Standard Operating Procedure for Deceased Organ Donation 

in Non Transplant Organ retrieval Centers (NTORC)

Pre-consent

1. Identification of Brain Dead patient by treating team of doctors.

2. Brain death has to be confirmed before giving the option of organ donation to the relatives.

3. KNOS can be contacted at this point in the following numbers for the help and guidance to complete the brain death certification.

1. Project Manager, KNOS
: +91 8281932291

2. State Co-ordinator, KNOS
: +91 9446390313

3. State Convener, KNOS
: +91 9847064842

4. Tests to assess brain function will be performed by treating team as per the protocol (Annexure I).

5. First apnoea test will be performed by the treating team or intensivist as per the protocol (Annexure II) and document in the patient file.

6. Maintenance of brain dead patient by treating team or intensivist as per the protocol (Annexure III).

7. Communication to the family regarding brain death of the patient by treating team.

8. Once the family has reached the stage of acceptance, Request for organ donation will be made by treating team (Grief counseling: Annexure IV). 

9.  Should give enough time for the relatives to make a decision.


Post consent protocol. KNOS notification and organ allocation by KNOS

10. If the relatives are willing, treating doctor or public relations officer will inform KNOS in the above numbers.

11. KNOS will decide the organ allocation and alert the recipient hospitals. It is important to alert all the hospital in the zone, especially regarding liver. This will give sufficient time for reallocation should one hospital decide not to accept it after seeing the condition of the liver.

12. Transplant co-ordinator from the recipient hospital (liver, if not kidney) will involve from this point onwards.

13. Transplant co-ordinator will reach the donor hospital and explain the procedure of organ donation to the relatives.

14. Transplant co-ordinator will take the consent for organ donation form the relatives (Annexure V).

15. Transplant coordinator will call external doctor for Brain death certification.

16. All tests to assess brain function will repeated by treating team as per the protocol (Annexure I).

17. Second apnoea test (after the 6 hours after first test) will be performed by the treating team or intensivist in the presence of all following signatories in the Brain Death Certificate (Annexure VI):

1. Medical Administrator In charge of the hospital in which brain-stem death has occurred.

2. Neurologist / Neuro-Surgeon.

3. Medical Officer treating the patient.

4. Registered Medical Practitioner nominated from the panel of names approved by the Appropriate Authority.

18. Complete Brain Death Certificate (Annexure VI) and signatures by four signatories.

19. If this is a medico legal case 18 to 22 should be completed otherwise can proceed with 23.

20. Intimation of death has to be sent to the police station from the donor hospital.

21. Police will come and make an inquest.

22. Transplant co-ordinator will make sure that the police inquest will be done in time.

23. Cadaver will be shifted to the operation theater and organ retrieval will be completed by retrieval team.


Retrieval and post retrieval procedure. (Very important)

24. Meanwhile the transplant co-ordinator will make sure that the bill (from the time of identification of brain death) will not be charged to the donor family. This bill may be handed over to the transplant co-ordinator and will be shared by organ receiving hospitals (including ambulance charges).

25. Team leader of the retrieval team will write a detailed operation note mentioning all the details of organ reteieval surgery.

26. Handing over the body to the relatives.

27. Transplant co-ordinator will make sure that the autopsy is performed in time and the body is handed over to the relatives by the police without much delay.

Annexure I

Prerequisites (all must be checked)

· Coma, irreversible and cause known

· Neuroimaging explains coma

· CNS depressant drug effect absent (if indicated toxicology screen; if barbiturates given, serum level  FORMTEXT  10 g/mL)

· No evidence of residual paralytics (electrical stimulation if paralytics used).

· Absence of severe acid-base, electrolyte, endocrine abnormality

· Normothermia or mild hypothermia (core temperature  36°C)

· Systolic blood pressure  100 mm Hg

· No spontaneous respirations

Examination (all must be checked)

· Pupils nonreactive to bright light

· Corneal reflex absent

· Oculocephalic reflex absent (tested only if C-spine integrity ensured)

· Oculovestibular reflex absent

· No facial movement to noxious stimuli at supraorbital nerve, temporomandibular joint

· Gag reflex absent

· Cough reflex absent to tracheal suctioning

· Absence of motor response to noxious stimuli in all 4 limbs (spinallymediated reflexes are permissible)

Annexure II

Guidelines for Apnoea Test:

Patient should have a temperature of more than 350 centigrade euvolemic and with Systolic pressure =/> 90mm of Hg.

I. The first Apnoea test should be performed only after 4 hours of Coma associated with absence of brain stem reflexes. In the case of Anoxic brain damage, this period should be extended to 12 hours.

II. The physician involved in certifying brain death shall be present during Ventilator removal to attest the presence of Apnoea if found

III. Ventilator manipulation is performed to raise the PaCo2=/>40 mmHg

IV. The patient should be hyper oxygenated with 100% Oxygen for 15 minutes, while still on the Ventilator, prior to the Apnoea test

V. Either a blood gas or trending of ETCO2 should be used to determine the adequacy of the baseline prior to the test. SPO2 should be monitored during Apnoea test.

VI. Place the patient on 100% Oxygen through a tracheal catheter with the tip towards the end of the tube with a continuous 6L/min O2 flow.

VII. The patient is taken off the Ventilator in the presence of a physician certifying brain death. The patient is kept off the Ventilator for a variable period of time (usually 3 to 8 minutes) to allow the PaCo2 to rise =/>55 mm Hg or =/>15mmHg over baseline. During this time, the patient is observed for respiratory movements.

VIII. Test interpretations:

1. Positive Test – implying Apnea despite adequate stimulation

· Patient remain Apneic, without respiratory movements

· PaCo2 is =/>55mm Hg or =/>15mmHg from baseline

2. Negative test – Implying Apnea is not present

· Respiratory efforts noted at any time during the test

3. Indeterminate test

· PaCo2<55mmHg or there is less than 15mm Hg increase over baseline

4. Indeterminate tests can either be repeated or another confirmatory test utilised.

IX. Apnoea test should be aborted if the patient develops hypotension, or significant cardiac arrhythmias.

X. These norms will vary for patients less than 12 years and patients with major chest trauma.

Annexure III

Maintenance of brain dead patient

Instructions to be followed by the assigned nurse and ICU Registrar

Main Goal

· Active Hemodynamic Stability

· Optimize functions of organs transplantable

I. Temperature:


Goal: ≥35 degree Celsius


Monitor oral temperature and warm blankets on all brain dead patients


If temperature is <35 degree Celsius use active rewarming (blakets, Warm IV 
fluids)

II. Hemodynamic Support:

a) Goal: CVP 8-10 mm of Hg

b) BP (Mean Arterial Pressure) ≥65

c) Urine Output: 0.5 – 3ml/kg/hr

d) Place Central Venous catheter intrajugular vein and monitor CVP

e) Fluids: Crystalloids/RL or Consider 5% DW or ½ NS id Na increasing due to Diabetes Insipidus


Vasopressors: 


· Vasopressin: 0.5 – 2.4 units/hr

· Noradrenaline up to 0.5/kg/min – 0.8/kg/min

· Adrenaline 0.04 – 0.2 mcg if BP still low

III. Hormone Replacement Therapy

a) Insulin IV infusion to maintain CBG 150-180 mg/dL





Vasopressin: 0.5 – 1.8/hr IV

b) Levothyroxine 20g bolus then 10g/hr infusion till retrieval

c) Methylprednisolone 15 mg/kg max-1gm/day

IV. Diabetes Insipidus

If urine output 4ml/kg/hr Na ≥145, urine osmolarity ≤200mosm

Start: DDAVP (Desmopressin) (10 mg spray each nostril (total) two doses (20mg)

Achieve Urine Output ≤4ml/kg/hr

V. Electrolyte Management


Goal: Na ≤150


Check Na q8h daily


Neutralise each point with 8 – 10 U PI

	Na 160
	Switch to D5W as maintenance (Stop NS / ½ NS / Fluids / Salt Free diet)

	Na 145-150
	Maintain D5W / ½ NS alternately

	Na 140-145
	Maintain as ½ NS / NS alternately

	Na <140
	Maintain NS or RL


VI. Bolus for Hypotension


Can be NS / RL even if Na 150

VII. Labs to be done (if not done already)


Screening

· CBC

· RFT

· LFT

· PT INR

· Serology (HIV, HbsAg, HCV ELOSA method)


Second Level (if going ahead with organ harvesting)

· Chest X-ray

· Blood culture

· Echocardiogram - in case of potential heart donor 

· Ultrasound Abdomen - If portable machine is available 

· Urine culture - if fever or pus in urine present 

· Tracheal aspirate - If lung donor 

· Anti HBC Total if liver donor (blood sample needs to be sent to recipient hospital along with lympocyte cross match sample if the facility is not available the in the donor hospital)

VIII. Daily Labs


Na and K – q8h daily


ABG - SOS

