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The commitments of objective list theory for heart donation
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Editor, The scientific advancement in organ
transplantation has led to the transplantation of vital
organs- such as the heart. Heart transplantation is
truncated by lack of grafts for clinical
transplantation. The rationale for heart shortage is
the inability of the deceased family to agree with
clinician’s declaration of brain death. Unlike living
organ donation, cardiac transplantation requires
that the donor must be dead at the point of donation.
Using the method of philosophical analysis, this
view contends that the disagreement on the
definition of brain dead hinders heart procurements.
We further contend that the objective list theory
would enhance the rational choice for heart
donation.
Introduction
On 3 December 1967, the media reported that
Christiaan Barnard and his medical team, at Groote
Schuur Hospital in Cape Town, South Africa,
performed the first heart transplantation.1 However,
heart transplantation is excellent but it did not
become a therapy for patients suffering from heart
failure, until the 1980s. The immune suppress ant
drugs were introduced as after care to avoid
immune rejection of the
transplanted
heart.2.
The rationale
for
heart transplantation is to improve the life of
patients suffering from organ failure.
Though the scientific breakthrough in cardiac
transplantation is excellent, yet it is held back by
lack of grafts for clinical transplantation. This has
led to a heart crisis. The heart crisis is when the
demand for grafts exceeds the supply. John argues
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that the medical and legal constraints on donor
supply result in a chronic shortage of hearts for
transplant.3
There are many challenges facing heart
transplantation.
These challenges include the
shortage of heart grafts, cardiac allograft
vasculopathy
(CAV)
and
drug-induced
complications from chronic immunosuppressants.2.
We argue that the above challenges have worsened
the heart crisis.
In this paper, we are concerned with the declaration
of brain death as one of the challenges facing heart
transplantation. We further contend that the
application of objective list theory would clarify the
disagreement between the deceased family and the
clinician’s declaration of brain dead. First, let us
discuss the definition of the brain dead.
The brain dead
Unlike living altruistic organ donation, heart
transplantation requires that the actual donor be
dead at the point of donation. This has led to debates
over the definition of brain death. However, the
distinction between the brain dead and coma should
be clear and understood for the common good of the
society. Definition of Brain Death give no reason
that “irreversible coma” should be death itself, but
simply asserted that the time had come for it to be
declared so.4
Brain death is “the cessation of life; the ceasing to
exist. Brain death is a total stoppage of the
circulation of the blood, a cessation of the animal
vital functions such as respiration and pulsation.5
The brain dead is the “permanent cessation of
functioning of the organism as a whole”.4
Emile Zola cites Dr Schwab et al., worked out a set
of guidelines for determination of death in
transplantations. Thus
(1)

“The first is that there must be no reflexes and
the pupils must be dilated and fixed.
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The second is that there must be no breathing
and no spontaneous spasms or muscle
movement.
(3) The third is that there be no active brain wave.
(4) Finally, these conditions must prevail for at
least 24 hours "because there are cases where
there is a flat brain wave which suddenly
comes back".5
Upon reflection of the above question like, at what
points can we satisfy that the heart donor is actually
dead? It is clear that clinicians meet the abovementioned criteria for the definition of brain dead.
The heart donor would be irrefutably dead.
However, the deceased organs may be unusable
because of the marginality of the organs. Thomas
Resch et al hold “the use of marginal
organs currently represents a major issue
in organ transplantation. Recipients of marginal
organs are considered 'high immunological risk' as
these organs is extremely vulnerable to immune
attack due to high alloantigen expression and a
diminished number of functional tissue units”.6
We argue that the above approach for the definition
of brain death is good, yet insufficient to establish
the truth about brain death. We further contend that
the application of objective list theory would
enhance the biological parlance for the definition of
brain dead.
The relevance of objective list theory in altruistic
heart transplantation
The objective list theory is a moral theory that
asserts the well‐being of all. It has a plurality of
objectives-loving
relationships,
meaningful
knowledge, autonomy, achievement, and pleasure.7
The clinicians, who declared brain dead among
patients, must put into consideration the plurality of
objectives, to enhance the authentic happiness
among the transplant community.
The objective list theory requires the clinicians, to
critically evaluate patients’ health record, and avoid
withholding the autonomy of patient in a coma.
This implies that patients’ actual state of affairs be
declared to benefit the donation community instead
of self-serving.3 We argue that objective list theory
is normative because it redefines the definition of
the brain dead. Critics would say, the redefinition

of brain dead would worsen the heart crisis because
few hearts will be harvested.
The normative redefinition of brain dead is to clear
ambiguities, associated with the definition of brain
dead. The normative nature of the objective list
theory addresses ethical issues about heart
donation. It focuses on what clinician’s “should” or
“ought to” make their decisions. Objective list
theory is descriptive because it depicts how grafts
are procured, distributed for common good for the
common good of patients on the waiting list.
The Objective list theory is a moral theory,
which holds that a happy person does not view
happiness based on pleasure versus pain or
wanting versus attaining. Instead, objective list
theory gives emphasis on things that hold more
value on things that have more meaning. 8 In this
sense, the declaration of brain dead must include
the value and human dignity to avoid criminal
charges especially, when the family of the deceased
does not agree with the physician’s diagnosis.9.
John opines that Withholding treatment from
patients with a brain stem but no cortical activity is
now legally accepted. Yet causing total brain death
by organ retrieval clashes with symbolic concerns
about active killing and with the letter of current
homicide laws. These problems would vanish if
death were redefined to include neocortical death.3
The redefinition of brain death is necessary for the
common good of candidates on the waiting list, but
certification from a team of physicians, nominated
by the government where the grafts are procured.10.
We argue the heart donation requires two or more
healthcare providers, who must declare that the
donor’s brain is irreversibly dead.
Concluding reflections
The objective list theory is evidence-based
healthcare theory. However, the theory does not
guarantee the error free; rather, it encourages
rational decision-making for altruistic heart
donations.
References
1.

Karen S, Peter Z.50th Anniversary of the First
Human Heart Transplant-How is it seen today?
European Heart Journal 2017; 38(46): 34023404.

169

Monday. Sri Lankan Journal of Anaesthesiology: 28(2):168-170 (2020)
https://doi.org/10.1093/eurheartj/ehx695
PMid:29232446
2. Makoto T, Sebastian M, Zain A, Alessandro A, and
Joren C. Heart Transplantation: Challenges Facing
the Field Cold Spring HarbPerspect Med.
2014;4(5): 15-636.
https://doi.org/10.1101/cshperspect.a015636
PMid:24789875 PMCid:PMC3996379
3. John A. Transplantation Of The Heart Supply And
Distribution Of Hearts For Transplantation: Legal,
Ethical, And Policy Issues.
1987https://www.ahajournals.org/doi/pdf/10.1161/
01.CIR.75.1.77
4. Alan S. Brain Death: A Conclusion in Search of a
Justification.
Hasting
Report
Centre.2018.
https://doi.org/10.1002/hast.947
PMid:30584860
5. Emile ZB. Legal Problems Of Organ
Transplantation. Recent Medical Advances.
1968;13(4):15https://digitalcommons.law.villanova.edu/cgi/vie
wcontentcgi?article=1802&context=vlr
6. Thomas R, Benno C, Rupert O, Annemarie Julia
WD, Christoph K, Claudia B, Dietmar O, Michael
G and Sefan S. Transplantation of Marginal Organs:
Immunological
Aspects
and
Therapeutic
Perspectives. Front. Immunol. 00631 2020
https://doi.org/10.3389/fimmu.2020.00631
PMid:32477321 PMCid:PMC7235363
7. Christopher MR. Defending the Objective List
Theory of Well Being.
2013.https://doi.org/10.1111/rati.12007
https://doi.org/10.1111/rati.12007
8. Simple A.Theories Of Happiness: Which One Do
You Believe? 2017.
https://simplyandreea.com/theories-happiness-one.
9. Ehtuish E.Ethical Controversies in Organ
Transplantation.
Intech
open,
2011.
https://www.intechopen.com/books/understandingthe-complexities-of-kidney-transplantation/ethicalcontroversies-in-organ-transplantation
https://doi.org/10.5772/17616
10. Dunstan DR. "The Ethics Of Organ Donation".
Bnhih Medical Bulletin. 1997; 4 (54): 921-939.
https://academic.oup.com/bmb/articleabstract/53/4/921/314494.
https://doi.org/10.1093/oxfordjournals.bmb.a011659

PMid:9536539

170

