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INTRODUCTION
In this issue of The Journal of Clinical Ethics, Opel and Diekema describe the disturbing
case of a nine-year-old, L.R., who serves as a bone marrow donor to A.R., her 15-year-old
brother who has relapsed acute myelogenous leukemia (AML). A.R. is incarcerated because he
had been found guilty of sexually assaulting L.R. In their analysis, Opel and Diekema consider
three questions. First, should prisoners have access to costly medical interventions like bone
marrow transplant? Second, should parental permission for the use of bone marrow obtained
from a minor sibling be considered valid? Third, should a minor sibling be permitted to act as
transplant donor when the recipient has sexually assaulted her in the past? Our answers to the
first two questions would be similar to theirs. Yes, A.R. should have access to costly medical
interventions, and sometimes parents can authorize bone marrow donation between siblings.
However, the wording of the third question leads Opel and Diekema to an analysis that fails to
capture what is most disturbing about this case. The main ethical question is not whether it is
permissible for a minor sibling to serve as a transplant donor for a recipient who sexually
assaulted her. Rather, the question is, Who should have protected a minor sibling from being
asked to serve as a transplant donor to a recipient who sexually assaulted her? The failure to
protect L.R. from being medically evaluated, let alone from donating, is compounded by the
social context in which her donation occurred: numerous parties had moral and legal obligations to protect her, but failed to do so, including her mother, the transplant community, and
the legal and penal systems.
In this article, we will examine four questions: (1) When is it ethically permissible to ask
children to serve as bone marrow donors? (2) When the relevant criteria do not hold and it is

not permissible, whose obligation is it to protect the potential child-donor? (3) Is it ever ethically permissible for an individual to donate to a recipient who sexually assaulted her? and (4)
What are the appropriate next steps?
WHEN IS IT ETHICALLY PERMISSIBLE TO ASK CHILDREN
TO SERVE AS BONE MARROW DONORS?
Unlike solid organ transplantation, bone marrow donation requires a living source. Because of the importance of histocompatibility, siblings, whether adults or minors, are often the
best source of bone marrow or stem cells.1
Opel and Diekema cite Ross’s arguments from Children, Families, and Healthcare Decision-Making, to consider when it is ethical for a child to serve as a bone marrow donor.2 In that
work, Ross was clear that such donations should only occur within an intimate family.3 Ross
argued that within an intimate family, parents can authorize the donation by one sibling for
another on the grounds that the well-being of one child is intertwined with the well-being of
other family members. While the donor is being used as a means to promote the recipient’s
well-being, the donation serves to promote the well-being of the family (on which the donor’s
own well-being depends). As such, the donation serves the donor’s goals, albeit indirectly.4 It
also benefits the donor and treats her as an end-in-herself.5
In the case described by Opel and Diekema, there is no family intimacy. And in the book,
Ross is very clear that children should not be asked to donate beyond the realm of intimacy. In
fact, Ross specifically uses the case of not forcing a girl who is raped by her brother to serve as
his living donor.6 Ross expressed concern about the parent’s inability to protect her. Although
L.R. did not refuse to donate, and one could even describe her as having passively acquiesced,
we believe that her mother should not have been allowed to authorize the intersibling donation because she failed to protect L.R. from her brother. Instead, the state had to intervene to
protect L.R. by incarcerating A.R. Thus, the mother’s ability to protect L.R. was shown to be
inadequate. This is not to say that the mother was to blame for the assault. Clearly the state
took this into consideration when it allowed her mother to continue to care for L.R. after her
brother’s incarceration.
Nevertheless, the mother had conflicting interests. She had two children, one of whom
harmed the other. Ms R. had reasons to show mercy towards A.R. for what he did to his sister,
but she cannot insist that L.R. do the same. Rather, Ms R. must provide L.R. with appropriate
family support and protection. Ms R. must also help L.R. overcome her physical, emotional,
and psychological trauma. Clearly L.R. needed therapy.7 The failure to seek this is worrisome:
worrisome on the part of Ms R., who may have been in denial; worrisome on the part of the
state that it did not ensure L.R.’s psychological well-being when decisions about custody and
incarceration were being made.
In fact, we fear that Ms R. failed to provide L.R. with her basic needs of protection and the
promotion of her self-respect.8 Ms R.’s decision to ask L.R. to visit her incarcerated brother was
unduly demanding of L.R., particularly since she had not had adequate therapy to address the
meaning of the assault. Maybe L.R. was taken along because there was nowhere to leave her;
maybe her mother thought L.R. should forgive her brother; or maybe her mother did not perceive a problem, given that L.R. was no longer physically at risk. If Ms R.’s reason was pragmatic (that is, Ms R. had nowhere to leave L.R. while she visited her son), social services
should become involved in protecting L.R. She required psychological and emotional support
and strength to recover from the assault. L.R. needed help to heal successfully and to develop
the capacities and maturity required to move beyond it. Her mother’s refusal to allow L.R.
counseling is a sign that her mother failed to promote her recovery. Finally, if the reason L.R.

was taken to visit her brother was because Ms R. did not perceive that L.R. was physically at
risk, then the mother failed to see the emotional and psychological harm she imposed, and this
in and of itself might have constituted child abuse or neglect. Thus, we have reason to question
the mother’s ability to protect and promote L.R.’s emotional and psychological well-being.
Even if one were to take a broader notion of parental authority, that parents can authorize a
donation because it is minimal risk (a position we do not hold), we would still argue that the
donation should not have been permitted because L.R. did not — indeed, could not — assent.
For donation from a minor such as L.R. to be ethically permissible, two conditions would have
been necessary: (1) she must not have been exposed to more than a minor increase over minimal risk;9 and (2) she must have assented to donation. Although the physical risks of bone
marrow donation are at most a minor increase over minimal risk, depending on the method
used, the potential risks to L.R. were much greater, given the history of assault. Asking her to
donate exposed her to the risk of additional psychological harm beyond the harm from her
brother’s sexual assault. In addition, although there are no clear rules about what is required
for assent, it is clear that mere non-dissent is not assent.10 L.R. could not assent because of the
violence within the siblings’ relationship and because of her lack of emotional maturity and
strength. These points are critical to understanding both the ethical permissibility of asking
and allowing L.R. to donate and the obligation to protect her from harm.
WHEN THE CRITERIA ABOVE DO NOT HOLD, WHOSE OBLIGATION IS IT
TO PROTECT THE POTENTIAL CHILD-DONOR?
As mentioned in Children, Families, and Healthcare Decision-Making, “It is significant
that parents require the aid and expertise of health care personnel to harvest their child’s organ
for transplantation.”11 The involvement of third parties moves the locus of decision making
out of the private domain of the family. Thus, the transplant team had an obligation to protect
L.R., an obligation that holds when a family is intimate, but holds to an even greater extent
when the family is non-intimate and the potential donor is a minor.
L.R. needed protection from the moment her brother was diagnosed with AML. The decision to test blood samples of family members for histocompatibility (HLA testing12 for HLA
matching) is not just a minimal-risk phlebotomy.13 Rather, it should have been realized at that
time that the decision to HLA type L.R. could lead to her being a complete HLA match, and
how that would lead to a request for bone marrow donation. If the healthcare providers who
sought consent to the blood draw had discussed the bone marrow typing and transplant process, they would have realized the profoundness of the request from the assault victim and the
likelihood of further psychological harm to her. We would argue that in this case, L.R. should
not have been asked to be typed for HLA matching by the physicians in charge of her brother’s
care, or by her own physicians, or by her own mother. L.R. was not protected by those who had
an obligation to do so.
That said, we can imagine the case when healthcare providers did not know the full story
and that L.R.’s mother did not appreciate the implications of the HLA matching. Although L.R.
was found to be a complete HLA match, this did not mean that she was obligated to donate.
The critical ethical issue here was not histocompatibility, but the potential for further psychological harm to L.R. in the wake of the ruptured intimacy of her family. Although we have
argued that there is some degree of moral obligation for family members to donate to each
other,14 our argument assumed that there was intimacy. When intimacy does not exist, there is
no obligation. In fact, when no intimacy exists, not only is there no obligation, but one could
also argue that there is reason to be suspicious of a desire or even an acquiescence to donate. It
suggests that the donor may have such a low level of self-respect, a lack of proper regard for her

dignity and intrinsic worth, that she feels she owes something to the individual who assaulted
her.15 Given that autonomous decision making presupposes a certain degree of self-respect, the
victim’s consent (or in the case of a minor, the victim’s assent) should be understood as a cry
for help and not as an autonomous choice.
Thus, the bone marrow transplant team, having learned that A.R. had sexually assaulted
L.R., should not have allowed L.R. to serve as a donor despite her mother’s authorization and
her acquiescence. Critics may object that this is paternalistic. Recall that paternalism is the
“the intentional overriding of one person’s known preferences or actions by another person,
where the person who overrides justifies the action by the goal of benefiting or avoiding harm
to the person whose will is overridden.”16 But the situation at hand was not about interfering
with an individual’s decision about whether or not to donate, but whether to interfere with a
parent’s autonomy regarding authorization of her child’s donation. The issue, then, was not
about whether or not to respect individual autonomy, but parental autonomy. Proxy decision
making is more restricted than individual autonomy because proxies have obligations to protect their recipient from harm. This means that individuals can expose themselves to greater
risks than they can authorize others to assume.17
In fact, the team did otherwise. Psychological work-ups are often part of living donor evaluations. Clearly this is critical when the donor is a child who may not fully understand the
procedures, or the risks and benefits, and that participation is non-obligatory. By acquiescing
to her mother’s insistence that L.R. not discuss the assault with psychiatry, the team provided
L.R. with less protection than they would give competent adults. They unconsciously threatened L.R.’s self-respect by informing her that she should be “over” the assault or that the
assault was at least not worth mentioning and not a factor in her voluntary decision to participate. The team reinforced any feelings of unworthiness, shame, and self-blame that L.R. may
have experienced, feelings not infrequently experienced by assault victims.18 We do not consider it an exaggeration to say that the donation without proper preparation and counseling
was a second assault on this young victim.
Thus, numerous parties failed L.R. The transplant community failed to acknowledge the
psychological and emotional harms that L.R. faced when they considered her as a potential
bone marrow donor for her brother. They also failed to provide L.R. with the minimum protection offered to all donors: a psychological examination that would have unveiled whether the
benefits of her participation outweighed the potential psychological and emotional harms. Ms
R. failed to protect L.R. by failing to provide her with the long-term and intensive psychological services she needed to successfully address the assault.19 The legal system failed to ensure
that Ms R. was prepared to protect her daughter from further assaults of a psychological or
emotional nature.
IS IT EVER ETHICALLY PERMISSIBLE FOR AN INDIVIDUAL TO DONATE
TO A RECIPIENT WHO SEXUALLY ASSAULTED HER?
An individual who has been assaulted has reason to feel resentment towards her attacker.
In Forgiveness and Mercy, Jeffrie Murphy argues that the primary value defended by the passion of resentment is self-respect, and that a person who does not resent moral injuries done to
him is almost necessarily a person lacking in self-respect.20
A competent adult woman may choose to overcome her resentment. To overcome resentment is not necessarily to forgive. She may forget the moral injury that caused her resentment;
or she may choose to extinguish her resentment for her own peace of mind. The motivation for
forgetting is not moral but serves to promote her own mental health.21

Alternatively, a competent adult woman can cease to resent and forgive her assailant. To
forgive is a moral action, a deliberate action to overcome resentment motivated by regard for
the dignity and intrinsic worth of the other person.22 One could argue that, for a self-respecting
person, forgiveness would be a form of liberation from resentment and an expression of the
inviolability of one’s dignity.
Thus a competent adult woman can overcome resentment and either show mercy or forgive her assailant. In fact, a competent adult woman can go further and aid an assailant. But to
do so takes a psychological and emotional maturity and often requires third-party therapy, for
prolonged periods of time.23 But L.R. is not a competent adult woman, and, in fact, she was not
allowed the tools to overcome her resentment, let alone to forgive. As such, her mother’s action
reinforced any shame, self-blame, or low self-esteem and self-respect that she may have felt,
feelings that are common in victims of assault. Someday L.R. may forgive her brother, but
clearly this requires a maturity and psychological adjustment that she was developmentally
unable to attain at the time of this case, particularly given that she had not had a chance to
even process the assault and its meaning in counseling.
Opel and Diekema suggest that “providing L.R. the opportunity to save her brother’s life
might have allowed for some forgiveness. . . .” They have the causality wrong. Whether or not
L.R. overcame her resentment and either forgave her brother or showed him mercy was her
prerogative; A.R. had no right to either.24 To the extent that A.R. might have come to feel
remorse for his actions, he should have sought her forgiveness, but he could not prompt or
demand it. How L.R. proceeded was her decision, it was not about “allowing him to give her
this opportunity.”
APPROPRIATE NEXT STEPS
Despite the HLA matching, A.R.’s physicians still had a chance to not procure bone marrow from L.R. As the case was described, bone marrow transplant was not the only therapeutic
option. While we agree that A.R. had a right to medical care, even expensive medical care, he
did not have a right to an HLA matched bone marrow transplant without the voluntary consent
of the donor.
Unfortunately, the team did perform the bone marrow transplant, and Opel and Diekema
describe the subsequent events. L.R. donated her bone marrow, A.R. improved for 10 months
while still incarcerated, and then relapsed. This led to another decision point: he could undergo more chemo, another bone marrow transplant, or forgo treatment. He chose the latter
and died two months later.
We were not told whether L.R. and A.R. ever addressed the assault nor were we told whether
A.R. apologized or asked for forgiveness. His death left many issues unresolved and had profound implications for L.R. in two respects. First, living donors often blame themselves for bad
outcomes in their recipients.25 Even with good outcomes, child donors may find their participation stressful.26 Second, A.R.’s death may have made it more difficult for L.R. to process the
assault. While the request for donation opened up opportunities to address the meaning of the
assault, the opportunities were ignored, and now it is too late.
A.R. did L.R. wrong by assaulting her and by accepting her bone marrow without ensuring
that he was forgiven and that her donation was voluntary. Ms R. did L.R. wrong by permitting
her to be HLA matched and then by permitting her to donate. The transplant team did L.R.
wrong by agreeing to her donation despite her mother’s refusal to allow for a full psychiatric
evaluation and treatment plan. Given the lack of intimacy, the team did wrong by not providing L.R. with a guardian ad litem. A guardian would have realized that a nine-year-old girl
cannot morally forgive her assailant, particularly if she did not have the opportunity to process

the events. All of the parties involved in this case failed to realize that the person at the greater
risk of harm and who could and should have been protected was not A.R., but L.R. All parties
did L.R. wrong by not providing protections at many levels.
Opel and Diekema agree. They conclude by focusing on the “potential for harm to the
donor” and acknowledge that “the harm to L.R. was likely to exceed any potential benefits.”
They also hold that a thorough psychiatric assessment needed to occur before determination
of compatibility. They propose appointing a guardian ad litem because of the ruptured intimacy. We agree with these recommendations.
These suggestions are no longer possible, given that L.R. has already donated. But there are
next steps that should be undertaken for L.R. We owe L.R. a second chance at coming to terms
with her assault. We owe L.R. an apology for ignoring her own needs in an effort to save her
brother. We owe L.R. the protection afforded to the rest of us: to avoid exploitation. We owe her
a promise that transplant centers will develop policies to ensure that no future potential donors will be asked to do what she was forced to do: to serve as a bone marrow donor when it
was contrary to her self-respect and potentially contrary to her interests. It also occurred without any attempt to ensure that her assent was voluntary.
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