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ASHFORD & ST. PETER’S HOSPITAL NHS FOUNDATION TRUST  
 
 

Organ Donation Policy 
 
 
See also: Tissue Donation Policy, Last Offices Policy, End of Life Care Policy 
 
 

1. INTRODUCTION 
 
When patients die in hospital the option of donation should be considered in all cases 
where donation is a possibility. If this does not occur it can result in individuals’ wishes 
not being identified and respected. It can potentially add to the distress of bereaved 
families who are denied the option of donation and ultimately  affecting  the positive 
benefit in lives saved or lives enhanced through transplantation. 
 
This policy provides a framework for the identification of potential donors, approaching 
potential donors’ families, donor management and organ retrieval. The policy is written 
in line with the NICE Clinical Guideline 135. The guideline highlights the need for more 
effective identification and referral of potential organ donors and a more informed, 
considered and timely approach to consent for donation. This should be based primarily 
on identifying the wishes of the individual whenever known and however recorded. The 
circumstances surrounding each referral will vary; in all cases the Specialist Nurse in 
Organ Donation (SNOD) will be available for advice and support. 
 
Around the time of death, donation may not come automatically to the minds of potential 
donor families. It is the responsibility of the staff caring for the patient and family to 
consider organ donation, and to refer all potential cases to the on call SNOD. 
 
Organs can be donated from patients who are Brain Stem Dead and with appropriate 
preparation some organs can be retrieved from patients shortly after their heart stops 
beating or Donation after Circulatory Death . It is also possible to retrieve Tissue (e.g. 
Corneas, Skin, Bone, Tendons and Heart Valves) for some time after death. For clarity 
each of the above areas will be considered separately in this document. 
 
 

2. PURPOSE 
 

 
DONATION FOLLOWING BRAIN STEM DEATH 
 
When no further treatment options are available or appropriate, and there is a plan to 
confirm death by brain stem death testing, the ICU/ED Consultant or their designate 
should notify the SNOD either as soon as sedation/analgesia is discontinued or 
immediately if the patient has never received sedation/analgesia. 
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DONATION AFTER CIRCULATORY DEATH 
 
Any patient who is having active treatment withdrawn, where there is no intention to 
confirm death by brain stem death testing and in whom death is expected to follow 
shortly can be considered for donation after circulatory death. 
The SNOD should be notified when a decision has been made by the ICU / ED 
Consultant to withdraw active treatment. 
 
This notification should take place where there is evidence of the individual’s wish 
and/or a spontaneous request from the family/next of kin even where the ICU 
Consultant believes that donation after circulatory death might be contra-indicated or 
inappropriate. This discussion will ensure that all options are considered and that advice 
is available to the Consultant and the potential donor’s family. It remains the decision of 
the Consultant in charge (usually the ICU Consultant) whether the family are 
approached for consent to organ donation. 
 
INDICATIONS/CONTRAINDICATIONS 
 
The only absolute contraindications to organ donation are; 
 
• Age >85 years ( Donation after Brain Death) Age > 85 years (Donation after 

Circulatory Death) 
• HIV disease (not HIV infection; no AIDS defining illness) 
• Cancer with evidence of spread outside the affected organ (including lymph nodes) 

within 3 years of donation (however localised prostate, thyroid, in situ cervical 
cancer and non-melanotic skin cancer are acceptable) 

• Active melanoma 
• Choriocarcinoma 
• Active haematological malignancy (myeloma,lymphoma,leukaemia) 
• Definite, probable or possible case of human TSE, including CJD and vCJD, 

individuals whose blood relatives have had familial CJD, other neurogenerative 
diseases associated with infectious 

• TB: active or within 6 months of start of treatment 
• Malaria if not fully treated 
 
It is very important that every possible precaution is taken to prevent the transmission of 
infections or malignancies to patients who receive a transplant.  However, the presence 
of viral illness such as Hepatitis B or C and some malignancies may not be a 
contraindication to donation (the proposed recipient may already be positive). It is 
therefore very important that all potential donors are discussed with the SNOD. 
 

DEFINITIONS 

 
SNOD – Specialist Nurse Organ Donation  
CLOD – Clinical Lead Organ Donation  
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ED – Emergency Department 
ICU – Intensive Care Unit 
DBD – Donation after brain death  
DCD – Donation after circulatory death ODR – Organ Donor Register 
 
 

 3.  DUTIES AND RESPONSIBILITIES  
 
 
ROLE OF THE SPECIALIST NURSE IN ORGAN DONATION (SNOD) 
 

The main aim of the SNOD is to ensure that all families are given the opportunity to 
consider donation when their loved one has died or is expected to die. To achieve this 
all families must be given timely access to good quality information and support as well 
as the opportunity to discuss organ or tissue donation with well-informed staff. 
 
St Peters’ has a resident SNOD who, in addition to being involved in the donation 
process, will be involved in the development of local policies, develop, deliver and 
evaluate a training program with respect to organ donation issues and act as a point of 
reference. 
 
Contact details:  
Please page: 07659 590529 (24 hours)  
Leave your Name, Hospital and contact details Ask f or St Peters’ SNOD  
 
Wherever possible the SNOD should be involved in the donation process and the 
approach to families. If the in-house SNOD is not on duty then please contact the On-
Call SNOD on 07659 590529 
 
When contacted the SNOD will: 
 
1. Check the Organ Donor register. 
2.  Advise on latest guidance for the management of the potential organ donor 
3.  Liaise with the transplant surgical teams 
4.  Take a lead on advising families and obtaining consent for donation 
5. Communicate with the Coroner or indicate the level of need for discussion 
 with the coroner. 
 
Responsibilities of the Nurse in Charge: 
 
1.  To update the SNOD on major changes in the potential organ donor 
2.  To ensure the next of kin are issued with the bereavement booklet 
3.  To inform the bereavement officer of the death ext 2319 
4.  Take account of religious/cultural issues and offer to contact the on-call Trust 

 Chaplain or a religious representative of the family’s choice. 
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TISSUE DONATION 

 

It is possible to donate tissues in patients for whom brain stem death is not a likely 
diagnosis, but who die in ICU or ED or in medical & surgical wards, palliative care 
wards or hospices. Unlike solid organs, body tissues do not deteriorate immediately 
after death due to their low metabolic needs. 
 
In adults, eye tissue, heart valves, skin, tendons and bone can be retrieved up to 24 
hours after death. In many cases there are no age restrictions and patients in their  
80’s and 90’s can be considered suitable. The oldest corneal donor was 104. 
 
Tissue donation may be organised by:  

Tissue services – for advice or to make a referral please page a tissue donation nurse 
at the National referral centre. 
Pager: 0800 432 0559 
 
Leave your Name, Hospital and telephone number and message. Please refer to the 
Trusts Tissue Donation Policy available on Trustnet.  
 
 
ORGAN DONATION 
 
It is the responsibility of the Consultant in charge of the patient’s care (usually the ICU 
consultant) to notify the SNOD in all cases where the following criteria have been met. 

DONATION AFTER BRAIN STEM DEATH (DBD)  
 
On notification, the SNOD will determine whether the deceased had registered on the 
NHS organ donor register and thus consented to consideration for donation. 
 
Unless spontaneously requested by the patient’s family/next of kin, donation should 
not be discussed at this stage. Identification of the individual’s wishes, an assessment 
of donation suitability and families/next of kin’s understanding of the diagnosis of brain 
stem death is paramount before donation is raised. 
 
It is the responsibility of the ICU Consultant to carry out brain stem death testing in 
accordance with the code of practice1 where brain stem death is a likely diagnosis even 
if organ donation is an unlikely outcome. The diagnosis of brain stem death allows clear 
information to be given to the patient’s family regarding prognosis even if organ 
donation is not a possibility. If brain stem death is a likely diagnosis but brain stem 
testing is not performed the reason should be clearly documented in the medical notes. 
 
The diagnosis of brain stem death is carried out by at least 2 medical practitioners who 
have been registered for more than 5 years, are competent in this field and are not 
members of the transplant team. At least one of the doctors should be a Consultant. 
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Two sets of tests should always be performed; these may be carried out by the two 
practitioners separately or together. The timing of the interval between the tests is a 
matter of clinical judgement but the time should be adequate for the reassurance of all 
those directly concerned. 
 
The time of death is recorded as the time when the first set of tests is performed. This 
must be documented clearly in the patient’s medical notes and signed by both medical 
doctors. The relatives should be fully informed throughout the process and must be 
given time to understand this information before being approached about organ 
donation.  
 
In cases where brain stem death is not confirmed the decision will be the responsibility 
of the ICU Consultant as to whether treatment will continue or treatment will be 
withdrawn. In cases where the decision has been made to withdraw treatment, advice 
should be sought from the SNOD on the option of donation after circulatory death and 
the option of tissue donation. 
 
OFFERING THE OPTION OF ORGAN DONATION 
 
The ICU consultant (or Consultant in charge if outside of the ICU) and SNOD should 
assess the appropriateness and timing of raising the issue of organ donation. The 
approach should be planned and preferably collaborative between Consultant / SNOD 
and bedside nurse. It is usually appropriate to delay discussing donation until the family 
have 
 
had time to accept that death has occurred. It must be noted that a premature 
approach to the family almost always results in the m declining the option of 
donation. This potentially can lead to regrets late r regarding their decision not to 
donate 8. 
 
It is the responsibility of the ICU Consultant (or Consultant in charge) to explain brain 
stem death to the family/next of kin. It may be appropriate and helpful for the SNOD to 
accompany the ICU Consultant in this meeting. This is to ensure that a consistent 
message regarding the death is reinforced in all further discussions. If felt appropriate, 
and only once the family have demonstrated an understanding that death has occurred, 
will donation be raised. 
 
The ICU Consultant (or Consultant in charge) and the SNOD will determine the 
appropriate person to make the approach. The person that makes the approach must 
feel confident and have an understanding of organ and tissue donation. It is important 
that this person can devote time to supporting the decision making process. 
The families of all potential donors should have access to the specialist knowledge 
provided by the SNOD during the decision making process. This requires face to face 
discussions. 
 
The use of a collaborative approach i.e. joint approach between the ICU Consultant 



 
Volume 8  

Patient Care 

Current version 
is held on the 

Intranet 

Last review 
October 2016 

Next review 
October 2019 Issue 1 Page 8 of 25 

 

 

3

and the SNOD provides the best opportunity for families to make an informed decision. 
The SNOD is able to devote unlimited time to support the family and can provide 
appropriate information to answer questions immediately. It is recognised that any delay 
can have a detrimental effect on their experience8. 
 
It is the responsibility of the SNOD and the Consultant in charge to document all 
discussions and their outcomes with family/next of kin in the patient’s medical and 
nursing notes. 
 
OBTAINING CONSENT 
 
WHEN THE PATIENT IS REGISTERED ON THE ODR 
 
• Where there is a signed donor card or registration on the NHS Organ  Donor 

Register this represents consent of the individual for donation and as such is 
sufficient consent for donation to be lawful.  

• In such cases it is the responsibility of the SNOD in collaboration with the ICU 
Consultant (or Consultant in charge) to inform the deceased person’s relative or 
those close to them of the deceased person’s wishes 

• In cases where there are no relatives or friends it is lawful to proceed. However 
 the SNOD must discuss with the transplant surgeons who will take responsibility 
 for proceeding based on the ability to obtain sufficient past medical, behavioral 
 and social history. 
• On the rare occasion where the patient has consented and the person who is 
 ranked highest in the qualifying relationships declines the option of donation, an 
 agreed position should be reached by inclusive discussion with the family/next of 
 kin, ICU Consultant and SNOD. The Family should be encouraged to accept the 
 wishes of the deceased. It would be very unusual to proceed if the family have 
 expressed direct opposition to donation. However, they have no legal right to veto 
 the wishes of the patient3. 
• The following list represents the relationships in descending order that 
 should be involved in the discussions2. The person ranked highest in 
 the list should be identified and consent sought. 

� Spouse or partner (including civil or same sex partner) 
� Parent or child 
� Brother or sister 
� Grandparent or grandchild 
� Niece or nephew 
� Stepfather or stepmother 
� Half brother or half sister 
� Friend of longstanding 

 
 
WHERE THERE IS NO RECORD OF THE PATIENT REGISTERING ON THE ODR 
 
• In the absence of a signed donor card or registration on the NHS Organ Donor 
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Register, the SNOD in collaboration with the ICU Consultant (or Consultant in 
charge) will enquire whether the patient had nominated a representative to make 
decisions on their behalf. 

 
• In the absence of a nominated representative the person with the highest ranking 

qualifying relationship will be consulted enquiring as to whether the patient had 
ever expressed a wish to donate in his/her lifetime. 

 
• Where there are no nominated representatives, family/next of kin or friends 

traceable and in the absence of any known wishes of the individual donation 
cannot proceed. 

 
 
DOCUMENTING CONSENT 
 
• It is the responsibility of the SNOD to obtain a signature from the nominated 

representative or qualifying person to confirm their consent having first provided 
information on the donation process. A copy of the consent together with a 
detailed description of the discussions undertaken should be filed in the patient’s 
medical notes. 

 
• If the family do not wish for specific organs and tissues to be used for research 

purposes, they are informed that these tissues will be respectfully disposed of. 
 
 
OBTAINING CORONERS’ CONSENT 
 
It is the responsibility of the ICU Consultant or designates to report the death, 
where necessary, to the Coroner. Cases do not need to be referred to the 
Coroner just because organ donation is being considered. 
 
It is the responsibility of the SNOD to ensure consent from the Coroner has been 
obtained before organ and/or tissue donation can proceed. 
 
The Coroners decision must be documented clearly in the patient’s 
medical/nursing notes by the ICU medical staff or SNOD. 
 
Prompt reporting of the death by medical staff is essential to ensure minimal 
delay in the retrieval process and the added anxiety this can bring to families. 
The SNOD may approach the Coroner on behalf of the senior medical staff, if 
required once the death has been reported. 
 
The Coroner can be contacted by telephoning: 
 
Daytime - 01483 637300 (Monday to Friday 0800 to 1600 
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Out of Hours - contact Surrey Police on 01483 571212 and ask to be put through to the 
incident Handling Centre. Ask for the on-call Coroners Officer to be contacted – their 
rota can be found on the V9 Force sheet. 
 
If a Coroner’s investigation is not required, then the patient’s Death certificate can be 
issued directly to the family by the Bereavement office. 
 
 
SUPPORTING THE BRAIN STEM DEAD DONOR IN ITU 
 
Having established consent for donation it is the responsibility of the ICU 
Consultant, the SNOD and those caring for the deceased to optimise organ 
perfusion in accordance with the Intensive Care Society Guidelines on the clinical 
management of the potential heart beating organ donor4. 
 

• Organ protection strategies can be found in the ICU Organ Donation folder. 
 
 
THE RETRIEVAL PROCEDURE 
 
THE VISITING TEAMS 
 
Retrieval teams have been established nationally. The team are relatively self sufficient; 
containing two transplant surgeons, a scrub nurse +/- perfusionist. However they will 
need a theatre runner for local knowledge and will also benefit from the presence of a 
theatre practitioner, for donation after circulatory death. They will bring all their own 
instruments and specialist equipment, however supplementary equipment may be 
required. 
 
Usually this consists of X2 diathermy machines X2 suction carousels Benches 
Head ring (for facial tissue donation) 
 
 
THE PROCEDURE 
 
The retrieval operation should not take more than 2-3 hours if only the kidneys are being 
donated, if kidneys and liver are taken the procedure may last for 3-4 hours, a full multi- 
organ retrieval including cardiothoracic organs will take 4-6 hours. 
The SNOD’s are happy to assist the theatre staff in performing last offices. Families 
may want to see the body once the retrieval is completed, this will be facilitated. 
 
 
DONATION AFTER CIRCULATORY DEATH (DCD)  
 
See Appendix 1/2. 
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GENERAL CRITERIA FOR DONATION AFTER CIRCULATORY DEATH 
 
Any patient who is having active treatment withdrawn, there is no intention to confirm 
death by brain stem death testing and in whom death is expected to follow shortly can 
be considered for donation after circulatory death. The critical care Consultant will 
discuss all patients in whom treatment is to be withdrawn with   the SNOD. 
 
DECISION TO WITHDRAW ACTIVE TREATMENT 
 
The decision to withdraw treatment is made in accordance with current guidelines from 
the ICS, BMA and the GMC. There must be consensus among the critical care 
Consultant, the patient’s relatives, the referring Consultant and nursing staff that the 
decision is in the patient’s best interest. 
 
It is mandatory that transplant teams are not involved in any decision to withdraw 
treatment. This ensures that the interests of the dying patient remain paramount. The 
decision should be communicated clearly to the family by the clinician caring for the 
patient and should be documented in the patient’s notes. 
 
It is the responsibility of the SNOD to establish and document consent. 
 
The SNOD needs to be involved before death of the controlled donation after 
circulatory death and has a central role to play in ensuring the smooth-running of 
organ retrieval. In particular the SNOD should: 
 

• Confirm  the  suitability  of   a patient  for donation after circulatory death  
before the  family  is  approached. 

• Check whether the patient is registered on the national Organ Donor Register 
• Ensure the potential for donation after circulatory death is discussed with Coroner. 

• Discuss all issues with the family including the requirements for blood tests for virology, 
blood grouping and tissue typing. 

• Ensure that the retrieval team is on site and that an operating theatre is available at the 
time agreed with the relatives for withdrawal of treatment. 
 
PATIENT LOCATION 
 
No patient should be moved from their current location for the purposes of facilitating 
potential organ donation prior to the family giving agreement for donation after 
circulatory death. 
 
After family agreement it is acceptable to move the patient to other areas of the hospital 
to facilitate donation provided this location can ensure adequate end of life care for the  
patient and their family. 
 
The model identified as most appropriate for St Peters is that there is consultation at 
Consultant level, in conjunction with the donor team, between the considered locations 
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likely to be affected by the patient transfer and after review of the resources available an 
agreed plan to facilitate donation after circulatory death will be made if possible. 
 
In practice for a patient currently in the emergency department (ED) this will involve a 
consultation between the ED Clinician, Anaesthetic Consultant and the ICU Consultant. 
After consultation depending on the agreed plan the patient may be moved to ICU or 
theatre recovery. 
 
 
THE DONATION PROCESS 
 
Discussion of a patients’ suitability for donation after circulatory death with the SNOD 
will take place before approaching the patient’s family with respect to organ donation. It 
is important to stress that donation after circulatory death should be discussed with the 
relatives only after they have understood and accepted the  futility of  the  clinical 
situation and the reasons for the withdrawal of treatment. The SNOD will only become 
involved with the family after this discussion has taken place. Appropriate patients will 
be discussed with the Coroner at this time. 
 
All the procedures involved with donation after circulatory death need to be explained 
sensitively and in detail to the patient’s relatives.  The  logistics  of  donation  after 
circulatory death are different to those from organ donation after brain stem death. The 
process of cannulation and perfusion that will occur after death should be explained in 
detail. 
 
It will be explained that: 
• Death may occur quickly after treatment withdrawal, and the relatives may have 
 little time with their loved one if organ donation is to be possible. 
• Death may not  occur quickly after treatment withdrawal. Organ donation may not   
 be possible if the dying process is prolonged  and  results  in  an  unacceptable  
 warm ischemic time (sustained systolic BP < 50mm Hg and Oxygen saturation < 
 70%).  However  tissue donation is still possible in this scenario. 
• Organ donation may not be possible if the Coroner refuses permission. 
• Transplantation may not be possible after organ retrieval if perfusion has 
 failed. 
• The family will have an opportunity to see their relative after organ retrieval. 
• It will be explained that the SNOD will be present throughout the donation 
 procedure to provide support, answer any questions and address any issues 
 arising with the donor family. 
• All donor families will be followed up as per ODT Standards of Practice for 
 SNOD’s. 
 
THE PROCESS OF WITHDRAWAL OF TREATMENT 
 
Once a decision to withdraw treatment  has  been  reached  by  the  critical  care  
Consultant, the current level of support should continue until  the  time  to  withdraw 
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treatment is agreed with the relatives. Escalation of current treatments to a physiological 
endpoint (eg fluid boluses and titration of already running noradrenaline infusion to 
maintain normotension; titration of oxygen, tidal volume and respiratory rate to maintain 
oxygenation and normocarbia; or transfer from a spontaneous mode of ventilation to a 
mandatory mode) need careful consideration. Such escalation would only be acceptable 
if it is the view of the treating Clinician from their discussions with the patient’s family 
and reference to the patient’s previously expressed wishes (e.g. presence on the organ 
donor register) that this action would represent the best interests of the patient. Such 
escalation should not cause the patient harm or distress, or place them at significant risk 
of experiencing harm or distress. 
 
INTRODUCTION OF NEW TREATMENTS (e.g. introduction of inotropes, insertion of a 
central line or arterial line) This decision should come only after careful consideration by 
the treating Clinician. It is essential that all concerned believe they are acting in the best 
interests of the patient and there is no reason to believe the introduction of these 
therapies would cause the patient harm or distress, or place them at significant risk of 
experiencing harm or distress. 
 

CERTAIN TREATMENTS/THERAPIES ARE NOT ACCEPTABLE PREMORBID 

 

• Systemic heparinisation 
• Resuscitation (cardiopulmonary) 
• Large bore femoral cannulation for the purposes of intra-abdominal organ 
 perfusion. 
 

The appropriate time to withdraw treatment is influenced by many factors but the wishes  
and needs of the patients’ relatives are the main determinants. 
 
Communication with the family should remain the responsibility of the critical care team 
and/or the SNOD. 
 
Withdrawal of  active  treatment  should  proceed  in  accordance  with  the  usual 
practice  of the critical care unit. Withdrawal of active treatment should not vary from 
local practice because organ donation is being considered. 
 
Withdrawal of active treatment should usually take place within the critical  care unit or  
within the theatre complex (e.g. an anaesthetic room, recovery area). This should be 
undertaken only as a way of meeting the patient’s and relatives’ wish to donate organs. 
 
The same level of critical care nursing skill and expertise in the care of the dying patient 
should continue to be provided if treatment is withdrawn outside the critical care unit. 
 
CONFIRMATION OF DEATH AFTER CIRCULATORY ARREST 
 
Following withdrawal of active  treatment,  ECG  and  intra-arterial  blood  pressure 
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monitoring facilitates the  identification  of  the  onset  and  persistence  of  cardio  
respiratory arrest. When donation after circulatory death is being considered the theatre 
anaesthetist will certify death by confirming the absence of cardiac output and 
respiration, the lack of response to supraorbital pressure and absence of the pupillary 
and corneal reflexes. This is undertaken after five minutes of cardio respiratory arrest as 
currently recommended by the Academy of Medical Royal Colleges. Any return of 
cardiac or respiratory activity during this period of observation should prompt a further 
five minutes observation after this time. It is anticipated that the critical care clinician will 
accompany the patient to the anaesthetic room and withdraw treatment. Once treatment 
has been  withdrawn the patient is then the responsibility of the theatre anaesthetist who 
will be the person to certify death and must be immediately available to certify death. 
 
MANAGEMENT FOLLOWING CONFIRMATION OF DEATH 
 
Following confirmation of death, a brief respectful period will be valuable for the relatives    
to have further time with the patient. 
 
Procedures that reduce the warm ischemic time of organs to be transplanted, but that 
may inadvertently result in changes to cerebral and /or coronary blood flow are not in 
the  patient's best interests and must not be instituted post-mortem. These include chest 
compressions and cardiopulmonary bypass. Drugs may not be administered to facilitate 
organ donation (e.g. heparin) until death has been certified, as this would not be in the 
patient's best interests. 
 
Cannulation and organ perfusion will take place in the operating theatre. 
 
If lung donation is to proceed an anaesthetist will be required to reintubate and reinflate 
the lungs after the declaration of death once the patient is in theatre. Ventilation must 
not be reinstated. 
 
THE RETRIEVAL PROCESS 
 
The SNOD will accompany the deceased patient to the operating theatre. The surgical 
retrieval team will commence the retrieval immediately on transfer to the operating table. 
 
Most deceased patients will be suitable kidney donors with some deceased patients 
also able to donate liver and pancreas and in exceptional circumstances lungs. 
 
Following the retrieval operation, the wound will be sutured and dressed. The SNOD will 
remain in theatre to assist the theatre staff with last offices. The family may wish to see 
the deceased patient following donation and this should always be facilitated. 
 
FAILURE TO PROCEED WITH DONATION 
 
Some patients continue to breathe spontaneously or with reduced ventilatory support for 
some time after treatment are withdrawn. They may become profoundly hypotensive 
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during this time. In these situations the organ donation process may have to be 
abandoned if organ function has deteriorated so that viable transplantation is not 
possible. The family will have previously been made aware of this possibility. The 
decision to abandon organ donation is determined by the need to limit the warm 
ischemic time and by the availability of an operating theatre and retrieval team. 
 
The dignity, well-being and comfort of the dying pa tient are paramount at all 
times.  
 
 
 4. DISSEMINATION AND IMPLEMENTATION 
 
The policy will be disseminated through the Aspire global email. 
The policy will be circulated to Chairs and secretaries of the ratifying Committees, and 
support given to ensure implementation. 
Policy training days are set up at intervals to support staff. Specific training will be set up 
for the Emergency Department, Intensive Care Unit and Theatres to ensure effective 
implementation of the policy. 

 
 5. MONITORING OF COMPLIANCE 
 
All deaths in the ITU and ED are audited by the specialist nurse for organ donation. This 
National audit is monitored by NHS Blood and Transplant and results are fed back to 
the Trust biannually. Any patients whom have died and have met the minimal 
notification criteria should have been referred to the specialist nurse for donation. All 
potential and actual organ donors are discussed at the Organ Donation Committee 
meeting and non compliance will be explored. Feedback will be given to the Unit 
involved by the SNOD and CLOD and any barriers addressed as well as actions 
identified i.e. further education / awareness of the process to ensure future compliance. 

 
 6. EQUALITY IMPACT ASSESSMENT  

Privacy and Dignity 

 
The care offered to the deceased patient and to his/her relatives/carers/ next of kin 
should promote the dignity and well-being of each individual. Basic measures of 
establishing privacy should always be observed. Arrangements for the bereaved to 
view the deceased, to collect personal effects and relevant paperwork, and to raise 
any questions or concerns that they may have, should be conducted in surroundings 
which enable privacy needs to be met. 

 
Sensitivity and courtesy must be exercised at all times. Those who are bereaved will 
be experiencing a variety of feelings including shock, sorrow and even anger. 
Members of staff who are caring for those who are bereaved should be careful to 
ensure that their tone and manner are appropriate at all times. It is important not to 
appear rushed or impatient and consideration should be given to the offer of 
additional support, such as that of the Chaplaincy, where this would be helpful. 
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Religious and cultural needs are addressed 
 

The deceased patient and his/her relatives/carers/next of kin should be cared for in 
such a way that their specific needs of gender, disability, ethnicity, age, sexual 
orientation, religion, culture and language are adequately addressed. Specific 
religious and cultural practices should be facilitated wherever possible and access 
should always be offered to a religious representative of choice. The Trust 
Guidelines for using Interpreting Services should be consulted when necessary. 

 
Verbal and written information is available and accurate 
The bereaved must be given immediate access to both verbal and written information 
which will enable them to understand the process that must be followed after the 
patient’s death. This information must include telephone contact numbers, location 
and times of opening for the Bereavement Office, guidance concerning the 
registration of the patient’s death and preliminary information regarding making 
funeral arrangements. Where the death is to be referred to the Coroner this must be 
explained verbally and backed up by appropriate written information. Care must be 
taken to ensure that specific communication needs, including visual or auditory 
impairment and interpretation needs are addressed accordingly. 

 
 7.  ARCHIVING  ARRANGEMENTS 
 

This is a Trustwide document and archiving arrangements are managed by the 
Quality Department, who can be contacted to request master/archived copies 
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Appendix 1:  Organ Donation after Brain Stem Death 
 
Form for the Diagnosis of Death 
Using Neurological Criteria  (abbreviated guidance version)  
 
This form is consistent with and should be used in 
Conjunction with, the AoMRC (2008) A Code of practice for 
The Diagnosis and Confirmation of Death and has been 
Endorsed for use by the Faculty of Intensive Care 
Medicine and Intensive Care Society 
 

Evidence for Irreversible Brain Damage of known Aet iology 

Primary Diagnosis:  
 
Evidence for Irreversible Brain Damage of known Aet iology: 
 
 
 
 
 
 

Diagnostic caution is advised in certain ‘Red Flag ’ patient groups. See page 4. 

Exclusion of Reversible Causes of Coma and Apnoea 

 1st Test 
  Dr. One 

1st Test 
 Dr. Two 

1st Test 
 Dr. Three 

1st Test 
 Dr. Four 

Is the coma due to depressant drugs? 
Drug Levels (if taken): 

Yes / No Yes / No Yes / No Yes / No 

Is the patient’s body temperature 
≤34oC 

Yes / No Yes / No Yes / No Yes / No 

Is the coma due to a circulatory, 
metabolic or endocrine disorder? Yes / No Yes / No Yes / No Yes / No 

Is the apnoea due to neuromuscular 
blocking agents, other drugs or a non 
brain-stem cause (eg. Cervical injury, 
any neuromuscular weakness)? 

Yes / No Yes / No Yes / No Yes / No 

Tests for Absence of Brain Stem Reflexes 

 1st Test 
  Dr. One 

1st Test 
 Dr. Two 

1st Test 
 Dr. Three 

1st Test 
 Dr. Four 

Do the pupils react to light? Yes / No Yes / No Yes / No Yes / No 

Is there any eyelid movement when 
each cornea is touched in turn? 

Yes / No Yes / No Yes / No Yes / No 

Is there any motor response when 
supraorbital pressure is applied? 

Yes / No Yes / No Yes / No Yes / No 

Is the gag reflex present? Yes / No Yes / No Yes / No Yes / No 

Is the cough reflex present? Yes / No Yes / No Yes / No Yes / No 

Is there any eye movement during or 
following caloric testing in each ear? 

Yes / No Yes / No Yes / No Yes / No 
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Form for the Diagnosis of Death 
Using Neurological Criteria  (abbreviated guidance version ) 
 
 
Patient:      NHS Number: 
 
 

Apnoea Test 

 1st Test 
  Dr. One 

1st Test 
 Dr. Two 

1st Test 
 Dr. Three 

1st Test 
 Dr. Four 

Arterial Blood Gas pre apnoea test 

Check: (Starting PaCO2≥6.0 kPa and 
starting pH<7.4 or [H+}>40 nmol/L) 

1st Test 
Starting PaCO2: 
Starting pH/[H+]: 

2nd Test 
Starting PaCO2: 
Starting pH/[H+]: 

Is there any spontaneous respiration 

Within 5 (five) minutes following 

Disconnection from the ventilator? 

Yes / No Yes / No Yes / No Yes / No 

Arterial Blood Gas Result post apnoea 
test: (PaCO2 should rise > 0.5 kPa) 

1st Test 
Final PaCO2: 
 

Perform lung recruitment 

2nd Test 
Final PaCO2: 
 

Perform lung recruitment 

Document any Ancillary Investigations Used to Confi rm the Diagnosis or and required Clinical 
Variance from AoMRC (2008) Guidance 

 

 

 

 

Completion of Diagnosis 

Are you satisfied that death has 
been confirmed following the 
irreversible cessation of brain-stem 
function? 

Yes /No Yes / No 

Legal time of death is when the 1st 
Test indicates death due to the 
irreversible loss of brain stem function. 

 

Death is confirmed following the 2nd 
Test. 

Date: 
Time: 
 
Dr. One 
Name 
Grade 
GMC Number 
Signature 
 
 
Dr. Two 
Name 
Grade 
GMC Number 
Signature 
 
 
 

Date: 
Time: 
 
Dr. One 
Name 
Grade 
GMC Number 
Signature 
 
 
Dr. Two 
Name 
Grade 
GMC Number 
Signature 
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Form for the Diagnosis of Death 
Using Neurological Criteria  (abbreviated guidance version ) 
 

It remains the duty of the two doctors carrying out the testing to be satisfied with the aetiology, the 
exclusion of all potentially reversible causes, the clinical tests of brain>stem function and of any 
ancillary investigations so that each doctor may independently confirm death following irreversible 
cessation of brain>stem function. 
 
Guidance Summary of the AoMRC Code of Practice  
The diagnosis of death by neurological criteria should be made by at least two medical practitioners 
who have been registered for more than five years and are competent in the conduct and interpretation 
of brainSstem testing. At least one of the doctors must be a consultant. Testing should be performed 
completely and successfully on two occasions with both doctors present. It is recommended that one 
doctor perform the test while the other doctor observe; roles may be reversed for the second test. 
 
Diagnostic caution is advised in the following ‘ Red Flag ’ patient groups.  
(Based on the literature and unpublished case reports.) 
1. Testing < 6 hours of the loss of the last brainstem reflex 
2. Testing < 24 hours where aetiology primarily anoxic damage 
3. Hypothermia  
4. Patients with any neuromuscular disorders  
5. Steroids given in space occupying lesions such as abscesses 
6. Prolonged fentanyl infusions 
7. Aetiology primarily located to the brain Dstem  or posterior fossa  
 (24 hour observation period following reSwarming to normothermia recommended) 
 
Evidence for Irreversible Brain Damage of Known Aet iology  
• There should be no doubt that the patient’s condition is due to irreversible brain damage of 

known aetiology . Occasionally it may take a period of continued clinical observation and 
investigation to be confident of the irreversible nature of the prognosis. The timing of the first test 
and the timing between the two tests should be adequate for the reassurance of all those directly 
concerned. If in doubt wait and seek advice.  

 
Children (one examining doctor should normally be a  paediatrician or should have experience 
with children and one of the doctors should not be primarily involved in the child’s care)  
• Older than 2 months post term : This guideline can be used in these children. 
• Between thirty seven weeks corrected gestation (pos t menstrual) age to 2 months of age 

 post term : use the RCPCH Guidance available at www.rcpch.ac.uk 
• Infants less than 37 weeks corrected gestation (pos t menstrual) age: the concept of brainS 

stem death is inappropriate for infants in this age group. 
 
Drugs  
• The patient should not have received any drugs that might be contributing to the 

 unconsciousness, apnoea and loss of brainstem reflexes (narcotics, hypnotics, sedatives or 
 tranquillisers). Where there is any doubt specific drug levels should be carried out (midazolam 
 less than < 10mcg/L, thiopentone <5mg/L). Alternatively consider ancillary investigations. 

• There should be no residual effect from any neuromuscular blocking agents (atracurium, 
 vecuronium or suxamethonium), consider the use of peripheral nerve stimulation. 

• Renal or hepatic failure may prolong metabolism / excretion of these drugs. 
 
Temperature, Circulatory, Metabolic or Endocrine Di sorders  
• Prior to testing aim for: temperature > 34°C, mean arterial pressure consistently >60mmHg (or 

 age appropriate parameters for children), maintenance of normocarbia and avoidance of 
 hypoxia, acidaemia or alkalaemia (PaCO2 <6.0 kPa, PaO2 >10 kPa and pH 7.35 –7.45 / [H+] 
 45-35 nmol/L). 

• Serum Na+ should be between 115S160mmol/L; Serum K+ should be > 2mmol/L; Serum PO4
3S 

 and Mg2
+ should not be profoundly elevated (>3.0mmol/L) or lowered (<0.5mmol/L) from normal. 

• Blood glucose should be between 3.0S20mmol/L before each brainSstem test. 
• If there is any clinical reason to expect endocrine disturbances then it is obligatory to ensure 

appropriate hormonal assays are undertaken. 

September 2015 
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Appendix 3: Organ Donation after Circulatory Death 
 

 
Minimal Notification Criteria – catastrophic Neurol ogical Injury 
(DoH Jan 2008) 
When no further treatment options are available or appropriate and there is no 
intention to confirm death by neurological criteria, the SN-OD should be notified 
when a decision has been made by a Consultant to withdraw active treatment and 
this has been recorded in a dated, timed and signed entry in the case notes. 

 

 
 

If treatment is deemed Futile and a decision has been made to 
withdraw treatment  

Page the Specialist Nurse in Organ Donation (SNOD) on 
07659590529. 

 
 

Withdrawal of Treatment conversation to be had with the 
family by the  Clinician. 

SNOD to be present at this  discussion. 
 

Once the families understanding of futility and 
acceptance of withdrawal has been established the 

Clinician and/or SNOD will offer the option of organ   
donation. 

(Prior  to withdrawal) 

THE FAMILY 
SHOULD NOT 

BE       
APPROACHED 

ABOUT 
ORGAN 

DONATION AT 
THIS STAGE 

PRIOR TO 
ACCESSING 
THE ORGAN 
DONATION 

REGISTER & 
DISCUSSION 
WITH THE 

SNOD. 

 

Consent – Patient will be supported on ITU for organ and tissue donation. 
No Consent – treatment to be withdrawn as per Unit Guidelines 

 
 
 

Treatment to be withdrawn in ICU/Anaesthetic Room by ICU / Theatre 
Doctor. Extubation and discontinuation of Inotropes. Doctor should be readily 
available throughout the period of withdrawal until death or until pt returns to 
ITU/Ward. 
If patient dies within 4 hours of extubation– organ retrieval will proceed. 
Otherwise pt will return to ITU/Ward. 
Time of Asystole is noted, then 5 mins after this time, death is to be declared. 
Pt will then proceed into theatre for retrieval to commence. 

 

If the family spontaneously offer organ donation the SNOD can be involved in 

discussions at an earlier stage if this is appropriate 
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Appendix 4 
 
 

Specialist Nurse Organ Donation Contact Details 
 
 

For advice or to make a referral Call the SNOD 
 
 
 

Pager  07659590529 
 
Leave your name, hospital and contact number then message 
and they will return your  call. 
If no response after 10mins please   repage. 
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Appendix 5 
Equality Impact Assessment Summary 

 

Name: 

Policy/Service: 

Background  
• Description of the aims of the policy 
• Context in which the policy operates 
• Who was involved in the Equality Impact Assessment 

 
Aim of the policy is to 
- ensure that the option of donation is considered in all cases where donation is a 
possibility. If this does not occur it can result in individuals’ wishes not being identified and 
respected. It can potentially add to the distress of bereaved families who are denied the 
option of donation and ultimately affecting the positive benefit in lives saved or lives 
enhanced through transplantation. 

 
- provide a framework for the identification of potential donors, the process for 
approaching potential donors’ families, donor management and organ retrieval. The 
circumstances surrounding each referral will vary; in all cases the Specialist Nurse in 
Organ Donation (SNOD) will be available for advice and support. 

 
- Raise awareness of the option of donation 

 
The Equality Impact assessment was completed by Jessica Gregory SNOD, Diana 
Manthorpe Trust Governor / Chaplain and Chair of Organ Donation Committee. Dr 
Pardeep Gill ICU Consultant and Clinical Lead for Organ Donation. 

Methodology  
• A brief account of how the likely effects of the policy was assessed (to include race 

and ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 
• The data sources and any other information used 
• The consultation that was carried out (who, why and how?) 

 
 

Key Findings  
• Describe the results of the assessment 
• Identify if there is adverse or a potentially adverse impacts for any equalities groups 

People from all ethnic backgrounds, all religious groups, any sexual orientation, either 
gender, any culture or any social class can become organ donors. There is an upper age 
limit of 85 years for donors after brain death and 80 years for donors after cardiac death and 
this is down the functionality of the organ after transplantation has occurred. However there 
is no upper age limit for corneal donation. 
There are no adverse or potentially adverse impacts for any equality groups. 
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Conclusion  

• Provide a summary of the overall conclusions 

 
 
This Policy does not disadvantage any of the aforementioned groups. 

Recommendations  
• State recommended changes to the proposed policy as a result of the impact 

assessment 
• Where it has not been possible to amend the policy, provide the detail of any actions 

that have been identified 
• Describe the plans for reviewing the assessment 

 
No Changes to be made 

 
 

Guidance on Equalities Groups  
 

Race and Ethnic origin (includes gypsies 
and travellers) (consider communication, 
access to information on services and 
employment, and ease of access to services 
and employment) 

Religion or belief (include dress, individual 
care needs, family relationships, dietary 
requirements and spiritual needs for 
consideration) 

Disability (consider communication issues, 
access to employment and services, 
whether individual care needs are being met 
and whether the policy promotes the 
involvement of disabled people) 

Sexual orientation including lesbian, gay 
and bisexual people (consider whether the 
policy/service promotes a culture of 
openness and takes account of individual 
needs 

Gender (consider care needs and 
employment issues, identify and remove or 
justify terms which are gender specific) 

Age (consider any barriers to accessing 
services or employment, identify and remove 
or justify terms which could be ageist, for 
example, using titles of senior or junior) 

Culture (consider dietary requirements, 
family relationships and individual care 
needs) 

Social class (consider ability to access 
services and information, for example, is 
information provided in plain English?) 
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APPENDIX 6 
 
 

Policies Procedures and Guidelines Review Communica tion Form 
Policy title:  Organ Donation Policy 

Consultation start date:  1st October 2011 

Deadline for feedback:  1st November 2011 

Feedback to be provided 
to: 

Dr Pardeep Gill 

‘Before and after’ comparison of key changes:  

Existing policy  New proposed policy  

  

  

  

  

  

  

  

  

  

  

  

  

  

 
 

 

 

 

 

 


