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Organ Donation

BARRIERS, RELIGIOUS ASPECTS

Angela M. Martinelli, RN

Nurses play a significant role in cadaver donor recognition as well as in negoti​ating for donor procurement. The perioperative nurse in particular is involved in every aspect of the donor process. It is the pen-operative nurse who has contact with potential donors (eg, routine surgery patients, trauma victims) as they move through the perioperative process.

Perioperative nurses frequently are involved with the families of potential donors as they move in and out of the surgical experience; therefore, it is imperative that perioperative nurses be aware of barriers to organ donation. They must be able to recognize potential donors and understand the mechanisms for obtaining consent. Through increased aware​ness and sensitivity, perioperative nurses can exert a positive influence on organ procure​ment.

Legislative Action

The discrepancy between supply of and 17 demand for transplant organs has fos​tered considerable legislation concerning organ donation. The goal of this legislation was to develop a systematic, centralized, efficient, and equitable approach to allocating and rationing transplant organs. Historically, US courts have emphasized voluntary, informed consent of organ donors. In 1968, the National Conference of Commissioners on Uniform State Laws adopted the Uniform Anatomical Gift Act, and by 1972, versions of this law were passed in all 50 states. This act estab​lished a framework for consent that authorizes and facilitates the donation of human tissue and organs. It defines who may execute an anatomi​cal gift and specifies who may receive dona​tions. A valuable provision of this act for health care workers is the statement of immunity from criminal prosecution and from civil liability when they procure organs in good faith and in accordance with the act.

Because of an increasing demand for organs, the act was amended in 1987. The changes make it easier for people to donate, they expand the list of people who can act on the behalf of a decedent, and they provide for prospective indi​vidual refusal to make any anatomical gift.’

In 1972, Congress voted to declare end-stage renal disease a disability and to provide fund​ing for treatment, including transplantation. It was not until 1984, however, that federal legis​lation was designed to organize, control, and establish accountability for organ donation and transplantation. The National Organ Transplant Act of 1984 required the establishment of the Organ Procurement and Transplantation Network (OPTN) and authorized the formation of a registry to track and develop national statistics on transplants and survival data.

Angela M. Martinelli, RN, MS, CNOR, earned her nursing diploma from St Mary’s Hospital School of Nursing, Waterbury, Conn; her BS degree in nursing from Western Connecticut State University, Danbury; and her MS degree in nursing from the University of Connecticut, Storrs.

Key Terms

Health Omnibus Programs Extension:

Requires the Organ Procurement arid Transplantation Network (OPTN) and organ procurement organizations to perform testing to prevent the dona​tion of organs from individuals with AIDS.

National Organ Transplant Act:

Required the establishment of the OPTN, which contracted the United Network for Organ Sharing to manage organ distribution and establish a sci​entific registry.

Omnibus Budget Reconciliation Act:

Requires hospitals that receive Medicare and Medicaid funds to estab​lish written protocols for donation.

Organ procurement organization:

Regional organizations designed to coordinate the procurement and trans​plantation process at a local level.

Required-request legislation: Requires health care professionals to identify every potential donor and present the option of donation to the family.

Uniform Anatomical Gift Act:

Established the legality of donating a deceased individual’s organs for trans​plantation or other use and protects health care providers from potential liability arising from organ procure​ment.

Uniform Determination of Death Act:

Defines brain death as irreversible ces​sation of all functions of the entire brain.   Constitutes death in the same way as cessation of heartbeat and res​piration.

This act requires procurement agreements between organ procurement organizations and hospitals and authorizes financial assistance to procure​ment organizations. Additionally, it prohibits the purchase of organs in interstate commerce. The registry is maintained by the United Network for Organ Sharing (UNOS), which has a national computer network for matching available organs to potential recipients.

To increase organ procurement, many states have enacted “required-request’ legislation, which mandates that health care professionals identify potential donors and present the option to donate to them and their families. The Omnibus Budget Reconciliation Act of 1986 (OBRA) is an example of required-request legis​lation. It requires hospitals that receive Medicare and Medicaid funds to have written protocols for identifying potential donors to ensure that fami​lies are offered the opportunity to donate and that organ procurement organizations are notified of all potential donors.: Some state laws require hospital staff members to present the option of donation, whereas other state laws allow hospi​tals to determine who will discuss donation with a potential donor or his or her family. The OBRA has forced hospitals to formulate policies and procedures for organ procurement.

In 1988, the Health Omnibus Programs Extension expanded the National Organ Transplant Act. This amendment was intended to increase efficiency, reduce duplication, and control costs associated with organ procure​ment. In addition, it required the OPTN and organ procurement organizations to perform testing to prevent organ donation from individ​uals with AIDS. The amendment also allowed Congress to appropriate funding for transplant recipients who require immunosupressive drug therapy after transplantation.3
The public is very supportive of transplantation efforts; however, people are not enthusiastic about becoming donors.
Supply Demand

In 1990 in the United States, 15.165 trans​plants were performed. The number of cadaveric organ donors was 4,3574.  In January 1992, the number of people on the UNOS transplant waiting lists was 24,79l.5 This increasing demand and the comparatively small number of organs available necessitate educating potential donors of the need for organs and opportunities to donate. The high demand for transplant organs is attributed to the increasing success of transplantation and patient longevity resulting from technical advances in tissue typing and immunosuppres​sive drugs. Additionally, the increasing inci​dence of end-stage diseases that result in total organ failure is making transplantation a more frequently sought option.

The number of potential donors is estimated two ways. Surveys are performed to determine those who are willing to donate and those who carry donor cards indicating donor consent. Additionally, health care professionals identify potential donors in acute-care settings. Well-developed programs and well-communicated procedures, however, do not ensure effective retrieval efforts.6 Successful organ procurement depends on a variety of complex factors. Studies indicate that the public is very support​ive of organ transplantation efforts; however, people are not enthusiastic about organ dona​tion. One possible barrier to organ donation is the belief that a valid donor card must be filed with the US government. This belief appears to increase the perception that becoming an organ donor is a complex process.’ Other possible explanations for the discrepancy between public support for transplantation and willingness to become an organ donor, besides lack of awareness, include

•
cognitive dissonance,

•
disparity between attitude and behavior,

•
demographics,

•
distrust of health care professionals,

•
fear of premature death,

•
familial conflicts,

•
concerns of health care providers,

•
culture.

•
religious myths, and

•
perceived costs.

Cognitive dissonance. Cognitive dissonance (ie. the psychological conflict that results from incongruous beliefs held simultaneously) occurs when a person’s beliefs about an issue are not consistent. For example, a person who believes that organ transplantation is a good and generous act performed by other people does not necessarily believe in donating, his or her own organs. This inconsistency between believing that donating organs is good and refusing to donate one’s own organs is a classic example of cognitive dissonance and is exem​plified by public support for legislation sup​porting organ donation and the concurrent paucity of donor organs.

Cognitive dissonance can be caused by sev​eral things, including cultural mores, reli2ious beliefs, and past experiences. Society and tech​nology may support scientific advancement, but a person’s beliefs may inhibit actions that would support these advancements.

Dissonance is a consequence of decision making. The magnitude of post-decision disso​nance depends on the importance of the deci​sion, the relative attractiveness of the alterna​tives, and the degree to which cognitive ele​ments of the choice and the alternatives overlap (ie, the number of similar cognitive elements that exist in all alternatives). When dissonance exists, the pressure to reduce it results in the person’s attempt to increase the attractiveness of the chosen alternative (ie, to rationalize his or her decision of choosing a particular alterna​tive), to establish ‘cognitive overlap (ie, the magnitude of post-decision dissonance), or pos​sibly, to psychologically revoke the decision.5
The presence or absence of dissonance relat​ed to organ donation affects whether a person voluntarily seeks information about donation. If little or no dissonance exists, there is little or no reason to seek new or additional information. The existence of appreciable dissonance leads to information seeking; however, if a person expects that certain information will increase his or her inconsistencies, he or she will avoid that information.9
Involuntary or forced information also can result in dissonance. A person may expose him​self or herself to a potential source of informa​tion for one reason (eg, attending a lecture on medical ethics) and perhaps, to his or her dis​comfort, be exposed to information that causes dissonance (eg, discussion of organ donation followed by a request to sign an organ donor card). Sometimes new information is forced on people, as when an event is so widespread that it virtually is impossible to avoid exposure to it (eg, a family’s televised plea for organ dona​tion). Cognitive dissonance theory states that when dissonance exists, people may evade the impact of dissonance-increasing information, even when forcibly exposed to it, by employing defense mechanisms such as denial, mispercep​tion, and rationalization)0 These defenses can create a variety of real barriers against organ donation.

Disparity between attitude and behavior. A 1985 Gallup Poll shows that of the 93% of peo​ple aware of organ transplantation, only 27% reported willingness to donate their own organs. Almost 75%. however, stated willing​ness to donate organs of a deceased family member, and more than 40% stated willingness to donate their deceased children’s organs.” One possible reason for refusal to donate one’s own organs is concern about disfigurement and leaving the body intact. One study shows that those who were not willing to donate their organs were more concerned about these issues than were those who were willing to donate.’2
There is a discrepancy, however, between the number of people who express willingness to donate and the number of people who actual​ly sign donor cards. Results of a 1987 tele​phone survey of 2,056 respondents show that 94% of those questioned had heard about organ transplantation, but only 19% carried donor cards. Additionally, respondents were more likely to donate organs of a relative who had just died (53%) than they were to donate their own organs (50%).”

A 1985 Gallup poll shows that more than 99% of those studied have knowledge of organ donation, but only 13.1% carry signed donor cards. More than 37% of respondents indicated a willingness to sign a card if asked to, howev​er.” Apparently, many individuals do not per​ceive the organ donation statement on their driver’s licenses as a specific request to donate their organs.

A 1987 survey of physicians indicates that. although the majority want to donate their organs when they die, only a small percentage carry donor cards.” A 1983 study of intensive care nurses, many of whom have been involved in donor organ procurement. shows similar results.’6
Demographics. A 1983 Gallup poll reveals that black people are less willing than white people to donate their own kidneys (ie, 10% versus 27%).” Results of one study show that blacks’ willingness to consider donation is closely associated with knowing a black person who has received a transplant organ.’3 Blacks’ willingness to donate also is associated with confidence in medical doctors, perceived need for transplant organs among blacks, perceived effectiveness of transplantation procedures, self-acceptance of transplant organs, and will​ingness to allow a child to undergo transplant surgery. Married blacks with higher incomes who were surveyed were more willing to con​sider donation than single blacks with lower incomes.

People of Puerto Rican, Mexican, and Cuban ancestry also donate organs less often and have significantly higher family refusal rates than do Caucasians.” Age and occupation correctly pre​dicted knowledge about donation and transplan​tation among Hispanics in one study, and older Hispanics knew more about donation and transplantation and had a better disposition toward donation than did younger Hispanics.  Hispanic females stated more often than did Hispanic males that they would donate organs, and Hispanic professionals stated that they would donate more often than did Hispanic nonprofes​sionals. Most Hispanics surveyed would donate their organs to a relative, and whereas only 62% of those surveyed would donate the organs of a deceased relative, 75% percent would donate their own organs after death.2’ 

One researcher contends that the reluctance of various racial groups to donate organs is not a condition of race but rather a condition of being human. This researcher suggests that studies that consider education, income, access to competent care, and ability to interpret instructions are more valid indicators of organ donation barriers than is race.

Distrust of health care providers. One of the most salient reasons found for low donorship among blacks is their distrust of the medical community.23 This distrust, however, is not con​fined to blacks. People of all races who have decided not to donate their organs cite distrust of the medical profession as a significant factor, as do those who are undecided about whether to donate organs.2’ Health care workers must work to promote a positive image with patients, because the more that potential, donors trust physicians and other health care providers, the more willing they are to donate their organs.25 

Fear of premature death. When asked about reasons for not donating, respondents in one study expressed fear that physicians would declare patients’ death prematurely  for the sole purpose of retrieving their organs.6 People questioned in another study feared that becom​ing organ donor would affect their care nega​tively.27 Still another study sound that fear of premature death and hastening of potential donors’ death were principle reasons for not becoming donors.28 Respondents expressed confusion about how death is determined and displayed lack of knowledge about existing procedures to protect potential donors and their family members. Many individuals do not understand that, in most hospitals, a declaration of a patient’s brain death is required before organs can be procured.29 Many physicians and nurses have difficulty identifying the medical and legal criteria for determining brain death, and almost half of neurosurgeons surveyed believe their colleagues have trouble making declarations of brain death.” Knowing about and understanding the difficulty in identifying brain death and the difficulty of declaring brain death may help potential donors realize that physicians do not make arbitrary decisions regarding death for the sake of harvesting organs for transplantation.

Familial conflicts. Understanding the role of the potential donor’s family members is impor​tant because of the common practice of requir​ing familial consent for transplantation even if the donor possesses a signed donor card. The majority of family members who participated in a 1985 study indicated willingness to donate the organs of a relative if faced with such a decision; however, when asked what they thought their family members would do, less than half of potential donors believed their fam​ily members would give consent to donation.32
Most prospective donors expect their family members to abide by their expressed desires regarding donation. Without the prospective donors’ expressed consent, however, the prospective donors believed their family mem​bers would not grant permission for donation. Nearly one third of people studied had no knowledge of family members’ decisions about donation, which could make procurement diffi​cult.” Willing donors should make their wishes known so relatives can facilitate rather than impede organ donation.

Concerns of health care providers. Health care providers often hesitate to request organs because they fear contacting potential donors’ family members. Fear of intruding into a fami​ly’s grief may stem from a lack of training on how to approach a grieving family. This fear appears to be unfounded. Eighty-one percent of people who participated in a 1991 study believed organ donation helps a family cope with grief, and families involved in organ dona​tion state that the pain of losing a loved one is attenuated by the knowledge that others have a enhance at a new life because of their donation.

Other concerns of health care providers include fear of legal liability and the time and emotional demands of involvement with the donor family.” Intensive care nurses perceive the organ procurement process as being unduly stressful to professional staff and family mem​bers. and other nurses state that the donation process is too complicated and too demanding of their attcntion.3
Culture. Culture includes the beliefs, values. and behavior patterns common to a group and transmitted to succeeding generations. One def​inition particularly useful for nursing states that culture is historically transmitted patterns of meaning that are embodied in symbols. These inherent conceptions are expressed in the man​ner in which humans communicate, perpetuate, and develop their know1edge  about and atti​tudes toward life.3’

The ethics of organ donation vary across cul​tures. In Western society (ie, Europe, North and South America, that part of the earth west of Asia and Asia Minor), organ donation occurs within the context of an affluent social system with high standards of social and distributive justice.” In India and similar socioeconomic Countries, those in need of a transplant organ can obtain it from a relative or purchase it from a living, unrelated donor. There is no routine dialysis, regular cadaveric transplantation, or standard organ procurement system to maintain organs for transplantation.”

Under consideration in India is the practice of “rewarded gifting.” which is the practice of donor payment by the recipient. The recipient also pays the cost of donor selection and the cost of immediate follow-up care and life-long health insurance for the donor. In addition, the recipient might be required to undertake mandatory philanthropy (ie, the recipient must provide something to benefit the community or another individual). Outright prohibition of all rewarded gifting does not occur in India as it does in the West.”

In most European countries, there are two policy options for organ procurement: “opting-in” and “opting-out” policies. The opting-in policy requires explicit consent from the donor. This approach implies an explicit documenta​tion of who is in favor of organ donation by means of a written consent, such as a donor card. In contrast, the opting-out, or “presumed-consent,” policy permits organ removal unless the donor, during life, has stated opposition to procurement. Although recommended by the Council of Europe, presumed-consent legisla​tion has been rejected on the grounds of inhibit​ing altruism and violating individual choice. dignity, and autonomy. To avoid these objec​tions, information campaigns are conducted to inform the public about the implications of this law and to offer computerized registration of consent or nonconsent.

Awareness of these barriers and their effects on organ donation may enhance organ procurement efforts by increasing the cultural Sensitivi​ty of health care providers. To provide holistic and meaningful care, care providers must understand the complexity of culture and vari​ous religions and their impact on health care beliefs. Cultural relativism (ie, the willingness to be open to and nonjudgmental about the cul​tural norms of others) is essential when addressing organ donation.

Religious myths. A 1982 study disclosed the most salient reasons influencing low organ donorship. Two of the five primary reasons among blacks are religious myths and supersti​tions.’2 If study respondents have strong reli​gious objections to donation, they are less will​ing to donate their organs. Blacks in one study were unwilling to donate organs because of beliefs they hold about the morality of this act. These results indicate that attention to religious and philosophical attitudes about organ donation may increase donation rates among blacks.4’

Perceived costs. Although donor families rarely incur expenses as a  result of donating organs1 one of the most asked questions of donor families is, “How much will donating cost?” All donation expenses. Including medi​cation and treatments to sustain the donor organs, are paid for by organ procurement organizations. These organizations generate income by placing organs with transplantation centers and other procurement organizations. They reimburse donor hospitals for the expens​es incurred in obtaining organs, and they bill transplantation centers for the cost of acquiring the organs, including the intensive care costs of the donor, the cost of organ preservation sup​plies, OR and laboratory costs, and transportation costs.






Religious Aspects

Culture and religion are interdependent. In a broad sense, religion is a person’s attempt to understand his or her relation-ship with the world. The values and beliefs derived from religion have a profound influence on health care practices, including organ dona​tion. Many religious beliefs involve the human body as being different from other posses​sions—as a “gift” from some higher power and that people therefore have a moral obligation to treat it with greater regard than they accord their material possessions. Christian, Islamic, Judaic, Buddhist, Shinto, and Hindu beliefs and their relationship to organ donation follow.

Christianity. Christianity views the physical reality of the body as an essential and good part of the self. The body deserves dignity because it is essential for life. Although a cadaver is no longer a person, Christians treat the cadaver with respect, care, and ritual reverence for the sake of the person who has died. The belief in the, resur​rection of Christ and in their own resurrections touches every aspect of Christians’ lives.

This does not imply that Christians believe there will be a particle-to-particle equivalence between the physical and the spiritual body. Decomposition, amputation, and transplantation are not considered obstacles to bein2 with God. For many Christians, donating organs to some​one who needs them for continued life is a final act of generosity and love. Body and soul are God’s creations, and when the unity of body and soul is disrupted (ie. when a person dies and the spirit or soul leaves the body). life can be given to others through organ donation.4’

Islamism. According to Islamism, life is a sacred gift from God to be respected and pre​served. Islamics place importance on health promotion and disease prevention. For those Islamics who allow transplantation, the deci​sion is based on the following principles:

•
everything is permissible unless otherwise stated.

•
transplantation is based on good intention.

•
humans deserve respect,

•
Islamics respect the dead,

•
justifiable exceptions to established rules occur,

•
transplantation is considered the lesser of two evils, and

•
everything belongs to God.

Islamic ethics do not forbid transplantation:

however, certain conditions apply.46 Trans​plantation can be performed only when it is the best treatment as decided by the physicians involved. Additionally, transplantation from the Iiving must not involve significant risk to the donor.. and the donor must consent to the proce​dure free of charge and of his or her own free will. A person is allowed to will his or her body for transplantation after death, and close rela​tives of the deceased are allowed to authorize the use of the deceased family member’s tissue for transplantation. The cadaver always should be treated with the same respect and regard as a living person.

Judaism. From the Judaic perspective. organs taken posthumously present three prob​lems: desecration of the body after death; derivation of benefit from the corpse; and lack of a full burial for the deceased. Because Judaism places primacy on saving and enhanc​ing life, however, the responsibility and obliga​tion to save life supercedes these considera​tions. As long as one life is not destroyed to save another and the life-saving methods are within the context of moral and ethical respon​sibility, God’s will is done. According to Jewish law, transplantation is allowed, and even encouraged, if it does not hasten death, if it is performed with respect for the body, and if body parts not used for transplantation are buried. The highest human value in Jewish phi​losophy is to emulate God, which can be done through acts of love, compassion, and concern, including organ donation and transplantation.47
Buddhism. To the Buddhist. life is a series of deaths and rebirths. Rebirth is a new mind/body partnership (ie, consciousness, leav​ing the earlier partner at the point of death, searches for a new body). Because Buddhist philosophy suggests physical and psychological dimensions. Buddhists believe that organ rejec​tion can occur on a mental and a physical level. For the Buddhist, the mental quality of the donor could influence future thoughts and behavior of the recipient.48 For example. an organ taken from a person whose mental state was immoral may not be compatible with someone who is moral.

To Buddhists, there is nothing intrinsically sacred or holy about any part of the body, whether dead or alive; however, the social good emphasized by Buddha encourages decent treatment of the dead out of love and respect. Donating a part of the body or its organs is con​sidered an act of generosity.’9
Shintoism. For the Japanese, the dead body is impure. Shintoist Japanese people believe that the souls of the dead are unstable and are appeased only by a funeral ceremony and memorial service5”

Japanese people use the words shitia (dead body) and itai (the remains). In folk belief, injuring a .shitia is a serious crime.5’ To this day, it is difficult to obtain consent for organ donation or dissection for education or research from bereaved Shintoist Japanese families. These procedures are regarded as causing injury to the dead body. Even when individuals have requested that their organs be used for educational purposes after death, bereaved fam​ily members may refuse to give consent. Most

Japanese think that injuring the itai  makes the dead person’s soul more miserable than ignor​ing the wishes of the deceased.”

Hinduism. The main philosophy of Hinduism is based on the Law of Karma and reincarnation. The soul, which is immortal, is reborn in a new physical form, but the previous birth cannot be erased. The dead are respected and gracefully mourned, and dead bodies are cleaned and escorted for cremation so that their basic elements can be returned to the uni​verse.

The basic theme of Hinduism is to help oth​ers who are suffering. Hinduism mythology includes stories in which parts of the human body are used for the benefit of others. There is nothing in Hinduism that indicates that parts of human bodies, dead or alive, cannot be used to alleviate the suffering of others)”

Nursing Implications

Organ donation is a multifaceted issue with many psychosocial and cultural implications. These aspects of care often are neglected because of the more urgent biophysical, legal, and ethical needs of poten​tial donors and recipients. In addition to being cognizant of cultural variations, nurses must recognize donors, maintain donor organs, and obtain consent.

Recognizing donors, maintaining donor organs. Regardless of a patient’s potential as an organ donor, health care professionals are required to render care in the usual manner until declaration of death. Determining death is a complex issue. According to the Uniform Determination of Death Act, which was revised in 1980, death occurs upon irreversible cessa​tion of circulatory and respiratory function  or irreversible cessation of all functions of the entire brain, including the brain stem.

In addition to understanding brain death. nurses should know the criteria for potential donors and understand the measures for main​taining organ function (Tables I and 2). To remain viable, solid, vascular organs must remain oxygenated until the moment of harvest.   
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Table 1

Potential Donors

Patient condition

Brain-dead donors 

Cardiac-dead donors 

Newborn to 70 years old


yes



yes

No known untreated systemic

yes



yes

sepsis or extracranial 

malignancies

Are brain dead with fixed, 


yes



no

dilated pupils; have no reflexes

other than spinal reflexes; and 

are apneic

(Adapted from Organ and Tissue Donation: Guidelines for Physicians and Nurses (1990), with permission from Washington Regional Transplant Consortium. Washington, DC)

A period of hypotension, however, is not neces​sarily detrimental to organ function unless ischemia develops.

Obtaining consent. Circumstances surround​ing a patient’s death can affect a family’s receptiveness to a donation request. A pro​longed illness allows the family time to prepare and to consider donation as an option. The fam​ily often needs time to absorb the news and to experience grief before considering donation. Equivocation by medical personnel in declaring brain death, which is intended to “soften the blow,” tends to encourage the family’s hopes for the patient’s recovery and is unlikely to produce a positive response toward donation.

Many nurses and physicians are hesitant to suggest organ donation for fear of adding to a family’s grief. If properly handled, however, obtaining consent does not have to be uncom​fortable for staff or family members. The fami​ly must understand the concept of brain death and that the patient has died—even though car​diac and respiratory functions are being main​tained mechanically.

Before requesting organ donation, the nurse must learn as much as possible about the donor family, including knowing who is the family decision maker, whether the family expected the death, the family’s religious or cultural concerns related to donation, the tenor of the rela​tionship between the deceased and the family, and whether the family has financial concerns about donation. Before discussing donation, the nurse must be certain that the family has accepted the patient’s death. If family members are in denial or opposed to donation when first approached, the nurse could ask them to con​tact the hospital if they change their decision.

Conclusion

Through increased awareness and sensi​tivity, health care providers can exert a positive influence on organ procure​ment. Communication is essential for success​ful organ procurement and to overcome barri​ers.

Barriers can be broken through the develop​ment and implementation of public and profes​sional education programs. Public education should promote a level of awareness of organ and tissue donation that favorably influences families to donate if asked. Prior commitment to donation combined with sensitivity of health care workers may lessen the cognitive disso​nance associated with donation; however, the most important factor for family members is the knowledge that donation is what the deceased would have wanted.  

Table 2

Maintenance of

Donor Organ Function

Monitor blood pressure

•
maintain systolic pressure above 90 mm Hg to protect organ from ischemia

•
hydrate (maintain central venous pressure of 5 to 10 mm Hg)

•
give vasopressors (dopamine is drug of choice)

Measure urine output

•
maintain at 100 mL/hr or greater

•
hydrate with crystalloid and colloid solutions or both

•
give osmotic diuretics after hydration

•
give vasopressin injection (Pitres​sin) for high urine output (ie, greater than 300 mL/hr of urine)

Obtain patient data

•
evaluate patient as a potential donor

•
evaluate blood type; serum creati​nine; blood, urea, and nitrogen lev​els; blood pressure; urine output; and medical history.

Adapted from Organ and Tissue Donation:
Guidelines for Physicians and Nurses     (1990), with permission from Washington Regional Transplant Consortium, Washington. DC)

This knowledge can be fostered by family discussions, which promote family members’ peace of mind and increase organ donation.

The public also needs more information about brain death and the realities of organ dis​tribution. Health care professionals need to expend greater effort to identify prospective donors, to explain the concept of brain death to families, and to urge families of potential donors to consider donation.

Information about all aspects of transplanta​tion and donation can be incorporated into the education of all health care professionals.  Additionally, groups of professionals not directly related to transplantation (eg, attorneys, medical examiners, morticians), whose roles place them in situations in which they may be able to influence donation, should be educated about donation and transplantation. 
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