Guidance on Optimizing VCA Recovery (2023 Version)
VCA Background

VCA transplantation is the transplantation of a composite tissue that may include skin, muscle, bone,
and nerves and that requires blood flow to function after the transplant.!

The First VCA Transplantations

The first successful VCA transplant in the world was a larynx transplant in Cleveland, Ohio in 1998.2 Later
that year, the first unilateral hand transplant was performed in Lyon, France.? This event marked the
recognition that VCAs are the logical next step in reconstructive microsurgery and that surgical
techniques used in conventional reconstructive microsurgery can be successfully utilized in VCA
transplantation. This landmark case ushered in the era of “restorative surgery.” Although “higher” on
the “reconstructive ladder,” by utilizing the exact missing composite tissues from a deceased donor, VCA
transplantation offered the recipient the possibility of fewer reconstructive surgeries and more natural
function and physical appearance. VCA recipients require immunosuppression to prevent immune
rejection of allografts, but in exchange, would be spared the morbidity and possible disfigurement of
conventional reconstructive procedures that required the use of tissue(s) from elsewhere on the
patient’s body. The first successful unilateral hand transplant in the United States, and to date, the
longest lasting in the world, was performed in Louisville, Kentucky in 1999.% The recipient lost his
dominant hand in a fireworks accident 13 years earlier.®

Face Transplantation

In 2005, the world's first partial face transplant was performed in Amiens, France. The
recipient underwent surgery to replace her original face, after she was mauled by a dog.®

Three years later in 2008, the first partial face transplant, in the United States, was performed in
Cleveland, Ohio.” The first full face transplant performed in the United States was done in Boston,
Massachusetts on a construction worker in 2011.8 The recipient suffered from a high-voltage electrical
burn.

Sixteen years after the hallmark case in France, there have been at least 160 upper extremity and 50
face VCAs transplants performed from deceased donors worldwide.®
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Uterine Transplantation

Uterus transplantation for women with absolute uterus factor infertility began in the early 2000s.% In
2014, the first baby was born to a uterus transplant recipient in Gothenburg, Sweden.!! The recipient
had a congenital uterine agenesis. The first uterus transplant performed in the United States took place
in Cleveland, Ohio in 2016.2 The deceased donor transplant failed and was removed within 2 weeks
post-transplant. That same year the first successful uterus transplant in the United States was
performed from a living donor in Dallas, Texas. The recipient was born without a uterus and delivered a
healthy baby boy in 2017.% The first baby born after a deceased donor uterus transplant in the United
States was in Cleveland, Ohio in 2019.%* As of 2023, there have been more than 100 cases of uterus
transplantation performed worldwide and 40 cases in the United States.® More than 60 babies have
been born after uterus transplant worldwide including 30 in the United States.®

Penile Transplantation

The first penis transplantation was performed in 2006 in China.'” The patient had sustained the loss of
most of his penis in an accident. Although reported as a surgical success, the graft was removed 15 days
later. In 2014, the first successful penis transplant was performed in South Africa.'® The patient had lost
his penis as a result of a botched circumcision procedure he underwent at age 18. In 2015, the recipient
announced that he had successfully fathered a child. In 2016 in Boston, a team performed a transplant
on a 64-year-old man in remission of squamous cell carcinoma.® In 2018, The Johns Hopkins Hospital
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performed the world’s first total penis and scrotum transplant.? As of 2023 there have been less than
10 penis transplants worldwide.?

OPTN Purview of VCA Organs

In 2014, the Health Resources and Services Administration (HRSA) designated VCAs as organs under the
purview of the OPTN. 2> 2 Table 1-1: VCA types and covered body parts below lists the VCA types and
identifies the covered body parts specific to each VCA organ.

20 Njtkin, K. (2018, April 23). First-Ever Penis and Scrotum Transplant Makes History at Johns Hopkins. John Hopkins Medicine.

21 Cetrulo, Curtis L. Jr MD; Li, Kai MDT; Salinas, Harry M. MDx; Treiser, Matthew D. MD, PhDx; Schol, llse BS*; Barrisford, Glen
W. MDt; McGovern, Francis J. MD*; Feldman, Adam S. MD, MPH*; Grant, Michael T. MDt; Tanrikut, Cigdem MDt; Lee, Jeffrey H.
MDx; Ehrlichman, Richard J. MD#*; Holzer, Paul W. BS*; Choy, Garry M. MD, MBA%; Liu, Raymond W. MD%; Ng, Zhi Yang MDx;
Lellouch, Alexandre G. MD#; Kurtz, Josef M. PhDx*; Austen, William G. Jr MD*; Winograd, Jonathan M. MD#; Bojovic, Branko MDx;
Eberlin, Kyle R. MDx; Rosales, lvy A. MD§; Colvin, Robert B. MD§; Ko, Dicken S. C. MD, FRCSC, FACS#,T. Penis Transplantation:
First US Experience. Annals of Surgery 267(5):p 983-988, May 2018. | DOI: 10.1097/SLA.0000000000002241

22 J.S. Department of Health and Human Services, Final Rule, “Organ Procurement and Transplantation Network.” Federal

2 Implement the OPTN’s Oversight of Vascularized Composite Allografts (VCAs),” Public Comment Proposal, OPTN, accessed May
4,2023, https://optn.transplant.hrsa.gov/media/1118/05 vca implementation.pdf.



https://www.hopkinsmedicine.org/news/articles/first-ever-penis-and-scrotum-transplant-makes-history-at-johns-hopkins
https://www.govinfo.gov/content/pkg/FR-2013-07-03/pdf/2013-15731.pdf

Table 1-1: VCA types and covered body parts*

Type Covered VCA

Upper limb Any group of vascularized body parts
from the upper limb

Head and neck Face, larynx, vascularized parathyroid
gland, scalp, trachea, vascularized
thyroid, and any other vascularized
body parts from the head and neck

Abdominal Wall Abdominal wall, symphysis pubis, and
any group of vascularized skeletal
elements of the pelvis

Uterus Uterus, cervix, vagina
External male genitalia Penis and scrotum
Other genitourinary organ Internal male genitalia; external and

internal female genitalia other than
uterus, cervix, and vagina; and
urinary bladder

Vascularized gland Vascularized gland

Lower limb Pelvic structures that are attached to
the lower limb and transplanted
intact, gluteal region, vascularized
bone transfers from the lower
extremity, toe transfers, and any
group of vascularized body parts
from the lower limb

Musculoskeletal composite Spine axis, chest wall, and other
graft segment composite graft of vascularized
muscle, bone, nerve, or skin

Spleen Spleen

Benefits of VCA Transplantation

The field of VCA transplantation has existed for more than two decades, and the benefits and challenges
are becoming apparent to larger and wider groups of patients, clinicians, and families. Public attitudes
toward VCA donation are reported as favorable, and much of this is based on media reports of
transplant outcomes.?> There is increased acceptance outside the VCA transplant community that the

240PTN Policy 1.2: Definitions ‘Covered Vascularized Composite Allograft body parts (covered VCAs)'. This language reflects the
most recent language approved by the OPTN Board in December of 2021. This language will be implemented pending approval of
designated uterus, external male genitalia, and other genitourinary organ transplant programs, currently slated for review at the
December 4, 2023 meeting of the OPTN Board of Directors. See Establish Membership Requirements for Uterus Transplant
Programs Policy Notice, available at https://optn.transplant.hrsa.gov/media/gapkrolm/policy-notice_establish-membership-
requirements-for-uterus-transplant-programs_december-2021.pdf.

25 Rodrigue, J, Tomich, D, Fleishman, A, and Glaxier, A, “Vascularized Composite Allograft Donation and Transplantation: A Survey



therapeutic goal of VCA transplantation is functional restoration and bodily integrity, not only cosmetic
restoration.?®

The benefits of VCA transplantation include increased quality of life and social integration. For example,
the ability to hold someone’s hand, return to near normal appearance after severe trauma, experience
gestation and childbirth, being able to speak, write and smile, and regain independence in activities of
everyday living. The Committee hopes this document provides the transplant community with
knowledge that will contribute to the increased utilization of the precious resources for the patients and
families that can benefit.

Considerations for the Identification and Initial Evaluation of the
Potential VCA Donor

As with solid organ transplantation, there are transplant program-specific criteria utilized for the
evaluation of VCA organs from deceased donors; and in the case of uterus transplant, both living and
deceased donors. The criteria and tools used to evaluate potential VCA donors will differ by VCA type.
Minimal criteria for acceptance of all VCAs are based on guidelines for solid organ transplantation, with
additional criteria to ensure the best possible outcomes of the VCA transplant. Additional considerations
are specific to the type of VCA graft needed. The decision to include or exclude VCA from deceased
donors based on these criteria should be left to the individual VCA transplant programs. All deceased
donors should be considered for VCA, and a match run should be generated.

Once a match run is generated, communication between the VCA program and the OPO for further
screening, including preliminary virtual and/or flow crossmatch, feasibility, and additional
considerations should occur early in the allocation process. Depending on the VCA type, additional
donor imaging (x-rays, CT scans, vascular ultrasound) may be requested, as well as photographs to
ensure donor-recipient suitability. Table 1-2: Examples of VCA type-specific evaluation considerations
below reflects some examples of VCA type specific considerations for the initial evaluation of the
potential VCA donor:
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Table 1-2: Examples of VCA type-specific evaluation considerations?’

Limb (Upper or Lower,

Unilateral or Bilateral)

Head and Neck

Penile

Uterus

Physical Skin tone, scars, tattoos, Tattoos, scars, Anatomic Anatomic
attributes distinguishing marks, piercings, skin tone, abnormalities, abnormalities
mechanism of injury, distinguishing marks, distinguishing
sex/gender, body habitus, mechanism of injury, marks
height, weight, limb length, sex/gender, anatomic
laterality (if unilateral) abnormalities
Medical and Mechanism of injury/death, Mechanism of Mechanism of Mechanism of
surgical vascular access placement, injury/death, history of | injury/death, injury/death,
history history of limb facial History of organ | reproductive history
considerations | dysfunction/paralysis paralysis/dysfunction dysfunction
Additional Additional Additional
work-up infectious infectious testing
testing (e.g., (e.g., chlamydia,
chlamydia, gonococcus,
gonococcus, Papanicolaou (PAP),
etc.) etc.),

Consistent with solid organ donor evaluation, medical and surgical history review should also specifically
include: any history of malignancy, current or recent sepsis, disseminated intravascular coagulation
(DIC), diabetes, 2020 Public Health Service (PHS) Medical and Social Donor Risk Criteria, and other
factors that may impact form and function of the VCA.

After acceptable donor and recipient characteristics are determined, recovery and case-specific needs
can be discussed. Once VCA authorization is obtained, an OPO team member should speak with the VCA
surgeon to thoroughly understand VCA recovery. This knowledge is essential to inform the donor’s
family, funeral home, medical examiner/coroner, and/or law enforcement representatives of the VCA

donation.

Other considerations related to the donor procurement process include:

e Donor allografts must be recovered and transported within transplant program acceptable limits
of cold ischemic time. The amount of allowable ischemic time will vary by transplant program,
type of VCA and size of the allografts. As with other transplanted organs, short ischemic times
are desired.

e Transfer to transplant hospital for simultaneous donor/recipient surgeries may be requested.

e As with the practice in solid organ donation, on-site visual inspection of the donor, prior to
recovery, and intra-operative assessments are the final components of VCA donor suitability
evaluation prior to removal of the allografts.

e Prosthetics/reconstruction of the donor post recovery should be planned to preserve the
integrity and respect of the donor.

27 Table 1-2 is not an all-inclusive list of VCA type specific evaluation considerations.




e Evaluation of living donors for VCA will follow OPTN Policy 14: Living Donation

Emerging types of VCA transplants may require additional consultations or testing beyond existing
standards. OPOs and transplant programs are strongly encouraged to review VCA educational materials
on the OPTN Learning Management System in addition to developing protocols and relationships with
VCA programs that intend to transplant emerging VCA types.

Family Considerations

With the advancement of VCA transplants, some donor families can now make an additional gift apart
from solid organ and tissue donation. VCA authorization requestors need to be knowledgeable, skilled
advocates for VCA donation. OPOs should also develop a standard practice around authorization for VCA
donation.

Preparing Staff for VCA Discussion

Preparation for VCA authorization is key to a successful outcome. VCA transplant surgeons should be
engaged with OPO requestors to articulate the need for VCA transplantation and the recovery process.
VCA specific considerations should be explained to OPO staff to ensure potential donor families are
aware of additional testing, longer operating room time, possible transfer of the donor to a recovery
center, reconstruction of the donor site, potential face masks or prosthetics, and funeral home or
medical examiner needs. OPOs that have successfully procured VCAs report benefit of rehearsal
conversations with OPO staff. These OPOs can also provide suggested scripts and VCA authorization
documents. Learning about outcomes of past VCA transplants helps requestors facilitate the approach
and become advocates for VCA transplant candidates.

Approaching families for a potential VCA donation should be carefully considered on a case-by-case
basis. OPO staff should use their expertise in evaluating donor family dynamics to ensure that an
approach for VCA donation does not jeopardize potential solid organ donation.

Authorizing a VCA Donor

When alerted to a donor referral, OPO staff should check the OPTN Computer System to assess if there
is a potential recipient that could be a match with the donor. OPO staff are encouraged to contact the
VCA transplant program to assess whether there is early interest. If the VCA transplant program
representative expresses early interest, the OPO should consider this referral as a potential VCA donor.
Further information on the donor should be gathered to assess for contraindications for VCA donation.

Authorization for VCA recovery must be documented carefully and cannot be assumed from general
organ donation authorization or registry information. OPTN Policy 2.14.E: Deceased Donor Authorization
Requirement states that OPOs must document the specific authorization for VCA donation from
deceased donors.? Effective VCA authorization practices show that VCA authorization should occur
after authorization for organ and tissue donation.?® Further, any discussion on VCA authorization should
only occur after identifying a potential recipient. This approach ensures that VCA authorization does not
dissuade next-of-kin from life-saving organ donation decisions. Families should be offered the
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opportunity for VCA donation once a potential recipient has been identified, regardless of whether they
have authorized eye or tissue donation. Prospective crossmatching between potential donors and
recipients varies between transplant programs and even between different VCA programs at the same
transplant hospital. Crossmatch timing and determining if the crossmatch will be virtual or physical must
be determined between the OPO, histocompatibility lab, and transplant program early in the process.
This is because the crossmatch could determine if VCA donation is offered to a donor family.

Helping Families Understand the Need for VCA Transplants and Empowering Them to
Make a Decision

VCA donation is a unique and rare opportunity to make a life-changing donation to a VCA candidate.
OPOs should be conscientious in how they approach VCA donation with different donor families. Donor
families require accurate information about VCA donation opportunities to understand the impact of
the donation, such as the potential benefits the donation could bring to a recipient. When a donor
family feels a connection to the potential recipient, they are more likely to overcome the hesitancy
some have with considering donation of a face, limb, uterus, or penis. That connection between a donor
and recipient represents a facet of VCA donation that is unlike many gifts: VCA transplant offers a
unique continuation of a deceased donor’s life through that connection to the potential recipient.
Before sharing any information about a potential recipient, the OPO must abide by all applicable federal
and state privacy laws and should consult their own attorneys and confer with transplant programs prior
to sharing any information.

Throughout the discussion, the family needs to be assured of the mutual commitment from the OPO
and VCA transplant program to treat the donor with the utmost respect and integrity. Also, the OPO
must disclose the potential for media coverage, potential identification of the recipient by the transplant
hospital, and how the OPO will protect the donor’s identity and confidential information.

Finally, there needs to be transparent communication about the impact of VCA donation on the entire
donation process. Additional testing will be needed to understand the quality of the VCA being
considered and, as a result, additional time may be required to thoroughly evaluate and coordinate the
donation.

Mock runs can help programs learn what improvements can be made in their recovery processes. These
practice exercises include approaching donor families for VCA authorization and recovery of the graft,
but do not include transplantation of the VCA graft to a living recipient. Transplant programs should
educate the OPO staff, so they are able to convey the importance of donation that promotes the
advancement of the VCA field when making this specific type of authorization ask.

Recovery Considerations

Coordinating the recovery of VCAs and solid organs for transplant requires collaboration and
communication between the OPO and all transplant hospitals involved in the recovery and transplant of
organs from the deceased donor. Considerations include the timing of VCA recovery and solid organ
recovery, OPO staffing during the recovery, and plans for unexpected donor instability. A conference call
between all recovery teams and the OPO in advance of the recovery procedure allows all parties to
discuss the procurement process and sequence.



Specialized Considerations for VCA Recovery

Given the complexity of procurement needs associated with VCA transplants, some transplant programs
have opted to move the donor to a specialized or centralized recovery center. The OPO has a lead role in
coordinating these activities among various procurement teams, and it is recommended that VCA
transplant programs discuss needs regarding procurement location as early as possible with OPO staff.

For those OPOs seeking more involvement with VCA procurement, designating a VCA champion
coordinator is recommended. The duties of this staff members could include developing policies and
procedures, providing training, and collaborating with transplant programs.

Timing and Sequence of VCA graft recovery

The addition of VCA recovery to thoracic and/or abdominal organ recovery may add various amounts of
time to the donor procurement. OPOs and transplant programs should thus plan for recoveries that may
be of extended length. This will include assigning primary OPO staff and relief staff to the recovery, and
frequent communication with the donor hospital’s operating room when booking the organ recovery.
While recovery of VCA grafts should be performed whenever possible, non-VCA grafts must be
prioritized if donor instability intervenes. During the pre-procurement team huddles, it is advisable to
make plans between procurement teams and OPO staff about the events that will occur should a
deceased donor become unstable. The recovery of VCA grafts should never compromise solid organ
recovery.

This guidance document emphasizes the value of a pre-recovery huddle between all participants,
inclusive of surgeons and OPO staff. Details of procurement timing, sequence, and preservation should
be discussed and agreed upon prior to initiation of recovery.

General Timing Guidelines by VCA Type

Each type of VCA graft has unique criteria for recovery. A brief review of timing considerations for some
of the VCA types follows. Individual cases may vary significantly from these estimates.

Upper Limb

The recovery of upper extremities can be performed with or without a tourniquet. The timing of the
removal of the donor graft may occur prior to or after cross-clamp to optimize the recovery of non-VCA
organs. In general, recovery procedures take 30 minutes per extremity.

Facial Allografts

Oftentimes, recoveries from the head and neck precede the thoracic and/or abdominal organ recovery.
The operating room may be arranged with anesthesia at the foot of the donor instead of the head,
providing enough space for the VCA recovery team to perform the facial recovery. If a sentinel flap is
being recovered from the donor’s forearm, the arms can be outstretched for this procedure. Elective
tracheostomy may have to be performed on the donor in advance of the recovery to avoid obstruction
of the airway during facial recovery. The length of the procedure will be dictated by the size and
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complexity of the graft. Recovery times for facial allografts vary but in general are complex. 3% 32

Depending on the type of face allograft, recovery times may vary widely from 2-12 hours. Much of this
recovery can be done prior to the administration of heparin and cross-clamp of thoracic and abdominal
organs.

Uterus Allografts

Multiple uterus recovery approaches have been successful. Most of the uterus dissection occurs prior to
cross-clamp, in conjunction with the dissection and evaluation of other organs. The sequence of uterus
dissection can occur at any point but is often performed after dissection of the vital abdominal organs is
complete. In some circumstances, the uterus has been removed prior to cross-clamp and mimics the
approach in a living donor hysterectomy. If the uterus is to be removed after cross-clamp, all vital organs
can be removed first with uterus recovery occurring last. Dissection of the uterus prior to cross-clamp
can be performed in approximately 2-3 hours. Depending on recovery sequence and order of dissection,
minimal time or up to 2 hours may be added to the total recovery time for all organs.

Abdominal Wall Allografts

In many cases, abdominal wall grafts will be recovered in conjunction with the abdominal organs (liver,
small bowel). Dissection of the abdominal wall graft can be performed before cross-clamp, and the flap
can remain connected to blood supply until cross-clamp is performed.®? Recovery time will also depend
on the size of the graft, but in general will add 30 minutes to recovery of the abdominal organs.

External Male and Other Genitourinary Allografts

As with many VCA grafts, types of genitourinary grafts can vary widely. The graft may include a
combination of the penis, scrotum, thigh tissue, and lower abdominal wall, or penis alone.?* In complex
cases, the recovery can commence prior to cross-clamp to allow more time for dissection of the
abdominal wall, exposing the blood vessels. At that point, the recovery of other solid organs may proceed
prior to cross-clamp, if so desired and coordinated with the VCA genitourinary recovery team. Once
cross-clamp has occurred, procurement teams may proceed removing organs with the VCA genitourinary
team going last. In this scenario, the total recovery time is minimally impacted by the recovery of even a
complex urogenital graft.

Tracheal/Esophageal Allografts

In the most recent reported recovery of a tracheal allograft, the transplant team simultaneously prepared
the abdomen for liver procurement. Time from cross-clamp to graft retrieval was 26 minutes.® Recovery
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of this graft can occur in conjunction with other organs and does not significantly impact the total length
of recovery time for all organs.

Summary of Recovery Times for VCA Grafts

These estimates are provided only to give an idea how long VCA graft recoveries may take. As in all
donor recoveries, there will be variability in the timing and sequence of VCA recoveries alongside other
thoracic and abdominal organs. In some cases, the VCA recovery has occurred before the thoracic
and/or abdominal organ recovery. In other circumstances, the VCA and thoracic and/or abdominal
organ recoveries began at the same time with each recovery team given the amount of time necessary
to complete any warm dissection prior to cross-clamp while the other procurement teams wait.3 In the
cases of teams working together, the VCAs may be removed before cross-clamp, then the thoracic
and/or abdominal organ teams are able to cannulate in preparation for cross-clamp in the standard way.

Specialized Needs of the VCA Recovery Team

VCA recovery may require specialized surgical equipment not available at all hospitals. If a VCA recovery
team will be traveling to a donor hospital, the recovery team is responsible for bringing any specialized
equipment that may be required to complete the recovery. If the VCA recovery is complex, the VCA
transplant program and OPO should consider the risks and benefits of transporting the VCA donor to the
transplant hospital where the VCA program is located, or other centralized recovery center as
mentioned above.

If the VCA team accepting the graft is traveling from farther away, the team may need support with
ground transportation to and from the donor hospital. If the VCA team is flying-in, the timing of the
recovery may also impact the duty time of the aircraft crew involved in the trip.

Programs with limited VCA recovery and transplantation experience are encouraged to seek mentorship
from more seasoned VCA programs. Experienced VCA programs should support the ever-growing VCA
community by sharing their exemplary practices with recently established programs.

Changes in Donor Hemodynamic Stability

If the VCA recovery is planned to proceed prior to cross-clamp and before the thoracic and/or
abdominal organ recovery, measures should be taken to ensure there is no loss of organs if the donor
becomes unexpectedly unstable during VCA recovery. The thoracic and/or abdominal organ recovery
teams should be available at the donor hospital in case instability occurs and the immediate recovery of
other organs becomes necessary.3” Preservation solutions for the thoracic and/or abdominal organ
recovery should be available during the VCA recovery. Blood products for the donor should also be
available in the donor operating room in the event of blood loss from the VCA recovery and the need for
transfusion.
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Preservation and Packaging

OPOs and VCA transplant programs should discuss the plans for use of organ preservation solutions and
needs for sterile packaging materials. Sterile packaging needs will be determined by the type and size of
grafts being recovered. Separate packaging will be necessary for multiple VCA grafts recovered from the
same donor. As with all other organs, VCAs must be packaged and labeled in accordance with OPTN
Policy 16: Organ and Extra Vessel Packaging, Labeling, Shipping, and Storage. The labels are printed
from the OPTN Organ Labeling, Packaging and Tracking System.

Post-Recovery Considerations

For head and neck and upper extremity recoveries, the use of prosthetics is strongly recommended if
allowed by the donor family to preserve donor dignity. After recovery, prosthetics must be secured to
prevent them from being dislodged when the donor is moved.

OPOs should prepare to document the recovery of VCAs with practices similar to thoracic and/or
abdominal organ recoveries.

Funeral Home and Medical Examiner Involvement

OPO communication with the donor family’s funeral home of choice is an important step in the VCA
donation process, as it is with the standard organ and tissue donation process. This communication
ensures the funeral home understands that extra care of the donor may be necessary due to anatomical
modifications and the nature of the organ recovery. As VCA donation can extend the organ donation
process, this may impact the funeral arrangements including the funeral director’s preparations for
memorial services.

Similar concerns apply to medical examiners or coroners who may be investigating the donor’s
circumstances of death. Coordination with the medical examiner or coroner following VCA authorization
to ensure there are no restrictions that impact the VCA donation is recommended early in the process.

Media and Public Relations Strategies
Rationale

A media strategy needs to be considered by the transplant program and OPO to protect the privacy of
the recipient, donor, and their families as much as possible. This is to maximize the dissemination of
information while safeguarding the public confidence and transparency for VCA transplantation.

Planning

One of the most important first steps, before any media plans are executed, is for the clinicians and
public relations team at the transplant hospital to find out whether the recipient and their family are
comfortable with media attention and interviews, and to what extent. Media attention could include
photography and videography, interviews, and press conferences. This is a dynamic process
throughout the transplant experience, which must be revisited regularly for amendment, as necessary.
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Every program is unique, and decisions must be guided by recipient and donor family preferences and
institutional policies.

Most of the planning for VCA-related media will fall to the public relations team at the transplant
hospital, with support from the OPO. The transplant hospital should establish a direct line of
communication with the OPO public relations team. This line of communication should be established
as early as possible, ideally before the transplant takes place.

A public relations strategy should be developed and include a timeline for any media moments based on
transplantation and subsequent patient milestones. Having this plan in place will mitigate any rushed
announcements and media events. Development of a working group to establish the strategy and
timeline is recommended and should include public relations contacts at all the hospitals involved with
the VCA transplant. This working group should determine whether there will be a press conference and,
if so, who will host and lead the on-site coordination. In most instances, this responsibility would belong
to the transplant program. Ideally, the working group should coordinate any announcements to take
place following the transplant to ensure the public the procedure was a success, the patient is recovering
well, and to provide an added layer of privacy for the recipient, donor, and donor family.

Confidentiality/Anonymity

Privacy is paramount for the donor, recipient, and their families. Institutional policies should be followed
and reinforced to protect their identities, if desired. Transplant program staff should counsel the VCA
recipient and recipient family about disclosing information to friends and family and on social media.
Some transplant programs do not release the VCA transplant date as an additional layer of protection.

Building VCA Awareness

In select circumstances and with permission of the recipient and donor family, transplant
programs might consider sharing these individuals’ experiences with the public to build
awareness of VCA transplantation after a waiting period defined for that individual. While
making information about VCA transplantation more accessible is important, the desires of the
recipient and donor family must be honored first and foremost. Additionally, recipients serving
as advocates should be fully informed of the possibility of negative feedback.
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