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CGMG 
Incident 

No. 

Date Summary 

755/1011 12/10/2011 
 

Urine toxicology screen performed at donor hospital by retrieval team.  
Screen indicated opiates present in urine, no policy to support this practice.  
Positive result resulted in questioning from NORS retrieval team re validity of 
BSDT, significant delays in retrieval operation and resulting loss of 
cardiothoracic organs.  This team will no longer test donors for opiates. 

 
 

CGMG 
Incident 

No. 

Date Summary 

829/1211 08/12/2011 BSD donor with suspicious lesion in the head.  All abdominal transplant 
centres made aware and sent to neuropathologist for examination.  
Cardiothoracic retrieval centre accepted lungs which were declined by 
potential recipient after discussion re the lesion.  No other suitable recipients 
on the list to re-offer to.  Test result advised benign lipoma and lungs would 
have been suitable for transplant.  Issue raised as to whether discussion with 
potential recipient should have taken place once the results were known.  

 
 

CGMG 
Incident 

No. 

Date Summary 

836/1211 11/12/2011 Delay by zonal team in accepting the heart and lungs.  Recipient identified 
required a heart and lung transplant and planned to domino their heart.  
Provisional offer made to another centre should a recipient for the domino 
not be found.  Delay to theatre requested to mobilise recipient from some 
distance away.  It later transpired that the domino heart had not been 
accepted and only lungs were to be retrieved.  Accepting centre requested 
echo and cardiac output studies and mobilised a team to retrieve.  Resulting 
in severe delay to organ retrieval and a mid-surgery suspension of 2.5 hours 
whilst awaiting arrival of cardiac retrieval team.  Key issues were delays due 
to poor communication between cardiothoracic centres and lack of 
standardised practice between centres. 

 

 
Action:  CTAG is asked to consider the above incidents and comment as appropriate. 

 

 



CTAG(12)2 
 

TOE requirements 
 

CGMG 
Incident 

No. 

Date Summary 

963/0312 22/03/2012 
 

NORS zonal team agreed to perform the cardiothoracic organ retrieval.  
However the centre accepting the heart asked to retrieve the heart 
themselves.  When asked to retrieve the lungs as well as the heart, this was 
refused.  Reasons given were that this would prolong the ischaemia time for 
the heart (for an urgent heart recipient) and the team did not have the ‘tools’ 
to retrieve lungs.  NORS retrieval team then also mobilised to retrieve lungs. 
Proceeded to theatre, PA catheter inserted and TOE performed – heart 
declined due to deteriorating function at assessment in theatre and lungs 
declinded due to findings at bronchoscopy. 

 
 

CGMG 
Incident 

No. 

Date Summary 

792/1111 07/11/2011 NORS zonal team asked to mobilise to DBD donor as heart had been 
accepted.  NORS team advised no anaesthetist available and therefore 
would be unable to carry out an assessement TOE on the donor as 
requested by the accepting centre (which would not accept the heart without 
a TOE).  Cardiology consultant based at donor hospital agreed to perform 
TOE out of hours.  Echo performed but heart declined based on the result. 

 
 

CGMG 
Incident 

No. 

Date Summary 

873/0112 04/01/2012 Accepting centre for heart requested that a member of their team attend to 
perform a TOE, resulting in a 2 hour delay.  In fact the whole team arrived, 
resulting in two teams being tied up for one retrieval.   

 
Action:  The above 3 incidents relate to the use of TOE as an assessment tool.  CTAG is asked to 

 consider the above incidents. 
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