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DONATION AFTER CIRCULATORY DEATH: 
Honoring First Person Authorization

In 20-30% of donation potentials, patients may have a neurological injury or other devastating illness with no meaningful chance of survival 
off of the ventilator, and they do not deteriorate to cessation of all neurological function while on mechanical support. Families or other 
legally designated surrogate decision-makers may choose to terminate life-sustaining measures and if appropriate respiratory parameters 
are met, the patient has the potential to become an organ donor after their circulation has ceased. 

In the field of organ donation, there is an ethical norm called the ‘dead donor rule’ that has been adhered to diligently. The dead donor rule 
has two parts and states the following:

Dead Donor Rule1

Organ retrieval itself cannot cause death.
Patients must be declared dead before the removal of any vital organs for transplantation.

What is Donation after Circulatory Death (DCD)?

Ethical Considerations
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Part 2: The Ethics

Clarification of Terminology
‘First Person Authorization’, ‘donor 
designation’, or a ‘registered donor’, 
are all interchangeable terms. They 
describe an individual who legally 
determined and expressed their 
donation wish, which according 
to gift law takes effect upon the 
patient’s death, and thus becomes 
a legally binding decision. (For 
clarification on the legalities, refer 
to Spotlight issue: Honoring First 

For a more detailed insight, view webinar 
by Alexandra Glazier, JD, MPH and Brendan 
Parent, JD,: “ABC’s of DCDD: The Legal 
Aspects of Pursuing an Authorized Donor 
in DCDD Cases”

In all DCD cases, this rule is honored and 
met, by observing a ‘hands off’ or ‘time out’ 
period after circulation has ceased. This 
observation period will last a minimum of 
2 minutes (as recommended by the 2005 
National Conference on Donation after 
Cardiac Death2). Many places will wait up to 
5 minutes. The purpose of this observation 
time is to look for signs of autoresuscitation 
of the heart. Once this time frame has 
been observed, the hospital’s healthcare 
team, usually the physician, confirms that 
circulation and respiratory function have 
permanently ceased. Only then can the first 
incision be made, followed by organ recovery 
by the transplant team. 
It is worth noting that the responsibility 
for death pronouncement belongs to the 
healthcare team, regardless of the possibility 
for organ donation, and the transplant team 
may only begin their process after death has 
been declared in accordance with accepted 
medical standards. 
One pervasive concern and continued myth 
among the public is that if a person were 
to indicate their donation decision prior to 
death, the medical team would not work 
as hard to save their life. This myth is in 
conflict with the reality of how healthcare 
professionals are trained. The entire focus 
of which is on how to treat and heal patients 
with a goal to save their lives. There is little 
to no education focused on donation during 
nursing or medical schools, or any other 
healthcare professional schooling. The 
same healthcare professionals who work 
in the hospitals are not the same staff who 
manage the organ donation process. This 
helps to provide a clear ethical boundary. 
Furthermore, this myth is difficult to 
reconcile from a physiological perspective, 

as a lack of support for organ function would 
render the organs unusable for transplant. 
However, it is also important to consider 
someone’s point of view who may not 
understand the physiological conflict. 

The Institute of Medicine (IOM, now National 
Academy of Medicine) published a relevant 
report in 19973, wherein they noted among 
other things the following: “The decision to 
withdraw life-sustaining treatment should 
be made independently of and prior to any 
staff-initiated discussion of organ and tissue 
donation.”
It should be noted that this publication 
occurred prior to the Revised Uniform 
Anatomical Gift Act (RUAGA) of 2006, which 
reinforces the individual’s decision to donate 
and protects this decision from family veto.   
In alignment with the IOM’s report, the 
National Conference on Donation after 
Cardiac Death2 also posited, “The decision 
to withdraw or withhold life-sustaining 
treatment should be made with the patient 
or family surrogate before the discussion 
of organ donation begins. This decision to 
withdraw or withhold treatment should be 
made on its own merit, with the patient’s 
physician having established the futility 
of any further treatment, and not for the 
purpose of organ donation.”  
The premise in both of these publications 
is to ensure that the donation decision and 
the decision to withdraw life-sustaining 
measures remain two distinctly separate 
processes and based on their own merit.

How does this then apply in the case of 
a registered donor? When an individual 
registers to be a donor, they are making a 
donation decision about their wishes to take 

effect upon their death sometime in the 
future. This decision therefore, is distinctly 
separate from a potential future event in 
which a surrogate decision-maker may 
make a decision to withdraw life-sustaining 
treatments. 

In the instance when the patient has 
indicated in their advanced healthcare 
directives that they do not wish to be kept 
on life-sustaining measures when there 
is no meaningful chance of recovery and 
they are also a registered donor, the UAGA 
provides guidance to the effect that this 
conflict has to be resolved prior to the 
withdrawal of life-sustaining measures. It is 
worth mentioning that the withdrawal and 
honoring of the donor designation do not 
have to be mutually exclusive. It is a matter 
of coordinating the timing of the withdrawal 
in order for the donor designation to be 
honored.
One aspect that can pose an ethical concern 
are the interventions with the potential 
donor that are required to occur prior 
to death. These interventions, such as 
the administration of Heparin to prevent 
embolization of organs during the dying 
process, insertion of lines to facilitate 
procurement measures, and relocation to 
the Operating Room to minimize the loss 
of time from death to first incision, may be 
questioned, as they pose no benefit to the 
donor patient. However, the reason these 
interventions were deemed to be acceptable 
by the IOM and National DCD Conference, 
is because they are to preserve the gift 
and to facilitate and benefit the transplant 
outcome, they do not cause harm to the 
potential donor, and written permission 
for these measures is obtained from the 
surrogate decision-maker (e.g. the family). 

There are other ethical questions worth considering, including the following: 
1) Can the individual’s decision to donate be overridden because the family has decided against organ preservation interventions or wants 
support to be withdrawn quickly prior to organ evaluation? How do we balance the family’s surrogate decision-making rights against the 
deceased’s donation wishes? Would it be unethical not to honor the patient’s wishes when they are no longer able to speak for themselves?
2) If one feels that the family or other surrogate-decision-makers should be able to overrule an individual’s donor designation, would 
the reverse situation also stand? I.e. should a family be able to overrule an individual’s legal designation not to be a donor and authorize 
donation?


