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The improved results in transplantation of all or- 
gans have undoubtedly led to an explosion of inter- 
est in transplantation at a clinical level. They have 
also presented us with a number of ethical prob- 
lems, the most frightening of which is the purchase 
of kidneys or corneas from unrelated donors. I 
would like to be able to say that this practice was 
discontinued after publication of the guidelines of 
the International Society for Organ Transplantation 
2years ago [l] and after my own Presidential ad- 
dress at the Transplantation Society in Helsinki in 
1986 [2], both of which deplored the commercial ex- 
change of tissues and soundly condemned the prac- 
tice. Sadly enough, however, this practice may be 
becoming more, rather than less, prevalent in some 
developing countries. 

Other ethical problems are presented by the use 
of living unrelated donors. In fact, many of our col- 
leagues would even consider the use of living relat- 
ed donors to be an ethical problem. The selection 
and entry of patients into randomized controlled tri- 
als - something which is at last becoming more 
widely used in transplantation - can also present 
ethical problems, particularly now that the results of 
transplantation have improved so much. 

Still other ethical problems arise when one con- 
siders the future structure and organization of organ 
transplantation. I am referring here to the growth of 
multiple small transplant units rather than to the re- 
striction of transplantation to single large regional 
centres. The expansion of transplant units has been 
enormous over the last few years, with the growth 
not only being seen in kidney transplants but in or- 
gans other than the kidney. This situation has arisen 
because of the success of transplantation, which has 
led to a desire for any unit that is dialysing patients 
to have an associated renal transplant unit. Units 
transplanting the liver where there is a limited de- 

mand will be, and should be, restricted in number. 
For the moment, heart transplant units also need to 
be restricted. In the case of the latter, however, I 
foresee the need for a considerable number of units 
doing heart transplantation, a number that perhaps 
approaches that doing kidney transplants. 

What are the problems that might be posed by 
the establishment of large numbers of small units 
doing some 10 or 15 kidney transplants a year, as 
well as perhaps 3 or 4 heart transplants, with both 
of these activities being grafted onto the normal ac- 
tivities of a renal unit and a cardiothoracic unit? 
Obviously, one potential problem is that a small 
unit does not gain the experience of a large unit. 
Nor does it have the expertise to be called on when 
a problem arises. Therefore,, the results of such a 
unit might be inferior to those of a large unit. In the 
case of kidney transplantation, the evidence that 
small units do not do as well as large units in terms 
of results is rather controversial, there being evi- 
dence both for and against. This is an important 
question, for if it were to be confirmed that the re- 
sults of small units are inferior to those of the larger 
units, then it might possibly be considered unethical 
to carry out transplantation in such units. However, 
it is extremely dificult to be certain of something 
like this, and the same principle would certainly ap- 
ply to many other branches of medicine outside of 
transplantation. 

Another problem that small units often face is 
that their back-up facilities may not be adequate. 
For example, they are unlikely to have tissue-typing 
established within their centre. This presents prob- 
lems for typing and particularly for cross-matching 
when, often in the case of the difficult cross-match, 
personal discussions between the tissue-typing staff 
and the clinicians are needed to reach a decision. 
These small units are also likely to be less cost-ef- 
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fective which, again, can be an argument against the 
establishment of such units in these days of finan- 
cial stringencies. One can also ask whether the divi- 
sion of the workload among a number of small 
units leads to the impairment of the training poten- 
tial of large units, which have their patient load re- 
duced as a result. Certainly, it markedly reduces the 
potential for any clinical research related to trans- 
plantation. 

No doubt one can think of other problems pre- 
sented by the growth of multiple small units. To be 
fair, however, on the positive side, the establishment 
of such units means that patients can have a trans- 
plant in a unit that is close to their home and family. 
It could also possibly lead to an increase in donors 
and an increase in the number of hospitals involved 
in transplantation. 

While the problems referred to must certainly be 
taken into careful consideration, they are not really 
ethical problems. The question then is whether there 
are, indeed, any potential ethical problems posed by 
the growth of a large number of small units. One 
area in which ethics may be called into question is 
that of the distribution of organs, particularly the 
.distribution of kidneys and hearts. If supply is not 
adequate to meet demand - and I think that we 
have to be realistic and accept that, in the case of 
kidneys and hearts, it is not and perhaps never will 
be - physicians may find themselves under a good 
deal of pressure. They may feel obliged to retain 
kidneys in their own centre, to perhaps place undue 
pressure on relatives to donate kidneys and, possi- 
bly, to be less rigorous in their assessment of any liv- 
ing related, and particularly unrelated, donor who 
wishes to give a kidney. In the case of the living un- 
related donor, the Society does not refuse to consid- 
er such transplants; it does, however, stress firmly 
that the motivation of the donor must be very strong 
and genuinely altruistic. 

Furthermore, the doctors concerned must be ab- 
solutely certain that there is no financial induce- 

ment to provide a kidney. Obviously, with a short- 
age of organs, wealthy patients would be prepared 
to provide such inducements. In addition, if a unit 
is anxious to carry out transplants at some predeter- 
mined level on which funding is based, one can eas- 
ily see how doctors might be less concerned about 
establishing the motivation and relationship of liv- 
ing donors. Multiple small centres are generally es- 
tablished in the free-enterprise type of medical sys- 
tem and of course once the units are established, 
they need to do a certain number of transplants in 
order to remain financially viable. Hence, this, in it- 
self, can give rise to the pressures that might lead to 
inappropriate consideration of some of the poten- 
tial ethical problems I have alluded to. 

All in all, the ethical problems presented by the 
growth of many small transplant units are entirely 
hypothetical at this point in time. On balance, the 
arguments of cost-effectiveness, rational organ dis- 
tribution, research and training favour the creation 
of large renal units for transplantation of kidneys 
and probably also of hearts and pancreases in due 
course, with the establishment of supraregional cen- 
tres for liver transplantation. The ethical problems 
that might arise if multiple small units were to be- 
come the norm should be less likely to occur in the 
presence of such a policy. However, I must stress 
again that these problems are purely hypothetical 
ones, and I think that the arguments for or against 
the large regional transplant unit versus many small 
transplant units must be based on reasons other 
than ethical ones. 
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