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DECREASE OF RELEVANT MORTALITY
FOR THE DONATION OF ORGANS
IN MOST COUNTRIES OF THE
EUROPEAN UNION
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Decrease in Potential for Brain
Death Donation in Spain
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Treatment recommendations at the end-of-life 22/ IG/UC

LOS PROFESIONALES DEL ENFERMO CRITICO

of the critical patient

RECOMENDACIONES GRUPOS DE TRABAJO DE LA SEMICYUC | Y  Thésecondconceptis
basedon the principle of non-

Recomendaciones de tratamiento al final de la maleficienceand justice The
vida del paciente critico treating physicianis not obliged
Treatment recommendations at the end of the life | to performor continuewith

of the critical patient futile treatments, thesebeing

thosewhichdo not achieve
their expectedobjective

1.L. Monz6n Marin®; 1. Saralegui Reta®; R. Abizanda i CamposS; L.
Cabré Pericas?; S. Iribarren Diarasarri®;

M.C. Martin Delgado®; K. Martinez Urionabarrenetxea? y Grupo de In thlS Sense ContInUIanUtlle

Bioética de la SEMICYUC treatmentsis consideredabad
*Unidad de Cuidados Intensivos. Complejo Hospitalario San Millan-San ClinicalpraCticeSinCEit IS not
e e, oot mmbinco Arietod At emcse_£op) TESPECHUIWIt humandignity;
ETHICUS STUDY¢ivos. Hosi EPIPUSE STUDY | | onthe other hand the
ICU DEATHS :wzz ICU DEATHS  |..| unnecessaryse ofhealth care
18% WSLT  [sivos. Hosp 34% WSLT spa resourcess againstthe priciple
iSivos. o) of distributive justiceQ ®
P 22008 IR, et e e
A. Manzano, 5. Ortega, MT Saldaria, i la.

Monzon JL, et al. Med Intensiva 2008;32(3):331
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40 pmp DONOR PLAN
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The 40 Donors Per Million Population Plan: An Action Plan for
Improvement of Organ Donation and Transplantation in Spain

R. Matesarz, R. Marazuela, B. Dominguez-Gil, E. Coll, B. Mabhillo, and G. de la Rosa

ABSTRACT

Introduction.  Spain has been showing the highest rate of deceased donor organ recovery
in the world for a whole country, namely, 33-35 donors per million population (pmp)
during the last years. This activity is atributed o the so-called Spanish Model of organ
donation, an integrated approach o improve organ donation since the start of the
Organizacion Nacional de Trasplantes (ONT) in 1989, However, in 2007 there were 717
sgional variability. Thus, ONT has s2t a

OBJECTIVBonorrate 40 pmp <0 Donom pup P

[0 increase the average rate of deceased
ires of improvement, specific objectives,
he data and the material generated from

Q) D B DO pti m i Zati O n on with the donation and transplantation

management of brain-dead donors, with
its, new forms of hospital management,

Q) ( : ymaintenance of thoracic organ donors,
donors with positive tests to certain viral

tal surgical techniques. Donation after

(J.) L IVI n g D O n atl 0 n r years. The Spanish success with regard to donation and

insplantation has been nationally and internationally at-

buted to 8 unigue organizational model, the so-called
ranish Model for Organ Donation and Transplantation,

w Expandeccriteria/ NSRdonors i shor, e Spni Model Sincethe ceaon f 1
rganizacion Nacional de Trasplantes (ONT) in 1989 and

e simultaneous development of a coordination network of
ghly motivated in-hospital medical doctors in charge of
e donation process™ organ donation and transplantation
tivities have strikingly increased in Spain.** With regard
donation in particular, the rates have moved from 14.3
nOrs pmp in 1989 1o 33-35 donors pmp in recent years®
‘ig 2). The Spanish Model has been successfully imple-

w Donationin minorities

w SpecialSurgicallechniques

From the Organzacion MNacional de Trasplantes, Madrnid,
wain.

BB i A R E N MM AT _iI_

Matesanz R, et allransplantationproceedings 2009
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Brain Death
optimization

Transmissible
Donation in diseases _
minorities , - Neoplasias
\ | - Infections
QOHOF POOD ]
Other
pathologies:
Donation after ST ==— _HTA DM
circulatory death L
Old - Intoxications
donors -Rare di sela
Special surgical techniques Expanded criteria
(liver split and domino. double Non standard risk donors
kidney)




QUANTITATIVE PHASE

1.
2.
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Benchmarking project in the donation
after brain death

QUALITATIVE PHASE

INDICATORS VISIT TO BPH
REFERRAL OF POTENTIALDONORS TOCU A STRUCTURED INTERVIEW
MANAGEMENT OF POTENTIAL DONORS A TRANSPLANT COORDINATORS
INSIDE CU A OPENED QUESTIONS

OBTAINING CONSENT TO ORGAN DONATION

WHO IS HOW DO THEY
THE DO IT?
BEST?
IDENTIFICATION OF BEST IDENTIFICATIOAND
PERFORMBROSPITALS (BPH DESCRIPTION BESPRACTICE

Matesanz R, et al. Anmldansplant 20122(9):2498506
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Monthly evolution of the interannual number of
deceased organ donors in Spain

GOOD PRACTICES GUIDELINE
AVAILABLE IN SPANISH, ENGLISH, GERMAN AND ITA

http://www.ont.es/publicaciones/Paginas/Publicaciones.aspx
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Month and year

Number of donors within the 12 previous months at a given date
Matesanz R et al. Lancet 201
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Involvement Emergencies health

1J.M. J.

La Organizacién Nacional
de Trasplantes (ONT) y la
Sociedad Espafiola de Medi-
cina de Urgencias y Emer-
gencias (Semes) firmaron
ayer un convenio que am-
plia la colaboracién docente
que mantienen desde hace
tres afios a otros campos co-
mo la investigacién.

El nuevo acuerdo, que ex-
tenderd la formacion de pro-
fesionales de urgencias en
donacion y trasplante de 6r-
ganos a todo el Sistema Na-
cional de Salud, se ha rubri-
cado por una duracién ini-
cial de cuatro afios, durante
los cuales la ONT y Semes
calculan que pueden formar
al menos a 2.000 profesio-
nales.

Andalucia, Castillay Le-
6n, Catalufia, Galicia, Extre-
madura, Madrid y el Pais

Acuerdo de la ONT y Semes
en formacion e investigacion

practica que la ONT destacé
en su guia de buenas practi-
cas (ver DM del 5-1, del 25-
1Ty del 5-VII-2011).

Rafael Matesanz, director
de la ONT, ha manifestado
su satisfaccion por el acuer-
do alcanzado por significar
un paso més hacia la impli-
cacién de todos los profesio-
nales en el proceso de la do-
nacion y hacia la aplicacion
de la guia una vez compro-
bado que los resultados ob-
tenidos en los hospitales en
los que existe la figura del
coordinador de trasplantes
en los servicios de urgencias
son mejores. Ademds, el
acuerdo "permitird precisar
la medi

enlos ANALISIS DEL POTENCIAL DE DONACION EN

potenc
donacic

ca, alge LOS SERVICIOS DE URGENCIAS

conocel

Vasco imﬁtira’.n en los Eré— Taml

PROYECTO COLABORATIVO ONT_SEMES

COMMONRESEARC
PROJECT S

TRAINNGREROGRAMIVIE
ONTzSEMES

215 COURSES ALL AROUND
SPAIN:

>7000 emergency
professionals trained during
the last eight years

HOSPITALARIAS

a_:__d. NT*”H“}_L‘:

professionals in donation process

el profesional de
urgencias y el
proceso de
donacion

recomendaciones

grupo colaborativo ONT-SEMES

Availableat http:// www.ont.es
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Involvement of Intensive Care Professionals
in donation process

FROM 2008, COLLABORATION AGREEMENT
WITH SPANISH INTENSIVE CARE SOCIETY (SE

L= = SSONT

ACUERDO ENTRE LA ORGANIZACION NACIONAL DE TRASPLANTES (ONT) Y
LA SOCIEDAD ESPANOLA DE MEDICINA INTENSIVA, CRITICA Y UNIDADES
CORONARIAS (SEMICYUC), PARA LA COLABORACION TECNICA, CIENTIFICA Y
DOCENTE EN EL AMBITO DE LA DONACION Y EL TRASPLANTE.

s W g A Training Programme (+ 10§0ung
e intestiviststrained)

DE UNA PARTE: D. Rafsel Matesanz Acedos, como Coordinador Nacional de
Trasplantes, en representacidon de la  ORGANIZACION NACIONAL DE

.
TRASPLANTES (en adelants ONT), con damiciio en calle Sinesio Delgado 6, 28029
Madrig.
Y DE OTRA: D. Pedro Galdes Anuncibay, como presidente de la SOCIEDAD .
ESPAROLA DE MEDICINA INTENSIVA, CRITICA Y UNIDADES CORONARIAS (en R m m n I n
adelante SEMICYUC), con domici#io en Paseo Reina Castina n® 36 1° D. 28014

Madrid

Las partes se y bastante en
derecho para otorgar y firmar el presente Acuerdo de Colaboracion y

maNiFIEST  PROTOCOLO MUERTE ENCEFALICA EN UCH

" >
|- La Organizacién Nacional de Trasplantes es I ( ¢ \Nﬁ\ | L :‘_‘&" 0 NT
US fines las activi de i MOUA DE RECOGOA O DATOS POR CADA CASO 2 Cormrcstmgans WJ LY —tah |
intercambio y trasplante de drganos. lejidos
sanitario espafiol, asi como la docencia, inve
cooperaci6n intemacional en estas materias.

Il.- La Scciedad Espafiola de Medicina Intensi
una asociacion cientifico-médica, no lucrativa,
ala i iva,

ion, el la ony el
como la formacidn médica y el desarrolio profes

Ili.- La denacidn de drgancs para trasplante |
en las de cuidadol

CUIDADOS INTENSIVOS ORIENTADOS A
LA DONACION DE ORGANOS

de dichas unidades intervienen de forma acth
culmina en los trasplantes. la deteccion del posi
la comunicacién con las famikas, el mantenimiel

Asi mismo, la mayoria de los Coordinadores. de
clave en el sistema de donacion y traspl
especialidad médica

RECOMENDACIONES SEMICYUC-ONT PARA
PROFESIONALES DE MEDICINA INTENSIVA

? %‘VVLV(/Lj

Escudero Det al. Intensivecarepracticesin brain deathdiagnosis anargan donation Anaesthesia2015 Oct;70(101309
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Involvement of Intensive Care Professionals in
donation process - Quality Indicators SEMICYUC

INDICATOR

ORGAN DONATION

INDICADORES
IE CALIDAD N° Donors 60%
EN EL ENFERNO CRITICO e x-100
N° BD people in CU
N° people in BD correctly monitored 100%
--------------------------------------------------------------- ¥160
socC E[C);?TECS:AYHS;TDiEEhLEgOCR|§:A|$|TAESNS|VA' NO BD people In CU
SeM ieyuc N° confirmed BD 5-30%
--------------------------------------------- x-1:00

N° CU Deaths

http://www.semicyuc.org/sites/default/files/actualizacion_indicadores_calidad_2011.pdf



http://www.semicyuc.org/sites/default/files/actualizacion_indicadores_calidad_2011.pdf
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EMERGENCY CARE
NEUROLOGY/NEUROSURGER
INTERNAL MEDICINE
INTENSIVE CARE

Proactivefollow-up systemfor patients
with catastrophiddraininjuries ¢ ICD10
codifiedmortality, neuroimagesetc.¢
discusionwith treating physicians

Notification criteriawith supporting
material

New systemsof notification

Protocolson ElectiveNon Therapeutic
IntensiveCareto facilitate organdonation

Dailyreviewof deaths
Trainingsessionandfeed-backactivities

ACCORD Spain - smallinterventionsin
deceasedionationthrough PDSAyclesin 40
donor hospitals

Model for improvement

we try
accomplish?

How will we know that a
change is an improvement?

/ What changes can we make \

) that will result in the
improvements that we seek ?

( )

ssont Ao
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1 out of 4 actualdonorsin Spainhavebeenadmitted to
the ICU:toenableorgandonation

the ICU until brain
death (n=539)

N=1970possibledonors

agedXy p
11/1/2014-4/30/2015

24% ACTUAL
DONORS

A: Active treatment in B: Active treatment in C: Admission to ICU to D: Active treatment E: Not admitted into

the ICU until the incorporate the option

patient suffers an of organ donation into decision is made to

unexpected CA from end-of-life
which the patient (n=200)
cannot not be

=4,0NT
0 J

European
Commission

inthe ICU until the ICU (n=769)

WLST
(n=370)

Accord

DominguezGil B, et alMed. Intensiva 2016
DominguezGil B, et alTransplantation2017




Possiblergandonorsnot
admitted into the ICU

tF GASyda RSFR & | NBadAZ G 2F  RS@OFrpal a.
68 hospitals
15t November 2014c 30" April 2015

1970Possibledonors
769 Not admitted into the ICU (39%)
/8years

s42 NEVER REFERRED 157 No medicatontraindications(56%)
TO THE DONOR

COORDINATOR

49 Intubatedg 39 dead>X days
378 Not intubatedg 226dead X days

DominguezGil B, et alMed Intensiva 2016
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Intensive Care to facilitate Organ Donation - ICOD

Sem Cyuc =%/0NT
\/ Legal, deontological and ethical framework

\/ Identification of possible donors

CUIDADOS INTENSIVOS ORIENTADOS A \/ Research of the will of donation. Care and
LA DONACION DE ORGANOS

CECOMENDACIONES SEnta e communication with the family of the

possible donor

Fecha de publicacion: Pendiente

GRUPO DE TRABAIO V' Critical Unit management

Designados por SEMICYUC

Belén Estébanez Montiel [Hospital Universitario La Paz, Madrid)

M2 Cruz Martin Delgado (Hospital de Torrejon, Madrid)

Fernando Martinez Soba (Hospital de San Pedro, La Rioja) V
Naria Masnou Burrallo (Hospital Universitari de Girona Doctor Josep Trueta, Girona)

José Miguel Pérez Villares (Hospital Universitario Virgen de las Nieves, Granada)

Designados por la ONT p ro g ram

Braulio de la Calle Reviriego (Hospital Universitario Gregorio Marafion, Madrid)
Dolores Escuderc Augusto (Hospital Universitario Central de Asturias, Oviedo)
Teresa Pont Castellana (Hospital Universitario Vall d'Hebrdn, Barcelona)

e, v S, S atp \/ Outcomes evaluation

Organizacion Nacional de Trasplantes
Elisabeth Coll Torres
Beatriz Dominguez-Gil Gonzdlez

Miriam E. Ormefio Gomez

Lola Perojo Vega

David Urufiuela Olloqui

Rafoet Moteson: Aceos EXTERNAL REVIEW P

Recommendation to implement a ICOD
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Living donation

“ \ | - Infections
Qonor POOD /
Other

Donation after
circulatory death

semvcossocmes = ONT

Brain

optimization

Death

t Transmissible
- —— diseases

- Neoplasias

e e

pathologies:
- HTA. DM

Old
donors

- Intoxications

-Rare di se

Non standard risk donors

Expanded criteria
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Spanish program to promote DCD

AIMS

Creationof new DCDprogramsc uDCD& cDCD

~

Increase the effectiveness of DCD - utilization rate and

o e )

number of organsrecovered & transplanted per donor

3. Evaluate post-transplant outcomeswith organsfrom DCD

\ strategiesfor improvement

£ ki

Slt 2l
Para el impulso de la Donacién y el Trasplante
7 - N '!'g" ORGANIZACION NACIONAL DE TRASPLANTES
Lol g2 S ,

| R N
= cerra Uin
3 > 5
N ks 2 M :
1 o 3
L s




@ Donation after Circulatory Death
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Introduction

Glossary & classification of DCD
Determination of death by circulatory criteria
Uncontrolled DCD

a. Outof-hospital logistics. Donor selection criteria
b. In-hospital logistics. Donor selection criteria
C. Preservation. recovery and organ viability

d. Family approach
Controlled DCD

Donor selection criteria

WLST

Extubation cardiac arrest and death determination

a.
b

c. Family approach
d

e Preservation. recovery and organ viability
f.

Requisites for starting a controlled DCD program

Recipient selection criteria &eritransplantmanagement. Information

to the potential recipient
Communication with the media

Ethical & legal aspects

DCD in Spain: state of

the art and
recommendations




E v‘-& SRR BESihsemcossoomes  SHONT @ Donation after Circulatory Death

Additional measures

A Training courses

e e samons,
Somvs soamts Organisacién acions da Trasplantsn

Controlled and uncontrolled DCD
New scenarios for family interview

Normothermic Abdominal Perfusion

INFORME DE ACTIVIDAD DE
DONACION Y TRASPLANTE DE
DONANTES EN ASISTOLIA

Espaia 2015

=S0NT

A Annual Report DCD activity in Spain
Description of procedures and trends

Outcomes: organ recovery, transplantation and post

transplant results =  ——@um

PROTOCOLO NACIONAL DE DONACION Y

TRASPLANTE HEPATICO EN

A National protocols on:

DONACION EN ASISTOLIA CONTROLADA

PROTOCOLO NACIONAL DE
DONACION Y TRASPLANTE
PULMONAR DE DONACION EN
ASISTOLIA

Liver Donation and Transplantation (2015)

Lung Donation and Transplantation (2017)
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Absolutenumber

2500 +
2000 -
1500 -

1000 -

4 1501494
II 11141219 1304314131 4136138 L4244 7143146
1 1004 997
869 932

Absolutenumber

500

500 -

400 -

300 -

200 -

100 -

ORGAN DONORS EVOLUTION Spain

mmm Brain Death Donors mmm Circulatory Death Donors ——Rate pmp al

337 33.8 346 35 339343342 344

33.6 339
315 325

19931994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

. |V 1 b mlla =% DCD/Total Actual donors

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

pmp

100
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74 hospitals— All regions

00—

200 —

100 —

2001 2002 2003

Il H.UNIVERSITARI SON ESPASES
I H.UNIY GERMANS TRIAS | FUIOL
Bl H.VIRGEN MACARENA

B H.VIRGEN DELROCIO

I H.VIRGEN DE LA VICTORIA

Bl . VIRGEN DE LA SALUD

I H.UNIV. VIRGEN DE LAS NIEVES
I H. UNIV.VIRGEN DE LA ARRIXACA

H. UNIV. VALL D HEBRON -
AREA GEMERAL

Bl H. NIV SANT JOAN D ALACANT
H. UNIV. PUERTO REAL
I H.UNIV. PUERTA DELMAR
H. UNIV. FUERTA DE HIERRO
H. UNIV. MEDICO-QUIRLRGICO
JAEN
I H. UNIV. MARGUES DE VALDECILLA
I H. UNIV. LA PAT
B . URIV. LA FE IMFANTIL
H. UNIV. LA FE

H. UNIV. INSULAR DE CRAN
CANARIA

2004 2005 2006 2007

B H.UNIv, DELRIO HORTEGA
H. UNIV. DE TARRAGONA JOAN
peall]

Bl H. UMV, DE LA PRINCESA

H. UNIV, DE GIRONA DR JOEEP
- TRUETA

I H.UNIV. DE CANARIAS
H. UNIV, DE BELLVITGE

Bl 5. THAGORRITHU

Bl H.TORRECARDENAS

Bl H.SANTIAGOAPDSTOL

I H.5AN PEDRO DE ALCANTARA

I H.5AN PEDRO

Il H.5AN JUAN DE DIOS DELALIARAFE

I H.REY JUAN CARLDS {Mdstoles)

B H.REINA 3OFA
H. RAMON ¥ CAJAL

Bl H. NUESTRA SERORA DE CANDELARIA
H. LW, MORALES MESEGUER

Bl H. I NFANTA CRISTINA
H.GRALVACUE

2008 200 2011

2009

H.GRAL UNIV, REINA SOFIAMURCIA

I H.GRAL UNIV. DE ELCHE

I H.GRAL UNIV. DE ALCANTE

Bl H.CRALJUAN RAMON JIMENEZ
H.GRAL GREGORIO MARARSHN
H.GRAL DE LA PALMA

Il H.GRAL DE JEREZ DE LA FRONTERA
H. GRAL DE CATALUNYA

Bl H.CRAL DECASTELLD

- H.GRAL DE AREA SANTA MARMA
DEL ROSELLHUNIV. 5TA LUC[a

I H.GRAL DE ALBACETE
H.GRAL CARLOS HAYA
Bl H.CONOSTIA-DONOSTIA O5PITALEA
B H.CELMAR
Il H.DE SAGUNTO
[0 H.DE HAVARRA
I H.DE MATARS
Il H.CE LA RISERA (4]
I H.DE La MERCEDLOSUNA
I H.DE GRAN CANARLA DR NEGRIN

DCD per Donation Hospital

2oz

2013

H. DE CRUCES
Il H. DE BASURTOD
H.DE ANTEQUERA
Il H.<OSTA DELSOLY)
H.COMARCAL DE LA AXARGUIA
H. CLINICO UNIV, LOZANO BLESA
I H.CURICD SAN CARLDS

H. CLIMIC | PROVINCIAL DE

- BARCELONA

B H.:: DE OCTUSRE
H. UNIV. SAN CECILIO
FUNDACION JIMENEZ DIAZ-UTE
FUNDACIG DE GESTIO SANITARIA

Bl C: L H.DE LA SANTA CREU
| SANT PAU
CLESAGRADD CORAZON, S.L

Bl CHUAC (H. JUAN CANALEID)

g CEVTRE HOSPITALARI DE MANRESA
{Althia)

g © FERALLALDE HLLCUS
ALGUSTLLUGO

£ H. UNIV. DE VIGO {H. ALVARD
CUNGUEIRD)

B C.H.DE OURENSE



DCD IN EUROPE
Absolut number (pmp) - 2015

B >3PMP
I 1-3PMP

<1 PMP

73 (0.5)
6 (1.2)
11 (55) 0 "t : ...‘l.'...'
4 (0.9) 156 (9.2) 3(0.1)
110 (9.7) gji'f)/
§ 16 (1.9) 6(0.7) ' i 5 CO
55 (0.9) ABSO RER

{) 8(0.1)
314 (6.8) t}

495 (10.6)2016
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The need

CHANGES IN THE
PROFILE OF
POTENTIAL

ORGAN DONORS

“‘;;ﬁ;’/\m\ PROGRESSIVE

i =\op CHANGE IN

B ELEGIBILITY

CRITERIA FOR
DECLINE IN ORGAN IMPROVEMENTS
MORTALITY DONATION IN THE CARE OF
RELEVANT TO NEUROCRITICAL
ORGAN DONATION PATIENTS

Information on the quality and safety of transplants performed with orgafw:
from these donors IESSENTIAd guide riskbenefit assessments in the futu
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NON STANDARD RISK DONOR
(NSRD-DRNE) PROJECT

Donors with an increased risk of
donor related disease In the
recipientassumed before

transplantation

A Al NSRD since 01/01/2013

’ «ﬁ\‘%f
A Utilization NSRD .,,“ ‘C:

i)
A y';

A Followup recipients
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6-12-24 months

Malignancies

Prioror presenthistory of
malignancy

Poisoning 3 months

A
A
A
A
A
A
A
A

Cocaine

Ecstasy

Hydrocarbons
Mushrooms
Organophosphates
EthyleneglycolMethanol
Rodenticide

Other

Infections
A CNSnfections
A TBC

A Emergingnfections
A Bacteriemias

A Endocarditis

12-24 months

Other diseases

A Myeloproliferativedisorders

A Amyotrophiclateral sclerosis
A Systemidupuserythematosus
A Multiple Sclerosis

A Other (rare disease}
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KIDNEY TRANSPLANTS- OQutcomes

Transplantation. 2008 Jun 15:85(11):1573-9. doi: 10.1097/TP.0b013e3181705%a1

Patient and graft outcomes from deceased kidney donors age 70 years and older: an analysis of
the Organ Procurement Transplant Network/United Network of Organ Sharing database.

Chavalitdhamrong D', Gill J, Takemoto S, Madhira BR, Cho YW, Shah T, Bunnapradist S

Author information

Abstract

BACKGROUND: The organ shortage has resulted in more use of older deceased donor kidneys. Data are limited on the impact of donor aged
70 years and older on transplant outcomes. We examined patient and graft outcomes of renal transplant from expanded criteria donors
(ECDs) aged 70 years and older, using the Organ Procurement Transplant Network/United Network of Organ Sharing database.

METHODS: We identified 601 deceased donor transplants from donors clder than 70 years from 2000 to 2005. The follow-up time was until
May 2007. Allograft and patient survival were compared between recipients of transplants from older ECDs (age > or =70) and vounger ECDs

(age 50-69). The relative risk of graft loss and patient death we

RESULTS: The adjusted relative risks of overall graft loss (hazz
graft loss (HR 1.32; 85% CI1 1.09-1.61), and patient death (HR *
older ECD kidneys. The relative risk of patient death was lowar
compared with recipients aged 41 to 60. In contrast, the relative
were transplanted into recipients older than 60

A OLD FOROLD

A BETTER THAN
REMAINING ON

CONCLUSIONS: Transplants frem older ECD kidneys are asso
when older ECD kidneys were transplanted into recipients your

DYALISIS

Transplant Proc. 2009 Jul-Aug:41(6):2379-51. doi: 10.1016/ transproceed.2009.06.156.

Kidneys from elderly deceased donors discarded for transplantation.
Andrés A', Polanco N, Cebrian MP, Sol Vereda M, Wazquez S, Nufio E, Bello T, Gutierrez E, Gonzalez E, Praga M, Morales E, Morales JM, Leiva O, Aguirre F,

X

A systematic review of kidney transplantation from expanded criteria donors.

Am J Kidney Dis. 2005 Sep;52(3):553-88. doi: 10.1053/.ajkd 2008.06.005.

Pascual J', Zamora J, Pirsch JD.

Author information

Abstract

BACKGROUND: During the past few years, there has been renewed interest in the use of expanded criteria doners (ECD) for kidney
transplantation to increase the numbers of deceased donor kidneys available. More kidney transplants would result in shorter waiting times
and limit the morbidity and mortality associated with long-term dialysis therapy.

STUDY DESIGN: Systematic review of the literature
SETTING & POPULATION: Kidney transplantation population.

SELECTION CRITERIA FOR STUDIES: Studies were identified by using a comprehensive search through MEDLINE and EMBASE databases

Inclusion criteria were case series, cohort studies, and randomized controlled trials assessing kidney transplantation in adult recipients using

ECDs

PREDICTOR: A special focus was given to studies comparing the evelution of kidney transplantation between standard criteria donors

(defined as a donor who does not meet criteria for donation after cardiac death or ECD) and ECDs (defined as any brain-dead donor aged >

60 years or a donor aged > 50 years with 2 of the following conditions: history of hypertension, terminal serum creatinine level »or= 1.5

mg/dL, or death resulting from a cerebrovascular accident).

OUTCOMES: Criteria used to define and select ECDs, practice patterns, long-term outcomes, early complications, and some patient issues,
uch as selection criteria and immunosuppressive management.

SULTS: ECD kidneys have worse long-term survival than standard criteria donor kidneys. The optimal ECD kidney for donation depends

Diaz R
Author information

Abstract

Although deceased denors older than 60 years of age (D > 60) are increasing in number, little information exists on the rate of discarded
kidneys from these aged individuals. This study sought to analyze causes of discard of kidneys from D > 60. Since 1997, we have
transplanted kidneys from D > 60 into elderly recipients after assessing their functional and anatomical viability. Among 3444 renal offers for
transplantation between 1997 and 2005, 1967 (57%) came from D > 60. Of these, 1145 offers were discarded, because the kidney doner was
not adequate (n = 470) or because there was no elderly recipient on our waiting list (n = 675). We also examined 1745 kidneys, 822 (47%) of
which came from D > 60. The percentage of discarded kidneys due to macroscopic or microscopic alterations was 46% in the D > 60 group
compared with 14.7% in the donor group younger than 60 years of age (D < 60: P < .01). We transplanted 443 kidneys from D > 60 (85 dual
273 single) to 358 recipients of matching age and 900 kidneys from D < 60. Three-year death-censored actuarial graft survival rate was 83%
for D » 60 compared with 89% for D < 60 transplant (P = not significant). In conclusion, kidneys from D' > 60 were discarded for
transplantation mainly because there was no elderly recipient on the waiting list and due to macroscopic or microscopic alterations. Given the
increasing offer of kidneys from D > 60 and the good results of transplantation with these aged kidneys in elderly recipients, the indications for
kidney transplantation should be expanded to include more of the elderly population on dialysis to the waiting list.

deq glomerular filtration rate and acceptable donor kidney histelogical characteristics, albeit the usefulness of biopsy is debated.
ITATIONS: This review is based mainly on data from observational studies, and varying amounts of bias could be present. We did not
mpt to quantitatively analyze the effect of ECD kidneys on kidney transplantation because of the huge heterogeneity found in study

lesigns and definitions of ECD

ONCLUSIONS: Based on the available evidence, we conclude that patients younger than 40 years or scheduled for kidney retransplantation
ould not receive an ECD kidney. Patients 40 years or older, especially with diabetic nephropathy or nondiabetic disease, but a long
pected waiting time for kidney transplantation, show better survival receiving an ECD kidney than remaining on dialysis therapy.
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LIVER TRANSPLANTS- Outcomes
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How important is donor age in liver transplantation? Adam et ai" Dieceased deanr <55 yros =& yr BT Higher graft survival with donoss younger than 55 yr
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. Anderson ef al™ Decensed donor slyr 41 Mo differenoes were observed
outcome of LT, however, surgical factors such s Dioceased donor 0y 1% Mo differences were cheerved i selected recipients
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Actual Risk of Using Very Aged Donors for Unselected Liver Transplant Candidates: A European

also essential. Therefore, avoiding these factofr s j Very with danars < 30 yr
as much as possible in LT performed with elde ity ey

hw BertuzzoVR', Cescon M, Odaldi F, Di Laude M, Cucchetti A, Ravaioli M, Del Gaudio M, Ercolani G, D'Errico A, Pinna AD with alder donars
donorsmay lead to outcomes similar to those [ e v
Wlth transplants pe rfO rmed WI h yO LI n g er a ng:;;tl\lE To evaluate the whole experience of liver transplantation (LT) with donors =70 years in a single center not applying specific raie 28 1, 3 and 5 yr

W donarlrecipient matching criteria mabe 2t 1, 3and 5 yr

d o n 0 rS BACKGROUND: LT with very old donors has histerically been associated with poorer cutcomes. With the increasing average denor age and
LT:  the advent of Model for End-stage Liver Diseases (MELD) score-based allocation criteria, an optimal doner/recipient matching is often

unsuitable
? METHODS: Quicomes of all types of LTs were compared according to 4 study groups: patients transplanted between 1398 and 2003 with
4
donors <70 (group 1, n = 396) or =70 years (group 2, n = 88); patients transplanted between 2004 and 2010 with donors <70 (group 3. n =
409), or 270 years (group 4, n = 190). From 2003, graft histology was routinely available before cross-clamping. and MELD-driven allocation
was adopted

REqIsTRO ESPARGL RESULTS: Groups 1 and 2 were si
pE lower rate of moderate-to-severe g

median donor age, recipient age, a Q@¢togenarian Donors in Liver Transplantation.

decreased. Five-year graft survival  Gaqiacas 111 Guerra M?, Alvarez Martinez L?, Ruiz P2, Ventoso A2, Palomares |2, Prieto I, Matarranz A2, Valdivieso A%, Ortiz de Urbina J?

Memosia pe Resulrapos (P =10.128). Transplants performec

treatments were independently ass

Transplant Proc. 2016 Nov;48(9):2856-2858. doi: 10.1016/.fransproceed.2016.06.063.
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Author information

2015 CONCLUSIONS: Even without sper AbStract
with appropriate donor manageme INTRODUCTION: Due to the disparity between the number of patients on the list for liver transplantation and the availability of organs, the use

of older donors has become necessary. The aim of this study was to investigate the cutcomes of liver tr;
donors.

plantation using ian

METHODS: From December 2003 to February 2016, 777 liver transplantations were performed at our institution, 33 of them (4.2%) with
Su pEr\r'W'E n[:ia E 4 donors 80 years old and above. Qur policy for the acceptance of these donors is based on preoperative liver function tests, donor

hemodynamic stability, and intraoperative nermal gross aspect. Octogenarian grafts were deliberately not assigned to retransplantations or to

0-2 afios {433] B3 8% BD.7% 75.8% 73.4% T1% 57.9% recipients with multiple previous surgical procedures or extensive portal thrombosis
. RESULTS: Mean doner age was 82.7 + 2.1 years, with a range between 80 and 88. Only 12.1% suffered hemodynamic instability during the
3-15 anios {404' 28 9% BE. 4% B4% 7B 75.5% 68.6% intensive care unit stay. Three donors (9.1%) had a history of diabetes mellitus. The mean Model for End-Stage Liver Disease score among
- recipients was 14.7 £ 5.6. Mean cold ischemia time was 302 + 61 minutes. After a median follow-up of 18.5 months (range 7.5 to 47.5), no
16-39 anios !1533" 91.6% 88.2% 81 8% 74.4% 69.7% 59.8% graft developed primary nenfunction. We observed hepatic artery thrombosis in 1 patient (3%) and biliary complications in 4 patients (12.5%).
- There was 1 case of ischemic-type biliary lesion, although it was related to hepatic artery thrombasis. Patient survival at 1 and 3 years was
40-59 anios !11091} 91.9% BB.2% 81.5% 726% B6.6% 55.2% 90.3%, whereas graft survival was 92 6% and 86.4%, respectively.
zﬁu anos {5533' 2% B7.7% 79% 59% B2 2% 47 6% CONCLUSIONS: Excellent mid-term results can be cbtained after liver transplantaticn with octogenarian denors with sirict denor selection and

adequate graft allocation.
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LUNG TRANSPLANTS- OQutcomes

rihisa Shf'gcirmr(i,l'

* Tetsuya Horai,' Jay K. Bhama,' Jonathan D’
Yoshiya Toyoda,' Joseph M. Pilewski,” James D. Luketich,' and Christian A. Bermudez

nha," Diana Zaldonis,'

Background. A shortage of donors has compeled the use of extended-criteria donor organs in lung transplantation.
The purpose of this study was to evaluate the impact of using older donors on outcomes after hing transplantation

using current protocols.
Methods. |
87 patients ( 14.7
donors less th
Results.
were similar between the
from older donors (
pulmonary pressure gradient

20 mm Hg)

5
risk factors mr rnnrr.nlln in the recipients of lungs from older donors.
is large, single-center experience demonstrated that transplanting lungs from donors older than
55 years did not yield worse short- or long-term outcomes as compared with transplanting lung

Conclus

ns.

donors, However, transplanting lungs from

who required pmolonged cardiopulmonary bypass increased the risl
should not be excluded because of donor age alone, surgeons should carcfully consider their patient sclection criteria
and surgical plans when transplanting lings from older donors,

Background: A shortage of donors has led to the progressive expansion of criteria
for donor selection in lung transplantation. The outcome of recipients of lungs from
donors aged SO years or older s analyzed systematically.

Methods: From March 1998 to June 2003, 49 recipients received lungs from donors
aged SO years or older (range 50-64 years, mean 54 + 3 years). This group of
recipients was compared with 244 patients receiving lungs from donors aged less
than 50 years (range 740 years, mean 32 = 11 years). This study was undertaken
on all 293 patients at our institution who received Perfadex-preserved lungs
(Vitrolife, Goteborg, Sweden).

Results: Recipient age. sex, and indications for transplant did not differ significantly
between groups. Also, the percentage of the different types of transplants (bilateral
or single: lung transplantation) performed was equal in both cohorts. Donor Paos/
Fio, ratios before lung retrieval (415 = 91 vs 439 = 113, respectively) and length
of ischemic time (347 = 67 minutes vs 351 * 84 minutes, respectively) did not
differ significantly between the older and younger donor groups. The following
posiiransplant parameters were also not statistically different: fist Pan,/Fio, at
intensive care unit arrival (274 + 125 in the older donor group vs 2 19in the
‘younger donor group, respectively), mechanical ventilation time ( 7 hours
Vs 260 = 425 hours, respectively), and length of stay in the intensive care unit (16
= 18 days vs 14 = 18 days. respectively). Recipient survival in the older
younger donor ¢ uup\ 3130 days. 3.6, 12, 24, and 60 monihs was T7% = 6%
5 versus 6%
4%, and 66% =+ 4%, respectivel

w 7
Conelusions: Lung st from eerty oo hveboen considered 5 marginal orans
for transplantation. However, this study indicates thal transplantation of lungs from
carefully selected donors aged 50 years or more may kead to similar shori- and long-term
outcomes compared with lungs from younger donors. The use of lungs from elderly
donors may help to increase the number of donor organs in lung ransplaniation,

ung transplantation has evolved during the past 2 decades (o become
a viable treatment option for several end-stage pulmonary diseases.'
Although the number of annually performed lung transplant proce-
dures still increases.” donor organ availability has become a serious
problem. and the demand for donor lung y exceeds the supply.
“This lack of donor organs has led to an increasing mortality of
patients on the lung transplant waiting list. Obviously. the fisk of monality by the

The Journal of Thoracic and Cardiovaseular Surgery - Volume 129, Number 4 919

From January 2003 to August 2009, 593 lung transplants were performed at our institution. We compared
who received lungs from donors aged 55
ars old. We also examined risk factors for mortality in recipients of lungs from older donors.
he incidence of major _nmplu.nunm induding severe primary graft dysfunction and carly mortality rates

ears or alder with 506 patients who recdved lungs from

was lower in the patients who re lungs
) recipient pulmonary hypertension (trans-
and prolonged intravperative cardiopulmonary bypass were significant

pm.ttr:mt.plmt peak
5). In multivariate analy

s from younger
older donors into recipients with pulmonary hypertension or recipients
for mortality. Although lungs from older donors

s, Pulmonary hypertension.
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donors on outcomes after lung transplantation using current protocols.

examined risk factors for mortality in recipients of lungs frem older donors.

factors for mortality in the recipients of lungs from older donors.

Zaldonis, Diana'; Toyeda,

Background: A shortage of doncrs has compelled the use of extended-criteria donor organs
in lung transplantation. The purpose of this study was to evaluate the impact of using older

Methods: From January 2003 to August 2009, 593 lung transplants were performed at our
institution. We compared 87 patients (14.7%) who received lungs from donors aged 55 years
or older with 506 patients who received lungs from donors less than 55 years old. We also

Results: The incidence of major complications including severe primary graft dysfunction and
early mortality rates were similar between the groups. However, posttransplant peak FEV1
was lower in the patients who received lungs from older donors (71.7% vs. 80.7%, P<0.05)
In multivariate analysis, recipient pulmonary hypertension (transpulmonary pressure gradient
=20 mm Hg) and prolonged intraoperative cardiopulmonary bypass were significant risk

Conclusions: This large, single-center experience demonstrated that transplanting lungs from
donors older than 55 years did not yield worse short- or long-term outcomes as compared
with transplanting lungs from younger donors. However, transplanting lungs from older
denors into recipients with pulmenary hypertension or recipients who required prolonged
cardiopulmonary bypass increased the risk for mortality. Although lungs from older donors
should nct be excluded because of donor age alone, surgeons should carefully consider their
patient selection criteria and surgical plans when transplanting lungs from older donors.

J Heart Lung Transplant. 2015 Oct;34(10):1325-33. doi: 10.1016/ healun.2015.06.002. Epub 2015 Jun 10.

Survival and spirometry outcomes after lung transplantation from donors aged 70 years and
older.

Sommer W', Jus F7, Salman J', Avsar M? Marsch G', Kaufeld T', Zinne N', Fushner T2, Greer M?, Gottlieb J?,

D?, Haverich A', Welte T2, Warnecke G*

. Tudorache |*, Kiihn C', Wiegmann B', Boethig

# Author information

Abstract

BACKGROUND: Mediocre donation rates and increasing demand for lung transplantation leads transplant centers to consider extended-
criteria denor lungs. Arguably, the largest remaining non-utilized lung denor segment is the elderly individual, already considered for visceral
organ donation but not thoracic. So far, transplantation of donor lungs aged = 70 years is rarely reported, and recipient outcomes are
unknown. Accordingly, we report a single-center series of lung transplantations from donors aged 2 70 years and compare outcomes with
contemperary lung transplantations from younger donors

METHODS: All bilateral lung transplantations performed at our center between March 2011 and July 2014 were analyzed, and 2 cohorts were
built according to lung donor age

RESULTS: A total of 440 bilateral lung transplantations were performed from 413 donors aged <70 years, and 27 donors aged =70 years
Daonor characteristics did not differ in sex, donar time on mechanical ventilation before retrieval, or denor partial pressure of arterial
oxygenffraction of inspired oxygen ratio. Older donors were significantly less often positive for smoking history (43.7% vs 14.8%, p =0.003) or
for abnormal bronchoscopy results (52.9% vs 15.8%, p = 0.002). Recipients receiving donor lungs aged <70 years were younger than those
receiving clder donor lungs 2 70 (49.8 [range, 35-58] vs 58 [range, 53-62] years, p < 0.0001). Underlying diagnoses did not differ significantly
between the groups. Post-operative mechanical ventilation times (15 [range, 10-59] vs 27.5 [range, 10-75.8] hours), intensive care unit stays
(3 [range, 1-5] vs 3 [range, 1-8] days), and total hospital lengths of stay (24 [range, 22-40.5] vs 24 [range, 22-40] days) of the recipients did
not differ significantly between the two groups. The percentage predicted forced expiratory volume in 1 second was 86.5% + 26.2% 12

mor ts after transplantation of younger lungs vs 72.2% + 23.8% (p = 0.01) after transplantation of clder lungs. Differentiating the spirometry
f.dings according to underlying diseases showed significantly lower forced expiratory volume in 1 second values after transplantation of
donor lungs aged 270 only in idiopathic pulmonary fibrosis recipients but not in emphysema patients. Patient survival up to 36 months was not
significantly different, with 1-year survival being 92.9% for younger vs 95 5% for older doner lungs

CONCLUSION: Use of donor lungs aged =70 years for transplantation is safe, without compromising survival. However, spirometry findings
after transplantation with donors 270 years indicate better functional cutcomes in emphysema recipients than in idiopathic pulmonary fibrosis
recipients.
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