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Dominguez-Gil and colleagues have presented a very 
important statement with the intent to expand controlled 
donation of organs after the circulatory determination 
of death (cDCDD) [1]. It summarizes the necessary pre-
conditions and the process of withdrawing life-sustaining 
treatment exceptionally well. Specific relevance is given 
to the current practice of perfusion and repair of organs 
after cDCDD. Acknowledging both the importance and 
strengths of the statement, we nonetheless are convinced 
that the approach to encouraging further use of cDCDD 
requires a stronger emphasis on differing cultural, reli-
gious and legal backgrounds around the globe.

As a hallmark of mature societies, elaborate rituals and 
customs around the time of dying have developed. These 
are critically important to soothe the deep sorrow of 
those who remain behind. Spending time with the dying 
patient among close family members in quiet, peaceful 
surroundings is an  essential element of these conven-
tions. By introducing cDCDD as the “normal” process 
of dying in an intensive care unit, the extant culture will 
be fundamentally changed. A tranquil atmosphere is not 
possible if the deceased must be promptly cannulated 
for extra corporeal membrane oxygenation (ECMO) or 
rushed to the operating room to retrieve organs in time. 
Establishing this as a new norm may have unpredictable 
effects on grieving family members and upon society at 
large, particularly if these principles are also extended to 

dying children. cDCDD programs have been established 
in many pediatric institutions but have understandably 
generated considerable controversy [2].

The expert panel states that the existing evidence is 
insufficient to determine how long circulation must be 
arrested before brain function is irreversibly lost. There-
fore, for thoraco-abdominal normothermic regional per-
fusion (TA-NRP), a rapid sternotomy is performed and 
the supra-aortic vessels are clamped to immediately stop 
cerebral perfusion. Yet, the procedure is not well estab-
lished, as recently “a refinement to current protocols has 
been proposed to ensure that circulation to the brain 
through collateral circulation does not occur” [1, 3]. With 
only “eight heart transplant procedures… in the world 
with the use of TA-NRP without ex situ machine perfu-
sion” [1], the experience with this specific procedure is 
insufficient, and many questions remain unresolved. We 
do not support the proposal that TA-NRP without ex situ 
machine perfusion should be adopted by countries to 
make heart transplantation economically feasible.

The authors appeal to the World Health Organiza-
tion (WHO) Task Force on Organ Donation and Trans-
plantation to review and endorse their statement to all 
member states. The WHO encompasses countries from 
around the world, with vastly different cultural, reli-
gious and legal requirements. While the expert panel of 
this statement was international, it was still very much 
influenced by Western cultures, and lacked representa-
tion from Asia, Africa and Latin America. Western cul-
tures tend to be influenced by utilitarian ethical theories, 
which in principle demand that we consider the interests 
of all humans equally. The view that seeks to maximize 
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the utility of a corpse, even where it would be in the 
interest of helping others, yet potentially ignoring the 
dignity of dying, may not be shared by all cultures.
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