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DCD
WHO ARE THE CANDIDATES?

1“Young” patients with Non-Survivable Brain
Injury not meeting Brain Death Ciriteria.

iSevere Injuries (Extra-abdominal) where
further Resuscitation Efforts are Futile




DCD-Two Major Types

1 Controlled : Death and organ recovery are
ENER followmg withdrawal of life support.

— Hemodynamically stable ICU patients

— Families elect DNR Status; then authorize donation
— Death & Recovery in the OR

— Hypoperfusion usually non-issue

1 Uncontrolled (Unplanned) : Cardiac arrestis a
conseguence of the injury.

— Hemodynamically unstable.

— Death occurs in Trauma Unit or ER, not in OR

— Families often not available. May not be aware.

— Hypoperfusion and Warm Ischemia are Major Issues
— Crisis Atmosphere




UNCONTROLLED DCD
System Needs

1 Established Protocol / Defined Roles

1 Family Advocates as part of “Code Yellow”
— Interface with Medical Examiner / Homicide / OPO

1 On Site Preservation Team/ Equiptment

— Bedside Cannulation & Cooling
i Rapid Organ Recovery Team

1 Machine Preservation
— Solutions and Additives

1 Rapid Allocation to Appropriate Recipients
— Minimize Ischemia Time




NHBD Potential Equals BDD
WHC 8/95-8/96

Deaths 1306
Potential 212

Consents 01
BDD 22
RORP 21
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Rapid Organ Recovery Cannulation

Infusion Cannula Drainage Cannul
and Trocar and Trocar

Foley : Porges
Drainage Catheter Perfusion Catheter




Longer Warm Ischemia Times
Decrease Two Yr Graft Survival

1 <45 MINUTES: 80%
1>45 MINUTES: 35%

I GONZALEZ et.al.,
1 Transpl 65:1465-70, 1998
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Anatomical Gift Amendment Act
The District Of Columbia

In the event the Next of Kin is not immediately available
for consent to be requested, the Hospital may use organ
preservation equipment and technigues to maintain
viability of the decedent’s organs...In order to Preserve
the option to consider organ donation

Use all available means to contact the Next of kin for
organ donation; If not reached in a “reasonable time”;
discontinue In situ preservation.

Individuals/Hospitals are immune from liability
Decedent/family bears no costs










Deceased Cardiac Donors
Kidney Function
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Deceased Cardiac Donors
Patient and Graft Survival
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Deceased Cardiac Donors
Patient and Graft Survival
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Deceased Cardiac Donors
Kidney Function
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Issues with DCD

1 More DGF/some PNF:
— longer hospitalizations
— more dialysis postoperatively
— more expensive

1 Decreased graft survival

1 | ack of understanding
— Public - “60 Minutes”
— Professional - procurement needs






DCD-Uncontrolled Type
Unlimited Potential / Practical Limitations

1 Need for prompt cooling limits application
— Warm preservation must become a reality

— Same team doing end of life care should be
allowed to initiate preservation

1 Public Must Accept:

— Initiating preservation pending consent  for
donation; i.e., preserve the donation option

— Relationship of missed donation opportunities to
death of waitlisted patients.




The Uncontrolled DCD Can Provide Organs
Suitable For Transplantation: However

— Extensive Education of Donor Hospitals needed.
— Publically Approved Protocols are essential
— OPO must be Committed to Extra Effort/Costs

— Machine Preservation Essential for:
1 Viability Testing
1 Preventing Primary Non -function

— Rapid Selection of Appropriate Recipients are
key—Minimize Cold Ischemia Time/Antibodies

— Antibody Based I/S (prior to revascularization)
— Minimize Reperfusion Injury Response




“We knew Michael wasn’t brain
dead, but we also knew he was not
going to survive. It was important
for us to be able to donate...not

because we believed In it...but
because it was Michael’s wish”

Susan M.

Mother of Michael




