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SCENARIO #6

• Brain dead patient following emergency cardiac surgery for clotted valve

• Family says they do not accept brain death

• Organ donor: Yes or No?





DONATION IS POSSIBLE IN A LOT MORE 
CIRCUMSTANCES THAN WE REALISE



UNITED KINGDOM



UK POTENTIAL 
DONOR AUDIT

• Not tested

• Medical contra-indications

• Family not approached

• Consent not given

• Donor unstable
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CLINICAL TRIGGERS - UK

• Patients who have had a catastrophic brain injury 

• (a) the absence of one or more cranial nerve reflexes and 

• (b) a Glasgow coma scale score of ≤4 (not explained by sedation)

• and/or a decision has been made to perform brainstem death tests, whichever is the 

earlier; or

• The intention to withdraw life sustaining treatment in patients with a life 

threatening or life limiting condition that will, or is expected to, result in 

circulatory death.
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PUBLIC

• 74 approaches 

• 18 consents

• 24% consent rate

• 2 453 668 people

• 7.34 donors pmp

• 9 approaches 

• 5 consents

• 55% consent rate

• 1 660 668

• 3.31 donors pmp

PRIVATE

PUBLIC AND PRIVATE

• 5.59 donors pmp



CONDITION OF THE 
POTENTIAL DONOR AT 

TIME OF REFERRAL

• In 67% of patients required 

immediate fluid resuscitation 

with over 1 liter of fluid



CLARITY OF PRIOR COMMUNICATION

Was the family aware of the 

poor prognosis?

Yes

No

Not recorded

41 (55.4%)

32 (43.2%)

1 (1.4%)

8 (88.9%)

1 (11.1%)

0 



ORGAN 
DONATION

• End of life care should, as 
standard of care, explore the 
patient's wishes towards organ 
and tissue donation.

• The recommended time for 
such an assessment is when a 
decision is made to perform 
brain death testing or to 
withdraw life-sustaining 
treatment
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Dead Donor Rule

All organ donors are clinically dead 

Transplant team is not involved in the 
dying process



Donation after circulatory arrest

A patient who is expected to die upon 
withdrawal of life support can potentially 
donate lungs, liver, kidneys and pancreas

Informed consent

Co-ordination with the transplant team

Procurement operation needs to happen 
immediately upon certification



A typical scenario

Catastrophic stroke with a GCS of 3 but preserved 
corneal and cough reflexes and sporadic gasping 

respirations

Decision made with family to withdraw life support

Organ donation discussed and family consents

Patient taken to theatre by treating clinician and palliated 
(extubated on a morphine infusion and heparin bolus 

given)

Transplant team is scrubbed and waiting in the anteroom



Either



Patient arrests 

Within an hour of being extubated

After a period of 5 minutes with no spontaneous 
cardiac and respiratory effort the treating clinician 

certifies the patient dead

Theatre team procedes with operation to procure the 
organs



Patient does not arrest

Within an hour of being extubated

Transferred to end-of-life palliative care ward

Transplant team stands down

Family informed that organ procurement was not 
possible





HOW LONG DO YOU WAIT?



FROM THE ABSENCE OF WHAT?

• Respiration?

• Movement?

• Auscultation of heartbeat?

• Palpation of heartbeat?

• ECG flatline?

• A-line flatline?

• Echocardiography flatline?



ITALY



GERMANY





CHECKLIST



CONTEXT OF CIRCULATORY DEATH 
DETERMINATION

• One of the following criteria must be met:

• It is inappropriate to attempt cardiopulmonary resuscitation

• Attempts at cardiopulmonary resuscitation have failed

• Treatment aimed at sustaining life has been withdrawn

• Treatment may be withdrawn because:

• it has been decided to be of no further benefit to the patient and is not in his or her 

best interest to continue

• It is in respect of the patient's wishes via an advanced directive to refuse treatment



HOW AND HOW LONG?

• The patient should be observed by the person responsible for confirming 

death for a minimum period of five minutes to establish that irreversible 

circulatory arrest has occurred.

• The absence of mechanical cardiac function should be confirmed using a 

combination of the following:

• absence of a central pulse on palpation

• absence of heart sounds on auscultation



INVASIVE MONITORING

• In the hospital setting clinical assessment of absent mechanical cardiac function 

can be supplemented by one or more of the following:

• absence of pulsatile flow using direct intra-arterial pressure monitoring

• absence of contractile activity using echocardiography



INTERMITTENT ELECTRICAL ACTIVITY CAN 
OCCUR UP TO 30 MINUTES AFTER 

COMPLETE LOSS OF CARDIAC OUTPUT 



FINAL CONFIRMATION

• After the five minute period of continued circulatory arrest has passed the 

absence of pupillary responses to light and of any motor response to supra-

orbital pressure should be confirmed. The time of death is recorded as the 

time at which these criteria are fulfilled.









WHAT’S MISSING?



ISSUES TO CLARIFY IN YOUR PROTOCOL

• Patient selection

• Ante-mortem interventions not to the benefit of the patient

• Heparin and tissue typing bloods

• Location of withdrawal

• Theatre or ICU / ED

• Time allowed

• For different organs

• Consideration of normothermic regional perfusion



SAMJ SPECIAL 

• Transplant Special Edition 

• Submissions mid-2023

• Editor and fundraiser in chief – Prof Jerome Loveland

• Publication aimed for November 2023



DONOR SELECTION

Type of DCD







PREDICTING 
ARREST



TIMINGS - UK

• Liver: 30 minutes (from warm ischaemic time to into the cooler box)

• Pancreas: 30 minutes 

• Lungs: 60 minutes (from onset of functional warm ischaemia to mechanical re-

inflation of lungs) 

• Kidney: 120 minutes - then reassess with regard to logistics possibly another 2 

hours



ANTE MORTEM INTERVENTIONS

• Heparin 25 000 U

• If not felt to hasten death

• Infectious screening

• Organ assessment investigations

• Tissue typing

• Not wires, ECMO cannulas, not cleaned and draped











CONTEXT

• 31.7 donors per million population

• 47 donors per million population

• 22.5 donors per million population

• 16.3 donors per million population

• 1.6 donors per million population



CONSENT IS LINKED TO HOW WE COMMUNICATE 
AND COMPASSIONATELY HANDLE END OF LIFE 

CARE WITH THE FAMILY

A family will always have just lost a loved one
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david.thomson@uct.ac.za



FINALITY OF DEATH


