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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION AND TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE ELEVENTH MEETING OF THE NATIONAL RETRIEVAL GROUP 

MONDAY 3RD NOVEMBER 2014, 10:00 – 15:00 
AT BIRKBECK, UNIVERSITY OF LONDON 

 
PRESENT:  
 Rutger Ploeg             National Clinical Lead for Organ Retrieval (Chair) 
 Karen Quinn Assistant Director – UK Commissioning, ODT (Co-Chair) 

Magdy Attia NORS Retrieval Teams Representative 
 Emma Billingham Senior Commissioning Manager, ODT 

Roberto Cacciola Associate National Clinical Lead for Organ Retrieval 
 Peter Friend Pancreas Advisory Group Representative 
 Derek Manas British Transplantation Society, Representative for LAG 
 Sally Rushton Statistics & Clinical Studies, NHSBT 
 Rajamiyer Venkateswaran Deputy for S Tsui, Cardiothoracic Advisory Group Rep 
 Chris Watson Kidney Advisory Group Representative 
 Julie Whitney SNOD Representative 
 Claire Williment Head of Transplant Development, ODT 
 
IN ATTENDANCE:   
 Debbie McGuckin Finance, NHSBT 
 Trudy Monday Clinical & Support Services, ODT 
 Gabi Oniscu NTOT Chair 

 
  ACTION 
 WELCOME & APOLOGIES  
 Apologies were received from: 

John Dark, National Clinical Lead for Governance and Organ Utilisation  
Dave Metcalf, Divisional Finance Director, ODT 
Darius Mirza, Bowel Advisory Group Representative  
Fidelma Murphy, National Quality Manager, ODT 
Paul Murphy, National Clinical Lead for Organ Donation 
James Neuberger, Associate Medical Director, ODT 
Steven Tsui, Cardiothoracic Advisory Group Representative 
Fiona Wellington, Regional Manager, Organ Donation Services 

 

   
1 DECLARATIONS OF INTEREST   
1.1 There were no declarations of interest.  
   
2 MINUTES OF THE NATIONAL RETRIEVAL GROUP MEETING HELD ON        

27TH JUNE 2014 – NRG(M)(14)2 
 

2.1 The minutes of the previous meeting were agreed as a correct record. 

An update was received from D Manas regarding the pancreas on page 3 of the 
previous minutes: the devices to facilitate pancreas and islet transplantation are 
waiting to be produced for Newcastle, Oxford and Cambridge centres.  The 
machines are being produced by an American company in Boston. 

 

   
2.2 Action Points - NRG(AP)(14)3  
   
 AP1: The present situation is that NHSBT will not pay for the insurance policy.  
 AP3: The BTS is essentially happy to be linked to the National Organ Donation and 

Transplantation Congress on 24th and 25th March 2015. 
 

 AP4: Novel Therapeutics Intervention approval process (MPD1085 and 
DAT2591: T Monday to ask F Murphy the outcome of her enquiry to the HTA 
regarding what should happen to organs which are not used. 

 
T Monday / 
F Murphy 
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  ACTION 
 AP9: Heparin and DCD donors: The conclusion of the draft report from the Dutch 

Health Council on ante-mortem interventions in DCD is that heparin can be 
administered under the following conditions: 1) administration of heparin will not 
hasten the death of the patient or cause discomfort and/or suffering; 2) it is not 
possible to wait with the administering of heparin until after cessation of circulation 
and death; 3) there must be no opposition from the donor family.  This is the Dutch 
position for opening up possibilities for the use of heparin on DCD donors.              
C Williment reported that views will be gauged from the clinical community before 
communicating back to the Queen's Council, and it is hoped that the guidance 
should be available for the National Organ Donation and Transplantation Congress.  
R Ploeg will circulate the English Summary of the Dutch report to members as soon 
as it is published.   

 
 
 
 
 
 
 
 
 
 

R Ploeg 

   
2.3 Matters arising, not separately identified  
 There were no further matters arising.  
   
3 NRG WORKPLAN  
 The main topics which will be included on the work plan for NRG are: 

Implementation of the results from the NORS Review; alignment of NORS 
Standards and perfusion protocol; electronic quality forms replacing HTA A & B 
(including positive feedback system for NORS teams), scout project, training & 
accreditation; business plan for 24/7 histopathology support; introduction novel 
techniques as service development: NRP and EVLP.  It is envisaged that a 
refreshed NORS Standards document will be available at the next NRG meeting.  
Members were reminded that the final report from the NORS Review will be 
available in March 2015. 

 

   
4 ADVISORY GROUP PRIORITIES  
   
 • Bowel: No report available as D Mirza unable to attend NRG.  
   
 • Cardiothoracic: The following were reported: 

-  The urgent and super-urgent scheme for hearts and lungs was agreed at the 
last CTAG meeting and is now with NHSBT waiting to be implemented.  This 
helps to avoid the number of patients waiting for mechanical support. 

-  Equality of Allocation zones: The committee felt that allocation is out of remit of 
NRG. 

-  At the last CTAG meeting discussion took place around inequality amongst 
 retrieval centre zones in comparing patients listed and those transplanted.  
 From 1st November the zonal boundaries changed so that centre allocation is 
 based on the number of patients listed.  The zonal boundaries will be reviewed 
 every two years to ensure equity of access.  

 
 
 
 
 
 
 

   
 • Kidney: The following was reported: 

 -  KAG is looking at minimising organ damage, and looking at kidneys which are 
  usable.  A tool will be introduced to help decision making for clinicians on  
  whether to accept a marginal organ or not. 

 

   
 • Liver: The following were reported: 

- Utilisation: there is a FTWU (Fixed Term Working Unit) looking at the varying 
use of DCD organs across the country and how decision-making is carried out 
amongst units. 

- Cold ischemia time for DCD organs: there is a perceived lack of understanding 
by SNODs - the cold ischemia time is too long through delays, and also 
transport issues. 

- Allocation: a recommendation for a new scheme to offer livers from deceased 
donors to adult elective NHS group 1 active registrations for a liver only 
transplant was presented by the Allocation FTWU to LAG members in 
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November 2014.  The recommendation is currently being discussed by patient 
support groups and the wider clinical transplant community.  A final 
recommendation and scheme requirements will probably be submitted to 
NHSBT by LAG members after the LAG meeting in May 2015. 

- Splitting: the decision has been made that the paediatric centre accepting the 
liver decides where the split should be done – there are still some issues which 
need resolving around this.   

   
 • Pancreas: The following was reported: 

- PAG are organising small working groups to look at damage, utilisation and 
other proposals less relevant to retrieval - blood group. 

 

   
5 NHSBT UPDATE  
 • The National Donation Congress is taking place in March 2015, at Warwick 

Conference Centre, to engage intensive care specialists and surgeons. 
• A Powell is now Interim Director of ICT for six months, and B Hume is now 

Interim Assistant Director for Transplantation Support Services during his 
absence. 

 
 

   
5.1 Update on Novel Technologies in Organ Transplantation (NTOT)  
 G Oniscu reported that NTOT met earlier this year, and following the June meeting 

a final report will be circulated to Chairs of all Solid Organ Advisory Groups. 

Several ongoing trials are about to start and will reconvene in a couple of years to 
review conclusions on the collated data.  A review is needed regarding potential 
techniques how centres retrieve the organ and the use of perfusion machines.  A 
theatre practitioner skilled in all aspects of perfusion and placing organs on different 
machines is required for each NORS team – the latter is a recommendation 
included in the NORS Review. 

NHSBT is asked to support service evaluation as regards EVLP (Ex-Vivo Lung 
Perfusion) and NRP (Normothermic Regional Perfusion) for abdominal organs.  
Use of these novel technologies will increase the number of transplantable organs.  
Conclusions will be drawn in 18 months when a report will be available, considering 
each organ from retrieval to transplantation.  For service evaluation to take place 
and ensure every centre is trained to the protocol, a dedicated person is required 
within each team to do this.   

 

   
5.2 Supporting service/development for research:  
   
5.2.1 Skin flap research  
 P Friend has kindly provided two protocols.  The skin flap to be transplanted 

together with a pancreas is a research project at the moment and will be going 
through an ethics committee approach.  P Friend will come back to NRG when 
ethics is approved to discuss the operational side of the project at time of donation. 

A flowchart has been developed, however there are two issues outstanding: 
regarding the HTA, the wording needs to be checked from a legal perspective, and 
secondly a sentence is required regarding what is communicated to families.  Once 
finalised it will be rolled out to all SNODs, and this is hoped to be done by 
December 2014.  The protocol is designed in a 'future-proof' way to enable easy 
editing in future if required.   

 
 

P Friend 

   
5.2.2 Abdominal wall protocol  
 The abdominal wall graft is part of the intestinal transplant programme and is 

operational.  From a Service Development view, feedback indicates that it is 
working and SNODs have been extremely supportive. 
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6 Update on histopathology audit  
 Members received a paper giving an update on the National Histopathology Audit.  

More work on the data analysis is required regarding the incidence of delays to 
transplant because of unexpected findings at times of retrieval or pre-implantation 
out-of-hours. 

90% of biopsies were sent out of hours, and actual malignancies were extremely 
low.  Out of 2322 organs retrieved, 12% were not utilised for different reasons, for 
example poor perfusion, poor function – sometimes there is not a clear reason for 
poor organ decline.  53 more livers and 182 more kidneys were transplanted 
following a biopsy.  There is an assertion of increased use of organs where 
biopsies have been taken. 

There are two further aspects to be explored on the data analysis with S Rushton: 
looking at increase on organ utilisation and if there is a better outcome on those 
organs used.  It would be of benefit to explore the development of a national 24/7 
service, and how this can be put into place.  A Histopathology group will be 
established to review the results of the analysis and make recommendations to 
NRG.  It was agreed that D Metcalf and C Williment should also be involved, as 
well as J Whitney in terms of the operational side regarding SNODs. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

R Cacciola 
 
 

   
7 Clinical Governance  
   
7.1 Review of organ damage rates: 1st April 2013 to 30th September 2014  
 Members received a report presenting results of analyses of data reported on the 

damage of organs retrieved by NORS Teams in the 18 months from 1st April 2013 
to 30th September 2014. 

Nationally, there have been no significant changes in organ retrieval damage rates 
since 1st April 2011.  The NHSBT Commissioning Team will discuss with the 
relevant teams the reasons for significantly high exported organ retrieval damage 
rates.  Following this, a plan of action would be expected and then implemented.  
The number of complaints and incidents compiled against each team is being 
reviewed, and a trend is becoming apparent. 

It was highlighted that ideally on the new quality forms, in addition to organ 
damage, ‘timing from organ retrieved and placed in the box’ should be included.   

There was some interest in using post-transplant outcomes to monitor the 
performance of the NORS teams.  Each Advisory Group chair is asked to consult 
with their group and decide on what the most relevant markers are for their organ 
group, and the appetite for developing this new monitoring analysis. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Advisory Group 
Chairs 

   
7.2 Damage reporting and quality assurance in organ retrieval  
 It is important to obtain quality documentation and have a system to support this.  

At the recent ODT CARE meeting it was highlighted that good quality of reporting is 
required, and that paper-based reporting is not always reliable.  The new way of 
documenting organ damage and other related issues going forward should be 
electronic based.  A number of options will be considered at a forthcoming meeting 
between the HTA, R Cacciola, F Murphy, R Ploeg and C Williment, and it is 
recognised that it would be good to have a reporting function interfaced with what is 
already in place and will become part of EOS.  An update will be reported at the 
next NRG meeting.   

 
 
 
 
 
 
 

R Cacciola 

   
7.3 Clinical Governance  
   
7.3.1 Trends  
 Members received the Clinical Governance report highlighting three different 

aspects.  It was reported that CTAG have recently discussed prolonged offering 
and delays in retrievals related to the heart.  Because of the time taken for units to 
accept organs, CTAG have agreed that there will be simultaneous offering, with the 
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first unit receiving the offer having 45 minutes to consider; if they decline or do not 
reply then the offer automatically goes to the next unit which then has 15 minutes to 
consider; the next unit also will have 15 minutes to consider the offer, etc.  It was 
noted that this system will need to be robustly implemented. 

In 2013 the DCD Lung Retrieval Protocol was amended to help prevent potential 
problems.  It was agreed that this protocol should be revised and amended by 
CTAG, and CTAG to liaise with C Watson regarding an incident submitted which 
relates to this document.  Following amendments, it should be sent to all 
Cardiothoracic Retrieval Teams. 

 
 
 
 
 

R Venkateswaran 
/ S Tsui 

   
7.4 Retrieval delays: paper for comment  
 The issue of retrieval delays has been discussed at CRF, and prolonged delays 

have been witnessed.  The agreement is to start retrieval at the time the implanting 
centre is ready to accept the organs, and this will be updated in the NORS 
Standards.  It is recognised that organ offering takes a long time and parallel 
offering would help shorten this duration.  K Quinn commented that it may be time 
to revisit organ specific absolute contraindications for transplantation as 
inappropriate organ offering is a big drain on resource.  

Concern was raised in that delays are also often related to the allocation process 
itself, and the issues surrounding the logistics of SNODs accessing computers in 
order to update EOS, etc.  In addition, EOS can be slow in being updated.  It was 
reported that NHSBT’s new Chairman has visited different units and is horrified by 
his findings in terms of this, and the backlog in IT has been recognised.  In 
response, it has been approved by the Board that a business case will be made to 
target this, and members were reassured that comments do get fed back.  It was 
agreed that it would be useful to receive an update from Ella Poppitt (Head of 
Service Design, ODT) at the next NRG meeting; T Monday to invite E Poppitt. 

Another issue of concern was raised around the practicality of the retrieval surgeon 
signing the HTA A form – a signature from the retrieving surgeon is perceived as a 
legal requirement of the HTA, and it was noted that it would be more practical for 
the SNOD to sign on behalf of the surgeon after his/her authorisation to save 
valuable ischemic time.  It was suggested that stop-watch checking should be 
carried out on retrieval tasks including start of flush, explantation of the organ, 
back-table flush, packaging and transporting.  In addition, the possibility of having 
the SNOD sign on behalf of the surgeon should be investigated – F Murphy to 
contact the HTA. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

T Monday 
 
 
 
 
 
 
 

F Murphy 

   
8 Commissioning  
   
8.1 NORS Review  
 The NORS Review Stakeholder Event took place on 16th October.  The next 

NORS Review Board meeting is taking place on 4th November, when it is hoped 
that the draft recommendations can be progressed.  There are various overlapping 
themes, and the damage rates link to transplant KPIs will be looked at.  All centres 
have had the chance to relay their views, and the final centre visit (to SORT) is 
scheduled for 17th November.   

 

   
8.2 Non-proceeding DCD times  
 At the last NRG meeting there was discussion around DCD kidney stand-down 

times, and at what point NORS Teams stood down.  Today’s paper presents data 
on the time lapse between when treatment was withdrawn and when the non-
proceeding DCD donor died.  Following discussion, S Rushton agreed to explore 
the reasons why the donors who died within three/four hours did not proceed.  It 
was noted that if there is a case that an extra hour is needed for the NORS 
Retrieval Team to be at the donor hospital and there is data to support this, then 
the stand-down time needs revision. 
 

 
 
 

S Rushton 
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8.3 Procurement update  
 Organ Box Tender – Ice boxes will be used for all organs, and prices now need to 

be sought. 

Perfusion Fluid – Advertising for tender has been actionnned.  It is hoped that a 
contract will be in place by the end of 2014. 

 

   
8.4 Update on Clinical Reference Groups  
 NHS England have gone out to consultation.  A new five-year forward-looking plan 

at very high level has just been published.  News is awaited regarding specialised 
commissioning function. 

 

   
8.5 European retrievals  
 Members received a paper which was in response to a risk raised by Great Ormond 

Street Hospital (GOSH) that they will have to reject cardiothoracic organs for their 
recipients as there is no formal system in place to enable a NORS team (or 
European team) to retrieve cardiothoracic organs from donors whose weight is 
greater than 30kg.  To date, no organ offered from abroad has been missed and 
the recipient not transplanted.  In this respect, a number of options can be 
considered where a few teams could be included on a special rota per month in 
case retrieval on the continent is required and Newcastle is busy.  Four options 
were presented and an estimated cost for implementing a different system was 
reported to be in the region of £20-£40k per annum.  Members agreed that these 
options should be submitted to CTAG for review. 

 
 
 
 
 
 
 
 
 

E Billingham 

   
9 Donor Management/Procedures  
   
9.1 Cardiothoracic NORS Scout Pilot Programme: Update  
 There is capacity for a second Scout Project so that better insight can be gained 

and more advice can be given to NHSBT about more heart transplants, as well as 
including the potential for increasing the number of donor lungs.  There should be a 
specialist expert group to work on the details.  Some proposals have been drafted 
and detailed protocols will be discussed and agreed at a meeting on                   
19th November; cardiothoracic teams have been invited.  Those who cannot attend 
can send comments in writing.  This is a second phase, and asks cardiothoracic 
teams to take part again (meaning additional work to their regular job).  An update 
will be reported at the next NRG meeting.  

 
 
 
 
 
 

S Tsui / 
K Quinn / 

C Williment 
   
9.2 Coroner’s report update  
 SNODs and NHSBT are working together on a prospective study, via a survey, 

looking at if there is variation in which donors are approached, if this leads to 
organs being lost inappropriately, and timings and factors influencing the coroner.  
Just over 50% of responses have been received to date; non-returns will be 
chased.  The Chief Coroner has been approached for collaboration on this study 
and was really supportive.  The intention is for the study to run for six months, but a 
cohort of data is needed from patients in that database; further liaison can then take 
place with CLODs, SNODs and intensivists.  The aim is for the end result of strong 
guidance, an 'aid-memoir', approved by the Chief Coroner and NHSBT. 

 

   
9.3 Proposed changes to Abdominal Perfusion Protocol  
 Members received a paper illustrating draft changes to the National Protocol for 

Abdominal Perfusion.  Some of the key changes were highlighted: 
• Back table perfusion for livers: the default position is to perfuse on the back table, 

although this is not needed if the liver is perfect. 
• Back table perfusion for kidneys: the default position is to perfuse on the back 

table unless there is good evidence (clear fluid from renal veins) to suggest that 
the kidneys have been well perfused in situ. 

• Agreed that all organs (including the liver) should be triple bagged. 
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10 Training and competencies    
 Information collated from surgeons to date show that there are 50 competent 

surgeons in the UK which fall under the Grandfather clause.  Liaison with IT teams 
at present is taking place to try to develop a database for this information.  
Surgeons in retrieval training who are keen to obtain certification have been 
registered by NHSBT. 

To facilitate and help with retrieval training and certification matters, an Advisory 
Committee to NRG to include a representative from the Royal College of Surgeons 
(RCS), the Surgical Chapter of BTS and the NRG representative of the NORS 
Teams will be established.  The ‘sign off’ as ‘competent’ and certification for 
retrieval will become a requirement by NHSBT for those who desire to participate 
as a lead retrieval surgeon in a NORS team.  The requirement is that during a 
retrieval procedure, per NORS team, one ‘competent’ retrieval surgeon has to be 
present for abdominal and cardiothoracic procurement.  Retrieval surgeons who are 
part of the NORS team need to maintain involvement as lead or supervisor in a 
minimum of five retrievals per year to remain ‘competent’.   

C Williment is currently working with S Clark and R Ploeg on the Cardiothoracic E-
Learning module.  

The RCS are keen to be engaged in accrediting the programme for the UK, and as 
part of a package deal to move the Organ Retrieval Masterclass (ORM) to the RCS. 
It was noted that in the past the RCS has come forward with rather expensive fees 
for courses.   

 

   
11 Update on Clinical Retrieval Forum (CRF)  
 The next meeting is more of an ‘operational’ meeting involving NORS Clinical 

Leads and is taking place on 4th December in London.  Two main topics will be 
discussed: documentation on organ retrieval, and update on the NORS Review. 

The Clinical Retrieval Forum (CRF) will be organised during the BTS Congress 
(similar to February 2014), on 12th March 2015, in Bournemouth.  Guests include 
members of the Dutch Transplantation Society (NTV) as in 2015 BTS and NTV co-
organise their annual meetings. 

 
 

   
12 Retrieval Team Dispatch Process update  
 The Central Co-ordination of National Organ Retrieval Services within the Duty 

Office commenced from 4th August 2014.  The Duty Office monitor when teams are 
sent out and when they return, SNODs’ communication of cross clamp time, etc, so 
that the appropriate team can be sent at the correct time.  There is a telecon on    
4th November to discuss data collated so far, progress to date, and also phase 2;   
A Powell will keep an overview of this.  R Cacciola, E Billingham and J Whitney 
have been involved during the first phase. 

 

   
13 For information  
   
13.1 Retrieval KPI summary  
 Members noted the National Organ Retrieval Service Key Performance Indicators 

summary paper for information.  This item will be on the agenda for the next NRG 
meeting.  The draft KPIs will be reviewed at the next CRF meeting. 

 

   
14 Any other business  
 None raised.  
   
15 Dates of meetings in 2015  
 • Friday 13th February, 11am to 3:30pm, ODT, Bristol 

• Wednesday 1st July, 10am to 3pm, London venue tbc 
• Wednesday 14th October, 10am to 3pm, London venue tbc 

 

November 2014 


