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Children first in kidney allocation: the right thing to do
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In this issue of Transplant International, Capitaine et al.
[1] attempt to undermine the ethical foundation that
supports pediatric priority for kidney transplantation. In
their analysis of fairness, the authors dismiss a rich and
deep tradition of allocating scarce resources to children
in order to give them lifetime opportunities to flourish.
In their analysis of utility, the authors take an extremely
narrow view of the relevant health and social impact
that pediatric prioritization in organ allocation aims to
achieve in children’s lives. The authors understate the
harm that prolonged exposure to dialysis causes to chil-
dren and overestimate the benefit that the elimination of
pediatric priority would provide for adults. For all these
reasons, this piece should be viewed primarily as a prov-
ocation. The transplant community should uphold its
commitment to pediatric priority.

Giving children precedence in kidney allocation is fair.
Adults have experienced childhood, while sick children
may never have that opportunity. Scarce medical
resources should be invested in a way that gives sick chil-
dren the chance to survive childhood and achieve a
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diverse array of mature goals, such as employment or inti-
mate relationships. This concept of equity — in various
forms — has been articulated by leading ethicists including
Alan Williams, who argued for “intergenerational equity.”
[2,3] Policies that prioritize children are also supported
by the perspective that the allocation of scarce resources
may favor the “worst-off.”[4] Suffering end-organ disease
during the unique window of childhood growth and
development is sufficient reason to consider a pediatric
kidney transplant candidate among society’s most disad-
vantaged [5]. Further, international policymakers have
identified the need to ensure “a good start to life for every
child” as an important goal toward achieving health
equity and protecting future generations [6]. As early as
1924, the Geneva Declaration of the Rights of the Child
affirmed: “men and women of all nations, recognizing
that mankind owes to the child the best that it has to
give, declare and accept it as their duty that,. .. the child
must be given the means requisite for its normal develop-
ment, ... the child must be first to receive relief in times
of distress,...” [7].
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Despite this rich perspective from the fields of ethics
and human rights, Capitaine et al. claim that young age is
not a valid basis on which to classify pediatric kidney
transplant candidates as truly disadvantaged, because age
is a poor “proxy for opportunities for medical well-being.”
They cite social determinants as important contributors to
opportunities for health. In their example, a pediatric end-
stage renal disease (ESRD) patient might be from a
wealthy family and, therefore, more advantaged than an
impoverished 25 year old also waiting for a kidney. This
argument fails on multiple counts. First, all adults, even
those who are poor and have suffered, have nonetheless
enjoyed more years of life than all children. Second, age is
an objective and verifiable personal characteristic that can
be applied in resource allocation, while psychosocial char-
acteristics such as social capital are difficult to quantify in
any unbiased manner and are therefore of questionable
value in allocation [8]. By pointing out that the category
of “sick child” is not the only reasonable way to identify
disadvantaged transplant candidates, Capitaine et al. do
not undermine the validity of this category for organ
allocation.

Next, focusing on utility, the authors reveal a very con-
strained view of the relevant long-term health impact for
children with ESRD. They acknowledge that pediatric dial-
ysis patients are less likely to complete their education. We
would also point to the growing literature documenting
deficits in attention regulation and executive function in
children with even mild-moderate chronic kidney disease
[9,10]. The authors note that “there is relatively strong
evidence in support of major disruptions in growth after
long-term dialysis in a child.” Capitaine et al. do allow that
dialysis comes at a high social cost to children. Erikson’s
psychosocial development theory emphasizes that the years
of childhood are formative ones for intra- and interper-
sonal development [11,12]. Yet, despite these acknowledge-
ments, Capitaine et al. claim that children with advanced
kidney disease have good quality of life and therefore are
not harmed by lost opportunities to grow, gain an educa-
tion and become socialized.

We take a far broader view of human health than one
limited to survival and overall quality of life. Consistent
with the views of Amartya Sen and others, we consider
growth, education, and socialization as intrinsic dimen-
sions of human flourishing [13,14]. Moreover, consider the
likely outcomes in a world without pediatric priority allo-
cation. In the United States, the average child would wait
for an organ alongside adults for over 4 years. A child could
potentially remain on dialysis from age 2 to 6, or from age
10 to 14. These crucial years for human growth, socializa-
tion, and general psychosocial development cannot be
compared with what happens to adults during, say, ages
50-54 years.
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Capitaine ef al. also draw attention to the high rates of
allograft loss observed among adolescent kidney transplant
recipients (but not among younger children) and cite
“widespread noncompliance” as a cause. However, while
poor adherence may contribute to adolescent transplant
outcomes, it is also quite possible that biologic differences
related to a maturing immune system heighten rejection
risks in this group [15,16]. In either case, Capitaine et al.
should be as focused on remedies to improve adolescent
outcomes — such as more effective immunosuppression or
behavioral health interventions — as they are on removing
pediatric priority. Further, it is unclear that nonadherence
rates are higher among children than among adults [17,18].
The authors need be wary of suggesting that potential for
noncompliance be considered as an allocation metric
because this approach would also raise the bar of transplant
eligibility for adults who have developed kidney disease due
to behavioral choices such as poor diet or smoking.

As an additional utility argument against pediatric prior-
itization, the authors point out that children will “often
need several re-transplants to come close to normalizing
[their] life expectancy.” While repeat transplantation poses
valid problems of fairness, this practice is a separate issue
from pediatric prioritization (as most repeat transplant
candidates are adults) [19]. Further, normalization of life
expectancy is not necessary to show the major survival ben-
efits of transplant (versus dialysis) in virtually all age
groups.

Finally, Capitaine et al. argue that the implementation of
policies that enhanced pediatric priority allocation (e.g.,
Share 35 policy in the US) led to decreased living donation
rates. In fact, the decline in living donation preceded Share
35 and was evident even among adults [20]. Although
Share 35 was a hypothesized contributor, multiple other
factors, such as higher rates of diabetes and hypertension
among potential living donors and an economic recession,
occurred simultaneously [21]. Notably, the increase in
deceased donor kidney transplants after Share 35 resulted
in an increase in approximately 100 deceased donor kidney
transplants annually “diverted” to children from 2005 to
2008 [22]. Given 46 000—50 000 active adult waitlisted can-
didates annually during those years, it is highly unlikely
that this “pediatric diversion” heavily penalizes adults as
the authors presume.

In summary, Capitaine et al. postulate that pediatric
priority allocation is harming adults and providing
questionable benefit to children. Fortunately, there is a
solid and durable ethical foundation that supports our
commitment to elevating the needs of sick children. The
analysis by Capitaine et al. does nothing to undermine that
foundation. If their piece succeeds in provoking the trans-
plant community, it should provoke useful efforts — like the
development of interventions to augment living donation
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and support medication adherence. Such efforts are far
more likely to be successful in achieving positive long-term
and equitable transplant outcomes than attempts to do
away with pediatric priority allocation. In the meantime,
promoting transplant access and optimizing long-term
graft and patient survival for children should remain inter-
national priorities.
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