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NHS BLOOD & TRANSPLANT  

ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 
 

MINUTES OF THE FIRST MEETING OF THE CLINICAL RETRIEVAL GROUP  
HELD AT 11:00 ON THURSDAY, 11TH AUGUST 2011  

AT THE FOREST HOTEL, DORRIDGE 
 
Present: James Neuberger Associate Medical Director (Acting Chair)  
 Andrew Bradley Kidney Advisory Group representative  
 Sue Falvey Nurse Development Manager, ODT 
 Peter Friend Pancreas Advisory Group representative 
 Rachel Johnson Head of Organ Donation and Transplantation Studies 
 Fidelma Murphy National Quality Manager, ODT 
 Steve Pollard Liver Advisory Group representative 
 Karen Quinn Assistant Director – UK Commissioning, ODT 
 Fiona Wellington Regional SN-OD Manager, ODT 
   
 
In attendance: Chris Callaghan Clinical Lecturer and Honorary SpR, Cambridge 
 Bernadette Howard Senior Commissioning Manager 
 Cara Murphy Statistics & Clinical Audit, ODT  
 Kathy Zalewska  Secretary, Corporate Services, ODT 
 
   
  
 WELCOME AND APOLOGIES 
 J Neuberger welcomed Bernadette Howard and Chris Callaghan to the meeting. 

Apologies were received from Paula Aubrey, Stephen Bonner, Robert Bonser, Anthony 
Clarkson, Kevin Gunning, David Metcalf, Darius Mirza, David Mayer, and Paul Murphy. 

  
  1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – CRG(11)1 
  
  1.1 There were no declarations of interest in relation to the agenda. 
  
  2 NOTES OF THE CLINICAL SUB-GROUP MEETING HELD ON 18TH MARCH 2011 
  
  2.1 Accuracy 
  2.1.1  The notes of the clinical sub-group meeting held on 18th March 2011 were agreed as a 

correct record subject to the following amendments: 

Minute 2.3 – K Quinn confirmed that the penalties for breach of contract for failure to 
muster a team should read: 

£10k for the first non-attendance 
£20k for a second non-attendance 
£70k for a third non-attendance 

  
  2.2 Action points 
  2.2.1 • Minute 2.1 – Liver vessel storage form: Action carried forward for P Friend to raise 

the issue of storage of vessels from pancreas retrieval at the next meeting of PAG. 
• Minute 2.2 – Cross-matching of blood for potential transfusion to deceased organ 

donors: Ongoing concerns with delays in HLA typing have been discussed with DH 
and the commissioners.  Agreement on standards and funding streams needs to be 
reached and a proposal is being prepared to put to DH for funding for minimum 
requirements for HLA typing which would involve funding for HLA typing being directed 
through NHSBT rather than via the Trusts.  BSHI is currently considering the standards 
for formal approval.  

• Minute 2.3 – All centres have been informed that a centre has been fined for non-
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attendance which resulted in loss of organs. 

• Minute 2.4 – E Billingham is developing a standardised national perfusion protocol 
which will be submitted to the next meeting for discussion.   

• Minute 2.5 – Action carried forward as neither D Mayer or              E Poppitt are in 
attendance 

• Minute 4 – D Mayer to confirm that paperwork used by the cardiothoracic teams has 
been circulated.  R Ploeg has now taken up his role at Oxford and will become involved 
in the NHSBT / BTS Organ Retrieval Workshop in November.   

• Minute 5 - D Mayer has completed the action to add an N.B. to the clinical standards 
document stating that it is a selective summary and readers should refer to the current 
version to ensure the document is not out of date. 

• Minute 6 – A letter is being sent to all centres to remind them of the mandatory 
requirement to send in the HTA form.  If surgeons don’t have the form at the time of 
retrieval or they don’t complete it before they leave then the CLOD for the NORS team 
will be contacted. 
R Johnson tabled a breakdown of the organs reported as damaged at the last meeting. 

 Refer to minute 5.2 for discussion on the remaining action points  relating to organ 
damage. 
• Minute 7 – K Quinn reported that the number of surgeons on call had been raised with 

both Newcastle and Scotland at their review meetings.  J Neuberger reiterated that any 
changes to zonal allocation would be only implemented twice p.a. 

 R Johnson confirmed that details of the zonal changes  implemented on 1st April were 
circulated to the appropriate people.   
• Minute 8 – Refer to minute 3. 

  
  2.3 Matters arising, not separately identified 
  2.3.1 There were no further matters arising. 
  
  3 REVIEW OF ToR AND MEMBERSHIP OF THE CLINICAL RETRIEVAL GROUP – 

CRG(11)2 
  3.1 The Group endorsed the Terms of Reference for the new Clinical Retrieval Group.  The 

Group will meet three times p.a. and there will be a Retrieval sub-group to review clinical 
governance incidents on a monthly basis, together with an annual stakeholder meeting 
(Retrieval Consultation Group).  Discussion took place on membership and there was 
universal concern and regret at the lack of input from the intensive care community at this 
meeting.  It was agreed that K Quinn would approach Gerlinde Mandersloot to become a 
member of the Group to act as a point of contact with the donation and intensive care 
community.   F Wellington would be the SNOD representative on the Group going forward 
as she is also the Chair of the Clinical Governance Donation sub-group.  

  
  4 ASSOCIATE MEDICAL DIRECTOR’S REPORT 
  
  4.1 Developments in NHSBT 
  4.1.1 • There is currently no support organisation for recipient co-ordinators.  NHSBT is trying 

to encourage liaison so that SN-ODs and recipient co-ordinators have a clearer 
understanding of each other’s roles. A new role is to be established within NHSBT to 
act as a mentor for recipient co-ordinators.  This person would not, in any way, be 
responsible for their employment or management but would provide professional co-
ordination and support to try to improve the relationship between the recipient co-
ordinators and SN-ODs.  This initiative is supported by recipient co-ordinators who 
would like standardised practice and job descriptions.  This role would be similar to that 
undertaken by L Burnapp with living donor co-ordinators. 

• Work on the EU Organ Donation Directive is progressing and a workshop will take 
place in October on SAER reporting, trying to define what is a reportable incident and 
what is a mandatory reportable incident to the HTA.   

   
  5 NORS 
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  5.1 Report of activity for first 15 months – CRG(11)3  
  5.1.1 Members received for discussion a report on NORS activity between 1 April 2010 and 30 

June 2011.  The following points were raised: 
• Consideration should be given to undertaking a review of the abdominal retrieval 

service following the cardiothoracic review.   
• There are problems with joint teams going out to retrieve as both centres send an 

experienced surgeon and junior or less experienced surgeons don’t get the opportunity 
to improve their skills.  This situation will only improve if both teams are experienced in 
both organs.  Then teams could take it in turn to send one experienced and one non-
experienced surgeon. 

• The majority of teams are inactive for 50% of the time. 
• King’s attended a high number of retrievals as the 7th team in the sequence.  It was 

noted that the majority of these were in the first year with nothing reported for the past 3 
months.   

• Monthly reports are being sent out to try to capture missing data in relation to the 
reason why the first retrieval team did not attend.   

• There is a statistically significant variation across retrieval teams for the number of 
organs retrieved from DCD donors.  It was highlighted that this is likely to be due to 
variations in local policy.    

• Six monthly updates of this report were requested, together with a summary of non-
delay issues for information.  

  
  5.2 Analysis of organ damage – CRG(11)4 
  5.2.1 C Callaghan joined the meeting to present the results of an audit carried out in Cambridge 

on discarded cadaveric kidneys from around the UK.  Initially the audit looked at kidneys 
discarded due to damage but the inclusion criteria were subsequently broadened.  The 
kidneys were inspected by consultants who gave an independent opinion on usability.  The 
audit started in early May and took two months to reach the target of 20 kidneys.  The 
results of the audit indicated that in the consultants’ opinions, 69% of kidneys were 
usable/possibly usable.  KAG should consider whether a kidney which has been declined 
by one centre should be offered to the declined kidney scheme.  It was recommended that 
advisory groups should consider undertaking similar audits for other organs.   

R Johnson would pass the data on livers to S Pollard for discussion with the Chair of LAG.  
J Neuberger highlighted the need to alert NHSBT Communications Directorate when the 
study is to be published.   

Members noted a paper on a review of organ damage rates between 1 April 2010 and 30 
June 2011 using funnel plots.  King’s were noted as an outlier for kidneys and it was 
agreed that the results should be investigated and discussed with this centre.   

  
  6 CLINICAL GOVERNANCE 
  
  6.1 Review of relevant individual incidents – CRG(11)5a & 5b 
  6.1.1 Members reviewed a summary of recent incidents: 

• There have been a number of damaged kidneys being reported by recipient centres 
which were retrieved by King’s.  S Johnson reported that this has been raised with the 
Chief Executive at King’s, in addition to which the NHSBT commissioning team have 
met with G Koffman and M Drage from Guy’s to discuss how the teams could work 
together to improve the standards within the kidney retrieval team.   

• 648 – Current GMC guidance is that surgeons may not decline to offer treatment (for 
living people) on the basis of risk to the surgeon.  D Mayer has written to the GMC for 
clarification of this in terms of donation and whether a retrieval team has the right to 
refuse to retrieve from a high risk donor.  It is the responsibility of each Trust to 
indemnify their retrieval team in these circumstances.  An update on the request for 
clarity will be given at the next meeting.   
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  7 RETRIEVAL CLINICAL STANDARDS 
  
  7.1 Amendments to NORS standards – CRG(11)6a & 6b 
  7.1.1 Members reviewed the suggested changes to the NORS standards and agreed the 

following: 

Para 1.11: This paragraph should apply to both DBD and DCD donors.  Only one person 
should attend from the recipient centre to assess the organs in-situ.  
Para 1.14: Amend to include reference to the need for the site to be licensed if material is 
being removed for the primary purpose of research. 
Para 3.3: Remove the comment relating to the early notification call made once consent 
has been obtained.  This was felt to be unnecessary.    
Para 3.9: Amend typo – should read DBD not DCD 
Appendix 3: Changes agreed as per comments received from            L Logan and A 
Clarkson.   

K Quinn to ensure the standards are amended.  These would be reissued as agreed twice 
p.a. 

  
  7.2 Clarification of mobilisation of abdominal team – CRG(11)7 
  7.2.1 F Wellington requested clarification on when abdominal retrieval teams should be asked to 

mobilise.  Midlands SNODs have been asked to mobilise a team once one abdominal 
organ has been accepted and hence a theatre time set.  Members were asked to consider 
whether this practice should be adopted nationally.  It was agreed that this should be the 
protocol for abdominal only donors and paragraph 3.4 of the standards should be 
amended to read ‘Once one abdominal donor organ has been allocated ….’.  As with the 
changes in minute 7.1 above, the standards would be reissued twice p.a. 

Discussion also took place on the fact that some teams will not mobilise in a DCD situation 
until blood results are back.  P Friend to liaise with J Neuberger to agree on wording to be 
added to the standards to cover when teams should mobilise for a DCD donor.  

  
  7.3 Clarification of bowel retrieval responsibilities 
  7.3.1 It was agreed that if an abdominal retrieval team from a bowel retrieval centre is the first 

team in the sequence to retrieve and then receives a request to undertake a bowel 
retrieval, then it is acceptable for that team to pass the first donor to the second abdominal 
retrieval team in the sequence in order to retrieve from the bowel donor.    

  
  8 CONTRACT BREACH SOP – CRG(11)8 
  
  8.1 Members noted a document giving guidance to Providers on what constitutes a breach in 

contract with regard to muster time, the implications of such a breach, and the process and 
potential actions that NHSBT can undertake to address such breaches.  It was 
recommended that the SOP be circulated to centres as a reminder.    K Quinn was asked 
to amend the second paragraph under ‘Penalties’ to read ‘Only one financial deduction 
……. ‘ 

  9 RETRIEVAL CONSUMABLES REVIEW – CRG(11)9 
  
  9.1 K Quinn reported on a review of consumables used by NORS teams and 

recommendations for standardisation.  Members agreed that the methodology to agree the 
tariff was fair.  E Billingham would be asked to take this forward with retrieval team leads 
for implementation from 1st April 2012, thereby serving 6 months’ notice.   

  
 10 EUODD UPDATE 
 Refer to minute 4.1.1 above. 
  
 10.1 Organ box tender 
 It was noted that a specification for organ boxes has been drawn up and will be going out 
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to tender on 24th August.  Different size boxes have been included in the specification and 
NHSBT will be responsible for the renal and ocular boxes.  Trusts may order from 
companies whose boxes meet with EUODD requirements.   

  
 11 DECLINED ORGANS SURVEY – CRG(11)10a & 10b 
  
 11.1 A summary of the national audit of declined organs being undertaken at Birmingham was 

noted.   
  
 12 TRAINING AND COMPETENCIES 
  
 12.1 Organ Retrieval Workshop 
 On behalf of NHSBT, this Group will take on responsibility, with the BTS, for ensuring that 

the format of the annual Organ Retrieval Workshop is consistent with NHSBT Retrieval 
Standards and any guidelines.  

  
 13 DATE AND WORK PLAN FOR RETRIEVAL CONSULTATION GROUP 
  
 13.1 It is hoped to arrange a meeting for the annual stakeholder meeting (Retrieval Consultation 

Group) in early Spring 2012. 
Post meeting note: This meeting has been scheduled for Friday, 16th March 2012 at 
ODT, Bristol. 

  
 14 ANY OTHER BUSINESS 
  
 14.1 • The case of an incident where lymphoma from a DCD donor was passed on to both 

renal recipients was raised.  It was highlighted that where there is any suspicion of 
cerebral lymphoma this information should be passed on to the recipient surgeon.   

• Stand-alone retrieval teams – It was proposed that Gerlinde Mandersloot should be 
asked to present her work on donor optimisation to a future meeting of the Group.  

  
 15 FUTURE MEETINGS 
  
 15.1 Date of next meeting 
 15.1.1 Friday 25th November at 11 am - Forest Hotel, Dorridge. 

 
 


