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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE WORKING GROUP: 
IMPROVING HEART & LUNG DONATION AND TRANSPLANTATION RATES MEETING 

HELD ON TUESDAY 12 JULY 2011 
AT THE ROYAL COLLEGE OF ANAESTHETISTS, LONDON 

 
 

PRESENT:  
 
Steven Tsui Chair – Surgeon, Papworth Hospital, Cambridge 
Stephen Clark Surgeon, Freeman Hospital, Newcastle 
Saleem Haj-Yahia Surgeon, Golden Jubilee National Hospital, Glasgow 
Gerlinde Manderloot Consultant, Royal London Hospital 
David Mayer Clinical Lead, NHSBT 
Catherine Sudarshan Surgeon, Papworth Hospital, Cambridge 
Raj Venkateswaran Surgeon, Wythenshawe Hospital, Manchester 
 
 
IN ATTENDANCE:                      Kamann Huang   Secretary (NHSBT) 
       

   ACTION 
 APOLOGIES:  
 Andre Simon, Robert Bonser, Dermot McKeown and Paul Murphy.  
   
  1 Background  
   
  1.1 A meeting in London on 4th February 2011 to discuss the retrieval of 

cardiothoracic organs raised concerns regarding the low percentage 
of cardiothoracic organs being retrieved largely due to inconsistency 
with acceptance criteria amongst centres, and a lack of retrieval 
teams going out to see the potential donor.   
As a result, CTAG proposed a working group ‘Improving heart and 
lung donation and transplantation rates’ to be set up to examine the 
issues. 
The meeting on the 12 July 2011 is for the attendees to review why 
there appears to be differential between transplant centre organ 
donor retrieval teams and to come up with a proposal and a list of 
actions to increase cardiothoracic transplant rates for submission to 
the next CTAG meeting on 21 September 2011. 
D Mayer emphasized the importance of getting the proposal endorsed 
as soon as possible as the alternative is for transplant centres to be 
rationalised. 
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  2 Why do we use such a low number of donors from the donor 

pool? 
 

   
  2.1 NHSBT data shows that out of the six transplant centres, five centres 

show a 50% or more decline for hearts offered for transplant.  S Tsui 
stated that the rejection of hearts due to poor function is now up to 
40% and is the most frequent reason for hearts being rejected.  
NORS teams are reluctant to go out until they feel a heart is useable 
ie. often making a prejudgement about a heart being marginal from 
the information they have received and therefore not attending donor 
retrieval, a manifestation of risk adverse behaviour. 
There has been a reduction in donation after brain death (DBD) over 
the years.  Conversely there has been a dramatic increase in 
donation after cardiac death (DCD) over the last three to five years.  
This has resulted in an increase in the donor pool.  However for 
cardiothoracic (CT) donors it has gone down.  In addition to a 
reduction in CT donors aged below 60 years and an increase in the 
portion of DCD donors, the number of potentially useable hearts has 
decreased in the last year to 500 hearts.  No CT donors were 
reported to have been used in the last 10 years from donors above 60 
years of age.  One of the challenges is to increase the number of 
donated hearts used in this age group. 
It was commented that the longer the waiting time for a donor to be 
pronounced as DBD then the poorer the quality of the heart for CT 
donation. 
S Tsui stated that for 73 - 90% of the time, CT organ retrieval teams’ 
are showing no activity but are being funded by NHSBT.  It is a rare 
occurrence for four CT organ retrieval teams to be out on any one 
day.  Three CT organ retrieval teams being out is the highest national 
activity recorded to cover the workload which raises the issue for 
rationalisation.  The question was raised as to whether the reason for 
this was organisational or clinical.   

 

   
3 Volume of activity/targets  
   
 3.1 At a meeting on 13 May 2011 there was discussion about what was 

expected to be a reasonable volume for heart transplants in the UK.  
Currently there are less than 100 heart transplants undertaken per 
year whilst for lung transplants it is 141 per year.  The heart transplant 
rate in some countries in Europe is reported to be three to four times 
higher than the UK.  Members were asked what they believed to be a 
reasonable figure for heart transplants in the UK.  A figure of 150 
heart transplants per year as a minimum was suggested.  This would 
result in 25 heart transplants per year for each of the six UK 
transplant centres.  It was commented that the figure of 150 heart 
transplants per year may be an unrealistic target as this would require 
a 60% increase in activity for a less active transplant centre.  S Tsui 
stated that the figure of 150 heart transplants per year was a good 
starting point although ambitious. 
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  4 Why are CT NORS teams not going out?  
   
  4.1 Discussion took place around why CT NORS teams are not going out.  

S Tsui commented that the reason could be due to long standing 
practice within a transplant centre leading to a reluctance to change 
the acceptance criteria for marginal donors.  Another reason cited 
was the lack of a suitable recipient being available on the waiting list 
to match the donor heart.  The question of suitability was raised as to 
whether this was down to a height, gender or size discrepancy as 
organ retrieval teams in Europe are prepared to take the offer of a 
heart donation.  S Haj-Yahia reported on an audit on organ 
transplants undertaken near Glasgow, which highlighted a lot of 
hearts that were declined.  Difficulty was found in utilising the hearts 
that were offered with no suitable recipients which led to a decline in 
the performance of the centre, which in turn led to even fewer heart 
failure patient referrals for transplant.  A weekly audit and review of all 
heart donors was put in place and to list the reason for non 
acceptance of a heart.  The overall objective of the scheme was how 
to increase the use of donor hearts. 
A roadshow to increase heart failure referral was undertaken visiting 
17 centres in Scotland giving talks on the importance of referrals with 
the proposal for the referring physician to deal directly with the 
surgeon/consultant at the Transplant Unit.  Any borderline cases had 
to be confirmed by two surgeons regarding the matching criteria. 
S Clark reported on a similar initiative being undertaken in Newcastle 
where if a donor heart is declined the case is discussed with another 
surgeon.  Guidelines were drawn up listing the criteria for when to 
accept and when to decline heart and lung donation.  Height, weight 
and size criteria are also listed against each patient on the waiting list. 

 

   
  5 Organ Retrieval Team Attendance  
   
  5.1 S Clarke to send their centre’s acceptance criteria for hearts and 

lungs to attendees for comment. 
It was stated that an understanding needs to be given from NHSBT to 
issue a set of criteria for when CT NORS teams are to go out to 
eliminate any hesitation. 
S Tsui stated that CT NORS teams need to attend every donor case 
unless there is an absolute contraindication and stressed that they 
need to set off within one hour of a donor being identified at any time, 
seven days per week.  The proposal is to send one experienced 
member of the NORS team first as a “scout” to carry out the 
necessary assessment and if the organ is deemed acceptable for the 
rest of the team to follow for retrieval.    
The retrieval time is normally set for two to three hours.  It was 
commented that this may be too short a time for heart retrievals 
leading to the practice of rushing the procedure and resulting in non 

S Clark 
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retrievals.  By changing this practice to spend more time on donor 
management may result in improving heart retrievals. 
It was recommended that the process of donor heart assessment 
should be brought forward to the ICUs for DBD donors.  This would 
require an initiative to make it more acceptable to families for NORS 
team members to attend donors in ICU which would enhance the 
retrieval process.  CT NORS teams are sometimes kept idle at the 
donor hospital because theatre is not available and they are not 
allowed to attend the donor in ICU.  There needs to be a better 
understanding from SNODs to facilitate teams for retrieval in ICT. 
S Haj-Yahia reported that discussions were already underway with 
intensivists in Scotland.  By involving intensivists in the decision 
making of whether to accept or decline an organ ie. to work with them 
and to support them would greatly facilitate the initiative being 
accepted. 
G Mandersloot commented that the Intensive Care Society is nervous 
around donor management for DBD patients.  She stated that they 
are trying to encourage intensivists to go for donor optimization from 
the point of brain stem death (BSD) testing.  A draft document 
“Donation after Brain Death Donor Management – Extended Care 
Bundle” was presented to members outlining the nursing care as well 
as the medical care aspects.  (Refer to 10.1 for action taken). 

   
  6 Coupling of organ retrieval and allocation  
   
  6.1 A recent change in NORS guideline has permitted re-coupling of 

organ retrieval and allocation.  Early attendance of a potential cardiac 
donor by a member of the local NORS team need not be in conflict 
with this.  For example, a potential donor in the Manchester zone can 
be attended by a “scout” from the Manchester NORS team.  If the 
donor heart was subsequently allocated to a recipient at Papworth, 
the Papworth NORS team could still travel to the donor hospital and 
join the “scout” from the Manchester team to retrieve the organ, as 
long as it did not delay the retrieval process. 
Members agreed that this process of coupling should continue. 
It was commented that problems can arise, for example, if the 
Harefield organ retrieval team is in Plymouth with a donor being in the 
London area causing complications in terms of back up and mixing 
retrieval teams.  S Tsui responded that if a scout from Harefield is in 
Plymouth and another donor is identified in the Harefield zone, then a 
scout from the second on team should go to the second donor to 
carry out assessment and donor management.  

 

   
  7 Donor Attendance Criteria  
   
  7.1 It was commented that if the donor management person is to set off 

first to carry out the initial assessment there may be problems around 
the length of time before aortic cross clamping which can sometimes 
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be up to 20 hours.  This is a very long time for one person to be 
working.  The question of looking at changing shifts in ICU was 
raised.  S Tsui stated that individual NORS team would need to make 
the judgement of whether to take an additional person to the donor 
hospital to relieve the “scout” who had gone out to make the initial 
assessment. 
The question was raised about the resource and additional transport 
cost involved if a “scout” has to travel to the donor hospital first 
followed by the rest of the NORS team in a second vehicle later.         
S Tsui stated that NHSBT believe this would be a worthwhile cost if 
more donor hearts could be retrieved. 
The question was raised regarding whether the initiative for sending 
out an individual to undertake the initial assessment should be a 
staged implementation or a set date for implementation. 
The practice for the CT NORS team at Papworth Hospital is to go out 
before the abdominal NORS team.  In Manchester the CT NORS 
team go out 1.5 hours before the abdominal NORS team.                   
S Haj-Yahia reported that they are currently working on getting the CT 
NORS team to go out first.  S Tsui stated that it was best to leave the 
individual centres to manage their NORS teams.   
S Clark to email S Tsui their centre’s donor attendance criteria. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

S Clark 
   
  8 How to motivate people and donor management  
   
  8.1 Discussion took place regarding how much funding each donor centre 

received.  Currently a fixed sum is provided to a donor hospital 
irrespective of the number of organs retrieved from a donor so there 
is no incentive for a donor hospital to increase its resource use in 
order to realize a donor heart from a multi-organ donor.   
Approximately £2k was reported to be the funding allocated to each 
donor to cover ICU and theatre costs. 
D Mayer believes that looking at costs is not the answer to increase 
motivation.  Going down this route would probably result in increased 
cost of administration. 
The question was asked “How much more is required for donor ICUs 
to increase their activity?”  Fixed funding is normally sent to the Chief 
Executive of a donor hospital so increased activity from an ICU will 
not be individually rewarded.  The question was raised that if the 
proposal is to pay by results then where does payment start – should 
this start at the point of death?  Currently funding covers the cost of 
care for a patient until he/she leaves ICU for organ donation.               
D Mayer commented that payment by activity was a complicated area 
to go into. 
If incentives are to be proposed then these will need to be raised at 
CTAG.   
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An alternative of reducing the opportunity cost to the donor hospital 
would be to look at undertaking organ retrieval outside daytime hours 
and using the theatre during vacant time periods.  Currently most 
hospitals provide a room for retrieval.  Discussion took place 
regarding possible problems of going down this route ie. if theatre 
usage is pushed up to 90% then it will become more and more 
difficult to get into theatre thus requiring a priority list for usage.  
Whilst retrieval at night may not interfere with other work this may rely 
on less experienced people and will result in the need for a “self 
sufficient team”.  This issue is not for members to agree at the current 
meeting, as this group cannot influence setting of the retrieval time.  

   
  9 Speed up offering process  
   
  9.1 Discussion took place around the offering process at the various 

centres.  For Papworth, the Duty Office (DO) at NHSBT informs the 
recipient co-ordinator there is an offer using the “electronic offering 
system” (EOS).  The co-ordinator will look and take the details 
manually and then ring the on-call transplant fellow.  The on call 
transplant consultant is then called to discuss the recipient match.      
S Tsui highlighted that this process was undertaken for training and 
education of transplant fellows.  
R Venkateswaran reported the centre in Manchester used a single 
form to complete as their set criteria and any missing information can 
be retrieved from EOS from the co-ordinator before passing onto the 
transplant consultant. 
In Newcastle, there is a direct line from the co-ordinator in front of 
EOS to the transplant consultant.  S Clark outlined an initiative in 
Newcastle via improved information technology to move to an 
AppleMac iPAD system for transplant consultants.  S Tsui 
commented that at Papworth, their IT would not support AppleMac 
and would only support “Blackberry” for encryption/security reasons. 
D Mayer reported that in Birmingham they had trialled the Blackberry 
platform which is encrypted for their waiting list and has worked fairly 
well.   
Members discussed how to make the “offering process” to “decision 
to transplant” more expedient. 
At present two centres are offered an organ simultaneously with the 
organ offered to the centre at the top of the list and also offered 
provisionally to the second centre.  If the second centre declines the 
offer of an organ then it is provisionally offered to the third centre.  
The suggestion was made to offer organs to all six centres 
simultaneously and to let them know their status on the priority list.  
However, this would lead to centres receiving over 500 calls per year 
regarding DBD donors under 60 years of age but in reality, only a 
small precentage would be realised.  This would de-motivate staff in  
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handling a larger volume of calls of provisional offers but getting only 
a relatively low increase in definitive organ offers. 
G Mandersloot stated that there needs to be an agreed national set of 
acceptance criteria for CT donors.  This would cut down the offering 
time for the decision making process following receipt of all the 
required donor information. 
C Sudarshan to email S Tsui Papworth’s minimum dataset for donors. 
G Mandersloot emphasized the need for IT support to be stepped up 
to meet the objective of having a national minimum dataset generated 
for use at the time of acceptance. 

 
 
 
 
 
 

C Sudarshan 

   
10 Delays in assessing and managing donors  
   
10.1 G Mandersloot stated that when a BSD is announced all nursing care 

is removed from that point onwards. 
G Mandersloot presented a document to members “Donation after 
Brain Death Donor Management – Extended Care Bundle” which 
included “Physiological Parameters/Goals” at the request of the 
nursing team. 
The guidelines will be used to stabilise donors before testing and 
before the CT NORS teams take over. 
Feedback was given from members regarding the document and            
G Mandersloot will email attendees the revised document.  
Agreement from K Quinn and A Manara will be required.  The 
document will be finalised by 15th July 2011 ready for implementation.  
Once the document has been signed off by J Neuberger the 
document can be implemented nationally. 
Discussion took place around retrieval teams having the capability of 
carrying out echocardiograms rather than leaving it to donor centres 
to carry out.  The suggestion was made to set the minimum 
echocardiogram (ECHO) parameters and to have a basic baseline 
ECHO in the centre. 
R Venkateswaran to draw up the minimum ECHO parameters where 
ECHO is available. 
S Tsui asked if T3 was used routinely.  It was confirmed that five of 
the six centres do.  In the absence of the Harefield representative it 
could not be confirmed if this practice was also undertaken in the 
Harefield zone.  It was commented that limited experience with 
certain situations may deter retrieval eg. use of Aramine infusion 
could result in retrieval not being undertaken.  This might be mitigated 
if the donor was attended to early on by a “scout” and the Aramine 
infusion was changed to a Vasopressin infusion. 

 
 
 
 
 
 
 
 
 
 

G Mandersloot 
 
 
 
 
 
 
 
 
 
 
 

R Venkateswaran 
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11 Donor management in operating room/who does it?  
   
11.1 Donor Management in the operating room is now undertaken by 

Donor Care Physiologists (DCP) or Donor Management Practitioners 
(DMP) where available.  Otherwise, this responsibility still falls on the 
donor hospital anaesthetists. 
S Tsui reported that Papworth had five DCP for the past five to six 
years but three left when they became uncertain about their future.  
Papworth now has two DCP but is actively recruiting four trainee DCP 
to restore viability of the DCP program.   
Members were asked if this was a good approach to adopt?   
D Mayer agreed that this initiative was a good philosophy to adopt.   
It was recommended that individual transplant centres to consider the 
above initiative.  

 

   
12 Change organ preservation strategy/practice  
   
12.1 C Sudarshan reported that from a recent literature review, no single 

preservation method has been shown to be superior to the others.  
Therefore, there is no evidence to support a change in the organ 
preservation method. 
S Clark commented that this topic should be included in the proposals 
but could not recommend an alternative strategy to use.  There is no 
evidence to ask centres to change so members agree that the best 
way forward is to put in guidelines asking centres to consider 
alternatives. 

 

   
13 Undertake a UK organ preservation study  
   
13.1 It was recommended that a benchmark study could be undertaken in 

the UK against a couple of other countries in Europe to compare like 
for like. 
Germany carry out a higher number of heart transplants than the UK 
but the one year heart survival rate in Germany is poor compared to 
that for the UK.  S Tsui commented that remedial steps need to be 
taken about the transplant rate in order to examine and address risk 
adverse behaviour in CT transplant teams. 
S Hai-Yahia commented that 80% of deaths in Glasgow are down to 
ischaemia time of more than three to four hours.  If there are no 
recommendations to make by the group then we should think about 
looking at clinical trials, modern technology, what is perceived to be 
best practice and to consider angiograms for the future. 
It was reported that having angiograms means moving patients to the 
cath lab after BSD to carry out an investigation. This has been raised 
at CTAG in the past but not been agreed upon by NHSBT. 
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D Mayer is to contact UNOS to find out if they can provide us with 
data regarding multi organ donors who have undergone coronary 
angiograms for kidneys to establish whether those kidneys had a 
different primary graft dysfunction rate. 

 
D Mayer 

   
14 Risk Aversion  
   
14.1 D Mayer pointed out that if a transplant team is not experiencing any  

primary graft dysfunction after heart transplant, it probably means that  
such centres are not stretching themselves and using marginal 
organs. 
S Tsui highlighted that if more marginal hearts are used, there could 
be an increase in primary graft failure rate.  It is important that heart 
transplantation does not get bad publicity as a result of a higher donor 
heart failure rate. 
D Mayer to find out if NHSBT keep records of heart transplant 
outcomes for hearts offered from the UK for transplantation in Europe. 

 
 
 
 
 
 
 
 

D Mayer 

 
July 2011 


