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Any attempt to discuss the problem of living organ
donation today in 1989 must acknowledge the fact
that it began in the 1950s, with the use of living re-
lated kidney donors in clinical renal transplantation.
At that time, facilities for long-term dialysis as rou-
tine treatment were scarce and not yet established,
with the result that end-stage renal disease was often
fatal. Renal transplantation thus became a life-sav-
ing process. Adequate cadaveric donors (in the cur-
rent sense of heart-beating donors) were not avail-
able since brain death then - as now - was not yet
accepted by society. Moreover, only the use of close-
ly related living donors (e. g., twins) guaranteed suc-
cessful grafting, leading to a satisfactory prolonged
allograft survival time, since effective, powerful im-
munosuppressive drugs were not yet available at that
time.

In the 1960s, steroids and azathioprine were in-
troduced. Yet, better graft survival was still obtained
when living related donors, rather than cadaveric do-
nors, were used. There were no optimal preservation
methods available at that time, making cadaveric
kidney transplantation extremely diffficult with re-
gard to optimal viability of the cadaveric kidneys to
be transplanted. Thus, the use of living related do-
nors was the only way to save the lives of, or, later on,
obtain reasonable allograft survival rates in, patients
suffering from end-stage renal disease.

Looking back, one has to merely accept and not
question the early efforts of clinical renal trans-
plantation using living related donors. Times, how-
ever, have changed. The question today in 1989 is:
can the unanimous acceptance of living related
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organ donation be maintained, given the recent
scandalous, deleterious, and perfidious commer-
cialization of living organ donation in the field of
renal transplantation? More importantly, can it be
maintained given the current modalities of estab-
lishing the true voluntarism of consent of a poten-
tial donor, related or unrelated? These questions
become all the more intriguing when one notes that
the number of cadaveric donors has increased
worldwide, already exceeding 30 per million popu-
lation per year, according to recent international
analyses.

At first glance, the answers to both questions
must be decidedly affirmative. We have to continue
what we have started. There are, in addition, many
advantages associated with living related kidney
transplantation that would otherwise be missed, as-
suming that live organ donation is based on altruism,
on the part of the donor, and medical expediency, on
the part of the recipient.

On the other hand, the questions raised above ap-
pear to warrant further discussion and, possibly, re-
assessment of the entire issue of living organ dona-
tion as currently performed and practiced in
different parts of the world. National and interna-
tional discussions of this issue are necessary for two
reasons, the first, an ethical consideration involving
the commercialization of organ transplantation. A
global statement must be made condemning the ab-
horrent reality that commercial interests have re-
placed the factor of altruism. The second reason is
that transplant medicine - an extraordinary, flour-
ishing, extremely serious, and well-accepted new dis-
cipline in modern medicine - runs the risk of slowly
but surely being seen as not serious, a claim that no
serious transplant surgeon or transplant physician in
the world can accept with regard to the discipline
he/she is so committed to.



Current aspects of living related kidney donation

When starting a discussion of living organ donation,
one should note the progress that has been made in liv-
ing related kidney transplantation since the early fif-
ties. First of all, dialysis treatment modalities and fa-
cilities are now optimally established, at least in the
developed countries of the western world. For
example, in West Germany, Israel, Luxembourg, and
Belgium, all patients suffering from end-stage renal
disease can be treated by dialysis, thanks to govern-
ment support and reimbursement by private insur-
ance companies. In addition, as a consequence of the
introduction and use of cyclosporin, both patient sur-
vival and allograft survival rates after kidney trans-
plantation using cadaveric donors are comparable to
those obtained when using living related donors, at
least at 1 year. There are, of course, still a few centers
that report better results using living related kidney
donors, and long-term results may also show a dif-
ference in the graft survival rate in the future. Still, the
striking difference in survival rates when using either
living related or cadaveric kidney donors has disap-
peared in the cyclosporin era, and this must be taken
into account as a new point of discussion today.

Furthermore, the nearly worldwide acceptance of
brain death as death of the individual has enabled
organ procurement using cadaveric donors to
become more and more optimal and efficient. In ad-
dition, the development of extremely effective pres-
ervation solutions has made the use of cadaveric or-
gans very simple.

As mentioned earlier, recent analyses in a num-
ber of different countries (e.g., the United States and
Canada) show the number of available cadaveric
organ donors to be about 30 per million inhabitants
per year, in some places even more (e.g., in Wiscon-
sin). This means about 60 kidneys per million inhab-
itants per year. However, nearly all of the transplant
centers in the world suffer from the fact that not all
available donors are referred to transplant centers
and, moreover, that relatives do not give permission
in about 10%-15% of all cases. This implies that
there is still a severe lack of suitable cadaveric kid-
neys and that it is virtually impossible to provide all
potential recipients with a cadaveric organ within a
limited period of time. For the many patients all over
the world on waiting lists, this means the average
waiting time is increasing, despite the increasing - al-
beit to a lesser extent - frequency of cadaveric renal
transplantation! In other words, the main and de-
cisive advantage of living related kidney transplanta-
tion for a patient still is the avoidance of a long wait-
ing time. The procedure, like other forms of elective
surgery, can be scheduled in advance.
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In contrast to this obvious advantage is the clear-
cut disadvantage of living organ donation: every
donor nephrectomy represents a direct violation of
the Hippocratic oath - “primum nil nocere”! In ad-
dition, as with every surgical intervention, the oper-
ation may be associated with postoperative mor-
bidity and mortality. Yet, the risk of death is by far
lower than that of dying from a car accident.

Yet, it seems too easy and rather unfair to men-
tion and define disadvantages of living organ dona-
tion only in terms of medical failures and complica-
tions. A closer look reveals that there are certainly
other negative points associated with an individual’s
decision to donate an organ to a patient suffering
from end-stage renal failure, disadvantages behind
the “psychological curtain”. For example, the pro-
cess by which an individual’s natural anxiety is con-
verted to controlled fear with regard to the operation
should not be underestimated. Moreover, there is the
primarily unconscious, hidden pressure by the recip-
ient on the related donor, which morally forces the
donor to donate, and vice versa: the subconscious
unwillingness of the recipient to enter into a situation
of dependency and potential pressure from the
donor, a situation which has already happened in
praxis and has been reported several times. Clearly,
these are but a few of many points that could be
made in this context.

On the other hand, the interpretation of donor
nephroureterectomy as a violation of the Hippo-
cratic oath is not unanimously supported. Although
the living donor clearly does not benefit physically
and, in fact, incurs some minimal physical injury in
the process, social and spiritual benefits to the
donor, especially a parent or spouse, can be rather
substantial. According to Dossetor, one must intro-
duce the principle of personal autonomy. “The only
person who can really assess donor benefit is the live
donor, if that person is a competent adult and has
been fully informed. There is a strong modern tradi-
tion (quite as strong as the paternalism embodied in
the Hippocratic tradition) which claims that donors
should make their decisions which would be binding
on the physician” (J.B.Dossetor, personal com-
munication).

There is the additional problem that donor ne-
phroureterectomy legally implies injury of the body
and, as such, makes it a crime. This circumstance is
especially important since the operation nephro-
ureterectomy, performed in such a situation, is not
aimed at curing an ill patient but rather involves
operating on a healthy person - not a patient - in
order to help a third party, in this case the organ
recipient. Thus, donor nephroureterectomy, aimed
at curing the ill patient, actually results in creating an
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additional, second patient, namely, the former
healthy donor. The lack of any real, classical indica-
tion for nephroureterectomy on the healthy donor
does not, therefore, fit into the concept that every
surgical intervention must imply a curative, or pallia-
tive, method of treatment.

From the legal point of view, the performance
of such surgery, which involves injury to a body
without curative intervention, makes it even more
difficult to justify such an operation. This rather
delicate problem, which is still legally neither fully
controlled nor reasonably resolved, makes donor
nephroureterectomy on a living, healthy individual
legally justifiable only by virtue of the fact that the
donor has given obvious consent. As also pointed
out by Lilie [5], an absolute prerequisite for proper
acceptance of this consent to surgery (or acquies-
cence in it) is teaching the potential organ donor
about all the potential hazards and complications
associated with this kind of surgery. It is absolutely
essential that such an explanation of the potential
short-term and long-term risks include mention of
perioperative or postoperative death from surgery,
as well as the risk, prognosis, and possible outcome
of kidney transplantation and the risk the recipient
faces as a result of the implantation of the donor
kidney.

To this author’s knowledge, performance of this
highly essential and necessary step in the whole
sequela of living donor kidney transplantation is al-
most always done in an adequate manner by all es-
tablished transplant centers in the world and does
not represent a major problem. Usually, as is the case
in Munich, this informative talk between donor and
transplant surgeon takes place person-to-person so
that the voluntarism of the consent can be explored
safely, objectively, and intimately.

One must, however, bear in mind that the process
of providing information about short-term and long-
term risks to both the donor and the recipient, some-
thing which should be as extensive and detailed as
possible, is based upon the individual, and perhaps
unconscious, discretion of the informing transplant
surgeon/physician and is not clear-cut or sharply
governed by legal rules. This may, in fact, be the
point at which potential doubts regarding the justifi-
cation of donor nephroureterectomy begin. How-
ever, this issue reflects a problem of minor impor-
tance when we consider the underlying voluntarism
as the absolute prerequisite for unanimous and
general acceptance of the consent to the donor oper-
ation. The latter turns out to represent the real, and
most fundamental, problem, from both an ethical
and a legal point of view. As such, it deserves some
further attention.

The three cornerstones of living related organ
donation: excellent prognosis of the graft,
love/concern as the motivating factor, and
voluntarism of the donor

Worldwide acceptance of living related organ dona-
tion is based mainly on the threefold assumption that
(1) there is an excellent prognosis of the allograft,
(2) that love/concern is the true underlying motiva-
tional factor, and (3) that voluntarism is sincere, au-
tonomous, and conscious, an exertion of the right of
self-determination without any psychological pres-
sure from outside (“voluntary” or “true” volunta-
rism). With these three prerequisites, clinical living
related kidney transplantation has, over the past
30 years, been able to proceed smoothly and without
any considerable disturbances.

The introduction of cyclosporin to clinical ca-
daveric renal transplantation shock the foundations
of this triad for the first time. The 1-year graft survi-
val rate of cadaveric renal allografts treated with
cyclosporin (in combination with other approaches
like HLA-matching) has since reached 80%-90% -
comparable to that in living related renal allografts.
While this causes one to doubt claims of better allo-
graft survival in living related renal transplantation,
one must be cautious with regard to the assessment
of long-term results of cadaveric renal transplanta-
tion. Recent evidence suggests that long-term results
might, in fact, be superior when using living related,
rather than cadaveric, allografts.

On the other hand, love/concern as the motiva-
tional factor and voluntarism of consent to donor
operation remain the basic and logical consider-
ations for worldwide acceptance of living related
kidney transplantation by both the public and the
transplant surgeons/physicians.

However, circumstances associated with the re-
cent commercialization of kidney transplantation
have slowly but surely led to a new understanding
and attitude that appears to require a reassessment
and redefinition of the term “voluntarism” with re-
gard to living organ donation. Moreover, money has
entered the scene and become a new motivational
factor in organ transplantation.

The problem of voluntarism of consent

to donor nephroureterectomy

Definition of voluntarism

As mentioned earlier, voluntarism of consent has

been one of the main prerequisites and factors re-
sponsible for broad acceptance of donor nephro-



ureterectomy in the field of living related renal trans-
plantation for many years. Since love/concern was
always supposed to be the underlying motivational
factor, voluntarism of consent was almost never
doubted or questioned. Rather, it was.interpreted as
the conscious, obvious, and autonomous decision of
an individual to agree to a donor operation, without
having been influenced by any psychological pres-
sure from outside. However, as part of the ongoing
commercialism in organ transplantation, it has sud-
denly turned out that the term “voluntarism” has
taken on some new, and rather different, connota-
tions; it is, by no means, a clear-cut and well-defined
exertion of an individual’s opinion. Thus, an elucida-
tion of the term “voluntarism” in various situations
of living organ donation seems appropriate here.
The following definitions may be made:

True (“voluntary”) voluntarism of consent. volunta-
rism without any psychological pressure from out-
side, an autonomous and sincere exertion of the right
to self-determination. The motivational factor
underlying this kind of “voluntary” voluntarism may
be love/concern, pure altruism, or even money. Al-
though the latter sounds rather strange in this con-
text, it implies that a person wants to donate an
organ only to become enriched him/herself, without
being in a financially desperate situation.

“Enforced” voluntarism of consent (coercion). An indi-
vidual’s expression of his/her voluntarism of con-
sent to the planned donor operation, but under some
kind of psychological pressure from outside. This
pressure may come from the recipient or from a third
party, an individual who exerts a certain moral pres-
sure on the potential donor, which converts the
potential donor’s primary reluctance of consent into
“coercive” voluntarism of consent. This pressure
from outside may also reflect a desperate financial
situation (e.g., bankruptcy), which forces the donor
to voluntarism of consent (in the case of paid unre-
lated organ donation). Sometimes this pressure may
be attributable both to an individual and to a desper-
ate financial situation (e.g., in the case of paid un-
related donation when a member from a starving
family is morally obliged by the other family mem-
bers to stand as an organ donor).

“Psychiatric” voluntarism of consent. This type of con-
sent to donor operation is seldom encountered and
yet appears to happen. It should be taken into ac-
count in cases where no understandable or evident
underlying motivational factor can be detected that
leads to the expression of voluntarism of consent to
donate a kidney.
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Voluntarism of consent in relation
to motivational process

The process of motivation that ultimately leads to
voluntarily expressed consent to the donor operation
is, as mentioned earlier, based on one of three things:
love/concern of a related or unrelated person, pure
altruism, or an openly stated desire to obtain money
(“profit thinking™).

At first glance, these motivational factors are
clear-cut and do not appear to be disputable. How-
ever, difficulties arise when different motivational
factors operate together, that is, when one factor (al-
most always love/concern) is openly expressed by
the potential donor him/herself while another factor
(almost always money) is hidden, or not explicitly
mentioned, by the potential donor. Moreover, as
mentioned earlier, in some situations there is no ob-
vious motivational factor at all. Instead, the donor’s
willingness to donate an organ is the result of strong,
but hidden, pressure from outside, pressure which
cannot be detected.

These brief considerations make clear that there
is, indeed, a real and essential problem in the field of
living organ donation that is associated with the
issue of voluntarism of consent to the planned do-
nor nephroureterectomy. However, the problem
becomes even greater when control mechanisms of
voluntarism are called for.

Control mechanisms of voluntarism

There is no doubt that voluntarism of consent as a
prerequisite for living organ donation implies true
“voluntary” voluntarism. After a potential donor has
expressed this intention, it is necessary to establish
that only “voluntary” voluntarism exists and that no
other kinds of enforced voluntarism are operating.
However, as pointed out earlier, explicitly declared
true voluntarism of consent may actually be an ex-
pression of hidden “enforced” voluntarism, where
either money or intra/extrafamiliar pressure influ-
ences the otherwise unwilling potential donor.
Transplant surgeons/physicians are used to explor-
ing this kind of true voluntarism of consent in every
case of a planned living kidney transplantation; in
fact, they are obliged to do so (e.g., German law
makes it mandatory). Yet, it is asking too much to
have every transplant surgeon/physician confirm
true voluntarism in every case with 100% certainty,
the methodology and expertise required for such a
thorough investigation are simply not part of a medi-
cal education. On the other hand, one has to realize
that both the public and, in some cases, the law ex-
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pect the transplant surgeon/physician to explore
and firmly establish the truth of voluntarism. Thus,
if, for example, a German transplant surgeon/physi-
cian has not safely and adequately proven true vol-
untarism of consent on the part of a donor or even if
he/she has falsely concluded the state of true volun-
tarism, he/she might subsequently be prosecuted [5].

It should be emphasized here that this problem of
establishing true “voluntary” voluntarism exists not
only in the case of unrelated living organ donation
but also in living related organ donation, although
certainly to a lesser extent. In this author’s opinion,
there is no reason to assume that “enforced” volun-
tarism of consent does not, in principle, exist in liv-
ing related organ donation.

The big and very serious problem of exploring
and establishing true “voluntary” voluntarism of
consent is thus left to the transplant surgeons/physi-
cians, who consider this to be an unreasonable addi-
tion to an already heavy burden.

In this context, Dossetor’s suggestion (personal
communication) of establishing a “live donor review
panel”, consisting of nonmedical as well as medical
persons, most of whom (including the physicians)
would be chosen “at arm’s length” from the surgical
team itself becomes extremely interesting and im-
portant. It would be emphasized that there has been
a change in medical practice that recognizes live do-
nation now as more of a socially indicated act than
as a medically indicated act, as was previously the
case. Such a panel might include a psychologist or
psychiatrist, or a number of such authorities; a hos-
pital or institutional Ethics Committee, or a combi-
nation of two or more of the above-mentioned (i.e.,
the Ethics Committee could be structured to include
live donation assessment as part of its constitutive
mandate).

The different categories of living organ donation
with regard to current acceptance and nonacceptance

In order to assure a proper, and rather global, discus-
sion of the entire issue of living organ donation, the

following categories of living organ donors should
be distinguished:

1. living related donors

2. living emotionally related/unrelated donors

3. living unrelated paid donors (in terms of both re-
warded gifting and organized and commercialized
organ donation)

(A fourth category of kidnapped living unrelated do-
nors will not be discussed since there is still no defi-
nite confirmation of stories published in newspapers

regarding the kidnapping of organ donors in both
Egypt and Latin America.)

In the discussions that follow, attempts will be
made to elucidate upon the underlying motivational
processes, the kinds of voluntarism operating, and
the degree of acceptance/condemnation by the pub-
lic/transplant societies of the various forms of living
organ donation.

Living related organ donation

As already stated, this is the kind of organ donation
that clinical kidney transplantation began with and
that is still generally and ethically accepted by the
community. Probably the best example of widely ac-
cepted living related organ donation is mother (or
father)-to-child kidney transplantation, one which
most clearly symbolizes the unique altruistic interre-
lationship between relatives. In this situation,
love/concern as the motivational factor and, conse-
quently, the existence of absolutely proven true vol-
untarism of consent, appears to operate without any
doubt. Moreover, payment of the donor is obviously
taboo and does not apply to this type of living organ
donation.

Sibling-to-sibling kidney transplantation and
child-to-parent transplantation also belong to this
category of organ donation. The question, however,
is whether or not love/concern is the only motiva-
tional factor and whether the complete absence of
“enforced” voluntarism is, in every case, as believ-
able, inviolable, and unassailable as it is in the par-
ent-to-child donation situation. If not controllable, it
is at least conceivable that in both sibling-to-sibling
and child-to-parent donation, some kind of hidden
reward might be given (indirect rewarded gifting be-
tween relatives). (In Brazil, it seems to be a custom to
sometimes reward the related living donor after do-
nation). The motivational factors in such a situation
would then be a mixture of love/concern and
money. The situation may become even more uncon-
trollable when more distantly related donors/recip-
ients are involved.

Thus, the prerequisite for “voluntary” volunta-
rism of consent appears to exist in this category of
living organ donation. But is it absolutely true volun-
tarism in every case? Organ donation under psycho-
logical pressure from third party family members is
not inconceivable. One such example would be a
mother who is afraid of earning the reputation of an
“unnatural mother” if she is not willing to donate a
kidney, a fear that even exceeds her anxiety of under-
going donor nephrectomy. In this case, the motiva-
tional factor love/concern may play an insufficient



and lesser role than the psychological pressure from
outside, which, being dominant, finally leads to her
consent to nephroureterectomy.

At first glance, the ability to establish either true
or “enforced” voluntarism of consent in this situ-
ation appears to be easy. Part of the confidential, in-
formative talk between transplant surgeon/physi-
cian and potential donor involves offering the latter
the chance not to go through with the operation for
medical reasons (e.g., last minute location of a posi-
tive crossmatch). In the Kuwait Transplant Center,
for example, the staff of the tissue typing laboratory
has, on occasion, been approached by people under
examination to falsify results so that they would not
have to serve as living related donors (G.Kootstra,
personal communication). This implies the possi-
bility of rejecting a potential donor, who seems to be
under psychological pressure, on medical grounds.
However, our experience tells us that this arrange-
ment does not always work. In one case of a planned
daughter-to-mother organ donation, which even-
tually failed due to medical reasons, true voluntar-
ism of the donor was assumed up until the moment
the process of organ donation was stopped. The
daughter later revealed that the mother had held her
responsible for her end-stage renal failure, which, in
this case, was due to postpartum acute renal failure
at the time of the daughter’s birth!

Nevertheless, the existence of an obviously trans-
parent mechanism of control of voluntarism has led
to worldwide acceptance and recognition of living
related organ donation. In West Germany, for in-
stance, the German transplant association (Arbeits-
gemeinschaft der Transplantationszentren in der
Bundesrepublik Deutschland einschl. Berlin-West
e.V.) has accepted and recommended living related
kidney transplantation for that reason primarnly.

Living emotionally related/unrelated organ donation

The urgent need for kidneys and the excellent 1-year
graft survival rates obtained in cadaveric unrelated
renal transplantation in the cyclosporin era have led
to the establishment of unrelated kidney transplanta-
tion using a spouse as the kidney donor [1, 10].
Clearly, from a medical point of view, if screen-
ing and matching are optimal, there is nothing
against this kind of unrelated renal transplantation
because the results are good. From an ethical point
of view, this kind of emotionally related/unrelated
living organ donation is characterized by a mixture
of reluctance and pragmatism on the part of trans-
plant surgeons/physicians worldwide. Spouses are
being used more and more as living organ donors in
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the United States and in some European countries,
such as Sweden and Belgium. However, in other
countries, like West Germany, this kind of living
organ donation is not fully accepted, nor is it recom-
mended.

The arguments in favor of such living organ do-
nation are quite obvious and probably correct: both
love/concern as the clear-cut motivational factor for
donation and true voluntarism are thought to be
present. Some people believe that these factors might
even be more dominating and transparent than, for
instance, in the sibling-to-sibling situation. The argu-
ments against this kind of living organ donation
are also understandable: the increased likelihood,
though not openly expressed, of payment/reward
being an additional motivational factor. “Enforced”
voluntarism (pressure from the recipient spouse
and/or a third party) might also play a role. In other
words, the motivational process, as well as true vol-
untarism, as ethical prerequisites for living organ do-
nation, become blurred, less controllable, and less
measurable.

The most deleterious kind of spouse-to-spouse
transplantation would be that with special commer-
cial overtones: a rich recipient marries a poor
man/woman from a poor, underdeveloped country
to serve as a future donor (financial regulations
would be included in a particular contract). It is cer-
tainly not beyond the imagination to assume that
such a praxis of living organ donation would sooner
or later be supported by agencies offering “package
deals” of money, pictures, and the particular HLA-
typing pattern concerned.

While such considerations may well be the basis
for nonacceptance of spouse-to-spouse kidney dona-
tion, one must also realize that under certain circum-
stances (e.g., an extremely clear-cut case of proven
true voluntarism and love as the only underlying mo-
tivational factor), nonacceptance of a spouse as a
donor represents not only a violation of his/her sin-
cere wish to donate but also an unworthy disregard
of his/her personality, one that implies immoral be-
havior. Thus, spouse-to-spouse organ donation
poses very different problems, ranging from the
highly moral situation (when love/concern as the
motivational factor and true voluntarism are quite
obvious) to the deeply immoral (when marriage is
subject to financial regulations, for the sole purpose
of obtaining an organ) and, as such, should be con-
sidered on a case-to-case basis.

Such examples seem to suggest that confirming
true voluntarism of consent in these situations is
more difficult than in cases of living related organ
donation. Yet, the motivational factor love/concern
and true voluntarism may operate to the same extent
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in emotionally related donors as they do in living re-
lated donors. It is therefore hard to use the fact that
voluntarism in emotionally related organ donation is
harder to confirm as an argument for nonaccep-
tance of that kind of living organ donation. If one ac-
cepts living related organ donation as a whole, one
should also be able to accept organ donation be-
tween spouses.

Friend-to-friend and individual-to-individual
organ donation also fall within this category of liv-
ing organ donation and should be mentioned here,
as should Rapaport’s proposal [9] regarding a case
for a living, emotionally related, international kid-
ney donor exchange registry. In these situations,
love/concern and altruism as motivational factors,
as well as true voluntarism, become less and less
controllable and measurable. Hidden modalities of
reward/payment are more likely to play a role.
Similarly, “enforced” voluntarism, due to pressure
from a person or from a desperate social/financial
situation, might more frequently be encountered.
Nevertheless, one must again admit that, in special
cases, the nonacceptance of such an altruistic donor
may imply a violation of his/her sincere wish to be
a donor and, thus, result in defamation of charac-
ter.

Paid living unrelated organ donation

In the case of paid living unrelated organ donation,
the motivational factors of love, concern, and
altruism become secondary, or are simply replaced
by money, something which, at first, has negative
connotations. As for voluntarism, if it is defined as
the complete absence of any kind of pressure by a
third party or from a desperate financial situation,
then these criteria are, in fact, met in that kind of
living organ donation when the donor wishes to get
money for simple enrichment only. In that context,
and according to that definition of voluntarism, paid
living unrelated organ donation appears ethically
and legally to be more justified than living related
organ donation in which true voluntarism cannot al-
ways be clearly established. In other words, from a
legal point of view, there is one advantage to this
type of living organ donation: the easy and perfect
control of the motivational process with the result of
true voluntarism of consent. Transplant surgeons/
physicians never fail in their attempts to explore and
establish the truth of voluntarism and, thus, never
encounter the difficulties described earlier since they
are never deceived by the paid donor.

Quite admittedly, however, voluntarism has to be
interpreted as “enforced” in those cases where finan-

cial/social pressure is being placed on the potential
donor (e.g., as a consequence of bankruptcy).

Paid living unrelated organ donation calls for dif-
ficult decision-making, as illustrated in the following
example. A hyperimmunized patient who has been
waiting 6 years to get a kidney comes along with a
crossmatch-negative unrelated donor who is not
under financial pressure and who wants to donate
his/her kidney to this patient but only when this “gift
of life” is rewarded. It becomes extremely difficult
for the transplant surgeon to refuse to perform the
operation in this case since he may perform similar
operations in medically less urgent situations of liv-
ing related or emotionally related/unrelated kidney
transplantation, where the potential, but hidden, role
of money cannot always be excluded with 100% cer-
tainty.

Having discussed these aspects of paid living un-
related organ donation, there appears to be only one
essentially immoral and unethical point left: the mo-
tivational factor of money. The question now arises:
is money really a flaw in this regard? That is, is all
payment morally unacceptable?

Paying a living unrelated organ donor for his
willingness to donate an organ may also be seen out-
side the context of commercialization. As claimed by
Patel [8] “kidney donation is one such good act. It is
a gift of life. The financial incentive to promote such
a good act is moral and justifiable!” Patel extends
this concept of financial compensation to include
“rewarded gifting” by recommending it for living re-
lated organ donation as well. He would advocate
“financial incentive to the estate of the deceased”
even for the cadaveric organ program. Daar [3] has
investigated this concept and reported that such in-
ducements to relatives of the deceased have been
shown to be effective in increasing cadaveric dona-
tion in Taiwan and the Philippines.

The time seems to be right to at least discuss this
type of rewarded gifting in a more global way. A
more general view of rewarded gifting would imply
that the human body or parts of it are given as gifts
from one individual to another individual in terms of
a positive act/attitude that is financially compen-
sated. As discussed by Dossetor [4], there is much
confusion about this procedure in our societies, one
which eventually becomes part of the more general
unsolved problem of “control of the human body”.
As discussed during the symposium on “Ethics in
Organ Transplantation, at the Sydney Congress of
the International Transplantation Society in 1988,
parts of this rather global process are, more or less,
already accepted by large segments of the com-
munity. Blood donors receive some sort of financial
compensation for donating blood, as do sperm do-



nors for their sperm and wet nurses for their milk. In
fact, even prostitutes are, in a manner of speaking,
“donors”. In this context, Dossetor [4] states: “One is
permitted to sell one’s labor, one’s sexual favors,
one’s blood or sperm. One may establish an invest-
ment in in vitro cultures of one’s tissues. One is en-
titled to be aggressively assaulted by others or to run
serious risk of injury to oneself, and be paid for that,
provided it is called ‘sport’. It is accepted that a com-
petent person may refuse restorative treatment even
if his or her death ensues thereby. One may commit
suicide (but not assist another to do it); suicide is no
longer a crime. But one cannot sell a nonrenewable
vital organ, even when they are paired and normal
life is possible without one of the pair.”

The question thus arises as to whether or not paid
living unrelated organ donation, in terms of re-
warded gifting, may be accepted rather than totally
condemned. Certainly, one reason for being reluc-
tant to accept any kind of rewarded gifting lies in the
potential risk of its being abused, something which
opens the door to flourishing commercialization.
However, from an ethical point of view, financial
compensation in terms of “rewarded gifting” should
be clearly distinguished from uncontrolled commer-
cialization in the field of living organ donation, a dis-
tinction that has already been made by Daar [3], who
is also concerned about “opening floodgates, for the
consequences could be bad.” If one considers living
related/unrelated organ donation within the context
of the different motivational processes and different
forms of underlying voluntarism of consent, finan-
cial compensation in terms of “rewarded gifting”
might lose its negative connotations and perhaps
eventually be accepted as a certain modality of living
organ donation. It is in this sense that the term “re-
warded gifting” should be replaced by “compen-
sated gifting”.

A similar, indirect conclusion has been made by
Moore [7], who is strictly against commercialization,
when he writes “the selling of kidneys from living
donors, evidently a common practice in India, finds
a negative response in our society unless the recip-
ients are chosen without respect to ability to pay,
some sort of government subsidy.”

Commercialized living unrelated organ donation

The commercialism in organ - and specifically kid-
ney - transplantation has added a new dimension to
the field of paid unrelated organ donation, namely
that of the human body as a “trade item”. As in “re-
warded gifting” organ donation, money is the moti-
vational factor. “Voluntary” voluntarism of consent
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(pure enrichment) or “enforced” voluntarism (a des-
perate financial situation) may be present. More
striking, however, are the many parallels that can be
drawn between this kind of organ donation and ordi-
nary trade: the seller (the potential organ donor), the
item demanded (the human organ), and the buyer
(the recipient). The shop where this deal takes place
is represented by the hospitals (in this case, private
hospitals) in which transplantation is carried out on
the pure, and only partly “official”, basis of commer-
cialization. Such hospitals can be found in London
(where a German middle-man is currently active),
Bombay, Madras, Cairo, Bangkok, and certain
places in Latin America.

Of course, the buyer (the recipient) does not only
pay the seller but also the middle-man and the hospi-
tal (including medical staff). What often actually
happens is that the seller (the organ donor) is under-
paid; almost all of the money goes to the hospital.
This is one of the most loathsome aspects of com-
mercialized organ donation from the ethical point of
view.

Presently, the sellers are almost always people
from countries with the lowest per capita incomes,
like India, and the buyers, rich patients from more
developed countries, like those in Europe and the
Persian Gulf. Agencies that service them have been
established everywhere in the world. In West Ger-
many, for example, two such agencies exist: ASIA,
in Frankfurt, and that of Baron Rainer Adelsmann
von Adelsmannfelden, who has since left for the
United Kingdom, as mentioned above. Oddly
enough, there is no law that prohibits the estab-
lishment of such agencies.

This type of paid living unrelated organ donation
is currently condemned worldwide by the public, by
governments, and by all official national and inter-
national transplant societies. There seems to be
unanimous agreement that this kind of organ dona-
tion represents a flaw, one that horrifies the vast ma-
jority of citizens in our society. Yet, despite this
unanimous condemnation, commercialized living
unrelated organ donation flourishes and may even
be increasing!

The underlying ethical considerations resulting
in nonacceptance and consequent condemnation
should be repeated at this point. They are:

1. The negative association of living organ donation
with “trade”, which implies that a human organ is
handled like a piece of substandard goods

2. The fact that only rich patients profit from this
modality of medical treatment by utilizing poor
people as donors



176

Emotionally related/
unrelated
organ donation

Living related
organ donation

Unrelated paid
organ donation

Mother  w child
Brother = brother
Child = father

Spousa = spouse
Friend = friend
Individual = individual

Promotion of = ? Promotion = ?

Acceptance
JAIII T4

In terms of 1 In terms of
»rewarded | organized
gifting«

| commarcialization

Promotion of = ?

- — - ———— ———— A = —— e - = = e el e A R A e =

Fig.1. Gradual acceptance and con-
demnation of the process of living
organ donation

Condemnation
P9I

3. The notion that operating on healthy individuals is
done to indirectly compensate for the failure of our
community (including national and international
transplant societies) to achieve optimal cadaveric
organ procurement. Moreover, the fear that in-
creased commercialized living unrelated organ do-
nation in the future may prevent or lessen activities
in the field of cadaveric organ procurement. This
point has also been stressed by Daar [3], who noticed
tremendous difficulties in establishing cadaveric
organ procurement programs in the United Arab
Emirates and Oman because it was easier for pa-
tients to buy kidneys in India. (This opinion is, sur-
prisingly enough, supported by the local politicians
and administrators!)

4. The risk of this kind of paid unrelated organ dona-
tion not only affecting kidney transplanation but
possibly spreading to heart transplantation in the fu-
ture. (In this context, one may remember the kami-
kaze fliers in Japan who sacrificed their lives to save
those of their countrymen. By analogy, why not do-
nate a heart to save the life of someone in a poor,
starving family in an extremely poor, underde-
veloped country?)

5. The poor results of such commercialized kidney
transplantation, specifically the inferior medical care
that is given and the inferior methods of transplanta-
tion medicine that are employed (e.g., inadequate
HLA-typing, no proper postoperative immunosup-

pression, the risk of lethal infections). Recently, four
patients from Saudi Arabia got HIV-infections while
being transplanted in India. In this context, a recent
publication by Daar [2] should be mentioned, in
which the author investigated the outcome of recip-
ients from the United Arab Emirates and Oman who
were transplanted in Bombay, India. The mortality
rate of these patients turned out to be unacceptably
high.

6. The deleterious expansion of paid living unrelated
organ donation to include kidnapped/paid living
unrelated organ donation, something which has al-
ready been reported several times in the interna-
tional press.

7. The risk of even more criminalization of organ
donation by killing potential donors. Recently, in
Bangladesh, a gang kidnapped women and children
to be sold in India. The women were to be used for
prostitution and the children were to be killed so
that their organs could be used for transplantation.
(Similar incidents have been reported in Guatema-
la, Honduras, and other countries.) Even if these re-
ports in the press have not yet been confirmed or
are exaggerated or untrue (no evidence has thus far
been presented to substantiate such allegations),
they clearly show a potential abhorrent dimension
of living organ donation today that could conceiv-
ably become a reality at any time, at any place in
the world.



The sequela of living organ donation, from
mother-to-child to commercialized organ denation:
where to draw the line

Given all that has been mentioned ‘in the previous
sections, it is extremely difficult to ascribe a definite,
and generally accepted, morality or immorality to
the different kinds of living organ donation except,
perhaps, that of organized, commercialized living
organ donation. It also becomes more and more ob-
vious that, as far as motivational factors and volun-
tarism are concerned, there is no clear-cut separation
between the sequela of living related and paid unre-
lated organ donation. As illustrated in Figure 1,
general acceptance and condemnation are gradual
processes, and the line between acceptance and con-
demnation is blurred.

If, however, this sequela leads to the ethically un-
acceptable organized commercialization of organ
transplantation, we need to go back to the beginning
and ask ourselves: can the prohibition of commer-
cialization only be achieved by avoiding the sequela
of all categories of living organ donation, including
its starting point, living related organ donation?

In such a situation, there seem to be two ap-
proaches that can be offered to resolve this global
problem:

1. A general and complete cessation of any and all
kinds of living organ donation, including living re-
lated organ donation as it is currently practiced.

2. A general acceptance of any and all categories of
living organ donation, including “controlied” paid
living unrelated organ donation (i.e., rewarded gift-
ing in terms of compensated gifting).

I, personally, was in favor of the former option
when, in July 1988, our group in Munich completely
stopped our living related kidney transplantation
program, which, quite admittedly, has always been
rather small, involving no more than about five living
related kidney transplantations per year. The main
reason for that decision was - in my opinion - the
questionable task of transplant physicians and trans-
plant surgeons having to confirm, with 100% cer-
tainty, true voluntarism of consent of potential live
donors. In the case of an accepted sibling-to-sibling
transplantation, voluntarism of consent, as men-
tioned earlier, might involve hidden coercion and
should, thus, not be performed. In contrast, in the
. case of an unaccepted planned spouse-to-spouse do-
nation, the underlying willingness to donate is an ex-
pression of true voluntarism, with love as the motiva-
tional factor, and should, thus, be performed. The
knowledge that failure to thoroughly establish “vol-
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untary” voluntarism might theoretically lead to pros-
ecution in Germany was another argument in favor
of this decision.

Again, transplant surgeons/physicians are not in
a position to confirm true voluntarism because they
lack expertise in the necessary methodology. One
way out of this dilemma would be to follow the sug-
gestion put forward by Dossetor, who is himself
against a ban on all live kidney donations, to estab-
lish a “Live Donor Review Panel”. A “Live Donor
Assessment Panel” might be a good first step. An
outright ban on all live donor kidneys could come
later, possibly after several years of operation, if such
a panel recommended it. If it could actually be
shown that live donor assessment can discriminate
between “coercive” and “noncoercive” donor con-
sent with 100% certainty, then this author would
have no trouble following such a recommendation.

One further argument in favor of the discontinu-
ation of all kinds of living related/emotionally re-
lated kidney transplantation is that it may slow down
the rapidly growing commercialism in organized
organ donation. Instead of many individual state-
ments of condemnation by national and interna-
tional transplant societies, one worldwide “official”
condemnation, in the form of complete discontinua-
tion of all living organ donation programs, might
represent a serious and effective attempt on the part
of transplant surgeons and physicians to fight
commercialization. Statements alone currently seem
too weak to have any real effect on the worldwide
trade in human organs. Such a program discontinua-
tion by established international transplant centers
would increase the credibility of the international
transplant community in its efforts to abolish com-
mercialization.

Further support for the discontinuation of living
related organ donation programs is provided by evi-
dence of the availability of suitable cadaveric kidney
donors, referred to earlier, Assuming that at least
30 such donors per million inhabitants per year are
available and that all are, in fact, used instead of living
donors, the gap between demand and supply could be
closed and living organ donors would no longer be
necessary. Of course, this number of 30 or more do-
nors per million inhabitants per year is not yet con-
firmed. Still, assuming these data are correct and that
the current lack of donor organs is mainly due to fac-
tors such as insufficient referral by hospital doctors, a
low rate of permission by relatives, etc., the issue of
living organ donation may become even more com-
plex and confusing. Living related kidney donation,
for example, may be done as compensation for the
failure of our community to solve the problems associ-
ated with cadaveric organ procurement.
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In addition, the decision to discontinue all living
related kidney transplantation could be facilitated
and supported by the fact that in some countries of
the world, like West Germany, the number of living
related donors is typically low (3%-5% of all kidney
transplants). Therefore, in those countries it would
be relatively easy to replace the number of living re-
lated kidney donors by only slightly increasing the
number of cadaveric donors. For instance, increas-
ing the availability of cadaveric donors by a mere
1.6% in West Germany in 1987 would have made the
use of living related donors (n=>50) completely un-
necessary. :

Other, less essential, considerations that led to
our decision were (1) our interest in starting a dia-
logue on the global problem of live organ donation,
(2) our desire to put some pressure on the local au-
thorities to rigorously attempt to solve the problem
of cadaveric organ procurement, and (3) our desire
to stop the violation of the Hippocratic oath by un-
necessarily performing living donor nephroureterec-
tomy. However, this last argument appears to be the
weakest in view of the ethical consideration that the
operation per se does only minor physical harm and
may actually benefit the donor socially and spiri-
tually by respecting the person’s autonomy.

The second option of opening up the living organ
donation program to include paid living unrelated
organ donation is less readily accepted worldwide.
Yet, if future organ procurement programs clearly
and definitely show that the number of cadaveric do-
nors available is insufficient and will never be able to
meet the real demand of renal transplants, this op-
tion, though less widely discussed, may someday
become a reality. This would call for the estab-
lishment of two prerequisites, however, namely (1) a
strict, worldwide prohibition of organized commer-
cialization in organ transplantation, either by law or
by similar international government regulations
(e.g., under control by WHO) and (2) a change in at-
titude with regard to the process of rewarded gifting
in unrelated organ donation. The question would be
raised as to whether or not the ethical and moral as-
sessment of the acceptance of definite, life-long dia-
lysis treatment in hundreds of thousands of patients
(a number which will steadily increase) suffering
from end-stage renal disease, on the one hand, out-
weighs the ethical and moral assessment of rewarded
gifting in the case of paid unrelated organ donation,
on the other hand. In addition, based on other ethi-
cal grounds, financial compensation in the case of
live donation appears to be reasonable if altruistic
live donation is interpreted as an expression of per-
sonal autonomy. Financial compensation in this
sense would be acceptable provided it was not used

to coerce the donor. In other words, the notion that
“all payment is morally unacceptable” would be
modified to “payment is totally unacceptable if its ef-
fect is coercive on the donor” [J.B. Dossetor, per-
sonal communication].

Certainly, with regard to the unresolved and con-
fusing global issue of control of the human body, this
shift in ethical values would imply a long-lasting pro-
cess of spiritual, social, and mental evaluation. It
would become an even more difficult and meaning-
ful re-evaluation of ethical values if it would extend
to other living organ transplantations, such as pan-
creas, bowel and liver transplantation as already per-
formed in the living related donor situation.

Nevertheless, the problems associated with paid
living unrelated organ donation programs that make
them unacceptable appear to be ethically solvable
and surmountable, provided the “unethical peaks”
within such programs are removed. This means that
(1) any elements of “trade” must be completely abol-
ished, (2) payment to the donor must be government-
regulated (e.g., by legal insurance companies) and
poor recipients must also be able to profit from this
kind of organ transplantation, (3) organ allocation
must be made strictly anonymously, using the HLA-
matching system as the allocation factor, and (4) op-
timal medical care and expertise must be guaranteed
as it currently is in well-established transplant cen-
ters worldwide.

Under such theoretical circumstances it becomes
harder and harder to find convincing and valid argu-
ments for a total and clear-cut nonacceptance/con-
demnation of paid living unrelated organ donation.
On the contrary, such “open™ and “controlled” pro-
grams would imply an effective method for trans-
planting all patients on national and international
waiting lists in all countries of the world within a
relatively short period of time. Moreover, in under-
developed countries, such “controlled” programs
would imply saving the lives of patients suffering
from end-stage renal disease who would otherwise
die because of a lack of dialysis facilities and/or ca-
daveric organ procurement programs [6]. If we con-
sider this theoretical and potential reality as highly
moral and ethical, the entire problem of paid living
unrelated organ donation might be turned upside
down and transplant surgeons/physicians would be
obliged to perform that kind of “controlled” paid liv-
ing unrelated organ transplantation, something quite
inconceivable at this moment.

Finally, one has to raise the question of whether or
not it is really worthwhile or even justifiable to fight
for the ultimate goal of providing a human organ for
every patient who potentially could be cured by an
organ transplantation. Why shouldn’t we just recog-



nize that there is a limit to the procurement of human
organs and accept the fact that only a certain propor-
tion of all patients will benefit from transplantation
using human organs? Clearly, if we accept this line of
reasoning, another ethical issue will.immediately be
raised, namely the problem of the equitable allocation
ofthe limited number of human organsto alarge num-
ber of potential recipients. Again, we are faced with an
urgent ethical issue that cannot presently by solved to
everybody’s satisfaction. Nevertheless, in view of the
fact that developments are being made and methods
improving in the field of dialysis (e.g., EPO), such
considerations are certainly worthwhile with regard
to other modalities of treatment in patients with end-
stage renal disease.

Furtherimprovements in the field of gene technol-
ogy - for example, educating bacteria to produce in-
sulin - could provide solutions in the treatment of
type I diabetic patients so that pancreatic transplants
would no longer be necessary. The dream of success-
ful xenotransplantation might also be realized in the
near future. There appears to be at least some hope
that a compatible transgenic donor animal may be
breeded by interfering with the MHC-locus using
molecular biology methods. Such a development, if
successful, would immediately put an end to further
discussion of human living organ donation.

Whatever the solution to the problem will ulti-
mately be, there is mounting evidence to suggest that
not only transplant surgeons and transplant physi-
cians, but all of society must assume responsibility for
this matter. In this context, one certainly has to agree
with Dossetor [5] when he states: “After all, the whole
transplantation world depends on public trust. We
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should show our dependency on trust by involving
their representatives in difficult ethical decisions”.
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