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OUR TODAY, THEIR TOMORROW




What | Will Discuss Today

Background on DCDs in the United States
— Historical Perspective & Overview

— Statistics, Data and Analysis
— Regional Variations in Recovery and Tansplantation of DCDs

Gift of Life Donor Program Philadelphia DCD Experience
— Implementation into OPO & Hospital Practice
— Clinical Practice
— Data

Future of DCD Practices. Estimation of DCD Pool and
Extraordinary DCD Cases




Types of Donors

Brain Dead

Death declared based upon neuro criteria
Heart beat is intact

Donation After Cardiac (Circulatory) Death
Non-heart beating donation

Related or unrelated
Directed or non-directed




Donation After Cardiac Death (DCD)

Definition:

A procedure whereby organs are surgically
recovered following pronouncement of
death based on “irreversible cessation of
circulatory and respiratory functions.”

Controlled Uncontrolled

Death & organ recovery Cardiac arrest is unplanned.
can be predictably Timing of other aspects of
controlled following the organ recovery are not
withdrawal of life support. controlled.




The Maastricht Categories of DCD Donors

Category Description

. Dead on arrival
(Uncontrolled)

Unsuccessful resuscitation
(Uncontrolled)

1. Awaiting cardiac arrest
(Controlled)

V. cardiac arrest while brain deau
(Uncontrolled)

\V4 Cardiac arrest in a hospital inpatient
(1Jncontrolled)

Source: Transplant Proceedings, Vol 27, No. 5




Transplantation & DCD - Historical Perspective

E] 1951- Hume, Kidney transplant
1963 - Starzl, Liver transplant

TRANSPLANT
SURGERY

1967 - Barnard, Heart transplant

1968 — Harvard Committee =
(Brain Death Criteria Established)
- I 1970’s — Acceptance of Brain Death Criteria

n
1990’s — Re-evaluation of DCD f\f\,—{




|IOM Recommendation:
Non-Heart-Beating Non-Heartbeating Donor

Organ Transplantation Organ Donation
(Donation after Cardiac Death)

/\ Practice and Protocols

“All organ procurement
organizations (OPOs) should
explore the option of non-
heartbeating organ
transplantation, in cooperation
with local hospitals, health care
professionals and communities.”

Source: IOM Study 2000




Institute of Medicine
Recommendations

Policies and Oversight

Medical Interventions and Ethics

Conflicts of Interest

Determination of Death

Families




PR AN 7«10 1997, 2000, and 2005, the Institute of

the NEW ENGLAND “‘”*‘RW‘ Medicine reviewed and voiced support for
donation after cardiac death.*

“In 2005, a conference on donation after cardiac
death concluded that it is “an ethically acceptable
practice of end-of-life care, capable of increasing
the number of deceased donor organs available for

Organ Donation after Cardiac Death transplantatiors.” Berat et al. AJT 2006; 6(2):281-291

Robert Heinbrook, K.0.

T T e—————— ‘| January 2007, the Joint Commission
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Incidence of Deceleration of Care

Recommendations for end-of-life care in the mtensive care unit:
The Ethics Committee of the Society of Critical Care Medicine

Rober 0. Truog, MD; Alexandra F. M. Cist, MD: Sharon E. Brackett, RH. BSN; Jeftrey P. Burns, MO
Martha A, (. Curley, BN, PhD), CCNS, FAAN; Manon [Dans, MD: Michasl A, DeVita, MD:

stanley H. Rosanbaum, MD; Daved M. Rothenberg, MD; Charles L. Sprung, MDY Sally A, Webb, MD
Ginger 5. Wiody, AN, EdD, FCCM; William E. Hurford, MD

sk “The number of deaths that occur
T e in the ICU after the withdrawal of
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Source: Critical Care Med. 2001 Vol. 29 No. 12. Recommendations for end-of-life care in the intensive care unit: The
Ethics Committee of the Society of Critical Care Medicine.




Special Article

Recommendations

- nonheartbheating organ donation

A Position Paper by the Ethics Committee, American College of Critical Gare Medicine, Society of Critical

Care Medicine

R'Fmerlhm MD,
Department of !neaﬂk
Luk
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Crit Care Med 2001 Vol. 20, No. 9
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‘It Is the consensus opinion
of the Ethics Committee of
the Society of Critical Care
Medicine that death
determination for both

Intensive care unit patients
and potential
nonheartbeating donors
should utilize the same
criteria within a single
Institution.”

Ethics Committee, American College of Critical Care Medicine, Society of Critical Care Medicine Position Statement (2001)




Society of Critical Care Medicine
Critical Care Medicine 2001 Vol. 29, No 9

General Recommendations

DCD is medically Informed consent is ethical Death must be certified
acceptable and ethical cornerstone - special using standardized,
provided informed consent training required for those objective, and auditable
Is obtained from patient or obtaining consent due to criteria and must follow

designee complexity state law

If, in the process of
delivering high quality
end-of-life care, organ

donation is possible then
the professional should
support that outcome

It is ethically reasonable
for DCD to occur with
pediatric patients




MEETING SUMMARY = DECEMBER 20, 2004

MOVING FORWARD IN INCREASING ORCAN DONATION:

OPPORTUNITIES AND BARRIERS TO UNCONTROLLED
DCDD N MajOrR METROPOLITAN CITIES

On Decamber 30, 2005, the Instkwia of Medicing (1084 beld a mesiing
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I:|PII]1 EDEDDFTIW mueting add resaed opporiunk e and bardems (or build-
ing-public and profialonal consmsis and implamersing uncorerol lad
DCOD programs in major mesropaian ames. Theee ciiles (Chicego, New
“fark Ciy, and Washington, 0.C) served as mam for disiesion
Pankipams in the meeting {lisad at the end of this smmany] included
trareplare su £, AW mesporsa panonnal, hospiial administa-
0rE, nmnrgu:;T:.Im meE:.IEn‘h. IR rnummnnruaanmmtm
staff, sthiciss, and hoalth pobicy and governmant epreseniatives. In aooor-
dance with 10M policy on dissemination mestings, all staements in this

summary am atibed w0 spectiic spakers, and the summary does not Prasantly, thars ors
contain add (Horml 108 recommandations. mora Fhan Bd,000
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Meurnlogical dearmination of death aocounts for appocimatdy 23,000
trareplane ol cogans anmally dnom |ust aver 7,500 TNDD doners, althaugh
tha potertial axisia for 12,000 10 16,000 0N 0D donars, Cleulatory desrm]-
nasion of death curmently acounes foronly 5.5 percere of decmsal dona-
tions Presantly, tham am mam than 94,000 indhviduale on tha 1.5 ogan
trarsplane walking Ha.
D Coldfrank moted the need for cleamr terms and definklons, for
insiance, In the misgodason immeoworks, aoh as e Waasinche aw-
garios. Ho sieasad the diffcultas in definieg: and disinpguakhing coniro|led
virss ircanimllal dying. Conailon afier cirubion doerminedion of
d:{ﬁ s tormad ~uncomimlled when death & dus ko anexpected or suddan
clrculatory- rspl oy arms.
2o ; INSTITUTE GF MEDICINE
OF THE AT ACASENIEE

.ldrh.l.tg.ﬁnﬂd:lnn. Improving Harkh,

(z\ | INSTITUTE OF MEDICINE
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OF THE NATIOMNAL ACADEMIES

IOM report developed by a group
of transplant professionals to
address feasibility of uncontrolled
Donation After Cardiac Death
Determination (DCDD)

Findings promote the need for

educational efforts in order to gain
acceptance of uncontrolled DCDD

22,000 potential uncontrolled DCD
donors estimated in U.S. annually-
the largest number of unused organ
donors




U.S. Growth In

Donation after Cardiac Death
1995 - 2015

64 70 18 73

| a - | a - a I_ 7

I I I I I |
1995 1997 1999 2011 2013 2015

In 2015, DCD donors provided 2,876 life-saving organ transplants

Source: Based on OPTN data through December 31, 2015. Data subject to change due to future data submission or correction.




U.S. OPO Experience — Organ Donors / DCDs
1995 - 2015

Year Donor
Recovered

Total Donors
(includes DCDs)

DCD Percent
of Total

Number of OPOs
with at least one
DCD

1995

5,363

1.2%

22

1996

5,418

1.3%

21

1997

5,479

1.4%

19

1998

5,793

1.4%

16

1999

5,824

1.7%

18

2000

5,985

1.9%

22

2001

6,080

2.71%

29

2002

6,190

3.1%

31

2003

6,457

4.1%

32

2004

7,150

5.4%

43

2005

7,593

7.4%

49

2006

8,017

8.0%

o4

2007

8,085

9.8%

Y

2008

7,989

10.6%

95

2009

8,022

11.5%

95

2010

7,943

11.8%

95

2011

8,126

12.9%

o7

2012

8,143

13.6%

56

2013

8,268

14.6%

o7

2014

8,596

15.0%

o7

2015

9,080

Source: Based on OPTN data through December 31, 2015.

16.5%

o7



U.S. Organ Donor Experience — DBD & DCD Donors
2002 — 2015

Total Deceased Organ Donors = 109,659

O BD (n=97,943) mDCDs (n=11,716)

(6.080)
(8.596)
(8.268)
8.149)

CEED

| /) N ()
| 7 | (° 022
(7.989)
. 0
8.017)
' (7:599)
| S B | (7,150)
'l (6.457)
Ol | 190 (6,190)

0 2, 000 4, 000 6,000 8,000
NUMBER OF ORGAN DONORS

Source: Based on OPTN data through December 31. 2015.




Number Recovered:
B None Recovered
At Least 1 Recovered




National DCD Experience — Number of DCD Donors Recovered/Transplants
January 1, 2004 — December 31, 2015

Number NUMBER OF ORGANS TRANSPLANTED
of DCD
Donors

KIDNEY LIVER PANCREAS LUNGS HEART INTESTINE

O | Ol ©o|lo|]o|lo|lo|lo|]o|]o | o | oo

o

Source: Based on OPTN data through December 31, 2015. Data subject to change due to future data submission or correction.




14 OPOs Recovering > 35 DCDs: 2015

Deceased DCD
Donors Donors % DCD

New England Organ Bank (CT, MA, ME, NH, RI, VT)
Gift of Life Donor Program (DE, NJ, PA)

Gift of Life Michigan (M)

Gift of Hope Organ & Tissue Donor Network (IL & IN)
OnelLegacy (CA)

LifeCenter Northwest (AK, ID, MT, WA)

Midwest Transplant Network (KS & MO)

LifeGift Organ Donation Center (TX)

LifeShare Transplant Donor Services of Oklahoma (OK)
Donor Network of Arizona (AZ)

LifeSource Upper Midwest (MN, ND, SD & WI)

Carolina Donor Services (NC & VA)

Pacific Northwest Transplant Bank (OR, ID & WA)

Center for Organ Recovery and Education (NY, PA & WV)

14 of 58 OPOs (24%) recovered 746 of the 1,494 DCDs (50%)




National DCD Donors
January 1, 2015- December 31, 2015

DCD Organs
Organs Transplanted
Transplanted | Per Donor

Total DCD
Donors* | Donors

All Organ
Procurement | 9,080 | 1,494 2,876 1.93
Organizations

Source: Based on OPTN data through December 31, 2015. Data subject to change due to future data submission or correction.

* Total Donors based upon deceased donors only.




Life-Saving Organ Transplants
from U.S. DCD Donors
January, 2015 — December, 2015

(Total DCD Donors = 1,494)

Livers

Source: Based on OPTN data through December 31, 2015 . Data subject to change due to future data submission or correction.




DCD Kidney Transplants in the United States
1995 - 2015 8l

(n=19,208) J

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
YEAR

Source: Based on OPTN data through December 31, 2015.




1,653

Il ,308

2008
79%

DCD Kidney Utilization in the U.S.
2008 — 2015

1,788

I 385 |i68

2009
1%

2,364

Il ,889

2013
80%

2u1F7 Y

|1 ,699

2012
78%

2,092

|1 766

2011
84%

1,847

2010
79%

2,544
2,087

2014
82%

2,929

|2 ,332

2015
80%

= Recovered (n=17,388) ® Transplanted (n=13,934)

Source: Based on OPTN data through December 31, 2015.




3-Year U.S. Kaplan Meler Kidney Patient Survival
DCD/Non-ECD vs. SCD 1/1/2010 — 12/31/2012

100% -— 2820

95%
90%
85%
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Source: Based on OPTN Data as of March 11, 2016




3-Year U.S. Kaplan Meler Kidney Graft Survival
DCD/Non-ECD vs. SCD 1/1/2010 — 12/31/2012

100%
95%
90%
85%
80%
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Source: Based on OPTN Data as of March 11, 2016




3-Year U.S. Kaplan Meler Kidney Graft Survival
DCD/ECD vs. DBD/ECD 1/1/2010 - 12/31/2012

100%
95%
90% -

_ 85%

S 80%

< 75%

92%

= 70%
- 09%
E 60%
O 55%

50%

12 18 24
Months Post-Transplant

—-NDCN/IFCNH DRND/FCD

Source: Based on OPTN Data as of March 11, 2016




DCD Liver Transplants in the United States

1995 — 2015 P
(n=3,878) =

__d

79
67

39

. o U 2473

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

YEAR
Source: Based on OPTN data through December 31, 2015.




2{’ DCD Liver Utilization in the U.S.

i 2008 — 2015

564
497
435 427

408 401 391 388 405

364

09

| i |69 |270 |263 I I

2008 2009 2010 2011 2012 2013 2014 2015

68% 66% 67% 69% 68% 2% 73% 2%
» Recovered (n=3,511) ® Transplanted (n=2,445)

Source: Based on OPTN data through December 31, 2015.




3 Year U.S. Kaplan Meler Liver Patient Survival

DCD/Non-ECD vs. SCD 1/1/2010 — 12/31/2012

100%
95%
90%

_ 85%

(48]

= 80%
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= 70%
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= 65%

0 6094
55%

50%o | | |

12 18 24 30
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Source: Based on OPTN Data as of March 11, 2016




3 Year U.S. Kaplan Meler Liver Graft Survival

DCD/Non-ECD vs. SCD 1/1/2010 — 12/31/2012

100%
0506 | 92%
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Source: Based on OPTN Data as of March 11, 2016




DCD Lung Transplants in the United States
2004 — 2015

(n=477)

74
56 56
34 34 32
24 24
I . I

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
YEAR

Source: Based on OPTN data through December 31, 2015.




DCD Lung Utilization in the U.S.
2008 - 2015

105
50 74
50 56
41
36 34 I ' 34 ' 20 I

2008 2009 2010 2011 2012 2013 2014
94% 89% 17% 83% 64% 70% 70%

» Recovered (n=569) ® Transplanted (n=424)

Source: Based on OPTN data through December 31, 2015.




Gift of Life Donor Program
Philadelphia, Pennsylvania USA

* Non-Profit OPO/Tissue Recovery/Eye Bank
Established in 1974
Largest OPO in the United States

 Federally designated OPO (by Medicare) for

eastern PA, Southern NJ & Delaware

- 129 Acute Care Hospitals

- 15 Transplant Centers, 42 Programs

- 11 Million Population
483 organ donors in 2015, resulting in 1,291
transplants; highest volume in the U.S. —
44 donors/MM,; 1,202 bone recoveries; 2,265
cornea recoveries and 2,546 tissue recoveries

Over 40,000 organs for transplantation
and over 550,000 tissue allografts

Accredited by: Association of Organ Procurement
Organizations (AOPQO); American Assoc. of
Tissue Banks (AATB) & Eye Bank Assoc. of
America (EBAA); UNOS/OPTN member OPO




A Mother’s Perseverance
Changed Gift of Life’s Practice

*““For my family, donation wasn’t about
the process, It was about the outcome.”

~ Susan Mc\Vey-Dillon
Donor Mother
June, 1995

Like all end-of-life care, the DCD process
IS committed to the care of the patient
and meeting the needs of the family.




Sue McVey Dillon,
Mother of Gift of Life’s First DCD Donor
Speaking at the U.S. National Learning Congress in 2005




Gift of Life Donor Program Results
Organ Donor Experience — BD vs. DCD Donors
1994 — 2015

Total Donors = 7,976

= BD (n=6,960) = DCDs (n=1,016)

<l 7Y | (315)
. 275] 23|§ed)
I 5| (331)
L_’lﬁl (298)
I Y 7 A Y (291)
< K. (262)
Y 7| 2 (222)
41_4;1 (208)

0 50 100 150 200 250 300 350 400
NUMBER OF ORGAN DONORS

Source: Based on Gift of Life Donor Program data through December 31, 2015.




Gift of Life: Potential Organ Donor PATHWAYS
ROUTINE REFERRAL All Vent-Dependent

Patients With A Non-Recoverable Neurological Injury

Donation after Donation after
Brain Death Cardiac Death

« Exam consistent with brain death e Exam Not consistent with brain death
* Support family through grave prognosis  Care Team / Family discuss grave prognosis &
* Death determined by neuro criteria withdrawal of life sustaining therapies

) Egggrrr%gam”y L e * Ensure family understands grave prognosis

- - - » Approach family about donation options
» Approach family about donation options
(é) IE)DP And Car)g Team) P (GLDP And Care Team)

* Support family through informed decision * Support family through informed decision
making process making process

* Support patient during organ evaluation & * Support patient during organ evaluation &
allocation allocation

» Patient transferred to OR / Withdrawal of Life
« Patient transferred to OR Support
« Surgical recovery « Death determined by cardio-pulmonary criteria
« Surgical recovery




Critical Care Nurse
dedicated the
April 2006 issue
entirely to donation
and transplantation.

Clinical Article

rgan trans plantation is estab-
lished therapy for marmy patients with a
variety of end-stage diseases. The ir-
vival benelits are rernarkable, as are the
improvements in quality of life. Tnfor-
tunately, the supply of donor organs
remiains insufficient o meet the nesd,

Jobir Edwerrdls i bhe clinival admimistrator for Gift .'J.I'

orpariaiions mefiom

John Edwards, Ry, RRY, CPTC
Patti Malvania, &Y, (EN, CPIC
Virginia Robertson

Gwreneth George

Richard Hasz, MFS, CPTC
Howard Nathan, CP1C
Anthony I¥ Alessandra, MD

Recently, throngh participation
in the breakthrough collaboratives
of the Health and Human Resources
Administration, argan procurement
arganizations (OFOs) have become
engaged in systerns change throngh
application of the principles of con-

tinuoms improvernent., So-called best
practices are being shared by OPOs,
This sharing, in turn, has created a
level of synergy among OPO profes
sionals and hospitals alike that is
having a positive impact on the donor
supply (Table 1).

Authors

Life Doror Program in Philadelphia, Pa, owerseeing all climical aspects of argan
aneid disswe recovery; mend @ fecalty member forithe Gift of Life nstitute, Mifadelpfhi, providing Lra'mmgm J.umﬂrmgﬁ

rieftheare

Falt Muvlva i oversees the dinical edvcalion progrom .l'ur e et o Life Dymor Program i Philad efplia ard i5a facely s ber of i

Ciftaf Life Instiule, speciadzing in consend amd o

i o G B,

Virgiwia Robertson is the associale director of the Gift of Life Tnsiitde in Plaledelplain. Formerly, she was e dirsctor of ospilal services

Jor the Giftof Life Daror Program.

Covreniedly Crearge 5 e director of kospital services for ke Gifl of Life Dawor Progra i Plilinaelplin. Ske divects a team afaeark 20

hespitad development staff accodmahl  for .frw.r.'mrrpﬂj'ilwm e i 150 acwle care haspita b,



Gift of Life Donor Program
Patient Referrals & Donation Outcomes
2002 — 2015

Organ Donor Not Brain Dead DCD Donors
Referrals Referrals g e (% of total donors)

YEAR
2002 1,507 375 354 36 (10%)
2003 1,540 440 344 51 (15%)
2004 1,734 508 387 47 (12%)
2005 2,235 637 382 57 (15%)
2006 2,454 723 401 67 (17%)
2007 2,941 743 389 47 (12%)
2008 3,476 924 428 70 (16%)
2009 3,815 1,009 439 65 (15%)
2010 3,768 1,388 392 85 (22%)
2011 4,151 1,763 441 84 (19%)
2012 4,326 2,037 417 65 (16%)
2013 4,453 2,208 447 61 (14%)
2014 4,690 2,509 447 66 (15%)

2015 4,802 2,543 483 83 (17%)
Totals 45,892 17,807 S 884 (15%o)




Gift of Life Donor Program
DCD Experience: Organs Transplanted
1995 - 2015

DCD
Donors

Kidneys

Livers

Lung

Pancreas

Total Organs Transplanted

Source: Based on Gift of Life Donor Program data through December 31, 2015.




Gift of Life Donor Program
Hospital Profile DCD Donors
1995 - 2015

1,016 DCD Cases in 95 Hospitals

- 15 Transplant Centers
(564 cases — 56%)

e 15 Trauma Centers**
(205 cases — 20%)

W (L Community Hospitals

——

(247 cases — 24%)

i

**Trauma centers only-does not include transplant centers that are also trauma centers.

Source: Based on Gift of Life Donor Program data through December 31, 2015.




Gift of Life Donor Program

DCD Characteristics
1995 - 2015

Controlled vs. Uncontrolled

173
(17%) . Controlled

1 Uncontrolled

n=1,016

843
(83%)

Source: Based on Gift of Life Donor Program data through December 31, 2015.




Gift of Life Donor Program
Uncontrolled DCD Organs Recovered/Transplanted

1996 — 2015

Total Uncontrolled DCD Cases = 173

KIDNEY
RECOVERED 338
TRANSPLANTED 224 (66%)

LIVER
RECOVERED 40
TRANSPLANTED 12 (30%)

PANCREAS
RECOVERED 3
TRANSPLANTED 2 (67%)

Source: Based on Gift of Life Donor Program data through December 31, 2015.




Gift of Life Donor Program
Uncontrolled DCD Demographics

1996 - 2015
Total Uncontrolled DCD Cases = 173

Age - 6 months - 76 years; Mean = 32 years
WIT**- 2 to 214 Minutes; Mean = 48 minutes

Gender - Male — 111 (64%) Female — 62 (36%)

Cause of Death - Trauma 89 (51%)
Anoxia 55 (32%)
CVA 25 (15%)
Other 4 ( 2%)

Source: Based on Gift of Life Donor Program data through December 31, 2015.
** WIT is defined by GLDP as time removed from the ventilator to aortic cross clamp.




What Do We Evaluate to Determine DCD Potential ?

Organ Function
Work of Breathing

Length of Time Patient On Vent

Care/Comfort

Patient’s Physical Attributes

Patient’s Stated Wish to Donate

» Donor Designation, Conversation w/family, etc

Family’s Commitment to Process




Patient Assessment
For Determination of DCD Suitability

Key Aspects:
— Physician approval (mandatory) — Note type of airway (ETT vs. Tracheostomy)
— Determine level of sedation — Note facial trauma, neck / tongue size, secretion production

With appropriate care giving team members present, remove pt. from ventilator
Observe and Measure the following:

— Respiratory Rate — Negative Inspiratory Force (NIF)
— Tidal Volume — Changes in Hemodynamics & Oxygen Saturation
— Minute Ventilation — Length of Time off Ventilator

Respiratory Assessment may be performed at different times during the evaluation process based on the
patient’s condition and family and care giving team’s decision-making process

Respiratory Assessment should NOT be performed in certain situations, examples are:
— Profound hemodynamic instability
— Severe pulmonary injury (i.e. ARDS)
— Patient actively receiving paralytics
— High level spinal cord injury
— Significant dependence on maximal ventilatory support
— Complete dependence on some type of mechanical device (i.e. ECMO, RVAD, LVAD, BiVAD,)

The Critical Care Team independently determines comfort care administration and airway removal.
The OPO/Transplant team cannot participate in these decisions.




Respiratory Assessment
For Determination of DCD Suitability

Key Aspects:
— Physician approval (mandatory) — Note type of airway (ETT vs. Tracheostomy)
— Determine level of sedation — Note facial trauma, neck / tongue size, secretion production

With appropriate care giving team members present, remove pt. from ventilator

Observe and Measure the following:
— Respiratory Rate — Negative Inspiratory Force (NIF)
— Tidal Volume — Changes in Hemodynamics & Oxygen Saturation
— Minute Ventilation — Length of Time off Ventilator

Respiratory Assessment may be performed at different times during the evaluation process based on the
patient’s condition and family and care giving team’s decision-making process

Respiratory Assessment should NOT be performed in certain situations, examples are:
— Profound hemodynamic instability
Severe pulmonary injury (i.e. ARDS)
Patient actively receiving paralytics
High level spinal cord injury
Significant dependence on maximal ventilatory support
Complete dependence on some type of mechanical device (i.e. ECMO, RVAD, LVAD, BiVAD,)

Additional Factors in DCD Suitability

The Critical Care Team independently determines comfort care administration and airway removal.
The OPO/Transplant team cannot participate in these decisions.




Clinical Considerations:
Family Discussion

Decision to
Withdraw
Support

Decision to
Donate Organs




Family Communication:
What Families Want, and Need to Know

Emotional
& Spiritual
Support




Clinical Considerations:
Family Discussion

Considerations for Informed Consent

Organs may be

Heparin
administration

Patient may
not arrest
within required
timeframe for

Note: A separate consent is required for any invasive procedure
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Change of Location: ICU vs. OR

Emphasis on change of location,
not change of withdrawal process

Timing of recovery following
withdrawal and determination of
death

Importance of ischemic time as it
relates to organ viability and
recipient survival




DCD Clinical Considerations:
Family in Attendance at the Withdrawal

Determine who and how
many people will be
attending the withdrawal

Review prepping and
draping

Prepare room for family to
go to following the death

Communicate the process

Describe each person’s
role(s)
pronouncing physician is
different from the attending,
make sure you introduce

both physicians to the familyJ

Determine how long the
family is going to remain at
the hospital following the
death

Determine if the family has
any special requirements

Review instrumentation with
staff/recovery team, then
cover with sterile drapes and
back away from OR
stretcher

Post a sign in the OR that a
family is present!




DCD Clinical Considerations
Pronouncement of Death

Attending Physician pronounces death via cardiopulmonary
criteria

Transplant team NOT permitted in OR until death has been
pronounced

IOM guidelines are followed

(5 minute waiting period)
INSTITUTE OF MEDICINE

sy U If patient does not die in timeframe that allows for successful

& organ recovery, the patient is returned to pre-determined area
¥ 1 and comfort care / family support will be continued.




DCD Clinical Considerations:
Organ Allocation

-« DCD organs should be allocated per
UNOS or local governing body

guidelines

All organs, including thoracic organs

(if the patient is an appropriate
candidate) should be attempted to be
allocated

Efforts should be made to expedite
testing such as tissue typing to reduce
cold ischemic time




DCD Clinical Considerations:
If the Patient Does Not Die...Next Steps

Attending physician
Continued care and comfort
DNR

Support system for family

According to pre-determined plan




Are Medical Professionals Hastening
the Death of the Patient With DCD?

 Patients considered for DCD have suffered an
Irreversible, catastrophic brain injury or other end-
stage condition.

Family members — in consultation with the
patient’s physician — decide whether life support
should be withdrawn.

The decision to withdraw life support and the
decision to donate organs are independent of one
another.




The Supply of Controlled DCDs In the United States

Halpern, SD, Hasz, R. et al AM
JAMA, December 15, 2010—Vol 304, No. 23 \J 13 __ N

RESEARCH LETTER

Retrospective review of death -
stimated Supply of Organ Donors
1 1 - After Circulatory Determination of Death:
records In 50 large hospitals in A Papulation-Basad Conont Stady
Gift of Life region (trauma
the most viable method for increasing the supply of
Ce nte rS a.n d/ Or > 20 I C U bedS) :.r;nsl;hl:r_;];l?z :::rgl;:s.t. ‘hI-lcn'.-';:-'lalll'j-L‘LEhL;nE:ﬁb;Luf ;Eit‘nial

DCDD in the United States remains uncertain, with esti-
mates accruing from retrospective single-center experi-
P at i e ntS re m Oved fr O m Ve nt an d ences in adult’” or pediatric**® hospitals. We conducted a
prospective, population-based cohort study to estimate
the potential increase in the supply of deceased donors

d I ed Wlth I n 120 m I n utes that might accrue from optimal use of controlled DCDD,

donors in whom life-sustaining therapies are withdrawn

Medically suitable for donation
of at least one organ

Estimated 3,200 to 4,700
potential DCDs (controlled) In
the U.S.
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B ANTEWS | New York e p——— In hopes of ultimately narrowing the gap between
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| | “As the Institute of Medicine suggested, even

o using restrictive criteria of people whose kidneys
would be adequate, there might be 20,000 people
easily available in America were we to develop a

Currently in the U.S_, only people who have died in a hospital are eligible for organ donation. But 95% of System . 7
cardiac deaths occur at home - or at work or even walking down the street

A groundbreaking program that could increase the number of organ donors in New York - and potentially the
nation - has cleared a final hurdle, the Daily News has learned

The six-month test project, which could begin this fall, will allow doctors to approach families within 20
minutes after a loved one dies of cardiac arrest at home - a first in the country.

"This is a remarkable opportunity for those on the waitlist for organ donation and those who wished to donate

before they died,” said Dr. Lewis Goldfrank, who spearheaded the three-year effort and is chairman of NYC program ma}’ help thousands \Vaiting fOI‘ Ofgan
emergency medicine at NYU and Bellevue Hospital.
transplants
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New York testing 2-team approach to boost
organ donation

December 01, 2010 | By David Ariosto, CHNN Share || I Twitter || Email

£ Recommend 3 386 recommendations. Sign Up to see
what your friends recommend.

Some 911 calls that involve cardiac arrest or stroke
could bring a second emergency crew to the scene
as part of a pilot program in New York intended to
more quickly recover organs from potential donors,
the mayor said Wednesday.

When efforts by the first ambulance teams to save
patients' lives fail and if the victims are registered
organ donors, a newly created dispatch unit
monitoring emergency calls will instruct secondary Underthe program, only kidneys can be recovered
crews -- called Organ Preservation Units —to bring  from deceased individuals who die from cardiac
the victims to a medical center where their kidneys ~ arrest or siroke. NYC program may help thousands waiting for organ transplants
can be recovered, according to New York Mayor

Mirhasl Rlnnmbern




Pittsburgh Condition T
Rapid Recovery Protocol

FRRRE T

Standard Effortsto  Per routine, ED ConditionT  ConditionT | Successful
Emergency | resuscitate. ' local Organ;  notified called E> team organ
Department patient ~ Procurement  deceased arrivesand | transplant

(ED)care fail: patient  Organization s organ initiates

dies (OPO) donor donor
notified management

Family Family
members members
hotified notified
of death of donor

Normal High-Quality ED Process Condition T> Dunaticb




Summary of DCDs In the U.S.

16 % of organ donors in 2015

57 of 58 OPOs recovered DCDs (2015)
Extensive literature on DCD protocols
Most hospitals have DCD policies
Transplant outcomes comparable to DBDs

Uncontrolled DCDs/Rapid Recovery in some OPOs

DCDs could increase donor pool significantly and
reduce deaths on the wait list




CASE STUDIES




Patient Presentation - 2007

28 y/o Male police officer hit by bus with
traumatlc brain injury, pulmonary contusions

Patient was intubated in ER and started on
pressors, hespan

Initial head CT revealed SAH, SDH with
midline shift

4 hours after admission to ICU, patient was
referred to Gift of Life Donor Program (GLDP)




Clinical Presentation

Patient unstable upon GLDP Transplant Coordinator (TC) arrival on ICU

Patient on maximum pressor support with BP in low 50’s; continuing to
hemorrhage from head wounds

Patient’s wife decided to maintain current course of treatment short of
“heroic measures”

GLDP TC partnered with care team for early family approach prior to
pronouncement of death to preserve the family’s opportunity for donation




Uncontrolled DCD Timeline

Collaborative
Donation
Discussion

Timely Referral to GLDP

Preserving
The Opportunity

Mobilization
of Resources




Kidney Recovery Data

Warm Ischemic Time
144 minutes (time from w/d to cross-clamp)

Biopsy
— Right Kidney 51 glomeruli with 5% sclerosed
— Left Kidney 41 glomeruli with 2% sclerosed

Pulsatile Preservation Results
Right Kidney:
— Flow of 120 cc/min and resistance of 0.24

Left Kidney:
— Flow of 125 cc/min and resistance of 0.23




Outcomes

Right Kidney:
Transplanted into a 37 y/o male with
five children.

He had been waiting for a life-saving
transplant for three years.

Left Kidney:
Transplanted into a 41 y/o male with
one child.

He had been waiting for over three
years for a transplant.




Summary

Kidneys can be successfully recovered and transplanted
from uncontrolled DCD donors.

" Families need to be informed of the necessity of chest
compressions to preserve the opportunity for donation.

Organ procurement organizations (OPQs) should consider
developing protocols to address uncontrolled DCD in their
donation service area to increase the number of organs
available for transplantation.







Case Study: DCD QOrgan Donor AICU

Patient JM: 58 year-old Caucasian Female

Past Medical Hx: ALS, on Bipap, patient reaches out to
Gift of Life and signs consent on 1/4; Regional hospital
|CU attending physician and staff made aware by GOL
team ahead of time

2/12: Patent experiences respiratory distress and Is

admitted to ED and then ICU and place on vent in order be
to be a Donor after Cardiac Death (DCD), as per patient’s
wishes

Attending ICU physician and several nurses from the ICU
support patient and take patient to OR for DCD donation
process

2/13: Patient donates both of her kidneys after cardiac
death, one of which goes to the patient’s cousin




A mother’s plea to fulfill both of her
daughter’s end-of-life wishes:

The patient was donor designated
and
had also made the request that should she die,
she wanted her service dog of many years by
her side during the process.




Recovery

e The family and service
dog were dressed
appropriately for the OR.

Family and the service
dog were escorted to
patient’s side for
extubation.

Death was determined 15
minutes later




Wishes Fulfilled

« Upon asystole, the dog
who had been lying calm
throughout the process,
stood up and put his head
under her hand.

Both kidneys were
transplanted with 27
minutes of warm ischemic
time. The liver was placed
for research.
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Questions?
More Information?

Howard M. Nathan
hnathan@donorsl.org

% GIFT/ LIFE

N\ DONOR PROGRAM
THE REGION'S ORGAN & TISSUE TRANSPLANT NETWORK
800-KIDNEY-1 - 800-DONORS-1

www.donors1.org




