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ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 

NATIONAL ORGAN DONATION COMMITTEE 
 

MINUTES OF THE THIRD MEETING HELD ON TUESDAY 12TH JUNE 2012  
AT THE ROYAL COLLEGE OF ANAESTHETISTS, LONDON 

 
PRESENT:    

Dr Paul Murphy National Clinical Lead for Organ Donation, NHSBT (Chair)  
Ms Joanne Allen Statistics & Clinical Audit, NHSBT 
Ms Paula Aubrey Regional Manager – North West & Eastern 
Mr Anthony Clarkson  Assistant Director: Organ Donation, ODT  
Dr Stephen Cole Regional Collaborative representative – Scotland (part meeting) 
Mr Tim Collins Incoming representative: British Association of Critical Care Nurses 
Dr Paul Cramp Regional Collaborative representative – Yorks & Humber 
Ms Kathy Dalley Outgoing representative: BACCN (part meeting) 
Dr Dale Gardiner Regional Collaborative representative – Midlands 
Ms Amanda Gibbon Non-clinical Donor Champion 

  Dr Pardeep Gill Regional Collaborative representative – South East Coast 
  Dr Paul Glover Regional Collaborative representative – N Ireland  
  Ms Jane Griffiths Regional Manager – London and Northern Ireland 
 Ms Susan Hannah Deputy for L Logan, Regional Manager Scotland 
  Ms Sally Johnson Director: Organ Donation & Transplantation Directorate 
   Dr Alex Manara Regional Collaborative representative - S West 
  Ms Olive McGowan Head of Service Development, ODT, NHSBT 

Ms Karen Morgan Regional Manager – South Wales & South West 
  Prof James Neuberger Associate Medical Director, ODT 
  Ms Ella Poppitt Regional Manager – South Central & South East  
  Ms Susan Richards Acting Regional Manager – Midlands 

Prof Chris Rudge Department of Health  
Dr Joyce Stuart Regional Collaborative representative – Scotland 
Dr Huw Twamley Regional Collaborative representative – North West 
Dr Andre Vercueil Regional Collaborative representative - London  
Dr Malcolm Watters Regional Collaborative representative – South Central 
Dr Argyro Zoumprouli Regional Collaborative representative - London 

  
IN ATTENDANCE:   

Prof Rutger Ploeg Hon. Consultant (Research) & QUOD Lead – ODT    
Ms Claire Williment Business Transformation Services, NHSBT 
Mrs Kathy Zalewska Secretary, Clinical and Support Services, ODT  

           
             ACTION 
 1 WELCOME, INTRODUCTIONS AND APOLOGIES  
 1.1 Apologies were received from Dr Stephen Bonner, Dr Joe Brierley, 

Prof Arpan Guha, Dr Kevin Gunning, Ms Lesley Logan,                
Dr Gerlinde Mandersloot, Prof David Menon, Mr Brodie Paterson, 
Dr Mark Patten, Mr John Richardson, Ms Fiona Wellington, and  
Dr Angus Vincent.  
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 2 MINUTES OF LAST MEETING  

 2.1 The minutes of the meeting held on 19th March 2012 were agreed 
as a correct record.   

 

   
3 MATTERS ARISING  
3.1 • Workshop on effective collaborative working: A Clarkson to 

produce a clear specification for the workshop to the next 
NODC. 

• Offering, assessment and retrieval times: P Murphy and          
J Stuart attended the workshop on 14th May to map out the 
pathway.  Work is ongoing and a more comprehensive report 
will be submitted to the next meeting. 

• Terms of Reference, Chair & Membership:  
- The Terms of Reference were endorsed by the        

Committee.   
- Membership: It was agreed that representatives from the 

retrieval, transplantation and neurosurgery communities 
should be sought from the relevant professional bodies 
rather than from groups within NHSBT.  This would ensure 
the maintenance of links and buy-in from the professional 
bodies.  P Murphy to approach the British Transplantation 
Society for both abdominal and cardiothoracic 
transplantation representatives and the Society of British 
Neurological Surgeons. 

• Microsite development: J Neuberger reported on progress 
with the ODT microsite and thanked those from the donation 
community who were involved in its development.  Once the 
basic structure of the microsite is in place users will be asked 
for their input and the outline project plan for this site will be 
submitted to a future meeting of this Committee.  It is 
anticipated that the microsite will be available by the end of the 
year.  A similar website has also been established in Scotland.  
Members queried whether work on the PDA would be affected 
by development of the microsite.   S Johnson explained that 
work on the PDA cannot immediately be taken forward due to 
other IT priorities such as SN-OD connectivity and improved 
recipient co-ordinator access to EOS.  An outline newsletter 
detailing all projects currently in progress would be issued 
shortly.  Priority is being given to those projects which can 
deliver more organs for transplant and which relate to 
legislative requirements.  Work on the PDA is likely to be in the 
next phase.  Members felt that in view of the likely delay with 
developments to the PDA it would be useful to issue guidance 
on universal documentation.   

 

A Clarkson 
 
 
 

P Murphy 
 
 
 
 
 
 
 
 
 
 
 

P Murphy 
 
 
 
 
 
 
 
 

J Neuberger 
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• DDePICt study: D Gardiner reported on a Canadian study 

examining the pathophysiology changes following withdrawal 
of treatment in critically ill patients.  It was hoped that a 
number of UK centres could collaborate in the international 
limb of the study.  Further updates will be included at future 
meetings. 

• SOP brain death:  It was acknowledged that the draft SOP 
circulated by D Gardiner was rather lengthy, and members 
encouraged D Gardiner to submit a revised version to the 
FICM group or the ICS standards group for external approval.    

• Review of cardiac issues: The conclusions of a report on the 
review of cardiac issues are awaited and an update will be 
submitted to a future meeting. 

• Coronary angiography: The Cardiothoracic Advisory Group 
is keen to evaluate the acceptability and benefits of using 
coronary angiography in the assessment of marginal potential 
heart donors.  The trial is being led by Dr John Townend and is 
planned to take place in centres in the Midlands area.  NHSBT 
has agreed to reimburse the Trust for the cost of the coronary 
angiography during the trial.  The trial will be monitored to 
assess whether it improves the number of hearts available for 
transplant and the implications of rolling this out more widely.  
Members felt it would be more effective for the pilot evaluation 
to take place in selected level 1 hospitals which had easily 
accessible coronary angiography facilities around the UK 
rather than being restricted to one region.   

 
 
 
 

D Gardiner 
 
 

 
 
 
 
 

   
4 NATIONAL DONATION CONGRESS   
   
4.1 • 2012 Congress feedback:  

- Best attended annual event to be held to date  
- Negative points: size of the venue; registration over-

subscribed with a last minute switch to theatre style; 
confusion over the content and intended audience.   

• Future events:  
- Need to consider duration and timing of event (possibly 

extend to 1.5 days in September 2013). 
- Define the purpose of the meetings. 
- Consider whether to involve retrieval surgeons as the 

strategy post 2013 will encompass the whole pathway from 
donation to transplantation.   
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5 UPDATES  
   
5.1 Statistics & Clinical Audit, NHSBT:  

• Preliminary summary report of the PDA for 1 April 2011 – 
31 March 2012 – NODC(12)3a(i): 
o 28,860 deaths of which 1,651 (DBD) and 6,875 (DCD) 

patients met the referral criteria; 91% and 52% respectively 
were referred to a SN-OD. 

o Of the 1,651 patients for whom neurological death was 
suspected, 74% were tested and there were 1,158 and 
2,928 potential DBD and DCD respectively.  Families of 
these potential DBD and DCD were approached for 
consent/authorisation for donation in 93% and 54% of cases 
respectively.  Members commented that approx 50% of 
those not tested appeared to be for valid reasons.   

o Of the families approached, 64% and 50% consented 
to/authorised DBD and DCD donation.  Of these, 92% and 
49% respectively became actual solid organ donors.  J Allen 
to interrogate the data further to show whether there are 
different outcomes dependent on where consent/ 
authorisation is achieved (ie ICU or ED).   

o Members considered the limitations of this audit and 
discussed the value of investing time/money in carrying out 
a more thorough evaluation of particular parts of the 
process.  C Rudge advised that the Transitional Steering 
Group is considering establishing a study to look at this type 
of data in more detail.  There was concern that data is being 
collected but not getting into summary data being published.  
Volunteers are being sought to find a way of improving the 
clarity of summary data collected as intelligence from 
collaboratives does not always appear to inform the 
summary data.  Volunteers were asked to email P Murphy.  
Data from this report will still be uploaded to the ODT 
website together with the transplant activity report.   

o H Twamley suggested cascading the survey on BSD testing 
to CLODs via the collaboratives. 

• Organ specific family refusal rates – NODC(12)3a(ii): This 
data should be discussed by SNOD teams and submitted to a 
future NODC meeting. 

• Preliminary analysis of the time of the organ donation and 
retrieval process by organ donation services team – 
NODC(12)3a(iii): This item was carried forward to the next 
meeting for discussion. 

• ACCORD Study: C Rudge gave an overview of a three year 
EU project involving several work packages, which includes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A Clarkson 
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three main clinical work packages (WP).  The UK is leading on 
WP5 which seeks to promote more effective collaboration 
between ICU and DTC teams by examining the impact of 
variations in clinical decision on the potential for deceased 
organ donation across a number of EU Member States.  There 
are three main phases: 
1.  Commissioning a Clinical Reference Group to design and 

conduct a study into the variations in end of life care 
pathways for patients with devastating brain injury and their 
impact on the potential for organ donation after death. 

2. Develop and deliver service improvement methodologies 
 that will positively impact upon the potential for deceased 
 donation within end of life care pathways  
3. Test the effectiveness of these rapid improvement 
 methodologies. 

More information will be available following the meeting of the 
Clinical Reference Group in September.   S Johnson would liaise 
with T Collins re NHIR funded research nurses for this study. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

S Johnson 
 

   
6 UNCONTROLLED DCD IN SCOTLAND  
   
6.1 The Scottish Transplant Group, with the support of the Scottish 

Government, is planning to introduce an uncontrolled DCD 
scheme and is currently well advanced into the planning phase.  
Members noted that the Royal London is also working on an 
uncontrolled DCD programme although there is felt to be limited 
potential.  J Neuberger highlighted the need to obtain appropriate 
consent from recipients in relation to these donors.  A further 
update on the initiative will be submitted to a future meeting. 

 

   
7a CLOD GOVERNANCE – NODC(12)4a  
   
7a.1 There was concern over the lack of clarity of the CLOD role and 

how this is feeding into the annual appraisal and PDP process 
within Trusts.  A paper detailing the operational requirements for 
1 pa per week was circulated for information.  These minimum 
standards need to be incorporated within the appraisal process 
for CLODs.  H Twamley, P Aubrey and A Gibbon were asked to 
take part in a review of the expectations of the CLOD role and 
appraisal standards, including how NHSBT can feed into the 
process.  There is wide variation in both the appointment process 
for CLODs and the level of commitment from Donation Committee 
Chairs and members felt it would be useful for candidates to have 
clear guidance on the expectations of the role prior to 
appointment.  This could be incorporated into the Donation 
Committee booklet which is due for revision/expansion.  
Volunteers to help with this work to contact P Murphy. 

 
 
 
 
 

P Murphy/   
H Twamley/ 
P Aubrey/   
A  Gibbon 

   



NODC(M)(12)2    

6 

             ACTION 
 
7b  

PROGRESS TOWARDS 2013 OBJECTIVE: CURRENT 
HEADLINE KPIs – NODC(12)4b 

 

7b.1 In 2011/12 the number of donors fell marginally short of the target 
of 35% at 34.4%, the difference equating to seven donors.  A 
paper showing details of the progress against the 50% target 
increase in the number of donors for 2012/13 was received.    
Since April the number of donors has continued to increase on 
last year.  The cumulative target in the first nine weeks of 2012/13 
is 221 donors, whilst the cumulative number of donors in the 
same time period is 212.  

 

   
8 UPDATE ON CURRENT NHSBT STRATEGIES   
   
8.1 Three areas of the deceased donor pathway have been chosen 

for added focus: 
Donor identification and referral: The timeliness of 
identification referral and assessment is particularly important to 
subsequent elements of the pathway.  A number of proposals 
were put forward: 

1) Options for ensuring timely identification and referral of 
potential donors is prepared and approved. 

2) All donor care teams to consider the impact of the various 
options and how their readiness and responsiveness might 
be improved. 

3) All local Donation Committees to be asked to adopt 
measures in collaboration with their local donor care team. 

4) Progress against these interventions is reviewed at autumn 
regional collaborative workshops. 

5) Education and training material relating to donor 
identification and referral to be developed/commissioned by 
the NODC and provided to local hospital Trust/Health Bds. 

6) Implementation metrics  
a) All donor hospitals  to adopt a particular referral 

method by the end of 2012;  
b) A SNOD should be present on the ICUs of all level 

1/2 hospitals on a minimum of 5 out of 7 days of the 
week. 

Three recommendations were made: 
a) NHSBT sponsored enquiry to the donation potential of 

patients who are not referred, particularly the large number 
of ‘missed’ potential DCD donors  

b) ODT trials local rapid screening of marginal DCD donors as 
a means of encouraging improvements in referral and 
consent/authorisation rates 

c) NHSBT considers the potential benefits of a national 
referral centre for potential deceased donors to streamline 
decision making.  
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Family approach for consent / authorisation:  
• For circumstances where SNODs are unable to attend quickly 

enough, consent/authorisation toolkits to be prepared for both 
adult and paediatric ICUs and sent to all consultants working in 
ICU in the UK with a covering letter from relevant clinical 
leaders. 

• Bespoke events hosted by the regional collaborative that 
delivers the best practice on communication and breaking bad 
news to a broad critical care audience. 

• Slide decks and e-learning material relating to the family 
approach to be developed for use by SNODs and CLODs to 
promote best practice within their hospitals and established 
within NHS e-learning portfolio. 

• A training course for Intensive Care Medicine trainees on all 
aspects of deceased donation to be developed and delivered 
in collaboration with relevant professional organisations. 

• Hospital PDA returns to be amended to include data on % 
collaborative requesting/non-collaborative refusals. 

• Implementation metrics: % family approaches that involve 
SNODs, both for SNOD teams and individual hospital Trusts 
and Health Boards. 

Identification and referral of donors from the Emergency 
Department: A strategy group has been convened to examine 
how the challenges of accessing this group of patients might be 
overcome.  A number of proposals were put forward: 
• A letter is sent to hospital executives/donation committee 

chairs outlining this vision with the context of the 
recommendations of the ED consensus statement, particularly: 
- there should be an ED clinician on all donation committees;   
- all hospitals should develop a ‘whole hospital’ policy to    
 management of potential donors in the ED;  

 with a sample policy to be provided to assist with 
 implementation. 
• Training packages for medical and nursing staff to be 

developed and delivered.  E-learning package to be developed 
in collaboration with College of Emergency Medicine and 
included within the NHS e-learning portfolio and become part 
of mandatory training for all ED staff. 

• Local, regional and national PDA reports to be amended to 
distinguish between ED and ICU potential donors. 

• Implementation metrics:  
a) % hospitals with an endorsed whole hospital policy for the 

care of potential donors identified within the ED  
b) 95% of all ED medical and nursing staff to have received 

mandatory training on organ donation 
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Recommendation: In light of very different time pressures with a 
potential  ED donor, review NHSBT policies for assessment/ 
offering of potential donors from ED. 

   
9 Post 2013 strategy development   
   
9.1 • Portfolio of evidence: S Johnson and J Neuberger 

summarised the portfolio of evidence for members. 
• Breakout: the big questions:  Discussion took place on the 

six big questions. 

• Feedback: C Williment collated feedback on the questions 
and asked that any further ideas be emailed to 
claire.williment@nhsbt.nhs.uk  

 

   
10 ANY OTHER BUSINESS  
   
10.1 • An external review of NHSBT Advisory Groups is currently 

underway and is expected to report in the autumn.   

• R Ploeg reported on two forthcoming events: 
o 2012 European Organ Donation Congress in Dubrovnik 

from 5th to 7th October, 2012.  Members were asked to 
submit abstracts. 

o Meeting re DCD definitions in February 2013 organised by 
ESOT, involving competent authorities and expert groups 
to prepare recommendations for ethical and legal 
definitions.  A Clarkson agreed to send out details of the 
meeting to CLODs.   

• J Neuberger reported that the contraindications to organ 
donation document had recently been updated following 
discussion at the ODT Clinical Audit, Risk and Effectiveness 
meeting.  The absolute contraindications to organ donation are 
now the same for both DCD and DBD donors.  The revised 
version would be circulated to NODC members. 

 
 
 
 
 
 
 
 
 
 

A Clarkson 
 
 
 
 
 

J Neuberger 

   
11 TIME AND DATES OF FUTURE MEETINGS  
   
11.1 Members were asked to diary the following dates for future 

meetings: 
- Monday, 15th October, 2012 at the Royal College of 

Pathologists, London, commencing at 11 am 
- Tuesday 29th January 2013 at the Royal College of 

Anaesthetists, London, commencing at 11 am  

 

 
Organ Donation and Transplantation Directorate    July 2012 
 


