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always been the inherent tension between lack of
adequate organ supply versus demand for those valu-
able organs. Transplant programs are constantly innovating
in an effort to identify, validate and implement organ donor
strategies to increase organ supply and get their patients
transplanted and free from dialysis long term. By far, the larg-
est worldwide experience has been with the use of kidneys
from donors following neurological determination of death
(NDD, brain death). The use of so-called NDD expanded
criteria donors (ECD) who harbour risk factors predicting sat-
isfactory, but less than ideal long-term outcomes, has taken
off over the past two decades; even further down the spec-
trum of perceived risk is donation after cardiac death (DCD)
transplants, in which organs are procured for transplantation
after the removal of cardiocirculatory support in appropriate
patients. DCD transplants now account for about 10% of
all transplants performed in Canada,' and appears to be a
relatively untapped source of donor organs. Contemporary
literature suggests DCD transplants incur worse early graft
outcomes in favour of excellent long-term graft and patient
survival.>
In their article, Moser and colleagues review what is
arguably Canada’s longest single-centre experience with
this high-risk transplant.” This group demonstrates an evolv-
ing DCD program, with improvements in procedural tasks
during procurement and subsequent reduction in warm
ischemic times. Machine pulsatile perfusion efforts were
recruited with increasing frequency as the program devel-
oped with what appears to be an impact on improving early
graft function, although rates of delayed graft function (DGF;
need for dialysis in the first week post-transplantation) did

Since the dawn of kidney transplantation, there has

not change significantly (59%-71%). Long-term follow-up
of patient or graft survival was not reported in this study,
but creatinine clearance at one year post-transplant was
excellent (66.7 mL/min median). Importantly, the original
goal of initiating this program was to increase donor organ
availability for transplant; to this end, they have succeeded
by increasing total numbers of kidney transplants by 25%.

End-stage renal disease (ESRD) is often the final pathology
for a variety of chronic disease conditions, such as hyper-
tension, diabetes and metabolic syndrome. With epidemic
increases in these contributory chronic conditions, an aging
population and a demand by that population segment for
optimum health care, ESRD is on the rise and renal replace-
ment strategies, such as transplantation, will have to follow
suit to meet demand. While NDD donors will continue to
be recruited by transplant programs, they have shown to be
relatively static in number and cannot meet current demand
for organ supply, nor ongoing increases. Therefore, it is cru-
cial that ongoing dialogues are maintained to diversify new
sources of potential donors for transplantation. It wasn’t long
ago that DCD donors were considered too risky, unethical,
opportunistic, or morally objectionable. While there contin-
ues to be debate on the use of DCD donors,® programs will
continue to push the limits of what may be socially accept-
able within the limits of what is medically and ethically
responsible in the determination of organ donor eligibility.
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