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NHS BLOOD AND TRANSPLANT 

ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 
 

MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING  
HELD ON FRIDAY, 21 JUNE 2013 FROM 10 AM 

AT THE FOREST HOTEL, DORRIDGE 
 

PRESENT: Rutger Ploeg             National Clinical Lead for Organ Retrieval (Chair)  
 Andrew Bradley Kidney Advisory Group Representative  
 Roberto Cacciola Associate National Clinical Lead for Organ Retrieval 
 John Dark National Clinical Lead for Governance and Organ Utilisation

 Peter Friend Pancreas Advisory Group Representative  
 Rachel Johnson Head of Organ Donation & Transplantation Studies, NHSBT 
 Derek Manas British Transplantation Society Representative 

 Gerlinde Mandersloot National Clinical Lead – Donor Optimisation 
 Dave Metcalf Divisional Finance Director, ODT 
 Cara Murphy Statistician, Statistics & Clinical Audit, NHSBT 
 Fidelma Murphy National Quality Manager, ODT 

 James Neuberger Associate Medical Director, ODT  
 Karen Quinn Assistant Director – UK Commissioning, ODT 
 Dinesh Sharma Liver Advisory Group Representative  
 Fiona Wellington Regional Manager, Organ Donation Services  

      
IN ATTENDANCE:  Kathy Zalewska  Clinical & Support Services, NHSBT 
 Elaine Clarke Clinical Governance Support Manager  
 Linda Hamlyn  Chief Executive, NHSBT (Observer) 
  
   ACTION 
  1 WELCOME AND APOLOGIES  
  1.1 R Ploeg welcomed members to his first meeting as Chair of the Group.  

Apologies were received from: 
E Billingham, Senior Commissioning Manager 
S Falvey, Head of Clinical and Nursing Governance, ODT 
D Mirza, Bowel Advisory Group Representative 
P Murphy, National Clinical Lead for Organ Donation 
S Tsui, Cardiothoracic Advisory Group Representative   

 

   
  2 MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING HELD ON 

15TH FEBRUARY 2013 – CRG(M)(13)1 
 

  2.1 The minutes of the previous meeting were agreed as a correct record.    
    
  2.2 Action points – CRG(AP)(13)2  
 AP1: Completed 

AP2: Assessing the impact of the cardiothoracic retrieval team attendance 
 policy on 1 June 2011 – CRG(13)10:  A repeat analysis of the trial 
 allowing the accepting heart team to perform the cardiothoracic 
 retrieval revealed an overall increase in the proportion of attendances 
 by the accepting team.  As there was no significant increase in the 
 number of hearts retrieved, the Group could see no justification for the 
 practice to continue.  A joint letter would be issued to cardiothoracic 
 transplant centres from R Ploeg and K Quinn to this effect. The only 
 reasonable circumstances under which a Cardiothoracic team should 
 retrieve from out of zone are: (a) paediatric, ie <30 Kg donor, (b) 
 complex adult congenital recipient needing extensive extra tissue for 
 anatomical reconstruction, or (c) use of the Transmedics device. 
  

 
 
 
 
 
 
 

R Ploeg/     
K Quinn 
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   ACTION 
 For clarity this change should also be incorporated within the NORS 
 standards from 1st October 2013.  There is no reason why 
 cardiothoracic accepting centres should not send a representative to 
 observe providing this does not delay retrieval and is undertaken at 
 their own cost.  C Murphy to add a risk-adjusted survival analysis to 
 the paper.   
 
AP3:  Risk adjusted organ retrieval rates per retrieval team – CRG(13)11:    
 Members were asked to consider this preliminary analysis and 
 suggest any further factors should be considered for the risk-
 adjustment.  It was agreed that a prospective audit is required to be 
 able to identify the reasons for the differences in retrieval rates 
 across retrieval teams. R Johnson and C Murphy agreed to report 
 back to the Group on whether such an audit is feasible with the 
 information currently available and, if not, to establish what else is 
 required. 

K Zalewska 
 
 

C Murphy 
 
 
 
 

R Johnson/     
C Murphy 

 

   
  2.3 Matters arising, not separately identified  
 E Clarke raised the issue of delays in responses on clinical investigations.  

Response times need to be improved to avoid breaching the 90 day HTA 
timeline and members were asked to request that clinicians report 
appropriately within this timeline.  Requests for a response are now chased 
after 2 weeks.   

Following on from this, members discussed the need to formulate a more 
robust method of arbitration in cases of dispute over damage to organs. It 
was acknowledged that there are two problems areas, the first being 
rejection of the organ at the time of retrieval where the organ needs to be 
analysed more critically; and the second being the implanting surgeon 
deeming the organ untransplantable and preventing it from being offered on.  
Further work is required on how the decision is made on whether the organ 
is transplantable or not.  Members felt it not unreasonable that if the 
implanting surgeon declines the organ this decision should be corroborated 
by a consultant and documented.   

 
 

Advisory 
Group reps 

   
  3 STRUCTURE OF MEETINGS: NEW CONCEPT  
 R Ploeg highlighted his thoughts on the future structure of meetings 

including: 
• All reports to contain executive summaries with conclusions, 

recommendations and/or requests for further input; 
• Productive discussion on strategy and priorities including 

commissioning of task forces where needed; 
• Restructured agenda with updates from NHSBT; commissioning, 

clinical governance; and donor management procedures; 
• Increased discussion on priorities for the Group with 3 priorities set for 

each advisory group or other stakeholder which can then be worked 
on; 

• Development of CRG work plan; 
• Implementation plan for TOT2020. 

Members welcomed the proposed concept and R Ploeg asked Advisory 
Group representatives to consider the priorities to address key issues and to 
submit these to him by 1st September 2013. 

D Manas reported that the Transplant Surgeons Chapter of the BTS have 
emphasised the need to encourage more professional interaction/ 
engagement.    

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Advisory 
Group reps 
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  4 NHSBT UPDATE  
  4.1 Update on NHSBT Strategy:  

• Launch scheduled for July subject to endorsement from Ministers from 
all four UK nations.   

• Key element of the strategy is a shift in emphasis from increasing donor 
numbers to increasing the number and quality of transplants. 

 

   
  4.2  Role of the Medical Team  
 J Neuberger outlined details of the ODT Medical Team together with their 

prime areas of responsibility and objectives for the coming year.  The team 
has been established to increase input from both the donation and 
transplant clinical communities and to encourage close collaboration 
between all those involved in the donation and transplantation pathway.   

Medical Team members are: 
Paul Murphy, National Clinical Lead for Organ Donation 
Dale Gardiner, Deputy National Clinical Lead for Organ Donation 
Gerlinde Mandersloot, National Lead for Donor Optimisation 
John Dark, National Clinical Lead for Governance and Organ Utility 
R Ploeg, National Clinical Lead for Organ Retrieval 
R Cacciola, Associate National Clinical Lead for Organ Retrieval 

 

   
  4.3 Workshop on horizon scanning in organ perfusion – Oct 2013  
 NHSBT is supporting a horizon scanning workshop on machine perfusion 

which will take place on 25th October 2013 in Newcastle.  Retrieval team 
leads have been invited to this event and members were asked to 
encourage attendance. To underline the importance, R Ploeg and               
R Cacciola will send a letter to all NORS team leads.   

 
 

All 
R Ploeg/     

R Cacciola 
   
  4.4  Organ Donation and Transplantation Congress – September 2013  
 The second National Donation and Transplantation Congress will take place 

on 3rd/4th September at the University of Warwick Conference Centre.  The 
conference will be open to Clinical Leads, Donation Committee Chairs, SN-
ODs, and Recipient Co-ordinators, as well as clinicians involved in retrieval 
and transplantation of organs.  Advisory group representatives were asked 
to encourage attendance from retrieval team members.  The programme for 
the congress can be found on the ODT clinical website: 
(http://www.calderconferences.co.uk/NHSBTcongress2013/) 

 
 
 
 
 

All 

    
  4.5 Supporting research  
 • DCD heart study: S Large has submitted a proposal for the reanimation 

of DCD hearts and use in transplantation.  NHSBT have requested sight 
of the full protocol and when received this will be circulated to members 
of the Group for comment and discussion at the next meeting.  The 
proposal for the study will also be submitted to UKDEC.  The role of 
NHSBT in relation to the study is to ensure that SNODs, CLODs, and 
retrieval teams are aware of the study.   

• Human dorsal root ganglia: A study in Scotland into pain relief 
management is seeking support from NHSBT for SNODs to approach 
donor families to obtain consent to retrieve dorsal root ganglia neurons 
from deceased organ donors following retrieval of solid organs.  
Members agreed to the request providing there was no detrimental 
impact on solid organ retrieval.  F Wellington agreed to ask C Brailsford 
to report to the next meeting on the impact of the study to date. 

• There have been instances recently where organs have been received at 
a transplant centre, deemed untransplantable by the implanting surgeon, 
and then not repackaged correctly when offered on to another centre.  

 
 

Clinical 
Support 
Services 

 
 
 
 
 
 
 

F Wellington 
 
 
 
 

http://www.calderconferences.co.uk/NHSBTcongress2013/
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They have instead been replaced in the organ box with no ice or ‘dry’ 
and have consequently deteriorated to the extent that they cannot be 
offered on.  H Tincknell and C Brailsford are producing guidance on what 
to do in this situation but asked that members highlight the problem to 
retrieval teams in the meantime.   

 
 
 

Advisory 
Group reps 

   
  4.6 Vascular composite allografts  
 A meeting was held recently with surgeons involved in vascular composite 

allografts (hand/face/abdominal wall) to consider how these might develop 
over the next few years and whether NHSBT can help with regulatory issues 
and data capture.  The management of face transplants in particular is 
important as it impacts significantly on retrieval timelines.  A communication 
plan will be put in place to ensure that NORS teams, SNODs and CLODs 
are consulted on the process.  Retrieval protocols from those centres 
considering these types of allografts have also been requested.   

 

   
  4.7 Proposal for histopathology audit – CRG(13)12  
 A proposal for a prospective audit of the potential benefit of an out of hours 

histopathology service for lesions identified to rule out malignancy before or 
during retrieval was received for consideration.  R Cacciola was asked to 
establish and chair a task force on behalf of CRG that would involve NORS 
teams, SNODs and transplant centres in data collection.  The type of data to 
be collected would include how many pathology requests to rule out 
malignancy are made by either retrieval or transplanting teams; how many 
transplantable organs the service could potentially deliver; how many teams 
would use the service if it were available; and any potential delays caused 
by using the service. 

Specialist technicians are available in most centres that have NORS teams 
which can provide out of hours histopathology services using the internet to 
transmit histopathological images over the internet to be assessed by a 
dedicated pathologist.  In the future the possibility of tying this in with 
Eurotransplant could be considered.  The task force is expected to first meet 
in September and a business case will be submitted to CRG in October. 

 
 
 
 
 
 
 
 
 
 
 
 
 

R Cacciola  

   
  5 CLINICAL GOVERNANCE  
  5.1 Review of organ damage rates: 1 April 2012 to 31 March 2013 – 

CRG(13)13 
 

 Members noted the summary report on organ damage rates presented by  
C Murphy.  Statistically high exported damage rates were recorded for some 
teams and these would be discussed with the relevant teams by the 
Commissioning Team.   R Cacciola added that a degree of communication 
is missing between retrieval teams and transplant centres.  There were 
discussions around varying levels of training and competence of clinical staff 
and whilst there are plans to address this problem in the medium/long term, 
discussion should focus on what can be done now to ensure that competent 
staff are on call.  Members discussed the use of sanctions and letters to the 
MD/CE of the relevant Trust although it was stressed that the robustness of 
the data needs to be ensured first and one possible solution would be to 
adapt CUSUM type monitoring for this purpose.  R Johnson and J Dark will 
produce a proposal for monitoring and intervention for consideration at the 
next meeting.   

The SORT team have requested help from Newcastle in training in the 
retrieval of DCD lungs but there is a reluctance to do so due to the 
significantly high damage rate for DBD lungs retrieved by the SORT team.  
R Cacciola agreed to follow up on this issue.    
 

 
 
 
 
 
 
 
 
 
 
 

R Johnson/    
J Dark 

 
 
 
 

R Cacciola 
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 5.2  Review of relevant individual incidents:  
 5.2.1 
 
 
 
   

Incident 36: This organ should not have been discarded.  In instances such 
as this the ODT Medical Team members have agreed they can be 
contacted for advice.  Details should be circulated to Retrieval Team leads.    

Incident 136: Problems were experienced with a visiting retrieval team from 
Europe.  Members felt it would be better for any organs offered to and 
accepted by European centres to be retrieved by UK retrieval teams for 
transportation to Europe.  There were concerns that this may affect the 
reciprocal agreement and K Quinn and J Neuberger agreed to investigate 
whether this arrangement would breach any existing agreement with 
Eurotransplant.   

 
 

R Cacciola 
 
 
 
 

K Quinn/       
J Neuberger 

   
   5.3 Clinical Governance Occurrence ODT-Occ-394  
 This was a potential donor where the GP had stated that the possibility of 

the donor having vCJD could not be ruled out.  This was documented on 
EOS.  A centre accepted the organ and the retrieval team raised the issue 
of contamination of surgical instruments and whether these would have to 
be quarantined.   As there were implications for both implantation and 
contamination of instruments the donation did not go ahead.  As there was 
no evidence of vCJD a brain CT would have been appropriate in order to 
show the reason for the cardiac arrest, although there was a high probability 
that the donor family would withdraw consent if a brain biopsy was 
requested.     

J Neuberger/D Manas agreed to liaise to produce NHSBT/BTS guidance on 
the use of organs.   

 
 
 
 
 
 
 
 
 
 

J Neuberger 
D Manas 

   
   5.4 Damage reporting and quality assurance in organ retrieval – 

CRG(13)14 
 

 Members received a proposal from R Ploeg and J Dark to establish a task 
force to look at ways of improving and standardising damage reporting using 
electronic rather than paper systems. 

Currently retrieval and recipient surgeons can report damage using HTA A 
and B forms or via an ODT clinical incident form.  However, due to the lack 
of a user-friendly procedure, feedback is frequently abandoned resulting in 
under-reporting.   

The proposed changes could potentially deliver improvements in damage 
scoring, perfusion quality and communication of damage as well as 
improving data collection and damage reporting to comply with HTA 
regulations.  This would require investment in both software and some 
hardware. R Ploeg presented details of a similar system to that proposed 
which was developed by the Dutch Transplant Foundation encompassing a 
digital donor organ quality form.  Members unanimously supported the 
proposal to establish a task force, create a case and present to SMT.  
Consideration would need to be given to how this would interface with 
existing ODT systems, prioritisation against other IT projects, and how to 
incorporate living donation. The issue should be further discussed and 
prepared with J McNeill. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

R Ploeg/       
J Dark 

   
  6 COMMISSIONING  
  6.1 Reconfiguration of NORS – CRG(13)15  
   K Quinn reported that the ODT Senior Management Team had recently 

given approval in principle to a review of NORS.  The proposal would be 
submitted to the Change Programme Board, Executive Team and then the 
NHSBT Board for approval.  
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Members were asked to consider the following:  

• Is the current NORS configuration sufficiently flexible 
• Is it best use of resources, both financial and human 

There will be future and past influences ie CT Examination of issues; 
changes to the way that referrals and offers are made; the Scout project. 

Members felt that a review was appropriate as the scheme had been 
operating for five years and the possibility of rationalisation of teams to 
integrate cardiothoracic and abdominal teams should form part of the 
review.  K Quinn will work up a paper for the CPB in July.  Once a 
specification for the review has been produced, volunteers will be required 
for the project board.   

 
 
 
 
 
 
 
 
 

K Quinn 

   
 6.2 Monitoring of NORS: 12 months: 1 April 2012 to 31 March 2013 – 

CRG(13)16 
 

  C Murphy summarised a report providing comparative data for the first two 
years of NORS versus the most recent 12 months.   

Key messages:  
• Changes made to retrieval team hospital allocations have improved the 

balance of activity for retrieval teams with adversely affecting travel time; 
• Variation in the proportion of abdominal DCD attendances; 
• Variation in both the proportion of non-proceeding abdominal DCD 

donors and the proportion of non-proceeding cardiothoracic DBD donors;  
• Significant differences in the mean number of abdominal organs 

retrieved and transplanted per DCD donor for the different retrieval 
teams; 

• Significant variation in the age of donors attended by the abdominal 
retrieval teams; 

• Significant variation in the mean number of cardiothoracic organs 
transplanted per DBD donor; 

• Significant variation in the percentage of cases where the abdominal 
retrieval team waited more than three hours after treatment withdrawal 
before standing down. 

There appears to be some confusion over stand down times, particularly 
within the Leeds/Manchester team.  R Cacciola agreed to raise this at the 
next commissioning visit.  The NORS standards would also be checked to 
see if the guidance could be made clearer.  This has now been included 
within the service specification for renal transplantation.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

R Cacciola 
R Ploeg/     

K Zalewska 

   
   7 DONOR MANAGEMENT/PROCEDURES   
7.1 & 7.2 Cardiothoracic NORS Scout pilot programme/ Donor care bundle  

 G Mandersloot reported that the donor care bundle has been formally rolled 
out via regional roadshows.  The Scout pilot is now morphing into the tail 
end of the donor care bundle and the process can be utilised in both ways.  
The next stage will be stabilisation prior to BSD testing which it is hoped to 
incorporate within the donor care bundle process in the next year or so.    
Where donor optimisation is being started early, and with Scout 
involvement, the number of hearts being retrieved from the same number of 
donors is increasing.  The reception given to Scouts by ICU staff is very 
encouraging and we are now moving forward with the concept from a 
decision on futility to an objective diagnostic decision.  Work and reporting 
on the Scout pilot will now fall under the auspices of CRG rather than 
CTAG.   
 

 
 
 
 
 
 
 
 
 

G 
Mandersloot 
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  8 PROPOSED REVISIONS TO NORS STANDARDS FROM 1ST OCTOBER 

2013 – CRG(13)17 
 

  8.1 Members considered and endorsed proposed updates to the standards.   
E Billingham and F Wellington will provide additional wording where 
clarification is required.  It was agreed that final changes should be 
completed by the end of August for circulation in the first half of September 
in readiness for implementation on 1st October. 

 
 
 

K Zalewska 

   
  9 NRP DCD LUNG PROTOCOL – CRG(13)18  
 J Dark outlined, for information, the DCD lung retrieval protocol which had 

been agreed at CTAG.  This protocol will form part of the standards within 
the curriculum.    

 

   
 10 TRAINING AND COMPETENCIES  
 10.1 Completion of recognised training: Update on proposal for 

competency based certification of retrieval surgeons 
 

 R Ploeg gave a presentation on the proposal for competency based 
certification: 

Overview:  
• Curriculum for standards  
• Entry survey and registration as NORS trainee 
• Training on the job under supervision of NORS team 
• On-line assessment per procedure by supervisor 
• Training using e-learning retrieval modules 
• Participation in national Organ Retrieval Workshop 
• Practical exam (supervised by different lead surgeon and team) 
• Oral examination (ESOT & UEMS standard) 
• Certification 
 
Process: 
• Grandfather clause confirming current NORS team members as 

competent 
- Survey experience in years/procedures/type of organs 
- Registration with NHSBT-ODT 

 
• Categories of trainees (prioritisation and capacity) 

- Future NORS team members 
- Transplant fellows (in NORS or non-NORS centres) 
- Registrars who desire to increase competence in General Surgery 

 
Different aspects: 
• Registration with NHSBT-ODT as NORS ‘trainee’ 
• Mandatory registration of all retrieval procedures and assessment 

(blinded to external) 
• Decision timeline: proposal 1 year until examination 
• Responsibility of NORS teams to recruit and train in timely manner 
• NORS team procedures will have to include at least one ‘competent 

and certified’ retrieval surgeon 
• Once certified, annual update of retrieval procedures 
• Must undertake a minimum of 10 procedures to remain registered 
 
The roles of the various organisations need to be defined as NHSBT cannot 
license surgical competence.  NHSBT should undertake a facilitation role for 
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registration and continuity whilst the College should be involved in agreeing 
the curriculum and benchmark criteria.  R Ploeg will liaise with D Manas to 
identify appropriate contacts at the BTS and RCS.   

Members discussed specialist training for non-NORS centres.  There is 
enthusiasm for a retrieval role which can be applied for nationally and which 
is endorsed by both the RCS and the BTS.  R Ploeg will liaise with Advisory 
Group Chairs to follow this up and integrate with the RCS and BTS.   

 
R Ploeg 

 
 
 

R Ploeg 
 
 

 11 RETRIEVAL FORUM – CRG(13)19  
 11.1 R Cacciola presented a report recommending changes to the format of the 

Retrieval Consultation Group including renaming to the Retrieval Forum to 
be organised once per year.  Members discussed the proposal to host the 
first meeting of the Forum at the BTS in February 2014 and it was agreed 
that there should be an operational meeting of the Forum including all 
stakeholders and invited representatives from transplant programmes, with 
retrieval team representatives to discuss pertinent issues. 

In addition, members confirmed the need for NORS team leads to meet at 
least once per year, chaired by R Cacciola and focus on standing items 
including, quality, performance and specific issues raised by NORS teams. 
In accordance with a previous decision by members of CRG, there should 
be a NORS team lead representative on the membership of CRG.  The BTS 
meeting of the Forum should focus on the educational aspects for donor and 
recipient teams using interactive sessions, as well as on unusual cases.   

R Cacciola agreed to identify dates for the Retrieval Forum meetings and to 
establish the membership as per the terms of reference.   

 
 
 
 
 
 
 
 
 
 
 

R Cacciola 
 
 
 

R Cacciola 

   
 12  ANY OTHER BUSINESS  
 12.1 • J Neuberger highlighted a recent instance where a SNOD reported that a 

member of the retrieval team removed a patient identification label for his 
records.  This is not appropriate and R Ploeg/R Cacciola will be writing to 
remind retrieval teams on this matter.  Details of what information can 
and should be given are clearly specified in the NHSBT/BTS guidelines 
for consent for solid organ transplantation in adults. 
http://www.odt.nhs.uk/pdf/guidelines_consent_for_solid_organ_transplan
tation_adults.pdf 

• R Ploeg reported on cardiothoracic teams prolonging the retrieval 
procedure because their potential recipient is not ready.  J Dark 
commented that this may be occurring due to the fact that over half of 
potential heart transplant recipients will have a VAD implanted which 
takes two hours to remove.  Alternatively the patient may have to travel a 
considerable distance to the transplant centre.  It was agreed that if there 
are occasions where exceptions occur due to delays in explanting VADs 
then there needs to be effective communication between the retrieval 
teams and the transplant centre.  

• A Bradley would be stepping down as KAG Chair on 30th September and 
R Ploeg thanked him for his contribution to the work of CRG. 

 
 

R Ploeg/     
R Cacciola 

   
 13 DATE OF NEXT MEETING  
 Friday, 18th October 2013 at 10 am - Forest Hotel, Dorridge  

 
 

Organ Donation and Transplantation Directorate    July 2013 

http://www.odt.nhs.uk/pdf/guidelines_consent_for_solid_organ_transplan

