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34 WHO Global Consultation on Organ Donation and
Transplantation (Madrid 2010)

Self sufficiency in transplantation: Satisfy the
needs of pts by using resources from their own
population

Donation: A
consideration in

every end-of life care

Decrease the burden of Maximising the
pathway the diseases treatable availability of organs
through transplantation




Critical pathways for organ donation’

Possible deceased organ donor
A patient with a devastating brain injury or lesion or a patient with circulatory failure

and apparently medically suitable for organ donation

Donation after circulatory death (DCD)

Potential DCD donor

AL A person whose circulatory and respiratory
functions hawe ceased and resuscitative
measures are not to be attempted or continued.

or

B. A perscon in whom the cessation of circulatory
and respiratory functions is anticipated to occur
within a time frame that will enable organ

recovery.

Eligible DCD donor
A medically suitable person who has been
declared dead based on the irreversible absence
of circulatory and respiratory functions as
stipulated by the law of the relevant jurisdiction.
within a time frame that enables organ recovery.

k' 2

Actual DCD donor

A consented eligible donor:

AL In whom an operative incision was made
with the intent of organ recovery for the
purpose of transplantation.

or

B. From whom at least one organ was

recovered for the purpose of transplantation.

k. 4

Utilized DCD donor

An actual donor from whom at least one organ
was transplanted.

Treating physician
to identify/refer a potential donor

‘I\‘ Donation after braindeath (DEBD)

Reasons why a potential donor
does not become a utilized donor

System
= Failure fo identifyvrefer a potential or eligible donor
= Brain death diagnosis nof confirmed
(e.g. does not fulfill criteria) or completed
(fe.g. fack of fechnical resources or clinician
o make diagnosis or perform confirmatory tests)
Circulafory death not declared within the appropriafte
fime frame.
L ogistical problems (e.qg. no recovery feam)
Lack of appropriate recipient (e.qg. child, blood type.
sarology positive)

Donor/fOrgan

Potential DBD donor

A person whose clinical condition is suspected to
fulfill brain death criteria.

¥

Eligible DBD donor

A medically suitable person who has been
declared dead based on neurologic criteria as
stipulated by the law of the relevant jurisdiction.

= Medical unsuitability (e.g. serology positive. neop
= Haemodynamic insta bilityyunanticipated cardiac
arrest

= Anaformical, histological and/or funcfional
abnormalities of organs

- Organs damaged during recovery

= Inadequate perfusion of organs or thrombosis

P - -

- Expressed intent of deceased not to be donor

- Relative's refusal of permission for organ donation

= Refusal by coroner or other judicial officer fo allow
donation for forensic reasons

K Z

Actual DBD donor

A consented eligible donor:

AL In whom an operative incision was made
with the intent of organ recovery for the
purpose of transplantation.

or

B. From whom at least one organ was

recovered for the purpose of transplantation.

k' %

tilized DEBD donor

An actual donor from whom at least one organ
was transplanted.

ok
The “dead donor rule” must be respected That is, patients may only become donors after death, and the recovery of organs must not cause a donor's death




nttp:// www.transplant-
observatory.org/

=%/ONT

e Global Observatory on Donation and Transplantation

GLOBAL ACTIVITY IN ORGAN DONATION & TRANSPLANTATION
ESTIMATIONS 2024

Kidney Liver Heart Lung Pancreas S. bowel
110 467 42 497 10 287 8 236 2 066 174
= 173 727 solid organ transplants |
= 2 % increase vs 2023
| < 10% of global needs |

37% living Kidney transplants
23% living liver transplants
| 47 180 deceased donors (33 814 DBD and 13 366 DCD donors) |

Information of 92 Member States on organ transplantation activities (75% of the total population)

https:/lwww.transplant-observatory.org/

WHO Collaborating

gk
DONATION & TRANSPLANTATION GLOBAL REPORT 2024 fecme s =Yont G@®DT @O uiomon

a " Warld Health and Transplantation
Organization
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m Kidney tx from DD pmp
Liver tx from DD pmp
m Lung tx from DD pmp
® Heart tx pmp
FPancreas tx pmp
Small Bowell tx pmp
Actual DD pmp

-100.0

-80.0 -60.0 -40.0
DD pmp

60.0

Transplants frem DD pmp

Actual deceased
organ donors and
transplants from
deceased donors
by type of organ

(Pmp)
2022

Deceased donation activities reported
in 71/91 countries

*Organs recovered from deceased donors may be used
for transplantation in other jurisdictions, particufarly in
the absence of local transplant programs.

120.0




Actual DBD PMP

Actual DCD PMP

Source: Global Observatory on Donation and Transplantation
(http://Iwww.transplant-observatory.org/)

10,0 20,0 30,0 40,0 50,0
Deceased donors pmp

ACTUAL DECEASED
ORGAN DONORS
BY DONOR TYPE

(PMP)
2024

47 180 Deceased Donors
33 814 DBD (72%)
13 366 DCD (28%)

=3 % increase vs 2023

Deceased donation activities
reported in 78/92 countries

Actual donor: deceased person from whom at least
one organ was recovered for the purpose of
transplantation.

*Canada only provided utiized deceased organ donors

60,0



Donation after Brain death
Donation after Circulatory death



DECEASED DONATION

Brain death- DBD

(neurological criteria)

Asistolia- DCD

(circulatory criteria)

-

2




EvkepaAikoc Bdvartoc

. EYKE(DCI)\IKOC; eavaToq €ival N KATaAoTaon TNG KN avaoTpEWIUNG B)\aBnq TOU
EYKEPAAOU, HE ANMWAEId OAWV TWV AEITOUPYIWV TOU EYKEPAAIKOU o-rs)\sxouq

Ano TO EYKE(PCI)\IKO cm-:)\a-:xoq sEapTwVTal ol Baoleq Aswoupylsq TNG (WNC NTOI
avanvon, KUKAo@gopia Kal 1kavoTnTa yia cuveidonon. H avenavopbwTn

BAGBN Tou eyKEPAAIKOU OTEAEXOUC I00OUVAMEI JE TOV EYKEPAAIKO BavaTo Kai
To BavaTto Tou atopou. H diayvwon viveral e BeBaloTnTa kKal aocPaieia Ye

KAIVIKG KpITNpIa.

( Anogaon 9,7Tn¢ 21n¢ oAopeAeiac Tou KE.Z.Y oTIg
20.3.1985)

Irreversible apnoeic
unconsciousness




Circulatory death: permanent absence of
respiration and circulation

Table 4. The Modified Maastricht Classification of DCD.

Category |.
Uncontrolled

Found dead
IA. Out-of-hospital
IB. In-hospital

Sudden unexpected CA without any attempt of resuscitation by a
life-medical team; WIT to be considered according to National
life-recommendations in place; reference to in- or out-of-hospital
life-(IH-OH) setting

Category . Witnessed cardiac arrest ~ Sudden unexpected irreversible CA with unsuccessful resuscitation
Uncontrolled IA. Out-of- hospital life-by a life-medical team; reference to in- or out-of-hospital (IH-OH)
(11 T PP PR e | P W e
e, 1l IIU.J'.JII..aI nre JCLLIIIE
Category III. Withdrawal of life- Planned withdrawal of life-sustaining therapy*; expected CA
Controlled sustaining therapy
Category IV. Cardiac arrest while life-  Sudden CA after brain death diagnosis during donor life-management

Uncontrolled Controlled

brain dead

but prior to planes organ recovery.




Maastricht classsification ;445

| ] 1l IV V

Dead at Unsucessful Pending CPRBanter

' Euthanasia
arrival. | CPR CPR diagnosis

Emergency Home/
16 Hospital

Emergency

2 Vall
'* d’Hebron y-



Circulatory death: permanent absence of
respiration and circulation

;. A, .
- Countries with donation after circulatory death (DCD) activity ‘:’ . ‘/—{t Y
\

[ countries planning to start a DCD program e Transplant Intermational 2020; 33: 76-88
[H countries with no present or planned DCD activity )



Spain(n=1316) |
USA(n=7283) |
*Belgium(n=189) | [ |
Netherlands(n=247) | I
Switzerland(n=98) |
United Kingdom(n=686) | I

*Canada(n=321) |
Australia(n=192) | |
Finland(n=32) |
Sweden(n=60) |
ltaly(n=306) |
Denmark(n=30) |
Portugal(n=51) |
France(n=312) |

DCD type Il pmp

Czech Republic(n=4T7) DCD type Il pmp

Austrna(n=38)

Ireland(n=18) mDCD Type IV pmp

New Zealand{n=15) |
Norway(n=12) |
China(n=2064) | [
Argentina(n=36) |
Lithuania(n=1) |
lsrael(n=2) |
Japan(n=8§) |

South Africa(n=1) |
India(n=2) |

mDCD Type V pmp

ACTUAL DCD
DONORS BY
MAASTRICHT
TYPE (PMP)
2024

13 366 DCD donors
(28% deceased donors)

Type II: 148 (1%)
Type lll: 12 485 (94%)
Type IV: 555 (4%)
Type V: 178 (1%)

DCD activities reported in 26/92 countries

Type Il Unexpected cardiac arrest, unsuccessfully resuscitated
Type M- Planned WLST with an expected cardiac arrest.

0,0 10,0
DCD donors pmp

*Data on type Il DCD donors not specifically reported, but inferred from other sources.

Eelgium and Canada only provided data on utilized DCD donors

20,0

200 Type IV - Sudden or planned cardiac arrest after brain death.
' Type V. Medical assistance in dying or euthanasia.
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ORGANIZACION NACIONAL

Global Observatory on Donation and Transplantation

DCD donors pmp

E TRANSPLANTS FROM DCD DONORS BY ORGAN TYPE (PMP). YEAR 2024
©
c
@© Spain(n=2842) I |
% USA(n=13010) I |
% g Netherlands(n=665) IEE— [ | |
= 8 Belgium(n=415) I—— u |
= Switzerand(n=210) I | .
c 5 United Kingdom(n=1534) | Y\ o/
3 Canada(n=775) ! L) (el
= % Australia(n=391) I | ) (L ~—Y
% N Sweden(n=151) [INEEG—— I ] . Small
c France(n=519) | Kidney Liver Lung Heart Pancreas bowel Total
2% Austria(n=101) ]
s Finland(n=61) I 18 152 6 766 1222 1073 154 1 27 368
S Denmark(n=65) I — = ki el
E\ 2 |t3|y|:l1=523} [ 1 Q____.‘-""" _-—_{J}"_ ‘.‘3.,‘-_:\ r'l‘-.hl..l\ I-: L B
_9 © Czech Republic(n=92) I | jj/ { »'T’j \|\ \ ( \ E] :_,_:
T = Portugal(n=52) I - ) N U
= g New Zealand(n=36) -
8 = Irelandin=34) R m Kidney tx from DCD pmp
o= Norway(n=29)
=S China(n=5344) WY Liver tx from DCD pmp
o E Ecuador(n=17)
8 = Argentina(n=39) B Heart tx from DCD pmp
Lithuania(n=2) N
& Israel(n=4) | Lung tx from DCD pmp
o _
= Japan(n=17) | m Pancreas tx from DCD pmp
o India(n=4)
n 0,0 10,0 20,0 30,0 40,0 50,0 60,0



GOBIERNO MINISTERIO
DE ESPANA DE SANIDAD

DCD
REPRESENTS
45% OF
DECEASED
DONATION
ACTIVITIES IN
SPAIN

=%/ONT

DONATION AFTER CIRCULATORY DEATH IN SPAIN

ORGANIZACION NACIONAL
DE TRASPLANTES
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Donation after circulatory death and its expansion in Spain

current Opinian in Organ Transplentation
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CHALLENGES CDCD

‘/ Treatment withdrawal

[ Death diagnosis

> HOW SHOULD BE DEATH BE DECLARED?

[ OSSO LT decision 0] > WHO ARE POTENTIAL DCD DONORS?

N

Potential Donor evaluation @
NP

a Family interview ®

N 7 n

Premortem technics a

> 3

O

o)

T
% Death certification o > WHAT ABOUT AUTORESUCITATIONO
I

[ %/ Graft explant and preservation
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1. WHO ARE
OUR
POTENTIAL
DCD DONORS?

Statement from

an International

Collaborative for
Expanding

Controlled
Donation after
the Circulatory

Determination of

Death 2020

Dominguez-Gil B,
et al. Intensive
Care Med
2021;47(3):265-
280mdojk
10.1007/s00134-
020-06341-7

+ Trauma
+ Tumor

Organ Recovery

Devastating
Brain Injury

+ Stroke
+ Anoxia

+ Encephalitis

I Irreversibly Comatose Morgue

Loss of all brain stem function

Coma I

Comatose but Not De

Evidence of Brain Stem Fun

by Triggering Ventilato

or other Assessment of
Brain Stem Function

BMitaneous
Resumption of
Circulation

Decision on Respiration Ceases
Continuing Circulatory Arrest
Ventilator,. Treatment _‘/entilator, |
ECMO or VAD : ECMO or VAD

Dependent
| N

Doctor + Family

Discontinued

Up to
240 mins

Quality of Life Decision Return to ICU if

High Spinal Prognosis Not Acceptable to Circulatory Arrest Does
Cord Injury Patient or Patient Surrogate not Occur Within
Terminal Care Redirected to Comfort Measures Specified Time Frame
Neurodegenerative Agree to Maintain Functioning of |

Transplantable Organs

Respiratory or if Deceased Donation is Planned

Heart Failure

End of
Life Care

Organ Morgue
Transplantation

‘ No ex situ
Perfusion

Organ .

Recovery :

A . Organ
Morgue Transplantation

A A

Ex situ
Perfusion Repair

A

In situ Oxygen
Perfusion and
Preservation of
Organs

= A

A

Oréan

»" ECMO Perfusion SICELT Sl Transplgntatlon
Restrictedto | RECQery .
Organs to be ‘ ‘
Transplanted !

by Clamping of No ex situ
Aorta or Perfusion
Occlusion by
" Inflated Balloon n .
H
Morgue
Death

Permanent loss of the capacity for consciousness
and the loss of all brainstem function

The clinical condition (death) is the result
of either permanent cessation of circulation ,
. . e Vi
or devastating brain injury W

3

¢
A

Z
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DCDD PROVIDES THE OPPORTUNITY TO DONATE TO PATIENTS

OTHER THAN THOSE WITH A DEVASTATING BRAIN INJURY

Devastating
brain
injuries

Emergency care
Neurology
Neurosurgery
Internal medicine
Oncology, neurology,
palliative care (CNS
neoplasia)

Respiratory
diseases

Emergency care
Pneumology
Internal medicine

Heart
diseases

Emergency care
Cardiology
Coronary unit
Internal medicine

Neurodegen
erative
diseases

Neurology
Pneumology
Palliative care
ALS units

2013-2023

220 actual
donors with
ALS (574
transplants) in
Spain through
DCDD
protocols



DONACION DE ORGANOS TRAS EUTANASIA EN ESPANA
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2021-2025

Donantes: 226
2021: 7
2022: 42
2023: 42
2024: 63
2025: 72

Pacientes Tx= 643

Fuente: Organizacion Nacional de Trasplantes

14% de personas
fallecidas por eutanasia
son donantes de
organos
(datos 2021-2024)



SASBDED

EFECTIVE
AND WARM ISCHEMIA TIMES
Reqgi |
EFFICIENT? s
SBP < 50-60 mmHg reperfusion
Decision to Withdrawal Determination Cold Transplant
WLST (switch off) Asystole  of death perfusion reperfusion
5 min
1_l ...... Y “°‘°""‘l y l—l
Withdrawal time Cold ischaemia
(agonal phase) time
Warm ischaemia
time (primary)

Controlled DCD WLST: withdrawal of life-sustaining therapies
SBP: systolic blood pressure



IN-SITU PRESERVATION TECHNIQUES

SUPER RAPID PROCUREMET A- NRP TA- NRP

[ Swan-Ganz

| _monitor TEE
:
i

AP

Balloon

Reservoir

N ECMO |}
. /\

Fig. 2 Donor monitoring during thoraco-abdominal NRP. BIS™

v

Bispectral Index. TCD: transcranial doppler. TEE: ransesophagea

echocardiogram. AP: femoral arterial pressure. ECMO: extracorporea

Membrane Heat : 2
oxygenator exchanger membrane Oxygenator

AR R A
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S 1 . Y
30 mins CA E 30 mins CA + 30 mins nR
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-
. FAN N

POTENTIAL BENEFITS OF NRP

v Regeneration of ischemically-damaged tissue
v Facilitation of logistics and recovery
‘ v Evaluation of organ viability
. & v Simultaneous perfusion of different organs without the need of
organ-specific ex situ devices




-._:._‘(
el —/ONT cDCDD HEART TRANSPLANTATION IN SPAIN

DE TRASPLANTES

i Y American Journal of e
‘— ., Transplantation FOl | R
' BIS™ y
g :
—_— f— BRIEF COMMUNICATION
/ \/ ‘ . . .
/ Spanish experience with heart transplants from controlled
/ TEE ‘ donation after the circulatory determination of death using
L D " thoraco-abdominal normothermic regional perfusion and cold
‘/ ) \
/ \ storage
‘ ' | .
,1 / ' \ | Eduardo Mifambres, Mario Royo-Villanova, Marina Pérez-Redondo, Elisabeth Coll, Susana Villar-Garcia,
// \ l \'\. Sergio J. Canovas, Juan Francisco Nistal, Iris P. Garrido, Manuel Gomez-Bueno, Manuel Cobo, Beatriz
| ) ‘ \ Dominguez-Gil ... See fewer authors A~
{ Y \ / |
Fig. 2 Donor monitoring during thoraco-abdominal NRP. BIS™
Bispectral Index. TCD: ranscranial doppler. TEE: transesophagea
echocardiogram, AP |
memorane oxygenator
- J




stucy RECIPIENT SURVIVAL %

ID RR (85% CI) Weight

De Oliveira (9)* ¢ 0.96 (0.32,285) 1195
LIJ Van De Wauwer(18) -Oi- 0.86 (0.19, 4.02) 6.75
2 Puri (17)* . - 1.61(0.45,5.75) 4.93
O Zych (19)* ¢ 0.83 (0.26,2.60) 12.20
O Levvey (13)* ’:0: 0.82(0.46,1.44) 5176
I_ De Vleeschauwer (10)* -'- 0.85 (0.27, 2.69) 12.41
D Overall (l-squared = 0.0%, p = 0.965) <:> 0.88 (0.59, 1.31)  100.00
O p=0.52

1 : T
174 1 5.75

® Vall Favors DCD Favors DBD

*S}® d’Hebron

Krutsinger et al. J Heart Lung Trasplant 2015; 34(5): 675-84
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DE TRASPLANTES

cDCD KIDNEY TRANSPLANTATION. SPAIN 2012-2018

0,8 =

Cumulative Recipient Survival

0,84

Cumulative Death-censored Graft Survival

- 2,302 cDCD KIDNEY
0,7 - 0,7
| TX 2012-2018:
0,5 05 -
NRP: 865 (38%)
0,5 0,5 -
It RR: 1.437 (62%) T T T T T T T T T T T T T T I | I I I I T I I I | ] I I
0 28 S5 84 112 140 158 195 224 252 280 308 335 354 0 28 55 B4 112 140 158 135 224 252 280 308 335 3054
Transplant Follow-Up [days) Transplant Fellow-Up (days]
UNIVARIATE ADJUSTED PSM
P OR CI95% P OR Cl195% ATT (%) P OR Cl195%
Primary non function 0.637 0.91 0.6 1.36 0.426 1.26 0.71 2.22 (6467‘;5' 0.261 1.44 0.73 291
: (45.4 vs.
Delayed graft function <0.001 2.16 1.79 2.6 <0.001 2.1 1.6 2.78 29.7) <0.001 1.97 1.43 2.72
| HR HR | OR |
(9.9 vs.
1-year graft loss 0.165 1.25 0.91 1.72 0.051 1.49 1 2.28 5.8) 0.034 1.77 1.01 3.17
q.:
1-year patient death 0.017 1.85 1.12 3.07 0.055 1.83 0.99 3.46 v; 253) 0.111 1.93 0.8 4.97

Padilla M, et al Am J Transplant. 2021 Nov;21(11):3618-3628. doi: 10.1111/ajt.16622.
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R ccozonees NRP MUST ENSURE THE ABSENCE OF CIRCULATION TO THE BRAIN

DE TRASPLANTES

4. WHAT ABOUT AUTORESUCITATION?

Expert Insight

Understanding the Brain-based Determination
C - of Death When Organ Recovery Is Performed
¥ Wlth DCDD In Situ Normothermic Regional

Perfusmn

> James L. Bernat, MD," Beatriz Domlnguez -Gil, MD, PhD,? Alexandra K. Glazier, JD, MPH,? : =

¢ Dale Gardiner, MBBS, MBioFth, FFICM,* Alexander R. Manara, Mb, BCh, FRCP, FRCA, FFICM,S rr;t.:“;’ of D: DD D"g:.'" H:l" A ﬁ:‘l’: “:"”tw'th
© Sam Shemie, MD.® Robert J. Porte, MD, PhD,” Dominique E. Martin, MBBS, BA(Hons), PhD,” N Situ Urgan Freservation Using "TA-NHE, Mus

= Helen Opdam,® Andrew McGee, BA (Hons), LLB (Hons) LLM, PhD,"™ Marta Lépez Fraga,' Ensure the Permanent Absence of Circulation to the
Mlchel Rayar, MD, PhD, 2 Thomas Kerforne, MD, PhD, ' Mirela Busi¢, " Renato Romagnoli, MD,” | Brain

. Marinella Zanierato, MD, '® Stefan G. Tullius, MD, PhD,'” Eduardo Mifiambres, MD, PhD, ®

Mano Royo-Villanova, MD, PhD,® and Francis L. Delmonico, MD*®

1s1gx

XUBAYE tv*wwrmwrsmwm mPHq

Juedsueywoo mm| sjewnoly/ dyy woly pape

Current protocols in TA-NRP must be validated to
provide assurance that the techniques to stop or divert
collateral blood flow to the brain are experimentally
proven and clinically effective. Programs using TA-NRP

8Op

Bernat JL, et al. Transplantation 2023;107(8):1650-1654



AVOIDING REPERFUSION OF THE BRAIN DURING NRP

Royo-Villanova M, et al. Am J Transplant Manara M, et al. Am J Transplant 2020; 20 (8):2017-2025
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e Global Observatory on Donation and Transplantation

GLOBAL ACTIVITY IN ORGAN DONATION & TRANSPLANTATION
ESTIMATIONS 2024

Kidney Liver Heart Lung Pancreas S. bowel
110 467 42 497 10 287 8 236 2 066 174
= 173 727 solid organ transplants |
= 2 % increase vs 2023
| < 10% of global needs |

37% living Kidney transplants
23% living liver transplants
| 47 180 deceased donors (33 814 DBD and 13 366 DCD donors) |

Information of 92 Member States on organ transplantation activities (75% of the total population)

https:/lwww.transplant-observatory.org/

WHO Collaborating

gk
DONATION & TRANSPLANTATION GLOBAL REPORT 2024 fecme s =Yont G@®DT @O uiomon

a " Warld Health and Transplantation
Organization



‘...Never blame the population. If

people donate less, it must be WORK PARTIALY?

something we have done wrong'.
Rafael Matesanz, Lancet. 2016




ROLE OF THE DONOR COORD
L~

® Vall
0 giﬂebrun

ICU DAILY VISIT

REMOTE NOTIFICATION

REPORTING TRIGERS

FEEDBACK ON DETECTION FAILURES

1. IDENTIFICATION

4. FOLLOW UP /REGISTRY

- PROCESS SAFETY
- BIOVIGILANCE
) - DOCUMENTATION

2. EVALUATION

- CLINICAL HX REVIEW
- TESTING
- CONSULTATION

3. MANAGEMENT

{

LEGAL REQUIREMENTS
AUTORIZATION (FAMILY/CORONER)
ORGAN ALLOCATION

LOGISTICS

PROCUREMENT



DECEASED DONATION PROCESS

Maintenance

3
. Logistics .
Detection Consent . EGEE]L
Allocation

‘ Detection Consent L°g'5t'.C5
Allocation

Maintenance

Retrieval }



.

AETIOLOGY
of brain damage

BRAIN
death alert signs

CONTRAINDICATION
to organ donation

Detection of
Potential Organ
Donors

Fig. 1 The ABC and process of care for organ donation in brain death

Goal directed
protocols and

strategies to
optimize donated
organs

L £ £ -

Diagnosis Medical
approach Management of Staff Support &
the Organ Debriefing
Donor
Family Communication
Approach and with the
Consent fo_r Procure ment
Organ Donation

Organisation

| Martin Loaches et al. Intensive Care Med 2019



SEMICYUC RECOMMENDATIONS REGARDING DECEASED DONATION

! DE INTERES ELEVADO
de los Grupos ,
~ deTrabaj;dila S_J”- Y\ ICYuc

LS PRCPETIOMAL £ S EMFERMIO CATICO

RECOMENDACIONES F

GRUPO DE TRABAJO
DE TRASPLANTES

Donation should be a routine component of end-of-life care
Consider the option of organ and tissue donation in brain dead patients

Consider the option of controlled DCD in patients in whom the decision has
been made to withdraw life-sustaning therapies

Discuss organ donation with families of patients with a devastating brain injury
with no treatment options, and offer the opportunity of admission into the ICU

When informing families of patients dead in the ICU, offer the possibility of
tissue donation
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Identification and referral of possible donors

Accord project: 35% of pts died by DBI never referred to the donor
coordinator

Fallure to identify: a main reason of different donation rates between
countries
When death is inevitable and imminent: Active therapy I Palliative
or end of life care
Early referral: Assessment of medical suitability

Expert assistance for BD testing

Planning of the family approach

EDQM 8" Edition 2022



CROATIA (66)
ESTONIA (94)
FRANCE (87)
GERMANY (40)

B GREECE (28) ICU: The most
HUNGARY (56)
RELAND (31) common place
ITALY (75) of BD
LATVIA (12) confirmation
LITHUANIA (81)
PORTUGAL (43)
SLOVENIA (18)
SPAIN (413) .
NETHERLANDS (95) Frequently missed
UK (531) donors from the ED:
ALL MS (1,670 | : ! , . , . ! : . , Lack of knowledge or
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Figure 7: Clinical area where the patient was confirmed dead
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SPANISH QAP IN ORGAN DONATION 1999-2021

184 EXTERNAL
Potential DBD donors (PD*): 51,478 (11% deaths in the ICU) AUDITS DURING

THE SAME
= Failure to identify and refer: 2% PERIOD

: ; T Possible
=% Medical unsuitability: 20% improvement-~

— (Qrgan recovery does not proceed: 22% |

+ BD diagnosis not completed: <1%

« Maintenance problems: 2%
« Consent declined: 12%

+ No legal authorization: <1% | g

 Logistical problems: <1%
+ No suitable recipient: <1%

Actual DBD donors: 33,1274 (60% PD)

*Clinical condition consistent with brain death (medical contraindications included)






Clinical triggers for the identification of deceased organ donors

« Simple clear clinical criteria
* Referral regardless patient’s age, comorbidities, cause of BD
« Zero missed opportunities

EDQM 8t Edition 2022



Possible donors

GCS<8
Cerebral hemorrhage: Hunt- Hess scale >4
Non contrast computed tomography: Acute extravasation of

blood —Independent predictor of early hematoma expansion
ICD-10



HEMORRHAGIC STROKE

ISCHEMIC STROKE BRAIN TUMOUR

ANOXIC
NCEPHALOPATY




Extended criteria donors

* Preexisting comorbid factors: age, DM, alcohol abuse,
smoking, medication, organ disease

« Acute organ damage due to an acute event (trauma,

PE, hypoxemia)

* |Insufficient therapy before or after brain death (DI,

nypovolemia, electrolyte disorders, hypotension)




ICD-10 véowyv mou Ba pymopouoav va € eAixBoUv oe eykepaAiko Bdvaro

* 502.0 Katdypoto kpaviov Kot TV 0GTOV TOV TPOGOTOV TOL o
uropovcayv va e€eltybovv e BD

* S06: Evookpdviog Tpavpatiolog

o SO07: Tpovpatiopdc e KEPOANS amd cOVOALYN

* S09: AAAotl Kot 010POPOL TPOVUATIGUOL TN KEQOANG

e 160-169: Ilabnoceic TV ayyeimv TOL EYKEPALOV

* G00-GO9: dAeypovmoelg mabnoelc tov KN

e (593.6: EykepoaAiko oionua

e [46: Kaporaxn mwadon

* R57: KatamAnéio mov ogv tatvoueitor aALoD



AmtoAutec avtevoeitelc yia iBavotnta dwpeac amo anoflwoavia
d01n

HAwio >85 etwv
Npwtonabég Aépdwpa eykedpaiou

‘OMot ot suteponadeic Gykot Tou eykepdaiou

OnoLoodNMoTe EVEPYOG KAPKIVOG e EVEELEELG EEAMAWONG EKTOG TOU MPOooBeBANUEVOU OPYAVOU, EVTOG 3 ETWV
TPV ano tnv dwpea **

MeAavwpa (eKtog and Kapkivo otadiov 1 mou xel e€alpedel TARpwC)

Evepyn (O0xL og Udeon) apatoloyikny kakonOsia (LVEAwpa, Aépdwpa, Asuxatpia)

Anodedsiypévn, ntpodavrg i mbavi nepimtwon onoyywdoug eykedpalonadeLlag LeTadLdopevng ano avlpwro
(TSE), otnv onoia cupneptAappavetal n vooog Creutzfeldt-Jakob (CID) ko n mapaAAayn Creutzfeldt-Jakob
disease (vCJD), atopo ou €€ aipatog CUYYEVELG TOUG Mapouciacav owkoyevr) CID, Aounég

VEUPOEKPUALOTIKEG ALOOEVELEG TTOU OXETLOVTOL LE HOAUGHATLKOUG TTOLPALYOVTEG
Quuatiwon (TB): evepyn dvevu Bepaneiog

Noilpwén ano 16 tou Autikov Neidou (WNV) #

HIV vooog (aAA& ot HIV poAuvon™)




Elcaywyn acBevoug pe kataotpodiki eykepaAikn BAGBN
1

KAwikn 8lepelivnon, EpYQoTNPLAKOG KoL OLITELKOVLOTLKOG EAEYXOG
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mechanical ventilation
Organ donation: end of life
care of patient
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Intensive Care to enable Organ Donation

« Key role of intensivists

* Protection — optimization of organ function

« Goal directed protocols to increase the number of
donated organs and decrease cardiac arrests of donors

* Donors require the same meticulous treatment as
living patients focus towards saving other patients’
lives

| Martin Loaches et al. Intensive Care Med
2019



What | talk about when | talk about...

Intensive Care to facilitate Organ Donation

the initiation or continuation of intensive care measures (e.g. admission to
‘ the ICU, respiratory support, haemodynamic support)

20-30% OF
POSSIBLE In patients with devastating brain injury (imminent risk of death of a
‘ neurologic cause) in whom intensive care with a therapeutic purpose has
DONORS been deemed futile
ARE
OUTSIDE who are considered possible donors (BD is likely to occur within a short

. period of time and there are no apparent medical contraindications to
organ donation)

OUR ICUs.

‘ in order to incorporate the option of DBD into their end-of-life care pathway

Martin Delgado MC, et al. Am J Transplant 2019; 19(6):1782-1791



American Journal of Transplantation 2011; 11: 15617-15621
Wiley Periodicals Inc.

Brief Communication

Intensivist-Led Management of Brain-Dead Donors
Is Associated with an Increase in Organ Recovery

for Transplantation

K. Singbartl""*, R Munrinand A M Kaunard
D. W. Crippen?,
S. A. Stuart”, R.
———_—

All Organs

Heart
Lung
Liver

Kidney

© 2011 The Authors
Journal compilation © 2011 The American Society of
Transplantation and the American Society of Transplant Surgeons

doi: 10.1111/.1600-6143.2011.03485.x |

Raceived 21 Auaust 2010. revised 17 Dacambear 2010 &

1.7 (1.2-2.5) p=0.008
——

2.5 (1.1-6.4) p=0.039
¥ -

1.9 {(1.0-3.7) p=0.044
- 1

0.1

Retrospetive analysis from all
consented adult brain dead
patients in the year before (n
= 35) and after (n = 43)
implementation of an
intensivist-led donor
management program

SINGBARTL K, et al Am J Transplant.
2011;11(7):1517-21

1 10

Organs

ess likely more likely

to be transplanted
with intensivist-led management

itios (95% confidence intervals) for organ
rith or without intensivist-led donor man-
los =1 indicate that transplantations are more
st-led donor management.
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General evaluation of deceased organ donor
« History

* Clinical evaluation

 Physical examination

* Lab tests

Assessment of quality of each potentially
donated organ



i

Considered willingness to donate organs (check RAW/advance directives)

Contact with relatives
Contact with DC or OPO

ICOD and ENTV Is the patient
intubated?

Admission to ICL

COrgan support until I:iL'H'ﬁ Mo evolution to brain Investigate wish to Consider intubation
and donation death donate, check with ICOD and EMNTV,
AW fadvance directives, check RAW/Yadvance
contact with relatives directives, contact with
) relatives

l B | v | 7
- i1 i T
Consider WLST and | Lonation Uonation | Donation
cDCD donation acceptance refusal acceptance
) \ 4N
cDCD if it is allowed by *
ational legislatio
national legislation ) -~

A

WLST




Legal and ethical concerns about ICOD

D Donation as part of end of life care

Third WHO Global Consultation on Organ Donation

[ (] ’ o C ita 1
. Fulfil patient’s best interests @l | e
. Patient’s living will and beliefs TR Cticammeianess At Dok ua Possibles
e e [
. Respect individual autonomy
y 2 deceased persons: facilitating donation in as many cir-
cumstances of death as possible, maximizing the out-
and dignity e

transplantation. Donation after both brain death and
circulatory death should be regarded as ethically proper.
Organ donation from living persons should be encouraged
as complementary to donation after death, by providing
appropriate regulatory frameworks and donor care.

¢ Physicians and nurses involved in acute care have a central
role in identifying possible donors and facilitating donation
after death, and theretore should be supported by the nec-
essary educational, technical, legal and ethical tools 1o as-
sume leadership in this regard within their facility.

e The critical pathway provides a framework for the pro-
cess of donation from deceased persons, which will aid
global harmonization of practice.

e The Kkey to selt-sufficiency is maximizing donation from

<
<
£
<
=
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Donor optimization

Goal directed protocols to increase the number of donated organs
Donor therapy

From brain to organ directed therapy



Hemodynamic objectives

( MAP < 65 mmHg )—Nn—l-( Compensate polyuria :l

Monitoring

« Electrocardiagram Hypmrolaemla?
+ Pulse oximetry
h( N

- Arterial line l es o

« Central venous access

GU| Ua"ty « Temperature monitoring Y
. Urinary catheter Fluid loading MNorepinephrine
and 5 E[}’O L 4 ) 0.25-0.5 ug/kg/min
ORGANS FOR MAP < 65 mmHg
( Extended monitoring A v
TRANSPI-ANTA"ON Monitoring + Cardiovascular exploration
+ Repeated echography
« Right heart catheter
or Qesophageal Doppler
or PiCCO*® (or equivalent
monitor) Hy povolaemia Myocardial Vasoplegia
dysfunction
Fluid loading 4 Hypothermia? ) Morepinephrine
Treatment of Hypocalcaemia? + fluid loading

diabetes insipidus )

v

Dobutamine

-~

Epinephrine




Diabetes insipidus: 46-86% of BDOD

C Polyuria > 2 mL/kg/h )]
é Exclude secondary polyuria h Medical

= Osmotic (Mannitol, hy perglycaemia) history

* Induced (diuretic) blilc:‘:dagrint:e CDl and :
_ « Adapted (fluid overload) ) P hypotension:
v Vasopressin: increase
(" Confirm diabetes insipidus h organ retrieval rates
* Urine specific gravity below 1.005 g/mil
* Trend towards
hypernatraemia/hyperosmolarity Na<155 mg/dL

o

v

8 Symptomatic h g Specific h GUide tO the 7ua||ty
- - i
polyuria. Cgamopressin and satey of

* Dextrose 2.5% every 6to 12 h) ORGANS FOR
+ electrolytes = Goal: diuresis
Y 0.5-1.5 mL/kg/h

) ab monitoring Ol_ ) TRANSPLANTATION

Source: Cheisson G, Duranteau J. Modalités de la prise en charge
hémodynamigue [21].

* Glycaemic control




Protective Strategy

Tidal Vol: 6 — 8 ml kg

*PEEP: 8 — 10 cmH,0

eApnea test (CPAP)

*Closed circuit for airway suction

Tidal Vol: 10 - 12 ml kg™
*PEEP: 3 -5cmH,0

eApnea Test by disconnecting
*Open circuit for airway suction

Number of Patients

60

45

30

15

VENTILATORY STRATEGY

Effect of a Lung Protective Strategy
for Organ Donors on Eligibility

and Availability of Lungs for Transplantation
A Randomized Controlled Trial

¥ Randomized

u Eligible (p < 0.001)

L Harvested (p=0.004)

59

Conventional S.

Protective S.

Six-month Survival

80%

70%

60%

50%

40%

30%

20%

10%

0%

Multicenter randomized controlled
frial of potential organ donorsin 12
European ICU s 09/2004 to 05/2009.
N=118

MAIN OUTCOME : number of organ
donors meeting eligibility criteria for
harvesting, number of lungs
harvested, and é6-month survival of
lung fransplant recipients.

Mascia L. J Am Med Assoc 2010; 304: 2620-7

69,0%

Conventional S.

Protective S.



Table 5.4. Interventions for a lung-protective strategy

Intervention

Comment/Recommendation

Apnoea test

It should be performed with ventilator on CPAP mode. It is recommended to perform
a single recruitment manoeuvre immediately after testing with attention to haemo-
dynamic instability

Mechanical ventilation

Lowest FiO, possible

Plateau pressure <30 cm H,0

PEEP &-10 cm H,0 (a high PEEP prevents lung oedema and helps prevent atelectasis)*
Tidal volume 6-8 mL/kg

Recruitment manoeuvres**

Once per hour and after every disconnection from the ventilator

Bronchoscopy

With bilateral bronchoalveolar lavage, immediately after brain death

Close monitoring of haemodynam-
ics [25-26]

With PiCCO or equivalent monitor
EVLW <10 mL/kg (administering diuretics, if necessary)
CVP <8 mmHg

Methylprednisolone

15 mg/kg after brain death declaration

Semi-lateral decubitus position

In lung donors with Pa0,/Fi0, <300 mmHg

Closed circuit for tracheal suction

Any loss of pressurisation caused by tube disconnection must be avoided to decrease
the risk of atelectasis

Avoid any decrease in oxygenation

Appropriate ventilation should be ensured during stay at ICU, during any transfer within
the hospital and during surgery in the operating theatre at procurement with a target
Pa0,/FiO, > 300 mmHg (> 40.0 kPa)

Guide o the qualty
and sa?etyof

ORGANS FOR
TRANSPLANTATION
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Analgesia and Critical Care

Management of adult organ donors oy

after brain death in ICU: insights from an Italian
survey

ristian Deana”, Marinella Zanierato” *, Daniele Guerino Erasuccﬁ Gaetano Eiure;;iu:u“r Michele Umbrellos',
Luciana Mascia®, Luigi Vetrugno™ and Elena Giovanna Bignami®

MECHANICAL VENTILATION SETTING




General treatment principles for DBD patient = general ICU patient

Hemodynamic management?! Prevention of complications

Crystalloids first choice Infections
Avoid overhydration Deep venous thrombosis:

Vasopressor — inotrope as clinically indicated LMWH unless bleeding risk

Maintain normothermia
Lung-protective ventilation

Prevention of barotrauma and derecruitment
Metabolic control

Prone positioning if poor gas exchange : :
despite optimizaton of ventilatory settings Glucose control as in general ICU patients

Endocrine therapy: tailored

Diabetes insipidus

Treat polyuria (hypovolemia) + progressive hypernatremia?

Thyroid hormone
Consider in case of severe cardiac depression (unresponsive to inotropes)®

Hydrocortisone

Consider in case of severe vasoplegia (unresponsive to pressors)*

J.Gunst, M.Souter. Int Care Med 2024
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Tatal Rate (pmp) Number of Actual donors after brain death (DBD) ,i.e., actual deceased organ donors in whom death has. be Total Rote (pmp) Number of Actual donors fter brain death (DBD) ,Le., actusl decsased organ donors in whom decth has be
determined by neurological criteria (Europe.2020) dotermined by neurslogical criteria (Europe.2024)
Source: GODT (http:/ww. transplant-observatary.org) Source: GODT (http://meee.transplant-abservatory.org)
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EAAHNIKOZ OPTANIZMOZ
METAMO2XEY2ZEQN
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APIOMOZ AEIKTHE AZIONOIHIHZ
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OEZ>AAONIKH r.N.O. INMOKPATEIO* 4 13 3.25 2;2

_ MN.r.N. PIOY NATPQN* 5 11 2.2 Z-u

KPHTH - AITAIO r.N. HPAKAEIOY BENIZEAEIO* 5 10 2.0 2.0

Q== T Ariac : = 3.0

KENTPIKH EAMANAA MN.r.M. AAPIZAZ* 2 2 1.0

ABHNA F.N.A. ZIZMANOIAEIO 1 2 2.0

KPHTH - AITAIO ME.NA.I.N. HPAKAEIOY ME® NAIALQN* 1 2 2.0

AOHMA MHTEPA 1 1 1.0

KPHTH - AITAIC I.N. MYTIAHNHZ BOEZTANEIO 1 1 1.0

ZYNOAD 137 332 2.42




Aotec EANabdac 2020-2024

ATTIKO 56
MamnavikoAdou 27
EvayyeAMopOC 24
NNOA Zwtnpla 23
Namayswpylou 21
MATN HpakAegiou 20
MNavemiotnuloko Matpag 17 (7 moudLa)
MNovenotnulako lwavvivwv 17
Imtnokpatelo Oscoalovikng 15
KAT 11

[MepiAauBdavovTal OAa Ta VOOOKOMEIO HE dIWPRPIO apIBuO dOTWYV TNV TTEVTAETIO



LUTX 60 (2020:3-2021:5-2022:11-2023:12-2024:13-2025:13-2026:3)
* [1.I'N.ATTIKON (AOTEZXZ 15)

« M.F.N.MATPQN (4)

* EYAITEAIZMOZ - I'N.ITINMOKPATEIO OEZ.-Zwtnpia — KAT- TATTANIKOAAQY (3)

* BENIZEAEIO - EPYOPOX2- AAPIZZA (2)

* [.N.NIKAIAZ/MMATATEQPTIOY/TZANNEIO/T.N.INANNITZQN/T.N.ZAKYNOOY/
AI'PINIO / 251 I'N.A./T.N.NAAMIAZ/ T.N.KATEPINHZ (1)

. KYMNPOS (7 ) — POYMANIA (4)



4 V'S 2023 V5 2022. GLOBA

Actual Deceased Donors (ADD)
W ADD pmp 2022 W ADD pmp 2023 W ADD pmp 2024 COUMTREY 022 2023 024
il 200 400 60.0 N OEMP N PMP N BMP
55’5:: Argengina 67 147 816 178 s03 174
Aas tralia 454 174 513 194 527 197
Partural Aurstria 212 244 188 M9 W7 WA
Crecha fangiadesh o a0 1 ag 1 4o
Belgium Belars M1 254 240 33 M3 MRS
leady Belgam 343 292 3835 T 1 ke
Croata Balve 0 o0 4 03 &4 0%
Firlard BospiHeregovin O G0 02 a6 & 14
France Hraz] 6 152 3759 174 3T 173
Belarus Bulgariz 4 21 22 33 16 14
Lehuara Chile 171 8s8 192 @s 23 10
Denmark China 5428 39 sS4 45 ATH 4T
Hesherlands Colambia 33 &4 38 T4 I 74
Switzerand Costa Rica 7 52 11 40 M S
Austra Cmata g 213 116 20 121 %
Warszy Cuba £ o4 7 Q& 5 a4
Shavena Cyprus 4 33 9 a9 12 82
UK Canchia 3098 279 399 2MT 60 343
Australin Denmark 84 1485 113 192 13 332
Uruguay Dominican fep 0 69 & ar 4 21
Argentina Eomdar 91 B0 88 48 72 A9
Brazil Estonia 2% 192 39 X1 19 144
Latvi Finland 114 204 155 M2 1% 29
Peland France 1694 258 1791 278 1884 2As
Ireland Germany 89 104 945 118 953 114
Hungary Greece & 47 AT A4 111 148
Estania e Guatemala o an 7 a4 10 as
HNew Zealand Hungary 122 127 131 128 157 187
Makta loeland 10 333 10 %0 3 15
Shovakia india 8a1 07 1099 o0& 1128 08
UAE irelnd 86 172 95 186 84 148
Garmany brae] 102 118 167 116 97 104
Kurweait taly 1508 250 1731 24 1795 308
Chile Jagan 108 09 145 12 1= 11
Greece Jardan o ao o ao 1 @i
lsrael Mazaihstan 4 02 7 04 & 03
Luxembourg Huwait D 73 3z 77 & N2
Cypruz [ 24 133 25 129 3 147
Otar Lithuania 4 170 53 196 & M8
Fiep of Konea Lupcembeourg a 13% r 1aa r 1aa
keelard — et 5 12% 1 20 & 124
Colambia Medoo 38 30 513 40 545 42
Thatdand Mongal | ag 2 & X 14
Costa Ric Methedands 293 170 304 173 33 34
Singapare Mew Zealand &3 129 &4 123 TO 132
China Mareay 111 202 122 222 113 28
Tiirkiye Crman 1 a2 2 04 5 11
Mesico Pakestan 6 as 2 ao 1 aa
Eousdor Panama 14 41 1@ 27 15 a3
Paraguay 15 21 21 30 2 33
Paraguay feru £ 12 50 15 5 1S
Panama Philppines 2 a4 15 a1 9 Al
Bulgaria Paland 45 118 586 118 667 148
Diemiican Rep Partugal 58 315 375 38 I 34T
Basria&Herzegavina Catar 0 %3 20 T4 2 Ai
Peru Rep of Karea 05 79 488 9% 3T 77
ki Rep of Maldava 5 a8 1 as 2 s
“5“9-“ Marth Macedania £ 24 4 19 2 1a
Jaman Ramani 8 45 82 41 7 a7
e Serta 2 @ 13 18 8 13
! Smgapare 2N ms 28 47 B 48
Nﬂrﬂ'”""‘t‘;“ Shovaki 1 129 8 17 & 16
T Sowenia &4 357 44 ME 43 WE
Rap of Mokdows Span 2196 470 2846 494 256 539
o . Sweden 23 209 247 X2 M3 127
“’“":’u“ba Sprtzeriand 164 188 200 z7 187 X0
ol Thailand 03 43 446 A2 436 A1
Kazsbheton Trindad&Totega 1 ar 6 @0 @ a9
Jordan Tll.nm 19 18 ¥ 14 a -1
B Tiwrkiye MY 34 305 34 S 42
RN LIAE 5% 54 a7 4@ 1M 14
Bargladesh UK 1413 208 1513 223 1385 204
r..dad”ub;“ LA 14905 445 16 336 440 16 949 427
i a0 Uruguay 75 214 &7 197 &7 a7




. TOTALMUMBER OF Y
PATIENTS TRAMSPLANTED
Annual Rate p.m.p
\ 2024 Y.

133

18.6

17.8




ACTUAL DECEASED ORGAN DONORS
(both DBD and DCD included)
Annual Rate p.m.p

l\_ 2024 _/,l

03

0.0
0.0




Prillppnes
oman
Wazakhstan
Sarola

cuna

Ingla

Trinidad and Tabago
Rep of Moldova
Japan
Maongoila
Dominican Rep
P

Tunisla
Paraguay
Buigana

Haorth Macedonla
Maxico

Faud Arabla
Qatar

Cypns

Tarklye
Singapore
China

Fanama
Thalland
Romania
Ecuador

Costa Rica
UAE

Caolominla
Greace
Karealt

Rep of Korea
Chile
Gemany
I5ras|
Poland

Iran

Malta
Hungary
Mew Zealand
Slpvakia
Latiia
Luxemiourg
Denmark
Erazil
Argentina
Metherands
Lithuania
Ireland
Australla
Switzeriand
Estonla
Morway
Finland

UK

Swedsn
Uruguzy
Canada
Croatia
Austria

Italy

Selanus
Slovenla
Francs
Czech Republic
Baigium
Portugal
Icaland
USA

Spain

-120.0

m Kidney tx from DD pmp
Liver tx from DD pmp
m Lung tx from DD pmp
® Heart tx pmp
FPancreas tx pmp
Small Bowell tx pmp
Actual DD pmp

-100.0

-80.0 -60.0 -40.0
DD pmp

60.0

Transplants frem DD pmp

Actual deceased
organ donors and
transplants from
deceased donors
by type of organ

(Pmp)
2022

Deceased donation activities reported
in 71/91 countries

*Organs recovered from deceased donors may be used
for transplantation in other jurisdictions, particufarly in
the absence of local transplant programs.

120.0




TRAINING
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https://www.donacionytrasplante.com/

il

Donacién y Trasplante =8

\ \ LATINOAMERICA - 1° Ed \
st Edition 0% Edicion I OkwmE=wT NS
=

— . =]

La donacion de 6rganos como ¥ ¥

parte del proceso de final de Donacién de °r9.an°s como
parte de los cuidados al

fimal de la vida

Deceased Donation as part of

the End-of-life Care Process

%

Suma a la voluntad de donar ' Edicior - 9° Edicion
el privilegio de saber

20" Curso de Donacién y trasplante de
érg

Limitacién Tratamiento
Soporte Vital y Donacién en

anos y tejidos - 1 Muerte Encefilica y Asistolia

VER MEMORIA 'VER MEMORIA

https://campus.otdt.care/

oTDT

Campus Organ Tissue Donation and |8

Transplantation

averosardumenge@gmal com

ORIGINAL ARTICLE

Online education about end-of-life care and the
donation process after brain death and circulatory
death. Can we influence perception and attitudes in
critical care doctors? A prospective study

Alberto Sandiumenge’ (2}, Maria del Mar Lomero Martinez? (), Jacinto Sanchez Ibanez?
Teresa Seoane Pillado? , Xavier Montana-Carreras® . Juan-Domingo Molina-Gomez>,
Mireia Llauraddé-Serra® (°), Beatriz Dominguez-Gil”

, Nuria Masnou® (-, Maria Bodi® & Teresa Pont'

[ A
Initial survey

840 (94.4%)
\S

857 Enrolled

—_——

4

DCD is regulated by law in Spain

No/Not sure

Yes

Would vou inquire about donation once LLST

has been consensed?

No/Not sure Yes

Transplant International 2020; 33: 1529-1540



Take home messages

Intensivist managing donors should aim to increase organ
availability and preserve long term graft function
Meeting goals prior to organ recovery, even in expanded
criteria donors, increases the number of transplanted
organs

High quality intensive care

Proper experience and commitment

DCD and perfusion strategies will increase organ
availability and quality



TOO EARLY

‘DEAD DONOR RULF’
Patients may only become donors
after death, and the recovery of
organs must not cause a donor’s

TOO LATE

“TPM DONOR RULF’
To allow as many as possible deceased
patients and their families to meet
their wish to donate their organs after

“I'm afraid the shark got your arms and
legs. It's probably not a good time, but
your brother’s here. He needs a kidney."”




Euxaplotw moAu !!



