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Introduction 
 
The UK organ donation taskforce report ‘Organs for transplants’ was 
published in 20081 and made it clear that a 50% increase in donation was 
possible within 5 years. This seminal report made the recommendation that 
organ donation should be embraced as a usual event and that whilst much of 
the focus had been on intensive care units (ICUs), protocols should be in 
place wherever potential organ donors may be treated-including Emergency 
Medicine (EM), High Dependency Units and other areas. Work had also been 
undertaken separately in North Thames region which showed that Emergency 
Departments (EDs) were indeed a potential source of organs for donation2 
and that intensive ED-focussed educational programmes led to increasing 
numbers of organs for transplants form EDs.  
 
Terms of reference 
 
These were drawn up by NHSBT who convened a multidisciplinary group 
representing SNODS and regional managers with extensive experience of 
donation from Emergency Departments as wells as CLODs representing 
anaesthesia, critical care, and emergency medicine. The project was 
designed to address the following areas: 
 

• To understand true donation potential from Emergency Departments 
and other areas 

• Mapping of journey of potential donors through the ED 
• Audit of patients denied admission to neurosurgical/stroke units 
• Enhancing ED donation through NICE 
• Recommendations to NHSBT around training, education, unresolved 

ethical issues 
• Draft implementation plan by 19th March 2012 

 
Group members are listed in the appendices. A number of meetings were 
held in Leeds and Manchester in early 2012 to discuss the issues 
 
 
The potential for donation outside Intensive Care 
 
Work by Aubrey et al published in 2008 first highlighted the potential for organ 
donation. Since then most efforts have been directed towards ICU donation 
but the number of potential organ donors identified from EDs has been rising 
each year. However the potential for further donation is still possible, because 
many potential donors are still missed. A recent analysis of data from the 
Potential Donor Audit (PDA) from UK EDs estimated that for 2010, there were 
258 missed potential donors. Whilst some EDs have good records for 
identifying potential donors, others still fail to identify the majority of donors. 
The PDA also fails to record those potential donors who had care withdrawn 
in the ED and who then died on a hospital ward. Moreover, potential donors 
from other parts of the hospital other than ICUs are not recorded at all. An 
example would be patients in hospital who develop catastrophic neurological 
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conditions, are sedated and intubated and then have a head CT scan, only to 
have treatment withdrawal once it is clear that survival is not possible. Such 
patients may be from stroke units or other wards.  
 
The identification of such patients is difficult because most EDs do not have 
sophisticated ways of identifying these patients and to do so would be 
extremely time-consuming for relatively little gain. The working party felt that 
this should be considered only at a local level if systems could be identified to 
rapidly identify such patients. An example is using new IT systems based on 
CT head orders by hospital location. Such systems can also identify whether 
the patient has died allowing rapid identification of missed potential donors 
 

 
 
 
Mapping the patient journey 
 
Mapping the patient journey through the ED is important because 
departments differ widely in terms of availability of senior ED staff and who 
makes key decisions. In some departments without many senior staff, medical 
or surgical senior trainees/consultants may be the key decision makers 
whereas in others senior ED staff will make key decisions around withdrawal 
of care. In addition, anaesthetists are often crucial to the process. An 
understanding of mapping the journey can help to target education to those 
key decision makers. The working party did consider this but felt in many 
cases that this was already known quite well who made the key decisions in 
different departments. Nevertheless, at local level it may be useful to utilise 
this process particularly if there have been examples of missed potential 
donor patients, using root cause analysis from both successfully identified and 
missed potential donors. An example of such a mapping process is shown in 
appendix 2: this patient was nearly missed as a potential donor. It shows that 
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there was a continuous handover between specialities and that more than one 
grade from each speciality was involved, which had not been appreciated 
previously. More effort would need to go into education of the groups involved 
to ensure all would be considering organ donation 
 
 
Audit of patients refused admission to neurosurgical units 
 
The collective view of the working party is that there was considerable 
variation in whether neurosurgical units accepted patients with catastrophic 
neurological conditions. For example in Mersey & Cheshire, virtually all such 
patients are transferred to the local neurosurgical unit but this only occurred 
after a major expansion of neurocritical care to comply with NICE guidance on 
head injury. The group felt that an audit nationally of such practices 
comparing units would be very time consuming and require considerable 
SNOD resource, especially in neuroscience units where SNODS are already 
likely to be in demand given the nature of such patients. It was felt that if this 
audit were to occur, national additional resource would be required and it may 
not necessarily increase donor numbers, but may be of interest in trying to 
determine what then happens to these patients-is care withdrawn in the ED or 
are these patients admitted to local ICUs?. The group felt that it was essential 
that rejection of such patients by these units needed EDs to be alert in such 
patients to the possibility of organ donation. However, prompting by 
neurosurgical staff in such circumstances to consider donation would also be 
useful 
 
 
Emergency Department Education 
 
It is difficult to deliver formal education sessions in Emergency Departments, 
and this requires novel solutions to delivering education. In many cases, there 
is no longer any overlap between nursing shifts. Traditionally, nurse teaching 
has taken place in the early morning as this was often a quieter period, but 
many departments do not experience this time as being quieter anymore as 
the service has moved to a continuous 24 hour flow of patients, with a target 
to ensure that 95% of patients spend less than 4 hours in the department. 
Whilst there is protected teaching time for medical trainees, not all trainees 
will attend any one session due to European Working Time Directive, as well 
as the need to deliver comprehensive training in Emergency Medicine in short 
term attachments to the speciality. Because of the continuous and 
unpredictable clinical demands of the speciality, it is difficult to get many of the 
consultants together for an educational session. 
 
Various strategies have been used but the evidence would suggest that the 
more the SNOD is known and visible in an Emergency Department then the 
more engaged the ED staff become with respect to organ donation. Many ED 
staff tend to rely on informal education on-the-job and SNODs are well placed 
to deliver this. 
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Making ED donation routine  
 
The fundamental change required is that life-sustaining treatment should 
never be withdrawn until a patient’s potential for organ donation has been 
assessed in collaboration with the SNOD.  
 
There are barriers prior to the SNOD being contacted and these include 
donation awareness, emotional barriers, time, bed resources in both the ED 
and ICU, and confidence in approaching families. The ethical issue of 
admitting patients to ICU is still an issue for many clinicians, as well as lack of 
ICU beds. Inter-speciality relationships between Emergency Medicine, 
Anaesthesia and Critical care may be not be optimal when patients are 
potential donors which hinders the potential donation process.  
 
 
Stakeholder analysis 

 

 
  Low     High 
 

Influence-how critical is this group/person to success of change?  
 

In considering who might be important stakeholders in helping to increase 
donation from the ED, the working group used an impact/influence matrix as 
shown above. Clearly, those who had most influence and were most impacted 
were ED staff, anaesthetists and critical care teams. Retrieval teams were 
also felt to carry influence in terms of speed of response and impact in terms 
of organs recovered.  
 

Monitor and address 
concerns 
 

• Theatre staff 
• Operational services 

(bed management) 
 

Involve Intensively 
 

• ED nurses and 
medical staff 

• Anesthetists 
• Critical Care 

nursing/medical staff 
• Retrieval teams 

 
 
 

Keep informed 
 

• Coroner 
• Neurosurgery 
• College of Emergency 

Medicine 
• Intensive Care Society 
• Critical care networks 
• PCT clusters 

Enlist as needed 
 

• Trust board 
• Donation committee 
• General Medical team 
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Key groups who could help influence the changes required included the organ 
donation committee in terms of supervising and guiding the changes, as well 
as Trust Boards with a remit to supervise NICE guideline implementation. It 
was also felt that general physicians are often involved in the management of 
non-trauma neurological emergencies and may be influential in some 
departments 
 
Groups who had low influence but who are impacted by ED donation include 
theatre staff who may have to look after these patients as well as the bed 
management team. PO help further implement organ donation within the Ed, 
individual trusts may wish to use a similar approach within their own 
environment 
 
 
Key performance indicators 
 
Key performance indicators are a vital part of ensuing that the process in ED 
is maximised to ensure all potential donors are identified. It was felt that the 
indicators should be Specific, Measureable, Achievable, Realistic and Timed.  
The indicators should be supervised by the local donation committee and 
comparative data overseen by the regional collaborative. Crucially, making 
sure that everyone has been educated is the challenge and a simple indicator 
akin to that used in Trusts for mandatory training should be considered. Given 
the very rapid turnover in ED staff, 100% is probably unrealistic but 90% 
should be a reasonable target for some indicators 
 
 
Other issues 
 
The group considered whether further ethical guidance is necessary but it was 
felt that there are clear and consistent messages regarding ethical guidance 
from the UK Donor Ethics Committee (UKDEC) December 2012 report and 
NICE CG135 guidance. The major challenge was to ensure that any 
education strategy around the ED incorporated this guidance particularly 
amongst consultants as recommended by NICE. 
 
Further research was considered but the working group noted that the time 
frame in which to achieve the required increase in donation to 50% over 5 
years meant that any new research was unlikely to impact on donation 
numbers within this time. As previously mentioned, a national audit of 
neurosurgical units and acceptance rates of patients may be useful in 
mapping potential but this would require additional resource. The advantage 
of such an audit may be that it identifies that access to critical care may be a 
major limiting factor to successfully increasing donation rates. 
 
The recommendations in this strategy if adopted should be communicated at 
regional and national level to particularly the college of emergency medicine 
to help implement but also the Royal College of Anaesthetists, Royal College 
of Nursing and the Faculty of Intensive Care Medicine. 
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Recommendations 
 

1. Key performance indicators monitored by the organ donation 
committee every 6 months and reported to the trust board should 
include the following 

a. Every donation committee to have a medical representative from 
the Emergency Department (100% compliance) 

b. Every donation committee to confirm the existence of an 
Emergency Department organ donation/end of life care policy 
(100% compliance) 

c. Confirmation that every medical and nursing member of ED staff 
and anaesthesia doctor has received training regarding NICE 
CG135 (90% compliance) 

d. Completion of root cause analysis for missed ED donation 
potential (90% compliance) 

 
2. The implementation of NICE CG135 needs to be confirmed by local 

donation committees using the implementation tools provided by NICE 
 

3. Sample ED policies based on actual examples should be available via 
NHSBT to help the development of policies in other Trusts 

 
4. Slide decks based on NICE CG135 should be developed tailored 

towards ED medical staff, nursing staff, anaesthetists and critical care 
doctors. For example, the deck created for critical care could 
complement the NICE slide deck with an emphasis on persuasively 
arguing the case for delaying treatment withdrawal using critical care 
areas to facilitate donation. Consultant staff in the ED and anaesthesia 
will need to understand the legal and ethical principles 

 
5. Consideration should be given to developing simple e-learning 

packages for those staff who are unable to access ED educational 
opportunities (based on the ANTT approach for example) 

 
6. Stroke unit staff should be educated around CG135 so that if patients 

with strokes deteriorate and are intubated for CT, then they may be 
considered for donation if they fulfil the criteria for potential donation 

 
7. Ways to increase more rapid responsiveness by SNODs and transplant 

teams needs to be urgently addressed by NHSBT 
 

8. Local donation committees should supervise the implementation of 
these recommendations with reference to education, governance, 
critical incident reporting and root cause analysis of missed referrals 

 
9. Local donation committees should ensure that disincentive funds are 

available to recruit additional staff at very short notice to EDs and ICUs 
to care for potential donors. 
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10. SNODS should ensure that they understand any potential local barriers 
to organ donation when contact is first made from an ED regarding a 
potential donor. This should include recognition and advice around the 
need for additional nursing staff and advice on the flexible approach to 
families3 if there is to be a significant delay prior to attendance 
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Appendix 1: Sample policies 
 
A number of policies have been developed locally and regionally. 
 
The Midlands team have developed a comprehensive integrated care 
pathway which fully incorporates the NICE CG135 recommendations and the 
UK DEC report from December 2011. This pathway covers organ donation 
and tissue donation 
 
Whiston Hospital has a full ED policy and ED early referral pathway which 
was written and approved prior to the NICE guidance and is being updated. 
The emphasis is around weighing up a patient’s best interests and 
understanding prognosis as well as demonstrating a flexible approach to 
where patients may be managed for end of life care 
 
Penine Acute trust has a clear ED policy integrating both required early 
referral and the ED pathway, and which emphasies how the policy will be 
monitored for compliance and audited 
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Appendix 2: Patient journey map 
 
Time Event Personnel Influence Comment 

1523 Patient with 
obstructed 
airway-GCS 
7/15 

paramedics Currently 
none 

Need to be 
aware of 
donation 
potential? 

1600 Patient 
arrives with 
GCS 4 

ED Staff nurse Medium GCS 4 but 
not referred 

1605 Examine 
patient 
management 
plan. 

ED consultant 1 High GCS 4 but 
not referred 

1720 Vomited, 
intubated 

Anaesthetic 
consultant 

Medium Delay to 
intubation? 

1730 CT head-
massive ICH 

Radiology 
consultant 

Low 
currently 

Add 
donation to 
report? 

1740 Discussion 
about patient 

ICU/anaesthetic 
consultants, ED 
consultant 2 

High Planned to 
withdraw but 
donation? 

1800 Plan for 
withdrawal 

Anaesthetic 
registrar 

High Taken over 
patient care 

18000  CLOD heard 
about case 

CLOD High Assess for 
?donation 
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Appendix 3. Working party members 
 
Francis Andrews Consultant  ICU/Emergency Medicine 
Paula Aubrey Regional Manager, NHSBT 
Paul Cramp Consultant ICU/Anaesthesia 
Marie Garside Specialist Nurse Organ Donation 
Olive McGowan Head of service development NHSBT 
Paul Murphy National Clinical Lead for Organ Donation 
Julie Pascoe Specialist Nurse Organ Donation 
Brodie Patterson Consultant in Emergency Medicine 
John Richardson Lead nurse for informatics, NHSBT 
Lynn Robson Specialist Nurse Organ Donation 
Huw Twamley Consultant ICU/Anaesthesia 
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