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INTRODUCTION

Controlled donation after cardiac death (cDCD) programs are running in several countries for years. National transplant organization (ONT) has
developed a nationwide program in Spain from 2012 and 40 Centers had started by Aug 2015 (415 cDCD Kidney transplants-KTx from Jan-2012 to
Aug-2015). Fourteen centers have joined this study group. We present our preliminary analysis of clinical outcomes.

METHODS

Design:

Table 1. Modified European Maastricht categories of donation after circulatory death (DCD)-
Paris 2013 classification: same skeleton as classification published in 1995 by Koostra et al.

Figure 1 In situ preservation technique. After introduction of the
double-balloon triple-lumen catheter via the femoral artery, the
abdominal aorta including the renal arteries can be selectively
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Inclusion Criteria: Every cDCD Kidney Tx on center.
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Intervention: Kidney transplantation (KTx) from ¢DCD,
Immunosuppression: induction 98.8% (Thymoglobulin 67.3%/
Basiliximab 31.5%) plus prednisone-MMF-Tacrolimus (83.1%)
or mTOR (6.9%) .

Antemortem Catheter canulation vs superrapid laparothomy
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« Two different teams: CCU team for WSLT and organ procurement

team for donation

« Two proposal options: WSLT on CCUnit vs Surgery room
* One time frame: 60 min Kidney, 90 Liver, 120 lung (MBP < 60 mmHg)
« Two options for perfussion: Antemortem catheter, doubleb & triple

Warm ischemic time between cardiac

Cardiac arrest in a hospitalized arrest and organ perfusion is likely to be
Category V patient longer tran category
Uncotrolled 3 or 4 but shorter than category 1 o 2.

liumen (AJ6536-Porgés de Le Plessis-Robinson, France)
* One target: To reduce times (CIT and WIT)

Preliminary analysis 246 pat; mean follow-up 14m|[3-48].

RESULTS

DONORS
138: 57.1 years, 64.8% male who had died from: anoxic

encephalopathy (Stroke or C Arrest) 74.4% pulmonar disease
15,2% Serum Cr: 0.7mg/dl [0.3-2.1]. IgR [0.5-0.9

OUTCOMES

SHORT-TERM
= Graft Function: Primary graft failure (PGF):
3%, delayed graft function (DGF): 47.8%,

= PGF had longer cold ischemia time (18.8 vs
11.7; p= 0.03).

Conversion Rate: UNK
F I ow _C h d rt Discard rate: 2.5 %
Harvest Graft rate: 98.5%

Comorbid conditions: 36.7% Hypertension; 7.2% Diabetes
Mellitus; 59.7 % CMV +; 36.7% with pre-Tx biopsy

Family refusal ¢ ? <¢====——=-

Antemortem cannulation 35.3% Multiorgan DCD: 12.2%

Potential Donor: 138

RENAL FUNCTION

= Nadir Cr: 1.3 mg/dl [0.6-3.1]. Best eGFR
(MDRD-4) 54.9 (23.4) ml/min. 1st year serum
Cr 1.6 [0.9 - 4.8] 2nd year Cr 1.5 mg/dl [0.7-
4.9].

Exceded time window WSLT: 2

Seven kidneys were discharged and 19 transferred and
implanted in other centers. 64.8% males aged 57 range [21-81]

Effective Donor: 136

Discharged: 7 Kidneys (pair OK)

RECIPIENTS
246 recipients: 54.9 years, 69.3% males

" 78.2% from HD, 17.3% PD, 8.8% preemptive

= 89.5% first KTx, 9.7% 2nd, 0.8% 3rd.

= Cold ischemia time (CIT): 11h; median warm IT 24min.

il

265 Harvested Grafts
19 Tx out of GEODAS Units

GRAFTS AND PATIENTS SURVIVAL
" Final end-points: 8 patients died with

il

246 TX GRAFTS

: PGF: 8
* HLA-mismatch: 4[0-5]. None RCPTR presesent PRA> 90%. HD/DP: 6 | functioning graft (6 CV, 2 sepsis). 14 graft
" Immunosuppression: 98.8% induction therapy Death: 8 failures with return to dialysis

(Thymoglobulin 67.3%/Basiliximab 31.5%) plus prednisone-
MMEF-Tacrolimus (83.1%) or mTOR (6.9%).

Trasl: 1

223 TX GRAFTS

= Patient survival rate at 24 months was
95.8%.

" Mean follow-up: 14 [3-48] months
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CONCLUSIONS

" Controlled Cardiac Death Donnor programs are easier to implement and more efficient than uncontrolled DCD programs, with a higher rate of
graft viability

" Kideny transplantation with grafts obtained from cDCD programs present higher delayed graft function rate than historic reference for brain
death donor but similar primary graft failure rate and patient or graft survival rate.

= With our experience , controlled DCD results are good-enough to promote it all over the country.

*This collaborative study has been supported by a partial unrestricted grant by Astellas, Novartis through Instituto Universitario Puerta de Hierro.
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