


Deceased organ donors and transplant recipients: 
2000-2021

Onset of program

Two key clinical practice changes:

1) Routine notification/referral 
for potential donor identification

2) Collaborative approach to offer 
donation, involving a donation 
specialist



Pre national program



• Potential donors were identified by the treating intensive care doctor
• Intensivist or registrar approached the family to “request donation”
• If the family agreed, there was a referral to the donation agency
• The donor coordinator would travel to the hospital to start the process

Pre national program



Pre national program

Key clinical practice change due to the 
national program

1) Donor identification



Pre national program:
Many missed organ donation opportunities

Br Med J 1992; 304:1339–1343

• Treatment withdrawn prior to 
brain death development or 
diagnosis

• ED patients with devastating 
brain injury, extubated due to 
poor prognosis

• ICU patients, often after 
prolonged admission, with 
co-morbidities, and/or 
complex family dynamics

Audits of deaths found that many donors were not identified:



One of the key initiatives to improve donor identification 
arose from the National Organ Donation Collaborative (NODC)

Clinical Triggers to identify potential donors



National Organ Donation 
Collaborative (NODC)

• NODC ran from 2006-2009
• 28 hospitals took part from across 

Australia
• Breakthrough Collaborative methodology 

to focus on systematic improvements in 
hospitals

• Quarterly themed collaborative learning 
sessions attended by hospital teams 
(ICU, ED, medical, nursing, hospital 
executive)
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National Organ Donation Collaborative

Key strategies:

1) Pursuit of every donation opportunity
2) Involve senior leaders to get results
3) Using a multidisciplinary team of clinicians to manage the donation 

process for each case 
4) Ensuring early identification, referral and rapid response to all 

potential organ donors
5) Developing a best practice model for requesting organ donation
6) Prepare for introduction of donation after cardiac death (DCD)
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Clinical Trigger examples



Popular Clinical Trigger 
developed during the 
NODC

 
 

 
 
 
 
 
 

      
 
 
 
 

      
 
 
 
 
       
 
 
 
 

      
 
 
 
 
 
 
 
 

 

 
 

 

Contact ICU admitting 
officer for referral 
advice. 
 

Have you given your 
patient the opportunity to 

G.I.V.E.? 

For potential  
tissue donors 

Contact the Eye Bank  
9382 7288 







A broader donor identification strategy became necessary as 
donor criteria expanded

Routine referral/notification to DonateLife for 
ICU and ED patients at end of life

• SMD and Agency manager leadership group (Clinical Governance 
Committee, CGC) started discussing in 2016; introduced in 2018:



• DonateLife Clinical Practice Improvement Program (CPIP) – phase 4
• Outlines the clinical strategic focus for hospitals and key performance 

indicators related to best practice for donation

Identify ALL potential organ donors = 
Routine referral to donation services at end-of-life



Identify ALL potential organ donors = 
Routine referral to donation services at end-of-life

• Reporting and feedback is facilitated by the DonateLife Audit
• Follow up with the hospital and relevant clinicians when 

routine referral has not occurred 

Reporting & feedback = National, regional, hospital



Pre national program

Key clinical practice change due to the 
national program

2) Family communication 
about donation



Pre national program

• Intensivist or registrar approached the family to “request donation”
• The usual approach was very neutral, with provision of very little 

meaningful information about donation
• Some families were not approached for reasons that they were 

thought likely to say “no” or “were too distressed”

Pre national program: 
Family communication about donation











Family Donation Conversation (FDC) workshop 
development

• Developed through a collaboration with the Gift of Life Institute (GOLI), 
that began in 2011

• Tailored to the Australian environment
• CICM, ANZICS, ACCCN:

— Representation on the Steering Committee that developed the FDC workshop
— Input into the content of the education materials and workshop

• CICM deemed the 2-day core FDC workshop as mandatory training for 
all intensive care medicine trainees
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First FDC lead trainers with GOLI colleagues 
Cherri Wise and Theresa Daly

• Pilot core FDC workshop in late 2011 and first Australian workshop 
delivered in March 2012

Family Donation Conversation (FDC) workshop 
development
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• Development of a modular Professional Education Package, 
of which the core FDC is the foundation unit

Professional Education Package



Models of consent and approach to family 
communication

• Historical practice in Australia – donation request by intensivist, referral 
to donor coordinator if families gave consent

• Any change would require an evidence-based and inclusive approach
• SMD and Agency manager leadership group (CGC) in 2012

—Reviewed international models and experience
—Consent highest if family approach involves OPO coordinator and treating 

clinician together; lower if treating clinician or OPO coordinator alone
—Any new approach would be formally trialled
— Involve intensivists and other key stakeholders
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• Agreement to pilot a collaborative model of request – required 
engagement with intensive care specialist community, nationally and 
locally

• External researchers engaged to coordinate study and analysis
• Pilot involved 15 hospitals each over 12 months 

(staggered between March 2013 and March 2015)

Pilot a new family approach model



of families agreed to donation when conversation was led by an 
FDC trained specialist who was in addition to the treating clinical 
team (collaborative)

of families agreed to donation when conversation was led by an 
FDC trained treating clinical specialist

of families agreed to donation 
when conversation was led by a 
treating specialist who was not 
FDC trained

Key findings of pilot study
Higher consent rate if family approach involves a FDC trained person



Donation specialist nurse involvement in FDC 



Best Practice Guideline for Offering Organ and 
Tissue Donation in Australia

• Evidence based approach with routine 
referral, checking AODR registration status, 
donation specialist involvement, and a 
collaborative approach to the family 
donation conversation



Pre national program

Onset of program

Other key changes 
in clinical practice



Other key changes in clinical practice:



Other key changes in clinical practice:

National Organ Matching System 
(NOMS)


