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Modern transplant medicine continues to 
innovate techniques that Catholic health care 
can adopt as more effective ways to honor the 
charity of those donating their vital organs 
upon death. Yet by creatively extending 
principles from accepted techniques into 
controversial territory, transplant innovations 
can also reveal that those previously accepted 
procedures themselves were adopted on 
less than morally sure grounds. Thoraco-
abdominal normothermic regional perfusion 
(TA-NRP) is an innovation for improved heart 
transplantation that promises to increase the 
number and quality of heart transplants in 
a cost-effect manner and already in practice in 
Europe and the United States.1 It extends the 
principles of donation after circulatory 
determination of death (DCD), itself an 
innovation that has grown more than ten-fold 
in two decades.2 In the last five years, the 
number of DCD heart transplants has exploded 
from only 7 in 2019 to 612 in 2023, many 
of these likely done by TA-NRP.3 This new 
procedure has not been without controversy 
in the general medical literature and now in 
Catholic bioethics in particular.4  

Certain features of TA-NRP, raise the 
question of whether DCD donors are actually 
dead when their vital organs are explanted. 
Arguments in favor of TA-NRP often avoid 
this question by a legalistic focus on the co-
validity of the neurological and the circulatory-
respiratory criteria for declaring death in federal 
and state law. If the patient is legally dead, so 
it goes, the patient just is dead. In opposition, 
if DCD and TA-NRP patients are not known 
with strict moral certainty to be dead after 
five-minute waiting periods after asystole, then 
Catholic health care should reject both TA-
NRP and DCD donation. Instead, physicians, 
mission leaders, ethicists, and bishops should 
reassess every non-brain-death donation 
technique that involves a waiting period from 
asystole to vital organ harvesting of less than 
twenty minutes. I fall among those who hold 
that DCD and TA-NRP are continuous in 
principle, but that therefore both are evil as 
currently practiced. Ironically, I am in a sense 
closer in argument to those who hold both are 
permissible and furthest from those who accept 
DCD but reject TA-NRP.5 
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TA-NRP is best described as a modification 
of a controlled DCD procedure. Common to 
both transplantation techniques is the removal 
of life support from a critically injured donor 
whose death is ethically accepted. Asystole 
occurs, then a “hands-off period” of five 
minutes, and next a declaration of death by 
the circulatory-respiratory criteria by the 
attending physician.6 Only then does the 
transplant team initiate organ explantation. 
Where TA-NRP differs from cDCD is in the 
transplant team’s actions to improve heart 
transplantation following access to the thoracic 
cavity: the team resuscitates the donor’s heart 
in situ by canulation and ECMO, perfusing 
the heart with warm, oxygenated blood 
(“normothermic”), both to reduce damage from 
warm ischemia and also to assess heart function. 
This perfusion is kept “regional,” however, by 
the ligation of the cervical vessels which could 
carry blood to the donor’s brain, typically by 
clamping or exposing the vessels to atmosphere. 
The intention is to avoid the resuscitation 
of brain function. Proponents differ in their 
explanation of the necessity of this step. Some 
argue that the patient is legally dead by virtue 
of irreversible loss of respiratory-circulatory 
function, so allowing general circulation would 
negate the basis of the declaration of death. 
Other speak of “switching the patient over” 
to the brain death criterion, the loss of brain 
function now made irreversible by occluding 
circulation, in order to restore legally the 
circulatory function of the heart. Yet others 
speak of ensuring that the donor, legally dead, 
may not experience any pain from the process 
of organ retrieval. Apart from a shared concern 
to fulfill at least one legal criterion for death, 
these justifications are contradictory with 
each other and even with themselves. The 
donor is dead, yet the transplant team must do 

something to protect the donor from becoming 
undead in some way.7

We can at least say that TA-NRP by design 
eliminates the risk of resuscitating the donor’s 
brain function, but by this very aspect the 
procedure reveals that no moral certitude exists 
that the donors are dead when the typical 
five-minute or less waiting period after asystole 
is observed. Rather, the fact that their brain 
functions can be resuscitated technically raises 
a genuine doubt that they have experienced the 
definitive separation of body and soul required 
in any Catholic account of death. This lack of 
moral certainty with a mere five-minute waiting 
period that the donor is dead before vital organ 
explantation proves that both TA-NRP and 
cDCD are morally unacceptable. St. John Paul 
II came to accept vital organ donation in cases 
of brain death only if the neurological criteria 
gave strict moral certainty that the donor was 
in fact dead.8 The same standard of moral 
certainty of the donor’s death must also apply 
to DCD and TA-NRP. 

The risk of brain function revival with TA-
NRP is real. A recent porcine study of TA-
NRP indicates that, when nothing is done to 
prevent blood flow to the brain, the donation 
procedure revives brain function, including the 
drive to breath, cortical signals, and sensation.9 
The researchers performed TA-NRP on two pig 
groups in which they induced asystole with an 
extended hands-off time of eight minutes. One 
of the groups had cervical vessel occlusion by 
clamping and another did not. In the clamped 
group, TA-NRP induced no cortical electrical 
activity nor somatosensory evoked potentials 
(SSEP) nor agonal breathing. In other words, 
clamping prevented any resurgence of brain 
activity, from cortex to brain stem. There was 
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some concern prior to this experiment that 
ligation would be insufficient to ensure that no 
brain functions were revived through collateral 
circulation. After this porcine experiment and 
empirical investigation of human TA-NRP 
donations, ligation does appear sufficient to 
prevent brain function revival.10 Yet the absence 
of a function does not entail by itself an 
organism’s lack of ability to perform a function. 
What happened to the non-clamp group? 

In the non-clamp group, all eight pigs either 
had a revival of cortical electrical activity 
(EEG) or EEG plus SSEP upon normothermic 
perfusion. Furthermore, six of the eight pigs in 
this non-clamp group began agonal breathing. 
Admittedly the study is an imperfect analogue 
to human cases, for they induced cardiac death 
in otherwise healthy pigs, whereas the human 
donors in cDCD and TA-NRP cases are very 
severely injured. What the study does show, 
however, is that the respiratory-circulatory 
criterion of death can be fulfilled while the 
organism still has the potential for brain 
function resuscitation, a reversible absence 
of activity. In the current state of medical 
technology and knowledge, one can no longer 
claim that the respiratory-circulatory criterion 
for death declaration, based as it is on a mere 
five-minute waiting period, is a sufficient 
medical sign that a patient has died. What one 
should say is that an organism meeting the 
respiratory-circulatory criterion will inevitably 
die by the death of the brain that will follow. 

The need to ligate the cervical vessels of donors 
in TA-NRP to prevent brain function revival 
confirms the doubt that some Catholic ethicists 
had earlier expressed about whether a mere 
five-minute waiting period in DCD would 
be sufficient to guarantee the actual death of 

the donor prior to vital organ explantation.11 
Now the principles underlying both techniques 
appear identical and in fact I agree with those 
who claim that TA-NRP is simply an extension 
of DCD. If DCD were morally acceptable, 
then TA-NRP should be, as well. Those who 
hold that there is a significant physical or 
moral distinction between these techniques are 
mistaken.12 Both techniques understand the 
irreversible loss of either brain or circulatory 
function as “permanent,” taken in the sense 
that the patient cannot for himself or herself 
revive those functions and not that they are 
unrevivable. Both techniques at their best 
are based ethically on the idea that, with the 
consent of the donor whose own body cannot 
long remain informed by the soul, the vital 
organs are no longer of the patient nor for 
the patient. With the appropriate isolation of 
the heart’s function as described above, there 
is no real ethical difference between in situ 
reperfusion in TA-NRP and removing the 
heart for reperfusion ex situ in DCD.13 Yet this 
similarity is the very reason why both should be 
rejected until a waiting period is established 
that truly ensures an irreversible loss of brain 
function. Indeed, both cDCD and TA-NRP 
cause the irreversible loss of brain and 
circulatory-respiratory function by the removal 
of the heart in the former or the isolation of 
the heart’s function in the latter.14 The loss of 
the capacity for auto-resuscitation is not 
identical to the irreversible loss of vital 
functioning or the loss of life. Double effect 
would not apply to such an act, for the saving 
of the organ recipients is mediated by causing 
the irreversible loss of vital function by either 
regional isolation (TA-NRP) or vital organ 
removal (DCD). 
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I must relegate to another piece my full 
argument from the metaphysics of death and 
the priority of the neurological signs of death 
over the circulatory-respiratory criteria. Neither 
do I presume here that skepticism about the 
validity of the neurological criteria of death 
would require agreement with my case.15 TA-
NRP exploits the legal co-validity of the two 
death criteria that was established before the 
innovation of TA-NRP itself. If a donor’s 
vegetative and sensitive functions at least could 
be revived by perfusion of the brain, as TA-
NRP with a short hands-off period intrinsically 
risks, then that donor still retains an active 
potentiality for such functions and is therefore 
not dead. Indeed, we all know that such a 
donor may have cardiac function revived by 
attempts at resuscitation for a prolongation of 
life, even if it would be immoral to so attempt 
resuscitation when contrary to the patient’s 
reasonable will. Again, the patient is not 

“ethically” dead nor really dead, but dying. 

The practical implication of TA-NRP revealing 
that DCD patients are not known to be dead 
with a mere five-minute waiting period is that 
Catholic hospitals and health systems should 
cease cooperation with all DCD and TA-
NRP protocols to preserve their witness to the 
dignity of all human life.16 Even if done for a 
good intention (e.g., increasing the number of 
vital organ transplants), these procedures 
perpetrate grave moral evil due to the lack of 
moral certainty that the donor has died. For 
the same reason that euthanasia of a patient 
with five minutes to live remains a direct 
killing, so the direct elimination of vital organ 
functioning, even if only the active potentiality 
for such functioning, in a dying patient is 
homicide. As Jonah Rubin, MD, a critical 
care physician and ethicist with Massachusetts 

General and Harvard Medical School, says of 
TA-NRP, “Ultimately, the cause of death is 
either the cerebral artery clamping-inducing 
presumed—not proven—brain death or vital 
organ explantation, both by direct surgical 
intervention. This is euthanasia, if not simply 
killing, even if voluntary.”17 Rubin then 
draws the same illation I have been arguing: 
“Indeed, this raises questions even about 
classical cDCD. A condition is reversible if it 
can be reversed, even when it is not. NRP has 
proven what we already know—irreversible 
cessation of circulatory function occurs after 
the commonly accepted waiting period after 
cardiac arrest.”18 

On the other hand, DCD or TA-NRP with 
a “hands off” period long enough to ensure 
brain death along with pre-mortem injection 
of anticoagulants and vasodilators prior to 
death may be an ethical alternative for cardiac 
recovery. How long would such a waiting 
period have to be for ethical validity? Twenty 
minutes has been suggested by some moral 
theologians who do not assume that a lack of 
cardiac auto-resuscitation equates to death.19 
The validity of such a period would need 
confirmation in conversation with neurologists. 
In the meantime, Catholic hospitals may not 
need to give up all cooperation with OPOs 
but should continue to support vital organ 
donation by strict protocols for determining 
death by “whole brain death” neurological 
criteria.20 As DCD and now TA-NRP rapidly 
increase in their proportion of donations done 
in the United States, the task of discernment 
and moral renovation will be difficult. The 
pressures from CMS, OPOs, and from the 
genuine desire to help those who organs are 
failing are great. Yet transplantation medicine 
is full of dedicated people who can innovate 
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within ethical boundaries set by Catholic health 
care institutions. Even if not, one must not 
do evil to bring about good. The reward of an 
evangelical witness to life leading to ethical 
innovation consistent with that witness would 
be increased public trust in the U. S. transplant 
system and a greater sense of the dignity of 
human existence, even unto the moment of 
death. 

BARRETT H. TURNER, PHD, MDIV
Associate Professor of Theology
Mount St. Mary's University
Emmitsburg, Maryland
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