
Patient Safety in Donation 
and Transplantation 
ODT Clinical Governance



Who we are



Patient Safety is what we do…
Learning Sharing Strengthening



What is an ODT incident?

Any event in the organ donation and/or transplantation process which can or does affect 
the donor, recipient, safety or the quality of the organs for transplantation

May have national or wider learning

NHSBT has an assisted function with the HTA - Legal requirement  to report under HTA 
regulations 

May relate to organs being sent/received from overseas



Serious Adverse Event (SAE) -

any event that occurs that impacts 

or has the potential to impact on a 

patient

Serious Adverse Reaction (SAR) 

- An unintended reaction that 

impacts on the patient

Never Event- Preventable 

incidents and events that should 

never occur, dictated                                

by NHSE and NHSI and 

reportable.







Healthcare is a complex socio-technical 
system…multiply that by 10 for us!

Highly variable, uncertain and dynamic; Ultra-adaptive

Patient safety ‘emerges’ from interactions and not from a single component, 
such as the actions of people
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Thinking about patient safety….

• Systems thinking – “human factors” **

• Psychological safety in teams **

• Restorative just culture

• Shared learning  *

• Learning from Excellence – what works ? 

• Incident investigation – how do you involve people? **



Systems thinking



External 

Environment

Person(s)

Internal 

EnvironmentTasks
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Technology
Organisation

- Alarm overload 
- Usability 
- Accessibility
- Availability  
- confusing tool, 

equipment or work 
procedure

- inadequately designed 
interfaces

- Shift work/work 
schedules

- Supervision 
- Leadership
- Organisational culture
- Staffing levels 

• Excessive physical or 
cognitive demands 

• High or low workloads
• Complexity
• Monotonous or 

repetitive

Characteristics of physical 
environment such as: 
• smell, noise, heat, cold, 

cramped conditions, 
lighting, ventilation, ease of 
access

• work space design 

Individual characteristics:
• Knowledge, competence
• cognitive factors 

(frustration, stress)
Collective characteristics 
• Team cohesion

Targets, regulatory or policy obligations, accreditation 
standards, global events outside organisation control



External environment
• Lack of national guidelines in blood group 

confirmation following mass transfusion 

• SHOT reportable events in relation to 

incompatible ABO FFP transfusion – info not 

shared with OTDT

• No mention of organ donation or transplantation 

in any haematology guidelines  

Tasks 
• Escalation by the of who and when to escalate will vary

• Handover from BMS to senior BMS may ‘lose’ key info around a 

patient being an organ donor 

• Hugh variation from SNODs around sending of blood to confirm 

blood group

• Repeat on referral 

• Repeat if ‘old’ (how old?)

• Sending samples to RCI as ‘special’ test to confirm BG in 

mass transfusion – not the case 

• Concerns around accuracy of when ‘historic’ samples sent –

so not able to correlate with transfusions 

• Who and when to SNODs escalate to? 

• Not all hospitals send 2 blood samples to confirm blood group –

‘safetrack’ use means only 1 sample sent 

• O often entered ‘as safest for the patient’ – however this is not always 

the case (FFP Never Event)

• Discussions between BMS and SNOD could be ‘cross wired’ 

Internal environment
• RCI support likely to be remote 

working – viewing results via scanned 

copies

• Conversations often in noisy 

environments with conflicting ‘mental 

models’ 



Incident Investigation

Important to involve those directly involved in the incident – you are often the 

people who do that, including donor families

Look at ‘work as prescribed’ versus ‘work as done’

Work-as-disclosed



Psychological Safety in teams

https://www.youtube.com/watch?v=eP6guvRt0U0

https://www.youtube.com/watch?v=eP6guvRt0U0


Safety I and Safety II

1 time in 10,000 

things go wrong

9,999 times things go right in 

10,000 events 









https://www.e-lfh.org.uk/programmes/patient-safety-syllabus-training/



What questions do you have? 
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