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LACK OF CQUIN EFFECT ON KEY RATES of ORGAN DONATION PROCESSES 

IN THE MIDLANDS 
 
BACKGROUND 
 
The Commissioning for Quality and Innovation (CQUIN) payment framework was 
introduced in 2009 to make a proportion of providers’ income conditional on 
demonstrating improvements in quality and innovation in specified areas of care. 
CQUIN schemes can earn a Hospital Trust up to 1.5% additional income based on 
the Trust’s total income.  
 
Thematically CQUINs are focussed on safety, effectiveness, patient experience and 
innovation. Some CQUINs are national and mandatory, for example the Reducing 
avoidable harm: VTE reduction (Venous Thromboembolism) CQUIN. Local CQUIN 
schemes are developed and negotiated by Primary Care Trust’s or Specialised 
Commissioners.   
 
The West Midlands Specialised Commissioning Team proposed a local scheme 
around promoting the identification of potential organ donors within trusts based on 
some of the recommendations of the National Taskforce Report ‘Organs for 
Transplantation’ (2008).  The Organs for Transplant CQUIN (O4T) was developed 
within the West Midlands working with a small number of hospitals and NHS Blood 
and Transplant (NHSBT). The weighting for the O4T was set for each Hospital trust 
as 15% of the total CQUIN allowance. A Trust with a £200 million income, for 
example, could potentially earn an additional £450 000, if they achieved all of the 
O4T requirements. 
 
The CQUIN would apply to all West Midlands Hospital Trusts for the financial year 
2011 / 12 and would require Trusts to demonstrate improvements in processes 
around delivery of the Taskforce recommendations as they apply to hospitals. The 
O4T CQUIN was divided into 5 equally weighted subcategories, such that achieving 
each sub-category would earn the Trust 20% of the total CQUIN allocation for the 
O4T (see Table 1). 
 
The NHS Blood and Transplant, Midlands Region, consists of 19 Hospital Trusts (28 
hospitals) and covers a population of 7.2 million. Importantly, the CQUIN would cover 
only the larger West Midlands region (15 Trusts), whilst the smaller East Midlands (4 
Trusts), would have no CQUIN payment framework for organ donation activities. 
 
Specialist Nurses for Organ Donation, are nurses embedded into their local hospital 
Trust, but when on-call cover the entire Midlands region and are managed centrally 
by the NHSBT Midlands Region team. It is expected therefore that similar education 
opportunities and initiatives might be occurring equally in the West and East 
Midlands. At the conclusion of the CQUIN year (2011 / 12) it was proposed to 
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compare the effect on organ donation processes, in the first four CQUIN sub-
categories between the West and East Midlands. 
 
 
CQUINs have been adopted, as a Quality Standard for 2012/13 in the 
West Midlands, so though there is no longer a financial incentive there is 
still the potential for a financial penalty. 
 
METHOD 
For publication 
RESULTS 
For publication 
 
CONCLUSION 
 
We were unable to demonstrate that the introduction of an organ donation CQUIN 
effect on key rates of organ donation processes when comparing the West Midlands, 
who had CQUINS, to the East Midlands, which didn’t. 
 
The reason the West versus the East Midlands was chosen to compare, is that 
NHSBT Midlands Region manage the specialist nurses for organ donation 
throughout both regions, covers both. The specialist nurses, when on-call, cover both 
the sides of the Midlands. The NHSBT Midlands Region organises regional 
education events for the entire Midlands. It is hoped therefore, that from a 
management and education perspective, the West and East Midlands are 
comparable and it would be only the introduction of CQUINs into the West Midlands, 
which may be different. 
 
Limitations 

1. The	  West	  Midlands	  consisted	  of	  15	  Hospital	  Trusts,	  whilst	  the	  smaller	  East	  Midlands	  
only	   4.	   It	   is	   possible	   that	   the	   small	   size	   of	   the	   East	   Midlands	   made	   meaningful	  
comparison	   difficult.	   However	   in	   donation	   number	   terms,	   the	   East	   Midlands	   is	  
approximately	   40%	   as	   large	   as	   the	  West	  Midlands,	   as	  many	   of	   the	  West	  Midlands	  
Trusts	  have	  small	  donation	  potential.	  A	  comparison	  to	  national	  data	  might	  be	  useful.	  

2. CQUIN	  N3	  is	  not	  a	  direct	  match	  to	  the	  DCD	  referral	  rate,	  which	  was	  used	  for	  analysis,	  
since	  N3	  specified	  only	  those	  patients	  with	  catastrophic	  neurological	  injury.	  A	  truer	  
comparison	  would	  have	  to	  involve	  using	  diagnostic	  criteria	  to	  exclude	  those	  without	  
a	  catastrophic	  neurological	  injury,	  usually	  a	  minority.	  

	  
Future	  Work	  

1. It	  is	  possible	  that	  CQUINs	  will	  have	  less	  effect	  in	  the	  year	  of	  their	  duration,	  but	  have	  
cemented	  a	  change	  in	  hospital	  culture	  that	  will	  be	  maintained,	  even	  after	  the	  
financial	  incentive	  has	  gone.	  It	  is	  our	  intention	  to	  run	  the	  analysis	  again	  at	  the	  
conclusion	  of	  the	  2012/13	  financial	  year,	  to	  see	  if	  this	  is	  the	  case.	  However,	  CQUINs	  
have	  been	  adopted	  as	  a	  Quality	  Standard	  for	  2012/13	  in	  the	  West	  Midlands,	  so	  
though	  there	  is	  no	  longer	  a	  financial	  incentive	  there	  is	  still	  the	  potential	  for	  a	  financial	  
penalty.	  This	  may	  confound	  any	  ongoing	  CQUN	  effect.	  
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2. It	   might	   be	   useful	   to	   compare	   the	   West	   Midlands	   to	   national	   trends,	   given	   the	  
smaller	  size	  of	  the	  East	  Midlands.	  

3. CQUIN	  N3	  could	  be	  explored	  more	  closely	  and	  a	  truer	  comparison	  made,	  if	  diagnostic	  
criteria	  to	  exclude	  those	  without	  a	  catastrophic	  neurological	  injury,	  is	  used.	  

4. These	  results	  should	  be	  shared	  as	  part	  of	  the	  2013	  Strategy	  development.	  
5. It	  is	  intended	  to	  seek	  publication	  in	  the	  British	  Medical	  Journal,	  once	  the	  results	  from	  

the	  2012/13	  year	  are	  analysed.	  

William Hulme, Joanne Allen 
Statistics and Clinical Audit  
 
Dale Gardiner, Susan Richards 
Midlands Organ Donation Services Team 

 
 

August 2012 
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Appendix 1: Trusts in East and West Midlands 
 
 
East Midlands 
Derby Hospitals NHS Foundation Trust 
Nottingham University Hospitals NHS Trust 
Sherwood Forest Hospitals NHS Trust 
University Hospitals of Leicester NHS Trust 
 
West Midlands 
Birmingham Children’s Hospital NHS Trust 
Burton Hospitals NHS Trust 
Dudley Group of Hospitals NHS Trust 
George Eliot Hospital NHS Trust 
Heart of England NHS Foundation Trust 
Mid Staffordshire General Hospitals NHS Trust 
Sandwell and West Birmingham Hospitals NHS Trust 
Shrewsbury and Telford Hospitals NHS Trust 
South Warwickshire General Hospitals NHS Trust 
The Royal Wolverhampton Hospitals NHS Trust 
University Hospital Birmingham NHS Foundation Trust 
University Hospital of North Staffordshire NHS Trust 
University Hospitals Coventry and Warwickshire NHS Trust 
Walsall Hospitals NHS Trust 
Worcestershire Acute Hospitals NHS Trust 
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Appendix 2: Potential Donor Audit (PDA) Definitions 
 
POTENTIAL DONOR AUDIT  
Data excluded  Cardiothoracic ICUs, wards and patients aged 76 years and 

over are excluded. 
  
Suspected Neurological Death  A patient who meets all of the following criteria: Apnoea, 

coma from known aetiology and unresponsive, ventilated, 
fixed pupils. 

Discussed with Specialist Nurse 
– Organ Donation  

A patient with suspected neurological death discussed with 
the Specialist Nurse – Organ Donation (SN-OD) 

Neurological death tested  Neurological death tests were performed 
Potential DBD A patient whose death has been confirmed using 

neurological criteria, with no absolute contraindications or 
relative contraindications to solid organ donation 

Absolute contraindications  Known or suspected CJD or known HIV positive 
Relative contraindications A relative contraindication is defined as any of: 
 a)  any malignancy within the past 12 months (excluding 

brain tumour) or 
 b)  multi-organ failure (Demonstrable failure of two or more 

vital organ systems and associated complications.  Failure 
defined as requirement of organ support) or 

 c)  active untreated tuberculosis 
Family approached for consent / 
authorisation 

Family of potential DBD asked to make a decision on 
donation 

Family consented / authorised Family consented to / authorised donation 
Actual donors: DBD  Neurological death confirmed patients who became actual 

DBD as reported through the PDA 
Actual donors: DCD Neurological death confirmed patients who became actual 

DCD as reported through the PDA 
Neurological death testing rate Percentage of patients for whom neurological death was 

suspected who were tested 
Referral rate Percentage of patients for whom neurological death was 

suspected who were discussed with the SN-OD 
Approach rate Percentage of potential DBD families approached for 

consent /authorisation for donation 
Consent / authorisation rate Percentage of families approached about donation that 

consented to / authorised donation 
Adjusted consent / authorisation 
rate 

Consent /authorisation rate adjusted for ethnicity case mix, 
based on those patients whose family were approached for 
consent /authorisation and patient ethnicity was known 

Conversion rate Percentage of potential DBD who became actual donors 
(either DBD or DCD) 

  
Imminent death anticipated A patient, not confirmed dead using neurological criteria, 

receiving assisted ventilation and a clinical decision to 
withdraw treatment has been made. 

Discussed with Specialist Nurse 
– Organ Donation 

Patients for whom imminent death was anticipated who were 
discussed with the SN-OD 

Potential DCD A patient in whom imminent death is anticipated, treatment 
has been withdrawn and who has no absolute or relative 
contraindication to organ donation. 

Absolute medical 
contraindications 

Known or suspected CJD or known HIV positive 

Relative contraindications A relative contraindication is defined as any of: 
 a)  any malignancy within the past 12 months (excluding 

brain tumour) or 
 b)  multi-organ failure (Demonstrable failure of two or more 
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vital organ systems and associated complications.  Failure 
defined as requirement of organ support) or 

 c)  active untreated tuberculosis 
Family approached for consent / 
authorisation 

Family of potential DCD asked to make a decision on 
donation 

Family consented / authorised Family consented to / authorised donation 
Actual DCD DCD patients who became actual DCD as reported through 

the PDA 
Referral rate Percentage of patients for whom imminent death was 

anticipated who were discussed with the SN-OD 
Approach rate Percentage of potential DCD families approached for 

consent /authorisation for donation 
Consent / authorisation rate Percentage of families approached or made an approach 

about donation that consented to / authorised donation 
Adjusted consent / authorisation 
rate 

Consent /authorisation rate adjusted for ethnicity case mix, 
based on those patients whose family were approached for 
consent /authorisation and patient ethnicity was known 

Conversion rate Percentage of potential DCD who became actual DCD 
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