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Table 1 Recognition of life extinct: conditions unequivocally
associated with death®

1. Massive cranial and cerebral destruction
2. Hemicorporectomy

3. Massive truncal injury incompatible with life including
decapitation

SOMATIC 4. Decomposition/putrefaction (where tissue damage indicates
that the patient has been dead for some hours)

CRITERIA

5. Incineration (the presence of full thickness burns with charring
of >95% of the body surface)

6. Hypostasis (the pooling of blood in congested vessels in the
dependent part of the body in the position in which it lies after
death)

7. Rigor mortis (the stiffness occurring after death from the post
mortem breakdown of enzymes in the muscle fibres)

In the newborn, fetal maceration
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PREFERRED TERMINOLOGY

CIRCULATORY DEATH CIRCULATORY
DETERMINATION OF DEATH




SCENARIO #6

Brain dead patient following emergency cardiac surgery for clotted valve
Family says they do not accept brain death

Organ donor:Yes or No!?







DONATION IS POSSIBLE IN A LOT MORE
CIRCUMSTANCES THAN WE REALISE
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CLINICAL TRIGGERS - UK

Patients who have had a catastrophic brain injury
(a) the absence of one or more cranial nerve reflexes and
(b) a Glasgow coma scale score of <4 (not explained by sedation)

and/or a decision has been made to perform brainstem death tests, whichever is the
earlier; or

The intention to withdraw life sustaining treatment in patients with a life
threatening or life limiting condition that will, or is expected to, result in
circulatory death.
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PUBLIC AND PRIVATE

PUBLIC

74 approaches
| 8 consents
24% consent rate

2 453 668 people
7.34 donors pmp

5.59 donors pmp

PRIVATE

9 approaches
5 consents
55% consent rate

| 660 668
3.31 donors pmp
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Was the family aware of the
POOr Prognosis?

Yes 41 (55.4%) 8 (88.9%)
No 32 (43.2%) 1 (11.1%)
Not recorded 1 (1.4%) 0

CLARITY OF PRIOR COMMUNICATION




ORGAN
DONATION

* End of life care should, as
standard of care, explore the
patient's wishes towards organ
and tissue donation.

The recommended time for
such an assessment is when a
decision is made to perform
brain death testing or to
withdraw life-sustaining
treatment




Australian Government

Organ and Tissue Authority

Best Practice
Guideline for Offering
Organ and Tissue
Donation in Australia

donatelife




Routine referral
to DonatelLife

Communicating
end-of-life

Planning the
approach

Discussing
donation

Reviewing
practice

AODR check

Suitabilicy
assessment

Planning for
Danation Specialist
Murse involverment
in end-of-life
cormmunication and
the family donation
conversation

Senior Treating
Doctor informs
farnily of death

or expectad

death following
withdrawal of
treatment

Farnily understands
death or expected
death following
withdrawal of
treatment

Discussions about
death and donation
are separated

Planning meeting
betwesan Senior
Treating Doctor,
Donation Specialist
Murse, Critical Care
Murse and other
healthcare staff

Farnily donation
comversation plan
agreed

Danation Specialist
Murse and Seniar
Treating Doctor

collaboratively offer

donation to the
family

ADODR status
shared with family

Team review

Led by Donation
Specialist Murse
collaboration with
Senior Treating
Doctor



Element1
Routine referral to Donatelife

Patients in the Intensive Care Unit (ICU) and
Emergency Department (ED) for whom there is
medical consensus for planned end-of-life care
are referred to DonatelLife (Agency or hospital
Donation Specialist staff). Referral enables
DonatelLife to assess suitability for donation,
check the patient’'s registration status on

the Australian Organ Donor Register (AODR),
and facilitates the involvement of a Donation
Specialist Nurse to support planning and family
communications. 505

Roles and responsibilities

Senior

Treating
Doctor

Refers patients in the ICU or ED with
planned end-of-life care to Donation
Specialist staff in the hospital or
DonateLife Agency

Plans for Donation Specialist Nurse
involvement

DonatelLife

Obtains status of patient's
registration on the ADDR prior to
end-af-life conversations

Provides advice on donor suitability
and the donation process

Plans for Donation Specialist Nurse
involvernent in family conversations
and the donation process




Roles and responsibilities

Considers inviting Danation
Specialist Nurse into end-of-life
meeting

Senior Discusses patient care and prognosis
Element 2 Treating with family and ensures there is an
Communicating end-of-life e understanding of death

The family are informed and understand that
the patient has died, or that death is expected
following the withdrawal of treatment.

Separates conversations about
death and donation to create tinme
and space for family

Provides advice to treating clinica
team in separating death and
donation comversations

Donation
Specialist
MNurse

Artends family meeting about death
when invited




Roles and responsibilities

Senior Treating Doctor commences
the meeting, intreduces new staff
and canfirms family understanding
of death

Works in collaboration with the
Daonation Specialist Murse in the
farily donation conversation, as

Element 4 agreed in the planning meeting

DiS’CUSSiI"IQ donation Provides further information as
reguired to the family

Dn“atinn Is dimmm with thi fnm“F in a R e s

collaborative approach involving the Senior Provides angoing support to family

Treating Doctor and the Donation Specialist Offers donation to family in

Murse. Information about donation, including collabaration with the Senior

the patient’'s registration status on the AODR, Treating Dactor

is shared to assist the family in reaching a fully

Provides the family with factua
informed decision about donation.

information about donation and

Donation transplantation, including patient

Specialist AODR status, and answers any
Nurse QuesHons

Supports the family in their decision-
making

If the family consents, undertake
next steps in the donation process

(P P ]




Roles and responsibilities

Treating
MGG IR Frovides feedback on the family
Element5 B
and support donation conversation process

Reviewing practice staff

A team review occurs after each family donation
conversation process to provide an opportunity
to reflect upon and improve practice.

Reflects upon the family donation
Donation conversation process
Specialist S
Nurse Complete the family donation
comversation review template




CHECKLIST



Patient details

Mame of patient
DB, age, sex

Cause of death

Dwetails and status of

the determination of
neurcbogical death or the
planned withdrawal of
treatment, and related
farnily conversations
[include anticipoted timing
of family conversations
about end-of-life if these
howve not alreody occurred)

Coroners case / details

Transfer from another facility




Clinical picture

Course of admission
Length of stay in unit

Any complications /
treatments / misadventure

Current clinical
oonsiderations

Any previous conditions [/
co-morbidities / high risk
behaviours




Decision makers in the
famnily / senior available next
of kin

Howw did the famiky react to
the news of neurclogical
death or the decision to
withdraw treatment?

What family memisers were
present?

Howr did they show their
understanding that their
relative had died or would
die?

Has donation been
menticned or volunteeraed
by famiky or staff? If so, when
was it raised, by whom and
what was the outcome?

Is there any indication of the
family's current attitudes
towards donation? If so, what
isit?

Are there specific issues that

should be considered, such as:

— Family dynarmics?

— Relationships with
patient?

— Grief rick factors?

— Cultural, language or
religious considerations for
patient and for the family?




Family Donation Conversation

Planned time & location of Time:

FDC
Location:
FDC attendees Famnily:
Staff:

Staff roles

Introductions
[ogree exoct wording)

Who will offer donation and
howe? (ogree exact wording)

Outcome of AODR check and . .. ~ ) O O O
B e e e s Patient AODR decision (please tick): Wes Mo Mot registered

with the family

Plan for team review Time:
Location:




DEBRIEF

Scheduled



Each FDC process should be reviewed and discussed by the team as soon as practicalaftr the FOC.

This template may be used to guide the team review meeting and to record team discussions.
What was done well?

Date of tearn review

Case identifiars:

What are the lessons from this case?

Referral to DonateLife and organisation of the Donation Specialist Murse

What was done well?

Was the following information shared and discussed in the team planning meeting? [please tick)

a Clinical picture of the potential donor O Yas O Mo

b Outcomes of previous family meetings O Yeas O Mo

What are the lessons from this case? ¢ Family dynamics and background O Yes O Mo
d Awustralian Organ Donor Register status of potential donor O Yeas O Mo
e Decisions about roles for the Family Donation Conversation O Yas O Mo

f Agreement on how participants will be intreduced O Yeas O Mo

Communication with family about end-of-life g Discussion of who will offer donation and how O Yies O Mo

wWhat was done well? h Planning about location for the Family Donation Conversation O Yes O Mo

If above infarmation not discussed, why not?

Were there alternative methods that could have been used to describe death or expected death to this farmily?

What other infarmation could have been discussed in the team planning meeting to enable the teamn to better
support the family?

Were family conversations about death or withdrawal of treatment separated from the O Ve O No
donation conversation? (please tick)
Did it feel like a team approach? [please tick] Oves One
Was this appropriate and why?

Any suggestions on alternatives that could have been used?



EDUCATION



About us

Find your local DonatelLife agency For healthcare workers Contact us f v m

donatelife

Austral ernment J Se

Q

Organ and Tissue Authority

Join the register All about donation Get involved News and events

Home » For healthcare workers » Professional training

Professional training

Introductory Donation
Awareness Training
(IDAT) workshop

This multidisciplinary workshop is
aimed at a wide range of health
professionals and provides an
overview of the donation process.

Introductory Donation Awareness
Training (IDAT) workshop >

Perioperative workshop
Focused on perioperative nurses,
this workshop provides an
overview of the donation process
and organ retrieval surgery.

Perioperative workshop >

Core Family Donation
Conversation (FDC)
workshop

This workshop focuses on family
care and commmunication to
support grieving families in
donation conversations.

Core Family Donation
Conversation (FDC) workshop »

Janette Hall Professional
Training and
Development Fund

The Janette Hall fund offers the
opportunity to attend training and
education through DonatelLife
agencies.

Janette Hall Professional Training
and Development Fund >

Practical Family Donation
Conversation (FDC)
workshop

This workshop extends learning by
offering challenging scenarios in
targeted role play.

Practical Family Donation
Conversation (FDC) workshop >

Donatelife learning portal

Donatelife staff can enter our
learning portal to access training
and resources.

DonatelLife learning portal >



[INHS |

Blood and Transplant Who we are | What we do How we help | How you can help \ Careers | News

ODT CLINICAL

Home Decea§ed b Living donation v Retrieval v Transplantation v SR EU
donation reports

Home / Deceased donation / Education and training / The National Deceased Donation Course for ICM Trainees

The National Deceased Donation Course for
Intensive Care Medicine (ICM) Trainees

"One of the best courses | have attended, high quality is mainly driven by the enthusiasm and great knowledge of the
faculty members and leads in the subject of organ donation” - Delegate feedback, submitted anonymously

Why do deceased donation simulation?

Deceased donation occurs at times of significant family
distress.

It is often not appropriate for junior staff to lead a
donation discussion with families. Training in this area is,

therefore, not easily facilitated in the clinical arena.

Simulation allows staff training and development in a

A simulated donor assessment safe environment whilst enacting real-time events.

The importance of deceased donation simulation

Organ and tissue donation is an important aspect of end-of-life care. In the United Kingdom the General Medical Council
establishes a duty of medical practitioners to identify potential organ donors, be prepared to explore the option of deceased
donation when a patient is close to death and follow any national donation procedures (GMC Treatment and care towards
end of life: good practice in decision making, 2010).



Dead Donor Rule

All organ donors are clinically dead

Transplant team is not involved in the
dying process




Donation after circulatory arrest

A patient who is expected to die upon
withdrawal of life support can potentially
donate lungs, liver, kidneys and pancreas

Informed consent
Co-ordination with the transplant team

Procurement operation needs to happen
immediately upon certification



A typical scenario

Catastrophic stroke with a GCS of 3 but preserved

corneal and cough reflexes and sporadic gasping
respirafions

Decision made with family to withdraw life support
Organ donation discussed and family consents

Patient taken to theatre by treating clinician and palliated
(extubated on a morphine infusion and heparin bolus
given)

Transplant team is scrubbed and waiting in the anteroom



Either



Patient arrests

Within an hour of being extubated

After a period of 5 minutes with no spontaneous

cardiac and respiratory effort the treating clinician
certifies the patient dead

Theatre team procedes with operation to procure the
organs



Patient does not arrest

Within an hour of being extubated
Transferred to end-of-life palliative care ward
Transplant team stands down

Family informed that organ procurement was not
possible



Variability in the Determination of Death
After Cardiac Arrest: A Review of
Guidelines and Statements

Sonny Dhanani, MD, FRCPC'?, Laura Hornby, MSc??>,
Roxanne Ward, RN, BA (Psy)**, and Sam Shemie, MD, FRCPC>*°

Journal of Intensive Care Medicine
27(4) 238-252

© The Author(s) 2012

Reprints and permission:
sagepub.com/journalsPermissions.nav
DOI: 10.1177/0885066610396993
http://jicm.sagepub.com

®SAGE




HOW LONG DO YOU WAIT?




FROM THE ABSENCE OF WHAT?

Respiration?

Movement?

Auscultation of heartbeat!?
Palpation of heartbeat?
ECG flatline?

A-line flatline?

Echocardiography flatline?
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SAMJ

South African Medical Journal

APRIL 2021
VOL. 111 NO. 4 (PART 2) ~

SAJCC

SOUTHERN AFRICAN JOURNAL OF CRITICAL CARE
March 2021 Vol.37 No.1(Part2)
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SAMJM

South African guidelines on the determination of death
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CHECKLIST

CIRCULATORY DEATH CERTIFICATION

Summary Recommendations - South African Death Determination Guidelines Checklist

Name: Hospital Number: Date of Birth:

Prerequisites

Inappropriate to attempt cardiopulmonary resuscitation or attempts at cardiopulmonary
resuscitation have failed

Intensive support (ventilation, inotropes) withdrawn at (time) on
/ (date)

Examination

Absence of mechanical cardiac function confirmed by one of the following:
- Absence of central pulse / heart sounds on auscultation
- Absence of pulsatile flow on intra-arterial BP monitoring
- Absence of contractile activity on echocardiography

Patient observed for 5 minutes with no respiratory or circulatory activity seen*

At end of 5 minutes observation period lack of pupillary response to light and motor
response to supraorbital pain confirmed

Death certified at (time) on / / (date) by
Doctor 1 Doctor 2 (in case of organ donation**)
Name: Name:
HPCSA Number: HPCSA Number:
Signature: Signature:

*Any spontaneous return of circulatory or respiratory activity during the 5-minute observcation period requires a reset of the
observation period from this point
** In cases of possible organ donation after circulatory death one doctor with more than 5 years experience,
neither doctor may be involved with the transplant team.




CONTEXT OF CIRCULATORY DEATH
DETERMINATION

One of the following criteria must be met:
It is inappropriate to attempt cardiopulmonary resuscitation
Attempts at cardiopulmonary resuscitation have failed

Treatment aimed at sustaining life has been withdrawn

Treatment may be withdrawn because:

it has been decided to be of no further benefit to the patient and is not in his or her
best interest to continue

It is in respect of the patient's wishes via an advanced directive to refuse treatment




HOW AND HOW LONG!?

The patient should be observed by the person responsible for confirming
death for a minimum period of five minutes to establish that irreversible
circulatory arrest has occurred.

The absence of mechanical cardiac function should be confirmed using a
combination of the following:

absence of a central pulse on palpation

absence of heart sounds on auscultation




INVASIVE MONITORING

In the hospital setting clinical assessment of absent mechanical cardiac function
can be supplemented by one or more of the following:

absence of pulsatile flow using direct intra-arterial pressure monitoring

absence of contractile activity using echocardiography




INTERMITTENT ELECTRICAL ACTIVITY CAN
OCCUR UPTO 30 MINUTES AFTER
COMPLETE LOSS OF CARDIAC OUTPUT




FINAL CONFIRMATION

After the five minute period of continued circulatory arrest has passed the

absence of pupillary responses to light and of any motor response to supra-

orbital pressure should be confirmed. The time of death is recorded as the
time at which these criteria are fulfilled.




CIRCULATORY DEATH CERTIFICATION

Summary Recommendations - South African Death Determination Guidelines Checklist

Name: Hospital Number: Date of Birth:

Prerequisites

Inappropriate to attempt cardiopulmonary resuscitation or attempts at cardiopulmonary
resuscitation have failed

Intensive support (ventilation, inotropes) withdrawn at (time) on
/ / (date)




Examination

Absence of mechanical cardiac function confirmed by one of the following:
- Absence of central pulse / heart sounds on auscultation
- Absence of pulsatile flow on intra-arterial BP monitoring
- Absence of contractile activity on echocardiography

Patient observed for 5 minutes with no respiratory or circulatory activity seen*

At end of 5 minutes observation period lack of pupillary response to light and motor
response to supraorbital pain confirmed




Death certified at

(time) on

/ / (date) by

Doctor 1

Name:

HPCSA Number:

Signature:

Doctor 2 (in case of organ donation**)

Name:

HPCSA Number:

Signature:

*Any spontaneous return of circulatory or respiratory activity during the 5-minute observcation period requires a reset of the

observation period from this point

** |In cases of possible organ donation after circulatory death one doctor with more than 5 years experience,
neither doctor may be involved with the transplant team.




WHAT’S MISSING?



ISSUES TO CLARIFY IN YOUR PROTOCOL

Patient selection

Ante-mortem interventions not to the benefit of the patient
Heparin and tissue typing bloods

Location of withdrawal
Theatre or ICU / ED

Time allowed
For different organs

Consideration of normothermic regional perfusion




SAM] SPECIAL

Transplant Special Edition

Submissions mid-2023

Editor and fundraiser in chief — Prof Jerome Loveland

Publication aimed for November 2023




DONOR SELECTION

Type of DCD



The Maastricht classification of Donation after Circulatory Death

Circumstances Typical location

1 Uncontrolled Dead on arrival Emergency Department
2 Uncontrolled Unsuccessful resuscitation Emergency Department
3 Controlled Cardiac arrest follows Intensive Care Unit

planned withdrawal of life
sustaining treatments

4 Either Cardiac arrest in a patient Intensive Care Unit
who is brain dead




Category

Circumstances

Controlled/Uncontrolled

[Location of care

Category 1

Category 2

Category 3

Category 4

Category 5

Dead on arrival

Unsuccessful
resuscitation

Anticipated cardiac
arrest

Cardiac arrest 1in a brain-
dead donor

Unexpected arrest in
ICU patient

Uncontrolled

Uncontrolled

Controlled

Controlled

Uncontrolled

ED in a transplant
centre

ED in a transplant
centre

ICU and ED in
transplant and non-
transplant centres

ICU and ED 1n
transplant and non-
transplant centres

ICU 1n a transplant
centre




PREDICTING
ARREST




TIMINGS - UK

Liver: 30 minutes (from warm ischaemic time to into the cooler box)
Pancreas: 30 minutes

Lungs: 60 minutes (from onset of functional warm ischaemia to mechanical re-
inflation of lungs)

Kidney: 120 minutes - then reassess with regard to logistics possibly another 2
hours




ANTE MORTEM INTERVENTIONS

Heparin 25 000 U

If not felt to hasten death
Infectious screening

Organ assessment investigations

Tissue typing

Not wires, ECMO cannulas, not cleaned and draped
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Methods. This was a retrospective descriptive study of consecutive deceased donor referrals at Groote Schuur Hospital, Cape Town, SA
(from January 2007 to December 2016), utilising a regional donor referral registry. Qualitative and quantitative data were collected and
presented as descriptive statistics and temporal trends.

Results. Over the 10-year study period, 861 possible organ donors were referred, with a steady increase in the number of referrals over
time. Of the referrals, 514 (59.7%) were eligible for donation of at least one solid organ. Of the 508 families that were approached for
consent to donation, 342 declined consent for a variety of reasons, resulting in a consent rate of 32.7%. Ultimately, at least one solid
organ was obtained from 159 of the 166 consented donors. Despite the increasing number of possible and eligible donors, a statistically
significant decline in consent rate was observed over time (p,.,;=0.023). Furthermore, increasing trends in medical (as opposed to
trauma) (p,,.,¢<0.001) and extended criteria (as opposed to standard criteria) donor referrals (p,.,4<0.001) were observed over the 10-year
study period.
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Results: 13 DCD procurements were performed, with no kidneys discarded.
Utilised donors were young (median age 22 years; QR 21-32) with well-
preserved renal function (median terminal serum creatinine 86 umol/l; IQR
73-181). 26 Renal transplants were performed with a mean cold ischaemic
time of 11 hours (IQR 8-14). Cumulative incidence of DGF was 65.4%. The
median length of stay was 20 days (IQR 16-28) in those who experienced
DGF and 11 days (IQR 9-16) in those who did not. 30-Day morbidity (other
than DGF) was 19.2% (Figure 2). Graft survival at 1, 2 and 5 years were
100%, 95.8% (95% CI 73.9% - 99.4%) and 83.6% (95% CIl 56.1%-94.8%)
respectively (Figure 3). Patient survival at 1, 2 and 5 years was 92.3% (95%
Cl 72.6-98.0), as no deaths occurred between 1 and 5 years post-transplant




CONTEXT

31.7 donors per million population

47 donors per million population

22.5 donors per million population

16.3 donors per million population

|.6 donors per million population




CONSENT IS LINKED TO HOW WE COMMUNICATE
AND COMPASSIONATELY HANDLE END OF LIFE
CARE WITH THE FAMILY

A family will always have just lost a loved one
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Thank you
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