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Introduction 

The Organ Donation Taskforce recommended the introduction of minimum 
notification criteria for potential organ donors (Recommendation 5: Minimum 
notification criteria for potential organ donors should be introduced on a UK-wide 
basis. These criteria should be reviewed after 12 months in the light of evidence of 
their effect, and the comparative impact of more detailed criteria should also be 
assessed. )  According to the Organ Donation Taskforce Implementation 
Programme’s Final Report, 2011 this is one of the few recommendations that has not 
been fully implemented (Status: Business as usual)1. 
 

The original Taskforce report included two proposals for models that would 
guarantee comprehensive potential donor identification in UK intensive care units. 
These models, which were endorsed by the Intensive Care Society were:  
 

1. When no further treatment options are available or appropriate, and there is a 
plan to confirm death by neurological criteria, the SN-OD should be notified as 
soon as sedation/ analgesia is discontinued, or immediately if the patient has 
never received sedation/ analgesia. This notification should take place even if 
the attending clinical staff believe that donation (after death has been 
confirmed by neurological criteria) might be contra-indicated or inappropriate.  

 
2. In the context of a catastrophic neurological injury, when no further treatment 

options are available or appropriate and there is no intention to confirm death 
by neurological criteria, the SN-OD should be notified when a decision is 
made by a consultant to withdraw active treatment and this has been 
recorded in a dated, timed and signed entry in the case notes. This 
notification should take place even if the attending clinical staff believe that 
death cannot be diagnosed by neurological criteria, or that donation after 
cardiac death might be contra-indicated or inappropriate.  

 
In December 2011 the National Institute of Health and Clinical Excellence (NICE) 
issued guidance recommending the use of the following defined clinical trigger 
factors for notification of a SN-OD:2 
 
1.  In patients who have had a catastrophic brain insult: 

• the absence of one or more cranial nerve reflexes and 
• a Glasgow Coma Scale score of 4 or less that is not explained by sedation 
• unless there is a clear reason (e.g. sedation) why the above clinical triggers 

are not met and/or 
• a decision is made to perform brainstem death tests. 
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2. The intention to withdraw life-sustaining treatment in patients with a life-
threatening or life-limiting condition which will, or is expected to, result in circulatory 
death. 
 

 

The aim of NHSBT's strategy is to ensure that all potential organ donors are 
identified and referred to a SN-OD in a timely fashion. Potential donors are those 
meeting the World Health Organisation's definitions3 i.e. A potential controlled DCD 
donor =  A person in whom the cessation of circulatory and respiratory functions is 
anticipated to occur within a time frame that will enable organ recovery. A potential 
DBD donor = A person whose clinical condition is suspected to fulfil brain death 
criteria  These are the definitions to be used in the updated PDA database in the 
near future. 

This aim can be achieved by all ICUs and EDs implementing the NICE clinical 
triggers for notifying a SN-OD. Each hospital should have a policy and protocol that 
is consistent with these recommendations for identifying patients who are potential 
donors. Each hospital should have a clinical team responsible for ensuring the 
development, implementation and regular review of these policies. 

 

Potential Benefits 

There are many potential benefits from adopting this strategy including: 

• All potential donors are identified 
• All potential donors are referred 
• All potential donors are referred in a timely fashion  
• End of life care plans can be defined  
• Improve their responsiveness and availability 
• Reduces likelihood of delays in arrival of SN-OD or retrieval team(s) 
•  Facilitates ‘long contact’ model of family support for consent / authorisation 
•  Improves data accuracy  
• Allows better planning of the approach to the family 
• SN-OD immediately available at the time of family approach 
• Advice on confirmation of brain-stem death 
• ODR can be checked before the family approach 

 
Timely identification and referral of potential donors lays the foundation for what 
follows i.e. the approach to the family to request donation.   
The  reduction in time from family approach to retrieval is key to success. The 
implementation of clinical triggers for notifying a SN-OD is just one strategy in 
achieving this. Other strategies also need further consideration including: 
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1. The adoption of a non-sequential offering system to ensure prompt decision 
making in accepting or declining organs 

2. Ensuring SN-OD responsiveness 
3. Ensuring adequate and responsive National Organ Retrieval Teams 

 IMPLEMENTING TRIGGERED NOTIFICATION 

• Make donor identification routine business of the unit.   
• Decouple early referral from the individual clinician caring for the patient  
• Not be prescriptive on the solutions individual Trusts and Health Boards adopt 

to timely referral but 
o Every organisation should have such  a policy 
o Ensure consistency within a given hospital 

 
The following are examples of how triggered notification of SN-ODs may be 
implemented, allowing referral and also demonstration of compliance with the NICE 
guidance. Each Trust should select a method for routinely identifying patients 
meeting these triggers and ensuring notification of SN-OD 
 
 
Visit by embedded SN-OD 
 
The daily attendance of the embedded SNOD would mean that any patients 
meeting the referral triggers would be identified without the need of formal referral. 
 

Advantages Disadvantages 
 
No need for formal notification 

 
Not available out of hours and on 
weekends 

Less concern of a perceived conflict of 
interest by ICU staff 

Absences for annual leave, sick 
leave,  professional leave 

Increasing availability to all Trust May cause unease in ICU staff 
Embedded SN-OD part of that ICU team Who gives the information? 
 Less effective for ED 

 
 
 
Daily Phone Call by On-Call SN-OD 
 
This will allow the regional team to be aware of the donor potential across the region 
on a daily basis. 
 

Advantages Disadvantages 
 
No need for formal notification 

 
SN-OD may be unfamiliar to ICU staff 

Less concern of a perceived conflict of 
interest by ICU staff 

May cause unease in ICU staff 

Available to all Hospitals all year round Who gives the information? 
On call SNOD communicates with 
embedded SNOD when there 

Less effective for ED 
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 Intrusive for units with low donor 
potential (1-2 donors per annum) 

 
 
 
Item on Daily ICU Team Safety Brief 
 
Following on from the universal implementation of WHO safety checks in theatre, 
ICU daily safety briefs are increasingly being used in UK ICUs An example of the 
safety brief form being trialled at North Bristol Trust is attached. 
 
 

Advantages Disadvantages 
 
Organ donation becomes part of ICU 
daily business 

 
Who gives the information? 

Donation considered by all members of 
the ICU team 

Can be effective in ED if repeated in 
every shift 

Less concern about conflict of interest  
Donation potential considered at start of 
every day 

 

Initiated by ICU team not individuals  
 
 
Use of  standard  Operating Procedure in  which the person responsible for 
referring is defined (i.e. the clinician  who tests the patient or the clinician who 
documents in the notes that there is a decision to withdraw treatment.) 
 

Advantages Disadvantages 
 
Popular management tool 

 
Needs initiation by individual of ICU 
team 

Directs user through whole donor 
pathways 

Paperwork kept at bedside 

 
 
Nurse led referrals 
 
This is likely to be best suited to the ED where donor potential changes rapidly and 
cannot be determined routinely using the above methods. It is also however suitable 
for ICU. 
 

Advantages Disadvantages 
In ED only trigger likely to be used is 
an intention to withdraw treatment 

Needs initiation by individual of ED 
nursing staff 

Empowers ICU/ED nursing staff Trigger for referral needs to be simple  
 Needs a rapid response from the SN-OD 

team 
 Other members of team may not be 
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aware of referral 
 Potential risk of confusing and 

inappropriate referrals.  
 
 
 
Introduce  mandatory / legal requirement to refer 
 
While the devolved administrations may be considering legislation on presumed 
consent, there are no proposals of introducing legislation to make identification and 
referral a legal requirement. The NICE guidance is a close as we are likely to get to 
mandatory identification / notification 
 

Advantages Disadvantages 
Increased compliance Difficult and lengthy to introduce 
Removes any conflict of interest 
argument 

Current good relationships could 
potentially be destroyed 

 
 

MONITORING  TRIGGERED REFERRAL 
 
 
1. The Potential Donor Audit 
 
The PDA will be key in monitoring compliance with the NICE criteria. Firstly all 
potential donors who are not identified and or referred will continue to be captured by 
the PDA as at present. Secondly the next update of the PDA will allow further 
monitoring of the timeliness of referral of potential donors to a SN-OD. The first 
option of when was a patient discussed with a SN-OD will be "when national 
minimum notification criteria met". This will allow retrospective audit of compliance 
with the NICE criteria for patients who were actually referred. The only patients not 
captured by the PDA are those who meet the notification criteria but do not actually 
die within the ICU or ED. These are likely to be small in number and clearly while 
they would have met the notification criteria they would not have had any donor 
potential. Auditing by NHSBT 
 
 
2.  Standards Set by Local Donor Teams and Trusts 
 
Local donor care teams may choose to agree standards with the  Trusts/NHS 
Boards in their area to ensure the team was aware of the current donor potential 
within each ICU. For example the standard may be ‘the local donor care team will 
have a log of the donor potential (even if it is zero) for all their hospitals by x o’clock 
each day'.  Auditing by SN-OD team 
 

3. CQC assessment and CQUIN targets.   
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Since the notification triggers are NICE guidance, Trusts in England and Wales will 
be required to assess themselves against this guidance and CQC inspections might 
choose to focus upon it. It is possible that in England and Wales compliance  might 
become part of CQUIN payments. Trusts/Boards will be encouraged to develop their 
own monitoring tools, Auditing by Trust/NHS Board. 

 

 

CLINICAL CONCERNS WITH USE OF TRIGGERS 
 
Concerns regarding the implementation of the NICE guidance tends to focus around 
the following points: 
 

• Notifying a SN-OD about an intention to withdraw treatment before 
communicating this to the family 

• Delay treatment withdrawal  pending assessment of donation potential. 
• Maintaining physiological stability pending assessment of potential and arrival 

of retrieval team 
• Some patients with a GCS  4 and an absent cranial nerve reflex are still being 

managed actively and some may survive 
 
These concerns have been addressed by a number of national documents 
addressing legal, ethical and professional issues3-7. Some of the relevant passages 
from these documents are included below. 

 

References  
 

1. Working together to save lives. The Organ Donation Taskforce 
Implementation Programme’s Final Report, 2011. Available from 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/di
gitalasset/dh_131789.pdf 

 
2. National Institute for Health and Clinical Excellence (December 2011). Organ 

donation for transplantation: improving donor identification and consent rates  
or deceased organ donation. Available from 
http://www.nice.org.uk/nicemedia/live/13628/57502/57502.pdf 

 

3. Domınguez-Gil B, Delmonico FL, Shaheen FAM, et al. The critical pathway for 
deceased donation: reportable uniformity in the approach to deceased 
donation. Transplant International 2011; 24: 373–8 

 
  

4. An ethical framework for controlled donation after circulatory death. UK 
donation ethics committee. Academy of Medical Royal Colleges, December 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/di
http://www.nice.org.uk/nicemedia/live/13628/57502/57502.pdf


NODC(12)10c 

  ARM - Version 2 

2011 Available at 
http://www.google.co.uk/url?sa=t&rct=j&q=donation%20ethics%20committee&
source=web&cd=9&ved=0CG4QFjAI&url=http%3A%2F%2Fwww.bts.org.uk%
2FEasySiteWeb%2Fgetresource.axd%3FAssetID%3D1036%26type%3Dfull%
26servicetype%3DAttachment&ei=NnNCT7vYH8PAhAfd-
PzSBQ&usg=AFQjCNEQps6srDiszRt4IkGYl2-fH-
SuyQ&sig2=bQjUDeB7qMlSVlNDPS0syQ 

 

5. Treatment and care towards the end of life: good practice in decision making. 
The general medical Council UK 2010. Available from http://www.gmc-
uk.org/static/documents/content/End_of_life.pdf 

 
 

6. Department of Health. Legal issues relevant to non-heartbeating organ 
donation. London, 2009. Available from 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/di
gitalasset/dh_109864.pdf 

 
 

7. British Medical Association. Building on Progress: Where next for organ 
donation policy in the UK?  London 2012. Available from 
http://www.bma.org.uk/images/organdonation_buildingonprogressfebruary201
2_tcm41-211719.pdf 

 
 
Relevant passages from UKDEC 4 
 

There is no ethical dilemma if the treating clinician wishes to make contact with the SN-OD at an early 
stage, while the patient is seriously ill and death is likely, but before a formal decision has been made 
to withdraw life-sustaining treatment. Such early discussions might be valuable for a variety of 
reasons. These include establishing whether there are contra-indications for organ donation, in which 
case the issue of donation either does not need to be raised with the family at all, or if the family raise 
the issue it can be explained why organ donation is not appropriate. Other practical and 
organisational factors might be relevant – if the SN-OD is based at a distant location then early 
contact can help to minimise distressing delays for the family. 

The family will not be approached about organ donation unless and until the decision to withdraw life-
sustaining treatment has been made and independently agreed, and the family has accepted this. 
The patient’s ODR status should be known before the family are approached. If the family raise the 
issue at an earlier stage any information should be noted and discussions handled sensitively 
according to the family’s needs, but decisions should not be formalised until the decision to withdraw 
life-sustaining treatment has been made.  

The Organ Donation Taskforce recommended that, as a minimum, the SN-OD should be notified 
when the decision to withdraw treatment had been agreed, and that the Organ Donor Register should 
be checked at this point if this had not already been done. However, it encouraged units to consider 
developing earlier referral criteria based on clinical condition alone. 

UKDEC is in agreement with the Organ Donation Taskforce recommendations. Flexibility is needed, 
and in many cases it will be a matter of clinical judgement, supported by local protocols where 
appropriate, as to when the SN-OD should be made aware of the case. 

http://www.google.co.uk/url?sa=t&rct=j&q=donation%20ethics%20committee&
http://www.bts.org.uk
http://www.gmc
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/di
http://www.bma.org.uk/images/organdonation_buildingonprogressfebruary201
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Early involvement of the SN-OD with the family (sometimes known as the ‘long contact model’) means 
the SN-OD joins the clinical team when they begin to talk through with the family that further life-
sustaining treatment is no longer in their relative’s best interests. It has been the subject of some 
debate within the transplant community, with some arguing that it leads to higher consent rates for 
donation as the SN-OD is already part of the team supporting the family before the approach is made. 
Others argue that there is a risk of coercion, and fragmentation of support to the family as, if the 
family decide donation is not appropriate, the SN-OD may leave 
 
 
Relevant passages from GMC 5 
 
Organ donation 
81 If a patient is close to death and their views cannot be determined, you should be prepared to 
explore with those close to them whether they had expressed any views about organ or tissue 
donation, if donation is likely to be a possibility. 
 
82 You should follow any national procedures for identifying potential organ donors and, in 
appropriate cases, for notifying the local transplant coordinator.xiv You must take account of the 
requirements in relevant legislation and in any supporting codes of practice, in any discussions 
that you have with the patient or those close to them. You should make clear that any decision about 
whether the patient would be a suitable candidate for donation would be made by the transplant 
coordinator or team, and not by you and the team providing treatment. 
 
 
Relevant passages from DOH 6 
 
In many cases, actions that can facilitate NHBD most successfully will be in the person’s best 
interests. Equally, there will be some occasions when this will not be the case, and it will not be 
possible to take such actions to facilitate NHBD 
Maintenance of life-sustaining treatment may be considered to be in the best interests of someone 
who wanted to be a donor if it facilitates donation and does not cause them harm or distress, or place 
them at significant risk of experiencing harm or distress. 
Delaying the withdrawal of treatment and changing a patient’s location may be considered to be in the 
best interests of someone who wanted to be a donor if this facilitates donation and does not cause the 
person harm or distress, or place them at significant risk of experiencing harm or distress. 
 
 
Relevant passages from BMA 7 
 
The research data analysed by NICE showed that the use of clinical triggers and a requirement to 
refer according to standard criteria led to an increase in both referrals and donors. It is hoped that 
implementation of the NICE guideline will result in early and consistent donor referral. This, combined 
with the clinical lead and specialist nurse providing support and guidance to staff and the donation 
committee investigating all cases where potential donors are lost, should lead to an increase in 
referral rates and, subsequently, an increase in donors across the UK. Clinical management of 
potential donors, before and after referral, is also an important issue. This includes decisions about 
the timing of withdrawal of treatment (which should take account of the individual’s wish to become a 
donor where that is known), and the initial stabilisation and assessment of potential donors. Work is 
currently underway to develop and test an ‘intensive care bundle’ to help intensivists to provide 
clinical care to potential donors in a way that will maximise donation potential. 
 
 
 


