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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING  

HELD ON FRIDAY, 19 OCTOBER 2012 
AT THE FOREST HOTEL, DORRIDGE 

 
Present:       
 David Mayer               National Clinical Lead for Organ Retrieval (Chair)  

Emma Billingham Senior Commissioning Manager  
Andrew Bradley Kidney Advisory Group Representative  
John Dark  Cardiothoracic Advisory Group Representative 
Sue Falvey  Head of Clinical and Nursing Governance, ODT 
Peter Friend  Pancreas Advisory Group Representative  
Gerlinde Mandersloot National Clinical Lead – Donor Optimisation 
Cara Murphy  Statistics & Clinical Audit, ODT 
Fidelma Murphy National Quality Manager, ODT  
Rutger Ploeg  Honorary Consultant - Research & QUOD lead, ODT 
Karen Quinn  Assistant Director – UK Commissioning, ODT 
Susan Richards Team Manager, Organ Donation Services (Deputising for F Wellington) 

 Dinesh Sharma Liver Advisory Group Representative 
Helen Tincknall Lead Nurse – Recipient Co-ordination, ODT  

 Chris Watson  British Transplantation Society Representative 
  
In attendance:      
 Sally Johnson  Director of Organ Donation and Transplantation, ODT 

Jacqui Sanders Secretary – Clinical and Support Services 
Kathy Zalewska    Clinical and Support Services Manager 
 

        ACTION 
 WELCOME AND APOLOGIES  
 Apologies received from Rachel Johnson, James Neuberger,  

Dave Metcalf, Darius Mirza, Fiona Wellington 
 

   
1 DECLARATION OF INTEREST IN RELATION TO THE AGENDA – 

CRG(12)9 
 

1.1 No declarations were received from members.  
   
2 MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING 

HELD ON 22 JUNE 2012 – CRG(M)(12)2 
 

2.1 Accuracy  
2.1.1 The minutes of the previous meeting were agreed subject to 

comments as follows:   

Item 2.2 (AP 13) – should read <30kg for paediatric heart donors. 

 
 
 
 

   
2.2 Action Points – CRG(AP)(12)3  
2 
2.1 

AP2 – National Perfusion  
J Dark referred to the possible drain on perfusionists resources. He 
suggested a potential solution would be to replace retrieval team 
perfusionists with nurse practitioners. This should be flagged up with 
the Cardiothoracic centres and brought up at centre visits for 
discussion as appropriate.  
 

 
 
 

D Mayer / 
E Billingham 
 

 AP3 – Monitoring of NORS       
Update provided by C Murphy at agenda item 3.4. 
 

 

 AP3 - J Dark referred to a previous CTAG decision in 2011 whereby 
it was agreed that for a 12 month period accepting teams could 
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undertake the retrieval.   No change was reported in the number of 
hearts used by the accepting team. This was brought to CTAG in 
September when it was agreed to reduce the number of organs 
being retrieved by accepting teams to 10%.   

   
3 NORS  
3.1 Monitoring of NORS: 5 months - 1 April 2012 to 31 August 2012 

- CRG(12)23                                                                        
 

3.1.1 C Murphy presented data which looked at activity during this period.  
The re-allocation of donor hospitals has improved the imbalance in 
the percentage share of donors where the abdominal retrieval teams 
were first on call.  Similarly for the cardiothoracic retrieval teams, the 
percentage of donors where each cardiothoracic retrieval team were 
first on call was similar for each team, with Birmingham leading as 
first on call for the largest percentage of donors.  The percentage of 
retrievals attended by the abdominal retrieval teams which were not 
first on call has increased for the majority of teams in the last five 
months.   
 
There has been little change in the percentage of retrievals where 
the travel time was more than 3 hours, indicating that the hospital  
re-allocations have not introduced travel delays. 
 
Cardiff and Birmingham, as well as Oxford and Royal Free are 
providing NORS from each centre on an alternating basis.  Leeds 
and Manchester remain as a single team.  Therefore, relevant data 
such as travel time and others should be analysed and evaluated 
separately per NORS team.  
  
In terms of cardiothoracic data, Papworth has the lowest number of 
non-proceeding donors.  J Dark suggested that the data be 
presented by accepting centre across the whole of the UK.   
 
Based on the retrieval team activity data, members discussed the 
advantages of a central control system to manage the logistics of 
the retrieval teams. 
 
The clinicians were asked if they thought it was a good idea for the 
retrieval teams to attend DCD donors before organs are placed, to 
try to reduce the length of the donation process.  The general 
consensus was that it would be better to try to reduce the HLA 
testing and offering times first, before adopting this approach. 
D Mayer asked for comments by the clinicians regarding delays.  
C Murphy to produce data to indicate where consent is being 
withdrawn by the family due to the donation process taking a long 
time. 
 
There was discussion that it may be beneficial for the organ-specific 
Advisory Groups to see some of the data that is contained within this 
report.  C Murphy to send a copy of the report to the Advisory Group 
Chairs and Advisory Group Representatives to ask if any of the data 
from the report would be useful for their meetings. 
 
There have been improvements in return rates for NORS data and 
this will continue to be monitored through the contract review 
process. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

C Murphy 
 
 
 
 
 
 
 
 
 
 
 
 

C Murphy 
 

 
 

 
 

C Murphy 
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3.2 Analysis of organ damage - CRG(12)24  
3.2.1 The DBD kidney and DBD and DCD liver damage rates have 

increased consistently over the last three years, however, the 
increases are not statistically significant.  There has been fluctuation 
in the other damage rates.  It was noted that data completion rates 
vary across the years and this may influence the damage rates. 
Members highlighted the need for quality assurance in form 
completion.  E Billingham to write to each recipient centre regarding 
data completion and non-return of forms, emphasising the impact on 
the regulations around Quality Assurance and the HTA. 
 
Cardiff and Birmingham, as well as Oxford and Royal Free are 
providing NORS from each centre on an alternating basis.  Leeds 
and Manchester remain as a single team.  Therefore, damage data 
should be analysed per NORS team and not per retrieval zone if 
shared between two separate teams. 
 
The DBD kidney damage rate for all organs and exported organs 
was significantly high for Newcastle retrieval team.  D Mayer to 
inform Newcastle about this. D Mayer asked members if the figures 
for exported DBD kidneys and livers show varying trends and also 
whether this information should be in the public domain.  However, it 
was felt that this would be open to interpretation.  A Bradley 
commented that generally NORS is working well. 

 
 
 
 
 
 

E Billingham 
 

 
 
 
 
 
 
 
 
 

D Mayer 

   
3.3 Efficiency of team travel arrangements – CRG (12)25  
3.3.1 C Murphy presented a report analysing the efficiency of the retrieval 

team travel arrangements for the period of the 1 April 2012 to 31 
August 2012. 
 
The report emphasises the points covered earlier around the need 
for a central control centre.    

 
 
 
 
 

 
   
3.4 NORS Standards revision – 1 Jan 2013 – CRG(12)26  
3.4.1 K Zalewska presented a summary of the major changes planned for 

the next revision of the NORS Standards document. 
 
All suggested changes were open for discussion by members and 
comments and actions noted.   The following actions arose from 
discussion: 

• K Zalewska to amend the document with tracked changes ready 
for circulation to become effective from 1st January 2013. 

• J Dark to confirm whether cardiothoracic waiting times are 
consistent with abdominal waiting times shown at paragraph 1.17  

     (to be added as additional paragraph). 
• P Friend to help re-write paragraph 5.12 on Page 17 due to 

confusion in interpretation. The responsibility is with the donor 
team and the default position is simple cold storage.   

• J Dark to write a paragraph regarding assessment of 
cardiothoracic organs for Page 20 Paragraph 6.13. 

• E Billingham to send out a reminder re: recording of organ 
damage.   

• K Zalewska to discuss with J Neuberger the Group’s strong 
recommendation to amend the word ‘rare’ in relation to intra-
cerebral tumours, within Appendix 6. 

 

 
 
 
 
 
 
 

K Zalewska 
 

J Dark 
 
 
 

P Friend 
 

J Dark 
 

E Billingham 
 
 

K Zalewska 
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4. National Donation Congress  
 K Quinn explained that at the SMT meeting, it had been proposed 

that the National Donation Congress should be relevant for both 
organ donation and transplantation.  Discussion moved on to 
whether NORS teams should be represented on the Clinical 
Retrieval Group and whether a separate forum should take place 
annually, not linked to the BTS event.  Members agreed there is a 
requirement for a revised Retrieval Consultation Group with a clear 
agenda to encourage participation from retrieval centres.   

 
 
 
 
 

 
 
 

 
 

  

5. Retrieval Advisory Group proposal – CRG(12)27 
D Mayer referred to the letter from Mr. Ian Currie, Consultant 
Transplant Surgeon at the Royal Infirmary of Edinburgh dated 11 
July 2012 and the response letter from J Neuberger dated 31 July 
2012.  Arising from discussion at item 4 above, K Quinn agreed to 
pull together various ideas for a mechanism to bring together both 
donation and retrieval teams for consideration by members. 
 

 
 
 
 
 

K Quinn 
 

   
6. Clinical Governance  
6.1/6.2 A total of 41 clinical retrieval incidents were reported in the period    

1 June to 30 September 2012.  E Billingham presented details of  
three incidents for discussion:   
CGMG 1127/0712, CGMG 1169/1170/0812, 1180/1181/0812  
 

 

6.3 KPI on stand down time for DCD Kidneys – CRG(12)28  
 E Billingham presented a paper for comment.   In the majority of 

cases where stand-down times were less than the target time, it was 
because the recipient surgeon requested that the retrieval team 
stood-down early.  The stand down time target was increased to 
three hours from 1st July and there were some delays in some teams 
implementing this.  Monitoring of the times will be continually 
reviewed. 

 

   
7. Pancreas and liver retrieval processes at Leeds/Manchester – 

CRG(12)29 
 

 D Mayer referred members to the paper regarding variations in 
pancreas retrieval rates where the rate for Leeds/Manchester 
appears to be lower than the rates of the other teams.  At a recent 
PAG meeting it was suggested that Manchester may be making 
decisions about the suitability of a pancreas for transplant prior to 
retrieval. 
   
D Mayer to write to Leeds/Manchester team for their comments on 
this data.  

 
 
 
 
 
 
 

D Mayer 

   
8 Breach Reports  
 There were no breach reports.  
   
9. Perfusion Fluid  
9.1 National procurement of perfusion fluid.  
 R Ploeg reported from the meeting 9 October 2012 to review current 

practice of abdominal flush-out and preservation protocols by NORS 
teams.  Individual organ retrieval team protocols were presented 
together with an overview of the evidence base.  Following a 
constructive discussion, a national algorithm describing perfusion 
and preservation for abdominal organ retrieval including DBD and 
DCD (cat 3) was confirmed and summarised in a “National Perfusion 
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Protocol”.  The recommendations were accepted subject to a rider 
stating that antibiotics would be added to the stored vessel pots and 
also to explain why. The type of antibiotic would need to be stated.  
Agreement needs to be reached on the financial aspects of 
preservation solutions, following which the perfusion protocols would 
be updated by Olive McGowan, Head of Service Development, 
Organ Donation Services and be implemented as from 1st January 
2013. 
 

 
 
 
 
 

O McGowan 
 
 

10 Training and Competencies  
10.1 Update on Organ Retrieval Workshop 

The next workshop will be held on 26th and 27th November in 
Oxford and planning is progressing well. There is nothing further to 
report at this stage. 

 

   

10.2 Completion of recognised training: proposal for competency 
based certification of retrieval surgeons – CRG(12)31 

 

 R Ploeg gave details of the proposed NORS training system.  This 
would be competence led, rather than consultant led and a number 
of countries are already using this modular training system, including 
an entry exam, training on the job, participation in the annual 
retrieval workshop, plus study with an e-learning module for 
abdominal organ (liver/pancreas/kidney) retrieval.  The NORS team 
supervisor would decide when the trainee is ready; final practical 
exam has to be taken with a supervisor from another NORS team; 
documentation of all training would be provided; and an exam taken.  
It is anticipated that certification for abdominal donor surgery is 
given to the candidate on a national level by ISCT/RCS/NHSBT or 
another body.   

J Dark agreed to forward to D Mayer information on a similar 
process carried out via ISCP. 

R Ploeg would be liaising with Norman Williams re taking this 
forward.  P Friend suggested that NHSBT endorses the standard for 
this training.  The training would also provide a further incentive for 
the trainee to stay within the hospital, awaiting the donor.  

 
 
 
 
 
 
 
 
 
 
 
 
 

J Dark 
 

   
11 EUODD UPDATE  
11.1 Organ Box Tender 

E Billingham advised that a Workshop has been arranged for 28th 
November with the NORS teams to review information submitted as 
part of the tender.  A cardboard mock up of the actual boxes will be 
available to alleviate concerns and the preferred supplier will be 
identified after the meeting.   There are two sizes only and box 
prices range from £75 to £750.  Cleaning costs are covered by 
suppliers.   

 

   
12 Update on 2013 Clinical Strategy  
 S Johnson gave an update on the 2013 Clinical Strategy, adding 

that 70 pages of comments have now been received and condensed 
by C Williment.   

 

   
13 ANY OTHER BUSINESS  
13.1 Donor optimisation care bundle   
 G Mandersloot reported that the care bundle has been approved by 

the National Organ Donation Committee and will be sent to all 
CLODs.   
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The care bundle comprises of:   
 

• Donor optimisation guideline for management of the brain-
stem dead donor (6 pages). 

 
• Form entitled:  Donation after Brainstem Death – Donor 

Optimisation Extended Care Bundle (3 pages) 
 

• Audit Tool – (2 pages) 
 

 14 DATE OF NEXT MEETING  
 The next meeting will take place from 10.00 a.m. to 3.00 p.m. 

approx. on Friday 15 February 2013, at The Forest Hotel, Dorridge, 
Solihull, West Midlands 

 

   
NHSBT Organ Donation & Transplantation Directorate October 2012 
 


