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Number of Actual deceased organ donors (Global.2018)
GQRT (http://www.transplant-observatory.org) - _
A

http://www.transplant-observatory.org/data-charts-and-tables/chart/
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Szervatiiltetések

Egy éves Uj beteg

i cidencia éves esetszama Kiillonbség
(elhunyt donorbol)
86 orszagban, WHO, 2021 ~200.000 144.302 -27,85%
Eurotransplant 2022 9.524 6.454 -32,23%
Magyarorszag 2023 536 365 -31,90%

Eurotransplant vardlista Eurotransplant vardlista Tényleges magyar N ,
P P yies EY Kiuilonbség

2023 mérete magyar lakossagszamra vardlista 2023

13.946 969 852 -12,07%

A magyar varolistak feltoltottsége megegyezik az Eurotransplant atlag adatokkal!

http://www.transplant-observatory.org
http://eurotransplant.org
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DECEASED DONATION IN SPAIN
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Age group of decreased organ donors (percentages) in Spain. Year 2000-2015.
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2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

W 280 years 1 1 1 1 2 2 2 2 3 4 5 7 7 g 9 10
B 70-79 years 11 13 14 15 16 16 18 19 20 22 21 26 23 23 21 23
1 60-69 years 19 20 20 17 20 20 19 22 21 19 21 21 20 21 24 21
W 45-59 years 28 29 30 29 30 29 29 29 29 30 32 28 28 30 29 31
W 30-44 years 17 16 15 16 15 16 17 16 16 15 13 13 13 11 12 10
W 15-29 years 20 18 15 17 13 13 13 9 a9 7 7 4 6 4 4 4
N 0-14 years 4 3 5 5 4 4 3 3 2 3 2 2 2 3 2 2

American Journal of Transplantation 2016; XX: 1-8




Szervdonacios aktivitas befolyasolé tényezok
Magyarorszagon (DBD)

Tarsadalmi tamogatottsag:

* Ismeret, tdjékozottsag

» Egészségiigyi ellatorendszerrel szembeni bizalom

* Jogi szabalyozas = Feltételezett beleegyezés elve
e Szervdonacios potencial mérése = QAP: adatgylijtés, elemzés, beavatkozas

* Elkotelezettség
e Oktatas
* Tapasztalat: utilizacio, visszajelzés, szervatiiltetettek

* Finanszirozas = koltségtérités (reimbursement)
* Eroforrasok

e  Human eroforras

* Egyéb erdéforrasok, pl. ITO agy, eszk6zok, diagnosztika, miité
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A szervdonacios aktivitast befolyasolo tényezok

1. Mortalitas:

1. Gyakorisagi adatok: balesetek, agyvérzések
2. Intervencio: idegsebészet, neuro-radioldgia

ITO agyszam

Potencialis donorok felismerése
Koordinatori rendszer
Beleegyezés, hozzajarulas

Jogszabalyi kornyezet

NS U e WN

NHS

Blood and Transplant

Klinikai dontéshozatali folyamat
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Achieving Comprehensive
Coordination in Organ Donation

Kutatasi hipotézis

A sU

petege

Klinikai

yos agykarosodast szenvedett

< életvegi ellatasa soran torténd

dontések variaciéi befolyasoljak a

szervdonacios (DBD/DCD) potencialt.




Donor diagnozisok megoszlasa

Donor diagndzisok megoszlasa ) S o
2022-ben megvaldsult donacidk vonatkozasaban

2021-ben megvaldsult donacidok vonatkozasaban
M Agyi vascularis katasztroéfa
B Koponya trauma

Egyéb

Donor diagndzisok megoszlasa
2023-ban megvalodsult donacidk
vonatkozasaban
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American Journal of Transplantation 2007, 7: 1439-1441 © 2007 The Authors

Biackwell Munksgaard Journal compilation © 2007 The American Society of
Transplantation and the American Society of Transplant Surgeons
Editorial doi: 10.1111/1.1600-6143.2007.01831.x

Countries’ Donation Performance in Perspective:
Time for More Accurate Comparative Methodologies

L. Roels, B. Cohen™ and C. Gachet



MédSZE rta n World Health

Organization

* Szervdonacio esetén leggyakrabban el6fordulo agyhalal
okok:
- Cerebro-vascularis katasztrofa
- Kbzuti baleset
- Esés
- Egyéb baleset
- Gyilkossag aldozata

(86% -os UNOS gyakorisag 2000-ben)
(86,8% -os gyakorisag Magyarorszagon 2010-ben)
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Death rates from selected causes
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Potencialis donor

Minden sulyos agykarosodast szenvedett beteg, ha a

a szerv- vagy szovetdondcidonak jogi és/vagy orvosszakmai
akadalya nincsen, és

a neurologiai kritériumoknak megfelel6 halalmegallapitas keretei
kdzott végzett elsd észlelés és annak dokumentalasa
megkezdbdott.



Telefonos értesitések kimenete

f : ) 818, % DIiPKI
Lehetséges donor N Do
- ¥ -
Potencialis donor |
v L | >
( : ) <_ EUROCET
Nem tlltakozott E’-..s:mpc;m Registry on Organs, Cells and h:‘s.s:c's:l
— U - * -
S Effektiv donor » nK-SOD
@) S J
= »| K-SOD
D
m -
S = » K-MOD
D . »/nK-MOD
1 & 8' * C )
; _I agn r h
z [ Utilizalt donor 1. Vese
Y 2. Maj
S 3. Sziv
S 4. Pancreas
AN 5. Tudd



European Committee |
(Partial Agreement) !

on Organ Transplantation
(CD-P-TO)

Guide to the quality
and safety of

ORGANS FOR
TRANSPLANTATION

EDQM
8th Edition
2022

Chapter 2. Identification and referral of possible deceased
organ donors

Through the Madrid Resolution, participants at the 3rd World
Health Organization (WHO) Global Consultation on Organ
Donation and Transplantation, held in Madrid (Spain) in 2010,
called on governments and healthcare professionals to pursue
self-sufficiency in transplantation, that is, to comprehensively
satisfy the transplantation needs of their patients by using
resources from within their own population [1]. Self-sufficiency
entails a combination of strategies targeted at decreasing the
burden of diseases treatable through transplantation and at
maximising the availability of organs for transplantation, with
priority given to donation from deceased donors. Deceased
organ donation is an essential component of self-sufficiency.
Countries that have achieved the highest transplantation rates —
and best access of their patients to transplant therapy — are
those with well-established deceased donation programmes.

World Health Organization (WHO), Transplantation Society (TTS) and Organizacidon Nacional de Transplantes
(ONT). Third WHO Global Consultation on Organ Donation and Transplantation: striving to achieve self-
sufficiency, 23-25 March 2010, Madrid, Spain. Transplantation 2011; 91(Suppl 1): S27-8. https: //
doi.org/10.1097/TP.0b013e3182190b29.
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TRANSPLANTATION

B Chapter2. Identification and referral of possible deceased
N organ donors
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Donation from deceased donors is a complex process, a sequence of procedural steps
which must be properly realised to achieve successful organ transplantation.

The Madrid Resolution resulted in a list of practical recommendations for self- sufficiency
in transplantation and the publication of the WHO Critical Pathway for Deceased
Donation, classifying organ donors on the basis of the phases of the deceased donation
process.

The Madrid Resolution also stated that, in pursuing self-sufficiency in transplantation,
donation should be included as a consideration in every end-of-life care pathway. This
recommendation is consistent with the generally accepted principle that the treating
physician or team should respect the overall best interests of the dying patient in the
decision-making process at the end of life.

This assessment of best interests is not based simply on the patient’s medical or clinical
interests, but should include a more holistic approach, where the patient’s values, beliefs
and preferences are also taken into account, including their wishes to donate (or not
donate) their organs after death.



DONATION as a normal step in EOL
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Potential organ donor identification and system accountability:
expert guidance from a Canadian consensus conference

Identification des donneurs d’organes potentiels et responsabilités

g:n?"jsi?l::z : conseils experts d’une conférence de consensus Can J Anesth/] Can Anesth (2019) 66:432-447
https://do1.org/10.1007/s12630-018-1252-6

Samara Zavalkoff, MD ) - Sam D. Shemie, MD - Jeremy M. Grimshaw, PhD - Michaél Chassé, MD, PhD -
Janet E. Squires, PhD - Stefanie Linklater, MSc + Amber Appleby, MM - David Hartell, MA -

Jehan Lalani, MHA - Ken Lotherington, BSc + Greg Knoll, MD, MSc on behalf of the Potential Organ
Donation ldentification and System Accountability (PODISA) Conference Participants (Appendix)

Persons that died while on
positive pressure ventilation
Ventilated |[(invasive or non-invasive) at

o Deaths _[any time during the hospital
4 episode during which the

CUTT 0 rommaoonomso) poieht dlec:
Brain Injured L
on local Ventilated ventilated patients

Individual ™ Persons with a brain injury
dets - leading to death, who
= Potential . .
- received mechanical
Donors S .
| data based on ventilation at or near the time
' national standards Of death.
Referred ;
' Batenticl A potential donor who was
= ( v referred to an ODO.
Donor

Fig. 1 Deceased donation information pyramid. Reproduced with permission from: Canadian Blood Services. Deceased Donation Data
Working Group'



Potential organ donor identification and system accountability:
expert guidance from a Canadian consensus conference

Identification des donneurs d’organes potentiels et responsabilités

:l:n?;lsit:a:]z : conseils experts d’une conférence de consensus Can J Anesth/] Can Anesth (2019) 66:432-447
~ https://do1.org/10.1007/s12630-018-1252-6

Samara Zavalkoff, MD > - Sam D. Shemie, MD - Jeremy M. Grimshaw, PhD - Michaél Chassé, MD, PhD
Janet E. Squires, PhD - Stefanie Linklater, MSc + Amber Appleby, MM - David Hartell, MA -

Jehan Lalani, MHA - Ken Lotherington, BSc + Greg Knoll, MD, MSc on behalf of the Potential Organ
Donation ldentification and System Accountability (PODISA) Conference Participants (Appendix)

Mandatory Referral:
Likelihood of Planned Withdrawal of
End-of-Life Care Life-Sustaining Therapies

Likelihood of
Therapeutic Benefit

NDDor .  Consent to

Poor
Prognosis

Injury Active Care Decision for Organ

: 5 WIST ~~  Donation
Notification/Consultation with ODO

ODO: Organ Donation Organization

NDD: neurologically determined death
Fig. 2 Sequence of care in deceased donation in relation to notification and referral WLST: Withdrawal of Life-Sustaining Therapies



Australian emergency clinicians’ perceptions |
and use of the GIVE Clinical Trigger for ' ENE
identification of potential organ and |
tissue donors

Sandra Neate,'*? Claudia H Marck,* Tracey ] Weiland,** Nicola Cunningham,’* Bernadette B Hickey,***
Bernadine M Dwyer® and George A Jelinek**

Departments of 'Emergency Medicine and “Organ and Tissue Donation, St Vincent’s Hospital,
*Department of Medicine, The University of Melbourne, St Vincent's Hospital, “Emergency Practice
Innovation Centre (EPIcentre), St Vincent’s Hospital, “Intensive Care Unit, St Vincent's Hospital, and
SDonateLife, Melbourne, Victoria, Australia

The GIVE Clinical Trigger (GIVETrigger/The Trigger) aims to ‘ “"“"““‘,.u”"“;m 5

|| Emergency Meﬂwﬁnthr“ B

doi: 10.1111/j.1742-6723.2012.01598.x Emergency Medicine Australasia (2012) 24, 501-509

identify patients less than 80 years who have a Glasgow G A{ L] V], E J
Coma Scale (GCS) score equal to or less than 5 from an . =
irrecoverable brain injury (G), ' =
are intubated (1), g
ventilated (V) el

\Qm«,nz e Tl o /
P, | < | e%musLOGO NEEDED
- e

and in whom end-of-life discussions (E) have concluded that
palliative care is planned.

There are no medical conditions that preclude activation of
the Trigger.




Glasgow kéma skdla (GCS)

Ar azméallensdg mélységének mennyiségl megitélésdra s2019al0 nevroldgial

pontrendszer. melynek haszndiotaval objektly és megbiznold médon mérhetd 18l o beteg

T —

készitatia; Mentdk blog (mentok.blog.hu)

(' A pupllidk iagossaga:

lugaiaiapoio

SZEMNYITAS

4 pont; spontan
e—— 3 ponk: megszolitasa
2 pont. IGdolomingerne
1 pont semmilyen stimuiuea sem nyitia o ssemét

¥ mm 100

W 6 mne kSzeplog -

2 mme szix

VERBALIS FELELET

§ pont: orlentdit

4 pont: zovort

3 pont: nem megleleld szavak hasinglolia

2 ponk: hangok kioddsa

1 pont: semmilyen verbals elelatre sem képes
A betagal meguzdlitivk, esalieg ébraszliok,
s20kség asatén Iajdolomingameal. Calzol
kérdésake! taszink fel (Hol yan mosi¥),

MOTOROS VALASZ

6 pont vegrahajlja az ulasilGsokal (karjdal, IGbdl megemel nysivé!
mutatio sin...)

5 pont: celzott fajdalomeharitas

4 pont: céltaian fajdalomeaiharitas (ingerell végiagok elhuzdsa, aharnild
texio}

3 pont: abnormdin Nexio o Iajdalom hatasara (e ngerell végiag egy
vagy mindké! oldali patoidgias lexdja, kdxépagy feleni rerietel
karosodasara ulal )

2 pont: abnormais extenzio fajdalom hatésorg

1 pont: nings valasz, meg a legerdsebb ingeme sam

3 pont

GCS

A Glasgow Coma Scale (GCS) egy
klinikai skala, amellyel megbizhatdan
mérhet6 egy személy
tudatszintje agysérulés utan.

A GCS a szemmozgdsok, a beszéd és a
testmozgds képessége alapjan értékeli a
személyt. Ez a harom viselkedés alkotja a
skala harom elemét: szem, verbalis és
motoros. Egy személy GCS-pontszama 3-tdl
(teljesen nem reagal) 15-ig (reszponziv)
terjedhet. Ez a pontszam az agysérilés
(példaul autdbaleset) utani azonnali orvosi
ellatds iranyitasara, valamint a koérhazi
betegek megfigyelésére és tudatszintjiik
nyomon kovetésére szolgal.

Az alacsonyabb GCS pontszam
Osszefliggésben van a magasabb halalozasi
kockdzattal. A GCS-pontszdm ©6nmagaban
azonban nem hasznalhaté 6nmagaban az
agyseérult személy kimenetelének
el6rejelzésére.

A Glasgow-i kdmaskalat két éven feliliek
esetében haszndljdk, és harom tesztbdl
all: szem-, verbalis-
és motoros reakciokbdl. Az egyes tesztek
pontszamait az aldbbi tablazat tartalmazza.

A glasgow-i kéma skdla a kombindlt
pontszam (3-t6l 15-ig terjed) és az egyes
tesztek pontszamaként (E a szem, V a
verbalis és M a motor). Az egyes teszteknél
az értéknek a vizsgalt személy altal adott
legjobb valaszon kell alapulnia.

GLASGOW COMA SCALE : Do it this way

Institute of Neuralogscal Sciences NNS Greater Glasgaw and Clyde

GCS|:»

<lelelaleld

<lelalalaxlE

NSNS E

Sites For Physical Sumulation Features of Flexion Responses

For turther mformation and video demanstration visit www glasgowcomascale.org



https://hmn.wiki/hu/Scale_(ratio)
https://hmn.wiki/hu/Brain_Injury
https://hmn.wiki/hu/Visual_perception
https://hmn.wiki/hu/Speech_communication
https://hmn.wiki/hu/Motor_skill

NHS

Blood and Transplant

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-
corp/17645/identification-and-referral-of-potential-organ-donors-18072019.pdf

Identification and Referral of Potential Organ Donors

Identify potential donors as early as possible if either of the following criteria are met.

Patients with severe brain

injury if
Patients for whom a decision

One or more cranial nerve reflexes Bas B p ithd
is absent and the Glasgow Coma as been made to withdraw

Score is 4 or less and cannot be

life-sustaining

explained by sedation, or treatment
A decision has been made to
perform brain stem death tests

Continue on-going and supportive critical care.

Step 1. Call Organ Donor Referral Line 03000 203040. Provide your hospital name, your
name, direct dial number and reason for your call. You will receive a call back within 20 minutes.

Step 2. A member of the organ donation specialist nursing team will contact you and ask a
series of structured questions to determine the suitability of the patient to become an organ donor.

Providing the information requested will enable the team to undertake a robust assessment,
provide a decision about suitability and plan next steps.


https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/17645/identification-and-referral-of-potential-organ-donors-18072019.pdf
https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/17645/identification-and-referral-of-potential-organ-donors-18072019.pdf

Chapter 2. Identification and referral of possible deceased
organ donors

The identification and subsequent referral of organ donors by treating physicians,
usually from intensive care units (ICUs) and emergency departments, to the donor
co-ordinator or staff of the corresponding organ procurement organisation (OPO) is
the first and most crucial step of the deceased donation process.

Organ donation cannot take place unless possible donors are identified and
referred in a timely fashion, marking the beginning of either the DBD or the DCD
organ donation pathway.

Failure to identify and refer organ donors is in fact one of the main reasons for
substantial differences in deceased donation rates between countries, regions and
hospitals.



Transplantation * Volume 94, Number 11, December 15, 2012

Potential for Deceased Donation Not Optimally
Exploited: Donor Action Data From Six Countries

T | ‘ 0. 2. 2 -~ J
Leo Roels,”” Jacqueline Smits,” and Bernard Cohen

TABLE 1. Potential heart-beating donor losses along the donation pathway in six countries (total 2007-2009) (“including
registry checks in countries with presumed consent legislation)

Not Not

Ventilated, Potential HB donors, | identified, referred, | No family =~ Refusal,  Organ retrieval,

Total no. medically  as % of ventilated, | as% of  as % of | approach®,as as% of as % of potential

records  suitable  medically suitable | potential identified | % of identified approach (=conversion rate)
Belgium 22,249 7,015 17.8 20.6 28.2 23.9 20.3 443
Finland 2,131 603 36.5 214 23.7 16.8 14.6 514
France 19,383 6,332 324 18.9 11.0 12.7 32.7 47.1
[srael 470 452 99.8 9.1 2.0 0 53.7 38.1
Poland 1,470 1,129 349 55.6 194 4.6 234 30.5
Switzerland 6,742 2,372 20.7 23.2 47.1 10.1 40.9 41.1

Total 17,903

Mean 40.3 24.8 219 11.3 30.9 42.1

SD 30.1 15.9 15.5 8.5 14.5 7.3




Chapter 2.

Identification and referral of possible deceased

organ donors
2.3. The process of deceased donation: the WHO Critical Pathway

The WHO Critical Pathway for Deceased
Donation was conceived as a useful
clinical tool applicable in every country
(region or hospital) for assessing the
potential of deceased organ donation,
evaluating performance in the deceased
donation process and identifying areas for
improvement.

The particular value of this tool is that it
creates uniformity in the description and
assessment of the deceased donation
process. The Critical Pathwa for
Deceased Donation addresses both DBD
and DCD and defines types of donors
based on the different phases of the
donation process: possible, potential,
eligible, actual and utilised organ donors

Donation after
circulatory death (DCD)

Potential DCD donor
A. A person whose circulatory and
respiratory functions have ceased and
resuscitative measures are not to be
attempted or continued
or
B. A person in whom the cessation of
drculatory and respiratory functions is
anticipated to occur within a timeframe
that will enable organ procurement

Eligible DCD donor
A medically suitable person who has
been declared dead based on the
irreversible absence of circulatory and
respiratory functions as stipulated by
the law of the relevant jurisdiction,
within a timeframe that enables organ
procurement

Actual DCD donor
A consented eligible donor:
A. In whom an operative incision was
made with the intent of organ procure-
ment for the purpose of transplantation

i Pos;irblreﬁdeceased organ donor

Figure 21. World Health Organization Critical Pathway for Deceased Donation

Donation after
| A patient with a devastating brain injury brain death (DBD)
or lesion or a patient with circulatory
failure and apparently medically suitable ‘
for organ donation y
Treating physician to identify
a potential donor
Reasons why a potential donor Y Potential DBD donor
does not become a utilised donor | A person whose dinical condition is
| suspected to fulfil brain death criteria
System S

« Fallure to identify/refer a potential or
eligible donor

« Brain death diagnosis not confirmed
(e.g. does not fulfil criteria) or not
completed {e.g. lack of technical
resources or clinician to make
diagnosis or perform confirmatory
tests)

« Circulatory death not declared
within the appropriate time-frame

« Logistical problems (e.g. no
procurement team)

« Lack of appropriate recipient (e.q.
child, blood type, serology positive)

Donor/Organ

» Medical unsuitability {e.q. serology
positive, neoplasia)

« Haemodynamic instability/
unanticipated cardiac arrest

« Anatomical, histological and/or
functional abnormalities of organs
» Organs damaged during
procurement

« Inadequate perfusion of organs or
thrombosis

( Eligible DBD donor

.! A medically suitable person who has
been declared dead based on

| neurologic criteria as stipulated by the

\_law of the relevant jurisdiction

Actual DBD donor
A consented eligible donor:
A.inwhom an operative incision was
made with the intent of organ
procurement for transplantation
or
B. from whom at least one organ was
procured for the purpose of

\ transplantation

or >
B, from whom at least one organ was Permission
procured for the purpose of transplan- « Expressed intent of deceased not to
tation be donor
« Relative's refusal of permission for
> organ donation

Utilised DCD donor - Refusal by coroner or other judicial Utilised DBD donor \
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The ‘dead donor rule’ must be respected. That is, patients may become donors only after death, and the procurement of organs must
not cause a donor's death,

Adapted with permission from Transp/Int 2011;24(4):373-8 [4),
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A possible deceased organ donor is a patient, either with a devastating brain injury (DBI)

WHO Critical Pathway for Deceased Donation

Possible deceased organ donor

A patient with a devastating brain injury

or lesion or a patient with circulatory

failure and apparently medically suitable

for organ donation

or with a circulatory failure, who is apparently medically suitable for organ donation. The g™

patient with a DBI is a patient with an imminent risk of death from a neurological insult *

and where the multidisciplinary team is considering not initiating or not continuing life-
sustaining therapies on the grounds of futility in favour of palliative and end-of-life care.
This is frequently a patient already admitted to an ICU and receiving mechanical
ventilation, but it can also be a patient outside the ICU in whom the decision has been
made not to initiate or continue mechanical ventilation and/or not to admit to the ICU
with a therapeutic purpose. Organ donation is possible in this particular scenario if
intensive care is initiated or continued despite futility, that is, if intensive care to facilitate
organ donation (ICOD) is applied.

The WHO Critical Pathway for Deceased Donation identifies the possible organ donor as
the ideal starting point for identification and referral of donors by the treating physician
or team to the donor co-ordinator or staff of the corresponding OPO in order to avoid
late referrals. Early referral allows an appropriate assessment of medical suitability,
careful preparation of the family approach and timely organisation of other logistical
aspects of the deceased donation process. However, early referral is not considered
appropriate or is not legally possible in all jurisdictions, which leads to the need for delay
in referral, particularly in DBD, to the point where the person already exhibits clinical
signs consistent with BD (brain death) or to the point where BD has already been declared
as per national standards.

The emergency department is an important unit where possible organ donors can be
identified and are, however, frequently missed. It is estimated that up to 50 % of actual
DBD donors are admitted from emergency departments. Failed identification of possible
donors in the emergency department may be due to lack of knowledge of referral
pathways or incorrect assumptions regarding eligibility criteria. This is why it is of utmost
importance to educate personnel from the emergency department in referral criteria
regarding DBD, where applicable.

\
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Possible deceased organ donor
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Sprung CL, Cohen SL, Sjokvist P, Baras M, Bulow HH, Hovilehto S, Ledoux D, Lippert A, Maia P, Phelan D,
Schobersberger W, Wennberg E, Woodcock T; Ethicus Study Group. End-of-life practices in European intensive care
units: the Ethicus Study. JAMA. 2003 Aug 13;290(6):790-7. doi: 10.1001/jama.290.6.790. PMID: 12915432.
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The eligible DBD donor is a medically suitable patient who has been declared dead
based on neurological criteria as stipulated by the law of the relevant jurisdiction.

A potential DBD donor might not become eligible for organ donation because the
diagnosis of death by neurological criteria has not been confirmed — e.g. because of
a lack of the technical and human resources needed for confirmation. It is worth
noting that in some European countries and the USA up to 30 % of patients who
exhibit a clinical condition consistent with BD are not tested to confirm the
diagnosis, a practice that completely removes the possibility of DBD.

de Groot, Y.J., Wijdicks, E.F.M., van der Jagt, M. et al. Donor conversion rates depend on the assessment tools used in the
evaluation of potential organ donors. Intensive Care Med 37, 665—670 (2011). https://doi.org/10.1007/s00134-011-2131-6

Potential donors might also be ineligible because they are considered medically
unsuitable. Although there are very few absolute contraindications to organ
donation, a perception of medical unsuitability is a frequent reason for not referring
potential donors to the donor co-ordinator or staff of the OPO. Moreover, external
audits in some countries have revealed that 11 % of the decisions not to refer a
potential DBD donor on medical grounds were incorrect. A patient’s suitability to
donate organs is dependent on recipient factors as well as donor factors, and some
organs may be acceptable for certain patients, whereas others may not.

de la Rosa, G., Dominguez-Gil, B., Matesanz, R., Ramén, S., Alonso-Alvarez, J., Araiz, J., Choperena, G., Cortés, J.L., Daga, D.,
Elizalde, J., Escudero, D., Escudero, E., Ferndndez-Renedo, C., Frutos, M.A., Galan, J., Getino, M.A., Guerrero, F., Lara, M., Lopez-
Sanchez, L., Macias, S., Martinez-Guillén, J., Masnou, N., Pedraza, S., Pont, T. and Sanchez-Rodriguez, A. (2012), Continuously

Evaluating Performance in Deceased Donation: The Spanish Quality Assurance Program. American Journal of Transplantation,
12: 2507-2513. https://doi.org/10.1111/j.1600-6143.2012.04138.x

The primary role of the treating team is to identify and refer potential donors, but
decisions regarding medical suitability for donation should be always left to the
donor co-ordinator and the relevant transplant teams.

WHO Critical Pathway for Deceased Donation
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An actual DBD and an actual DCD donor are defined in the same manner — as a
consenting, eligible organ donor in whom an operative incision has been made with the
intention of organ procurement for the purpose of transplantation. An actual deceased

organ donor is also defined as a person from whom at least one organ has been

retrieved for transplantation purposes.

The main reason why organ procurement does not proceed in an eligible organ donor is
that consent/authorisation was declined, either by the individual during their lifetime or
by their relatives. Consent rates to organ donation are influenced by a variety of factors —
both modifiable and non-modifiable. In the Accord Joint Action, in a dedicated study
undertaken at 67 hospitals from 15 EU member states, 24% and 33% of families
approached to discuss organ donation declined authorisation for organ procurement, in
the DBD and DCD processes respectively. The rate of declined consent for organ
procurement in the DBD process was, however, underestimated since the rate referred
only to those families approached to discuss organ donation from persons whose death
was already confirmed by neurological criteria. The moment when the family is first
approached to discuss organ donation has indeed an impact on consent rates.

de Groot, Y.J., Jansen, N.E., Bakker, J. et al. Imminent brain death: point of departure for potential heart-beating organ donor recognition.
Intensive Care Med 36, 1488—1494 (2010). https://doi.org/10.1007/s00134-010-1848-y

In a Spanish study, consent was more frequent if the family was approached once the
patient already fulfilled BD criteria or if the BD diagnosis had been completed, compared
with situations when BD was likely but had not occurred yet.

B. Dominguez-Gil, et all. End-of-life practices in patients with devastating brain injury in Spain: implications for organ donation. Medicina
Intensiva. Volume 41, Issue 3, April 2017, Pages 162-173. https://doi.org/10.1016/j.medin.2016.07.011

These data reveal the more complex communication with the family in the context of
ICOD.
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Utilised DBD and DCD donors are defined as those actual DBD or DCD donors from |
whom at least one solid organ has been transplanted.
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Once retrieved, organs might not be transplanted because of

anatomical or histological findings in the donor or in the organs themselves,
poor perfusion,

organ damage during procurement or

lack of suitable recipients, among others.

Non- utilisation of actual donors is more frequent in the case of expanded- criteria
donors and in DCD in comparison to the DBD process

" Possible deceased organ donor
A patient with a devastating brain Injur

failure and apparently medically suitabl

\ for organ donation

y

WHO Critical Pathway for Deceased Donation

Donation after
brain death (DBD)

or lesion or a patient with circulatory J
i

Treating physician to identify
a potential donor
A ezl s ) Ap«sonwhose:'hoi:!, ondition is
c
dossnothecome s utissddonor I | sispected o Al train desth criteris
System
« Failure to identify/refer a potential or
eligible donor
+ Brain death diagnosis not confirmed
(e.g. does not fulfil criteria) or not
completed (e.g. lack of technical
resources or clinician to make Eligible DBD donor
diagnosis or perform confirmatory A medically suitable person who has
tests) been dedared dead based on
« Circulatory death not declared neurologic criteria as stipulated by the
within the appropriate time-frame law of the relevant jurisdiction
« Logistical problems (e.g. no )
procurement team)
« Lack of appropriate recipient (e.g.
child, blood type, serology positive)
Donor/Organ
« Medical unsuitability (2.g. serology
positive, neoplasia) ( Actual DBD donor A
« Haemodynamic instability/ A consented ellgible donor:
unanticipated cardiac arrest A. in whom an operative incision was
« Anatomical histological and/or made with the intent of organ
functional abnormalities of organs procurement for transplantation
« Organs damaged during or
procurement B. from whom at least one organ was
« Inadequate perfusion of organs or procured for the purpose of
thrombosis \tra nsplantation >
Permission
« Expressed intent of deceased not to
be donor
« Relative’s refusal of permission for
organ donation
« Refusal by coroner or other judicial Utilised DBD donor
officer to allow donation for forensic An actual donor from whom at least
ecioy one organ was transplanted




Chapter 2. Identification and referral of possible deceased
organ donors

Intensive care to enable organ donation (ICOD)

A possible organ donor may be a person with a DBI in whom further therapy is deemed futile, either in the emergency
department or in the hospital ward, and for whom admission to an ICU, and even the initiation of mechanical ventilation, is
not deemed therapeutically indicated because neither procedure is considered to be in the patient’s best clinical interest. In
this context, intubation and initiation of mechanical ventilation — that is, elective non-therapeutic ventilation (ENTV) — and
admission to an ICU could be considered with the purpose of incorporating the option of organ donation into the end-of-
life care of the patient.

Martin-Loeches I, Sandiumenge A, Charpentier J, Kellum JA, Gaffney AM, Procaccio F, Westphal GA. Management of donation after brain death (DBD) in the ICU: the potential donor is
identified, what's next? Intensive Care Med. 2019 Mar;45(3):322-330. doi: http://10.1007/s00134-019-05574-5. Epub 2019 Feb 28. PMID: 30820584.

The potential for organ donation could be therefore considered in patients with a DBI, that is, patients with acute, severe
neurological damage and an apparently hopeless prognosis, where the multidisciplinary team is considering a shift from
active treatment to palliative and end-of-life care. In this situation, a patient with DBI and impending death could be
considered for ICOD, which may include ENTV and continued organ support. In practice, this means admission to the ICU.

Escudero D, Otero J, Menéndez de Leén B et al. Organ donation and elective ventilation: a necessary strategy. Biomed Res Int 2017, 15 January 2017, 1-6,
https://doi.org/10.1155/2017/7518375.

Candidates for ICOD are mainly identified in the emergency department, but also in hospital wards (neurology, neurosurgery
and others). Close collaboration between OPO staff or donor co-ordinators, ICU personnel and professionals from the above-
mentioned departments is necessary and thus represents a crucial starting point for the successful realisation of this
particular donation practice.

Today, ICOD, inclusive of ENTV or not, is a common clinical practice in many but not all countries since it still raises some
ethical, legal, community and professional concerns in some settings. What is clear is that ICOD and ENTV result in an
increase in the total number of organs available for transplantation at a time when the pool of ‘standard’ DBD donors is
decreasing because of reduced incidence of death from brain trauma and stroke. ICOD also offers more patients the
opportunity to donate organs after death if this is consistent with their wishes and values.


http://10.0.3.239/s00134-019-05574-5
https://doi.org/10.1155/2017/7518375
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Intensive care to enable organ donation (ICOD)

Since ICOD and ENTV are relatively new as successful organ-donation practices, a few details are discussed
below.

In patients with a severe neurological injury, a consensus concerning the patient’s prognosis and non-treatable
condition should be established by an expert multidisciplinary team before ICOD is considered. The decision not
to pursue active treatment should be based on scientific evidence, expert opinion, clinical experience and the
patient’s age and co-morbidity; moreover, it should be made on an individual, case-by-case basis.

Patients identified as potential candidates for ICOD and ENTV should be immediately referred to the donor co-
ordinator or the staff of the corresponding OPO. Early referral allows enough time for the assessment of
suitability for donation, reduces the delay for ICU admission and enables a planned approach to the patient’s
family. Clinical and radiological triggers facilitate the identification of possible donors and should be developed
and recommended by a multidisciplinary expert team for adoption in every hospital with a potential for organ
donation.

Once referred, patients with a DBI should not be considered candidates for ICOD unless it is likely that BD will
occur within a short period of time and the patient has no apparent medical contraindications to organ
donation.
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Intensive care to enable organ donation (ICOD)

Although informed consent for ICOD and ENTV cannot be obtained from a patient with a DBI, these
procedures can be considered to be in the patient’s best interests if they are consistent with the patient’s known
moral values and beliefs, including any expressed wish to donate organs after death. Family consent must be
obtained before using interventions that are intended to incorporate organ donation into end-of-life care. The
patient’s relatives must be given clear and understandable information that the prognosis is hopeless either for
survival or an acceptable functional outcome, and that ICOD and ENTV are only to be introduced once they have
accepted the decision that active treatment will not be pursued. The family should be informed that
interventions will be initiated or continued to allow organ donation when the patient deteriorates to BD and
that measures will be undertaken to avoid any potential distress, pain and discomfort. The family should be able
to revoke their decision at any time.

Because the family is likely to experience initial shock and inability to make decisions, information should be
provided in a gradual and progressive manner adapted to the emotional and other needs of the family. These
complex communications with a patient’s relatives need to be conducted by highly skilled staff with
knowledge and experience in organ donation and in this particular type of interview. A large number of
patients with DBI will have been intubated in a prehospital setting, facilitating a decision for ICOD while waiting
until the patient’s and their family’s wishes regarding organ donation have been established.
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Intensive care to enable organ donation (ICOD)

Once consent for ICOD — and ENTV — has been obtained, patients will be subject to mechanical ventilation and
somatic organ-protective measures until BD is established and then until the procurement of transplantable
organs. Sedation with or without analgesia should be provided to ensure the patient’s comfort with drugs and
doses that do not interfere with the subsequent BD diagnosis. The majority of possible deceased organ donors
subject to ICOD develop BD and fulfil the criteria of potential DBD donors during the first 72 hours following
the brain injury.

The use of ICOD in nearly dead patients solely to preserve their organs for transplantation and to optimise the
chance for deceased donation may raise some legal and ethical concerns. In general, however, specific
legislation for this practice is absent. The practice of ICOD is currently justified by the legal and ethical
considerations of fulfilling the patient’s overall best interests including the patient’s living will and beliefs, not
solely their clinical benefit. The main threat to decisions regarding the use of the medical treatment for organ
donation in end-of-life situations must be respect for the patient’s individual dignity and autonomy by carrying
out as far as possible what would have been their wishes if they could express them. The decision-making
process regarding medical treatment and the use of some invasive clinical procedures in these circumstances
both have to meet the requirements of internationally acknowledged ethical principles, namely autonomy,
beneficence, non-maleficence and justice. Moreover, admission of a critically ill patient with DBI to the ICU
provides the best opportunity for end-of-life and palliative care, it allows time to establish a safer prognosis
and it gives the family the time to adapt to a tragic and unexpected event.
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From the perspective of using ICU resources for non-curative purposes, the fast
deterioration to BD in the majority of patients with DBI means that ICOD does not place
unacceptable pressures on ICU capacity. The admission of a dying patient with DBI to the
ICU, when end-of-life care and organ donation are being considered, is acceptable due to
appreciable community benefit, yielding an average of over seven times in the quality-
adjusted life-years (7.3 QALYs) per ICU bed-day compared with the average benefit for ICU
patients expected to survive. The family distress caused by the high risk of impending death of
their loved one and the application of invasive non-therapeutic interventions can be mitigated
by the awareness that this procedure is necessary to meet the desire of their family member
and that it might save other lives owing to the organ donation.

Another approach is to avoid early decisions on WLST in the emergency department and to
admit all intubated patients with a DBI to the ICU with the primary intention of ensuring the
safety of the prognostication, which is virtually always in a patient’s best interest. These
pathways aspire to improve end-of-life care for patients and their families, and also ensure
that organ donation is always considered as part of the patient’s end-of-life care. This
approach is similar to, and broadly based upon, that developed for the management of
patients with hypoxic brain injury who remain comatose after resuscitation from an out-of
hospital cardiac arrest.



Figure 2.2. Proposed pathway for clinical decisions on initiation of intensive care to facilitate organ donation
and elective non-therapeutic ventilation
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* ¢DCD: controlled donation after circulatory death, only if it is allowed by national legislation.

BD: brain death; DC: donor co-ordinator; DCD: donation after circulatory death; ENTV: elective non-therapeutic ventilation; ICOD:
intensive care to facilitate organ donation; ICU: intensive care unit; OPO: organ procurement organisation; RAW: registry of anticipated
willingness; WLST: withdrawal of life-sustaining treatments.



Figure 2.3. Proposed pathway for clinical decisions on initiation of intensive care to facilitate organ donation
and elective non-therapeutic ventilation
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* ¢DCD: controlled donation after circulatory death, only if it is allowed by national legislation.
DBD: donation after brain death; DCD: donation after circulatory death; EOL: end-of-life; WLST: withdrawal of life-sustaining treatments.
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Clinical triggers for the identification and referral of donors for donation after brain death

The Glasgow Coma Scale (GCS) is most commonly used to define clinical triggers for referring
DBD donors (e.g. GCS < 8). In Croatia, certain scores of different neurological scales,
depending on the aetiology of brain injury, are recommended to trigger notification to the
donor co-ordinator:

a) For patients with ischaemic brain injury, a National Institute for Health (UK) stroke severity scale > 27;
b) For patients with cerebral haemorrhage, an intracerebral haemorrhage scale or a Hunt-Hess scale > 4;

c) For patients with secondary cerebral anoxia, central nervous system tumours or infections, or severe
cerebral trauma, a GCS < 6.

Clinical triggers for identification and referral of donors for donation after brain death in Croatia

Clinical Ischaemic Intracerebral Secondary CNS tumour CNS infection Cerebral
triggers brain injury haemorrhage cerebral trauma
anoxia
Recommended NIHSS = 27 ICHS or Hunt- GCS<6
referral Hess = 4
Required GCS 3 and progressive absence of at least three out of six brain stem reflexes or FOUR score of EoMoBoRo

referral

Note: CNS: central nervous system; GCS: Glasgow coma scale; ICHS: intracerebral haemorrhage scale; NIHSS: National Institute
for Health stroke severity scale.
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Clinical triggers for the identification and referral of donors for donation after brain death

In the United Kingdom, the National Institute for Health and Care Excellence
recommendations for the identification and referral of possible organ donors are based on
the principle that organ donation should be a component of end-of-life care planning, and are
incorporated into an NHS Blood and Transplant strategy for implementation of these
recommendations.

In patients with a catastrophic brain injury, referral is recommended
in the absence of one or more brainstem reflexes

and a GCS <4,

unless there is a clear reason why the above clinical triggers are not met (for example,
because of sedation) and/or a decision has been made to perform BD testing, whichever is
the earlier.



Chapter 2. Identification and referral of possible deceased
organ donors

Clinical triggers for the identification and referral of donors for donation after brain death

In a retrospective analysis of patients with acute stroke and high probability of developing BD in five
centres in Lorraine (France), the authors identified six clinical and radiological factors which could form

a predictive score of BD in acute phase of severe stroke with high predictive values (score 1 v. score 2:
72 V.77 %).

1. The GCS score < 6 before sedation,

stroke volume > 65 mL,

presence of herniation

and/or hydrocephalus on brain imaging,
initial systolic blood pressure > 150 mmHg

o s N

and history of alcohol abuse

represent six different predictive factors of poor prognosis and high probability of progression to BD
within 24 h following stroke onset.

Taken together, these factors can make a simple score system that can help clinicians at emergency
departments, neurological wards or stroke units to more accurately assess patients with severe stroke
as being possible organ donors and to facilitate discussions with family members about treatment
futility and ICOD.



Hospital coordination

The choice is in your hand!
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-7~ |Az Europa Tanacs ajanlasai

COUNCIL  CONSEIL
OF EUROPE  DE L'EUROPE

Committee of Ministers
Comité des Ministres

Recommendation Rec(2006)15 of the Committee of Ministers to
member states on the background, functions and responsibilities of
a National Transplant Organisation (NTO)

The essential functions of an NTO (with its advisory committees) are the
following:

— taking responsibility for running a transplant quality assurance
system consistent with internationally recognised standards;

Recommendation Rec(2006)16 of the Committee of Ministers to
member states on quality improvement programmes for organ
donation

a quality improvement programme for organ donation is put in place in
every hospital where there is a potential for organ donation:

the quality improvement programme is primarily a self-evaluation of
the whole process of organ donation, jointly performed by the
specialists in intensive care and the transplant co-ordinator of every

hospital.




GUIDE OF RECOMMENDATIONS FOR QUALITY
ASSURANCE PROGRAMMES IN THE DECEASED
DONATION PROCESS

Participating A
hospitals
France 2001 20,4% MD & nurses Donatécg anes
Germany 2002 (NE1 ?{%(g)ion) MD & nurses Dona'g%n gy
italy 2006 100% Txcoord ~ onatonatter
Spain 1996 75,2% Txcoord ~ Donaionatter
UK 2003 100% Tx coord BD + NHBD




Briisszel, 2008.12.8 *****
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A BIZOTTSAG KOZLEMENYE

A szervadomdnyozasra és a szervatiiltetésre vonatkozo cselekvési terv
(2009-20015): Megerdositett egyiittmiikodés a tagallamok kozott

3.1. Ki_emelt intéz.lgedélsek,a renc;lelkezésre allo szervek
mennyiségenek nodvelése érdekében

3.1.1. Az elhalalozott donortdl szarmazoé

szervadomanyozas nyujtotta lehetGsegek teljes
kiaknazasa

2. kiemelt intézkedés: minden olyan kérhazban, ahol
lehetdség van szervadomanyozasra, 0sztonozzék a
szervadomanyozasra vonatkozo mindéségfejlesztési
programokat



Koordinatori struktura a gyakorlatban és a

»Spanyol Modell” értelmezésében

BASIC PRINCIPLES

Koordinator szervezet

-Hospltal coordmamrs mme hospltals
«Continuous brain death audit
«Central Office: Support Agency
*Great effort in medical training
*Hospital reimbursement

*Much attention to the mass media

ALL THESE POINTS TOGETHER !

zplantacids kozpontok

norkorhaz
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Continuously Evaluating Performance in Deceased Donation: The
Spanish Quality Assurance Program
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Table 3: External evaluations. Global results from all the evalu-
ated hospitals (111 centers). Years 2001-2010

Internal External
evaluation evaluation
N % N %
CCU deaths 19736 20 080
Medical records not found 198 1
Potential donors 2480 126 2529*% 126
Not referred 45 1.8 167 6.6
Medical contraindications 665 26.8 580 229
Inadequate - - 67 2.6
Maintenance problems 77 3.1 b7 23
Correctable - - 24 0.9
Family refusals 366 144 350 138
Avoidable - - 5 0.2
Organizational problems 10 0.4 19 08
Avoidable - - 6 0.2
Lack of adequate recipient 17 0.7 22 09
Coroner refusals 7 0.3 9 04
Impossible to evaluate 6 0.2 17 0.7
Actual donors 1297 523
Possible donors 1677%*% 624

CCU =critical care unit.

Korhazi koordinacio

Mindségbiztositas a szervdonacioban

Table 4: External evaluations. Hospitals with neurosurgical facili-
ties (66 centers). Years 2001-2010

Table 5: External evaluations. Hospitals without neurosurgical
facilities (45 centers). Years 2001-2010

Internal External Internal External
evaluation evaluation Evaluation Evaluation
N % N % N % N %
CCU deaths 14 981 15231 CCU DEATHS 4 755 4849
Medical records not found 176 1.2 Medical records not found 22 0.5
Potential donors 2035 136 2088* 137 Potential donors 445 9.4 441* 9.1
Not referred 31 1.5 126 6 Not referred 14 3.1 41 9.3
Medical contraindications 537 264 483 231 Medical Contraindications 128 288 97 22
Inadequate - - 58 28 Inadequate 9 2
Maintenance problems 56 2.8 446 22 Maintenance problems 21 4.7 11 25
Correctable - - 20 1 Correctable 4 0.9
Family refusals 296 145 284 136 Family refusals 60 1356 66 15
Avoidable - - 3 01 Avoidable 2 0.5
Organizational problems 7 0.3 18 09 Organizational problems 3 0.7 1 0.2
Avoidable - - 5 02 Avoidable 1 0.2
Lack of adequate recipient 14 0.7 18 09 Lack of adequate recipient 3 0.7 4 0.9
Coroner refusals 6 0.2 6 0.3 Coroner refusals 1 0.2 3 0.7
Impossible to evaluate 5 0.2 9 04 Impossible to evaluate 1 0.2 8 1.8
Actual donors 1083 53.2 Actual donors 214 519
Possible donors 1310%* 627 Possible donors 267** 605

CCU =critical care unit.

*Confirmed and highly probable cases of potential donors. **The
number of possible donors is calculated by subtracting from
the identified cases of potential donors (2 088) the unavoidable
losses: adequate medical contraindications (425), noncorrectable
maintenance problems (26), not avoidable family refusals (281)
and organizational problems (13) as well as coroner refusals (6)
and lack of adequate recipients (18). Cases impossible to evaluate
are also subtracted (9).

CCU =critical care unit.

*Confirmed and highly probable cases of potential donors. **The
number of possible donors is calculated by subtracting from the
identified cases of potential donors (44 1) the unavoidable losses:
adequate medical contraindications (88), noncorrectable mainte-
nance problems (7), not avoidable family refusals (64) as well as
coroner refusals (3) and lack of adequate recipients (4). Cases
impossible to evaluate are also subtracted (8).



American Joumsl of Transplantstion 2012; 13- 2507-2513 = C‘og-yre'g-'z:fé‘ﬂ'f." The American Society of Transplaniaion G- de la Rosa®, B. Dominguez-GIF, R. Matesanz®,

Wiy Pariodicals inc. and the American Sociery of Transplans Surgeons S. Raman®, J. Alunso-ﬁlmrezb, J. Aralze,
. . . doi: 10.1111/.1600-6143.2012.4138.x  G. Choperenad, J. L Cortés®, D. Dagal,
Brief Communication J. Elizalde®, D. Escudero®, E. Escuderol,

C. Femalndez-Henedoj, M. A. Frutos¥,
. . H J. Galan', M. A. Getino™, F Guerrero”, M. Lara®,

Continuously Evaluating Performance in Deceased L Lopez-Stacter?, 6. Mactas®,

Donation: The Spanish Quality Assurance Program J. Martinez-Gulllén’, N. Masnou®, S. Pedrazat,

T. Pont® and A. Sanchez-Rodriguezt

The Spanish Quality Assurance Program applied to the process of donation after brain
death entails an internal stage consisting of a continuous clinical chart review of deaths in
critical care units (CCUs) performed by transplant coordinators and periodical external

audits to selected centers.

This paper describes the methodology and provides the most relevant results of this
program, with information analyzed from 206,345 CCU deaths. According to the internal
audit, 2.3% of hospital deaths and 12.4% of CCU deaths in Spain yield potential donors
(clinical criteria consistent with brain death).

Out of the potential donors, 54.6% become actual donors, 26% are lost due to medical
unsuitability, 13.3% due to refusals to donation, 3.1% due to maintenance problems and
3% due to other reasons. Although the national pool of potential donors after brain death
has progressively decreased from 65.2 per million population (pmp) in 2001 to 49 pmp in
2010, the number of actual donors after brain death has remained at about 30 pmp.
External audits reveal that the number of actual donors could be 21.6% higher if all
potential donors were identified* and preventable losses avoided. We encourage other
countries to develop similar comprehensive approaches to deceased donation
performance.

*The external audit is carried out by 2—3 physicians, depending on complexity of the
evaluated hospital. The profile of the auditor is that of a critical care specialist, with at least
5 years’ experience as hospital TC, who has worked previously in an audited hospital and
with specific training in the Spanish QAPDD methodology.
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Parhuzamos lépések

egyuttmdikodésben az egészségpolitikaval, jogalkotoval,
finanszirozoval, szakmai szervezetekkel, és betegszervezettel

— 2011: Eurotransplant — 2010: kérhazi koordinacio:
csatlakozasi folyamat — Min&ségbiztositasi Program

— 2011: Szervdonacios célu szallitasi
feladatok centralizalasa

— 2012:a2010/53/EU Iranyelv hazai
implementacidja

- 2012.01.01: Eurotransplant
elozetes egyluttmiikodési
megallapodas

— Szervdonacios utmutato a
donorkorhazak részére

— 2013.07.01: Eurotransplant — 2013: Nemzeti Szervdonécids Regiszter

teljes jogu tagsag — 2014: Donorsebészeti képzés

Magyarorszagon

— A transzplantacios donor-koordinatori
halozat fejlesztése

ORSZAGOS VERELLATO SZOLGALAT
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WP 5: Collaboration ICU & DTC

L NHSBT, UK
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COLLABORATING PARTNERS (3)

European Hospital and Healthcare
Federation (HOPE) — Pascal Garel &

A Sara Pupato

European Society of Intensive Care
Medicine (ESICM) — Giuseppe Citerio &
Paulo Maia

European Transplant Coordinators
Organisation-European Donation
Committee (ETCO-EDC), a section of
ESOT — Teresa Pont
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ASSOCIATED PARTNERS (16)
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' Achieving Comprehensive
Coordination in Organ Donation

Funded by the -

Lurupean
Corverwnor
—

hypothesis

Hol vannak az agyhalott donorok?

Potential DBD

Actual DBD
donors ‘

pool
Spain = 50 32
UK 18 10

Fer million population, 2010

donors pmp
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Country

Mi kalonbség oka?

Eltér az agyhalal megallapitasi
modszertan (aggaszto)

* Alacsonyabb agykarosodas
iIncidencia (udvarias)

* Ellatas kimenetele jobb (ontelt)

» Sulyos agykarosodott betegek
ellatasanak megkozelitési
kulonbségei (érdekes)




ACCORD DBD pathway 2013

ACCORD Whole cohort HUNGARY, DBD pathway
1,800 4 604
1,600 Donaton rate: 19.3% oY Danation rate: 21.4%
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SPAIN, DBD pathway UK, DBD pathway
450 600 4
400 4 Donation rate: 30% | — Donation rate: 16.6%
500 4 %
350 4
24%
300 400
3 2504 3 i
g 200 {(37% g f.‘ ﬁ
5 20 L T - E
3 13% ‘ 2004 150%
1501 | ‘l
0N o 3% % % 2%
100 4 100 4 l‘l‘% 1%
504
0 - Y T Y r
0 v r v v v Y Y Audited  Intubated 80 80 tests 8D Patient Famly Consent Donation
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67 hospitals participated (19 from the UK, 17 from Spain, and 31 from the remaining 13 MS) and data were
collected from 1670 patients from March 1st to August 31st 2013

http://www.accord-ja.eu/



Table 3: Indicators of the potential of donation. Percentage and percentiles 25-75.

NHosp N BD
Referred to the number of beds
Brain Deaths/ Hospital Beds 30 1099
Brain Deaths/ ICU Beds 30 1089
Referred to the number of admissions
Brain Deaths/ Hospital Admissions 29 1080
Brain Deaths/ ICL Admissions 30 1099
Referred to the number of deaths
Brain Deaths/ Hospital Deaths 29 1040
Brain Deaths/ ICU Deaths 30 1099

%
(p25-p73)

3.9(24-53)
109.2 (68.0-190.3)

0.08 (0.03-0.13)
1.77 (1.09-3.79)

2.9 (1.7-4.3)
15.1 (8.3-20.7)
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Referred to the number of admissions with selected codes

Brain Deaths/ Hospital Admissions with Selected Codes 17

Brain Deaths/ ICU Admissions with Selected Codes 15

Referred to the number of deaths with selected codes

Brain Deaths/ Hospital Deaths with Selected Codes 22
Brain Deaths/ ICU Deaths with Selected Codes 26

510
464

802
1059

2.7(2.0-45)
18.0 (9.7-25.7)

20.3 (11.9-35.9)
67.5(50.0-89.7)

N Hosp: Number of hospitals providing data to construct the indicator. BD: Brain Deaths
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Table 12: Indicators of Global Effectiveness of the process of donation. Percentage and percentiles 25-75.
N Hosp N Effective %
Donors (p25-p75)
Referred to the number of beds -'U é
Effective Donors/ Hospital Beds 30 466 16(08-259) i< U
X
Effective Donors/ ICU Beds 30 466 46.3 (29.9-67.7) T
. <900
Referred to the number of admissions & =29
L T
S e 3
Effective Donors/ Hospital Admissions 29 452 0.03 (0.01-0.06) - & ﬁ
— m
-
Effective Donors/ ICU Admissions 30 466 0.75(0.46-1.35) L %%
5"
Referred to the number of deaths o
Qo
Effective Donors/ Hospital Deaths 29 453 1.3(08-2.3)
Effective Donors/ ICU Deaths 30 466 6.4 (4294) 9%
HEe®
Other TR &
= 35 o
. X D oS
Effective Donors/ Potential Donors 29 463 51.1(37.1-73.7) & 3
=
Effective Donors/ Brain Deaths 30 466 424 (33.3-60.0) @ §
©
Multiorgan Donors/ Effective Donors 23 328 78.7 (50.0-100.0)
Utilised Donors/ Effective Donors 30 466 84 6 (90.3-100.0)
Organs Retrieved/ Effective Donors 27 433 3.24(293-377)
Organs Implanted/ Effective Donors 30 466 2.91(2.37-3.50) Iq‘\
Organs Implanted/ Utilised Donors 30 441* 3.08 (267-3.54) Ql'
./ ___________________________|]
* N utilised donors




Sulyozott cadaver szervdonacios aktivitas

Idegsebészeti preferencia

Indikatorok 18 NS 28 NS na “

Cadaver szervdonacios aktivitas (X) 5,72

X / kérhazi agyszam
X /ITO agyszam

X [ kérhazi felvétel
X /ITO felvétel

X /' kérhazi halalozas

X /ITO halalozas

0,0063
0,1976
0,00013
0,0054
0,5639
2,7485

1,93
0,0034
0,1299
0,00008
0,0032
0,2394
1,4190

<0,01
<0,01
= 0,015
<0,01
<0,01
<0,01
<0,01



Idegsebészeten van tobb donor

Mann-Whitney Test
Ranks
ldegsehészetvan? M Mean Rank | Sum of Ranks
Tavaly kh. hany elhunyt lgen 162 186 69 30244 50
lettvolna alkalmas
dondciéra a Mem 152 126,38 19210,50
kirhazukban? Total 314
Test Statistics™ i
Mann-Whitney Test
Tavaly kh.
hany elhunyt
lett volna Ranks
alkalmas
donaciéra a ldegsehészet van? M Mean Rank | Sum of Ranks
karhazukban? Tavaly kb. hany halott valt lgen 162 191,49 31021,00
Le 5
Mann-Whitney U 7582,500 donora a korhazukban? - e 150 118,71 17807,00
Wilcoxon W 19210,500 Total 312
il -6,144
Asymp. Sig. (2-1ailed) 000 Test Statistics®
Tavaly kb.
hany halott
valt donorra a
kdrhazukban?
Mann-Whitney LI 6482,000
Wilcoxon W 17807,000
£ -7.458
Asymp. Sig. (2-tailed) 000




Table 5: Comparison of the indicator Brain Deaths / ICU Deaths between hospitals with and without

Fejlesztési javaslat

Idegsebészeti preferencia

Table 4: Comparison of the indicator Brain Deaths/ Hospital Deaths between hospitals with and without

Neurosurgery
With Neurosurgery Without Neurosurgery
(n=24) (N=5)
Mean (SD) 41(3.2) 21(1.2)
0.414
Median (P25-P75) 2.9 (1.6-7.1) 2.5(1.1-3.0)
0.330
Proportion 3.01 1.99
0.007

Neurosurgery
With Neurosurgery Without Neurosurgery
(n=25) (n=5)
Mean (SD) 17.9 (10.2) 9.4(5.5)
0.037
Median (P25-P75) 16.8 (10.3-22.2) 6.9 (4.9-15.3)
0.042
Proportion 15.6 10.1

0.0002




Célok

* Az intézmeényi szintd szervdonacios potencial
meghatarozasa

* A szervdonacios folyamat adott pontjain
mérhetd hianyossagok azonositasa, valamint a
donorvesztések okainak elemzése

* Azon korhazi és demografiai jellemzdk leirasa,
amelyek befolyasoljak a szervdonacios
aktivitast.



Megvaldsitasi terv

A korhazi koordinatori rendszer megvaldsitasi elemei:

Egyuttmidkodési megallapodas a fekv6beteg ellatd intézmények és az OVSZ
kozott a Szervkoordinacios Iroda altal delegalt személy kérhazban is
végzett feladatainak ellatasa érdekében.

1 kdrhazi koordinator legfontosabb feladatai:
Donorjelentés esetén:

. helyi szervezési feladatok ellatasa,
. részvétel a donorgondozasban
. csalad tajékoztatasa

. Napi vizit minden osztalyon (pl. idegsebészet, neuroldgia,
traumatoldgia, SBO, ITO), ahol sulyos agyi karosodott betegek
ellatasa torténhet.

. Legalabb havonta retrospektiv kdrhazi halalozasi feltlvizsgalat
(Quality Assurance Program: Brain Death Audit), illetve az adatok
tovabbitasa a Szervkoordinacios Iroda részére.

. Helyi oktatas: 2 korhazi el6adas/év szervezése, megtartasa.



Korhazi koordinacio

Szervdonacidos mindségbiztositasi program 21 kérhazban

o
e

Severely brain _ , Potential of donation
damaged patient _ Bram Death » Braln Death | P / kdrhéazi felvételek szdma x 100
; Possible with no | |Confirmed with no P / kérhazi dgyszam x 100
medical ‘medical P / kérhazi haldlozasok szdma x 100
v : contraindications | | contraindications P/ ITO felvételek szdma x 100
Brain Death 7y ry P /ITO agyszam x 100
posslble P/ ITO haldlozasok szama x 100
Confirmation : <
E and |ega| E consent to organ Eﬁectlve (=actua|)
3 | |dentification py=>{ Evaluation = detlataticeiol —_ l’c.'nrga.n — Feenbe -l donor
2 onation
Brain Death
Effectivenes

Aesaeanenn

Effektiv donorok szama / Kérhazi haldlozasok szama x 100

B Effektiv donorok szama / Kérhazi agyak szdma x 100
Maintenance Effektiv donorok szama / ITO haldlozasok szama x 100

Effektiv donorok szama / ITO agyak szama x 100

Effektiv donorok szama / ITO felvételek szama x 100

Effektiv donorok szama / Agyhalottak szama x 100

Effektiv donorok szama / Potencialis donorok szama x 100
Multiorgan donorok szama / Effektiv donorok szama x 100
Effektiv donorok szama / ITO halalozas agykdrosodas miatt x 100

osscfescassancancancassacdhosascescnscnnes
ossofosconcascascanes

Areas for improvement

Nem jelentett P / P x 100

: v
Diagnosis of Refuasiio ongan

Failure to Medical Brain Death donation / P orvosi kontraindikaciéval / P x 100
Identify frefer  Confraindications Coroner refusal Donorgondozasi okok miatt elveszett P / P x 100
not mmp’eM {ifre ﬂi’etﬂ Jogi okok miatt meghidsult P / P x 100
v & Csaldi tiltakozasok miatt meghiusult P / P x 100
Szervezési okok miatt meghidsult P / P x 100
< Csaladi tiltakozasok szama / Csalddi kommunikéciok széama x 100
Maintfenance

Jelentett agyhalottak szama / Agyhalottak szama x 100
pmb!ems Agyhalal megallapitds elmaradasa technikai okok miatt / P x 100
Recipiens hianyaban meghiusult P / P x 100




A korhazi koordinaciot meghatarozo események

2006: Recommendation Rec(2006)15/16 of the Committee of Ministers to
member states on the background, functions and responsibilities of a
National Transplant Organisation (NTO)

2008: A Bizottsag kozleménye - A szervadomanyozasra €s a szervatultetésre
vonatkozo cselekvési terv (2009-20015)

2009: Transzplantacios céllal torténd szervkivételek a fekv6beteg-
ellatasban, Indikatorrendszer 2009. Egészségbiztositasi Feltiigyelet, 2009.
december

2010: Kérhazi koordinatori Pilot program

2010: AZ EUROPAI PARLAMENT ES A TANACS 2010/53/EU IRANYELVE

(2010. julius 7.) az atiltetésre szant emberi szervekre vonatkozé mindségi
és biztonsagi el6irasokrol

2012: Potential of Deceased Donation not optimally exploited: Donor
Action Data from six countries (2007-2009)

2012: Félbehagyott korhazi koordinatori program

2012: ACCORD Work Package 5 Improved collaboration between Intensive
Care and Donor Transplant Coordination

2013: A folyamatosan mikodtetett korhazi koordinatori program indulasa



A korhazi koordinatori halozat intézményei (22)
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Mit csinal az eredmeényes korhazi
koordinator?

What are we trying to
achieve?

1. Retrospektiv médon adatot gyiijt és értelmez _
How will we I_mc:w that
2. Aktivan részt vesz a szervezési folyamatban change is an
improvement?
3. Felismer és megfogalmaz problémakat EEE—
4. Megoldasi javaslatot tesz e rovemont?
5. A javaslatnak megfelel6en eljarva bizonyitja a
hatékonysagat lT
6. Megosztja a folyamatban résztvevokkel az —

észrevételeit

ORSZAGOS VERELLATO SZOLGALAT

WWW.0VSsz.hu/szervdonacio




Mit lat a
kérhazi koordinacio?
e 22 korhazban 11.070 aktiv agy, 358 ITO agy
* 3849 Agyhalal Audit
* 114 AH felismerés, 89 AHM, 71 DBD
* A donorjelentések 71,52%-a a donorkérhazak 57,14%-bol érkezik (20/35)
* A megvalosult donacidok 69,61%-a érkezett a programba bevont intézményekbdl

* Megvalosult donaciok aranya: 65,74% - 67,5%
* Multiorgan donacidk aranya: 67,61% - 71,57%
» Kivett szervek atlagos szama: 2,78 — 2,93

* Elhunytbol torténd szervdonacios aktivitas a COVID-jarvany alatt (2019-2021):

e 2019-r6l 2020-ra orszagosan 5,88%-kal, majd 6sszesen a jarvany hatasara 2019-rdél
2021-re 7,22%-kal csokkent.

* A min8ségbiztositasi programba bevont intézményekben vilagjarvany elsé évében
3,94%-kal esett vissza a donacids potencial, mig a masodik évben minimalis
emelkedés volt mar tapasztalhaté (0,23%), de igy is Osszesitve a két év alatt 3,68%-
os volt a csokkenés mértéke.

ORSZAGOS VERELLATO SZOLGALAT

WWW.0VSz.hu/szervdonacio



OVEx-Brervhoorsinicits Iroda
1518 Baapess, 1Y 4

1113 Buxtepew, Karcana o 1334

Tet 4361 300 VTR

Fax o861 i 177
Exwvd coortrakaQioves e P e )
Donoraudit
Ml-hult
Ko lios datume:
EBetrie st viged seonly swie:
Tetermeny seves
Viewpilat belye (ometilly 1 1V0 { SBO J GYITO 1 PIC) Newobigia | Nesréogs SabITO /) dibgha | Ideprebésset | Belgydy 1 Gyermekuesily
Ma.‘mmnymm-.mhﬁnonwummrmf" Wgin ) N SUNTO ST gl 1degseh :m,ogmt
(bwmdoﬂly s
M i ety ven bt smucy & besiz?: [T0) ] SBOJ GYITO | PIC | Nessedivg ¢ Neunshigia SebITO /T e ! blogucbéunt | Belgyigyias |
Giyenockounily
Betegadatok
Batogamnonts (TAJ 1
"“'“Dr-'-ﬂ L
Seiitetisd didum:
n.mmuuwu
MuMwlllelh-
Létegertetes headvte:
Haskad bt ja=
Halilbori dlethon: &
mem
lmmmmﬂu ol lhn‘n o
I Nem
- | Nemn satibadpes
| Nem megleledd
>Nanrhluﬂlﬂ:pu)llvﬂlnwuhlml)u-c-‘
Menmi voll # GCS "1 .W-“mmmwul D, D, Q.
; !
g o O 4 QO
Mesmh volt 5 GUS “V" o Whegerletbvrsd vali doniés Mépanjition?: D' D, D.' D‘ D’
¢.(‘i-wmummuw
lmnmm: wap
Fubvétels disgaiein:
Esomabeticnve e s oot dlgnici:
kst b
ﬁ.m.w'mm i,\m-mm
Igem Nem et
MR
| Egyed
thﬂlwwm‘d&
A kil b jideiond Exatedine maeglivntine ®: ’n-ma.-m
Dlm D'&m r—— Ml
o " I vagy & U Dans srer Altal kevdlios koma
Crak atvdan 12 exotben foMilion (pon rdhaaze, o | Ne l&ubﬁlﬂ

syl el feleiwed. diciefeve

o Amrk fetehten, ‘Nashel Metidwidd s vagy esdoknn eredetd bia « epysh klinka eliéres

meghieient’ Aweneyiden oz agriald dicleldse ¥ = :L"C‘-.lm 2 " dés fermedll
ld'ﬂmﬂlrw:! merr i detegaek wlt ;A“”'M“.,.I 4  ndannd gt thecsek alapple ook indukol
‘I'g“‘;“:‘\":: e wafetrhl | e agyhabon « 3 meghendeiz virgilal scot vabimcty agyilezsi fefiex Aivilinms
; Cralddi tikaboeds Somao ellen
Kenapse fuasomte

Nywwntre o Noowwt Saervieak bn Bzt el o ovee e NOS4B 0 1Y [T

OVS2-Srervioordinkcios bods
1593 Datapunt 71 84

1901 Badapent Kawmes (1931

Tel o301 e 11T

FPim 2351 398 1177

Fmat roaronatsegons Imnrregrises reee
Agyhalal megablapitis kibetli teendik
mmwd nr?: Flinarutin ki
tn New Agytnsi reflesch Mivalthosdk
Keriegés dunavamlis
S o - cmmgmmmmm
Jdnlblﬁnnlu-““-lt-hw Elmarudie vhi:
gl e T
Kepacitiahsiny
([ U e sterill fel & spervoudhd leheriégs
Renddndgs mpedtly megagndvo
Eloohen indstas tiitabosm
Cualdd viwsistaaitya 4 dusdcad bebenimépes
Tévenen altabimatlannab ket misdvine
Mvmrﬁl\u‘mmﬂu

NSZTI kebdridenise mﬁwm: | Esmaradia et
Dlu- Nom

Ugycloseiack niny lckéndeséai jopennindgs
Nincshsen ehérhed o fay

Newn sdvutnik domideins

Nincs kapocitie

Hozedtartonik tijéhostatist a srervdanicien!

Hoseitartoonk Lk hoctatisg mogliniist*: Elmaradio vhee

D'ﬂ DS-

Caaldd pem eféehetd
A cxalied mdr kerdthan vi a doniciin
Nyvenons heedsipr ok
Nines bely ar ITO-
Orermi & inSk plaraicida ayerénish
Nem agy o
KUkl dlompolgse
Hoccitarbenibh Ui hostatisineh idisitéw:
Agytal@ éselelés clia
Agyhuld érldés sun
- Agyhal#l mogiiapitds wtio
R veandie u baadygetig s
sty vezesd oevos
Cgyeieres wnkorvos
Ugywleres rezidens
w’wl
A huezitmrtonsk w&mmh when GebereertiN ] Csabit] il kosds ohal
o Ui
Nem enenek oz agytudll wayet
(I O A test integrithnkrak megeérnisdod) vois filetem
Elouiten sndtue Liltakownl
Vv ok
Egyos
Axglmmmgle-mumm
Dondein
Wmum hantischin oG ehivel bt ?: ey i 1k
wamvsmmrx
uli\dwmum-‘vtupwn
WM&M

\,MNMWMMDW
Nyvmarn hirtist ez wrubina """""'"Ulm

i 22

O

O

Nprmdine s Semins Sion b ai Mageinrbod (b o bt UL

ey




SZAKMAI

2023 2

ORSZAGOS VERELLATO SZOLGALAT | TRANSZPLANTACIOS IGAZGATOSAG

o O

2023-BANVALOSULTMEG
A 12 000. SZERVATULTETES MAGYARORSZAGON

ORSTAGOS VERELLATO SZOLGALAY

Agyhalalhoz vezet6 kdrok megvaldsult donoroknal

| BNO | Diagnézis
Subarachnoidealis vérzés, k.m.n.
m Traumas subduralis vérzés

Anoxias agyi kdrosodas m.n.o.

m Agyallomanyi vérzés agykamraban

Szivmegallas sikeres Ujraélesztéssel

m Agyallomanyi vérzés féltekében, k.m.n.
m Az agy diffuz sériilése

m Agyallomanyi vérzés, k.m.n.

m Subarachnoidealis vérzés az arteria communicans anteriorbdl
m Az arteria basilaris elzarédasa vagy szlikulete

Traumas subarachnoidealis vérzés

m Agyallomanyi vérzés féltekében, corticalis
m Agyallomanyi vérzés tdbb lokalizacidban
m Agyallomanyi vérzés agytorzsben

Szandékos dnartalom akasztds, zsinegelés és megfojtas altal
m Agytorzsi szélutés (stroke) syndroma (160-167+)
m Subarachnoidealis vérzés az arteria cerebri mediabdl
Agyallomanyi vérzés, egyéb

m Agyallomanyi vérzés kisagyban

EEEE Agyvizenys

Traumas agyvizenyd

Szivmegallas, k.m.n.

Subarachnoidealis vérzés egyéb koponyaliri artériakbol

16600 Az arteria cerebri media elzarddasa és sziikulete

Subarachnoidealis vérzés az arteria basilarisbol
Subarachnoidealis vérzés k.m.n. koponyaliri artériabol
Heveny légzési elégtelenség

Epiduralis vérzés

TObbszoros sérulések, k.m.n.

m Ebstein-anomalia

Megfulladas

Anaphylaxias shock, m.n.o.

Elzarédasos hydrocephalus

m Agyi nyomasfokozddas

m Agyi infarctus a cerebralis Ut6erek rogdsodése miatt
Pékhalohartya alatti vérzés kovetkezményei
m Agyallomanyi vérzés kovetkezményei

Stroke nem vérzésként vagy infarctusként jelolt kovetkezményei
Az agyi erek arterio-venosus rendellenessége

S0990 A fej k.m.n. sériilése

Elemszam
15
14
10
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%

11,45

10,69
7,63
6,87
6,11
5,34
4,58
3,82
3,05
3,05
3,05
2,29
2,29
2,29
2,29
1,53
1,53
1,53
1,53
1,53
1,53
1,53
1,53
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
0,76
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Gyujtott betegsegcsoportok kore
BNO/ICD-10 kdédok alapjan

160 — subarachnoidealis vérzés

161 — agyallomanyi (intracerebralis vérzés)

162 — mds koponyaliri (intracranialis) vérzés

163 — koponyadiri artériak elzarodasa

164 — stroke nem vérzéesnek vagy infarctusnak mindsitve

165 — paracerebralis artériak infarctust nem okozo elzarodasa és
szUklilete

166 — agyi artériak infarctust nem okozo elzarodasa és sziikiilete
146 — szivmegallas
S06 — intracranialis sértilés

S02 — a koponya- és arccsontok toreése

ORSZAGOS VERELLATO SZOLGALAT
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Gyujtott betegsegcsoportok kore
BNO/ICD-10 kdédok alapjan

VO1-X59 — morbiditds és mortalitas kiilsé okai (mérgezés,
baleset, trauma)

GO00-GO5 — kbzponti idegrendszer gyulladdsos betegségei

G93.1 — anoxias agyi karosodds m.n.o

G97 — beavatkozasok utani idegrendszeri rendellenességek m.n.o
G91 — vizfejliség

C70 — agyburkok daganata

C71 - nagyagy daganata

C72 — gerincveldi daganatok

D32 — agyburkok joindulatu daganata

ORSZAGOS VERELLATO SZOLGALAT
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Agyhalalhoz vezet6 korokokban elhunytak szamanak valtozasa orszagosan 2019/2023

BNGNCH Megnevezes szelektalt szelektalt szelektalt
betegcsoportban betegcsoportban betegcsoportban
C70 Az agyburkok rosszindulati daganata 9 5 -44%
C71 Az agy rosszindulatu daganata 213 188 -12%
C72 A gerincveld, az agyidegek és a kozponti idegrendszer egyéb részeinek rosszindulati daganata 12 8 -33%
D32 Az agy - és gerincburkok jéindulatu daganata 23 9 -61%
G00-G09 Kozponti idegrendszer gyulladasos betegségei 86 85 -1%
G911 Vizfejliség (hydrocephalus) 25 11 -56%
G931  Anoxias agyi karosodas m.n.o. 253 281 11%
146 Szivmegallas 6719 9755 = 3036 45%
160 Pékhaléhartya alatti vérzés 181 159 -12%
161 Agyallomanyi vérzés 1146 946 -18%
162 Egyéb nem traumas koponyaliri vérzés 59 49 -17%
163 Agyi infarktus 2 395 1715 -29%
164 Széliités (stroke) nem vérzésnek vagy infarktusnak mindsitve 89 116 30%
165 A praecerebralis artéridk agyi infarktust nem okozoé elzarédasa és szlikiilete 132 115 -13%
166 Az agyi artériak agyi infarktust nem okozé elzarédasa és szlikiilete 113 139 24%
S02 A koponya és arccsontok torése 89 41 -55%
S06 Intracranialis sériilés 487 446 -9%
V01-X59 Balesetek (kozlekedési balesetek V01-V99 és A baleseti sériilés egyéb kiils6é okai W00-X59) 686 473 -31%
12 002 13813 =1811 15%
(12002 -6719) - (13 813-9755)=-1241 Intézeti haldlozas 2019-ben: 64 164
10,32%-kal csokkent potencial a szivmegallas csoportjan nem figyelembe véve |=> donaciés potencial: DOPKI: potencidlis agyhalottak szama 2,9%: 1 861
13 813 — 12002 = 1811 => 14,81%-kal n6tt a potencial => potencialis donorok szama 42,4%: 789

2019-ben az 6sszes korhazi halalozas 18,7%-aban (12 002/64 164), 2023-ban 21,1%-ban (13 816/65 585) meriilt fel agykarosodas




A globalis hatékonysag indikatorai
a korhazi koordinatori intézményekben/Szekszardon évente, atlagosan

ED/AH AH/ITO mort. ED/KH mort. ED/ITO mort.

KK 2018 79,05% 3,45% 0,35% 2,73%
KK 2019 80,15% 4,12% 0,41% 3,29%
Orszagos 2019 71,43% 2,67% 0,28% 1,91%
Orszagos 2020 70,25% 1,35% 0,16% 0,94%
EU 2009 42,4% 15% 1,3% 6,4%
N: résztvevé kérhazak szama Magas arany: Alacsony arany: Alacsony arany: Alacsony arany:
ED: effektiv donor Donacios trigger ITO veszteség Kérhazi veszteség ITO veszteség ana.
AH: agyhalott ;.-';"..o D:PKI
ITO mort.: intenziv osztalyos mortalitas Xt tee ::9, i

KH mort.: kdrhazi mortalitas
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Kdérhazi koordinacio =
szervdonacios mindségbiztositasi program

Implementation of a quality system in a procurement organisation will enable the achievement of
four key objectives:
To ensure the quality and safety of the organs to be obtained and transplanted, minimising
disease transmission to the recipient and ensuring that all possible risks are known and can be
evaluated for the best risk—benefit analysis before transplantation.
To guarantee that the entire process is carried out ethically and legally, and is medically
correct according to best medical practices and in compliance with legislation and ethical codes.
3.  Toensure good documentation and transparency throughout the process, from donation to
transplantation, allowing full records and traceability of the entire process.
To establish a system of continuous improvement which will allow us to improve outcomes, in
terms of increasing both the number of donors and the number of organs transplanted.
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Chapter 15. Quality management in organ donation and 1.
transplantation

There are three main models for quality man-
agement used in the healthcare sector, which are dis-
cussed below: 18O, JCAHO and EFQM. It must be 2.
very clear that these are different options.

ke 1 e gaawy
e T

ORGANS FOR
TRANSPLANTATION

Applying a systematic approach to quality man-
agement in this process involves separate reviews of:
a.  Government and health authority responsibil-

ities;
[ [ Quality management in organ donation; |
¢ Quality management in organ transplant,
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ONE OF THESE TWO WILL
GET YOUR ORGANS.
YOU DECIDE.

Koszénom a figyelmet!
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