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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING  

HELD ON FRIDAY, 22nd JUNE 2012 
AT THE FOREST HOTEL, DORRIDGE 

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

John Dark  Cardiothoracic Advisory Group Representative 
  Sue Falvey  Nurse Development Manager, ODT 
  David Metcalf  Divisional Finance Director, ODT 
  Cara Murphy  Statistics & Clinical Audit, ODT 
  Lorna Marson  Deputy for A Bradley, Kidney Advisory Group representative 
  Rutger Ploeg  Honorary Consultant Research & QUOD lead, ODT 

Karen Quinn  Assistant Director – UK Commissioning, ODT 
  Sanjay Sinha  Deputy for P Friend, Pancreas Advisory Group representative 
  Dinesh Sharma Liver Advisory Group Representative 
    
In attendance:      
  Ambreen Iqbal  Clinical Support & Services  

Zoe Scott  Contracts Manager, ODT 
Claire Williment      Project Lead – ACCORD & 2013 Strategy Developments 
Kathy Zalewska    Clinical Support & Services Manager 

   
  
 
  ACTION 
 WELCOME AND APOLOGIES  
 Apologies received from Emma Billingham, Andrew Bradley, Peter 

Friend, Rachel Johnson, Darius Mirza, James Neuberger, Gerlinde 
Mandersloot, Fidelma Murphy, Fiona Wellington, and Chris Watson. 

D Mayer to co-opt a surgical representative from the BTS to the 
membership.   

 
 
 
 

D Mayer 
   
1 DECLARATION OF INTEREST IN RELATION TO THE AGENDA – 

CRG(12)9 
 

1.1 J Dark declared an interest in relation to support the Newcastle 
Foundation Trust from Vitrolife re Perfadex perfusion fluid. 

 

   
2 MINUTES OF THE CLINICAL RETRIEVAL GROUP MEETING 

HELD ON 17 FEBRUARY 2012 – CRG (M) (12)1 
 

2.1 Accuracy  
2.1.1 The minutes of the previous meeting were agreed as correct record.   
   
2.2 Action Points – CRG(AP)(12)2  
2.2.1 AP1 – NORS data (tracking retrieval team movements):               

D Mayer wrote to D Shute re resource availability and was advised 
this is on the list of IT improvements awaiting development.    
AP2 – Monitoring of NORS : Completed. 
AP3 – Feedback of organ damage reports to NORS teams:      
As part of a system to report damage at the end of the retrieval 
operation, email addresses for retrieval centre contacts have been 
circulated to recipient centre contacts.   This will allow speedier 
feedback on damaged organs. 
AP4 - National perfusion:  
• C/f action to flag up to CTAG the possible impact of a drain on 

perfusionist resources.   
 

 
 

 
 
 
 
 
 
 

 
J Dark / CSS 
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  ACTION 
• R Ploeg to provide J Dark with details of NIHR submission re 

machine perfusion for circulation to CTAG. 
• C/f action for a decision from KAG on responsibility for the 

provision of perfusion machines and whether all kidney centres 
are in a position to utilise them.    

AP5 - Monitoring of NORS: 9 months 1 April to 31 Dec 2011 -
Completed. 
AP6 - Options for retrieval zones – Completed. 
AP7 - Analysis of donation and retrieval pathway timings -  
• Completed.  
• HTA believe the taking of earlier blood samples is outwith the 

Human Tissue Act.  However, further discussion is taking place 
on the risks involved, both to the Trust and to NHSBT.    

AP8 - Analysis of organ damage  
Working arrangements between Kings and Guy’s on liver/pancreas 
retrieval appear to have improved, with less damage reported over 
the last 6 month period.  
AP10 - Perfusion fluid tender – refer to item 4.2 below 
AP11 - Training in Donor Surgery – refer to item 8.2 below 
AP12 - Retrieval Consultation Group - Meeting cancelled due to 
low response rates.  It is likely that the issues to be discussed at this 
meeting will be included in the NHSBT section of the BTS Congress 
meeting in March 2013. 
AP13 -  Retrieval of paediatric hearts – A mechanism is now in 
place for the retrieval of hearts from paediatric donors weighing 
<30kg with Newcastle providing first on-call paediatric cardiothoracic 
retrieval from Glasgow, Wythenshawe and Newcastle zones as well 
as for paediatric donors outside the UK.  Papworth, will provide this 
service for retrievals from Birmingham, Harefield and Papworth 
zones.   

R Ploeg 
 

L Marson/     
A Bradley 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
   
2.3 Matters arising, not separately identified  
2.3.1 There were no further matters arising.  
   
3 NORS  
3.1 Monitoring of NORS: 12 months - 1 April 2011 to 31 March 2012   

                                                                                      CRG(12)10       
 

3.1.1 C Murphy presented comparative data for the first year of NORS 
versus the most recent 12 months including data on the most recent 
12 months in detail.   
Work is taking place to review the mapping of retrieval and offering 
pathways.  This work is being monitored by the ODT Senior 
Management Team.  Members highlighted the need for an overview 
mechanism focusing on how often teams retrieve out of 
geographical zone. C Murphy agreed to investigate the efficiency of 
current travelling arrangements. 

C Murphy was asked to produce a paper showing those donors 
under the age of 65 where both the cardiothoracic team and 
abdominal team attended to retrieve.  J Dark would refer this to 
CTAG for discussion. 

Following discussion on dissemination of this data it was agreed that 
this should be made available to centres but not placed on the 
website at this time. 

The issue of form completion across retrieval teams was highlighted.  

 
 
 
 
 
 
 

C Murphy 
 
 

C Murphy 
 

J Dark 
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  ACTION 
   
3.2 Cardiothoracic organ retrieval update – CRG (12)11  
3.2.1 The retrieval policy was amended in June 2011 to allow accepting 

heart transplant teams to send their local retrieval team to retrieve 
cardiothoracic organs provided this did not delay retrieval.                
C Murphy presented a paper reporting the effect of this change in 
policy by comparing the two six month periods before and the two 
six month periods after the policy change. 

Analyses show: 
- An increasing proportion of attendances by the accepting team 

both before and after June 2011. 
- A small increase in heart acceptance rates, partly due to an 

increase in out of zone acceptances.  However, no increases in 
heart retrieval or transplantation rates. 

- No evidence of significant delays being caused.  

Due to anxieties about increased delays in the process, C Murphy 
was asked to produce a further report and send to J Dark /D Mayer 
for review prior to discussion by CTAG.   

 
 
 
 
 
 
 
 
 
 
 

 
 

 
C Murphy / 

CSS 
 

   
3.3 Analysis of organ damage – CRG (12)12  
3.3.1 C Murphy presented a report analysing data on the damage to 

organs retrieved by NORS retrieval teams between the period of  
1 April 2010 to 31 March 2012. 

- Since first year of NORS: One cardiothoracic team appeared 
as a significant outlier for lung damage.  One abdominal 
team appeared as a significant outlier for overall DCD kidney 
damage; however this was not confirmed when the analysis 
was confined to exported organs.  

- The incidence of damage has increased for all organs apart 
from lungs both in DBD and DCD donors. This may be due 
to improved reporting levels and/or the increasing use of 
marginal organs rather than a true increase in surgical injury.  
For exported organs, no team damage rate is significantly 
higher than the national rate.  

-  The pancreas was the organ most frequently reported to be 
damaged. 

- Overall damage data completeness for each organ for the 
two years has improved in the second year, especially for 
livers, hearts and lungs. Damage reporting levels have 
improved since NORS was implemented.   

 
Members highlighted the complexity of interpreting the data, 
particularly in relation to exported organs.  Members were happy for 
this data to be distributed to the retrieval teams provided there is a 
clear introduction on how it should be interpreted.  It was agreed 
that the damage rate per retrieval team of exported DBD organs 
should be monitored as a Key Performance Indicator together with 
the proportion of DBD organs that were discarded because of 
damage. .  

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

D Mayer /      
C Murphy 

   
3.4 Analysis of donation and retrieval pathway timings - CRG(12)13  
3.4.1 Members received an analysis of donation and retrieval pathway 

timings between 1st April 2010 and 31st March 2012.   
The data was split between those donors attended by only 
abdominal teams and those attended by both cardiothoracic and 
abdominal teams.  
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  ACTION 
   
3.5 Retrieval team travel times by region – CRG(12)14  
3.5.1 Concerns were previously raised about the travel times of NORS 

retrieval teams to reach different regions of the country. Retrieval 
team travel times were therefore analysed for actual donors from 
each Organ Donation Services Teams. There were no significant 
outliers in travel times. 

 

   
3.6 NORS standards revision 1st July – CRG(12)15  
3.6.1 Members reviewed and endorsed the changes to the NORS 

standards effective from 1st July.  Two further changes endorsed 
were: 

1.17 Teams are expected to wait at least three hours from the time 
of treatment withdrawal from a potential DCD kidney donor.  If the 
systolic blood pressure has not fallen below 50mmHg after three 
hours then they may stand down at that stage. 

(It was noted that some members of KAG had wished this to be 
increased to four hours.  It was agreed that the group would monitor 
the number of organs retrieved after waiting between two and three 
hours; if this was substantial then the group would consider 
increasing the wait to four hours.) 

Appendix 6: Organ specific contra-indications: Lungs  
• Donor age >70 years 

 

   
3.7 Preliminary analysis of time to death of attended DCD donors – 

CRG(12)21 & Appendix 1  
 

3.7.1 Preliminary analyses of data from April 2010 to March 2011 were 
received for discussion.  Due to incomplete and inaccurate reporting 
there were difficulties interpreting the data and this was reported for 
information.   

 

   
4 PERFUSION FLUID   
4.1 Perfusion protocols - CRG(12)16 a – h  
4.1.1 Members noted perfusion protocols which are currently used to train 

SNODS when attending with teams which don’t include a 
perfusionist.  Discussion took place on the development of common 
protocols for perfusion and it was agreed that R Ploeg, D Sharma 
and S Sinha would take this forward with NORS teams.  A meeting 
would be arranged via K Quinn/ D Mayer to facilitate this work.            
J Dark also agreed to canvas opinion from cardiothoracic centres 
and advise K Quinn.  D Metcalf to look into cost effectiveness, 
analyse if the charges vary between hospitals.   

 
 
 

R Ploeg/ 
D Sharma/     

S Sinha 
D Mayer/      
K Quinn 
J Dark 

D Metcalf 
   
4.2 National procurement of perfusion fluids   
4.2.1 K Quinn reported that work is in progress looking into the feasibility 

of national procurement of perfusion fluids by NHSBT on behalf of 
Trusts.  A detailed report will be submitted to the next meeting. 

 
K Quinn 

   
4.3 Outcome analyses by perfusion fluid and CIT – CRG(12)18  
4.3.1 Members noted a paper on perfusion fluid and transplant outcome 

analyses.   
 

   
5 CLINICAL GOVERNANCE  
   
5.1 Review of relevant individual incidents  
5.1.1 Members reviewed relevant clinical incidents in relation to retrieval.    
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  ACTION 
 
 

  

5.2 Incident 974/ 0312 (Ruling on precedence)  
5.2.1 Following an incident where there was disagreement over delays to 

a retrieval between abdominal and cardiothoracic teams, members 
agreed that if there is a deteriorating super-urgent liver recipient 
involved then the retrieval should not be delayed by the 
cardiothoracic team.  It was emphasised that in all cases, teams 
should communicate effectively to reach a mutually satisfactory 
agreement, escalating any disagreement to the on-call ODT 
manager.    

 

   
5.3 Incident 905/ 0112 (Questioning the taking of appropriate 

consent) – CRG (12)19 &19a 
 

5.3.1 Members noted an incident where a retrieval team queried the 
validity of the consent process.   

 

   
6 EUODD UPDATE  
6.1 Organ box tender  
6.1.1 Meetings have been held with suppliers of organ boxes. Three type 

of boxes will be available: 
1. Standard (one use only) 
2. Semi reusable (5 – 10 uses) 
3. Reusable box   

There will be two sizes; large for lung or heart/lung and small – for 
kidney or pancreas. 

Costs will be finalised once the volume required is known and at this 
stage a costing exercise will take place.  Currently NHSBT pay for 
kidney boxes but centres pay for others.  

K Quinn agreed to flag to E Billingham the possibility of 3 large 
boxes being required if both the heart and 2 lungs are retrieved; this 
could cause problems with air transport.  J Dark would contact those 
cardiothoracic representatives who are feeding into the consultation 
to highlight issues. 

The possibility of tracking organs using satellite navigation in order 
to study CIT variation was suggested.  K Quinn to feedback to         
E Billingham on this suggestion.   

 
 
 
 
 
 
 
 
 
 
 
 

K Quinn 
 

J Dark 
 
 
 

K Quinn 

   
7 2013 CLINICAL STRATEGY – CRG(12)20  
7.1 C Williment presented the ODT clinical strategy for 2013 and 

beyond.  NHSBT is working with stakeholders to develop this 
strategy.  Members discussed the ‘6 big questions’ and were asked 
to forward any further comments to C Williment.  

 

   
8 TRAINING AND COMPETENCIES  
8.1 Update on Organ Retrieval Workshop  
8.1.1 The provisional programme for the 2012 Organ Retrieval Workshop, 

to be held in Oxford on 26th/27th November 2012 was received for 
information. 

 

   
8.2 Completion of recognised training   
8.2.1 R Ploeg and L Marson to liaise with A Asderakis, Chair of the BTS 

Training Committee, to take forward a proposal for competency 
based certification of retrieval surgeons.   

R Ploeg/       
L Marson 
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  ACTION 
9 ANY OTHER BUSINESS  
9.1 • EUODD: Organ traceability linked to the tracking of organs from 

donation to transplantation. The issue is the training of staff due 
to the use of various transport providers.  One solution would be 
for Trusts to take on responsibility for this as part of their HTA 
licence.    

• S Sinha raised the issue of competing interests between liver 
and pancreas centres resulting in the loss of pancreases.              
D Mayer reminded members of the agreed priority which is 
stated within the NORS standards.   

• D Mayer advised that he would be standing down as Chair in 
2013 and two positions will be advertised; one for clinical 
retrieval, the other for clinical governance.                               
Members wished him all the best for the future.  

 
 
 
 
 
 
 
 
 

 

   
 10 DATE OF NEXT MEETING  
   
 10.1 The next meeting will take place on Friday 19th October 2012, at the 

Forest Hotel, Dorridge 10:00 am – 16:00 pm 
 

   
NHSBT Organ Donation & Transplantation Directorate July 2012 
 

 
 
 
 


