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Background 

• Notifications to OPO only after 2nd 
Brain Death Exam 

• Rushed approach 

• Missed opportunities for donation 

• ICU staff uncomfortable with notifying 
OPO 

Prior to January 2009: 



Process Improvement 

Improve organization compliance with required 
reporting to Centers for Medicare and Medicaid 

Services (CMS) 

Implement comprehensive education of ICU staff 
to increase awareness of clinical triggers 

Improve collaborative processes on organ and 
tissue donation 



Assembling the Project Team 

• Multi-disciplinary team: 

– Emily Dobyns, MD – Critical Care Medicine 

– Beth Wathen, RN – Clinical Practice Specialist, 
PICU 

        Assembling the Team 



2009 Project Initiative 

• Identify and define ‘Clinical Triggers’ 

• Promote timely notification of OPO of  
potential organ donors 

Collaborative Effort with Hospital and OPO 

Set goal of one hour to notify OPO once patient 
meets clinical triggers 

Incorporate triggers into Epic 

Documentation of Clinical Criteria triggers Best 
Practice Advisory (BPA) 



July 2010 Project Progression 

• What designates a ‘Clinical Trigger’ 

• Who can make the call to the OPO 

• Timeliness of referral call to OPO 

Education of ED and ICU staff 

Changes in clinical workflow 

Go-live 3-month trial 

Feedback gathered and process tweaked! 



Identifying Clinical Triggers 

• Glasgow Coma Scale 
Score ≤ 5 or 

• Withdrawal of support 
planned or discussed or 

• Family initiates discussion 
about donation  

Inclusion 
criteria for 

a ventilated 
patient 
with: 



Challenges from Hospital 

Difficult to capture all clinical triggers 
electronically 

Empowering nurses to make the call 

Alert fatigue 



GCS 



Objective Criteria 



Additional Documentation 



Best Practice Advisory (BPA) 



OPO Dashboard Compliance 
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Results 
The 2010 implementation of the Clinical Triggers 
and BPA, coupled with education of all staff, has 

improved compliance with many facets of the 
organ donation process 

2009 2010 2011 

Patients meeting clinical triggers 58 43 48 

Number of Organ Donors 3 8 5 

% of patients meeting clinical 
triggers that donated organs 

5.2% 18.6% 14.3% 

Number of Lives Saved 13 26 16 



 A PLUS CARE Package that details the workflow 
and build featured in this presentation is now 
available on the UserWeb! 



Thank You! 


