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of particular concern in light of 
the reaffirmation in the amended 
UAGA of the importance of act-
ing on the first-person consent 
of patients, as expressed through 
organ-donor registries, regardless 
of the wishes of the patient’s 
family.2 On first impression, this 
makes good sense: families should 
not be able to veto the wishes of 
patients. But some have voiced 
concern that a patient’s general 
indication of a willingness to 
donate (e.g., a checked box on a 
driver’s license) could be inter-
preted as indicating a desire to 
donate through newer procedures 
that were not envisioned by the 
patient at the time the intent 
was expressed. For example, as 
of July 2007, all transplantation 
hospitals are required by the 
United Network for Organ Shar-
ing to develop and follow proto-
cols that facilitate organ dona-
tion after cardiac death.4 Unlike 
organ donation after brain death, 
in which patients are declared 
dead before organ-procurement 
procedures begin, some proto-
cols for donation after cardiac 
death involve the exposure of dy-
ing patients to resuscitation ef-
forts, placement of central venous 
catheters, the administration of 
heparin and vasodilators, and 
withdrawal of life support under 

sterile conditions in the operat-
ing room. Although consent from 
the next of kin is required for 
any antemortem procedures, un-
der the presumptive approach, 
families may feel pressured to 
give consent by OPO representa-
tives who choose to assume that 
the patient’s general willingness 
to be an organ donor indicates a 
willingness to undergo these ad-
ditional procedures before death, 
which may not be the case. As 
one ethicist has noted, “Most 
people who agree to be organ 
donors think about it in terms of 
what will happen to their body 
after they die. This [approach] 
has implications for what they 
do to you before you die.”5

Both clinicians and OPOs 
therefore face conflicting ethical 
obligations. The growing trans-
plant waiting lists obligate us to 
strive to increase the supply of 
transplantable organs. But our 
commitments to respecting the 
rights of our patients and their 
families require that consent be 
obtained by people who are, in 
turn, committed to being fully 
transparent, fair, and evenhanded. 
When we are faced with com-
peting ethical obligations, our 
challenge is to find a balance that 
will preserve our most essential 
ethical principles. Over the past 

few years, the pendulum has 
swung too far in the direction 
of procuring organs at the ex-
pense of commitments that are 
fundamental to the patient–phy-
sician relationship. If uncorrect-
ed, this trend could substantially 
erode the public’s trust in the 
transplantation enterprise, to the 
ultimate detriment of people who 
desire to make these remarkable 
gifts as well as those who are 
desperately in need of them.

A letter to the editor from 
Luskin and colleagues at the 
New England Organ Bank ap-
pears on page 1297.
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On a clear summer day, as 
Michael runs through the 

fields playing with his friends, 
the view from his farm is spec-
tacular. You can look past the 
hills where his family grows ol-
ives and raises sheep to the 

Mediterranean Sea. Last winter, 
however, the picture was far less 
tranquil for the 4-year-old and 
his family. In their small cot-
tage that is heated by burning 
olive pits left over from the olive-
oil press, with his mother cook-

ing over an open fire and his 
father smoking two to three 
packs of cigarettes a day, Mi-
chael developed frequent colds, 
a chronic cough that worsened 
considerably at night, and short-
ness of breath when he played. 
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