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NHS BLOOD AND TRANSPLANT 

NATIONAL ORGAN DONATION COMMITTEE 

Principles 

1. PDA is an audit of practice not a mechanism to change practice 
2. PDA data and definitions should help increase donation rates not be 

manipulated to improve performance indicators. 
3. Reports to Trusts should utilise all NHSBT databases not simply PDA - its use in 

isolation distorts activity reports. 
 
Recommended Proposed Changes to PDA 

Change Reason /Recommendation 
Whole of application  

Change terminology throughout the application screens and answer options (reference data) 
to reflect new terminology, for example DBD, DCD and SN-OD instead of HB, NHB and 
various DTC, IHC terms. 

 
Section 1 - Patient Information 

Audit all deaths of patients aged up to and 
including 80 years old 

Numbers of donors aged 75 - 80 significant 

Do not include deaths in Cardiothoracic ICUs 
in PDA at present 

Last DAG meeting thought that 
cardiothoracic units should not be included in 
PDA. There were 51 donors from 27 CT 
units in past 5 years. Recommend to pilot 
PDA several CT unit to see if worth including 
all CT units in national PDA 

Theatre Recovery to be included in unit type 
option list for PDA for all hospitals 

Theatre Recovery is available on reference 
list but needs to be added to ALL hospitals 
for data entry. 

Referring unit and unit of death to be 
recorded for all patients 

This will be the case after next release to 
EOS/PDA due in August 2011.   

Ethnicity - Asian or Asian British and Black or 
Black British 

Suggested to remove “British” terminology, 
however, these are the terms used by the 
Office of National Statistics.  Number of 
patients in ethnic subgroups usually too 
small for meaningful statistical interpretation 

Add Nationality as a separate question to 
PDA data collection. 

Nationality may be as important as ethnicity 
in consent rates.  Country of birth is currently 
collected on referral data collection and 
nationality will also need to be added to this 
as not same as country of birth.   

Primary Diagnosis and Cause of death Training requirement on how to answer 
these questions.  Primary diagnosis should 
record primary reason why patient admitted 
to hospital and cause of death should reflect 
their actual cause of death.  If Trauma is 
involved it should be reported in one of these 
fields.  When analysing the data for trauma 
patients it is advised to look in both fields 
rather than just one or the other.  
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Section 2 - Confirmation of death using neurological criteria 

Remove question "Was patient ever 
mechanically ventilated during this stay in 
the critical care area?"  

Question is asked again as a Y/N question to 
ensure patient potentially brain dead. 

First question in section to be "Was patient ≥ 
2 months post term?" Y/N 

Patients less than 2 months post term cannot 
be tested. 
If answer “no” then need to be directed to 
controlled NHB (DCD) section. If answer 
“yes” then move on to next questions. 

Were the following criteria for neurological 
testing met 
Move “Ventilated” to be first Y/N tick box 

Highlights importance of requirement for 
ventilation before testing can be considered. 
If “ventilated” is answered “No” then none of 
the other 3 options (apnoea, coma, fixed 
pupils) should need to be answered and 
should be directed to controlled NHB (DCD) 
section. 
 

Were the following criteria for neurological 
testing met 
"Apnoea"  

Update guidance documents and provide 
training to ensure definition of “apnoea” is 
understood to mean the combination of no 
breathing/triggering, no cough and no gag. If 
all fulfilled answer “Yes”. 

Were the following criteria for neurological 
testing met 
“Coma from known aetiology and 
unresponsive”  

Update guidance documents and provide 
training to ensure that if coma from known 
diagnosis capable of causing brain death 
then must answer “Yes” regardless of 
whether patient sedated. 
If patient not tested and continuing effects of 
sedatives was the reason for not testing, this 
will be picked up as primary reason for not 
testing in later questions. 

Reasons for not testing to include 
hypothermia. 

This option is in reference data but does not 
appear via application.  This has been raised 
as a change request (CHG 12641) but still 
needs to be fixed. 

 
 

Section 3 - Controlled non-heartbeating donors 
(rename Controlled donation after circulatory death) 

This section to be answered for all patients that didn’t meet the four criteria for testing or met 
the criteria but weren’t tested or were tested but not confirmed dead. 
Remove question "Was imminent death 
anticipated?" 

Proved too vague in practice 

Start section with "Was treatment 
withdrawn?” Y/N 

This is more relevant / important as first 
question in determining potential for DCD. 
If ED patient with resuscitation aborted / 
abandoned  then answer “no”.  Considered 
that only controlled DCD will be audited. 
If answered “no” go to end of form. 
If answered “yes” go to next question. 
Answering Yes to this question will be used 
as the denominator for calculating the 
referral rate. 
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Next question "Was death expected to occur 
within 4 hours of treatment withdrawal" Y/N 

Time frame selected from data showing that 
DCD potential continues up to 4 hours after 
treatment withdrawal. Also defines time for 
classification of patients as "Potential DCD 
Donors" according to WHO definition. 
Regardless of answer to this question 
following questions need to be answered. 
 I know we discussed this in detail at our last 
meeting but if this question is removed then 
we cannot report the number of "potential" 
DCDs as defined by WHO criteria i.e. "A 
person in whom the cessation of circulatory 
and respiratory functions is anticipated to 
occur within a time frame that will enable 
organ recovery".  As such I strongly 
recommend it should be kept accepting all 
the difficulties in answering it. 
 

Next questions under heading  
At time of treatment withdrawal  
 
Was the patient's trachea intubated? Y/N 
 
 
If yes, how? Options to choose one only 
 
 
What was the mode of ventilation? Options 

 
 
 
Yes to be defined as oro-tracheal, naso-
tracheal or tracheostomy tube present.   
 
Choice of only to be oro-tracheal, naso-
tracheal or tracheostomy tube present 
 
Choice of Spontaneous Ventilation, CPAP, 
Non-invasive ventilation (NIV), Pressure 
Support/ASB, Pressure controlled ventilation, 
Volume Controlled Ventilation, Other (with 
additional text box to specify) 

What did the treatment withdrawal involve? Choice of answers currently as  
recommended byEOS leads and to be 
implemented in August 2011. W 
erecommend that these are updated to  

• Continuing current levels of 
intervention with no further escalation 

• Reduction/withdrawal of 
cardiorespiratory support but not 
extubation (including reduction of O2 
therapy and /or inotropic therapies) 

• Withdrawal of ECMO 
• Extubation with conservative measures 

to maintain airway patency (to be 
defined as any of  jaw thrust, chin lioft, 
lateral position, use of oropharyngeal 
or nasopharyngeal airway) 

• Extubation, supine position,  
 

If "continuing current level of intervention 
with no further escalation" selected this 
group should be included as "Potential DCD" 
as per WHO definition. The patient has 
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potential to be a DCD but this is prevented 
from being realised by the choice of 
treatment withdrawal method. 

Remove “Date and time of asystole” Already recorded as death date in  
Section 1 

Keep “Date and time of treatment withdrawn” Answer as date time of treatment withdrawal 
unless “continuing current levels of 
intervention…”in which case recorded the 
date time the decision is implemented as 
nothing is actually withdrawn 

Was the death uncontrolled? Y/N This question asked to gather further 
information but questions in following 
sections will still need to be answered 
regardless of answer. 
Inability to control patient haemodynamics, 
for whatever reason. 
Patient enters warm ischaemic time before 
retrieval team in place.   
warm ischaemic time defined as systolic 
pressure < 50mmHg or Oxygen Sats < 70% 

  
 

New Section 4  - Contraindications (previously Section 6) 
Recommend that this section follows on from 
DCD section 

If any absolute contraindications, as defined 
by James’ working group, met by patient 
then donation potential is lost at this point. 

Change first question to "Were there any 
absolute medical contraindications?" Y/N 
 

Only answer “yes” if one of options defined 
by James' working group as listed below.  
There will need to be validation to ensure 
that if answered “yes” one of the specific 
options listed is chosen.  Must not have 
“other” or “unknown” options as this would be 
open to abuse and aim is to record those 
patients that no transplant centre would take 
organs from. 

Two boxes to be available to record absolute 
contraindication.   
First box to be compulsory (must have an 
option chosen) 
Second box not to be compulsory. 
 

Easier to make changes to the absolute 
contraindications in the future if data are 
captured in this way. 
Reference data for these options would be 
as follows. 
• DBD aged>85 years (that is aged 86 

years and over) 
• DCD aged>80 years (that is aged 81 

years and over) 
• Cancer with evidence of spread outside 

affected organ (including lymph nodes) 
within 3 years of donation (however, 
localised prostate, thyroid, in situ cervical 
cancer and non-melanotic skin cancer are 
acceptable). 

• Active melanoma 
• Choriocarcinoma 
• Active haematological malignancy 

(myeloma, lymphoma, leukaemia) 
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• Definite, probable or possible case of 
human TSE, including CJD and vCJD, 
individuals whose blood relatives have 
had familial CJD, other neurodegenerative 
diseases associated with infectious agents 

• TB:active or within 6 months of treatment 
(in exceptional cases) 

• Malaria: if not fully treated (in exceptional 
cases) 

• Meiningoencephalitis for which no 
infection has been identified (inexceptional 
cases) 

• HIV disease (but not HIV infection) 
Must not have an “other” or “unknown” 
option. 
 
Other options currently available such as 
"multiple organ failure" and "Other" to be 
removed.  Any perceived medical 
contraindication other than these absolute 
ones listed would be captured sooner or later 
as reasons for non referral, non testing etc.  
 
If patient has one of these absolute 
contraindications then no further questions 
are answered and go to end of form. 

 
New Section 5 – Referral (previously Section 4) 

Now becomes section 5 To be answered for all patients that either 
met the four criteria for testing (neurological 
death suspected) or had treatment 
withdrawn and patient did not have an 
absolute contraindication. 

If reason for patient not being discussed with 
SN-OD given as “medical contraindication” 
then a separate free text box should appear 
for the medical contraindication to be given.  

This gives an opportunity for other medical 
contraindications to be stated e.g. multi-
organ failure, but would not exclude the 
patient from answer the following sections. 

If yes, please specify timing of discussion 
[codes as currently] -  
 

To add ‘when national minimum notification 
criteria met’ as first option. This will be 
important in view of NICE guidance although 
they have not currently been defined 

Add “Discipline of person referring” Staff member who made the referral needs 
to be entered.  This is currently collected on 
referral data collection but needs to be 
added to PDA using same phrasing. 

  
New Section 6 - ODR section (previously Section 5) 

Now becomes section 6 To be answered for all patients that either 
met the four criteria (neurological death 
suspected) or had treatment withdrawn and 
death anticipated within 4 hours and did not 
have an absolute contraindication. 
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Other 
All other sections and questions to remain as 
is.  

 

Ensure that patients who are potentially brain 
dead but whose family have refused 
donation before testing are included as 
patients whose family were approached, and 
where appropriate that these are also 
counted as refusals 

Following the changes recommended above, 
if tests were not performed then the 
controlled NHB (DCD) section is answered 
and these patients would all have treatment 
withdrawn and would be anticipated to die 
within four hours.  If the patient did not have 
an absolute contraindication, it would then 
need to be recorded if the family were 
approached and their response.  Need to be 
careful about the term “approached” as some 
families volunteer that they do not wish 
donation 

Include in PDA all patients who were 
consented and in process for donation, but 
where donation did not occur for whatever 
reason - irrespective of place of death 

Gives individual units a better picture of true 
workload, performance 
Needs to be looked at with caution –  
We need to be able to clearly define patients 
that are included in the PDA.  If we add in 
specific selected patients because consent 
was obtained it would bias the key rates that 
are calculated.  We have to be specific about 
what the audit is covering.  Even with 
changes above we are still excluding 
cardiothoracic ICU and patients aged 81 
years and over.  
As mentioned in principles, reports to Trusts 
/Boards could include data from different 
sources to convey “activity / workload” 
separately to the key monitoring rates 
obtained from PDA.   
Needs further discussion. This is one thing 
mentioned by many CLODs 
The majority felt that these patients should 
be included in the PDA irrespective of where 
they die. 

New definitions to match up with WHO 
classification 
DBD 

• potential DBD donor – patient meets all 
four criteria for neurological death testing 

• eligible DBD donor – patient confirmed 
dead by neurological death tests and no 
absolute medical contraindications. 

DCD  
• potential DCD donor - patient who had 

treatment withdrawn and death was 
anticipated within four hours 

• Eligible DCD - patient who had treatment 
withdrawn and death was anticipated 
within four hours and no absolute 
medical contraindications. 
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Important points to note 
These changes will impact heavily on all areas of the application including data collection, validation 
and reporting tools because the definitions and hierarchical nature of the questions will change. 
These changes would also impact on the ability to compare this new data collection with all data 
collected from 1 October 2009 and in turn this will affect the Key Performance Indicator monitoring, 
targets and reporting of all the key rates. 
The referral data collection will also be affected as the changes to the PDA will need to be made 
within the referral data collection so that they reflect the same definitions and validation rules. 
 


