated Centres to update and review their standard documents and clinical pathways, 
even prior to the review;  

• Established wider participation of centre staff in MDT as a standard of care 
• Highlighted local resource problems in a national context 
• Lessons from participation in the Review Teams can lead to local improvements at the 

centre 
Benefits for NHSBT 

•  Arena for discussing benchmarked data, as disseminated by NHSBT, supported 
increased collaboration across different Centres; (e.g. regarding organ utilisation 
rates and subsequent outcomes of any organs accepted by other Centres) 

• Identification of evidenced best practice/ lessons learned, which will be used to 
inform future policy and guidance. 

• Resource issues which specifically affect delivery of more transplants were 
identified: 
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o Lack of access to ITU reported as an immediate concern at one centre 
o Rationing of ITU beds for transplants was registered as a concern at a 

different centre 
• Good practice identified  

o robust MDT;  
o enthusiasm and cohesive team working;  
o innovative audit processes, including a general adoption of weekly organ 

utilisation review. This is especially pertinent to efforts to increase organ 
utilisation 

Benefits for NHS England 
• Under-resourcing in Centres led to physicians cross-covering areas outside their 

expertise, with potential risks patient safety/ outcome 
• All centres had severely-pressed individuals maintaining key services 
• Large  differences in staff resources in key areas were identified, probably related 

to discrepancies between fixed cost funding,   
(NB all of these equally of importance to NHSBT in terms of the overall delivery of 
a high quality service) 

 
Issues 
The future of the Peer Review team in NHSE is now firmer, but there is significant pressure on 
a relatively small team. This capacity issue has led difficulties in their ability to monitor and 
take active steps where appropriate to ensure action is taken against national, regional and 
local recommendations.  It has also impacted in their ability to undertake further Peer Reviews 
of transplant centres. 
 
In addition, the Peer Review team has been restructured within the NHSE Quality Surveillance 
Team, which has led to the need to review processes and priorities for the Peer Review 
programme. These discussions are ongoing and unlikely to be resolved for some time. 
 
It is possible that NHSE would be able to roll out to other Transplant Centres – the suggestion 
is that Liver Transplant Centres would be the next key area to address – if NHSBT were able 
to provide some funding. If SMT agreed in principle, then this could be explored in more depth, 
but initial discussion suggested that £30k would be required. 
 
Next steps 
NHSE have indicated that the individual reports will be finalised by the end of May and a draft 
Overview report will be available for the next meeting of Advisory Group Chairs in June. 
 
Following precedents with other Peer Review programmes, NHSE intended to publish the 
Overview report on their website, which will include links through to the individual reports. 
However, following the move within NHSE, this approach needs to be agreed by NHSE Senior 
Officials. Even if the individual reports are not published, the Peer Review team does not 
anticipate there being any problem with providing the individual Centre reports to members of 
CTAG, to support sharing of lessons learned and best practice. 
 
May  Final reports received from NHSE 
June Report to AG Chairs on success of pilot project and outcomes; Commence 

monitoring of action taken against recommendations. Regular reports on progress 
to be provided at CTAG meetings. 

July  Final review of pilot project and agreement regarding next steps 
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Subject to approval from NHSE senior team, NHSE to publish all Centre reports 
and overarching report. 
If appropriate, develop approach for future peer review programme, potentially of 
Liver Centres, with the aim of completing by March 2016. 

 
Aug: put proposals to ODT SMT 
 
Recommendations made to SMT 
Any decision would need to be informed by the reports from NHSE regarding the outcome and 
benefits of the pilot. However, it would be useful to have an indication from SMT at this stage 
about the preferred next steps, subject to the review and analysis of the pilot, to inform 
negotiation with NHSE. 
 
The following recommendations are made: 

1. NHSBT shares individual reports and overall report from CT Peer Review with CT 
Advisory Group, and AG Chairs/ other Advisory Groups with particular focus on 
recommendations requiring national action or sharing lessons learned/ areas of best 
practice for national dissemination. 

2. Monitoring of action taken against recommendations in the report should be overseen by 
ODT Care, but led by CTAG. NHSE Surveillance Centre should take the lead on 
monitoring and supporting action at local and national levels against recommendations 
from the CT pilot report. 

3. That we continue with discussions regarding resourcing for potential future projects – 
estimated to include: 
§ Provide NHSE with funding to support the organisation – estimated to be in the region 

of £30k. 
§ Senior clinical input in to the development of any further peer review programmes 
§ Data provided by NHSBT Statistics and Clinical Studies  
§ NHSBT representative to undertake training and attend visits 

 
 
Prof. John Dark 
Clinical Lead for Governance 
June 2015
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Peer Review of Cardiothoracic Centres – Interim report of findings (Annex A) 
 

1. Background 
1.1. Work has been undertaken to deliver the recommendation within the TOT 2020 strategy 

to ‘Develop a system of peer review that is underpinned by a set of agreed standards 
for retrieval/ transplant centres.’  

1.2. Transplant Centre safety and compliance with legislative requirements is already closely 
monitored and addressed through the HTA and the NHS England commissioning 
process. Following discussion with NHSE, it was agreed that the peer review system 
should be developed in collaboration with them, starting with a pilot for cardiothoracic 
centres.  

1.3. In order to avoid duplication with existing processes and support improvements in the 
quality of care and outcomes for patients, focus was on sharing good practice and 
learning, at all levels, about different models of care at different Centres.  

1.4. Peer Review was piloted with cardiothoracic organs.  
1.5. All the costs associated with the pilot are being borne by NHSE. NHSBT is providing 

data to support and inform the review process. 
 

2. Process 
2.1. Developing approach and criteria: Two one-day meetings were convened, to develop a 

series of Measures, eventually numbering 23 in all, based on the Service Specifications. 
The version of Measures used for the Cardiothoracic Peer review is available from 
Claire Williment on request. 

 
2.2. Training: Three teaching sessions, in London, Leeds and Manchester, trained a cadre 

of Reviewers. The review teams were multi-disciplinary, including surgeons, physicians, 
nurses, physiotherapists, managers and NHSBT representatives. 

 
2.3. Collating data: Trusts were given 6 weeks to send responses to: how they met the 

various measures; what steps were in place to remedy any shortfalls. Documents 
produced were posted on a website. The review team reviewed all the documents, 
testing the product against the Measures, in advance of the meeting. 

 
2.4. Visit: The Review Team met with the Transplant Team for up to three hours, with 

discussion based on the agreed criteria and focussing on sharing of learning and 
addressing any areas of concern. 

 
2.5. Report: The Review Team produced the report on the same day. Following quality 

checks with the NHSE Peer Review Team, it was shared with the Centre for ratification. 
All the reports will be finalized by the end of May and published on the National Peer 
Review website - http://www.nationalpeerreview.nhs.uk. 

 
2.6. Sharing lessons learned: It is proposed that the CT Advisory Group should take an 

active role in the dissemination lessons learned.  
 Other vehicles for dissemination include: 

§ ODT Microsite 
§ NHSE Peer Review website 
§ AMD Bulletin 
§ Speaking at national events (e.g. session at BTS; Congress) 

 

http://www.nationalpeerreview.nhs.uk
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3. NHSBT Resource Impact 
3.1. NHSE provided the resources for co-ordinating the pilot project (e.g. drafting 

documents, organising meetings, delivering training etc.). It also provided the funding to 
cover the pilot project. 

 
3.2. NHSBT provided the following resources: 

§ National Clinical Lead for Governance – to advise on a daily basis on approach and 
encourage active participation of CT Centres. 

§ Statistics and Clinical Studies – to provide benchmarked data against which Centres 
would be assessed. 

§ Representative to participate in reviews. This included 3 people attending a one-day 
training course, participating in review visits, input to the drafting of the visit report 
and commenting on any amendments. 

 
4. Addressing areas of immediate concern 

4.1. Any areas for immediate concern were escalated immediately with the relevant party by 
the NHSE representative present at the visit. For example, in one instance there was an 
area of immediate concern identified, where patient safety was considered to be at 
significant risk due to lack of bed space. This issue was raised immediately with NHSE, 
who is responsible for capacity issues, as well as with the Trust CE. 

 
5. Findings 

 In summary: 
 Benefits of the process for Transplant Centres 

• Stimulated Centres to update and review their standard documents and clinical pathways, 
even prior to the review;  

• Established wider participation of centre staff in MDT as a standard of care 
• Highlighted local resource problems in a national context 
• Lessons from participation in the Review Teams can lead to local improvements at the 

centre 
Benefits for NHSBT 

•  Arena for discussing benchmarked data, as disseminated by NHSBT, supported 
increased collaboration across different Centres; (e.g. regarding organ utilisation rates 
and subsequent outcomes of any organs accepted by other Centres) 

• Identification of evidenced best practice/ lessons learned which will be used to inform 
future policy and guidance. 

• Resource issues which specifically affect delivery of more transplants were identified: 
o Lack of access to ITU reported as an immediate concern at one centre 
o Rationing of ITU beds for transplants was registered as a concern at a different 
 centre 

• Good practice identified  
o  robust MDT;  
o enthusiasm and cohesive team working;  
o innovative audit processes, including a general adoption of weekly organ utilization 

review. This is especially pertinent to efforts to increase organ utilisation 
Benefits for NHS England 

• Under-resourcing in Centres led to physicians cross-covering areas outside their 
expertise, with potential risks patient safety/ outcome 

• All centres had severely-pressed individuals maintaining key services 
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• Large  differences in staff resources in key areas were identified, probably related to 
discrepancies between fixed cost funding,   
(NB all of these equally of importance to NHSBT in terms of the overall delivery of a 
high quality service) 

 
6. Monitoring action against recommendations 

6.1. It is suggested that the following process for monitoring progress against 
recommendations contained in the local and overarching reports should be taken: 
§ NHSE Surveillance Unit monitors action against local, regional and national 

recommendations, drawing in stakeholders as required. 
§ CTAG receives reports at all meetings regarding actions taken against 

recommendations and takes an active role in supporting local and national 
implementation. 

§ NHSE would co-ordinate visits to any Centres struggling to deliver on local actions 
after 6 months from the first visit, to explore and address barriers to successful 
implementation. 

 
7. Lessons learned 

7.1. Experience with CT Peer Review has highlighted the following issues that should be 
considered when/ if taking forward further roll-out: 

7.1.1. Time pressure – the project was developed, organised and delivered within 
7 months. This had some benefits in terms of delivering at scale and pace and 
gaining momentum. However, it also meant that there was not enough time to 
consult or be completely rigorous in terms of developing the measures. Whilst 
no concerns were raised regarding the measures of timescales for visits, it 
was a high-risk approach. 

7.1.2. Focus on the positive – One of the factors leading to the process being so 
well received was the approach of focussing on sharing of information and 
identifying/ overcoming barriers. 

7.1.3. Collaboration with NHSE– This was extremely effectively in delivering a 
complex and potentially high-risk project within tight timescales. Each 
provided its own expertise and resources. It is unlikely that NHSBT along 
could have delivered the project within the given timescales, as it has no 
authority over Transplant Centres.  However, as NHSE was in a state of flux, 
this also led to some problems with turn-around times and focus on some 
occasions. 

7.1.4. Consultation with Centres – Early consultation with CT Centres on the 
proposed measures and approach ensured their active support and co-
operation. The fact that it was inclusive of all UK countries also helped to 
ensure a level basis for review and consistency of expectations. 

7.1.5. Training of Peer Reviewers – This was delivered to all Peer Reviewers at 3 
locations across the UK. However, we have had some feedback from 
Reviewers that they were unclear about the exact criteria for review. This 
would need to be addressed in any future Peer Review visits. 

7.1.6. Dissemination – More thought should have been given at an earlier stage 
about the roles for disseminating lessons learned/ key messages and 
monitoring action taken against the final recommendations. 
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8. Proposals for the future of the peer review programme 
8.1. CT Centres – Progress against recommendations needs to be monitored and 

supported, as outlined above. NHSE would organise visits of any Centres that appear to 
be struggling with local implementation after 6 months of receiving the final report. A 
further Peer Review visit of all CT Centres should be undertaken in 2016/ 17. 

 
8.2. Roll-out to other Centres – It is suggested that, subject to a review of the current 

process, the peer review programme should be rolled out to other Transplant Centres, 
starting with Liver Centres.  The successful NHSBT/ NHSE collaborative model should 
be built on to deliver further peer review programmes. However, given NHSE resource 
constraints, this may mean that NHSBT would need to provide some funding. Lessons 
learned from the CT review should be reviewed and developed to inform the next set of 
visits. 


