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1 Introduction 
 

DCD represents the second major pathway of deceased organ donation. In 
the UK, since 2008, there has been a significant expansion in DCD donation 
with, in 2013/14, DCD donor numbers almost equalling Donation following 
Brain Death (DBD) donors (550 v 750). In the UK, ITU staff are now much 
more likely to be exposed to a DCD pathway than DBD – DCD consents now 
heavily outweigh DBD consents but approximately 50% fail to ultimately 
proceed to donation. 
 
The DCD process is inherently more complex than DBD and involves dealing 
with the ethical and legal challenges presented by managing a living patient in 
readiness for their death and donation. Additionally, the number of organs 
available from a DCD donation is usually fewer than from a DBD donor and 
the donated organs are more vulnerable to injury from the process of warm 
ischaemia. 
 
The step by step details of the DCD clinical pathway may be found in the 
NUTH Organ Donation Pathway Booklet, which will be used for each potential 
donor and is available on the intensive care units and the intranet. 
 

2 Guideline Scope 
 

This guidance applies to all adult and paediatric patients being invasively 
supported in a critical care area where the treating team have decided to 
withdraw this support in the expectation of death. 
 
 
3 Main Body of Guideline 
  
The DCD Pathway 
 
3.1 Identification and Referral 
 
The referral to the Specialist Nurse for Organ Donation (SNOD) following 
identification of a potential DCD donor is a key step. All patients who meet 
NICE criteria for identification anywhere in the hospital should be referred. 
 
 
 
 
 
 
 
 
 



NICE Criteria for referral of a possible DCD Donor 
 

 
 
Most patients who die within intensive care and some who die in the 
Emergency Department do so following a decision that ongoing aggressive 
medical and life supporting care is no longer in that patient’s best interest. A 
patient in this position, whose cardio-respiratory function is stable (controlled) 
and who is expected to die within 4 hours of withdrawal of life support (i.e. 
ventilation and/or inotrope) is a potential DCD donor and should be discussed 
with the SNOD. 
 
All patients in this position should be discussed with the SNOD regardless of 
age or underlying acute or chronic illness. Many patients in this group will not 
have the potential to donate but this decision rests with the SNOD. 100% 
referral rate of those patients meeting the above criteria has been shown to 
increase overall donation and is a key performance metric for critical care 
units. 
 
Our intensive care units are on the whole good at referring these patients. 
Patients are missed in the Emergency Department when staff do not think of 
this important aspect of end of life care. Thus, always consider and refer to 
the SNOD (via switchboard 24/7) when effecting a palliative extubation. 
 
3.2 Considering Donation Potential 
 
After referral, the SNOD will take demographic and clinical details. 
Approximately 50% of referrals will be declined at this stage by phone (or in 
person if SNOD present on unit). 
 
For those patients with clear cut donation potential, the SNOD will attend to 
be part of the team requesting consent and to begin the process. 
 
A certain group of patients require a longer period (sometimes up to 4 hours) 
to determine if a transplanting centre would in fact take organs. Clearly this 
introduces significant delay to end of life care and is the reason that early 
referral (as soon as the decision to palliate is made) is important. 
 
As part of determining if donation is possible, consider if the coroner should 
be contacted. 
 
 
 



3.3 Approaching the family 
 
In the vast majority of cases, the patient does not have capacity and thus 
consent for donation is taken from the family. The approach to the family is a 
planned and collaborative effort between the consultant, bedside nurse and 
SNOD. Only the family of patients with confirmed donation potential are 
approached. After ensuring the family understands and accepts the clinical 
reality, information is provided regarding donation and the family supported 
through the decision making process. 
 
Key Information the family must understand includes 

 The process may take 6 – 12 hours to set up, delaying withdrawal of 
life sustaining treatment (WLST) until that point. 

 During this time the patient receives ongoing organ support. 

 Donation can only occur if the patient dies within 4 hours of extubation. 
Approximately 50% of potential donors who proceed down the DCD 
pathway do not donate as the dying process is prolonged. 

 Upon the diagnosis of death – asystole – there is no time to be with 
their loved one. To limit warm ischaemic organ injury, the donor must 
immediately be taken to theatre for the retrieval process to begin. 

 
More information regarding the family approach can be found in the NHSBT 
Strategy Document “Approaching the Families of Potential Organ Donors” 
available on the intranet. 
 
3.4 Managing the patient following consent 
 
The period between consent and WLST may be up to 12 hours as the SNOD 
assesses individual organ function, identifies recipients and organises 
retrieval teams. The ethical justification for continuing support for the patient 
during this period is that it is in his wider best interest to do so (best interest 
incorporating more than purely ‘medical’ interest). 
It is considered acceptable to 

 Continue previous levels of organ support 

 Take blood for tissue typing etc 
 
It may be acceptable to start or escalate a supportive therapy (eg commence 
or increase inotrope) during this period but each such intervention must 
always pass a best interest test. These decisions must be made at consultant 
level. 
 
It is unlikely ever to be in a patient’s interest to intervene in a manner which 
will 

 Shorten life 

 Cause pain from an invasive procedure 

 Cause distress to family 
 
Certain aspects of care (eg administration of systemic heparin or antibiotics) 
remain controversial. 
 



3.5 Withdrawal of Life Sustaining Treatment 
 
After everything is in place life sustaining treatment will be withdrawn and 
palliative and comfort care given. This process is identical to a palliation when 
donation is not being considered and the comfort and dignity of the patient is 
of the highest importance. 
 
Ward 18 has a template document for the senior doctor to prescribe these 
aspects of end of life care and this should be used in all cases. It has detail on 
airway management, positioning, palliative medications, feed and hydration 
and monitoring. 
 
During this period the patient will be monitored by the SNOD and 
physiological data fed back to the awaiting retrieval teams. 
 
3.6 Diagnosing Death 
 
An ITU doctor must be immediately available to diagnose death and expedite 
transfer to theatre for retrieval. The majority of patients will have an arterial 
line in situ. 
 
Begin timing when asystole occurs. Monitored continuous asystole should be 
observed for 5 minutes. If a beat occurs during this period, the timing should 
start again at that point. 
 
After 5 minutes of continuous asystole has elapsed a rapid clinical 
examination should confirm death. 

 Absence of a palpable major pulse 

 Absence of heart sounds 

 Absence of pupillary, corneal and grimace reflexes. 
 
The pathway is signed by the doctor to confirm the diagnosis of death. 
 
At this point, the SNOD team will rapidly transfer the donor to the awaiting 
theatre team. 
 
The medical and nursing team should care for and support the family in the 
usual manner. Unless lung donation is planned – the ITU team’s role in 
donation is finished at this point. 
 
If death does not occur within 4 hours, solid organ donation will not occur and 
the retrieval and SNOD team is stood down. Palliative care continues. The 
family will be contacted regarding tissue donation when death occurs if this is 
agreed. 
 
3.7 DCD Lung 
 
A separate sheet within the donation pathway booklet concerns practice 
regarding DCD lung – an increasing activity. 
 



Such a donor requires re-intubation, after the diagnosis of death, in theatre by 
a member of the critical care or anaesthesia team. 
 
The ITU consultant should identify which team member is to undertake this 
task and ensure they are prepared for and understand this role. 
 
This team member must be immediately available to accompany the donor or 
meet them in theatre. 
 
In conversation with the thoracic retrieval doctor, the intubating anaesthetist 
should agree the sequence and order of activity e.g. a rigid bronchoscopy 
may be performed first. 
 
Following re-intubation, a single recruitment breath of 100% O2 (40cmH2O for 
40 seconds) should be delivered, ideally via the anaesthetic machine. 
Thereafter the lung should be kept open with 100% O2, CPAP at 5cmH2O or 
figure agreed with thoracic doctor. 
 
Cyclical Ventilation should not under any circumstance be re-commenced 
until the chest is open. In a closed chest, the cyclical change in intra-thoracic 
pressure may generate blood flow and perfusion to the brain. Cyclical 
ventilation encompasses a few hand bagging breaths as well as setting up 
IPPV or BIPAP on the anaesthetic machine. Both are strictly forbidden until 
the chest is open. 
 
4 Training, Implementation and Resource Implications 
 
Delivered to critical care doctors in training and critical care nursing staff by  
consultants, the Clinical Lead for Organ Donation and NUTH SN-ODs 
 
5 Monitoring 
 
Continual and ongoing via the Potential Donor Audit – and audit of all deaths 
within critical care areas and the Emergency Dept. 
 
6 Evidence Review and Evaluation 
 
As referenced below 
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