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Organ Donation and Transplantation                                                                      
National Organ Donation Committee 

Realising the Donation Potential – ‘Club 28’ Workshop Notes 

Brainstem Testing 
Problems/Challenges Solutions 

• Bed pressures & ICU 
capacity 

 
 
• Where to stabilise patients 

prior to testing? 
 

• Resource implications of # 
testing  

 
 
 
 
• Patients in ED 
 
• If moving patients from ED 

to ICU, how to explain the 
move to families? 

 
• How to provide time for 

the organ donation 
conversation 

Cultural shift – make it usual and expected. It was commented 
that the ODTF report was published 5 years ago, and that more 
proactive measures need to be implemented. 
 
Stoke have developed a rota of nursing staff on call who are 
available to work when a potential donor presents, using an 
unstaffed ICU bed.  Funding is provided by the donor money 
from NHSBT.  NHSBT considering alternative approaches to 
provide ICU beds for donors. 
 
Some hospitals have developed Catastrophic Brain Injury 
protocols, which result in routine ICU admission for this cohort 
of patients. There are therefore less withdrawal decisions in the 
ED or elsewhere in the hospital.  Despite the poor prognoses of 
these patients, local neurosurgeons are in agreement with the 
implementation of these protocols.  The move can also support 
better timing of the donation conversation. 
 
Some hospitals have a greater willingness than others to admit 
patients to ICU solely for the purposes of palliative care/end of 
life care.  This is very dependent upon the ethos of the ICU.  
 
‘Management’ of the ICU capacity problem may be hiding the 
issue so that it isn’t visible – consider methods to collect data to 
demonstrate ICU capacity challenges and support case for 
increasing capacity. Unable to facilitate donation because of bed 
pressures on ICU is a harm that the hospital hierarchy must be 
made aware of. 
 

• Clinicians who won’t test 
• ‘Ethical’ objections and 

getting across the idea that 
BSD testing is not simply 
about donation 

 
 
 
• Some still argue that NICE is 

only ‘guidance’ 
 
• Possible lack of confidence 

and/or ability to undertake 
testing  

Peer pressure was also highlighted as a method to deal with 
suboptimal performance.  Rather than identifying individuals 
who ‘won’t test’, regular discussion of donation activity at 
departmental meetings, including highlighting and questioning 
why testing did not take place has been a useful tool with 
positive effects. 
 
Others felt a more direct approach was warranted including 
reporting to clinical director / medical director, and 
implementing processes within Trust clinical governance 
structures. 
 
 
Agree on trust policy on futility and withdrawal of treatment 
(led by the consultant body) 
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GMC and NICE guidelines support active management.  
Guidance still has significant weight as the view of a respected 
body of medical opinion 
 
 

• Clearly missed patients 
 
 

Agreement that Trust Donation Committees had important role 
to play. 
 
Ensuring that hospital policy is implemented. 
 
Suggestion that cases of non-testing should undergo external 
review and the outcome reported to the Committee chair. 

• Donor management prior to 
testing. 

Cases identified of poor donor management out of hours due to 
lack of senior input/guidance. Highlighted need for potential 
donor management protocols and ensuring optimal donor 
physiology prior to testing. 

• Withdrawal decisions made 
too quickly 

• Lack of confidence can lead 
to withdrawal rather than 
active management 

• Out of hospital cardiac 
arrest  - sometimes more 
difficult to diagnose BSD so 
it is easier to follow DCD 
route even if the patient 
appears to ‘cone’ 

Agree trust policy regarding withdrawal of treatment and futility 
 
Put protocols in place to implement active management if a 
patient begins to ‘cone’ and ensure all clinicians trained in it 

• Paediatric guidance is out of 
date 

Latest guidance to be placed on NHSBT clinical site 

• Quality of Data 
• Can we accurately define 

patients who meet the 
criteria? 

• How can we be sure that a 
patient is apnoeic? 

The practice from many present was that all cases of non-testing 
are reviewed by the CLOD & SNOD prior to entering data into 
PDA.  This provided internal quality control. 
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Referral / Approach 
Problems/Challenges Solutions 

• Timing of referral 
 

• Unit culture – some units 
refer BSD patients to SNOD’s 
only after testing has been 
performed 

 
• Ethical concerns 

 
 

Many felt it was important that the SNOD was involved at an 
early stage in discussions Re: potential for donation. 
 
There was variation in SNOD involvement at breaking bad news 
conversations.  SNOD’s in particular felt strongly that being 
present gave them insight into what was being said to families, 
and how families were responding to it. 
 
Link donation with bereavement, rather than make a distinction. 
Preston have linked organ donation very closely to bereavement 
care, and it is part of a whole hospital approach they have 
implemented. 
 
Report cases of non-referral/approach as a critical incident as it 
is non-compliant with hospital policy. 
 
Develop integrated care pathways for the unit explaining criteria 
for referral 
 

• Reluctance to refer if 
there is minimal donation 
potential 

 
• Families pre-empting 

donation discussion and 
declining prior to referral 

Consider the Northern region rapid ‘triage’ system for DCD 
donors – a quick method for determining suitability may 
encourage more referrals 
 
Still refer – ODR can be consulted and this may have an impact 
on the families view 

Fear of treatment withdrawal Importance of decoupling withdrawal discussions and donation. 
 

• Fear of involving SNOD 
 

• Negative association of the 
word ‘referral’ – sense that 
control is being handed over 
to someone else 

 
• Role conflict 

 
• Introducing SNOD as 

specialist nurse. 
 

• Variation in how welcome 
SNOD’s feel in units 

 
• Variation in involvement of 

SNOD in futility discussions 
 

 
 

It was important that the role of the SNOD was accepted.  Role 
conflict was an issue, which has lessened significantly in most 
hospitals, but was still a significant issue in others.  SNOD’s have 
a role to play in ensuring that mutual trust develops between 
themselves and critical care staff. 
 
Bristol have a daily Safety Brief which SNOD attends – make 
referral to SNOD a part of daily discussions of patients 
 
SNOD in unit daily to discuss any donor potential.  Importance of 
embedded SNOD emphasised. 
 
Any member of staff should be able to make a referral to SNOD. 
 
Consider the language – ‘discuss’ the patient with SNODs which 
allows for very early identification rather than ‘refer’ where the 
expectation is that this is a more formal process and the SNOD is 
likely to attend the unit. 
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SNOD Involvement 
Problems/Challenges Solutions 
• Some colleagues reluctant 

to involve SNOD – self 
belief in better 
performance 

Encourage colleagues to see the SNOD as the resource specially 
trained for this type of conversation 
 
Educate clinicians more about the role of the SNOD and the 
background to their training 

• Uncomfortable with SNOD 
being present during the 
breaking of bad news 
conversation – sense that 
this is not appropriate 

SNODs are trained for this purpose – an element of their role is 
bereavement 
 
Other specialist nurses are involved when relevant – there is no 
conflict of interest.  No one insists upon a cancer specialist nurse 
being introduced as such before the patient has been told 
he/she has cancer – it is not misleading to have a specialist 
nurse for organ donation in the room before the family is told 
their relative has died; but it may be counter productive to go 
too far and dress it up as simply end of life care 
 
Families often move straight on to question ‘what happens next’ 
when breaking bad news – it is appropriate to have the SNOD 
there to help answer the questions 
 

• Family already said ‘No’ SNOD may have more information such as ODR registration  
 
The family may just have needed time – a further approach, 
done tactfully, may be appropriate 
 
Explain the reason for the further re-approach when having the 
conversation 

• SNOD not always available 
when the family is ready 

SNODs can still be contacted by telephone to provide guidance 
on the best way to handle a particular approach, based upon 
their experience with other families 

• Danger that success can 
end up being viewed as 
down to one competent 
person/role (the SNOD) 
rather than trust ownership 

Consider having the SNODs wear uniforms 
 
SNODs are a part of the hospital team, not separate from it.  The 
whole pathway matters, from BSD testing onwards. 
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Consent 
Problems/Challenges Solutions 
Challenge of getting consent in 
Emergency Departments 

Consider moving the patient to the ICU to provide time for the 
donation conversation to happen 
 

Using the wrong language – 
‘I’m sorry to have to ask but …’ 

Discuss the approach collaboratively to ensure the correct 
approach is taken 
 
New Consent guidance (and DVD) to be issued shortly 
 
NHSBT to consider providing training to consultants on gaining 
consent, particularly in larger donating hospitals 

Family overriding patient 
wishes, even if on ODR 

Consider firmer approaches in cases where the wishes of the 
patient are recorded on the ODR – the law supports this 

SNOD availability Early referral to SNOD makes it easier to plan the approach 
 
Discuss the approach even if the SNOD is not present – by 
telephone if necessary 
 
NHSBT to consider 24/7 cover for SNODs in major donating 
hospitals 

 


