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SOUHRN

Cilem disertace je predstavit soucasny koncept smrti a kritéria pro stanoveni smrti v kon-
textu transplanta¢niho programu a dokazat teze: Pravidlo mrtvého darce (dead donor
rule) nema byt nezbytnou podminkou odbéru zZivotné dilezitjch organt a tyto organy
k transplantaci ma byt pripustné odebirat i od pacientd bezprostredné umirajicich, pri
respektovani principu autonomie a non-maleficence. Na konkrétnich prikladech jsou uve-
deny problémy stanoveni okamziku smrti a je doloZeno, Ze darci organd nenapliuji bio-
logicka kritéria smrti a pravidlo mrtvého darce je v soucasné klinické praxi porusovano.
Argumentaci je podporena myslenka, Ze p¥i rozvijejicich se technologickych moznostech
soucasné intenzivni mediciny pravidlo mrtvého darce ztraci na viznamu. Legalni koncept
smrti se tak vzdaluje biologické podstaté fenoménu. V praci je demonstrovano, Ze pravi-
dlo mrtvého darce neni nezbytnou podminkou transplantaci. Pro rozumny a odpovédny
pristup k etickym pravidlim transplanta¢ni mediciny neni nezbytné nutné definovat smrt
a tedy neni nezbytné ani pravidlo mrtvého darce. Jak divéra verejnosti v transplantace,
tak i ochrana vulnerabilnich jedinct mohou byt zajistény prostrednictvim jinych etickych
nastroji (princip autonomie a non-maleficence). Pro etickou pripustnost odbérti ma za-
sadni v§znam spravné stanoveni infaustni prognézy a respektovani piani pacienta, ktery

se vyslovil k darovani organt.

KLICOVA SLOVA:
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SUMMARY

The thesis presents current understanding of the concept of death and criteria for diagno-
sis of death in the context of organ donation. We will argue that 1) the dead donor rule
should not be the necessary condition for retrieving organs for transplantation and 2) it
should be permissible to retrieve organs from patients that are imminently dying (not dead
yet), with respect to the principle of autonomy and non-maleficence. We will first present
the impossibility and current inconsistencies in determining the exact ,moment of death“
and we will then demonstrate that current organ donors do not fulfill biological criteria for
death and that the dead donor rule is not respected in clinical practice. We suggest that in
the context of recent major technological advances in the field of critical care medicine the
dead donor rule becomes irrelevant and does not contribute to the transplantation ethics.
The legal concept of death and the biological phenomenon of death become more and
more distant. We argue that declaring death is not necessary for ethically justified policy
in transplantation. Both the societal trust and the protection of vulnerable individuals can
be ensured by different ethical principles (i.e. the principle of autonomy and the principle
of non- maleficence). The sound ethical arguments for allowing pre-mortem retrieval of
organs for transplantation include careful consideration of the patient’s best interest and
prognosis and respect for his/her wishes and preferences.

KEY WORDS:

dead donor rule, transplantation, ethics, death, non-maleficence, autonomy
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UVOD

Soucasny transplanta¢ni program je mimoiadné Gspé$ny a zachranuje velké mnoZstvi
Zivotti. Mezi nezbytné milniky v transplantologii patii technologicky rozvoj intenzivni péce
v 60. a 70. letech 20. stoleti a také objev cyklosporinu, ktery zasadnim zptisobem ovlivnil re-

jekci a zlepsil pocatkem 80. let délku i kvalitu pieZiti pacientti s transplantovanymi organy.

Vedle pielomovych vysledks transplantologie v 1é¢b& chronického terminélniho selhani led-
vin je tfeba zminit i dal3i onemocnéni, ktera jsou Gsp&€sné€ 1éCena transplantaci: srdeéni sel-

hani, selhani jater nebo vybrana plicni onemocnéni (jako nap¥. cysticka fibréza).

Pokud jsou organy od darcd ziskavany eticky a pravné akceptovatelnym zptisobem, je

zvySovani poctu darct prijatelnym medicinskym i spolecenskym cilem.

Soucasny model ziskavani organt od darct je zaloZen na tzv. pravidlu mrtvého darce (dead
donor rule, DDR). Toto pravidlo vychazi z dlouhé medicinské tradice, ktera zakazuje 1ékati
zpusobit aktivné smrt pacienta. Jedna z nejstar§ich formulaci tohoto axiomu je vyjadiena
v Hippokratové prisaze. Pokud preneseme toto zakladni etické téma mediciny do podminek
transplantaci, je vyjadfeno pravé pravidlem mrtvého darce. Jeho cilem je ochranit pacienty
pred usmrcenim z diivodu ziskani organu k transplantaci a zajistuje tim spole¢enskou duvé-
ryhodnost transplanta¢niho programu. Podle tohoto pravidla plati, Ze organy k transplanta-

ci lze odebrat az po smrti pacienta.

Samotny princip transplantaci zaloZeny na ziskani Zivotaschopného, VIABILNTHO organu,
ktery je voperovan a funguje v téle pfijemce, viak dava zaklad paradoxni situaci: jak zajistit,
aby byl darce zaroven mrtvy a zaroven aby byly z jeho téla odebrany viabilni organy?

K FeSeni tohoto paradoxu prispély prace zkoumajici situaci tzv. ireverzibilniho komatu v 50.
a 60. letech 20. stoleti. Na jejich zaklad€ bylo konsenzualné formulovano, Ze ireverzibil-
ni zavazné poskozeni mozku (klinicky pfesn€ definované) je rovnocenné smrti pacienta.
V 90. letech pfibylo k neurologickému kritériu stanoveni smrti i kritérium smrti vymezené
na zaklad€ tzv. nevratné zastavy ob&hu. Na zaklad€ naplnéni té€chto dvou kritérii v soucas-
nosti probiha stanovovani smrti tak, Ze formalné€ vyhovuje pravidlu mrtvého darce. Organy

k transplantaci jsou odebirany aZ po vypsani tdmrtniho listu.
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HLAVNI CILE DISERTACE

Cilem disertace je predstavit sou¢asny koncept smrti, jeho kritiku a kritéria pro stanoveni

smrti v kontextu transplanta¢niho programu a dokazat teze:.

1) Pravidlo mrtvého darce (dead donor rule) nema byt nezbytnou podminkou odbéru zi-

votné dilezitych organd (napf¥. srdce, plice, jatra, obé ledviny atd.).

2) Zivotné dilezZité organy k transplantaci ma byt pripustné odebirat i od pacienti bezpro-

stifedné umirajicich, p¥i respektovani principu autonomie a non-maleficence.
Dale je kriticky hodnocen vyznam pravidla mrtvého darce ve smyslu, Ze

1. darci organti nespliiuji kritéria pro stanoveni smrti a pravidlo mrtvého darce je v bézZné
praxi dodrZovano pouze formalné (tj. jsou naplnéna kritéria pravni, nikoliv strictu senso
biologicka). Pro eticky pripustny odbér organd neni nezbytné nutné definovat smrt orga-

nismu.

2. pozadavek implicitné€ obsaZeny v pravidlu mrtvého darce - odbér organti nesmi zpusobit
smrt pacienta - je v kontextu soufasné intenzivni mediciny pfekonany, protoZe hranice

mezi ,umoznénim zemf¥it* a ,kauzalnim zptisobenim smrti“ neni ostra a absolutni.

3. opusténi pravidla mrtvého darce neznamena ztratu ochrany nejlepsiho zajmu pacienta,
protoZe ta mtize byt zajisténa (i bez tohoto pravidla) na zaklad€ dvou fundamentéalnich

etickych principii: principu non-maleficence a principu respektu k autonomii pacienta.

KONCEPT SMRTI Z POHLEDU FILOZOFICKEHO
A HISTORICKEHO

V antice se zacala uplatiiovat pfedstava nesmrtelné duse, odchazejici z té€lesného objeti.
U Platéna je ,smrt odlou¢enim od téla“. Dle Sokrata v okamzZiku smrti ,smrtelna slozka
jak se té€lu podoba, umira, ale nesmrtelna odchazi pry¢ neporusena a nezni¢ena, ustoupiv-
$i smrti“. Stoicismus se vymezuje vii diiv€jsimu eudaimonismu, s pohledem Ze blaZenost
neni cilem, ale eticky cil je blaZenosti, a ¢lovék ma Zit ve shod€ sam se sebou i ve shodé
s pfirodou. Vytsténim je sofisma o neexistenci smrti: Zivot a smrt se navzajem vylucuji:

pokud existuje ¢lovek, smrt jesté neexistuje, a kdyZ existuje smrt, neexistuje zase ¢lovek.

Ve stfedoveéku se prosazuje (v inspiraci kestanskou teologii) pojeti smrti jako ,odlouceni

duse od téla“ a ,duse je duchovni podstaty, nemiiZe se rozpadnout, je nesmrtelna®.
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Koncem 19. stoleti se za¢ina prosazovat teze o pfimém vztahu mezi uménim umirat a uménim
Zit. V podstat€ neméame nic jistého, Zadny pevnéjsi bod ve vesmiru, nezZ ten, Ze zemieme.
Nietzsche prohlagoval ,stfezme se tvrdit, Ze smrt je protikladem Zivota. Zivé je jen jakousi

odrtidou mrtvého, a odriidou velmi vzacnou.”

Ve dvacatém stoleti dochazi k tabuizaci smrti, nemluvi se o ni, myslenky na smrt se odsou-

vaji stranou, umira se v nemocnici a hbitovy se odsouvaji na okraje mést.

PapeZ Benedikt XVI pojima smrt jako nicotu prazdné existence, ktera je jen zdanlivé Zivo-
tem. Fyzicky proces rozkladu, ktery jde Zivotem, je viditelny v nemoci a konéi fyzickym
umiranim. Smrti mtZeme Celit v odvaze lasky, ktera se neprosazuje a dava se druhému,

muiZeme ji vzdorovat zfeknutim se vlastnich vyhod ve prospéch pravdy a spravedlnosti.

Rizné pohledy na smrt a umirani tak maji rizné etické pohledy obsahy. Nicméné pro tcely
transplantaci je nutné filosoficky pohled doplnit i pohledem biologickjym. OkamzZik smrti
je v transplantologii nutné definovat presné a jednozna¢né, i s v€domim, Ze tento pfistup

ve své ,technokrati¢nosti ma sva eticka i moralni a filozoficka omezeni.

KONCEPT SMRTI V KONTEXTU TRANSPLANTACNIHO
PROGRAMU

Organismus se miiZe nachazet pouze v jednom ze dvou, vzajemné se vyluc€ujicich stavii: bud
je organismus Zivy, nebo je mrtvy. ProtoZe se nemtiZe nachazet ve dvou stavech soucasné,

je smrt definovana jako okamzik, ktery tyto dva stavy oddé&luje.

Okamzik smrti oddé€luje dva procesy: proces umirani od procesu télesné desintegrace
zemielého téla. Smrt je svou povahou ireverzibilni. Neni moZné se vratit ze stavu ,,mrtvého*

do stavu ,Zivého*.

Definice, kterd zahrnuje vySe uvedené fyziologické a filosofické p¥edpoklady, byla poprvé
formulovéana v roce 1981 ve znéni: ,We define death as the permanent cessation of function-
ing of the organism as a whole.” (,Smrt je definovana jako trvala ztrata fungovani organismu

jako celku.“)

Funkeci a fungovanim organismu je v definici minéno, Ze to, na ¢em zaleZi p¥i odlieni mrt-
vého a Zivého organismu, neni mechanismus, kterym je zajisténa urcita organova ¢innost,
ale funkce samotna. Plati, Ze p¥istroje, které jsou schopné udrzovat v ¢innosti nékteré organy

i posmrtné€, nemohou zménit celkovy status organismu.
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Pro fungovani organismu jako celku je podstatna podle definice z roku 1981 role tzv. inte-
gratoru - organu, jehoZ funkce neni nahraditelna pfistrojem a bez niZ organismus nevyh-
nuteln€ umira. Tuto nenahraditelnou integraéni roli podle této teorie zastupuje mozek.
Funkce mozku je natolik komplexni a pro Zivot nepostradatelna, Ze nemiiZe byt nahrazena
zadnym piistrojem. Na zaklad€ této teorie je moZné povazovat smrt mozku za ekvivalent

smrti organismu.

Koncept smrti mozku tedy neni snahou o zcela nové pojeti smrti, ale pokousi se zohlednit
technologicky vyvoj mediciny, kdy (vzhledem k nahrazeni funkce plic a srdce specializo-

vanymi p¥istroji) neni mozno definovat smrt na zakladé klasickych ob&hovych kritérii.

Kritéria, ktera se v souc¢asné dobé€ uplatiiuji pfi stanovovani smrti za G¢elem transplantace,
se déli do dvou skupin: prvni jsou kritéria pro stanoveni smrti mozku a druhou skupinu

tvori kritéria pro stanoveni smrti v disledku nevratné zastavy ob&hu.

Problémem v3ak ztstava, ze diky rizné€ definovanym klinickym testim pacienti se stejnym
typem poskozeni mozku a stejnym klinickym a angiografickjym obrazem mohou byt v jedné
zemi prohlaseni za mrtvé, zatimco v jiné zemi prohlaseni za mrtvé byt nesmé&ji. Obdobny

problém je i v pripadé€ stanovovani smrti na zaklad€ prikazu tzv. nevratné zastavy ob&hu.

Z praktického pohledu lze okamzik smrti povaZovat za jakysi ,point of no return“, bod zlo-
mu. Smrt sice nelze potvrdit v okamziku, kdy nastava (z metodologickych divodi), ale 1ze
na ni usuzovat retrospektivné za pomoci klinickych a zobrazovacich metod, a to pomérné

Casné.

KLINICKA KRITERIA PRO STANOVENI SMRTI A JEJICH KRITIKA

V souvislosti s transplantaénim programem mame k dispozici dv€ kritéria, na zaklad€ kterych

muiiZeme stanovit smrt a odebrat organy k transplantaci.

Prvnim kritériem smrti je smrt mozku, prokazovana za pomoci klinickych a zobrazovacich
diagnostickych testt (klinické vySetfeni, angiogragie, mozkova perfizni scintigrafie atd.)
a druhym platnym kritériem je nevratna zastava ob&hu, ktera se prokazuje za pomoci EKG,
arterialni k¥ivky nebo echokardiografického vy3etieni.

Vyznamnou namitkou v tomto pojeti kritérii smrti je otazka, zda existuji vedle sebe dva
typy smrti - jedna tradi¢ni a druha ,smrt mozku, nebo zda koncept smrti mozku vymezuje
pouze podminky, za kterych je mozné pacienty odpojovat od ventildtoru a odebirat organy

za ucelem transplantace atd.
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Smrt je v soucasné dobé& vymezena jako jedineény fenomén, ktery se mtize (klinicky) prokazat
dv€éma zpusoby: prikazem ireverzibilni ztraty dechu a ob&hu, nebo - pokud je djchani za-

jistovano umeéle za pomoci p¥istrojii - pritkazem ireverzibilni ztraty klinickych funkci mozku.

SMRT JAKO SMRT MOZKU - NAMITKY

Koncept smrti mozku se ve své podstaté odlisuje od vSech ostatnich medicinskych diagnéz
tim, Ze se nevztahuje k Zidnému jednotnému medicinskému konceptu nebo patofyziolog-

ickému procesu. Vsechny pokusy o védecké podloZeni tohoto konceptu postupné selhaly.

V této souvislosti byva uvadéno, Ze ackoliv koncept smrti mozku nereflektuje biologickou
podstatu smrti organismu ve smyslu ztraty homeostazy, 1ze podle né&j spolehlivé vymezit sk-
upinu pacientd, ktefi uZ nemohou mit benefit z dalsiho pokracovani 1é¢ebné péce a zaroven

nemohou byt poskozeni odbérem organt k transplantaci.

Z tohoto pohledu byva kritiky sou¢asné praxe koncept smrti mozku vniman jako dtlezita
a uzitena ,fikce”. Smrt mozku ma podobny vztah k biologické smrti jako nap¥. pravni kla-

sifikace nevidomych osob a jejich skuteéna slepota.

SMRT MOZKU JE PROBLEMATICKY KONCEPT
PREVAZNE NORMATIVNI POVAHY

Koncept smrti mozku vznikl na konci Sedesatych let 20. stoleti a odpovidal tehdejsimu
stupni poznani procest souvisejicich s koncem Zivota a umiranim. Postuloval smrt mozku
jako ekvivalent ke smrti organismu. Konceptu se dostalo Siroké miry spolecenského prijeti,

protoze umoznil existenci transplanta¢niho programu.

Nové€ byl pojem smrt mozku vymezen jako ireverzibilni ztrata viech kritickych funkci moz-
ku. Tato tprava definice oviem predpoklada, Ze mozkové funkce se déli na kritické a ty
ostatni. Kritérium, které je formulovano i v ¢eském transplantaénim zikong, tedy ,ztrata

vSech funkci mozku véetné& mozkového kmene*, tak zlistava nenaplnéno.

SMRT JAKO NEVRATNA ZASTAVA OBEHU - NAMITKY

Pocatkem devadesatych let byla nové navrzena kritéria smrti na zakladé ob&hovych kritérii.
Pacienti s pritkazn€ infaustni prognézou (nejen kraniocerebrilniho poranéni), ktefi nesplni-
li vSechna kritéria pro stanoveni smrti mozku se na zakladé¢ téchto kritérii mohou rovnéz

stat darci organd. 10




PRAVIDLO MRTVEHO DARCE A JEHO VYZNAM V SOUCASNE ETICE TRANSPLANTACIT

Po odpojeni od pfistroji, které probéhne bud na zaklad€ platného predem vysloveného
pFani pacienta nebo ho indikuje v ramci infaustni prognézy 1é¢ebné neovlivnitelného stavu

oSetiujici tym, se tito pacienti transportuji na operaé¢ni sal.

Pokud zéastava ob&hu nastane zhruba do jedné hodiny od odejmuti organové podpory, je
mozZné tyto pacienty po uplynuti bezpe¢nostniho intervalu 5 minut prohlasit za zemielé

a odebrat jejich organy k transplantaci.

Hlavnim praktickym rozdilem mezi darci se smrti mozku a darci s nevratnou zastavou obéhu

je doba teplé ischémie.

U darct se smrti mozku je doba teplé ischémie mimotradné kratka, protoZe priukaz smrti
mozku se dé€je u pacientd, kterym funguje srdce i krevni ob&h a organy jsou az do samotného
odbéru dobte perfundovany a zasobeny kyslikem. Odbér miize byt planovan a nacasovan

v koordinaci s odbérovym tymem.

U darct s nevratnou zastavou srdce je situace odli§na. Smrt se stanovuje na zakladé priika-
zu ireverzibilni zastavy ob&hu, které predchéazi rtizné€ dlouha doba hypotenze, a tedy teplé
ischémie. Po dobu tzv. no-touch intervalu (minimaln€ 5 min) je ob&h zcela zastaven a organy
nejsou perfundovany krvi. No-touch interval je obdobi 5-10 min po zastavé obé&hu, k ujisténi,
Ze zéastava ob&hu je trvala a nedojde k samovolné obnové ob&hu. Po uplynuti tohoto interva-

lu je u pacienta konstatovana smrt a miZe byt zahajen odbér organt k transplantaci.

Zasadni namitkou u této skupiny darcti je fakt, Ze 5 minut trvajici zastava nemusi byt nutné
ireverzibilni, u téchto pacienti by béZna kardiopulmonalni resuscitace pravdépodobné ved-
la k obnové ob&hu. Je tedy kritizovana nutnost specidlniho vymezeni pojmu ,ireverzibilni“

pro tuto supinu darct.

PRAVIDLO MRTVEHO DARCE A PROBLEM KAUZALITY
V SOUCASNE INTENZIVNI PECI

Princip non-maleficence vyjadiuje v 1ékaiské praxi povinnost 1ékafe neposkozovat pacienta.
V kontextu transplantace a pravidla mrtvého darce se pak tento princip nejcastéji vyklada
tak, Ze je nepiipustné odebirat organy jako srdce, plice atd. ze Zivého téla a zphisobit tim
prima facie zavazné/nep¥ipustné poskozeni - v tomto konkrétnim piipadé€ je poskozenim

minéna smrt pacienta.

Druhym zékladnim principem, ze kterého vychazi pravidlo mrtvého darce, je princip res-

pektu k autonomii. Tento princip umoziuje pacientlim, aby sami rozhodovali o pribé¢hu
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své 1écby. Dava pacientovi také moznost kteroukoliv 1é¢bu, tedy i 1é¢bu, ktera ho udrzuje pfi
zivoté€, odmitnout. Respekt k autonomii pacienta je zaroven princip, na kterém je postaven

poZadavek na informovany souhlas pacienta s danou 1é¢bou.

Pravidlo mrtvého darce je vyjadienim pevné profesni zasady, Ze 1ékafi nesmé&ji zpasobit
smrt pacienta, a to ani v kontextu transplantace a odb&ru organt. Jednou z dalsich formu-
laci tohoto pravidla je, Ze s pacientem nikdy nesmi byt zachiazeno jako s pouhym prostied-

kem k ziskani jeho organd. Toto pravidlo vychéazi z Kantova kategorického imperativu.

Miizeme tedy shrnout, Ze v soucasné klinické praxi:

onemocnéni - 1é¢ebné neovlivnitelny stav s infaustni prognézou - odpojeni od pristroji -
amrti = LZE

onemocnéni - 1é€ebné neovlivnitelny stav s infaustni prognézou - odbér organii - odpojeni
od pristrojii - Gmrti = NELZE

Tradi¢n€ byly pfisné€ a jednozna¢né€ oddélovany v klinické praxi dvé odlisné situace: kauzal-
né zpusobit smrt pacienta a ponechat pacienta zemfit. Tato distinkce je schematicky vyjadre-
na v Obr. 1.

Tradiéni etika

Kontext intenzivni péce (od 2.pol. 20. stoleti)

Odpojeni od ventilatoru,
ECMO

Terminalni sedace na ICU

Obr. 1: Vxtah mezi ,ponechdnim zemiit a ,zpiisobenim smrti“
12
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S rozvojem technologickych prostfedkt, jako je uméla plicni ventilace nebo mimo-
té€lni ob&h se vsak situace méni. Prikladem muZe byt pacient se selhanim srdce,
ktery je pripojen k mimotélnimu ob&hu. Pokud jsou vycerpany 1é¢ebné moznosti,
jedna se o terapeuticky nefesitelny stav s infaustni prognézou. Takovy pacient vSak
nemuzZe zemfiit ,p¥irozené®, ,sam*, v bézné klinické praxi musi 1éka¥ vypnout (ak-
tivn€) pristroj pro mimotélni obé&h.

Existuji dva mozné pohledy na interpretaci aktu , vypnuti p¥istroje.

- vzhledem k tomu, Ze je pacient na jeho funkci zcela zavisly, stava se vypnuti pii-
stroje proximalni p¥i¢inou vedouci ke smrti pacienta. Kdyby se pfistroj nevypnul,
k amrti by nedoslo. Vypnuti pfistroje 1ze tedy z tohoto pohledu povazovat za kau-
zalni ve vtahu ke smrti pacienta

- vzhledem k tomu, Ze k p¥istroji na mimotélni obéh byl pacient piivodné p¥ipojen
s cilem prodlouZeni Zivota a 1é¢by srde¢niho selhani, vypnuti pfistroje je mozné
interpretovat jako ustoupeni od 1écby, ktera prestala byt indikovana, a tedy jako
yponechani zemfit*

MOZNOSTI ODLISNEHO ZALOZENTI ETIKY TRANSPLANTACI

Ve svétle rostoucich dokladd o tom, zZe kritéria pro stanovovani smrti jsou biologicky ne-
platni, je patrna na jedné stran€ snaha o tpravu definice smrti tak, aby bylo mozno dale
transplanta¢ni etiku stavét na pravidle mrtvého darce a na stran€ druhé snahu o alternativni

transparentni eticky zaklad pro odbér organt.

NOVA OPERACIONALNI DEFINICE SMRTI

V roce 2012 se konalo v Montrealu setkani 32 zastupct odbornych 1ékaiskych spole¢nos-
ti z celého svéta, které se zabyvalo tvorbou zavazného postupu pfi stanovovani smrti.
Soucasti, a hlavnim citovanym bodem prace komise pak bylo sestaveni nové, tzv. opera-

cionalni definice smrti.

Nové€ navrzena definice zni: ,Smrt je trvala ztrata schopnosti vytvaret a zajistovat védomi
a vSechny funkce mozkového kmene. Tento stav miize byt diisledkem permanentni zastavy
ob&hu nebo katastrofického mozkového postiZeni.“ V kontextu stanoveni smrti, se pojem

ypermanentni” vztahuje pravé k takové ztraté funkce, ktera se nemutize upravit spontanné.

Vzhledem k vy3e uvedenym biologickym zpochybnénim takto nastavenych kritérii se
nabizi otazka, zda se lze v transplantaéni etice obejit bez pravidla mrtvého darce a zda
13
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je mozné zajistit ochranu pacientti na zéklad€ jinych etickych pravidel. Jinak fe¢eno, zda je

eticky pFipustné odebrat organy od pacienti, ktefi nebyli prohlageni za mrtvé.

ALTERNATIVA ETICKY PRIPUSTNEHO ODBERU

Obr. 2¢ zachycuje, za jakych podminek by bylo mozné (a eticky pt¥ipustné) o odbéru
uvazovat.

1. V soucasné praxi je dodrzovano pravidlo non-maleficence (kdyz odhlédneme od technic-
ké procedury vyplnéni dmrtniho listu, tak plati, Ze pacienti, kterym jsou v sou¢asné praxi

organy odebirany, uZ nemohou mit zadny prospéch z pokracovani jakékoliv 1é¢ebné péce)

2. Organy nejsou odebirany lidem, ktefi s darovanim nesouhlasi .

<
e
<
® @

22?7
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neovlivnitelny stav .
odejmuti péce odbér organt

DCD kandidat

souhlas / non-maleficence / benefit pro pfijemce

Obr.2: Pravidlo mrtvého ddrce a moZné alternativy eticky spravného postupu

INFORMOVANY SOUHLAS (VYSLOVENI PRANI STAT SE
DARCEM ORGANU)

Respekt k autonomii pacienta je zakladni eticky princip, ktery vyZaduje, aby si pacient mohl
zvolit mimo jiné okolnosti svého konce Zivota a umirani. Obdobné by mél mit moZnost urcit

Y2 2 Yz 2

své prani darovat organy k transplantaci a tato pacientova prani by méla byt respektovana.

Tato moznost je ukotvena nové i v ¢eském pravnim fadu, v Zakonu o zdravotnich sluzbach.
Pacient v Ceské republice ma moZnost sepsat tzv. pfedem vyslovena prani nebo se zapsat

do registru osob nesouhlasicich s odbérem organt k transplantaci.

NON-MALEFICENCE (STANOVENI INFAUSTNI PROGNOZY)

Druhou podminkou je princip non maleficence - tedy pozadavek, aby pacient nebyl odbérem
organt v Zadném piipad€ poskozen. V piipadé bezprostiedné se blizici smrti, pacienta odbér
organt nemuZe poskodit - jeho Zivot nevratné a bezprostfedné kon¢i a medicina nema zad-

nou moznost, jak Zivot tohoto pacienta zachréanit a zptisobit tak benefit ve smyslu pFeZiti.

Pravidlo mrtvého darce tedy v né€kterych p¥ipadech soucasn€ zavedené praxe znemoziuje

respektovat prani pacienti v piipadég, Ze jsou bezprostfedné umirajici a preji si darovat
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organy a zbyte¢né tim sniZuje pocet dostupnych organd, které by mohly pomoci jinym pa-

cientim zachranit Zivot.

SROVNANI OBOU NAVRHU

Pfi porovnani dvou hlavnich smé&rt soucasné etické rozvahy lze ¥ici, Ze prvni z nich vychéazi

z upravy definice smrti tak, aby bylo zachovano tradi¢ni pojeti transplanta¢ni eticky véetné

pravidla mrtvého darce. Druhy smér se pak snaZi najit feseni v Gstupu od pravidla mrtvého

darce a navrhuje zajisténi ochrany pacientd/darcti dv€ma zakladnimi etickymi principy:

principem non-maleficence a principem respektu k autonomii jedince. Ob& navrhovana

FeSeni maji sva pro a proti, ktera prehledné shrnuje Tab. 1

Posmrtné darovani organt

Piedsmrtné darovani organi

nové navrhovani definice smrti (WHO)

autonomie + non-maleficence (Truog, Mill-

€r)

PRO

PROTI

PRO

PROTI

nova definice
smrti uvadi

v soulad stano-
veni smrti se
smyslem pravid-
la mrtvého darce

nové€ navrhovana
definice je motivovana
predevsim zlepSenim
dostupnosti organt

k transplantaci

darovani organt je
ve shod€ s pfanim pa-
cienta (pacient/osoba

blizka dava souhlas
s darovanim organt)

mozna ztrata
divéry vetejnosti,
ktera se tyka povin-
nosti 1ékare vici
pacientovi, ktery
umira

nové navrhovana
definice smrti
pouziva zave-
dené klinické
metody ke sta-
novovani smrti
(neproblem-
aticka apliko-
vatelnost u lazka
pacienta)

definice smrti se stava
predmétem konsenzu
a ztraci sviij biologicky
zaklad

pacient/potencialni
darce nemtize byt
odbérem organt
poskozen (je ve stadiu
bezprostiedniho
umirani a k odbéru

je poskytnuta celkova
anestezie)

potencialni konflikt
zajmu: rozhodnuti
o omezeni 1écby
muze byt ovlivnéno
snahou uskute¢nit

odbér

spolecenské

a pravni upra-
vy transplan-
taci a pravid-
lo mrtvého
darce zustavaji
nezménény

smrt ¢lovéka je

povaZovana za specialni
smrt, ktera se lisi od sm-

rti jinych organismu

definice smrti je stejna
pro viechny zivé or-
ganismy (smrt je irev-
erzibilni fenomén)

smrt zpiisobend
odbérem organt
muZe byt vhimana
jako opovrhovani
cenou lidského
Zivota
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potencial- nova definice smrti je potencialni zvyseni stanoveni infaustni
ni zvySeni slozita, a vymyka se poctu organt progndzy mize byt
poctu organti chapani bézného ¢loveka | ziskanych etickym zatiZeno chybou
ziskanych a legitimnim

etickym a le- zpusobem

gitimnim

zpusobem

jedna defin- nova definice nezahrnuje | respekt viiéi vieo- vyzaduje soubé&z-
ice misto dvou | a nezohledniuje obecné |becnému chapani nou dpravu
koncepti: kon- | pouzivani terminu obecného terminu pravnich predpist
ceptu ,smrti Hsmrt® ,smrt® tykajicich se zabiti
mozku“ a ,sm-

rti v dasledku

nevratné zastavy

ob&hu¥)

Tab. 1: srovndni konceptu posmrtného a predsmriného darovdni orgdni

ZAVER

V disertaci jsme ukazali, Ze sou¢asna praxe odbé&ru organti je v uré¢itém smyslu pravni fikei,
kdy stanovujeme smrt na zakladé biologicky zpochybnitelnych, avsak praivné ukotvenych
kritérii.

Z historického pohledu lze chapat vznik konceptu smrti mozku a konceptu smrti v disled-
ku nevratné zastavy ob&hu jako ve své dob¢ uzitetné kroky, které umoznily legalni odpo-
jovani terminalné nemocnych pacienti od piistrojii a rozvoj transplantaéniho programu.
Vyznamna snaha o jejich biologicky prtikazné zaloZeni vsak selhava.

Za soucasné situace, kdy pouzivame neplatna biologicka kritéria pro stanoveni smrti, je
mozné ale ¥ici, Ze veSkeré odbéry od tzv. ,zem¥elych darci” vlastné probihaji od darct (z bi-
ologického hlediska) bezprostfedné umirajicich, tedy jesté Zijicich.

Hlavnim argumentem pro opusténi pravidla mrtvého darce je tedy snaha o pravdivé a kon-
sistentni hodnoceni védeckych poznatkd, které o umirani a smrti mame.

V této praci jsme ukazali, Ze pravidlo mrtvého darce neni nezbytnou podminkou trans-
plantaci. Pro rozumny a odpovédny piistup k etickym pravidlim transplanta¢ni mediciny
neni nezbytné nutné definovat smrt a tedy neni nezbytné ani pravidlo mrtvého darce.

Jak dtvéra verejnosti v transplantace, tak i ochrana vulnerabilnich jedinc mohou byt za-

jistény prostiednictvim jinych etickych nastroji (princip autonomie a non-maleficence).

Pro etickou pi¥ipustnost odb&rti ma zasadni viznam piedevsim spravné stanoveni infaustni

progndzy a respektovani piani pacienta, ktery se vyslovil k darovani organd.
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PLNE ZNENI PUBLIKACI, KTERE JSOU PODKLADEM
DISERTACE

Priloha 1: Doporuceny postup pred odbérem organt od zemtelych darct
po nevratné zastavé obéhu

Ceska spole¢nost anesteziologie, resuscitace a intenzivni mediciny; Ceska transplantaéni

spole¢nost; Ceska spole¢nost intenzivni mediciny

Pracovni skupina Cvachovec Karel, Cerny Vladimir, Dugka Frantiek, Hejna Petr, Pokorna

Eva, Rusinova Katefina, Schmidt Matou$

1. UVOD

Cilem dokumentu je formulace zésad postupu pied odbérem organt od dospéljch
zemfFelych po nevratné zastavé obéhu (dale jen zemfteli darci) pro zdravotni péci o po-
tencialni a zemielé darce, zejména na pracovistich intenzivni pé¢e. Dokument se zabyva
etapou zdravotni péce, ktera za¢ina identifikaci potencialniho darce a konéi zjisténim
smrti prokazanim nevratné zastavy ob&hu. Za odbé&rovou aktivitu je pro potiebu tex-

tu povazovéana jakékoliv invazivni, minimalné invazivni ¢i jina intervence souvisejici

s odbérem organt/tkani. Dokument nenahrazuje zakladni odborné zdroje v oblasti dané
problematiky a neuvadi povinnosti zdravotnickych pracovnikii uréené jinymi zakonnymi ¢&i

profesnimi normami.

2. ZAKLADNI VYCHODISKA

o Odbér organti od zemielého darce po nevratné zastavé obéhu umoziuji a stanovuji

soutasné zakonné normy - ¢. 285/2002 Sb. a provazejici predpisy.

o Odbér organti 1ze v pripadé smrti zji§téné prokazanim nevratné zastavy obéhu provést
pred uplynutim 2 hodin od tohoto zjisténi, pokud je znama doba zji§téni smrti a by-
la-li smrt zjiSténa ve zdravotnickém zafizeni nebo pokud smrt byla zjisténa na zakladé

neuspé&sné resuscitace.
e Odbér organti od zemrelého darce je v souladu s etickymi principy mediciny.

e V prib&hu identifikace (i potencidlniho) zem#elého darce a nasledné zdravotni péce

o zemi‘elého darce musi byt dodrzovany veskeré etické principy mediciny s dirazem
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na uchovani lidské distojnosti a respekt k diive vyslovenym pranim zemielého nebo
rodiny/blizkych zemielého darce.

e Jakakoliv aktivita/intervence souvisejici s odbérem organti/tkani od zemielého darce
(péce o darce, priprava na odbér a odbér organii/tkani) mtize byt zahajena az po zjisténi
smrti, za tuto aktivitu nejsou povaZovana vySetfeni umoznujici posouzeni zdravotni
zpusobilosti potenciilniho darce a informace o mozném darci p¥islusnému transplan-

taénimu centru.

3. IDENTIFIKACE POTENCIALNIHO ZEMRELEHO DARCE

Kategorie potencialnich zemtelych darct podle tzv. Maastrichtskych kritérii (MK):

a) zemfely pri prijezdu do zdravotnického zarizeni (MK 1)

b) netdspésna kardiopulmonalni resuscitace ve zdravotnickém zatizeni (MK 2)

c) ,o¢ekavana“ zastava krevniho obéhu (MK 3)

d) zastava krevniho ob&hu po prokazani smrti nevratnou zastavou funkce celého mozku
(MK 4)

e) zastava ob&hu u pacienta b&éhem hospitalizace (MK 5)

Zakladni kritéria pro identifikaci potencialniho zemielého darce:

a) znama totoZnost darce

b) zemfely za Zivota nevyslovil prokazatelny nesouhlas s posmrtnym odbérem organiy/
tkani

c) znama doba provadéni kardiopulmonalni resuscitace (potencialni zemfeli darci katego-
rie MK2 nebo MK 5)

d) neni medicinska kontraindikace k odbéru organt

V podminkéch zdravotnického systému Ceské republiky jsou za optimalni povaZovani
zemfreli darci kategorie MK 3 (tj. zemf¥eli na pracovistich typu ARO/JIP po prechodu k pali-
ativni pé¢i v souladu s doporuéenim Piedstavenstva Ceské 1ékai'ské komory &. 1/2010 k pos-
tupu pii rozhodovani o zmén¢ 1écby intenzivni na 1écbu paliativni u pacientti v terminal-

nim stavu, ktefi nejsou schopni vyjadrit svou vili).

4. ZJISTENI SMRTI PRUKAZEM NEVRATNE ZASTAVY KREVNIHO OBEHU

e Zjisténi nevratné zasady krevniho obéhu musi byt dokumentovano v souladu s existu-

jicimi zakonnymi a jinymi souvisejicimi normami.

@ Zjisténi zastavy krevniho ob&hu u zemfelych darct vyZaduje splnéni vzdy minimalné
dvou z nasledujicich ti kritérii:
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a) prukazné zjisténi absence organizované elektrické aktivity na EKG
b) prikazné zjisténi absence pulzové k¥ivky pfi invazivni monitoraci krevniho tlaku

c) prikazné zjisténi absence mechanické aktivity srdce pii ultrazvukovém vySetfeni srdce

e Po zjisténi zastavy obéhu musi nasledovat vzdy tzv. obdobi klidu (non-touch interval)

v trvani minimalné 5 minut.

e Nevratna zastava krevniho ob&hu je konstatovana po uplynuti obdobi klidu, béhem
kterého trva zastava krevniho ob&hu a nedojde k obnoveni srde¢ni ¢innosti.

5. ZASADY ZAHAJENT ODBEROVE AKTIVITY U ZEMRELEHO DARCE

e Jakakoliv aktivita/intervence souvisejici s odbérem organti/tkani od zemfelého darce
(péce o darce, priprava na odbér a odbér organit/tkani) mtize byt zahajena az po zjisténi
smrti, za tuto aktivitu nejsou povaZovana vySetfeni umoziujici posouzeni zdravotni
zpusobilosti potencidlniho darce a informace o mozném darci p¥islusnému transplan-

taénimu centru.

e Jakoukoliv aktivitu/intervenci souvisejici s odbérem organti/tkani od zemielého darce
musi provadét jini 1éka¥i nez ti, kteti se podileli na identifikaci potencialniho darce
a zjisténi smrti prikazem nevratné zastavy ob&hu. Lékari, ktefi zjistuji smrt, nesmé&ji
provadét odbér organti od zemielého darce nebo transplantace a nesméji byt osetiu-

jicimi 1ékati uvaZovaného prijemce.

6. SEZNAM ZAKLADNICH PLATNYCH PRAVNICH PREDPISU, NOREM A VYBRA-
NYCH PRACI SE VZTAHEM K PROBLEMATICE

e Zikon ¢. 285/2002 Sb., o darovani, odbé&rech a transplantacich tkani a organt a o0 zméné

nékterych zakont (transplanta¢ni zakon)

Yy,

e Vyhlaska ¢.114/ 2013 Sb. o stanoveni stanovi bliZzsich podminek posuzovani zdravotni
zpusobilosti a rozsahu vySetfeni Zijictho nebo zemfelého darce tkani nebo organti pro
ucely transplantaci (vyhlaska o zdravotni zptisobilosti darce tkani a organt pro tcely

transplantaci)

e Vyhlaska ¢. 115/ 2013 Sb. o stanoveni specializované zptisobilosti 1€kaiti zjistujicich smrt
a 1ékairti provadéjicich vySetfeni potvrzujici nevratnost smrti pro tcely odbéru tkani
nebo organid urcéenych pro transplantaci (vyhlaska o specializované zpusobilosti 1ékait

zjitujicich a potvrzujicich smrt pro tcely transplantaci)
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e Doporudeni Piedstavenstva Ceské 1ékai'ské komory &. 1/2010 k postupu pfi rozhodovani
o zmén¢ 1é¢by intenzivni na lé¢bu paliativni u pacientti v terminalnim stavu, kteii nejsou

schopni vyjadfit svou vili. www.lker.cz

e Manara A. R., Murphy P. G. and O’Callaghan G.: Donation after circulatory death, Brit-
ish Journal of Anaesthesia 108 (S1), 2012: 108-121

e Detry O, Le Dinh H, Noterdaeme T, De Roover A, Honoré P, Squifflet JP, Meurisse
M. Categories of donation after cardiocirculatory death. Transplant Proc. 2012
Jun;44(5):1189-95. doi: 10.1016/j.transproceed.2012.05.001. Review.

e Rady MY, Verheijde JL, McGregor J. Organ donation after circulatory death: the forgot-
ten donor? Crit Care. 2006;10(5):166. Review.
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Priloha 2: Studie DEPRESS

Limited family members/staff communication in

intensive care units in the Czech and Slovak
Republics considerably increases anxiety in
patients” relatives — the DEPRESS study

Katerina Rusinova'*", Jaromir Kukal®, Jiri Simek*, Vladimir Cerny®®, for the DEPRESS study working group

Abstract

(p=0001).

Background: Symptoms of anxiety and depression are common among family members of ICU patients and are
culturally dependent. The aim of the study was to assess the prevalence of symptoms of anxiety and depression
and associated factors in family members of ICU patients in two Central European countries.

Methods: We conducted a prospective multicenter study involving 22 ICUs (250 beds) in the Czech and Slovak
Republics. The Hospital Anxiety and Depression Scale (HADS) was used to assess symptoms of anxiety and depression
in family members of ICU patients. Family member understanding of the patient’s condition was assessed using a
structured interview and a questionnaire was used to assess satisfaction with family member/ICU staff communication.

Results: Twenty two intensive care units (both adult and pediatric) in academic medical centers and community
hospitals participated in the study. During a 6 month period, 405 family members of 293 patients were enrolled. We
found a high prevalence of anxiety and depression symptoms — 78% and 54%, respectively. Information leaflets
distributed to family members did not lower incidences of anxiety/depression. Family members with symptoms of
depression reported higher levels of satisfaction according to the modified Critical Care Family Needs Inventory.
Extended contact between staff and family members was the only related factor associated with anxiety reduction

Conclusion: Family members of ICU patients in East European countries suffer from symptoms of anxiety and
depression. We identified limited family member/ICU staff communication as an important health care professional-
related factor associated with a higher incidence of symptoms of anxiety. This factor is potentially amenable to
improvement and may serve as a target for proactive intervention proactive intervention.

Background

Intensive care units are probably one of the most challen-

ging and stressful places in a hospital in terms of anxiety

and depression among family members of ICU patients.
Sizable amounts of quantitative and qualitative data re-

garding mental health symptoms are now available [1,2].

In large observational studies conducted in France, for

* Correspondence: katerina.rusinova@vfn.cz

'Department of Anesthesiology and Intensive Care Medicine, 1st Faculty of
Medicine, Charles University in Prague and General University Hospital,
Prague, Czech Republic

?Institute for Medical Humanities, First Faculty of Medicine, Charles University
in Prague, Prague, Czech Republic

Full list of author information is available at the end of the article

example, Pochard et al. [3] found that 69% of family mem-
bers had anxiety and 35% experienced depression early in
their relative’s ICU stay, while 73% had anxiety and 35%
had depression in the days preceding their relative’s ICU
discharge or death [4]. In a cohort of cancer patients’ fam-
ilies, the prevalence of anxiety and depression was 71 and
50.3%, respectively [5]. These symptoms, as showed by
Anderson et al. [6], diminish over time, but even at six
months, 35% of families were still experiencing post-
traumatic stress.

During the second half of the 20th century, for historical
reasons, medical facilities and communication skills took
different evolutionary paths in West and Central/East
European countries. In Central and Eastern countries
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there was a steady increase in physician paternalism to-
gether with a decline in open communication between pa-
tients, families and medical staff [7]. Concomitantly,
medical technologies progressed very slowly compared to
Western countries.

The technological gap was closed rapidly in the early
1990s and after 1990, a patients’ rights codex was cre-
ated and legislation concerning informed consent was
modified and upgraded accordingly [8,9]. However, com-
munication skills and interaction patterns between physi-
cians and patients and/or relatives remained poorly
analyzed in Central/East European countries and as such,
any changes in these areas were difficult to evaluate.

As a consequence of the highly prevalent psychological
distress (common in family members during a patients’
ICU stay) there has been growing interest and effort to-
ward addressing this problem in the ICU (mainly studied
in Western Europe & America [10-12] and poorly inves-
tigated in Central Europe). Realization of the importance
of understanding the current patient/family member/
ICU environment in Central/East European countries
(where potential gaps may exist between advances in
therapeutics in the ICU and meeting communication/
psychosocial needs among family members) was the
main rationale for this study, which was conducted in
two Central European countries.

The aim was three-fold: first, to assess symptoms of
anxiety and depression in family members of ICU pa-
tients; second, to determine how well family member
understood the condition/situation of the involved pa-
tient (through a structured interview); and third, to spe-
cify family members’ needs and satisfaction (using a
modified version of Molter’s Critical Care Family Needs
Inventory) [13].

Methods

Study setting and study participants

We created the DEPRESS study working group for
participating in data collection for the DEPRESS study
(DEPRession and anxiEty in family memberS of ICU
patientS in the Czech and Slovak Republics) which in-
volved total of 22 participating ICUs in 13 university
centers and 9 community hospitals (the list of partici-
pants is detailed in the Acknowledgment section).

The study recruited patients and family members of
patients hospitalized in an ICU for more than 48 hours,
between May and September 2007.

We defined ‘family members’ as all individuals who
visited the patient in the ICU. All family members that
visited a patient during the study period were potential
participants. They were informed that a study focusing
on their needs was ongoing and that they could partici-
pate in the study. Each family member could participate
once during the study period. Family members were
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informed that returning the questionnaire to the attend-
ing physician and agreeing to answer the questions
about their understanding of the involved patient’s con-
dition, would constitute consent on their part.

The National Ethics Committee ruled that a returned
questionnaire was sufficient to indicate consent (refer-
ence number 200703 S11P).

Study procedures and measures

ICU characteristics: we documented the structure of
each ICU, the existence of informational leaflets for fam-
ily members, and whether the ICU had a written proto-
col for interacting with family members.

Patient characteristics: we registered each patients’ age,
gender, marital status, occupation (for adult patients),
the Knaus chronic health status score [14], and reasons
for ICU admission. We included two scores assessing
the gravity of their condition: the highest TISS (TISS =
Therapeutic Intervention Scoring System [15] and the
APACHE II score (Acute Physiology and Chronic Health
Evaluation score), the latter being calculated within
24 hrs of ICU admission [16]. Length of ICU stay and
clinical condition at discharge (living or deceased) on
the last day of the study period were also recorded.

Family members were invited to fill in three question-
naires (i-iii) and to participate in a structured interview
with a physician (iv).

i) The Hospital Anxiety and Depression Scale (HADS),
a 14-item questionnaire (7 items for evaluation of
anxiety, 7 for depression) with a cut-off scale of 10
[17] was used to assess symptoms of anxiety and
depression.

ii) To evaluate the ability of ICUs to meet family needs,
we used a modified version of Molter’s Critical Care
Family Needs Inventory (CCENI) [13].

iif) Family members were asked (using a questionnaire
with yes/no questions) whether they had received
contradictory information, were receiving support
from their general practitioner, would like help from
a psychologist, if information from the ICU staff was
timely and appropriate, and whether they would like
or would have liked to receive more information
about the diagnosis, treatment, and prognosis of the
involved patient.

iv) Comprehension of information provided by staff was
checked using a structured interview performed by a
physician who asked each family member about
their comprehension of the reason(s) for admission,
main treatment options, and prognosis of the patient
(Additional file 1).

As with most similar ICU studies, we started the data col-
lection 48 hours after patient admission and the completion
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of questionnaires, and the interview took place between
the third and the last day of the patient’s ICU stay.

Statistical analysis

Single real variables were described via sample, median
and range (min-max). Data involving single binary vari-
ables were treated as belonging to a binomial distribu-
tion with unknown event probabilities; point estimates
and confidence intervals were calculated. Event occur-
rences in two disjoined groups were investigated using
an odds ratio related to logistic regression; point esti-
mates and confidence intervals were calculated. A prob-
ability of p =0.05 was considered statistically significant.
Relationships between patients and family members
were investigated as pairs (patient, family member). First,
we performed an univariate analysis of our findings to as-
sess the factors associated with anxiety and depression;
followed by a stepwise multivariate forward-backward lo-
gistic regression to assess the effects of variables on
anxiety and depression separately, as measured by the esti-
mated odds ratio. Anxiety or depression (defined as a sub-
scale score >10) was the dependent variable. Independent
variables were the patient, family and ICU characteristics.
Analysis was performed using MATLAB Statistics Tool-
box (Mathworks Inc).

Results

Twenty two ICUs (250 beds) participated in the study
and interview report forms and questionnaires, com-
pleted by 405 family members, were analyzed. Twenty-
one family members declined to participate in the study
(reasons not documented).

Characteristics of the 22 ICUs

Seventeen ICUs (78%) were adult and five (22%) were
pediatric. All ICUs had a median of three senior physi-
cians (range 1 — 10), a median of one resident (range 0 —
5), a nurse-to-patient ratio of 1.5 (range 0.75 — 2.5) and a
median of 11.5 beds (range 5 — 21). The median time for
daily visits was 3 hours (range 2 — 24). Ten ICUs (45.5%)
had a specific or suitable room for ICU staff meetings with
family members. In 11 ICUs (50%) family members re-
ceived an information leaflet but only 1 ICU (4.5%) had a
written protocol for interacting with family members.

The characteristics of patients and family members
participating in the study are summarized in Table 1.
The prevalence of anxiety and of depression in family
members was 72.8% and 53.6%, respectively (Table 2).
Factors associated with symptoms of anxiety and depres-
sion are presented in Table 3 (univariate logistic regres-
sion model) and Table 4 (multivariate logistic regression
model).

Anxiety was associated with three patient-related charac-
teristics (living with/in the family, TISS max, Knaus score),
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Table 1 Characteristics of patients (n=293) and family

members (n = 405)

Patient Count (%) or
median [range]
Age 39 [0-87]
Female gender 112 (38.9)
Living alone 38(19.7)
Unemployed 53 (264)
Primary admission to ICU 108 (37.2)
Secondary admission to ICU 180 (62.1)
Knaus score 101-4]
Highest TISS score 49 [15-80]
APACHE Il within first 24 hours 20 [2-42]
Length of stay [days] 13 [3-242]
Status at discharge (died) 28 (99)
- Adult patients (died) 26 (13.8)
- Pediatric patients (died) PAVA))
Family member
Age 415 [16-87)
Female gender 289 (71.5)
Relationship to the patient
Spouse 92 (22.8)
Parents 194 (48)
Siblings 62 (15.3)
Other 30 (7.4)
Not relative FM 4(1)
Time of transport to the hospital [min] 40 [10-440]
Desired number of visits 7 [2-8]
Wanted more information about diagnosis 212 (52)
Wanted more information about treatment 214 (53)
Wanted more information about prognosis 226 (56)
Receiving contradictory information 70 (17.4)
Length of staff contacts [min] 10 [1-60]
Wanted help from psychologist 110 (27.7)
Not helped by general practitioner 258 (64.8)
Ignoring specific role of health care professionals 51 (126)
Suitable duration of meeting with ICU staff [min] 10 [1-60]
CCFNI score 20 [14-36)
Failure to understand 248 (61.9)

(diagnosis AND treatment AND prognosis)

four family-related factors (relation other than spouse/par-
ent/child, driving time to the hospital, desired number of
visits, desire for psychological support) and one health care
professional-related factor (length of ICU staff/family
member interactions related to patient information).
Factors associated with symptoms of depression in-
cluded two patient-related characteristics (age, TISS score

27




PRAVIDLO MRTVEHO DARCE A JEHO VYZNAM V SOUCASNE ETICE TRANSPLANTACIT

Rusinova et al. BMC Psychiatry 2014, 14:21
http://www.biomedcentral.com/1471-244X/14/21

Table 2 Prevalence of anxiety and/or depression in family
members (N =400)

Count Spouses  Family members  All family

except spouses  members

Prob. % [95%Cl] (n=92) (n=308) (n=400)
Anxiety 77 217 294

83.7 [74-91] 70.5 [65-76] 73.5 [68-78]
Depression 64 153 217

69.6 [59-79] 497 [43-56] 54.3 [49-60]
At least one 81 234 315

(andety or depression) g9 (78 641 76 [70-81] 788 [74-83]
Both 60 136 196

(anxiety and depression) oo (64 251 442 (38-50) 490 [43-54]

Cl, confidence interval.

max) and three family-related characteristics (relation
other than spouse/parent/child, desire for more informa-
tion about the prognosis, desire for psychological
support).

Patient related characteristics associated with symptoms of
anxiety/depression

The age of the patient was inversely associated with a
lower depression rate among family members. The fact
that the patient was living with/in the family was associ-
ated with higher anxiety but did not influence depressive
symptoms. Lower Knaus scores protected from anxiety
manifestations and signs of severity of the patient’s
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condition measured using TISS scores clearly increased
both anxiety and depression.

Family related characteristics associated with symptoms of

anxiety/depression

The age of the family members was positively correlated
with symptoms of depression. The degree of paternity
affected anxiety and depression, i.e. more distant rela-
tionships (relation =NON spouse and NON parent/
child) minimized the effect. Driving time to the hospital
was inversely correlated with levels of anxiety, while the
number of visits desired by family members was directly
related to anxiety. Family members that wanted more in-
formation about the prognosis experienced more symp-
toms of depression. Desire for psychological support
correlated with both anxiety and depression symptoms.

Health care professional-related characteristics associated
with symptoms of anxiety/depression

Longer periods of communication with ICU staff were
directly related to decreased anxiety.

A median of 20 points (range 14 — 36), on the modi-
fied version of Molter’s Critical Care Family Needs In-
ventory (CCENI), was found for family members.
Interestingly, family members with symptoms of depres-
sion reported higher levels of satisfaction (in terms of
CCENI questions, e.g. quality of communication with
ICU staff, perceived quality of care, etc.) than those
without depression (p = 0.002).

Table 3 Factors associated with symptoms of anxiety and/or depression in family members in a an univariate logistic

regression model

Odds ratio (95%Cl)

0Odds ratio (95%Cl)

For anxiety

For depression

Patient related

Living with/in a family

Knaus score

TISS score

Family related

Age

Gender (male)

Relation (NON spouse/parent/child)
Number of visits/week

Desired number of visits

Wanted more information about disease
Wanted more information about treatment
Wanted more information about prognosis
Wanted help from psychologist

Health care professional related

Duration of the information provided

1.87 (1.15-3.04); p=0012
0.78 (0.66-0.92) p=0.003
1.010 (1.002-1.020) p=0.017

NS
063 (0.39-0.99) p=0.047
068 (0.57-0.82) p =0.0001
1.28 (1.10-1.49) p=0.001
1.16 (1.05-1.29) p=0.005
162 (1.04-2.52) p=0.032
NS
177 (1.14-2.76) p=0.011
266 (1.53-4.62) p =0.0005

095 (0.92-0.98) p=0.001

NS
NS
1.008 (1.0004-1.016) p=0.038

1.021 (1.006-1.036) p = 0.005
NS

0.71 (0.60-0.85) p = 0.0002
NS

1.13 (1.02-1.24) p=0018

164 (1.11-244) p=0.014

1.93 (1.30-2.87) p=0.001

1.90 (1.28-2.84) p=0.002

243 (1.55-3.81) p=0.0001

NS
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Table 4 Factors associated with symptoms of anxiety and/or depression in family members in a multivariate logistic

regression model

0Odds ratio (95%Cl)

0Odds ratio (95%Cl)

For anxiety For depression
Patient related
Age NS 099 (0.98-0.998); p = 0.07
Living with/in a family 197 (1.15-3.27); p= 0009 NS
Knauses 0.77 (0.65-0.91); p = 0.002 NS
TISS max 1.0147 (1.01-102); p = 002 1.02 (1.01-1.03); p = 0.002

Family related

Age NS 1.02 (1.01-1.04); p = 0.002
Relation (NON spouse, NON parent/child) 0.69 (0.57-0.83); p =001 0.74 (0.62-0.89); p = 0.001
Time for transport to the hospital 0.996 (0.992-0.9994); p = 002 NS
Desire number of visits 123 (0.16-1.44); p = 0.008 NS
Wanted more information about prognosis NS 1.86 (1.22-2.85); p = 0.004

Wanted help from psychologist
Caregiver related

Duration of the information provided

251 (1.41-445); p = 0.002

2.16 (1.35-345); p=0.001

0.95 (0.92-098); p = 0.001 NS

Seventy family members (17.4%) reported receiving
contradictory information; 51 (12.6%) did not know the
specific role of each health care professional; 110
(27.4%) wanted help from a psychologist; and 258
(64.8%) were not receiving assistance from their general
practitioner. Family members reported that a median of
10 minutes (range 1 — 60) would be a suitable amount
of time for family member/ICU staff communication.

A total of 248 family members (61.2%) didn’t under-
stand the patient’s diagnosis, main features of treatment,
and/or the prognosis. Significantly better overall compre-
hension was found among family members of pediatric
patients (OR 1.688, CI (1.17 — 2.32), p = 0.008). No differ-
ences in anxiety or depression were found between family
members of pediatric and adult ICU patients.

Discussion and conclusions

The symptoms of anxiety among families of ICU pa-
tients are known to reach up to 75% in many countries
in the world [3,5]. Our study differs from previously
published data in other countries and the differences
could reflect historical patterns in Central and East
European countries in the second half of the 20th cen-
tury: e.g. a preference for personal oral communication
combined with a mistrust of written information, limited
family member/ICU staff communication and depression
being unexpectedly linked with higher reported satisfac-
tion of family members.

Our first remarkable finding was that time dedicated
to concise communication between health professionals
and patients/relatives was perceived as being short. The
FAMIREA investigators report 16 minutes as the median

clocked time for providing information to families [18].
In our study, family members estimated the duration of
physician communication to be less than 10 minutes.
Furthermore, the length of information provided to fam-
ily members was identified as the only health care
professional-related factor linked to a lower incidence of
symptoms of anxiety. Family members clearly preferred
an extended educational style interview over receiving
written information. This finding seems to mirror find-
ings in a study focused on informed consent in the
Czech Republic that reflected “an unquestioning willing-
ness, of a significant proportion of citizens, to accept, in
cases of illness, all decisions made by doctors during the
course of treatment” [19].
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Figure 1 Family members’ satisfaction related to symptoms
of depression.
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Second, we found a higher prevalence of symptoms of
depression, compared to the FAMIREA study (54% in
our study vs. 35% in the French study [3]. Contrary to
what might be expected, family members with symptoms
of depression reported higher levels of satisfaction in
terms of scoring on the modified CCENI questionnaire
(quality of medical care, understanding of provided in-
formation, staff member professionalism, patient visiting
hours, quality of waiting rooms, and explanations re-
garding treatment and equipment) than those without
depression (Figure 1). To our knowledge, this paradox-
ical finding does not have any parallel in the literature
and is difficult to interpret. Why do family members re-
port being more satisfied, while, at the same time, having
higher scores related to symptoms of depression? We
hypothesize that family members with symptoms of de-
pression appreciate any information that helps them deal
with emotionally traumatic situations. It probably does
not provide appropriate assistance in coming to terms
with grief or unfavorable information, but families may
consider expressing any dissatisfaction as inappropriate
in the context of the deep-rooted principle of free-of-
charge medical care. Another hypothesis could be that
their dissatisfaction was delayed, appearing only after
discharge of the patient from the ICU.

Third, we observed that information leaflets distributed
to family members were not linked to a lower incidence of
anxiety/depression, which is in contrast to some previ-
ously published data [20,21]. The failure to be influenced
by leaflets may suggest that many people still, perhaps
subconsciously, distrust official written information.

All three above-mentioned points confirm that the re-
lationship between patients and medical staff is changing
much slower than medical technology. A genuine re-
spect for patient autonomy combined with clear and
honest communication with their relatives, recognized
as cornerstones of a high-quality intensive care [22,23],
are still at the periphery of medical staff attention in
post-totalitarian countries; additionally, families are not
offered sufficient opportunities to express emotions,
voice concerns, and have questions answered.

Thus screening and appropriate referral becomes a crit-
ical step in mitigating these negative effects on the phys-
ical, mental and social functioning of family members.

Our study has several limitations. The collected data only
reflect the circumstances in two Central European coun-
tries and thus should not be generalized. The selection of
family members and patients was open to the discretion of
the attending physician. This could potentially represent a
selection bias in some centers. Additionally, we did not
evaluate possible reasons for refusal of family members to
participate in the study. And we also did not do family
member follow-ups after discharge/death to assess the
time course of the symptoms of anxiety and depression.

Page 6 of 7

In conclusion, in our settings we identified limited
family member/ICU staff communication as frequently
associated with a higher incidence of symptoms of anx-
iety. This factor is potentially amenable to improvement
and may serve as a target for proactive intervention.
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Dear Editor,

The procurement of vital organs for
transplantation has been based, since
the early 1960s, on the dead donor
rule (DDR). This rule, which is not a
law, provides a general ethical
framework and stipulates that vital
organs can only be procured after
death, in other words, physicians may
not cause death by procuring vital
organs for transplantation.

Death has a long history of being
understood and defined in terms of
thermodynamic concepts; death is an
event separating two processes. It
separates the process of dying (pro-
gressive loss of capacity to maintain
homeostasis) from the process of
bodily disintegration caused by
entropic forces. Death is most often
defined as an irreversible cessation of
functioning of the organism as a
whole, with an emphasis on irrevers-
ibility as an essential property of
death, i.e., death is irreversible.

The paradoxical claim arising from
the DDR—to procure “viable
organ(s)” from a “dead organism”—
is theoretically conceivable, but
practically unfeasible at the bedside,
because the exact moment of death is
difficult to determine. In the context
of transplantation, we have to rely on
the concept of brain death and circu-
latory death; however, there are
serious objections to both these con-
cepts [1].

Arguments are frequently put for-
ward that the integration rationale is
inadequate with regard to brain death

Table 1 Aspects of donation after death and donation before death: a comparison

and hence ‘brain dead’ patients are
not dead [2]. In a similar way,
patients with circulatory death are
imminently dying, but not yet dead,
and because short duration of asystole
is not necessarily irreversible, circu-
latory death becomes inconsistent
with the thermodynamic definition
and irreversible nature of death [3].
In general it has been assumed that
the way “things” are has worked well
with regard to social norms and tra-
ditions and should be left alone.
Lately however, objections regarding
significant diversity and reliability in
death determination have grown
stronger and have started to gain
traction as they press for changes in
current practices. Although there are
others, two proposals have emerged
with some degree of support. The first
involves changing the current defini-
tion of death to meet the accepted
(and achievable) medical standard for
death determination and has recently
been published in Intensive Care
Medicine [4]. The second proposal
advocates a relaxation of the DDR
and suggests basing organ donation

Donation after death

Donation before death

According to the new operational definition of human death

Autonomy and non-maleficence based organ donation

Pros Cons

Pros

Cons

New definition of death
brings practice in
accordance with precept of
DDR

New definition of death is in Definition of death becomes a
matter of consensus rather
than a biological event

accordance with accepted
medical standards (bedside
applicability)

Keeps public policy and
DDR unchanged

Potential increase in the
number of organs obtained
in an ethically legitimate
fashion

Unifies definitions (one
definition instead of two:
“brain death” and
“circulatory death”)

New definition of death seems
to be spurred primary by
availability of organs

Human death is considered to
be different from death in
other organisms

The new definition of death is
overly complex and
becomes incomprehensible
for common people

The new definition does not
encompass the common
usage of the term “death”

organ procurement)

legitimate fashion
Eliminates problematic

definitions of death

Donation is in accordance with
patient’s wishes (patient/surrogate
gives consent for organ donation)

Patient/potential donor is beyond
harm (patient death is imminent
and general anesthesia is used for

The definition of death remains the
same for every organism (death as
an irreversible occurrence)

Potential increase in the number of Poor prognosis determination
organs obtained in an ethically

understanding of complex

Potential societal unease or loss of
public’s trust regarding
physician obligations to patients
before death

Conflict of interest: decision to
withdraw life-sustaining
treatments can be biased by
organ donation considerations

Death caused by organ
procurement may be perceived
as devaluation of human life

might be prone to error
Requires a concomitant relaxation

in prohibitions against
physicians causing death
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on the principles of autonomy and
non-maleficence [5]. Some of the
pros and cons of both proposals are
presented in Table 1.

We believe that a new definition of
death represents a moral (consensual)
definition of death that goes beyond
the evidence-based biological defini-
tion of death. In that sense, behind the
controversy about the definition of
death, there is an important normative
debate that challenges the relevance
of the DDR.
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SOUHRN

Clanek prindsf kazuistiku pacientky pFijaté po resuscitaci v mimonemocni¢nim prostredi a popisuje pribéh od pfijeti, pres
stanovenf infaustni prognézy az po prechod na paliativni péci, stanoveni smrti a odbér organd za tcelem transplantace.
Jednd se o prvni publikaci odbéru od tzv. kontrolovaného darce zemfelého v disledku nevratné zastavy obéhu v Ceské
republice. Detailné je popsan prakticky pribéh pripravy na odbér, popis prechodu na paliativni péci zahrnujici odpojenti
pacientky od ventildtoru, i prinos echokardiografie v diagnostice zastavy obéhu. Clanek je ilustrativnim prikladem typic-
kého pribéhu odbéru organti od darce kategorie Maastricht 3. Je predstaven protokol pouzity pro diagnozu ireverzibilni
zastavy obéhu a jsou rovnéz zminény zakladni pravni a etické aspekty odbéru od této skupiny darct.

KLICOVA SLOVA
nevratna za obéhu - i smrti - tr &ni zdkon - paliativni péée - ech iografi
ABSTRACT

Rusinova K., Pokornd E., Vavra V., Kusova D., Janousek L., Fronék J., Stach Z., TurCiansky M., Otdhal M., Dolezal A.,
Cerny D., Balik M., Cerny V.: Organ retrieval from a donor after circulatory arrest - case report and review

This case study reports the initial management, prognosis assessment and withdrawal of life support followed by
retrieval of vital organs for transplantation in a patient admitted after out-of-hospital cardiac arrest. This is the first
description of a case of controlled donation after circulatory death in the Czech Republic. We discuss in detail the
practical aspects of organ retrieval management, the role of echocardiography in circulatory arrest, indication of
palliative treatment including terminal weaning and determining death due to circulatory arrest. We also emphasize
communication with family members. The protocol used to determine death after circulatory arrest is presented
along with the basic ethical and legal considerations in this sub-group of organ donors.

KEYWORDS

irreversible circulatory arrest - death determinativ - transplant law - palliative care - echocardiography
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uvob

Hlavnim limitem transplanta¢ni mediciny
je v soucasnosti celosvétové nedostatek organt
(darch organt). Vedle darcd s prokdzanou smr-
ti mozku je mozné tspésné transplantovat or-
gany i od darcli zemfelych v disledku nevratné
zastavy krevniho obéhu. Organy od téchto dar-
cll pfedstavuji v nékterych zemich aZ jednu tfe-
tinu celkového poctu transplantovanych organt
[1]. Vedle ledvin [2-4] je mozné Gispésné odebirat
a transplantovat i organy s nizsi toleranci k teplé
ischémii, jako jsou jatra [5-7], pankreas [8], plice
[9, 10] nebo srdce [11]. Potencidlnimi darci jsou pa-
cienti, ktefi jsou vzhledem k nepfiznivé progno-
ze z dlivodu 1écebné neovlivnitelného zakladniho
onemocnéni indikovani k pfechodu na paliativni
péci [12] a u kterych je imrti ocekavano. Nejcastéjsi
zakladni diagnézou u téchto darcl je masivni in-
trakranialni krvaceni (45 %) nebo tézké posthypo-
xické poskozeni mozku (25 %) [1]. Klasifikaci darct
popisuji tzv. Maastrichtska kritéria
[13, 14] - tabulka 1.

Zatimco ve vyspélych zemich je za-

stavy se nepodafilo ani pfes extenzivni vysetfeni
objasnit.

Po provedeni transkranialniho dopplerovského
vySetfeni, které vyloucilo téZky mozkovy edém, by-
lo u pacientky 3. den po pfijmu zastaveno podavani
analgosedace. V objektivnim nalezu byl vyrazny
psychomotoricky neklid, bez reakce na osloveni
inaalgickou stimulaci, provazeny intermitentnim
generalizovanym myoklonem kolisavé intenzity.

Po opétovném zahdjeni analgosedace byla po-
stupné provedena kontrolni CT 3., 7. 212. den s na-
lezem rozvijejiciho se difuzniho posthypoxického
poskozeni mozku.

Neurologické vysSetfeni 12. den po resuscita-
ci nachézi obraz kmenové areflexie - areaktivni
mydriatické zornice, vyhasly kornedlni reflex,
nevybavny okulocefalicky i okulokardialni reflex,
absence reakce na odsavani i na algickou stimu-
laci, zachovano bylo pouze spontanni dychani
bez ovlivnéni vnéjsim prostfedim. Prognéza byla

znamendan v poslednich letech nartst (| 2122012 prfem pacenty

}—

P P v 10 S « stp. KPR
darcti organii zemrelych v disledku  standardnf poresuscitatnf péte

nevratné zastavy obéhu, zejména ka-

tegorie Maastricht 3 [1], v Ceské re- _| 14122012 stanoven{ progndzy

]7

publice (CR) neni tato moZnost zatim

« neurologicka prognéza infaustni, indikovén pfechod na paliativni pééi
Infe

vyuzivana a mezi odbornou vefejnosti
je malé povédomi o této problemati-

. dérci
zdravotn{ zpiisobilosti potenciZlnfho d4rce)

« Pohovor s rodinou - informace o prognéze

« Informace o moznosti darovénf orgdnit (ponechdn éas na rozmyslenou)

do IKEM (vylouZeny dbéru, zjiéténi

ce. Cilem prace je popsat priubéh po- _[ PTT——

]7

smrtného odbéru organt od pacienta
s nepfiznivou prognézou v disledku

+ Rodina darovani orgin neodmitla
« piprava odbéru ve spolupréci s Transplantatnim centrem

zavazného hypoxického poskozeni
mozku a prodiskutovat nékteré pro-
blematické momenty odbéru v pod-
minkach CR.

16.12.20:00 piechod na paliativni péti na prjmovém salku Kliniky

—| 20:28 pritkaz zéstavy obhu |7

POPIS PRIPADU

 ECHO + arterilni kfivka
© 20:28-20:33 "no touch" interval 5 minut

Zena (32 let) bez vyznamné osobni —[ 20:33 trvajici zéstava obehu

]7

anamnézy byla pfijata do nemocnice
po resuscitaci v terénu. Prvni rytmus

* ECHO + arterialni kfivka
+ Zavéretna diagnéza: smrtv diisledku nevratné zastavy obéhu

zachyceny na EKG byla komorova fib-
rilace, celkovy ¢as od zastavy do obno-
veni spontanni cirkulace (ROSC) byl

16.12.20:34 posmrtny odbér organdi

odhadnut na 28 minut. Po ptijeti byla
zahajena standardni péce zahrnujici
terapeutickou hypotermii. Pri¢inu za-
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Piiloha1 Vzorovy protokol o zjisténi smrti

Protokol o zjisténi smrti podle PFilohy ¢. 3 k vyhlasce ¢. 114/2013 Sb.

k § 10 zakona ¢. 285/2002 Sb.

Jméno a prijmeni zemrelého:

Rodné ¢islo (datum narozeni, nebylo-lir. €. pfidéleno):

Pracovisté:

Cislo chorobopisu:

Cislo zdravotni pojistovny:

1. 1ékar zjistujici smrt (Iékar A):
Jméno a prijmeni

2. lékar zjistujici smrt (Iékaf B):
Jméno a prijmeni

pracovni zarazenf

pracovni zafazeni

Predpoklady, na jejichz zakladé byl indikovan prechod na paliativni péci (v pripadé kategorie Maastricht 3):

ano/ne
ano/ne

srdec¢ni, absence separace cipd aortaini chlopné)
ano/ne

1. Zjisténi smrti prikazem nevratné zastavy krevniho ob&hu - nutno splnit minimalné dvé z nasledujicich ti kritérii:
« priikazné zjisténi absence organizované elektrické aktivity na EKG

« priikazné zjisténi absence pulzové kfivky pfi invazivni monitoraci krevniho tlaku

« priikazné zjisténi absence mechanické aktivity srdce pfi ultrazvukovém vysetieni srdce (ndlez globalni akineze levé komory

|ékar A:

datum Cas 1 Cas 2 Podpis
(hod:min) (hod:min)

|ékar B:

datum Cas1 ¢as 2 Podpis
(hod:min) (hod:min)

Z&vérecna diagndza: Na zékladé vyse uvedenych vysetreni byla zjisténa smrt.

Lékar A Datum a ¢as Podpis

Lékar B Datum a ¢as Podpis

zhodnocena jako infaustni a pacientka indikovana
k pfechodu na paliativni péci [15].

Casovou osu pfehledné zachycuje schéma 1.

Rodinni pfislusnici byli pravidelné informo-
vani o zdravotnim stavu pacientky a po sdéleni
informace o nepfiznivé prognéze byli seznadmeni
s moznosti darovani orgdnt. Vyzadali si 24 hodin
na rozmyslenou (po tuto dobu byl odloZen pfechod
na paliativni péci) a nasledujici den se vyslovili
pro odbér. Mezitim bylo kontaktovano transplan-
tacni centrum a byla provedena piislusna vyset-
feni ke zjisténi zdravotni zplsobilosti k odbéru
organti potencidlni darkyné.

Prubéh pfechodu na paliativni pé¢i, stanoveni
smrti a odbér organu

Pfechod na paliativni péci probihal podle plat-
ného doporuceni pfedstavenstva CLK €. 1/2010 [12],
v prostiedi pfijmového silku oddéleni. Pacientce
byla podavana kombinovand analgosedace
midazolam 15 mg/hod a morfin 8 mg/hod. Pfed
terminalni extubaci byl v rdmci preemptivni

kontroly diskomfortu podan jednorazové bolus
5 mg midazolamu a 5 mg morfinu [16].

Pacientka byla dale monitorovana prostfednic-
tvim arteridlni kfivky a transtorakalné echokardio-
graficky z apikalniho a parasterndlniho okna tak,
aby byla zachycena kinetika segmentd levé komory
srde¢ni a pohyby aortalni chlopné. Hypoxicka
zastava obéhu nastala 28 minut po odpojeni od
ventilatoru a byla prokazana:

1. absenci pulzové kiivky pii invazivnim monito-
rovani krevniho tlaku a

2. echokardiograficky nalezem globalni akineze
levé komory s absenci separace cipl aortalni
chlopné.

Po zjisténi zdstavy obéhu byl dodrzen tzv.
no-touch interval v trvani 5 minut [17]. Po péti
minutich byla potvrzena trvajici zastava obé-
hu a stanovena zavérecna diagnéza: smrt v di-
sledku nevratné zastavy srdce (viz schéma 1).
Vyplnény protokol o imrti (Pfiloha 1.) byl pfedan
odbérovému tymu, ktery zah4jil neprodlené od-
bér. Interval od poklesu systolického tlaku pod
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50 mm Hg do zahdajeni perfuze organa [18], tj.
doba teplé ischémie, byl 22 minut. Odbér ledvin
anasledné transplantace probéhly bez komplika-
ci s dobrou funkei $tépii i za rok od transplantace.

DISKUSE

Popsany piipad je prvnim publikovanym odbé-
rem ledvin od darce zemfelého v diisledku nevratné
z&stavy obéhu v Ceské republice. Organy darcli
s nevratnou zastavou obéhu byly pouzivany pii
prvnich transplantacich pfed zavedenim neurolo-
gickych kritérii ke stanoveni smrti [19]. Pfirostou-
cim nedostatku organd vhodnych k transplantaci
a diky technologickym mozZnostem transplantaéni
mediciny byl v 90. letech minulého stoleti znovu
celosvétové roz§ifen transplanta¢ni program o dar-
ce, unichz byla smrt diagnostikovana na zakladé
obéhovych kritérii [20].

V kontextu Ceské republiky je potfeba vénovat
zvlastni pozornost nékolika aspektim, zejména
diagnostice smrti, novym pravnim normam a do-
porucenym postupiim platnym v CR a vybranym
etickym a komunika¢nim problémam.

Stanoveni smrti prukazem nevratné zistavy
obéhu - diagnostické moznosti v CR

Podle sou¢asného materiilu schvaleného CSIM,
CSARIM a CTS je ke stanoveni smrti potfeba pouZit
vzdy alespon dva ze tfi moznych diagnostickych
postupti (EKG, kfivka arteridlniho invazivniho
tlaku nebo echokardiografie).

Prikazné zjisténi absence organizované elek-
trické aktivity na EKG v kombinaci s absenci pul-
zové kfivky pfiinvazivnim monitorovani krevniho
tlaku je bézné dostupna a Siroce pouZitelnd metoda
ke stanoveni smrti u darcQi s nevratnou zistavou
obéhu.

Pouziti EKG k prtikazu zistavy obéhu vsak né-
kdy m@ze zbyte¢né prodluzovat dobu teplé isché-
mie u pacienta s bezpulzovou elektrickou aktivitou
pii absenci mechanické akce srdecni.

Postup, ktery byl zvolen v pfipadé této pa-
cientky, zahrnoval monitorovani pomoci arte-
ridlni kiivky a echokardiografie, ktera ma lepsi
senzitivitu/specificitu pro stanoveni zastavy obé-
hu a dokdzZe také bezpecné odlisit tzv. pseudo-
-bezpulzovou elektrickou aktivitu srde¢ni (pseudo
PEA), kdy se srdce je$té minimdlné kontrahuje,
od bezpulzové elektrické aktivity (PEA), kdy je
srdce jiz nehybné a nedochazi k otevirani aortalni
chlopné [21].

Jak EKG, tak i echokardiografie umozriuji snad-
nou archivaci zdznamu (EKG zaznam, zaznam
ECHO vysetfeni) pro opakovanou analyzu nebo
soudné znalecké posouzeni v piipadé sporu.
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Vyznam tzv. “no-touch” intervalu
pfi stanoveni smrti

Tzv. no-touch interval (bezdotykovy interval)
je Casové obdobi od zastavy obéhu do konstatovani
smrti. Tento interval pfed stanovenim smurti je
nezbytny, protoZe jsou dokumentovany piipady,
kdy po zistavé obéhu dojde k jeho spontanni ob-
nové (tzv. LazarGv fenomén) [22]. Interval, ktery
je nejcastéji pouzivany v protokolech stanoveni
smrti za iCelem odbéru organd k transplantaci je
5-10 minut [17, 23].

Nové pravni pfedpisy se vztahem k dircim
s nevratnou zastavou obéhu

Novela transplanta¢niho zakona byla pfijata v ro-
ce 2013 zakonem €. 44/2013 [24], kterym se méni zadkon
¢. 285/2002 Sb., o darovani, odbérech a transplan-
tacich tkani a orgdnd. Hlavni zména spociva v jas-
néjsim a presnéjsim vykladu pojmu smrt a prikazu
smrti (zmény vyznaceny podtrzenim).

Nové ustanoveni { 2 pism. e) zni: ,Pro ucely
tohoto zakona se rozumi smrti nevratné ztrata
funkce celého mozku, véetné mozkového kmene,
nebo nevratna zastava krevniho obéhu.”

Nové ustanoveni § 10 odst. 3, zni:

Smrt se Zjistuje prokdzdnim

a) nevratné zdstavy krevniho obéhu, nebo

b) nevratné ztrdty funkce celého mozku, véetné mozkového
kmene v pripadech, kdy jsou funkce dychdni nebo krevniho
obéhu udrZovdny umeéle (ddlejen ,smrt mozku“).

Pro urceni smrti tak 1ze prokazat smrt bud jako
smrt mozku, nebo jako nevratnou zastavu obéhu,
pfifemz zakon uznava oba zplsoby jako rovno-
cenné.

Protokol o pritkazu smrti v pfipadé priitkazu ne-
vratné zastavy obéhu se nové stal soucasti vyhlasky
Ministerstva zdravotnictvi [25].

Pro potieby pilotniho odbéru byl vytvoien pra-
covistém, kde se odbér organd uskutecnil, pro-
tokol (viz Pfiloha 1), ktery obsahuje informace
o divodu pfechodu na paliativni pé¢i, ¢as zastavy,
trvani no-touch intervalu a ¢as potvrzeni trvajici
zastavy obéhu. Takto roz§ifeny protokol poskytuje
presnéjsi informace o pribéhu stanoveni smrti
ve srovnani se vzorovym protokolem uvedenym
ve vyhlasce.

Stanoveni smrti, souvisejici etické kontroverze
a problém nevratnosti zistavy obéhu

V zakoné . 282/2002 Sb. je uvedeno, ze ,,smrti
serozumi (...) nevratnd zastava obéhu. “ Namitka
vici stanoveni smrti v pfipadé darct kategorie
Maastricht 3 spociva v tom, Ze dodrZeni no-touch
intervalu v délce 5-10 minut nemusi nutné zna-
menat, Ze zastava obéhu je nevratna [26]. Pokud
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bychom se rozhodli pacienta se zastavou obéhu
trvajici pét minut resuscitovat, pravdépodobné
by resuscitace byla tispésnd. Je tedy u této skupi-
ny darci naplnéno kritérium nevratnosti zastavy
obéhu potfebné ke stanoveni smrti [26, 28]?
VSeobecné pfijimany eticky argument pouka-
zuje na to, Ze ireverzibilita nemusi byt vniméana
vyhradné jako “nemoznost” navratu obéhu, ale
miZe byt pojimana i jako moralné akceptovatelné
rozhodnuti nezahajovat resuscitaci s ohledem na
celkovou zavaznost stavu a prognozu. Takové roz-
hodnuti miiZe u¢init bud pacient formou pfedem
vyslovenych piani, anebo 1ékaf, ktery tak rozho-
duje v pfipadé 1éCebné neovlivnitelného stavu s in-
faustni progndzou. Za téchto podminek 1ze chapat
5minut trvajici zastavu jako ireverzibilni, a tudiz
1ze konstatovat, ze v piipadé darci Maastricht 3
jsou naplnéna kritéria pro stanoveni smrti [29].

Piipustné a nepfipustné intervence
pfed imrtim

V soucasné literatufe se Siroce diskutuje o pti-
pustnosti postuplt potencidlné zlepsujicich vy-
sledky transplantace, jako napf. pfedsmrtné po-
dani heparinu umirajicimu pacientovi ke snizeni
ischemického poskozeni organu, nebo kanylace
tfisla ke zkraceni doby teplé ischémie. V riznych
zemich se postupy lisi, v Doporu¢eném postupu
platném v CR plati, Ze: ,jakdkoliv aktivita/in-
tervence souvisejici s odbérem organt/tkani od
zemfelého darce (péce o darce, pfiprava na odbér
a odbér organt/tkani) miZe byt zahijena az po
uplynuti tzv. obdobi klidu (non-touch interval),
za tuto aktivitu neni povazovan odbér krve k vy-
Setfeni, které posuzuje zdravotni zplsobilost
potencidlniho darce.“

ZAVER

V préci je popsan priibéh odbéru organi od dar-
ce zemfelého v diisledku nevratné zistavy obéhu
kategorie Maastricht 3 v Ceské republice.

Nova pravni tiprava, dostupnost Doporuceného
postupu pfed odbérem organil od zemfelych darcii
po nevratné zastavé obéhu, spolu s piedstave-
nym navrhem protokolu zjisténi smrti u tohoto
typu darct (viz Pfiloha 1), mohou pfispét k prak-
tickému roz§ifeni transplanta¢niho programu.
Odbéry organi od zemfelych darcii po nevratné
zastavé obéhu totiZ v soucasné dobé predstavuji
jedinou moznost navySeni poftu organli pro po-
tfeby transplantacni mediciny.

Prestoze mize byt prubéh piipravy na odbér
zatiZen fadou problémi a obtiZi pro zdravotnicky
persondl, mj. zvySuje naroky na komunikaci s ro-
dinou, Gcast na programu odbéru organt od darct
po nevratné zastavé obéhu by se méla stat soucasti

INTENZIVNI MEDICINA

¢innosti pracovist intenzivni péce za pfedpokladu
navaznosti na transplantacni centra.
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