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combinations of each of these learning styles throughout 
the process or, better still, to develop a curriculum that 
does this for teaching bronchoscopy. 

 Any staff  member who teaches bronchoscopy can tell 
from the fi rst time someone handles a bronchoscope if 
they are going to be good or not. Th ese “gift ed” novices 
are able to move through the airways fl uidly and appear 
to know where they are at all times. Th is intrinsic skill 
is part of the neuropsychologic processing of person’s 
brain. Just like running or hitting a ball, some are 
naturally more talented than others. Th e art of bron-
choscopy is based upon many of these intrinsic skills: 
relying on the interpretation of two-dimensional data 
(CT/chest radiography); envisioning a three-dimensional 
environment (the chest); moving a bronchoscope through 
the actual three-dimensional space (airways); making 
those movements while looking at a two-dimensional 
image (the screen).  3 , 6   Th is is the same as looking at a 
map, picking where you want to go, getting into your 
car, and driving backward only using your mirrors or 
back-up camera, and doing this in the dark. Realizing 
who is skilled with spatial relations and who could use 
additional training will greatly aff ect the ability to 
perform increasingly complex procedures. 

 To many pulmonologists, bronchoscopy is the proce-
dure that defi nes them. Th e time for “see one, do one, 
teach one” is over. We, as the educators, need to stop 
looking at the tally at the end of the game in terms of the 
number or procedures needed to become competent, or 
what even defi nes competence—this is diff erent for 
every person. Instead, leaders and organizations need to 
make education in bronchoscopy a priority, developing 
curricula based upon sound educational standards and 
agreed-upon goals, with appropriate didactic and 
kinesthetic standards established and met.    
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             Organ Donors   
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   “Do what you can, with what you’ve got,…”   
 Th eodore Roosevelt  1     

 A huge imbalance exists between the number of donor 
organs and the number of patients on the waiting 
list for the various solid organs, and this shortfall 
continues to grow. In 2000, 11,917 donors provided 
organs for 23,248 transplants while 71,628 patients 
were actively listed for organ transplantation. By 
2012, the number of donors had increased to 14,011 
(a 17.6% increase), providing organs for 28,503 transplants 
(a 22.6% increase), but the number of patients listed for 
transplantation had increased to 117,040 (a 63.4% increase).  2   
On average, 21 people die every day waiting for a 
transplant.  2   

 The available options to satisfy the demands of this 
growing patient list are to innovate with new therapies 
for the various forms of advanced organ failure, to develop 
alternate options for organ replacement (such as xeno-
transplants and stem cell transplants), or to maximize 
the currently available donor pool. The latter option 
represents the lowest hanging fruit at this time since 
the other alternatives are in the distant future of clinical 
reality. However, until now, surprisingly little attention 
has been paid to standardization of donor management 
as a means to optimize the number and quality of poten-
tially transplantable organs. 

 Th is void has been addressed by a consensus statement 
developed as a collaborative eff ort by the Society of 
Critical Care Medicine (SCCM), the American College 
of Chest Physicians (CHEST), and the Association of 
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Organ Procurement Organizations that was published 
in the June edition of  Critical Care Medicine .  3   This 
document is the culmination of  .  5 years of work by a 
multidisciplinary committee of 44 members of varied 
expertise and disciplines including critical care specialists, 
neurologists, pediatricians, and transplant physicians. 
Prior to this document, the only available consensus 
statement on medical management of organ donors was 
a 2004 publication by the Canadian Critical Care Society, 
the Canadian Association of Transplantation, the Canadian 
Society of Transplantation, and the Canadian Council 
for Donation and Transplantation.  4   While this document 
was groundbreaking at the time, it is now more than a 
decade old and major advances in the fi eld of transplan-
tation have since been made, including expansion of the 
practice of donation following circulatory determination 
of death (DCDD) and the development of techniques for 
ex vivo perfusion to “rehabilitate” marginal donor organs.  5 , 6   

 Th e current consensus statement holds a wealth of valuable 
information and should be essential reading for all 
practicing intensivists. To emphasize this, we highlight 
four key points from this document:

1.    Organ donation starts with you. Th e process of organ 
donation most commonly begins in the ICU and 
requires recognition by the care team that their 
patient is a potential donor. A thorough understanding 
of the donation process can ensure that opportunities 
for organ donation are not squandered. Early involve-
ment of organ procurement organizations allows for 
discussion of donation with families without time 
pressure, which in turn may increase the proportion 
of families consenting to donation.  7   Interestingly, 
the process of organ donation may serve to ease the 
bereavement process for families of deceased patients.  8    

2.   Commonly considered contraindications may not be 
contraindications at all. For organ donation to come 
to fruition, it must be considered in the fi rst place. 
The consensus statement debunks a number of 
myths regarding contraindications to organ donation. 
Examples of suitable donors who may surprise many 
clinicians include appropriately treated patients 
with bacteremia or bacterial meningitis and patients 
with low-grade CNS tumors. Other malignancies 
including localized colon cancer, prostate cancer, and 
breast cancer also do not represent absolute contrain-
dications to organ donation.  

3.   DCDD is here to stay. Th e majority of organ donations 
are currently obtained following neurologic determi-
nation of death (“brain death”), however, an increasing 
number of organs are obtained following death from 

cessation of circulatory function. In this process, a 
patient or his or her surrogate elects to withdraw life 
support but pursue organ donation. If the patient has 
circulatory arrest within a prespecifi ed time period 
(typically 60 min) from withdrawal of support, then 
organs are harvested. Approximately 12% of deceased 
organ donors in the United States are DCDD donors 
currently, and the number of DCDDs is steadily 
increasing.  9   Th e most extensive experience with DCDD 
is for renal and liver transplantation, although procure-
ment of other organs, including the lungs, pancreas, 
and even heart, are increasing. It is essential that 
clinicians familiarize themselves with the DCDD 
process to provide appropriate counsel to patients 
and their families and ensure that this option is 
considered in terminally ill patients. Th e consensus 
guidelines include a good synopsis of DCDD for 
various types of organ transplant and also provide a 
tool to help clinicians predict the likelihood of death 
within 1 h of withdrawal of life-sustaining treatment.  

4.   Intensivist-led donor management improves outcomes. 
Given their understanding of hemodynamics, volume 
status, and ventilator management, as well as the 
complex interaction between patients, their families, 
and the health-care team during end-of-life care, 
intensivists are uniquely suited to provide the highest 
level of care to organ donors. Th is was demonstrated 
in a retrospective analysis of donor outcomes before 
and aft er implementation of an intensivist-led donor 
management program. This study demonstrated 
that the numbers of organs recovered for transplant 
increased signifi cantly (31.4% before vs 43.8% aft er, 
 P   5  .008) with the largest increase seen in lungs and 
kidneys, two organs sensitive to iatrogenic harm during 
critical illness.  10   Lungs, in particular, are at risk from 
inappropriate ventilatory strategies. One randomized 
controlled trial of conventional ventilatory strategy 
vs a protective ventilatory strategy resulted in twice 
as many lungs harvested from the latter group (54% 
vs 27%,  P   5  .004).  11   Th e consensus guidelines also 
provide detailed how-to instructions on best practices 
for hemodynamic and ventilator management as well 
as endocrine dysfunction. In addition, organ-specifi c 
issues are addressed, which serves to broaden the 
utility of this document beyond just intensivists.   

  In the long-term, innovative strategies will be required 
to overcome the large and growing organ shortage being 
faced worldwide. In the meantime, perhaps we can glean 
something from the advice of our 26th President and 
“do what we can, with what we have  ” by appropriately 
screening and referring all potential donors. Once the 
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decision is made to pursue organ donation, it is incum-
bent on us to deliver the same meticulous, attentive 
care we provide to all other patients. Our donors, their 
families, and future transplant recipients deserve no less.    
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