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the fulfillment, if medically possible, of a choice made by a person 

based on their "preferences, needs, and values." Consequently, the 

"Donation Process" centers on facilitating this wish of the donor. 

The Donation Process involves all of the things that health care 

professionals do-or don't do-that affect the ability of the patient 

to be a successful organ donor if they or their surrogate so chooses, 

and if they die in the hospital. It includes decisions about if, how, 

where, and when a patient is treated and resuscitated and how those 

decisions align with a patient's wishes for their treatment at the end 

of life. It includes the timeliness with which the OPO is notified, 

their subsequent activities, and the interaction between hospital 

and OPO personnel. Importantly, it involves how a patient's family 

is treated, the quality of communication with them, and the degree 

of trust engendered. The components of the process require atten­

tion and management whether or not the patient actually dies or 

wants to be a donor, because they must be performed in advance of 

those determinations to permit the option of donation later should 

that choice be made. Similar to how preventable medical errors may 

occur, where multiple seemingly unrelated factors in a complex sys­

tem interact to culminate in a negative outcome,6 various acts and 

omissions during the course of a critically ill patient's care must play 

out in a certain way to allow a positive outcome for donation. The 

strategy of "begin with the end in mind"7 succinctly summarizes the 

approach needed for an optimal Donation Process. 

There are several influences on this process, and significant 

among them is the attitude of the physicians treating the potential 

donor. Components of the process may be carefully coordinated, 

delayed, directly counteracted, or ignored outright depending on 

a physician's perception of the importance of organ donation in 

general or to their patients. For example, if one takes the approach 

of the attending physician in our opening scenario, contemplating 

treatments directed at preserving organ function for the potential 

of donation is not only a low priority, but possibly contraindicated 

in the patient whose imminent death is almost certain, because it 

would not save his life. Also, the attending physician indicates that 

attention to donation is not beneficial for this person while the pa­

tient is alive, presumably because the physician considers transplant 

recipients as the sole beneficiaries of donation. 

In making this unilateral decision, the attending is also making 

several assumptions on behalf of the patient, including that (1) the 

only relevant outcome to consider is life or death; (2) the patient 

prefers a dying process that excludes any treatments whose purpose 

is not to save his life; (3) the patient does not have specific wishes 

for being an organ donor and would therefore leave it to the medical 

team to decide if this option should be considered, and when; (4) the 

patient prefers end-of-life care that prioritizes minimal intervention 

over care that includes more active measures that could preserve 

organ function for donation; (5) considering organ donation prior 

to the patient's death is not in the patient's best interests, and by 

extension, that such consideration is only in transplant recipients' 

interests; (6) the patient's family, acting as his surrogates, would de­

cline the opportunity for donation if it required planning prior to his 

death; (7) he would not want to offer his family the possibility of 

comfort that may result from knowing that in death he saved the 

lives of one or more other people, if achieving that outcome meant 

receiving care during life that would prolong the dying process or 

cause his family any immediate bereavement; and (8) all of these do­

nation-related activities could not be done in a way that preserves 

his dignity or the medical team's compassion for his family. 

At the heart of these assumptions is the perception that the 

Donation Process is centered exclusively on the potential organ re­

cipients. And if that is true, then acting on a dying patient to improve 

a potential recipient's chances of obtaining an organ transplant pres­

ents a conflict of interest. But is this accurate? Although transplan­

tation is the ultimate goal of the broader organ donation system, I 

would assert that the Donation Process has as much to do with the 

donor's own best interests. Patients have a right to autonomy: to be 

self-determining with regard to their medical wishes. In the United 

States, the Patient Self-Determination Act of 19908 outlines a per­

son's right to document their medical wishes in advance and for them 

to be honored as valid when patients lack the capacity to otherwise 

express them. As health professionals, our duty to our patients' 

medical directives does not cease upon death if one of those direc­

tives is to facilitate organ donation. This wish is often intimately tied 

to a patient's values and beliefs in ways that other medical decisions 

are not. It is, in a way, an individual's decision about what happens to 

other people as much as it is a decision for one's own treatment. Yet 

individuals have a justified expectation that such directives will be 

carried out after they die. Patients who wish to be organ donors put 

their trust in the medical system to bring that wish to fruition. During 

life they benefit from the comfort of their perceived assurance that 

TABLE 1 Components of the organ donation process: patient 
factors 

Eligibility 

Desire 

Suitability 

Determined exclusively by the OPO 

Based on current medical condition, medical his­
tory, and age 

Documented by the patient through first person 
authorization, such as in a donor registry, driver's 
license, or advance directive 

First person authorization becomes active upon 
death, is legally binding, and irrevocable 

Determined by surrogates when patient's wishes 
are unknown or undocumented. Must be deter­
mined prior to actions or inactions that could 
threaten organ suitability for donation 

Having sufficient function and viability to allow 
transplantation 

Influenced by acute medical events occur­
ring prior to death, including prehospital and 
admission 

Threatened by hypoperfusion, ischemia, hypox­
emia, and metabolic abormalities 

Ultimately determined by the OPO and transplant 
center, but optimized by the medical team until 
eligibility and desire are determined 

OPO, organ procurement organization. 










