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Technical Guidance for Inter-County Management of Donation After Circulatory 

Death (DCD) Cases Transferred to a Hospital-Based Donor Care Center in 
Multnomah County 

 
1) Purpose: To establish a uniform, lawful process for potential Donation After 

Circulatory Death (DCD) cases transferred from an originating hospital outside 

Multnomah County to a hospital-based donor care center located within 

Multnomah County.  This ensures the case is reported to, and remains under, the 

jurisdiction of the originating county medical examiner, while preserving the 

integrity of the medicolegal death investigation. 

 

2) Parties: 

a. Oregon State Medical Examiner Division  

b. Originating County Medical Examiner’s Office  

c. Multnomah County Medical Examiner’s Office 

d. Cascade Life Alliance (Organ Procurement Organization)  

e. Donor Care Center (hospital-based)  

 

3) Scope:  Applies to hemodynamically supported, potential DCD patients 

transferred for donor-management and compassionate withdrawal of life-

sustaining measures at a donor care center in Multnomah County, when the 

precipitating event and initial hospitalization occurred in another Oregon county. 

 

4) Key Statutory Authorities:  

a. ORS 146.065: County medical examiner system 

b. ORS 146.090: Deaths requiring investigation 

c. ORS 146.095 & 146.100: Responsibility for investigations, jurisdiction, and 

certification  

d. ORS 146.103: Restrictions on movement of bodies/effects  

e. ORS 432.133: Medical certification of death  

f. ORS 97.979 & 97.980: Cooperation with procurement organizations 

(UAGA provisions)  
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5) Policy Statement:  

a. Cases will remain under the county jurisdiction for the originating hospital 

(where authorization for donation is acquired) 

b. Donation activities shall proceed only after medical examiner release 

consistent with ORS 97.979–97.980  

c. Certification responsibility shall be coordinated by the originating county 

medical examiner’s office to ensure compliance with ORS 432.133 

 

6) Operational Procedures: 

a. Pre-Transfer: OPO will notify originating county medical examiner (per 

5.A), secure medical examiner release for donation and transport to donor 

care center  

b. At Donor Care Center: Multnomah County Medical Examiner notified of 

pending death and originating medical examiner jurisdiction as an 

informational-only notification 

c. Certification: Cause/manner of death established by originating county 

medical examiner; certification coordinated per ORS 146.100 & ORS 

432.133  

d. Donation: OPO provides requested/pertinent post-mortem findings, 

serologies, pathology, and other requests to medical examiner offices  

e. Chain of Custody: OPO preserves effects, records, and evidence as 

instructed by originating county medical examiner  

f. Documentation Packet: Originating medical examiner receives tentative 

OR timing, pronouncement details, and OPO records as requested  

 

7) Roles and Responsibilities:  

a. Originating County Medical Examiner:  Directs investigation, establishes 

individual organ and/or tissue restrictions (if necessary) through 

consultation with OSP forensic pathologist, determines cause and manner 

of death  

b. OPO:  Facilitates notifications, secures releases, complies with 

investigative requests  

c. Donor Care Center:  Implements WLST and DCD processes, preserves 

records and effects 
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8) Communications and Escalation:  

a. Disagreements or uncertainties are escalated to District Medical 

Examiners or the Chief Medical Examiner for direction  

 

9) Training and Quality Assurance:  

a. OPO will offer annual cross-training between ME offices, OPO, and donor 

care center 

b. Case reviews may be conducted for compliance with statutory 

requirements 

 


