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Certified Donation 
Partner Workshop

March 16, 2021

A Word From Our CEO
Susan Gunderson
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Support of the Donor Family

Nicole Replogle, MS, LPC
Family Support Coordinator

Laura Shaffer, MDiv
Family Support Coordinator

Learning Objectives 

•The role of the Family Support Coordinator, before, during, and after 
the donation process.Describe

•That donation increases when the healthcare team and LifeSource 
collaborate to support families before and during the donation 
process.Recognize

•The importance of huddles to guide the donation conversation and 
care for families.Summarize

•That every family is different, and how we support and care for them 
will need to meet their needs.Acknowledge
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Family Support Coordinators (FSCs)

8 Full Time FSCs with a combined 
63+ years at LifeSource

Background & Experience
• Pastoral Counseling
• Addiction Counseling
• Adult Mental Health
• Juvenile Correction
• Chemical Dependency
• Police Chaplaincy

• Mass casualties, homicides, suicides, 
accidents, domestic violence, etc. 

• Military Mortuary Affairs 
• Native American School Social Work
• Hospital Chaplaincy
• Conflict Zone Refugee Crisis Support

How We Help

• Donor 
• Family 
• Hospital staff
• LifeSource Team 

Members

Support

•Bedside RN and Physician
•Chaplaincy
•Palliative Care
•Social Work
•Child Life
•Security
•HUC

Collaborate
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Collaborative Donation Discussion
When LifeSource facilitates the donation discussion they 
share knowledge and can ensure accurate information is 
given to families so that they can make an informed 
decision about donation or honor their loved one’s wishes.

Research Findings

•Explanation from Healthcare Team
•Length-of-Stay in Hospital
•Time to Process Information
•Separation Between Notification and 

Request

Transitional Language
If a family mentions donation:

1. Acknowledge

2. Connect to LifeSource

3. Stay and Support

When Donation is Mentioned:  
“Our hospital supports 

donation and making sure all 
of your questions are 

answered. We work with an 
organization called LifeSource, 
the experts in donation. I’ll give 

them a call so I can connect 
with them by phone right now. 
I’ll join you for the conversation 

so I can continue to support 
you and your family.”

Family is beginning to make End-
of-Life decisions:                      

“Your decision to remove the 
ventilator is an end-of-life 

decision, one that we will plan for 
thoughtfully with you and your 

family. Part of our commitment to 
caring for families at this time 

includes planning for LifeSource, 
our partner in end-of-life cares, 
and the (physician, chaplain, or 
social worker) to talk to you able 

next steps.”

Imminent withdrawal of 
life-sustaining support:  
“I will arrange for you to 
talk with LifeSource, our 

end-of life partner, as 
soon as you are ready. I 

will join you for that 
conversation, so I can 

continue to support you 
and your family.”
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Questions We Consider

•Do they understand? 
•Is there a cultural understanding? 
•Do they have language for it?

What does this family know about BD?

Has donation been mentioned?

Are there any cultural considerations?

What has been their experience with the 
staff, authority or medical community?

Donation Conversation

Introduction

Condolences

The Impact
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Case Review #1

Case Details

•4-month-old male
•Anoxic brain injury 

following cardiac 
arrest of unknown 
etiology

•Not brain dead

What went well?

•Timely initial 
referral

•Appropriate 
updates to 
LifeSource

•Total collaboration
•Comprehensive 

support

Outcome

•Patient became a 
DCD donor

•Kidneys 
transplanted into a 
29-year-old female

Case Review #2

Case Details

• 27-year-old, 
female

• Pedestrian v. 
MVC

• Brain Dead
• Donor 

Designated

Challenges

• Family Dynamics
• Broken 

Communication
• Lack of Trust

Donor Designation 
Honored

• Heart & Lungs to 
61-year-old 
female

• Liver 61-year-old 
female

• Kidney 34-year-
old male

• Kidney 42-year-
old male

Lessons Learned

• Communication 
is essential

• Collaboration is 
crucial

• Conflict might not 
be about 
donation

12

13



3/17/2021

7

How can you help?

Huddles Information

Transition Communication

Introduction

Aftercare
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Discussion
What have you found to be the best way to connect 
LifeSource with families in a timely fashion that flows 
well? 

Many times, unless the family brings up donation it 
is very awkward because we aren't supposed to 
bring it up, but the family is ready to withdraw care 
and opportunities are lost. Is there something we 
can say when a family is ready to withdraw care now 
without directly bringing it up?

If family is not interested, do you 
stop the conversation right away or 
do you continue to pursue the 
conversation?

Do you check the donor registry before 
having conversations with family?

Do families get offended, angry or 
hostile when organ donation is 
mentioned? 

What is different when the donor is 
not BD and DCD is being pursued?

16
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Questions?

Brain Death

Hannah Dobias, RN, BSN, CPTC
Donation Coordinator II

Allysa Nadeau, RN, BSN, CPTC
Donation Coordinator II
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Learning Objectives

Acknowledge Variability in brain death policies among hospitals.

Explain How the care of the bedside RN/RT directly impacts the lives of recipients.

Summarize Prerequisites for brain death testing and/or identify where to find them.

Describe Different brain stem reflexes that are tested for brain death declaration.

Identify Catastrophic Brain Injury Guidelines and summarize why they are used in donation.

Catastrophic Brain Injury Guidelines
What are they? 
• Catastrophic Brain Injury Guidelines (CBIGs) are a set of clinical guidelines.

Who created them?
• MidWest Transplant Network, et al.

Why use them?
• Intended to be used when patient has a non-surgical and non-survivable brain injury. 
• Preserve the opportunity for donation. 
• Better transplant outcomes if patient becomes a donor.
• What’s good for the patient is likely also good for the donor. 

Study results:
• The use of CBIGs prior to brain death led to more stable donors.
• The use of CBIGs during hospital management is associated with a 2-fold increase in achieving       

≥ 4 organs transplanted per donor (OTPD).
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Brain Death

Defined as the irreversible cessation of all brain function 
including the brain stem.

Brain Death Guidelines

American Academy of Neurology (AAN) guidelines indicate 3 
clinical findings necessary to confirm irreversible cessation of all 
functions of the entire brain, including the brain stem:

1. Coma (with a known cause)

2. Absence of brainstem reflexes

3. Apnea
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DocumentationAncillary Tests
Clinical 
Evaluation 
(neurological)

Brain Death Declaration

24

Clinical 
Prerequisites

What is needed 
PRIOR to testing.

Clinical exam, 
testing of reflexes 
including apnea.

Not always clinically 
indicated.

Completed by 
provider in 

accordance with 
policy.

Brain Death Testing - Prerequisites

 Time from Initial Injury

 Irreversible Coma

 Normothermia

 Normotensive

 Absence of:
o Electrolyte derangement
o Acid/base imbalance
o Endocrine disturbance

Hospital policy drives these prerequisites

24
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Clinical Brain Death Exam

Absence of brainstem reflexes
1. Pupillary response
2. Oculocephalic reflex – “Dolls Eyes”
3. Oculovestibular reflex – “Cold Calorics”
4. Corneal reflex
5. Cough / Gag Reflex
6. Motor / Pain response to noxious stimuli
7. Respiratory drive – apnea exam

Clinical Brain Death Exam

26
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Apnea Testing - Prerequisites
Normotension

Normothermia

Euvolemia

Eucapnia (PaCO2 35-45 mmHg)

Absence of hypoxia

No prior evidence of CO2 retention (e.g., COPD)

Apnea Testing

Obtain 
baseline ABG

When 
prerequisites 

are met, 
proceed with 
apnea after 

pre-
oxygenating 

for 10 
minutes

Disconnect 
the patient 

from the 
ventilator

Monitor 
closely for 

respirations

If no 
respiratory 

drive is 
observed for 

about 8 
minutes, 

repeat ABG

If Pco2 is ≥60 
mm Hg or 20 

mm Hg 
increase 

from 
baseline ABG 

= positive 
apnea test

A positive
apnea test 

supports the 
diagnosis of 
brain death

28
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Apnea Testing

Confirmatory or Ancillary Exams
Typically confirmatory tests are used to help declare brain death in 3 scenarios:

1. Apnea testing is unable to be completed.

2. A clinical exam is uncertain or incomplete.

3. To shorten or eliminate an observation period.

Examples:
• EEG
• Cerebral angiography
• Cerebral Blood Flow (CBF)
• Transcranial Doppler

30
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Observation Period

The amount of time between clinical exams.

Evidence is insufficient to determine the acceptable observation 
period between exams. 

Wide variability in hospital policies for adults.

Less variation in the Pediatric population.

Hospital Policies
Example #1

32
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Hospital Policies
Example #2

Hospital Policies
Example #3
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35



3/17/2021

18

Clinical Changes After Brain Death

36

Cardiovascular 
System Pulmonary System

Endocrine/Metabolic 
Stability Coagulopathy

Questions

36
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Lunch 
Break

Donation after Circulatory Death vs
Donation after Brain Death

Chad Fowler, RN, BSN, CPTC
Donation Coordinator II

Laura Shaffer, MDiv
Family Support Coordinator
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Learning Objectives

Define donation after circulatory death and 
summarize how it differs from donation after brain 
death.

Recognize the changes in timing between donation 
after circulatory death and donation after brain 
death.

Describe the role and expectations of RN and RT in 
the donation after circulatory death OR.

Donation after Circulatory Death (DCD)

• Donation always occurs after death
• irreversible cessation of circulatory and respiratory functions (DCD)
• irreversible cessation of all functions of the entire brain, including the brain 

stem (BD)

• Often faster 

• Less frequent*
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DCD BDD
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Referral
•Triggers met

Assessment
•BD
•DCD

Family 
Conversation

•Appears BD
•Plan for withdrawal
•Mention of donation

Management
•Orders

Evaluation
• Heart – EKG, echo, 
angio

• Lung – CXR, CT, bronch
• Liver – biopsy, 
ultrasound, labs

• Kidneys – ultrasound, 
labs

• Pancreas – labs
• Intestine – labs

Allocation
•Finding recipients

Recovery

Donation Process

Referral

Family care conference/palliative meeting

42
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Assessment

• DCD eligibility 
• Patient is requiring life-sustaining medical treatment and ventilator support

• Patient has suffered permanent and irreversible neurological injury and/or 
disease (but is not BD)

• Age ≤ 65*

• Neurologic status

What is different with DBD?

No age limit

Neuro status is not applicable

Family Conversation

• Triggers for family approach 
• Decision to withdraw care 
• Mention of donation (by family or 

staff)

• Heparin

• Donor Designation

What is different with DBD?

• Triggers for family approach 
• Appears brain dead/brain death 

testing planned or in process
• Mention of donation (by family or staff)

• Heparin

• Donor Designation

44

45



3/17/2021

23

Management

• Patient is alive
• Attending remains the same

• Orders entered by physician

• Financial responsibility at time of authorization 

• Consents required

• Comfort cares/DNR

What is different with DBD?

Patient is dead

• LifeSource assumes care of the patient

• Orders entered by LifeSource

• Financial responsibility at time of brain death/authorization

• No consents required

• No comfort cares/full code

Evaluation

• Lungs
• Neuro status
• Bronch, CT, recruitment/gasses

• Liver
• Ultrasound, CT
• Labs

• Kidneys, pancreas
• Labs
• Ultrasound, CT

• Heart

What is different with DBD?

• Lungs – neuro status not applicable

• Liver – biopsy

• Heart – EKG, echo, angio

• Intestine

46
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Allocation

• Finding recipients
• Current neuro status

• Likelihood of arrest

What is different with DBD?

Recovery

• Pre-OR huddle

• RN/RT/MD presence

• Withdrawal

• Comfort medications

• Timeframe for arrest

• Death declaration

• Family presence

• Monitoring

• Warm ischemic time

What is different with DBD?

• Pre-OR huddle

• RN/RT/MD not present

• No withdrawal

• No comfort medication

• No arrest

• Death declared prior

• No family present

• Anesthesia managing

• No warm ischemic time
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Roles in DCD OR

Recovery

•Transport
•Manage airway
•Extubate

Respiratory 
Therapy

•Comfort medication
•Documentation
•Heparin
•Death declaration 

(some hospitals)

Registered Nurse

•Comfort medications
•Death declaration

Physician/Provider

•Documentation
•Timing
•Communication

Donation 
Coordinator

•Prepare family
•Attire
•Escort
•Support during and 

after OR

Family Support 
Coordinator

Family Support during the OR

Support 
throughout 

process

Preparation for 
OR

Accompany 
family in 

OR

50

51



3/17/2021

26

What if the patient doesn’t arrest?

Return to 
hospital 

room

Comfort 
cares

Family Tissue & Eye 
donation

DCD Donor to BD Donor

•Length of case
•Brain death testing
•Additional organ 

evaluation
•Family support and 

education

What changes?

52
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Key Takeaways

Comfort is 
a priority

Death occurs 
in the OR

Hospital provider 
writes orders

RN, RT, and 
MD presence 

in OR

Family 
presence in 

OR

Questions

54
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Donor Lungs: 
Optimizing Function for Transplantation

Cindy Darnell, CPTC, LRT, MPH, MBA
Clinical Resource Supervisor

Review Donor Lung Management

Review LifeSource Lung Protocol

Management of Mechanical Ventilation

Review Advanced Lung Management Strategies

Learning Objectives

56
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Evaluation & Management 
of the 

Potential Lung Donor

Donor History…

•≤70 years 
•Older donors considered when smoking history is minimal 

and/or no evidence of age-related or emphysemic changes by 
CT scan

•Donors with very large or small chest cavities impact placement

Age/Size

•Emphysema, COPD, Pulmonary hypertension
•Auto-immune disorders (Lupus, Rheumatoid arthritis) can 

impact lung tissue

Pre-existing Lung 
Disease

•Smoking is not a rule out
•Longer smoking history in younger donors or with CT scan 

showing no disease

Smoking/Substance 
Inhalation

58
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Donor History…

•Drowning , hanging, GSW to head, MVA
Mechanism of 

Death

•Aspiration, lung contusions, hemo/ pneumothorax, 
past cardiac surgery

Lung Injury or 
Trauma

•Antibiotic coverage
•Organism colonization in lungs

Time on Mechanical 
Ventilation

•Inhaled substances, CDC “increased risk,” 
infectious disease testingSocial Factors

Lung Management Protocol

• Implemented 2007

• Updated July 2012 & 2019 

• Special Lung Summit to review current practice included:

Intensivists

Respiratory Therapists

Transplant Pulmonologists/Surgeons

LifeSource

60
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Update to Lung Management Protocol

Lung Management: Considerations

• Cough is absent in brain dead donors

• Cough is frequently severely impaired in Donation after Circulatory 
Death donors

• Early bronchoscopy to evaluate lungs for trauma or signs of 
pulmonary aspiration

• Early bronchoscopy for therapeutic removal of secretion

62
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Lung Management: Strategies
• Metaneb is the preferred 

method of scheduled 
pulmonary therapy in hospitals 
where it is available

• Alternately IPV or pneumatic 
vest therapy may be 
implemented

• Donor positioning e.g L-side up, 
R-side up

Recruitment Maneuvers: Considerations

• Intrapulmonary shunting from 
dependent atelectasis is the most 
common cause of impaired 
oxygenation in donors

• Recruitment and maintenance of 
open lung is our goal

• Transient hypotension is common 
and can be limited by temporary 
adjustment of pressors and 
adequate fluid resuscitation

64
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Why q4hr CXR’s ?

• Are we improving?
• Air-space opacities
• Atelectasis
• Contusion
• Pneumothorax
• Pleural effusion

Chest CT: What are we looking for?

•Pulmonary Contusion
•COPD/Emphysema
•Aspiration
•Extent of Infection

66
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The Delicate Management of Fluids

The Balance Between Organ Systems

• Therapies that benefit one 
organ may harm another

• Fluid administration may help 
the kidneys and heart but harm 
the lungs

• Excessive fluid administration 
can cause third spacing and 
pulmonary edema

• Concern for fluid overload 
particularly in patients with 
impaired left ventricular 
function

• Donors in DI may need fluid 
resuscitation 

• Donors may require transfusion

• Lasix can cause a bump in 
serum creatinine 

68
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Assessment of Fluid Status
• Fluid balance since admission

• Implementing Flotrac, monitoring SVV/SVI
• Goal: 8-12

• Current CVP
• Goal: 4-10

• Hyper/Hypovolemia

• Monitor hourly I/O

Ventilator Management
• Evaluate pulmonary status using ABG results, oxygen saturation, 

CXR and CT results, lung auscultation

• Airway pressures can be helpful in management of a potential lung 
donor

• Lung protection strategies

• Arterial line and Flotrac can also provide helpful information in 
management of a potential lung donor

• ABG’s
• Fluid status

70
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Ventilator Management

•Tidal Volume 6-8 ml/kg IBW***
•Rate =PCO2 x Vent rate

40
•PEEP 8-10
•FiO2 40% or lowest to keep PaO2 >100
•I:E ratio 1:1-1:2
•Longer I times to improve gas 

distribution in the lungs

Adjust vent 
settings to 

correct 
acid/base 

disturbances 
or hypoxemia 
and achieve 

adequate 
ventilation as 

follows:

***IBW males: 50kg + 2.3kg/in of ht. above 5ft
females: 45kg + 2.3kg/in of ht. above 5 ft.

Management of Metabolic Acidosis

• Fix the cause - poor peripheral 
perfusion

• High pressor doses
• Low Hgb
• Hypovolemia
• Renal failure

• Sodium Bicarb Administration
• Increases the Ph of the blood 

transiently which can improve 
cardiac function

• Does not change the intracellular 
Ph

• Breaks down into CO2 which can 
worsen acidosis

• Can increase serum Potassium
• THAM can be used in patients 

with high CO2 levels

72
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Metabolic Alkalosis

• Excessive GI loss (vomiting, 
aggressive NG suctioning)

• Hypovolemia or Hypokalemia

• Chronic CO2 retention

• Aggressive diuresis

• Generally self limiting when 
caused by GI loss or diuresis

• Be wary of adjusting vent to 
improve CO2 and compensate

• If donor is otherwise 
hemodynamically stable 
continue to monitor

Advanced Oxygenation Strategies
Find the Cause

• Basilar atelectasis
• Increase PEEP
• Increase Vt
• Increase IT
• Positioning (does CXR or CT show 

unilateral atelectasis-position 
donor bad side up)

• Positioning (does CXR or CT show 
bilateral or diffuse atelectasis-
consider proning)

• Hypo/Hypervolemia
• Evaluate Flo-Trac numbers for 

fluid
• Hypovolemia can decrease 

pulmonary perfusion leading to 
impaired oxygenation

• Hypervolemia can lead to 
pulmonary edema leading to 
impaired oxygenation

• Give fluids or diuretics as needed
• Consider Albumin

74

75



3/17/2021

38

Prone Positioning

• Prone Positioning in Severe Acute 
Respiratory Distress Syndrome Guerin, C et 
al, Published in NEJM study noted 
significantly decreased 28 and 90 day 
mortality in ARDS patients that were 
placed in prone position

• Prone positioning increases ventilation to 
basilar lung segments improving 
atelectasis and decreasing shunt 
physiology

• Hospitals have different 
comfort levels for prone 
positioning

• Some hospitals require a 
proning bed to be rented prior 
to initiating prone positioning

• Patient may require reposition 
to supine for transports, echo, 
liver biopsy, liver ultrasound

Pulmonary Vasodilators
Epoprostenol/Flolan/Valetri (Nitric Oxide)

• Can be used in donors with severely impaired oxygenation e.g ARDS

• Decreases shunt physiology by selectively vasodilating the ventilated 
portions of the lungs

• Inhaled agents do not have systemic effects

• If donor is requiring a pulmonary vasodilator lungs will likely be ruled out 
unless there is a dramatic improvement in function and inhaled agents 
can be weaned off
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Donor Management Panel Discussion

Cindy Darnell, CPTC, LRT, MPH, MBA
Clinical Resource Supervisor

Chad Fowler, RN, BSN, CPTC
Donation Coordinator II

Hannah Dobias, RN
Donation Coordinator II

Isabella (Izzy) Briggs, RN, CPTC
Advanced Practice Donation Coordinator

Moderator:  Katie McKee, MPH
Hospital Partnership

Question & Answer

Submit questions via: 
• Zoom chat function
• “Raise Hand” in Zoom and you will be unmuted
• Email DonationPartnerTeam@life-source.org
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Allocation and Organ Recovery

Missy Korolchuk, RN, BSN
Donation Coordinator I

Liz Schwartz, RN
Donation Coordinator I

Learning Objectives

Basics of the organ allocation processSUMMARIZE

Reasons organs may not be recovered 
or placed for transplantation.IDENTIFY

Your role in preparing for organ donor 
surgeryRECOGNIZE

The intraoperative organ recovery 
processUNDERSTAND
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What does NOT affect a recipient's 
rank on the organ list?

A. Size
B. Race
C. Time on wait list
D.Health status

Finding the Perfect Match

Allocation

Ethical 
Considerations

DonorNet

Medical & 
Logistical 
Factors

82
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Creating the List

Physical Exam Vital Signs Imaging

Medications Lab results
Neurological 

Exam 
(if applicable)

Medical & 
Social History

Intraoperative 
Considerations Timing

Organ Specific Lists: Recipient Rank

Blood 
type

Size

Wait list 
time

Distance
Health 
status

84
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What organ has the most recipients on 
the waitlist?

A. Heart
B. Kidney
C. Liver
D.Lung

The Organ List

86
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Allocation by Nautical Miles

88
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Organ Placement

Donor information is sent to Transplant Centers 
or Surgeon.

Transplant centers have a specified amount of 
time to evaluate the clinical information.

The first center on the list, has 1 hour to 
ACCEPT or DECLINE based off that evaluation.

If DECLINED, the organ offer is made to the 
next Transplant Center or Surgeon.

What You can do During Allocation
Keep up on hourly vitals and urine output

Make sure labs are drawn on time

Update MAR

• Check in if there are any questions, concerns, or orders to be 
placed.

Maintain lung recruitment, chest x-rays and blood 
gas schedule

• Marked increase or decrease in urine output
• Adjustments to vasopressors
• Abnormal labs and electrolyte replacements

Update DC with any concerns

90
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One reason an organ may not be 
placed for transplant?

A. Poor organ function
B. Religion
C. Drug use
D.HIV+ donor

Why Was No Organ Recipient Located?

Size

Marginal organ function

Health of the organ recipient

Intra-operative organ visualization

Biopsy results

Questionable donor history

Distance

Time constraints

92
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What Impacts OR Timing?

Donor Family

Transplant 
Center 

Requests

Donor Hospital 
OR Capacity

LifeSource 
Staff

Ongoing 
Allocation

Donor Stability

Recipient 
Needs Transportation

Weather

Setting the OR

OR Time is Set
•Minimum of 4 hours notice
•Connect with donor hospital OR
•Notify family

Arrange 
Transportation

•Air
•Ground

Prepare for 
Surgery

•Pre-OP blood draw
•Send final labs
•Ensure functioning lines
•Turn vasopressin off
•Huddle
•LifeSource paperwork
• Intraoperative needs
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RN Role in Preparation for OR

•Draw OR blood
•Donor chart
•Death checklist

Gather
Resources

•Charge RN
•Respiratory Therapist
•Declaring MD (DCD)

Notify hospital 
team

•Continuous infusions
•Scheduled antibiotics
•Heparin (DCD)
•Comfort medications 

(DCD)

Medications

•Prepare patient
•Transport monitor
•Honor walk

Transportation

RT Role in Preparation for OR

Donation after 
Circulatory Death

Transport 
ventilator

Attend pre-OR 
huddle

Extubate patient

Donation after 
Brain Death

Transport 
ventilator

Assist with 
transport

Hand off to 
anesthesia
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Operative Organ Recovery

Time Out & 
Moment of 

Silence

Incision

Visualization Cross Clamp 
& Flush

Removal of 
Organs

Anatomy Organ 
Packaging

Donor 
Closure

Surgical 
Team 

Departure

Time Out

Photos
Tubes and lines

Medical Examiner

Transplant
Research

Organs being Recovered

Tie off vessels
Ioban dressing (if needed)

Donor Closure
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Moment of Silence

We would like to take a moment to acknowledge that this space becomes 
sacred when a family entrusts their loved one to us. The donor’s family 
made the decision to donate following their loved one's death. We honor 
this decision and view them as a hero.

The family would like you to know that the donor is someone who lived 
their life with the intent of making the world a better place for all people. 
They lived solely on being of service. The donor was humble, full of love, 
strength, and encouragement for all of us. Their legacy will live on 
through the many lives they touched. Although we didn’t get our miracle, 
we are overwhelmed with gratitude that our precious loved one is able to 
be a miracle in someone else’s life. We thank you all from the bottom of 
our hearts that you are a part of the next journey for them.

I would like to acknowledge this donor, their family, and the waiting 
recipients now…….Thank You.

Operative Recovery

Incision Visualization Constant 
Communication
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Cross Clamp and Flush

Aorta is 
Clamped

Cold 
Ischemic 

Time

Organs 
Flushed

Removal of Organs

Heart

Lungs

Liver

Pancreas

Kidneys
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Anatomy

Anatomical Abnormalities

Surgical Damage

•Measurements
•Plaque
•Veins and arteries

Kidneys

Organ Packaging
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Special Packaging: OCS

OR Completion

Heart / Lung Teams Leave ASAP

Transportation

Sterile Closure

Kidney Allocation

Family Follow-up
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When does crossclamp of the aorta 
occur during recovery of organs from a 

Brain-Dead Donor?

A. Immediately after incision is made to help stop internal bleeding.

B. Whenever the surgeon wants, as the timing does not matter.

C. After organs are cannulated and all surgical teams are ready.

D. After organs have been removed from the donor.

Questions
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Donation Resources for You

Jessica Pacheco, MBA, CHTC

Clinical Hospital Coordinator

>7.0 million people

9 transplant centers

279+ hospitals

13 hospital liaisons

THE NUMBERS

LifeSource saves lives and offers hope and healing through excellence in organ, eye and tissue donation. 
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Who serves my facility?

Kathy Selden
Mercy
United

Abbott Northwestern

Emily Larimer
Monument Health 

Jolynn Ryan
Gillette

Tim Verschaetse
North Memorial

St. Cloud

Kristi Roers
HCMC

Jennifer Fredrickson
Avera McKennan

Sanford Sioux Falls
Avera Heart

Avera St. Luke’s
Huron Regional

Mark Ellingson
Sanford Bismarck

St. Alexius
Trinity Health

Ann Lovdahl
Fairview Southdale

St. Joseph’s
Fairview Ridges

University of Minnesota

Jody Fischer
Sanford Fargo
Essentia Fargo

Katelyn Baker
Essentia St. Mary’s

St. Luke’s

Barb Nelson-Agnew
Altru

Sanford Bemidji

Cathy Dudley
Mayo Rochester

Jessica Pacheco
Children’s Minnesota

Regions

Rich Villella
Methodist

Mayo Mankato

Melinda Van Waus Kelly Romanowski

All Funeral Home 
and Medical 
Examiners
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How can my liaison help me?

• Questions about donation

• Feedback

• Policy and process changes

• Improvement projects

• Your connection to LifeSource

Where can I find more resources?
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www.life-source.org

Click on “Partners” tab
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Social Media Connections
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@lifesourcemndak
@donatelife
@donatelifeamerica

124

125



3/17/2021

63

Brandon’s Story

Becky Bjerklie
Donor Family
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Brandon Thomsen
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• Heart: 59 year old male
• Liver: 10 year old female
• Pancreas/Kidney: 56 year old male
• Kidneys: 50 year old female

Gift of Life Shared…
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Thank you

132


