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ptimizing the physiology of organ donors is a critical component of preserving the option for organ donation and addressing the shortage of
organs available for transplantation. In this article, we review common physiologic alterations seen in organ donors with a focus on brain-dead
organ donors. These physiologic alterations and recommended interventions to optimize the physiology of the brain-dead organ donor are
discussed by organ system, providing a framework for trauma surgeons and intensivists involved in the care of organ donors. (J Trauma Acute
Care Surg. 2025;99: 162–168. Copyright © 2025 Wolters Kluwer Health, Inc. All rights reserved.)
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O rgan transplantation is a critical life saving measure for pa-
tients with irreversible end organ damage.While transplan-

tation of organs from living donors is a viable option in certain
clinical scenarios, transplantation of organs from deceased do-
nors continues to be the source of most organs transplanted in
the United States. As is well known, the waitlist for organ trans-
plantation far exceeds the available organs. According to the Organ
Procurement and Transplantation Network (OPTN)/Scientific
Registry of Transplant Recipients (SRTR) 2022 annual report,
there were approximately 162,000 patients on the organ trans-
plant waitlist, with only 10,127 brain-dead organ donors.1

Trauma surgeons and intensivists are frequently involved
in caring for patients who will become organ donors, often as
the result of a traumatic brain injury leading to brain death.
The time that elapses between the identification of a potential or-
gan donor and the decision to pursue organ donation can vary
considerably. The period that follows initial injury and resuscita-
tion and the decision to pursue organ donation can be a time of
profound pathophysiologic derangement, particularly as a patient
progresses to brain death. This is the period when optimal man-
agement of these patients can have the most impact on limiting
organ compromise and increasing the potential for organ dona-
tion. This review will summarize the literature regarding best
practices for management of the organ donor in the intensive care
unit following brain death, recognizing that management of the
organ donor following authorization for donation is a multidisci-
plinary effort involving the critical care team, organ procurement
organization (OPO), and recipient transplant team(s) and is sub-
ject to regional and institutional variations in practice.
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BRAIN DEATH

In theUnited States, organs are recovered for transplantation
from deceased donors following brain death or after circulatory
death, as well as from living donors. This review focuses on op-
timizing the physiology of brain-dead organ donors. Brain death,
also known as death by neurologic criteria, results in physiologic
changes affecting every organ system. The pathophysiology of
brain death has been covered in previous reviews.2,3 In this re-
view, specific physiologic changes and the critical care interven-
tions to address these changes are covered by organ system. In
addition to understanding how to optimize the critical care of
the brain-dead organ donor, it is important for trauma surgeons
and intensivists to understand the diagnosis of brain death and
supporting the patient's family during that process. For review
of these topics, we refer the reader to the recent “What You Need
to Know” review of brain death/death by neurologic criteria.4

DONOR MANAGEMENT

Donor Management Goals
Donor management goals (DMGs) are critical care param-

eters established to optimize the care of deceased organ donors.
These parameters can inform critical care management of poten-
tial organ donors by clinicians prior to authorization for donation,
as well as subsequentmanagement of organ donors byOPO staff.
DMGs currently consist of nine critical care parameters that are
observed at four specific time points during the process of donor
management (Fig. 1). These parameters are recorded at the time
of referral to the OPO, the time of authorization for organ dona-
tion, the time of organ allocation, and the end of donor manage-
ment immediately prior to organ recovery. The critical care pa-
rameters included in the DMGs represent normal hemodynamic,
respiratory, endocrine, acid-base, and renal physiologic values
and were originally selected based on a series of Canadian task
force recommendations (Table 1).5

Achieving DMGs is predictive of a higher number of or-
gans transplanted per donor. In prospective observational studies
of standard criteria donors, donors who meet the DMG bundle
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Figure 1. Donor management timeline.
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(defined as achieving seven or more of the nine DMGs) are
more likely to have four or more organs transplanted.6,7 Simi-
larly, a prospective observational study of expanded criteria do-
nors found that meeting the DMG bundle at the conclusion of
donor management is associated with three or more organs
transplanted per donor.8

Hemodynamic Management
Hypovolemia is common following brain death and can

compromise perfusion of potentially transplantable organs. The
goal of fluid resuscitation in the organ donor is to correct hypovo-
lemia to allow adequate intravascular volume and cardiac output
for organ preservation. Placement of a central venous catheter or
pulmonary artery catheter allows fluid resuscitation to be guided
by central venous pressure (CVP) or pulmonary artery occlusion
pressure (PAOP), respectively.9 Alternatively, minimally invasive
hemodynamic monitors such as FloTrac (Edwards Lifesciences,
Irvine, CA) can be used to guide fluid resuscitation. In a small pro-
spective observational trial, an algorithm based on stroke volume
variation and stroke volume index measured by FloTrac was used
to guide fluid resuscitation of organ donors and found to be asso-
ciated with increased thoracic (1.3 vs. 0.4, p = 0.004) and overall
(4.3 vs. 2.7, p = 0.002) organs transplanted per donor.10 Con-
versely, a multi-site randomized clinical trial using the LiDCO
monitor (Masimo, Irvine, CA) to guide organ donor resuscita-
tion based on pulse pressure variation did not find an increase
TABLE 1. Donor Management Goals

Benchmarks Parameters

MAP 60–110 mm Hg

CVP/SVV/PPV CVP: 4–12 mm Hg
SVV: <13%
PPV: <13%

EF/SF EF ≥ 50% or SF ≥ 30%

ABG pH: 7.3–7.5

PO2/FiO2 ratio ≥300
Sodium ≤155 meq/L

Glucose ≤180 mg/dL

Urine output ≥0.5 cc/kg/hr

Low-dose vasopressors ≤1 pressor used and low-dose:
Dopamine ≤10 μg/kg/min,
Neosynephrine ≤1 μg/kg/min, or
Norepinephrine ≤0.2 μg/kg/min

© 2025 Wolters Kluwer Health, Inc. All rights reserved.
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in organs transplanted per donor.11 The donor management
goals for mean arterial pressure (60–110 mm Hg), urine output
(>0.5 mL·kg−1·h−1), left ventricular ejection fraction (>50%),
and vasopressors (≤1 low-dose vasopressor) also inform fluid
resuscitation.

Historically, it was thought that the goal of fluid resuscita-
tion differed for kidneys and lungs with aggressive fluid resus-
citation benefiting the kidneys and conservative fluid resuscita-
tion benefiting the lungs. However, a retrospective analysis of
404 kidney transplant recipients found that a negative or equal-
ized fluid balance in the donor with central venous pressure
≤6 mm Hg was not associated with development of delayed
graft function or reduced graft survival.12 In addition, in a study
of 308 brain-dead donors, 44%more hearts, 95%more lungs, and
13%more kidneys were transplanted when a final CVP < 10 mm
Hg was achieved.13

When the correction of hypovolemia fails to achieve the
desired hemodynamic parameters, vasopressor agents should be
used. There have been no large randomized clinical trials to eval-
uate selection of vasopressor agents during donor management
and thus the optimal first-line agent remains uncertain. Histori-
cally, dopamine was the first-line vasopressor during donor man-
agement.9 Schnuelle et al. investigated the use of fixed, low-dose
dopamine (4 μg·kg−1·min−1) in brain-dead donors who were sta-
ble while receiving a norepinephrine dose ≤0.4 μg·kg−1·min−1.
Recipients of kidneys from brain-dead donors randomized to re-
ceive dopamine were less likely to require multiple dialysis ses-
sions during the first week after transplant (24.7% vs. 35.4%,
p = 0.01).14 Conversely, administration of epinephrine and phen-
ylephrine during donor management independently predicts de-
velopment of delayed graft function in kidney transplant recipi-
ents.15,16 In heart transplantation, a retrospective analysis of
45,198 adult heart transplant recipients found that recipients of
hearts from donors who received either dopamine or epinephrine
as the sole vasopressor agent had increased 1 year mortality (for
dopamine: odds ratio [OR], 1.11; p = 0.042; for epinephrine: OR,
1.59; p = 0.004).17 In pancreas transplantation, use of norepi-
nephrine during donor management was found to be an inde-
pendent predictor of improved graft survival in a retrospective
analysis of 2,183 pancreas transplant recipients (HR 0.77,
p = 0.01).18 Taken together, these data suggest that norepi-
nephrine should be used as the first-line vasopressor during
donor management, with low-dose dopamine also being an
option for potential kidney donors. Administration of epi-
nephrine and phenylephrine should be avoided when feasible.
Consideration should also be given to use of vasopressin as a
163
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component of hormonal resuscitation as discussed below in
Endocrine Management.

Respiratory Management
Brain death can compromise respiratory physiology due

to the same neurohormonal disruptions that affect other aspects
of patient physiology. Concomitant traumatic injuries such as
pulmonary contusion or hemopneumothorax can further exacer-
bate pulmonary physiology, culminating in lung injury that dis-
rupts normal oxygenation and ventilation. Potential lung donors
are also subject to the complications of mechanical ventilation
and potential ventilator-induced lung injury. Historically, the rate
of recovery of lungs for transplantation has been low, with recent
data demonstrating recovery of lungs from 10% to 30% of eligi-
ble brain-dead donors depending on donor age.19 Of the criteria
that may define the “ideal” lung donor, a threshold PaO2/FiO2

ratio >300 or 350 is the only one that is modifiable.20

Multiple studies have investigated the use of lung protec-
tive ventilation (LPV), defined as tidal volume of 6 to 8 mL·kg−1

ideal body weight and positive end-expiratory pressure ≥8 cm
H2O, to increase donor lung use.21–26 These studies assessed
LPV as a part of a comprehensive donor management protocol
focused on improving the rate of recovery of lungs for transplan-
tation. Several small observational studies, as well as a small
randomized clinical trial, demonstrated increased donor lung
use when utilizing LPV compared with conventional mechani-
cal ventilation, without negatively affecting the recovery of other
organs, lung graft survival, or 30-day recipient survival.23–26 A
retrospective database review of a program using LPV as a part
of a donor management protocol demonstrated an increase in
lung donation from 19.8% pre-protocol to 33.9% following pro-
tocol implementation.21 A prospective observational study of
1,109 potential lung donors in France found that LPVat the time
of organ allocation resulted in an increased likelihood of lung re-
covery for transplantation.22 In addition to LPV, the protocols
used in these studies included additional interventions such as
lung recruitment maneuvers, limiting plateau and peak inspiratory
pressures, therapeutic bronchoscopy, fluid resuscitation guided by
hemodynamic parameters to avoid fluid overload, and apnea testing
using continuous positive airway pressure while connected to the
ventilator.

These studies contrast with a recent observational study of
prospectively collected data from several OPOs across multiple
OPTN regions that examined the effect of multiple factors on
donor lung use. The authors found that high positive end-
expiratory pressure and lung protective tidal volumes were neg-
ative predictors of donor lung use but had no effect on lung graft
survival.27 There was no standard LPV protocol followed by the
OPOs in this study; thus, it is likely that OPOs implemented
higher positive end-expiratory pressures and lower tidal volumes
in donors with worse lung physiology and this finding repre-
sents an association rather than causation.

Few studies have examined the impact of specific modes
of mechanical ventilation on donor lung use. A small observa-
tional study examined the effect of airway pressure release ven-
tilation compared with conventional assist control ventilation
and found that use of airway pressure release ventilation resulted
in a higher PaO2/FiO2 ratio following an oxygen challenge and
an increase in donor lung use (18% vs. 84%).28 This contrasts
164
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with the study by Swanson and colleagues that found use of air-
way pressure release ventilation, as well as pressure-regulated
volume control and pressure control, as independent negative
predictors of donor lung use.27

Another modality to improve oxygenation in potential
lung donors is the use of prone positioning. A small observa-
tional study examined the effects of prone position ventilation
(minimum, 12 hours) on brain-dead donors with baseline hyp-
oxemia (PaO2 < 300 mm Hg on arterial blood gas) and atelecta-
sis.29 A rapid and sustained increase in PaO2 was observed in
donors in the prone positioning group. A subset of donors un-
derwent computed tomography imaging before and after prone
positioning and this demonstrated improvement in atelectasis.
While the final PaO2 in the prone positioning group was not
significantly different from the control group (344 vs. 306,
p = 0.12), more lungswere transplanted from the prone position
group (45% vs. 24%, p = 0.03).

In summary, respiratory compromise following brain
death is expected and may be exacerbated by concomitant inju-
ries in trauma patients. The available literature indicates there is
a benefit to using LPV for potential lung donors, an approach
endorsed by other published guidelines.9,30 Other aspects of pre-
viously studied lung donor management protocols can be easily
instituted as well, with emphasis on the use of recruitment ma-
neuvers to mitigate and treat atelectasis. Strong consideration
should be given to use of prone position ventilation to increase
the number of potential lung donors. This is a treatment modal-
ity that trauma surgeons and intensivists are familiar with given
its use and proven benefit in the management of ARDS.31 There
is no strong evidence to support the use of one ventilator mode
compared with another. Trauma surgeons and intensivists
should utilize a ventilation mode they are familiar with to
achieve LPV.

Endocrine Management
Endocrine derangements are a common sequelae of brain

death.2 Depletion of vasopressin and development of diabetes
insipidus occurs in up to 80% of brain-dead donors and results
in hypovolemia, hyperosmolality, and hypernatremia. Impaired
secretion of thyroid-stimulating hormone and adrenocortico-
tropic hormone results in decreased triiodothyronine (T3) and
cortisol, respectively. In addition to these derangements of the
hypothalamic-pituitary axis, activation of the sympathetic-
adrenal-medullary axis results in increased gluconeogenesis
and insulin resistance and decreased insulin release by the pan-
creas, resulting in systemic hyperglycemia with decreased in-
tracellular glucose.32

Administration of vasopressin during donor management
can address diabetes insipidus and improve hemodynamic pa-
rameters. In a small randomized clinical trial of 24 brain-dead
donors, administration of vasopressin resulted in decreased plasma
hyperosmolality and increased mean arterial pressure.33 In addi-
tion, brain-dead donors randomized to receive vasopressin re-
quired less dopamine to maintain hemodynamic stability. In a
retrospective analysis of 10,431 brain-dead donors, administra-
tion of vasopressin was found to be an independent predictor
of four or more organs transplanted per donor.34

In retrospective studies, administration of thyroid hormone
during donor management has been consistently identified as an
© 2025 Wolters Kluwer Health, Inc. All rights reserved.
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independent predictor of increased recovery of organs for trans-
plantation.35–38 In addition, a retrospective analysis of 3,433
brain-dead donors in the DMG Registry found that increased
thyroid hormone dose at the time of organ allocation is an inde-
pendent predictor of long-term cardiac graft survival (OR, 1.04
per μg·hour−1; p = 0.01).39 However, meta-analysis of placebo-
controlled randomized clinical trials found that administration
of thyroid hormone in brain-dead donors did not affect the need
for vasopressor agents during donor management or cardiac in-
dex at the time of organ procurement.40 The authors note that
most brain-dead donors enrolled in these trials were hemody-
namically stable and thus the meta-analysis does not exclude
the possibility that administration of thyroid hormone may be
beneficial in hemodynamically unstable donors. In a recent ran-
domized clinical trial of levothyroxine treatment in 838 hemo-
dynamically unstable brain-dead potential heart donors, admin-
istration of fixed-dose levothyroxine (30 μg·hour−1 for a mini-
mum of 12 hours) did not impact the rate of recovery of hearts
for transplantation, weaning from vasopressor therapy, ejection
fraction, organs transplanted per donor, or 30-day heart trans-
plant recipient survival.41 Donors in this study randomized to re-
ceive levothyroxine had more cases of severe hypertension and
tachycardia which may be the result of a fixed dose of levo-
thyroxine administered regardless of hemodynamic parameters.
Differences between this clinical trial and the retrospective anal-
ysis of the DMG Registry may explain the discordant findings.
Whereas this clinical trial examined 30-day heart transplant re-
cipient survival, the retrospective analysis of the DMG Registry
examined long-term graft survival. In addition, in the clinical
trial, the potential heart donors randomized to the thyroid hor-
mone group received a fixed dose of 30 μg·hour−1 levothyroxine
regardless of blood pressure or volume status, which does not
reflect how thyroid hormone is used in practice.

Relative cortisol deficiency and decreased responsiveness
to adrenocorticotropic hormone are common sequelae of brain
death.42 Multiple observational studies have found beneficial ef-
fects of corticosteroid administration during donor management
on donor hemodynamic parameters and increased recovery of
organs for transplantation.43 A randomized clinical trial of meth-
ylprednisolone treatment (250 mg at the time of authorization
for donation followed by 100 mg·hour−1 infusion until organ re-
covery) in 100 brain-dead donors found a lower rate of acute re-
jection in recipients of livers from donors who received methyl-
prednisolone (22% vs. 36%, p < 0.05).44 However, systemic re-
views and meta-analyses of randomized clinical trials assessing
corticosteroid administration during donor management have
found no evidence of benefit of corticosteroids for vasopressor
use, organ recovery, acute graft rejection, or graft dysfunction.43,45

A more recent prospective multicenter study of hydrocortisone
treatment in 259 brain-dead donors found that hydrocortisone in-
creased the probability of weaning norepinephrine, but did not af-
fect the number of organs recovered for transplantation or graft
function in transplant recipients.46

Hormonal resuscitation of brain-dead donors refers to the
administration of vasopressin, thyroid hormone, and steroids. In
brain-dead donors with diabetes insipidus or hemodynamic in-
stability, administration of vasopressin has both physiological
rationale, as well as evidence that vasopressin can improve he-
modynamic stability and is associated with an increase in the
© 2025 Wolters Kluwer Health, Inc. All rights reserved.
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number of organs transplanted per donor. Regarding the admin-
istration of thyroid hormone and steroids, the beneficial effects
seen in observational studies have not been replicated in ran-
domized clinical trials. Thus, there is no evidence to support rou-
tine administration of these hormones. However, in a hemody-
namically unstable donor requiring escalating vasopressor sup-
port despite adequate fluid resuscitation, trauma surgeons and
intensivists can consider use of thyroid hormone and steroids
to stabilize the donor andmaintain perfusion of potentially trans-
plantable organs.

The release of epinephrine, corticosteroids, and glucagon
associated with the activation of the central nervous system dur-
ing brain death results in increased gluconeogenesis, insulin re-
sistance, and systemic hyperglycemia in brain-dead donors.32 A
retrospective analysis of 1,611 brain-dead donors found that
achieving blood glucose <180mg·dL−1 is an independent predic-
tor of four or more organs transplanted per donor.47 A target
blood glucose <180mg·dL−1 is aligned with widely adopted pro-
tocols for glycemic management in critically ill patients and is in-
cluded in guidelines for management of potential organ donors.9

Hematologic Management
A restrictive red blood cell transfusion strategy to main-

tain hemoglobin >7 g�dL-1 has been found noninferior to a lib-
eral red blood cell transfusion strategy in randomized controlled
trials of critically ill pediatric and adult patients.48 Whether the
same transfusion threshold should be applied to organ donors
is unclear as randomized clinical trials of transfusion strategies
in organ donors have not been conducted.9 In practice, transfu-
sion of packed red blood cells is common in organ donors with
one study finding 69%of donors received packed red blood cells.49

The effects of transfusion on transplant outcomes may be organ
specific. Transfusion of the organ donor is associated with de-
creased risk of delayed graft function in kidney transplant recipi-
ents.50 However, in lung transplant recipients, massive transfusion
of the organ donor is associated with increased 90-day mortal-
ity.51,52 In the absence of evidence specific to organ donors to guide
transfusion practices, trauma surgeons and intensivists should fol-
low established transfusion practices for other critically ill patients.

Brain death is associated with activation of hemostasis
and dysregulated fibrinolysis characterized by platelet activa-
tion, dysregulation of the von Willebrand factor/ADAMTS13
axis, and activation of secondary hemostasis with fibrin forma-
tion.53 These changes result in a prothrombotic state. Dissemi-
nated intravascular coagulation may affect up to 38% of organ
donors who suffered severe cranial trauma but is not a contrain-
dication to organ transplantation.54 Disseminated intravascular
coagulation in the organ donor is not associated with primary
graft failure in heart or lung transplant recipients and is not associ-
ated with delayed graft function, long-term graft function, or allo-
graft survival in kidney transplant recipients.54–56 Clinical evidence
for transfusion of clotting factors and platelets to correct coagulop-
athy in organ donors is lacking. However, transfusion to achieve an
international normalized ratio of <1.5 and a platelet count of
>50,000/�µL-1 prior to organ recovery has been proposed.57

Infectious Disease Management
Identification of infectious diseases in potential organ do-

nors is important first to provide the appropriate treatment to the
165
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potential organ donor and second, to determine the safety and
feasibility of treating donor-derived infections in the recipients.
It is important for trauma surgeons and intensivists to recognize
that the presence of an infectious disease in a potential organ do-
nor does not automatically preclude organ donation. A potential
organ donor with an infectious disease should be resuscitated
and stabilized and a referral made to the local OPO as would
be done for other potential organ donors.

Although donor-derived infections are rare, they can be
associated with significant morbidity and mortality.58,59 Strate-
gies to mitigate the risk of donor-derived infections include risk
stratification from the donor medical and social history, physical
assessment of the donor, and laboratory evaluation of the do-
nor.60 A careful review of the donor’s medical and social history
should include reviewof past infections, travel, animal and environ-
mental exposures, sexual contacts, and intravenous drug use.61

United States Public Health Service guidelines should be used to
identify donors with risk criteria for acute transmission of human
immunodeficiency virus (HIV), hepatitis B virus (HBV), and hep-
atitis C virus (HCV).62 Careful physical examination of the donor
should include assessment of infections as well as risk factors for
infections, including abscesses, ulcers, anogenital trauma, unex-
plained rashes, lymphadenopathy, and evidence of drug use.60

As of October 2024, required deceased donor infectious
disease testing includes blood and urine cultures as well as test-
ing for HIV antibody or HIV antigen/antibody, HIV ribonucleic
acid (RNA) by donor screening or nucleic acid test (NAT), HBV
surface antigen, HBV core antibody, HBV deoxyribonucleic
acid (DNA) by donor screening or NAT, HCV antibody, HCV
RNA by donor screening or NAT, cytomegalovirus antibody,
Epstein-Barr virus antibody, syphilis, and toxoplasma immuno-
globulin G antibody.63 Additional infectious disease screening
should be guided by donor medical and social history and may
include endemic fungi, parasites, and epidemic pathogens.61
TABLE 2. Management of the Potential Organ Donor

Relevant DMGs

Hemodynamic MAP 60–110 mm Hg
CVP 4–12 mm Hg
SVV < 13%
PPV < 13%
EF ≥ 50%
pH 7.3–7.5
UOP ≥ 0.5 cc·kg−1·hr−1 ≤ 1 vasopressor
used and low-dose

Judicious
volum

Norepine
dopam

Respiratory CVP 4–12 mm Hg
SVV < 13%
PPV < 13%
pH 7.3–7.5
PaO2/FiO2 ≥ 300

Lung pro
pressu

Use of a
Strong

Endocrine Sodium ≤155 mEq·L−1

Glucose ≤180 mg·dL−1
Strong co

hemod
Consider

donor
Use of in

Hematologic ─ Transfus

Infectious disease ─ Antimicr
with b

Managem
donor
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Estimates for the prevalence of bacteremia in organ do-
nors range from 5% to 21%.64–66 When recipients of organs
from donors with bacteremia receive appropriate antimicrobial
treatment, the risk of infection and allograft dysfunction can
be mitigated.67 Thus, bacteremia in the donor is not an absolute
contraindication to organ donation. Organ donors with bacter-
emia should receive antimicrobial treatment guided by culture
and sensitivity data and be monitored for clinical response.60

Consideration should be given to delaying organ recovery until
the organ donor has received appropriate antimicrobial treatment
for 48 hours.9

The safety of transplantation from donors with meningitis
has been evaluated in several single-center case series.68–71 In
these series, donors received appropriate antimicrobial treatment,
and this treatment was continued in organ recipients. No cases of
donor-derived infection were reported. As with donor bacteremia,
delaying organ recovery until the donor has received appropriate an-
timicrobial treatment for 24 hours to 48 hours has been suggested.9

Transplantation of organs from HIV-infected donors was
historically prohibited in the United States. This prohibition
was reversed in 2013 with the passage of the HIV Organ Policy
Equity (HOPE) Act. The Department of Health and Human Ser-
vices subsequently revised federal regulations to comply with
the HOPE Act, permitting organ transplantation from HIV-
infected donors to HIV-infected recipients under the HOPE
Safeguards and Research Criteria published by the National In-
stitutes of Health. The OPTNmodified their policies to allow for
HIV-to-HIV transplantation in a research setting. Although bar-
riers to HIV-to-HIV transplantation remain, 29 transplant centers
are approved to perform HIV-to-HIV transplants as of May
2024.72–74 As the presence of HIV infection is no longer an ab-
solute contraindication to organ donation, HIV-infected donors
should be managed similarly to other donors to optimize organ
health for transplantation.
Recommendations

fluid resuscitation to correct hypovolemia and allow adequate intravascular
e and cardiac output for organ preservation.
phrine as the first-line vasopressor during donor management, with low-dose
ine also being an option for potential kidney donors.

tective ventilation with tidal volume 6 to 8 mL·kg−1 and positive end-expiratory
re ≥8 cm H2O.
ventilator mode one is familiar with to achieve lung protective ventilation.
consideration to the use of proning.

nsideration to the use of vasopressin to address diabetes insipidus and improve
ynamic parameters.
ation for use of thyroid hormone and steroids in hemodynamically unstable
s requiring escalating vasopressor support despite adequate fluid resuscitation.
sulin to target blood glucose ≤180 mg·dL−1.

ion as for other critically ill patients.

obial treatment guided by culture and sensitivity data in potential organ donors
acteremia.
ent of potential organ donors with HCVand HIV like other potential organ

s as these infections are not absolute contraindications to organ donation.
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Organs from anti-HCV positive donors have been trans-
planted into anti-HCV positive recipients since the early 1990s.75

In addition, the development of direct-acting antiviral agents allows
for transplantation from anti-HCV positive donors into anti-HCV
negative recipients without adversely affecting short-term trans-
plant outcomes.75–78 In the case of viremic donors, early treatment
of the recipient with a direct-acting antiviral agent is recom-
mended.75,79 However, recipients of organs from non-viremic do-
nors can undergo close monitoring and only require treatment with
direct-acting antiviral agents in the event of transmission.80 HCV
infection is not a contraindication to organ donation and anti-
HCV positive donors should bemanaged similarly to other donors.

CONCLUSION

In the United States, approximately 170million people are
registered organ donors, representing >50% of the adult popula-
tion, and 75% of families authorize organ donation when the in-
tent of the potential donor is unknown.81 As the organ transplant
waitlist is expected to continue to exceed the availability of do-
nor organs, trauma surgeons, intensivists, and other clinicians
will find themselves in the position of caring for patients with
catastrophic brain injuries who go on to meet criteria for brain-
death. Even without knowing a patient’s organ donor registry sta-
tus, we know that most patients and their families want to facilitate
organ donation in the event of their death and preserving the option
for organ donation is a fundamental tenant of quality end of life
care. Management of the brain-dead organ donor to optimize phys-
iology in many regards follows the same principles of management
of other critically ill patients, with circumstances specific to the
physiologic derangements of brain death noted (Table 2). With
careful attention to managing these specific derangements, the po-
tential for organ donation can be maintained and optimized.
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