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INTRODUCTION
With the advent of live organ donation, the traditionally low risk permitted altruists in medicine escalated to include death. In 2005 there were 6,020 live kidney donors, 302 live liver donors, and nine live
pancreas, intestine, and lung donors combined.1 Although data is limited, a live kidney donor assumes a
mortality risk of about 0.04 percent2 and the donor of a lobe of liver a mortality risk of 0.2 percent or higher.3
The probability of death would increase if organs were retrieved from donors with medical risk factors or if
surgery was performed in low volume or at lesser skilled transplant centers. Although the available information may be imperfect, recent data confirms that live organ donation is associated with donor risk.4 That low
risk could translate to painful reality was illustrated in the well-publicized deaths of liver donors Danny
Boone and Mike Hurwitz.5 In addition to deaths, there may be serious complications. Serious donor complications in transplantation of the right lobe of the liver include bile leak or stricture in 6 percent, the need for
blood transfusion in 4.9 percent, re-operation in 4.5 percent, major postoperative infection in 1.1 percent,
and rehospitalization in 8.5 percent.6 The death or injury of a healthy altruist is disturbing, and a reason to
confront this difficult question: How should the amount of risk that medicine can impose on a willing altruist
be determined?
RISK AND RELATIONSHIP
In many transplant centers, live kidney donation by altruistic strangers has become accepted practice.7
Donation by altruistic strangers may be approximated by the number of living unrelated anonymous donors
reported by the United Network for Organ Sharing (UNOS) and the Organ Procurement and Transplantation
Network (OPTN), which, for 2005, consisted of 68 kidney donors and five liver donors; in 2000 there were
20 kidney donors and one liver donor.8
Donation by altruistic strangers has led to debate over whether the permissible amount of risk imposed
on an altruist should be determined by the relationship between donor and recipient. It has been claimed that
familial and other intimate relationships entail inherent obligations so that “what is supererogatory between
strangers may be expected between family members” and other intimates.9 Lainie Friedman Ross claims
intimates have a prima facie obligation to donate organs and, for that reason, advocates that intimates should
be permitted to accept greater risk than strangers.10 Although it is descriptively correct that many people feel
an obligation to donate an organ to an intimate, the translation of those emotions into a moral obligation
inappropriately conflates what is with what ought to be. Although intimates may have mutual obligations, it
has not convincingly been demonstrated that organ donation is one of those obligations. We strongly respect
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personal autonomy in matters of bodily integrity and should be reluctant to impose an obligation on intimates to donate an organ or perform some other dangerous altruistic act. Although sound ethics does not
necessarily make for appropriate legislation, the absence of momentum for laws that obligate organ donation
between intimates suggests a lack of widespread support for this position.
The American Society of Transplant Surgeons, which accepts the retrieval of kidneys from altruistic
strangers, does not approve the more dangerous retrieval of a lobe of a liver unless the donor is “emotionally
related to the recipient.”11 I suspect that this position is based on the higher risk of liver donation and concern
that inappropriately motivated altruistic strangers will escape detection. Although a competent and stringent
evaluation should be mandatory for all altruists who are willing to assume substantial risk, there is no theoretical reason to exclude altruistic strangers. Although they are nominally strangers, people may feel a sense
of kinship with their intended beneficiaries and “in a cosmic sense consider all human beings to be an
extended family.”12 Many religions emphasize the interconnectedness of all persons under a supreme being.13 Buddhist belief considers the separation between ourselves and others to be illusory.14 Thomas Nagel
notes that logic dictates “we must recognize other persons as persons in fully the same sense in which one is
a person oneself.”15 Some altruists, such as rescuers of Jews during the Holocaust, were found to have
provided assistance at considerable personal risk because of a belief in “the common humanity of all people.”16
In contrast, related individuals such as spouses and siblings may have troubled relationships. The importance of relationship is expressed in the higher percentage of people who are willing to donate to an intimate
or relative compared with those willing to donate to a stranger;17 however, the nominal nature of a relationship, in itself, does not provide a reliable basis for determining permissible altruistic risk.
RISK AND DONOR BENEFIT
Aaron Spital believes that the justification for live organ donation must be “benefits for the potential
donor that are sufficient to offset the risks for the donor.”18 He notes that intimates obtain “the inestimable
benefit of seeing a loved one restored to health and then having that person available for sharing the joys of
life.”19 Spital claims that relatives and intimates should be allowed to accept greater risk because they are
likely to derive more benefit from helping each other.20
It has not been proven that donor benefit, in general, is higher for related and emotionally bonded
individuals than it is for altruistic strangers.21 Spital correctly notes that the nature of donor benefit is “psychological and emotional” and “cannot be quantified precisely.”22 Difficulty in the quantification of donor
benefit is a serious problem for a justification that defines a continuum of acceptable donor risk that increases with donor benefit; also, it is not obvious how to weigh psychosocial benefits against the qualitatively different parameter of medical risk. Were the potential psychosocial benefits worth the risk that Mike
Hurwitz took when he donated a lobe of his liver to his brother in an operation that cost his life? We don’t
know how to perform these calculations. Also, as illustrated in the Hurwitz and Boone cases, donor benefit
is more realistically considered a potential benefit; donors who die reap no benefit, and some donors regret
their donation.23 Because the rewards of altruism in medicine are psychosocial, uncertain, and at best vaguely
quantified — and significant material benefits are inconsistent with altruism — donor benefit should not be
the barometer used to set the permissible level of altruistic risk.
CUMULATIVE RISK AND BENEFIT
The calculus of medical decision making entails the weighing of risk and benefit and the selection of
options likely to provide benefits that outweigh the attendant risks. Individual risk-benefit calculations are
flawed in altruism because the person who accepts the medical risk is not the person who reaps the medical
benefit.24 These calculations can, however, be performed on a wider scale that measures cumulative medical
benefit and cumulative medical risk on the affected population. Live organ donation is publicly accepted and
currently best justified because its cumulative medical benefit far outweighs its cumulative medical risk.
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Compared to deceased donor organ transplantation, live organ donor transplantation is associated with an
outcome that is generally better, reduced patient waiting time and recipients who are generally healthier at
the time of transplantation. Although one healthy person in about 400 may die after donating a lobe of a liver,
many more lives are salvaged.
There is a direct relationship between risk and benefit in liver and kidney transplantation. The higher
risk of liver retrieval is taken to save a life because there is no procedure comparable to dialysis to keep
patients with advanced liver disease alive; whereas the lesser risk of kidney retrieval spares dialysis but
typically is not immediately lifesaving. The permissible risk to an altruist may be less apparent when the
beneficiary’s prognosis is uncertain, such as when a previously resected malignancy has, with only some
degree of probability, been cured. To be consistent with the goals of medicine, an altruistic intervention must
provide benefit to its population of beneficiaries that overwhelmingly outweighs the risks to its population
of altruists.
THE ARBITERS OF PERMISSIBLE RISK
Potential organ donors (and altruists in other arenas of medicine) and the professional transplant community (or other purveyors of medical altruism) are the current arbiters of acceptable altruistic risk. Although they check and balance each other, both are imperfectly positioned to establish appropriate standards. Potential altruists can set the upper limit of risk because, if they deem the risk to be too high, they can
refuse to participate; however, their role in setting the standards of altruistic risk is problematic, because
altruists may be subject to the internal coercion of conscience, family pressures, and rational deliberation —
for better or for worse — and can be overwhelmed by emotion.25 Zell Kravinsky, a man who had already
donated one of his kidneys, set the barometer of risk too high when he volunteered to donate his remaining
kidney. Transplant centers appropriately refused his request.26
Conflicts of interest may exist for medical providers. For example, the professional transplant community employs altruism as a means to save or improve lives. The protection of donors is a vital concern, but it
may risk subordination to the goal of obtaining more organs when that goal subtly conflicts with moderating
altruistic risk. The reverse is also possible; inordinate fear of donors’ deaths or injuries might cause the
inappropriate rejection of an altruistic intervention. An important reason that the determination of acceptable
altruistic risk should not wholly reside in the medical community is that these decisions entail value judgments for which medicine has no special expertise.
ABSOLUTE LIMITS
The requirement that the cumulative medical benefit of an altruistic act far exceed its cumulative medical risk is a necessary but insufficient limitation. The retrieval of all organs and tissues from a healthy live
donor could save more people than the one doomed altruist; yet few of us would endorse participation in
such blatant human sacrifice. But where should we set the limit? Is a 1 percent risk of death excessive? Or
should we accept a 2 or perhaps a 3 percent risk?
In general, people have the right to determine what is done to their own body. If a person chooses to
accept a high risk of death and swim against a forceful current to save a drowning child, that decision will
likely be considered morally laudable, if not heroic. It does not, however, follow that a similar degree of risk
can be imposed on medical altruists, because altruism in medicine requires the participation of morally
accountable healthcare professionals. Retrieval of the heart from a parent who is willing to die to save a child
entails certain death and would blatantly challenge the time-honored medical dictum “Do no harm.” Lower
levels of altruistic risk are also problematic. A 2 percent risk of death in an altruistic intervention that will
ultimately be performed on hundreds or thousands of people will, with near statistical inevitability, result in
deaths. Similar considerations apply to the imposition of serious harm.
I propose as the guideline for determining altruistic risk that the cumulative medical benefit of an altruistic intervention overwhelmingly outweigh its cumulative medical harm, and that some absolute level of
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permissible risk is not exceeded. The claim that an altruist’s personal autonomy should take precedence over
a healthcare professional’s duty to avoid inflicting harm must take account of both the harm of any specific
action and the broader consequences of weakening the principles that constrain healthcare professionals
from hurting people. If significant numbers of people die or are harmed in altruistic medical interventions,
physicians will appropriately be seen as violating the Kantian dictum to avoid using a person as means to an
end, and trust in the protective role of medicine will erode. A license to inflict excess harm in the sphere of
altruism might facilitate cavalier risk taking in other areas of medical practice. For these reasons, there
should be limits on the amount of risk that may be imposed on medical altruists.
A PROPOSED PROCESS
A process is required to translate this proposed general guideline for determining permissible altruistic
risk for practical application. How do we determine whether the cumulative medical benefit of an altruistic
intervention overwhelmingly outweighs its cumulative medical risk? How do we quantify the appropriate
limit for altruistic risk? Ethical theory has limitations and cannot provide a quantitative answer. The risk to
an altruistic donor is medical; the benefits to the donor are psychosocial. These, like “apples and oranges,”
are incommensurable parameters and cannot quantitatively be weighed one against the other.27 The quantification of acceptable risk is beyond the capability of ethics and must be decided by another mechanism. A
process is necessary. Because medical altruism in its various forms affects many people and has societal
implications, its conundrums should be resolved, at least in part, as matters of public policy.
The public or its representatives, in some appropriate forum, would be informed by the medical community of the anticipated risk and benefit of specific transplant or other interventions based on altruism. In
transplantation, a registry will need to be established to track donors’ morbidity and mortality. Decisions
would be made behind a “veil of ignorance” that could be similar to that described by John Rawls.28 Ideally,
involved citizens would be blind to whether they or their intimates were destined to be asked to perform the
relevant altruistic act or would be its beneficiary, and thus would be motivated to justly represent the interests of both altruists and beneficiaries.
Participation by the medical community would be critical but not exclusive. The mechanism for involving the public would present pragmatic challenges, but some form of participation, perhaps similar to the
employment of community members on institutional review boards (IRBs) or ethics committees, should be
feasible. The public would judge protocols and not make case-by-case decisions. They would set the upper
limit of acceptable morbidity and mortality for a liver transplant or a lung transplant or some other altruistic
act. Whether the public would accept more or less risk than the medical community would be a matter for
empirical inquiry. Although it might limit its decision-making powers, involvement of the citizenry would
be helpful in transplants and in other areas of medicine that involve altruism. If there were a mishap, such as
the unavoidable death of a healthy organ donor, the burden on the medical community would be eased. The
emotional impact on the transplant team might not be altered, but external criticism would be muted because
the transplant would have been endorsed by a public cognizant of the risks.
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