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[EyOVOC N OLVTLOTPEMTO

Taxeia anodlopydvwon 6Awv tTwv
CUOTNHOTWV TOU OPYOVIGUOU —> GWHOTIKOC
Bavatoc o€ AlYyEC WPEC- NUEPEC

H enituxng HETApOOXEVON MPOUMOOETEL KAAR
KOTALOTOLON TWV OPYAVWV

JUuxVva «KeEVO» o€ ppovtida dotn mpLv- peTA
TNV eykataoctoon eykepaAikov Oavatou



12.500-27.000 duvntikoi dotec opyavwyv nteBaivouv / £€to¢

# KaBuotepnpuévn dtayvwon tou EO

# AVEMAPKNC APXLKA OVTLHETWITLON KOl XWELG
TPWTOKOAAQL

# Aduvapia anocnaong CUVOLVEONC GUYYEVWV
# Anouoia EUTELPOU ouvTovVIoTH
# Avotnpa kprtipla emAoyng 60tn

Organ Procurement and Transplantation Network 2003



Curr Neurol Neurosci Rep (2016) 16: 86

Table 2  Prevalence of systemic complications in brain dead donors

Complication Prevalence
Cardiac arthythnuas 25-32 % |74, 103]
Diabetes insipidus 46-86 % [7, 104]
Disseminated intravascular coagulation 2855 % [73, 74]
Hypotension 80 % [74]
Neurogenic pulmonary edema 13—18 % [73, 74]
Systolic myocardial dysfunction 42 % |74]

Thrombocytopenia 56 % [73]




APXOMEVOC EYKOAEAOMOC: «TpLAdaL
Cushing» (unéptaon, Bpadukapbia,
dlatapaxEC ovarmvonc)

e Katd tov eyKOAEAGUO : «KaTalyida armo
TO CUUTTOONTLKO VEUPLKO CUCTNHLOLY

(taxukapbia, uréptaon, TSVR,TCO,
uTtepOepuia)

e MEeTa TOV EYKOAEAOMO : AN EKTTTWONC
AELTOUPYLWV

Bpadukapbdia, urtdtaon, ¥ SVR, ¥ CO, taxeia
arodLopyavwon OAwvV TwV CUCTNUATWV
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Arrhythmias
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Wood K. N EngIJ Med
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SYMPATHETIC STORM INDUCES SYSTEMIC VASOCONSTRICTION

powe

CENTRAL BLOOD VOLUME
70% of the total blood volume
accumulated

SEVERE PULMONARY EDEMA |
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SI RS Brain death
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Hormonal and Catecholamine Release of Circulating
metabolic storm Neuropeptides mediators from
derangement Vasoconstriction 1Ischemic brain

Pernipheral Activation of
iIschemia endothelium

Inflammation in
peripheral organs

I A\ cta  Anaesthesiol Scand. 2009:53 8




CAUSES

* Loss of hypothalamic
control

e Poikilothermia

e Loss of muscular activity
e Systemic vasodilatation
e Cold environment

e Coldiv fluids and
transfusions

EFFECTS

 Arrhythmias
 Coagulopathy
 Myocardial depression

 Decreased drug
metabolism

* 0,-Hb curve shift to left
e (Cardiac arrest



DIC occurs in up to 28 % of brain dead patients
Necrotic brain tissue releases thromboplastin
Transfusion-associated thrombocytopenia
Dilution of coagulation factors

Hypothermia



Organ donor management in Canada: recommendations
of the forum on Medical Management to Optimize Donor
Organ Potential
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seneral guidelines for adequate IV tluid resuscitation are as
follows:

Mean arterial pressure at least 60 mm Hg.
Urine output at least 1 mL/kg/hr.
Left ventricle ejection fraction at least 45%.
. Lower vasopressor dose (e.g., dopamine < 10 pg/kg/min).

Jopamine has traditionally been the first-line vasoactive
agent for management of cardiovascular collapse following
brainstem death, but there remain insufficient data to pretf-
erentially recommend this over other vasopressor agents.
Vasopressin infusion is an alternative first-line agent and
can also serve as an additional vasopressor in cases of refrac-
tory shock.




Monitor up to the
time of procurement

--— Yes

Goals

Initial specific
treatment

Evaluation of Stability and Echocardio-
graphic Assessment:
Mean arterial pressure, =60 mm Hg and
Vasoactive-drug requirement,
=10 pg/kg/min (DA, DOB) and
Urinary output, =1.0 ml/kg/hr and
Left ventricular ejection fraction, =45%

Instability

No

'

Pulmonary-Artery Catheterization for Assessment

Volume:
Pulmonary-capillary wedge
pressure, 8—12 mm Hg
Central venous pressure,
6—8 mm Hg

Pump:
Cardiac index, =2.4 liters/min
Left ventricular stroke work index,
=15 gemeters/cm5/beat
Urine output, =1.0 ml/kg/hr

Resistance:
Mean arterial pressure, =60 mm Hg
Systemic vascular resistance,
800—1200 dynssececm>

Fluids or diuretics

Inotropic agents

Vasopressors

|
(DA, DOB, EPI)
|

I
(EPI, NE)
|

|

Monitor up to the
time of procurement

--— Yes

Goals met and stability obtained with

vasopressor- and inotropic-drug requirements,

=10 pg/kg/min (DA, DOB), =0.05 pg/kg/min

(EPI), or =0.05 pg/kg/min (NE) and
left ventricular ejection fraction, =45%

MNo

'

Hormone-Replacement Therapy

Wood K. N Engl J Meg




Thyroid replacement therapy—either alone or as part of
a combination hormone therapy with IV AVP, corticoste-
roids, and insulin—should be considered for hemodynami-
cally unstable donors or for potential cardiac donors with
abnormal (< 45%) left ventricular ejection fraction.

» Tetraiodothyronine (T4) : 20 pg IV bolus followed by 10 pg/h IV infusion
o Vasopressin: 1 U IV bolus followed by 2.4 U/h [V infusion
o Methylprednisolone: 15 mg/kg (< 1 g) IV every 24 h

Indications:
+ J-dimenstonal echocardiographic ejection fraction < 40% or

+ Hemodynamic instability (includes shock, unresponsive to restoration of normovolemia and requinng vasoactive
support [dopamine > 10 g/ minute or any vasopressor agent]|
+ Consideration should be gven to its use In all donors



CANADIAN
» Chest radiograph every 24 h and as needed
» Bronchoscopy and Gram staining and culture of bronchial wash
» Routine endotracheal tube suctioning, rotation to lateral position every 2 h
» Mechanical ventilation targets:

- Tidal volume : 8-10 mL/kg, PEEP: 5 cm Hz0, PIP: <30 cm H:0
SCCM

Ventilator strategies utilizing low stretch protocols and mea-
sures to recruit atelectatic lung appear to enhance recovery
rates and should be strongly considered.

A Pao /Fio, ratio more than 300 mm Hg is widely consid-
ered the minimum acceptable oxygenation threshold for

euvolemic state through judicious fluid administration




Effect of a Lung Protective Strategy

for Organ Donors on Eligibility
and Availability of Lungs for Transplantation
A Randomized Controlled Trial

l.uciana Mascia. MD. PhD

JAMA, December 15, 2010—Vol 304, No. 23

, POSITIVE €nd-

expiratory pressure [PEEP] of 3-5 cm H,O, apnea tests performed by disconnecting
the ventilator, and open circuit for airway suction) or the protective ventilatory strat-

egy (with Ummmwlﬂukgof predmted body weight, PEEP of 8- 'ID cm H Q,

Conclusion Use of a Iung protectwe strategy in potential organ donors with brain
death increased the number of eligible and harvested lungs compared with a conven-

tional strategy.




Diabetes Defined as:

insipidus « Urine ouptut > 4 mL/kg per h associated with
 Rising serum sodium = 145 mmol/L and/or
 Rising serum osmolarity = 300 mosM and/or

« Decreasing urine osmolarity < 200 mosM

Therapy (to be titrated to urine output < 3 mL/kg per h)

 Intravenous vasopressin infusion at < 2.4 U/h and/or
+ Intermittent DDAVP, 1-4 g IV then 1-2 pg IV every 6 h




Bacteremia or bacterial sepsis should not be considered an
absolute contraindication to organ donation.

[f bacteremia is identified in a donor, pathogen-specific anti-
biotics should be administered as soon as possible. Delaying

organ procurement until the donor has received antibiotic
therapy for at least 48 hours should be considered.
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ORGAN DONATION
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