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Introduction 

“Gift of Life” 

Many people wish to help others—through family, friends, or even strangers. Whether this desire 

is a manifestation of altruism proposed as common to all humans26 or simply of one’s 

personality, its fruits need not stop at death. Promoted as giving the “gift of life” by the United 

Network for Organ Sharing and many donor organizations,33 donating one’s organs can save or 

help as many as 50 people.17 

 

There are, however, many challenges associated with organ donation. This essay focuses on the 

role of the family—specifically, families of racial minority background—in contributing to the 

organ donation shortage. It considers ethical standards such as informed choice and respect for 

autonomy to propose that education of the family unit would increase the number of organs 

ultimately donated. 

 

Demand Exceeds Supply 

Demand 

Data from the United Network for Organ Sharing (UNOS—the organization contracted by the 

federal government to manage the United States’ organ transplant system) show that 110,951 

people in the United States were waiting for one or more organs as of April 30,th 2011.23 Last 

year, physicians performed 28,463 transplants in the United States.23 Over 7,000 people on 

UNOS’ waitlist died while awaiting a transplant. Furthermore, the number of people on the 

waitlist continues to rise—by over 10,000 in the past three years.23 Demand far surpasses supply. 
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Demand—Racial Minorities 

This disparity has been especially true in minority populations. Certain ethnic groups show 

greater need for certain organs—often concurrent with higher incidence of specific organ-

damaging conditions.21 Kidney transplants illustrate this point. African Americans, Hispanics, 

and Asians are three times more likely than Caucasians to suffer from end-stage renal disease.21 

These groups also show a relatively greater demand for kidney transplants than Caucasians.23 

 

Demand can be represented by waitlist numbers and by transplant numbers. In 2009, 38.7 

percent of people waiting for a kidney were Caucasians.23 They received 45.6 percent of 

posthumously-donated kidneys. These are both much smaller percentages than expected if 

demand were proportionate to population size (Caucasians comprised 65.1% of the United States 

population).34 This compares with African Americans (34.2% of the kidney waitlist, 32.3% of 

kidney recipients, and 12.9% of the population), Hispanics (18.1%, 14.7%, and 15.8%), and 

Asians (7.0%, 5.5%, and 4.6%).34, 23 Demand is disproportionate to population representation.  

 

Demand is also greater than donation contribution for many minority populations. In 2009, 67.9 

percent of kidneys recovered from deceased donorsa came from Caucasians. African Americans 

(accounting for 15.2% of kidney donations), Hispanics (13.8%), and Asians (2.4%) contributed 

to this supply—but at percentages lower than their waitlist or transplant levels.23 The gap 

between contribution and need plays an important factor in successful transplantation rates. The 

greater the gap, the lesser the maximization of matching between donors and recipients. 

                                                           
a Deceased donors contrast with living donors. Transplants from the latter typically represent one-time, organ-
specific, and recipient-specific donations. For example, in 2009, 96.0% of all living donations were kidney 
transplants for a family member, domestic partner, or friend.23 Organ donation, as a gift to society, includes that of 
organs like the heart that cannot be donated from a living person and that which may help up to 50 general 
members of society. 
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Medical centers do not match transplant recipients with donors based on race. However, 

matching between blood type, human leukocyte antigen factors (HLA’s are a set of six genetic 

markers found on white blood cells), and antibodies is necessary to promote a successful 

transplant.21 The greater genetic similarity shared within each minority group increases chances 

of matching based on these three criteria and decreases waiting time for an organ. Reducing a 

minority group’s current greater demand relative to contribution would increase transplantation 

success for both that group and for society in general.23  

 

2009 Transplant Data Caucasian       African American   Hispanic         Asian      Total 

2009 US Population    199,851,000   39,641,000         48,419,000    14,014,000    307,007,000 

      65.1%   12.9%         15.8%        4.6% 

Deceased Donor—    4,918   1,100          998        173      7,248 

      67.9%   15.2%         13.8%        2.4% 

Waitlist—Kidney   36,285   32,130         17,023        6,602      93,877 

     38.7%   34.2%         18.1%        7.0% 

Recipient—Kidneya   4,758    3,368          1,531        572      10,442 

     45.6%   32.3%         14.7%        5.5%23  

 

Supply 

Of the organs transplanted in 2009, 23.2 percent came from living donors.23 The majority of 

people on the waitlist, therefore, depend on deceased donors for their transplants. However, not 

enough of the American public make the prospective, informed choice to give their body as an 

anatomical gift to society after they die in the hospital. This reality is true for both Caucasian and 

minority groups. 

 Kidney 
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90 percent of Americans say they “strongly approve of organ donation.” However, only about 45 

percent have ever discussed donation with their families or would be willing to give permission 

to donate a family member’s organs.3 Fewer than 20 percent of Americans carry signed organ 

donor cards.25 Current behavior both within and without the family (i.e. discussing organ 

donation and other end-of-life matters) and without does not reflect the goodwill that Americans 

possess. Family opposition to donation after a loved one’s death further worsens the organ 

donation shortage.  

 

Supply—Positive Trend 

A robust literature details lower donation rates among minority populations as measured by 

proxy though donor card possession rates or verbally-stated intent to donate. Raw data obtained 

from the OPTN (see Transplant Data—2009 vs. 1999) suggests, however, that—at least in recent 

years—minority populations donate in rates proportionate to their makeup of the entire United 

States population. For example, African Americans comprised 12.9% the United States 

population in 2009; in that year, they constituted 16.2% of individuals who gave their organs for 

donation after death.34, 23  

 

In the past decade, there has been a general increase in donation rates (37.7% increase between 

2009 and 1999 levels). African Americans, Hispanics, and Asians have all contributed to this 

trend. Between 2009 and 1999, they showed 104.2%, 67.0%, and 62.7% increases, respectively, 

in their posthumous donation rates.23 These increases may be the fruit of many outreach 

programs and many other educational endeavors.22  
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However, disparities still exist between races in socioeconomic status, beliefs, and medical 

access and education. In addition, although organ donation from minority populations has been 

increasing, absolute donation levels are still too low to keep pace with the ever-lengthening 

organ waitlist.23 Strategies to increase organ donation must continue to address minority status 

disparities to maintain the positive donation trend and to boost organ matching success. They 

must also focus on the general public and promote organ donation as a social responsibility. 

 

Transplant Data23    Caucasian        African American   Hispanic    Asian    Total 

(2009 vs. 1999) 

 

US Population          65.1%            12.9%       15.8%    4.6%      307,007,000 (100%) 

 1999          71.9%            12.1%       11.5%    3.7%      272,691,000 (100%) 

Deceased Donor      5,366 (66.9%)    1,301 (16.2%)      1,098 (13.7%)  192 (2.4%)   8,022 (100%) 

 1999          4,373 (75.1%)    637 (10.9%)      612 (10.5%)      118 (2.0%)  5,824 (100%) 

% ∆ Donation          22.7%           104.2%               67.0%    62.7%   37.7% 

(Since 1999) 

Waitlist Additions   30,311 (55.2%)  12,700 (23.1%)          8,247 (15.0%)  2,770 (5.0%)  54,864 (100%) 

 1999          27,192 (65.3%)  7,964 (19.1%)      4,342 (10.4%)  1,517 (3.6%)   41,643 (100%) 

%∆ Waitlist Ad’ns  14.7%            63.2%       96.2%    88.7%   31.7%   

(Since 1999)       
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Supply—Differences among Groups 

Various circumstances affect whether or not a person chooses to become an organ donor. 

Ethnicity has historically been an influential factor. Manninen et al showed that, of a national 

representative sample, 29.8% of Caucasians carried an organ donor card—a proxy for organ 

donation awareness and intent—while only 12.9% of all other races did so.16 Although current 

levels of donation by ethnic groups suggest equalization in contribution over time (and less 

drastic differences in actual donation between Caucasians and minorities than 29.8% compared 

to 12.9%), it is still beneficial to examine differences among groups. Strategies that influenced 

equalization addressed these differences and should continue to do so. 

 

Manninen et al found that 18-24 year olds represented the age group with the lowest percentage 

of donor card holders (at 14.5%). 10.7% of people who did not graduate from high school held 

such a card (compared with 26.4% of those who pursued education after high school). Finally, 

15.8% of those who made between $10,000 and $14,999 held a card, while 28.6% of those who 

made between $35,000 and $39,999 held an organ donor card.16 Age, education, and income 

level are factors in donation rates. 

Statistic  % Card Carriers Statistic   % Card Carriers 

Race      Education   

 Caucasian 29.8%    <High School Graduate 10.7% 

 Other  12.9%    High School Graduate  15.3% 

Age       > High School Graduate 26.4% 

18-24  14.5%   Income ($) 

25-34  20.9%    <10,000   17.9% 

35-44  25.4%    10,000-14,999   15.8% 

45-54  18.1%    35,000-39,999   28.6% 

55+  17.5%    >40,000   30.1% 
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The average household from a racial minority background possesses many of these “low donor 

card holder rates” characteristics. The 2006 census data show that racial minorities have greater 

birth rates per 1,000 population than the 13.7 rate for Caucasians. A greater birth rate suggests a 

relatively greater portion of the population in the 20-24 age range than, for example, the 35-44 

range. 2009 census data confirm this suggestion. Census data from 2008 show that the major 

racial minorities listed below have a lower rate of high school graduation than the 87.1 percent 

rate for Caucasians. The 2007 census offers similar data on race and mean income.34 These three 

factors act in conjunction with race to influence a person’s and his family’s decision to donate. 

 

Statisticb      Caucasian Black  Hispanic  

Birth Rate Per 1000 Population (Births/1000) 13.7  16.8  14.9c  

Age Group 20-24 (per age year) (%)   6.5 (1.3) 8.2 (1.7) 8.0 (1.6)  

Age Group 35-44 (per age year) (%)   13.1 (1.3) 13.7 (1.4) 14.5 (1.5) 

Education: High School Graduate or More (%) 87.1  83.0  62.3   

Mean Income (Dollars)    82,043  53,605  52,972  

 

 

 

 

 

 

 

 

                                                           
b Asians as a whole do not possess the characteristics of populations least likely to carry organ donor cards; 
instead, culture may be the deciding influence in low donation levels (see Religious/Cultural Misconceptions 
and/or Standards). 
c Census gave 14.9 birth rate per 1000 population for Native Americans, Inuits, etc; Hispanic not listed. 
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The Role of the Family 

There are two major time frames in which the family of a potential organ donor may affect that 

individual’s decision to donate. Each raises important ethical issues: respect for autonomy 

around the time of the individual’s death and informed choice during the individual’s life. 

 

Around the Time of the Individual’s Death 

Common media through which an individual may express his desire to donate his organs include 

the driver’s license, an advance directive, and a signed donor card.17 Regardless of the 

individual’s wishes, medical care centers—via organ procurement organization representatives 

or consulting health care practitionersd—consistently seek the consent of the family before 

initiating the procurement process.25 Fear of lawsuits and bad publicity may play a role in this 

behavior; however, most people simply would not feel “right” to procure organs without the 

consent of the next of kin.3 The family, therefore, has a significant role in organ donation. 

 

Many scenarios involve the family in the decision process to ultimately procure organs from an 

individual. The family may help the medical team establish the person’s medical or behavioral 

history. The team will discuss with the family any documented intentions to donate made by that 

person.28 In cases where his intentions are undocumented, the medical team relies on the family 

to make a decision based on the individual’s wishes  stated or implied during life. Often, families 

who believe that the person had desired to donate consent to do so.31  

                                                           
d Either organ procurement organization representatives dealing specifically with organ procurement or consulting 
health practitioners may approach the family about organ donation. The latter group includes physicians, nurses, 
and physician assistants employed by the hospital. It is noted that the primary physician who treats the patient and 
declares time of death rarely also broaches the subject of procurement with the family. The consulting health 
practitioner is not involved in the patient’s end-of-life treatment. There is no conflict of interests on whether to 
provide the best possible treatment for a patient or to obtain the family’s permission for organ donation for the 
sake of patient(s) waiting for a transplant.3  
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An ethical problem arises, however, when the person has expressed his desire to donate his 

organs, yet the family is reluctant to give consent. The medical team must balance respect for the 

deceased person’s prior wishes with acknowledgment of a transfer of property (i.e. the right to 

the individual’s body) to the family upon death.36 The family, clinging to a hope that their loved 

one is not actually brain-dead, may wish to pursue more aggressive treatment. The family, citing 

its own fears or cultural beliefs, may refuse to give consent. Distress upon hearing that the loved 

one had died, dissatisfaction with the physician’s communication—all of these factors may play 

a role in determining how the family acts.35 

 

In this scenario, the medical team could ultimately either procure the patient’s organs (in line 

with the patient’s documented wishes) or not (in line with the family’s wishes). Disregard of the 

family’s wishes results from motivation based on principles. Respecting a patient’s autonomy is 

a core principle of medicine, and organ donation represents the patient’s final decision on what 

to do with his body. Disregard of the individual’s wishes results from motivation based on 

practicality. By doggedly following the individual’s expressed wishes prior to death, the medical 

team risks alienating the surviving family members—to whom it may also owe care.  

 

In practicality, the physician may accomplish much in terms of addressing the family’s 

psychological best interests but little for the patient—outside of respecting the deceased patient’s 

body. The deceased can longer show understanding or give consent. In fact, no treatment would 

better his condition. Disregard of the deceased’s wishes suggests that his prior wishes are 

insignificant after death. Many people, family members and physicians alike, would disagree that 

an individual’s right to decide what to do with his body stops at death.36 
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Influence on the Individual throughout Life 

The family influences the individual throughout his life. Parents often pass their beliefs on to 

their children through three methods: direct interaction, identification, and transmission of family 

stories.24 The latter two are especially effective for individuals of minority ethnicity. Discerning 

physical traits identify them better with one group than with the majority; a specific history 

makes shoulders shudder in certain moments and the heart swell with pride in others.  

 

Common reasons given for not consenting to organ donation fall in two broad categories: 

mistrust of the medical system and religious/cultural fears and/or standards. These reasons may 

both convince a family to refuse donation at the time of a loved one’s death and, passed down 

from family, influence the individual during his lifetime to not consider or to reject donation. 

 

Mistrust of the Medical System 

Fears about organ donation pose enormous barriers for people of all races in consenting to organ 

donation. A Gallup Poll listed the following top five reasons for not signing organ donor cards.  

1. They might do something to me before I am really dead; 

2. Doctors might hasten my death; 

3. I don’t like to think about dying; 

4. Family might object; and 

5. Too complicated to give permission.3 
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The top two reasons represent mistrust of the medical system. Literature investigating African 

American, Hispanic, and Asian attitudes towards donation consistently notes the correlation 

between suspicion over actual time of death and reluctance to donate.1, 6, 16, 18, 19, 27, 28, 30, 31 Brain 

death, the criteria used to determine death, may be responsible for a large part of this suspicion. 

Families often perceive brain death as a still-living state before true death sets in. Instead, 

families may believe that cessation of a heartbeat mark true brain death.7 Many people also fear 

that physicians will not save the lives of declared organ donors in order to procure organs for 

other patients.19 Another reason for mistrust consistently listed in studies is inequitable allocation 

of procured organs at the expense of the minority group.18, 19, 30  

 

The Tuskegee Syphilis Study is frequently cited by those conducting surveys on mistrust of the 

medical system.27 In this 40-year-long and ill-advised “study,” investigators withheld medical 

information and treatment from almost 400 syphilitic African American men. Identification as 

African American, in this case, resulted in medical neglect, abuse, and exploitation.5 

 

Brandon et al doubt that the twentieth century Tuskegee study stands out in most African 

Americans’ minds as a driving force to distrust medical procedures such as organ donation. 

African Americans and Caucasians demonstrate comparable knowledge of the study. 41.7% of 

African Americans and 44.6% of Caucasians reported awareness of the Tuskegee study; of those 

who recognized the study, many possessed various misconceptions about it.6  
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However, 76.6% of all African Americans surveyed—compared to 47.2% of all Caucasians 

surveyed—feared that an event described as the Tuskegee study could occur today. The greater 

degree of mistrust in African Americans still existed when Brandon et al compared individuals of 

similar age, sex, income, and education.6 Incidents like the Tuskegee study fall under the type of 

broader past experience—personal and historical—that, tempered by education and income, 

shapes the minority individual’s relationship with medicine.16 These experiences collectively 

influence African Americans, Hispanics, and Asians to distrust or believe in medical equity.18, 19, 

27, 30 

Knowledge about Tuskegee among respondents aware of the study 
Question   Responses  African American Caucasian Pvalue 
Study Start Decade  1890’s   4.9%   0%   
    *1930’s  63.4%   65.9%  .294 
    1950’s   24.4%   31.75% 
    1970’s   7.3%   2.4% 
Study End Decade  1930’s   6.0%   4.9% 
    1950’s   47.05   41.5% 
    *1970’s  32.5%   46.3%  .421 
    1980’s   14.5%   7.3% 
Conducting Organization *USPHS  25.3%   26.8%  .898 
    Tuskegee Institute 29.1%   26.8% 
    Johns Hopkins  5.1%   2.4% 
    US Army  40.5%   43.9% 
Source of syphilis infection Researchers  75.3%   52.8% 
    *Already had it 24.7%   47.2%  .019 
Possibility of reoccurring Yes   76.6%   47.2%  <.001 
    No   17.9%   43.8% 
*Correct answers 

 

Religious/Cultural Misconceptions and/or Standards  

Religion is a major influence in the lives of Americans. The vast majority of Caucasians (78%), 

African Americans (85%), and Hispanics (84%) are Christians. Religious affiliation within 

Christianity may be further divided. Caucasians (53%) and African Americans (78%) are mostly 

Protestant Christians. Most Hispanics (58%) identify themselves as Catholic Christians.15  
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Religion has a unique influence on people’s decision in organ donation. Investigators have found 

that religiosity correlates negatively with willingness to donate.19 The Mayo Clinic lists “organ 

donation is against my religion” as a top reason for not donating.17 Yet, religion and organ 

donation both promote the ideal of altruism and the desire to help others. Outreach programs 

often work with churches and other religious institutions to promote organ donation. 

 

Most major religions do, in fact, encourage organ donation directly or view it as a matter of 

personal conscience. Protestant Christianity (the major religion of Caucasians and African 

Americans) is divided into many denominations. The Southern Baptist, the largest Protestant 

Christian denomination in the United States, and many others support organ donation as an act of 

charity.11 In 2000, Pope John Paul II reiterated his support for organ donation as “a genuine act 

of love.”9 He encouraged Catholics (including the majority of Hispanics) to accept organ 

donation as a “challenge to their generosity and fraternal love.”11 

 

Asians differ from the three other racial groups in religious membership. They report the highest 

rates of both religious non-affiliation (23%) and affiliation with non-Christian religions (30%).15 

Traditional Buddhist and Hindu views of death have considered it to be a prolonged process. Of 

the eight stages of death, the last four begin when breathing stops and finally end when the 

consciousness leaves the body. This process may take up to three days to complete.1 Organ 

donation, in order to maintain organs in a healthy state, would require asking families to donate 

immediately after brain death but before the freeing of consciousness. Shintoists show even 

greater reluctance to donate. They view injuring the dead body, regardless of brain death or 

consciousness possession, as a serious crime.11 This is consistent with much of Asian culture. 



15 
 

Ancestry ideals heavily permeate Asian culture. For example, for thousands of years, the Chinese 

stressed biological continuance.1 A person’s elders and ancestors gave him his life and made 

many sacrifices so that he could have the luxuries he currently possessed. The person would in 

turn give his own offspring life, thus continuing the lives of the ancestors. The body was a gift 

from the individual’s parents. Upon death, it was obligatory to return the body whole. 24  

 

Concern over bodily integrity, also noted as relevant to African Americans and Hispanics in 

respect to presentation of the body during the funeral,18 correlates negatively with willingness to 

donate.1 This concern may be analogous to the Tuskegee study in influence on the family. Older 

generations may possess the concern or remember the study themselves. Although the younger 

generations may not actually believe in biological continuance or know about historical events 

like the Tuskegee study, they have assimilated the beliefs and broad history of the older 

generations. Family is the primary vehicle through which beliefs are passed down.14 

 

End of Life Experience 

Regardless background, families that have seriously discussed end-of-life matters tend to have 

positive attitudes towards organ donation.18 Most Americans, however, do not voluntarily 

contemplate end of life decisions.25  Personal experience with terminally ill friends or family 

often prompts people to think about their own end of life treatment and to plan accordingly.16 

 

Facing a Loved One’s Death      % of Total 

Recent experience with terminal illness of loved one   42% 

Issue of stopping medical care came up     23% 

Helped in making life and death decisions     10% 
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Experience with a Loved One’s Treatment 

Resulting Personal Action  Treatment Decision Illness in Past 5 Years  None 

Given much thought to end-of-life treatment    64%   45%   28% 

Written down own treatment wishes     46%   32%   24% 

Done a living will       45%   34%   28% 

Talked with spouse about their treatment    85%   76%   65% 

Talked with parent about their treatment    77%   61%   48% 

 

This Pew study showed that 28% of Americans with no major experience in dealing with a loved 

one’s health had given much thought to end-of-life treatment. On the other hand, the experience 

of deciding treatment for a loved one galvanized 64% of people to reflect on their own treatment 

preferences. Awareness of end-of-life options promoted discourse within the family (spouse, 

parent, etc).16 In a study reviewing 11,555 cases for organ donation, Siminoff found that families 

that had explicit discussions with now deceased individuals about donation were more likely to 

consent to the process (consent rates of 65.9% with explicit discussion and of 34.1% without).31 

 

Contemplation of and education about end-of-life decisions throughout life would encourage 

both the individual to consider organ donation and the family to recognize such an option. 

Strategies to address the organ donation shortage should promote discourse (on organ donation 

and other end of life concerns) within families as well as between the physician and the patient.  
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Strategies to Address the Shortage 

Care for Both the Individual and His Family at the End of Life 

The recently revised Uniform Anatomical Gift Act gives physicians more power to uphold the 

individual’s wishes over the non-consent of the family.20 It challenges the current paradigm 

where the next of kin may effectively veto the previously expressed wish of the decreased 

individual to donate his organs. However, it is still difficult to imagine that health care 

practitioners would be willing to push organ donation so much as to disregard relationships with 

the surviving family members. In addition, the act only addresses the relatively uncommon 

scenario where family members reject their loved one’s wish to donate. The more common 

situation is that the individual’s wishes are unknown.28  

 

Care at the End of Life—Family-Medical Team Interaction 

In their 2001 review of 11,555 possible organ donation cases, Siminoff et al found that certain 

variable values correlated positively with donation in general. In this study, Caucasian families 

ultimately consented to donation more often than those from minority backgrounds (61.4% vs. 

38.6%).31 This is consistent with OPTN data and the past decade’s equalization in contribution. 

Other factors also influenced increased consent rates in both Caucasian and minority families. 

 

Strategies used around the end of the person’s life should incorporate Siminoff’s findings. A 

non-physician health care practitioner should initiate the donation request. Separation of the 

primary physician responsible for the individual’s care during life from the task to seek donation 

after death absolves the physician from real and perceived conflict of interest. Family members 

are more confident that the physician did not try to hasten their loved one’s death.  
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An Organ Procurement Organization (OPO) representative should then follow up. Although 

some health care providers may feel comfortable answering questions about donation, a 

significant number may not—much less possess the breadth of non-medical knowledge that OPO 

representatives do concerning organ donation. Families who meet with OPO representatives for 

longer periods of time and who are more able to ask about donation-related topics are five times 

more likely to give consent.31  Hospitals may also implement policies to train grief counselors.35 

Together, these strategies would help reconcile the family’s need for closure (in addition to 

respect for the patient’s right to autonomy, had he desired to donate in opposition to his family’s 

views) with the desire to help others. 

 

Care at the End of Life—Financial Incentive 

Policymakers have prohibited commerce in human organs.22 The reasons are two-fold. One, 

organ donation should indeed be the fruit of the desire to help others and be altruistic in nature. 

Two, attaching a dollar amount to organs turns them into commodities (rather than gifts). In 

order to obtain these high-demand commodities, disadvantaged populations may be taken 

advantage of. Villivakkam and Pallipalayam—two towns in India—pose as disturbing cases. 

During the 1990’s, there was great surge in transplant kidney demand. Agencies took advantage 

of these two towns’ lack of regulation and poverty-ridden residents. 12 In Villivakkam, not only 

were debt-ridden women targeted for illegal harvesting, they only received half of the agreed-

upon compensation (equaling about $500) and no post-operation contact.8, 12  
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Illegal organ trade has risen since the 1990’s in response to growing international demand. In 

2004, international police forces broke up an organ trafficking ring that had exploited more than 

100 impoverished residents of Durban, Brazil.29 In early 2010, several speakers in a news 

conference on Capitol Hill charged China with the execution of over 9,000 Falun Gong-

practicing prisoners for organ harvesting over the past decade.10 Later that year, police broke up 

an international organ-trafficking network based in Kosovo.5  

 

Much money is involved in organ trafficking. Donors have reported to receive up to $6,000 

(years’ worth of earnings for poverty-stricken people), and buyers of these illegal organs have 

paid between $100,000 and $200,000 for each transplant.29, 10, 5 Within the United States, 

financial incentives have been met with ambivalence. Incentives should not be large enough to 

motivate immoral or criminal behavior as what has happened in Villivakkam, Durham, China, 

and Kosovo.  

 

Programs undertaken in Pennsylvania suggest that small quantity reimbursements also do not 

effectively increase organ donation.22 In a recent survey, 81% of Pennsylvania households 

supported the idea of providing payments to with help funeral expenses.13 Such a payment 

would, in theory, maintain the altruistic nature of organ donation and aid the family members 

when laying their loved one down to rest. However, assessment of Pennsylvania’s Organ 

Donation Advisory Committee-sponsored Organ Donor Benefit Plan pilot suggests that such a 

financial incentive has little impact on donation rates.22  
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This pilot program, as part of Pennsylvania’s 1994 Act 102, hopes to boost organ donation via 

indirect $300 payment to donor families in the form of a funeral benefit or reimbursement to 

defray lodging and meal expenses.22 By 2004, participating hospitals accepted the $300 to defray 

lodging and meal expenses only. Cremation costs range from $800 to $3,000, and funerals runs 

upwards of $6,000.32 Use of the $300 within the hospital was logistically more effective than 

contracting outside cremation services and funeral.22  

 

Between 2002 and 2006, the pilot program expended $95,276.12 for the family of one deceased 

organ donor and for 473 living donors and their families.22 Between 2002 and 2006, there were 

2,683 deceased organ donors and 2,045 living donors.23 Only one of 2,683 deceased donors’ 

families benefited from the pilot program.e It is possible that the $300 was not incentive enough 

for non-donating families to agree to donate. It is possible that $300 in the guise of gratitude took 

away from the donor families’ sense of altruism (i.e. they were too polite to accept the $300 or 

they were offended enough to decide not to donate).  

 

Organ donation should remain free from financial incentives. This would avoid a 

disproportionate increase in “donation” from disadvantaged groups, including minority 

populations, and keep donation categorized as an endeavor that helps others. Other strategies to 

promote organ donation would transform the fear or mistrust people have towards donation into 

a sense of social responsibility. 

 

                                                           
e 473 out of 2045 living donors made use of this program between 2002 and 2006. This may seem like a significant 
justification for the program; however, these donations were mostly kidneys (and a few livers) for transplants 
within families. These are different from lung, heart, intestine, etc in addition to kidneys and livers transplants 
from deceased donors to general members of society on the waitlist. 
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Promoting Discourse over End of Life Matters 

The Organ Donation Advisory Committee runs other programs in addition to the Organ Donor 

Benefit Plan pilot. These include minority outreach partnerships, faith-based support, and 

secondary and post-secondary educational toolkit dissemination. For example, the Covenant for 

Life initiative approached 12 African American organizations in 2005 and was successful in 

committing four of them to hold one or more educational sessions. The initiative formed 

partnerships with five more minority organizations in 2006 and continues to expand. 

 

Programs like the Covenant for Life may increase organ donation levels. Since 2005, rates of 

organ donation from deceased have generally risen each year in Pennsylvania. Outreach 

programs may make minority populations more receptive to the idea of organ donation. 

 
Minority Deceased Donors   2009         2008 2007     2006 2005     2004 

Per Year     123        121 112     122  112     107 

Percent Increase    1.7%        8.0% -8.2%     8.9% 4.7%     -7.0% 

 

With the new push for universal healthcare in the United States, more people from disadvantaged 

backgrounds will be able and willing to seek medical care. Racial minorities, especially those 

with other traits of populations least likely to donate, will make up a significant portion of these 

new patients.4 The primary care physician will most likely be the one to establish the trust that 

will act as the foundation for these new patients’ attitudes towards medicine. Discussion on organ 

donation at the physician’s office will be secondary to quality care. However, new and current 

patients would both benefit from sitting down with the physician to discuss end-of-life matters.  
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The first meeting would occur after trust has been established for new patients or at a certain age 

for current patients. The physician would provide the information needed in order for the 

individual to make an informed choice. The person would draft his own advance directive, which 

the physician would also keep on file. In subsequent meetings every five years afterwards, the 

person could simply review and revise the advance directive. He could also revise his directive 

before the required five-year review to incorporate changes in beliefs, diagnoses, or prognoses. 

 

Personal experience with terminally ill friends or family has prompted people to think about and 

plan their own end of life treatment (see End of Life Experience). Requiring this advance 

directive would better inform the individual and most likely almost prompt discussion at home. 

Discussion at home may range from griping to serious conversation; regardless, this policy 

would encourage family members to discuss with each other their end of life wishes—reducing 

conflict of ideals at the end of an individual’s life. This idea would fit well under the Patient 

Self-Determining Act that currently requires health institutions to provide information about 

advance directives to adults upon their admission.2 

 

Forcing people to contemplate their own mortality is a delicate matter and will vary with each 

person. This action is appropriate to consider, however, because of the greater access to medical 

care that people will soon receive. Racial minorities will make up an important portion of new 

patients. Challenges in forming relationships between this group and the medical team include 

mistrust as well as cultural or language barriers. Cementing the family’s and the individual’s 

trust in the health care system is key to addressing the organ donation shortage. 
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