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“….paediatric cardiac surgery services 
at Bristol were "simply not up to the 
task", because of shortages of key 
surgeons and nurses, and a lack of 
leadership, accountability, and 
teamwork”



Clinical governance is the system through 
which NHS organisations are accountable 
for continuously improving the quality of 
their services and safeguarding high 
standards of care by creating an 
environment in which clinical excellence 
will flourish (Department of Health).

Clinical governance encompasses quality 
assurance, quality improvement and risk 
and incident management.
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Maintaining an environment which 
facilitates equitable distribution of a 
finite and limited resource ensuring 
the best possible outcomes by 
adherence to highest professional 
standards
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Why do you need Clinical 
Governance?
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Areas of responsibility

• Donor Characterisation
• Allocation and the NTXD
• Team Mobilisation
• Retrieval
• Transport
• Operation
• Disease Transmission
• Outcome monitoring
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Please Report!

Incident Reporting





https://www.odt.nhs.uk/odt-structures-and-standards/governance-and-quality/tell-us-about-an-incident/









Serious Adverse Event (SAE)
any undesired and unexpected occurrence associated with any 
stage of the chain from donation to transplantation that might lead
to the transmission of a communicable disease, to death or life-
threatening, disabling or incapacitating conditions for patients or 
which results in, or prolongs, hospitalisation or morbidity

Serious Adverse Reaction (SAR)
an unintended response, including a communicable disease, in the 
living donor or in the recipient that might be associated with any 
stage of the chain from donation to transplantation that is fatal, life-
threatening, disabling, incapacitating, or which results in, or 
prolongs, hospitalisation or morbidity’
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Source: Transplant activity in the UK, 2019-2020, NHS Blood and Transplant
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Organ Damage

• Retrieval delay – team related, transport, theatres, equipment, 
technical difficulty
• Abdominal vs cardiothoracic
• Communications
• Innate properties versus damage
• Perfusion and new technologies
• Prolonged ischaemia time
• HTA form A vs HTA form B





Managing Organ damage

•Masterclass
• Formalised NORS training
• On line training
• NORS Lead 
• Increase reporting
• Correct use of technology
• Photography and video recording
• Communication with recipient centres



Case Study – QUOD biopsies



CUSUM and Organ Specific Reports



Donor Derived Disease

• Autoimmune – ITP, anti-cardiolipin, GvHD, Haemolytic anaemic
• Metabolic – Fabry’s, porphyria, Urea cycle disorders
• Infection – Hepatitis, encephalitis, herpes viruses
• Neoplasia – Donor origin
• Donor transmitted
• Donor derived
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Conclusions

• Please Report!
• Importance of Teamwork
• Right to feel at ease
• Cautionary Tales
• Resources – HTA, SABTO, BTS, NHSBT
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Thank you


