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NHS BLOOD AND TRANSPLANT  

NOTES OF THE CARDIOTHORACIC REVIEW WORKSHOP  
HELD ON FRIDAY, 4 FEBRUARY 2011 

IN THE MAXWELL ROOM, THE KINGS FUND, 
11-13 CAVENDISH SQUARE, LONDON W1AG 0AN    

PRESENT:     

Mr David Mayer, Chair (DMa) Clinical Lead for Organ Retrieval, NHSBT 
Professor Robert Bonser (RB) Chairman of Cardiothoracic Advisory Group 
Mr Steven Tsui  (ST) Director of the Transplant Service & Deputy Medical  

Director, Papworth Hospital 
Mr Rajamiyer Venkateswaran (RV) Consultant Transplant Surgeon, Wythenshawe Hospital 
Mr Udim Nkere (UN) Consultant Cardiothoracic Surgeon, Golden Jubilee  

National Hospital, Glasgow 
Dr Paul Murphy (PM) Clinical Lead for Organ Donation, NHSBT 
Dr Gerlinde Mandersloot (GM) Clinical Lead for Donor Management, NHSBT 
Kathy Collins (KC) Nursing and Quality Advisor, National Services  

Division, NHS National Services, Scotland 
Peter Croan (PC) Head of Finance & Operations, National Services  

Division, NHS National Services, Scotland 
Andrew McKirgan (AM) Director of Operations, Queen Elizabeth Hospital 
Piers McCleery (PM) Director of Strategy, Royal Brompton and Harefield 

NHS Foundation Trust 
Lucy Davies (LD) General Manager, Heart Division, Harefield Hospital 
Judy Coombes (JC) Directorate Manager, Wythenshawe Hospital 
Diane Goodwin  Transplant Directorate Manager, Papworth Hospital 
Teresa Moss (TM) Director of National Specialised Commissioning, NSCT

 

Duncan Ambrose (DA) Senior Commissioning Manager, NSCT 
Dr Martin Ashton-Key (MA-K) Medical Adviser, NSCT 
Sally Johnson (SJ) Director, Organ Donation and Transplantation, NHSBT

 

Karen Quinn (KQ) Assistant Director, UK Commissioning, NHSBT 
Rachel Johnson (RJ) Head of Organ Donation and Transplantation Studies, 

 

NHSBT 
Kerri Barber (KB) Statistics and Clinical Audit, NHSBT 
Emma Billingham  (EB) Group Manager, Cardiac Services, Queen Elizabeth 

Hospital  

Lindsay Arnell, Facilitator (LA) Project Manager, NHSBT  
Keren Knight, Facilitator (KK) Project Manager, NHSBT 
Lesley Kaminski, Secretary  Commissioning Team Administrator, NHSBT     

APOLOGIES:     

Professor James Neuberger  Associate Medical Director, NHSBT 
Mr Andre Simon  Director of Transplant, Harefield Hospital 
Professor Nizar Yonan  Director of Transplantation, Wythenshawe Hospital 
Karen Adam  Service Manager for General Surgery 
Dave Metcalf  Divisional Finance Director - Organ Donation and 

Transplantation    
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1 Welcome, Apologies and Introductions  

David Mayer (DM) welcomed everyone to the meeting.    

Apologies were received as above.    

2 Setting the Scene  

DM set the scene on the implementation of the ODTF Task Force 
recommendations for organ retrieval.  The NORS data for the first 9 
months (April-December 2010) showed that cardiothoracic team 
activity was not as great as expected and there were concerns.  The 
workshop had been convened following discussion at CTAG to   

Professor Robert Bonser (RB) formally opened the meeting by asking 
the question why do we use so few organs from the existing donor 
pool?

  

In summary:  

 

The number of hearts declined without inspection is increasing 

 

Abnormal ECG s are cited as the main cause of rejection 

 

40% of hearts are rejected without inspection 

 

There is a slight increase in the acceptance rate of lungs 

 

Poor function is the main cause  for rejection of lungs 

 

160 lung donors are rejected without inspection  

NORS Team Data (1 April-31 December 2010)  

Rachel Johnson (RJ) said that the number of deceased donors is 
increasing, mainly after DCD deaths.  The number of lungs 
transplanted has increased slightly over the last 10 years and that there 
are 200-300 patients awaiting transplants at any one time.  

DM gave a summary from a review lead by Professor John Wallwork 
presented to NSCT:  

 

The number of heart transplants has not increased despite an 
increase in the overall number of donors.  During 2010 fewer than 
100 heart transplants were performed. 

 

There is an increase in the general age and co-morbidity of 
potential donors.  Optimal donor management has increased the 
availability of organs. 

 

Transplant waiting lists do not reflect the need for heart and lung 
transplants. 

 

Greater use of marginal donor organs should be encouraged. 

 

Given the current number of centres and personnel involved for 
compliant rotas, current cardiothoracic retrieval and transplant 
activity is insufficient to maintain surgical skills. 

 

Unless transplant activity is increased, then a number of centres 
will need to be reduced to concentrate expertise.    
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Workshop Session  

Lindsay Arnell (LA) led the workshop, providing all attendees with the 
opportunity to identify potential reasons for low retrieval rates, current 
issues and future threats.  

There was agreement on the perception that cardiothoracic transplant 
surgery does not hold the same career prospects as other 
cardiothoracic surgery, which can be mostly performed electively.  In 
the report lead by Prof Wallwork it was recognised that there were a 
number of cardiothoracic transplant surgeons who were due to retire 
and a training programme had been initiated by the National 
Commissioning Group (now NSCT) for as succession planning. Of the 
two trainees, one did not complete the training and the other candidate 
has had difficulty in securing a permanent post because of a lack of 
vacancies.  Steven Tsui (ST) suggested that one of the outcomes of a 
review might be an incentive system to encourage surgeons to take 
part in transplant surgery.  Udin Nkere (UN) said that there in Glasgow 
there were no new jobs for surgeons to apply for.  

RB addressed the meeting about waiting lists.  There are concerns that 
there is a geographical axis across the UK for referral.  A review of 
referral criteria has been carried out indicating what patients should be 
referred and the findings will be widely distributed.    

ST said that acceptance criteria are common.  One problem is that 
some GPs and cardiologists do not refer patients in a timely fashion 
and there is an inconsistency of waiting lists.  Sally Johnson (SJ) said 
that there are some groups of patients who are not referred to see a 
cardiothoracic surgeon at all.  

ST said that there are not enough donor hearts for the patients 
requiring them and that other methods of treatment should be looked 
at.  

Teresa Moss (TM) asked whether there had been any concerns raised 
by clinicians in the South West (given concerns about abdominal 
retrieval) .RB responded that referrals were lower in the South West 
than elsewhere.  

Peter Croan (PC) said that costs must be reduced with a higher output 
of transplants.  TM said that there is a policy that donated hearts 
should not be wasted.   

Rajamiyer Venkateswaran (RV) suggested that early donor 
optimisation should be looked at as a way forward to increase numbers 
of donors.  In Manchester, teams were currently attending donors 1.5 
hours before the liver teams arrived.  

It was announced that Dr Gerlinde Mandersloot has been appointed as 
the NHSBT Clinical Lead for Donor Management.  She would be 
reviewing donor optimisation pre theatre as part of her role.  

RB raised non-attendance of teams to donors.  SJ said an outcome 
has to be found to find a way to attend every donor and also to speed 
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up the offering process would help.  The Donated Organs Monitoring 
Group (DOMG) is currently looking at these issues.  Paul Murphy (PM) 
said that donor optimisation causes delays, delays for the SNOD s and 
subsequently the offering process.  He noted that ICU staff would be 
more likely to be sympathetic to a delay for clinical reasons to 
maximise the number of organs retrieved.  

GM noted there may be variances between units, especially when 
there are competing pressures.  Theatre utilisation targets in London 
had been set at 90% which leaves very little time to carry out donor 
optimisation in the theatre.    

RB asked whether we should optimise every organ and how much 
does it affect the likelihood of accepting organs for transplant.   
RB said that there were a number of factors that have to be taken into 
account with marginal organs.  The allocation of the organs to the 
patient, whether it should remain a centre specific or national specific 
should be looked at.  Centre specific would increase the number of 
retrieval teams and transplant teams.  A national policy would decrease 
the number of transplants.  If the best hearts went into regions, what 
happens to the other hearts?  DM said that this was part of the 
Retrieval Standards document.  Recipient centres can come to retrieve 
if they can get there in time and if the primary NORS team is not 
available.  

SJ asked if there was a need for so many centres especially if coupling 
takes place.  Can we sustain the existing number of units and is every 
cardiothoracic unit going to be a transplant unit.  

MA-K asked if we were talking about cardiac, cardiothoracic or 
thoracic.  DM asked if all teams should retrieve hearts and lungs.    

In future, demand would be for lungs more than hearts.  

There is a high level of rejected donors.  RB would like them re-offered 
if the organs are good enough.  DM queried whether every DCD and 
DBD should be visited by a team.  RB said that the national DCD lung 
protocol would be available before the end of this financial year.  All 
current retrieval teams will be able to contribute.  

UN asked why we do not have a national team rather than the 
Papworth model.  DM said that this was outside the remit of this 
meeting.  

DM said that CTAG would need to give clear guidelines as to what a 
team must go out to.  All cardiothoracic teams to assess whether or not 
the donor is suitable.  

MA-K asked if an extra 2-3 hours before retrieval might improve the 
rates and outcomes of transplantation.  Donor optimisation must be 
taken into account.  The Papworth model does result in more delay in 
the retrieval process.  ST suggested solid DBD donors be attended 
before the abdominal teams arrive and let the cardiothoracic team have 
2-3 hours to carry out donor optimisation to increase the number of 
organs available for retrieval. 
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RB said that it had been agreed by CTAG that if three centres gave a 
reason for rejection, the retrieval would not progress.  DM said that if 
the first centre turns down an organ, it should then be offered to all 
teams.  Anthony Clarkson (Assistant Director, Organ Donation) and 
Ann Yates (Duty Office Manager) are current discussing simultaneous 
offering with the SNOD s.  

NHSBT requires feedback from recipient co-ordinators re EOS offering.  
There is currently an initiative underway to refine EOS.  

Outcome  

PM suggested that as soon as a SNOD agrees the criteria, the cardiac 
team should leave within the hour.  The Cardiac team works within the 
ITU and then the heart is offered via EOS.  It must be accepted that 
this may prolong the overall retrieval process  

RB proposed that retrieval zone sizes should be reviewed.  Should 
English centres have areas of equal size?  At least half the donors 
within their zone should be used by themselves.  ST said that NORS 
retrieval zones were based on travel times, not population.  

DM suggested matching allocation to donor zone instead of the other 
way round.  

RB said that via CTAG, allocation has to be discussed.  They need to 
decide whether to go for a national allocation or for centre specific 
primacy.  Agreement has still not been reached.  SJ asked for 
timescales and RB said that a decision will be made in the next 3 
months.  NHSBT/NSCT will have to support the change.  

DM asked about agreeing the principle of 200 transplants per year.  
Would this still give enough opportunity if there are six centres?  MA-K 
said that he did not think 200 was a viable figure.    

RB said that attendance of donors by team can increase the lung 
transplant rate by 30-40% and increase the potential heart utilisation 
rate to nearly 45%.  In non-attended/rejected donors there are at least 
80 hearts/lungs.  

ST said that we must look at the number of organs turned down, 
especially for function.  If the process can be improved and donors 
managed earlier it would change the number of organs available for 
transplant.  

There was discussion around the reduction of skills and training 
opportunities: do we have a realistic sustainable structure at the 
moment?  RB said that the balance put forward in the training review 
gives a sustainable opportunity.  Units are reluctant and there are 
financial restrictions. NSCT needs a mandatory regulation to make 
units comply.  

DM asked how we can maintain skills, taking into account the EU 
Working Time Directive.    
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ST said that there are 36 surgeons who are able to transplant/retrieve 
for 150 cases and this number is too many.  We need to concentrate 
the work and expertise on a smaller number of people.  Succession 
planning is very important.  

ST is of the opinion that there are too many centres.  Glasgow is 
currently protected but it is having problems recruiting into the 
transplant field as lots of physicians are not progressing patients for 
transplant.   

3 Actions  

 

NSCT to advocate succession planning.  The recruiting of 
dedicated individuals is still a problem.  

 

Echo cardiography has been asked to be carried out by SNOD s.  
Issues to be discussed at CTAG.  

 

SJ suggested that Professor James Neuberger and MA-K send a 
letter re CUSUM s.  

 

SJ suggested that a small group look at the EOS timings.  

 

Donor Optimisation needs to be clinically aligned, especially in 
particular with CTAG.  TM suggested payment by results.  Donor 
Optimisation will be a disincentive if ICU s are not being 
reimbursed.  NHSBT to advise TM.  

 

SJ suggested that a meeting with a member of each of the retrieval 
teams to discuss conflicts between teams be arranged.  KQ to 
organise.     

NSCT   

RB   

JN/MA-K   

AC/KQ  

GM      

KQ   

4 Close  

DM thanked everyone for coming to the meeting.     


