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WITHDRAWAL OF LIFE SUPPORT IN PICU AND TRANSPORT 
TO OR IN PDCD 

This standard applies to all staff at ACH involved in the pDCD process. 
 

 Objectives 
 Applicability 
 Procedure 

o Eligibility and Approach 
o Consent 
o Initial Preparation 
o Preparation prior to WLST and De-intensification 
o Withdrawal of Life Sustaining Therapy in Potential pDCD Donors 
o Declaration of Death 
o Transfer of Potential Donor to OR After Declaration of Death 
o Care after Death, Documentation and Forms for pDCD Donors 

 References 
 

OBJECTIVES 
 

Outlines the process for pDCD when withdrawal of life sustaining therapy (WLST) occurs in the PICU. 
 

APPLICABILITY 
 

This standard applies to all staff at ACH involved in the pDCD process. 
 

PROCEDURE 
 

1. Eligibility and Approach 

1.1. Ensure that the patient is > 2kg 
1.2. Obtain agreement amongst all team members that prognosis is poor and the guardian(s) has consented 

to WLST 
1.3. Obtain 2 written opinions that there is a high degree of certainty that prognosis for survival with a 

favorable outcome is unlikely 
1.4. Consult SAOTDP as to whether patient is a candidate for pDCD 
1.5. Pediatric Intensivist will notify the Medical Examiner (if appropriate) and determine that the patient can 

proceed with organ donation 
a) The Pediatric Intensivist and SAOTDP Donor Coordinator (DC) will lead all conversations with the 

Medical Examiner and if necessary confirm any limitations on care of the body after death 
b) Where possible the DC and Intensivist will speak with the Medical Examiner on Conference Call 
c) The DC will communicate any limitations with the OR Task Force Nurse as needed 

1.6. The DC and a PICU Designate will approach the guardian(s) to discuss the potential for organ donation 
a) The PICU Designate will be a PICU RN/RT/NP/MD who has not been directly involved in care of 

the patient and will be present to provide information about standard WLST in the PICU during the 
organ donation conversation 

b) See Appendix B for the essential components of this conversation 
 

2. Consent – The following steps assume that the guardian(s) wishes to proceed with pDCD 
2.1. The DC obtains consent for pDCD as per SAOTDP policy 
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2.2. The Intensivist caring for the patient obtains consent for pre mortem interventions utilizing the 
standardized DCD pre-mortem intervention consent form as outlined in the Pediatric Controlled 
Donation Post Cardiocirculatory Death (pDCD) guideline 

2.3. Goals of care will be changed to R2 in SCM 
2.4. The DC will advise the Transplant Surgeon to call the OR and book the pDCD case as E24 

a) This does not have to be done 24 hours in advance 
2.5. The PICU Intensivist caring for the patient will discuss end of life care (EOLC) including sedation and 

analgesia with the PICU RN prior to WLST and all necessary equipment and medications will be gathered 
and prepared 

2.6. Based on these decisions the PICU Intensivist, PICU RN and RT, along with the guardian(s) will 
determine which WLST Location is most appropriate (PICU Room 4 vs. OR Induction room) 

2.7. The guardian(s) will be provided with the option to complete a Tribute form. Once completed this will be 
given to the PICU RN 
a) The PICU RN will give this to the DC who will display it in the OR during the organ procurement 

 

3. Initial Preparation – WLST in PICU Room 4 
3.1. The management of EOLC will follow the same practices and procedures as established in the PICU for 

all patients undergoing WLST 
3.2. All EOLC will be offered following standard practices for patients undergoing WLST in PICU (i.e. 

Handprints, footprints, photographs etc.) 
3.3. The PICU care team will discuss with the guardian(s) whether they would like the body returned to PICU 

following pDCD as appropriate 
3.4. The PICU Intensivist will determine which PICU Intensivists will be present for WLST and declaration of 

death (2 intensivists are required for declaration of death) 
3.5. The PICU Intensivist will consider and determine whether a 3rd Intensivist needs to be called in for the 

following day to facilitate the presence of 2 intensivists at the bedside for a prolonged period of time. 
3.6. PICU Intensivist/delegate to enter SCM orders under pediatric donation after cardiac death order set 
3.7. The DC will direct all testing necessary to facilitate organ and tissue donation 
3.8. The DC will ensure all necessary supplies have been delivered to the OR 
3.9. Determine the patient’s functional warm ischemic time (FWIT) blood pressure and document on WLST 

readiness checklist – Appendix A (50% of 5th percentile) 
 
4. Preparation prior to WLST and De-intensification – 2 hours prior to WLST 

4.1. PICU RN will prepare for possible administration of IV direct heparin 80u/kg 
4.2. Confirm which 2 PICU Intensivists will be declaring death 
4.3. Confirm EOLC medication orders with PICU Intensivist and prepare same 
4.4. Identify the 2 PICU Staff (RN or RTs) who will be the PICU transfer team 
4.5. Gather 2 OR hats, 2 pair of shoe covers, 2 yellow gowns, and 2 masks for the transfer team to don prior 

to transfer to the OR 
4.6. Identify 2 other PICU Staff members who will keep hallways clear and call elevators with key at the 

onset of pulselessness 
4.7. Determine how these 2 people will be contacted 
4.8. Clear the hallway between Room 4 and the trauma elevators, locate the trauma elevator key (in drawer 

at front desk of PICU) 
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4.9. Clear room 4 of all equipment and furniture that is not necessary to allow for rapid transfer to OR once 
death has been declared 

4.10. De-intensification ordered by PICU intensivist. Includes, but is not limited to: 
a) Discontinue neurocritical care monitoring devices 
b) Discontinue EVD from monitoring (do not remove EVD catheter), closing the EVD drain and placing 

the EVD drain beside the patient 
c) Discontinuation of Codman ICP monitor 
d) Discontinuation of enteral nutrition and removal of gastric contents 
e) If enteral nutrition is discontinued ensure insulin infusions are also discontinued 
f) Discontinuation of external cooling devices 

4.11. ETT, ventilator, arterial catheter, analgesic infusions, vasopressor/inotropic support and basic monitoring 
(HR, BP, Sp02) will continue until WLST 

4.12. DC to confirm timing of WLST with OR Task Force Nurse 
4.13. One hour prior to WLST DC to facilitate Transplant Surgeon to call OR and book pDCD case as E1. 
 

5. Withdrawal of Life Sustaining Therapy in Potential pDCD Donors 
5.1. Immediately prior to WLST, PICU Intensivist conducts a team huddle and reviews the WLST Readiness 

Checklist (Appendix A) with the DC, RRT, PICU bedside RN, Patient Transfer team, 2nd PICU Intensivist 
declaring death, staff clearing hallway and elevator, and anyone else involved in the WLST process (i.e. 
social work, pastoral care etc.) 

5.2. Patient’s goals of care are changed to C2 in SCM immediately before WLST 
5.3. Patient will stay attached to bedside monitor during the entire observation period up to and including 

the end of the requisite period of pulselessness (or until DCD ceases to be an option i.e. 2 hours after 
WLST, or as directed by Pediatric Intensivist) 

5.4. Confirm timing of WLST with DC who will confirm with OR  
5.5. Patient may be positioned with guardian(s) as per normal EOLC until the onset of pulselessness 
5.6. Ensure ECG, Sp02 and arterial waveform accurate, level, zeroed and clear on central monitor 
5.7. A monitor must be visible to the DC and a PICU RN who will be responsible for notifying the second 

declaring PICU Intensivist when they must attend the bedside 
5.8. Immediately prior to WLST the DC will communicate with the Transplant surgeon and the booking will 

be changed to E0 
a) WLST cannot commence until this has been confirmed 

5.9. WLST should include discontinuation of all vasoactive/inotropic medications simultaneously with 
discontinuation of the patient’s ventilator. The PICU RN to note exact time when WLST occurs 

5.10. Following WLST, vital signs will be validated in the patient electronic chart q5min until there is absence 
of pulse pressure or until DCD is no longer possible 

5.11. EOLC and symptom management to continue as per standard practice 
5.12. DC will be present in PICU during WLST and the initial 2 hours. PICU RN will notify DC of the following 

times 
a) Exact time of when WLST takes place. This marks the beginning of Warm ischemic time (WIT) 
b) When the patient’s systolic blood pressure is less that 50% of the 5th percentile as this marks the 

onset of functional warm ischemic time (FWIT) (see Appendix A for actual calculation) 
c) The onset of the absence of pulse pressure  
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5.13. When patient becomes hypotensive as defined above, the PICU transfer team, hallway and elevator 
team, DC, and second PICU Intensivist should be notified of imminent death and asked to come to PICU 
Room 4 

5.14. When patient becomes hypotensive as defined above, the PICU Intensivist should be notified and direct 
the administration of heparin if appropriate. 

 

6. Declaration of Death 
6.1. Upon absence of pulse pressure the patient should be placed back on the bed, ensuring the arterial line 

remains at the phlebostatic axis, and that ECG leads remain in situ 
6.2. If not already present, the second PICU Intensivist should be called to the bedside STAT 
6.3. The observation period begins once the patient has been positioned on the bed and both declaring 

Intensivists are present at the bedside 
6.4. The Transfer team and DC should be called STAT to the bedside, if not already present, and don OR 

attire [hat, booties, yellow gown, mask (can be donned in elevator)] 
6.5. The PICU unit clerk should be notified to restrict guardian(s) entrance to the PICU until after patient 

transfer, and should notify the OR unit clerk of imminent transfer 
6.6. 2 delegates should ensure the hallway between Room 4 and the Trauma elevators are clear of 

obstruction and utilize the trauma elevator key to call and hold the trauma elevator 
a) Once the trauma elevator is called it will hold for 5 minutes 

6.7. Following the requisite observation period. Death should be declared by the 2 PICU Intensivists 
following the Criteria for Death outlined in the Pediatric Controlled Donation Post Cardiocirculatory 
Death policy 

6.8. The legal time of death declared by 2 PICU Intensivists is at the time following the requisite criteria for 
death outlined above 

6.9. Declaration of Death Form (provided by DC) to be completed by both PICU Intensivists declaring death 
a) This form should be handed directly to the DR and will accompany the potential donor to the OR 

6.10. If the patient does not die within the 120 min interval from WLST, the patient shall continue to receive 
EOLC, but will no longer be a candidate for pDCD. 

 

7. Transfer of Potential Donor to OR After Declaration of Death 
7.1. Once the patient has been declared deceased the transfer team will enter the room and disconnect the 

patient from ECG, Sp02, and cap the arterial line 
7.2. A blanket will be placed over the patient up to their neck 
7.3. The declaration of death form will be handed to the DC 
7.4. The transfer team will rapidly but calmly transfer the patient from room 4 to the trauma elevators  
7.5. The PICU bedside RN, PICU Intensivist and SW will stay with the patient’s guardian(s) in the PICU 
7.6. Upon arrival in the OR the Transfer team will transfer the patient to the right past the induction rooms 

and then immediately left into OR 1 
a) The patient is not to be transferred past the OR holding area 

7.7. Upon entering the OR, the PICU transfer team will be directed by the circulating nurse paying close 
attention to not contaminating any sterile fields by keeping any tables or stands that have blue or green 
drape on them at an arms-length away 
a) The ICU team will transfer at the patient’s foot and left side 
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7.8. As per safe surgical checklist, transfer of care begins with a controlled pause led by the DC in the OR 
before the deceased is transferred to the OR table  
a) This includes review of Declaration of Death form, ID band, +/- the WLST record 

7.9. PICU transfer team will help with transfer to the OR bed at the direction of the OR circulating nurse 
7.10. Transfer of care is complete when the donor coordinator and surgical team have identified the patient 

and OR plan, and the reviewed the declaration of death +/- WLST record if requested 
7.11. OR staff will confirm through closed loop communication that the surgeon is accepting transfer of care 
7.12. OR staff will direct PICU staff out of the OR 
 

8. Care After Death, Documentation and Forms for pDCD Donors 
8.1. The donor will either be transferred back to the PICU or directly to the morgue as per the guardian(s) 

wishes 
a) This will be determined in advance by the PICU Intensivist and communicated with the OR Task 

Force Nurse 
8.2. Medical certificate of death form to be completed by the Pediatric Intensivist, unless the Medical 

Examiner was notified and has assumed responsibility for completing the Medical Certificate of Death 
8.3. Notice of Death or Stillborn Form to be completed by PICU staff and filed in the patient’s chart 
8.4. Deceased patient transfer and release form completed by whichever staff transfers patient to morgue 

(this will depend on whether the guardian(s) requests for the body to return to PICU following donation) 
8.5. PICU RN to complete the death checklist and document the death event form in Meta Vision 
8.6. Adhere to all relevant ACH policies 
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