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Strengthening Global Efforts to Combat Organ
Trafficking and Transplant Tourism: Implications
of the 2018 Edition of the Declaration of Istanbul
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Marta López-Fraga, PhD,4 Rudolf García Gallont, MD,5 Elmi Muller, MD,6 and Alexander M. Capron, LLB7

Abstract:The 2018 Edition of the Declaration of Istanbul on Organ Trafficking and Transplant Tourism (DoI) provides an updated
set of principles and definitions to guide policymakers and health professionals working in organ donation and transplantation. A
draft of the new edition was circulated to the public and transplant professionals through an online consultation process, which
also sought feedback on a draft explanatory article that explained the principles and discussed some of their practical implications.
Both drafts were revised in response to feedback from participants in the consultation. We present here the discussion article,
which is intended to assist stakeholders in applying the principles of the DoI by providing more detailed information about the
meaning and potential implications of implementing the DoI in various contexts.

(Transplantation Direct 2019;5: e433; doi: 10.1097/TXD.0000000000000872. Published online 22 February, 2019.)

The Declaration of Istanbul on Organ Trafficking and
Transplant Tourism (DoI) was adopted in 2008 at an in-

ternational meeting organized by The Transplantation Society
and the International Society of Nephrology.1 Two years later,
these sponsors established the Declaration of Istanbul Custo-
dian Group (DICG) to oversee dissemination of the document
and to aid professional societies and governments in combat-
ting organ trafficking.2 In 2017, the DICG began the process
of reviewing and updating the DoI to ensure that it provided
clear and current guidance for policymakers and health

professionals working in organ donation and transplanta-
tion. The new edition of the Declaration, which was released
on July 1, 2018, at the International Congress of The Trans-
plantation Society in Madrid, drew on feedback from an on-
line public consultation on a draft of the revised Declaration,
prepared by an ad hoc working group established by the
DICG.3 The 2018 Edition4 provides updated definitions of
key terms (seeBox A), and amore clearly structured and suc-
cinctly worded set of principles. A decision was made during
the update process to move the set of practical “proposals”
that had been part of the 2008 Declaration into a companion
article that would also explain concepts, offer justifications
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for normative positions, and provide examples of how the
Declaration can be applied in practice. The final version of
that document is presented here.

Aim and Scope of This Article

The aim of developing an explanatory document to sup-
port the new edition of the DoI was to provide space for ex-
planation and discussion of the principles and their potential
application in different contexts. In the decade since the pub-
lication of the original DoI, it has become evident that some
health policymakers and health professionals find it challeng-
ing to apply international ethical principles relating to dona-
tion and transplantation in the context of their local health
system, culture, and societal norms. Although the guidance
provided by this article is not specific to any particular setting,
it aims to show how the principles may be applied, acknowl-
edging that several factors may influence application of partic-
ular principles and that the outcomes of application may vary.
The DICG recognizes that diversity in policies and practices is
not necessarily inconsistent with the global ethical standards
reflected in the DoI and other international ethical frame-
works, such as theWorldHealthOrganization'sGuiding Prin-
ciples on Human Cell, Tissue and Organ Transplantation.5

This article, prepared as part of the process of updating the
Declaration, is intended to facilitate application of its princi-
ples and should be considered as a companion document to it.

Summary of the Public Consultation on This Article

The DICG included a draft of this article in the public con-
sultation process that it organized in formulating the 2018
Edition of the Declaration. All participants in the public con-
sultationwere invited to review the draft and provide feedback
on each section. More than 200 individuals and organizations
provided comments and suggestions on the draft of the Decla-
ration itself, of whom 27 also provided feedback on the draft
of this explanatory article. The difference in response is prob-
ably due to two factors. First, the Declaration holds greater
significance for members of the DICG and representatives of
the professional societies that have endorsed the Declaration
who comprised the majority of participants in the consulta-
tion. Second, the greater length of the explanatory article, rel-
ative to the text of the Declaration, made providing feedback
on it a more onerous task, especially for respondents from
non–English-speaking backgrounds.

The authors made revisions to this article in the light of the
comments and suggestions received, not only on the draft ex-
planatory article but also on the draft of the Declaration. In
particular, much of the feedback on the definitions and prin-
ciples in the Declaration was useful to us because in revising
this article we were able to address a number of questions
raised about the meaning of various parts of the text of the
Declaration and about the practical implications of applying
the DoI.

Principles

Principle 1

"Governments should develop and implement ethically
and clinically sound programs for the prevention and treat-
ment of organ failure, consistent with meeting the overall
healthcare needs of their populations."4

To achieve the objectives of organ donation and transplanta-
tion in an efficient and effective manner, these activities should
arise from each nation's overall health policies and programs,
especially those in primary care and public health that aim to re-
duce the incidence and burdens of chronic conditions that lead
to end-stage organ failure and the need for transplantation.

In all countries, investment in public health programs
for screening, prevention, and treatment of conditions that
may lead to organ failure, such as viral hepatitis, hypertension,
and diabetes, should be prioritized. Prevention is not only
more cost-effective; it also reduces the burdens of ill health as-
sociated with organ failure and of donation and is particularly
important in countries where treatment for end-stage organ
failure may not be available.

Even with technical assistance, some countries may not
currently have the means to create and sustain organ dona-
tion and transplant programs. For countries attempting to
provide treatment for organ failure, transplantation is often
the preferred, and sometimes the only, treatment for medi-
cally suitable patients. To minimize morbidity and mortality,
transplant services, which are typically more cost-effective,
should be established alongside programs that treat and
maintain such patients, such as dialysis programs for those
with end-stage kidney disease. Policies and procedures should
be developed and implemented to maximize the number of
organs available for transplantation, consistent with the
principles of the Declaration.

In collaboration with healthcare institutions, health pro-
fessionals, international organizations, nongovernmental or-
ganizations, professional bodies, and governments should
take appropriate actions to establish and increase deceased
organ donation to meet needs for transplantation. Countries
that have initiated transplantation but have not established
programs of deceased organ donation should adopt legisla-
tion and regulations (see Principle 5) and create the necessary
infrastructure. In all countries in which transplantation ser-
vices are offered, the therapeutic potential of deceased organ
donation should be maximized to reduce the burdens on liv-
ing donors and to enable transplantation of organs that can-
not be obtained from living donors.

Countries with well-established transplantation and living
and deceased donation programs are encouraged to share in-
formation, expertise, and technology with countries seeking
to establish or improve their own programs. Key components
of effective programs include a legal framework that supports
organ recovery (including from deceased donors) and trans-
plantation, essential hospital infrastructure including intensive
care facilities and tissue-typing laboratories, transparent trans-
plant waiting lists, deceased donor and transplant registries,
public education and awareness programs, health professional
education and training, and defined responsibilities and ac-
countabilities for all stakeholders in the national organ dona-
tion and transplant system. The act of donation, both living
and deceased, should be honored by society and acknowl-
edged by representatives of the government and civil society.
The advancement of clinical, basic science and social science
research in donation and transplantation is also essential for
continued improvement in this field.

Principle 2

"The optimal care of organ donors and transplant recipients
should be a primary goal of transplant policies and programs."4
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Organ transplantation is an advanced medical therapy
that was developed as a means of saving lives and improving
health in patients with organ failure. The contributions of or-
gan donors are essential for the success of transplantation.
Present demand for organ transplantation exceeds the avail-
ability of organs obtained fromdeceased donors. Utilizing or-
gans, in particular kidneys, from living donors enables more
transplants to be performed; however, such efforts to pro-
mote the health of transplant recipients must be balanced
by concern for the well-being and interests of potential organ
donors. Thus, the best possible care must be provided not
only to transplant recipients but also to donors (see Box B),
and consent must be obtained prior to transplantation and
donation procedures (see Box C).

Protection of prospective transplant recipients and living
donors begins during the evaluation process, which, guided
by established professional norms, aims to determine their
medical and psychosocial suitability for donation or trans-
plantation, their understanding of the process, and the volun-
tariness of their consent, and also aims to detect signs that
may indicate involvement in organ trafficking, trafficking in
persons for the purpose of organ removal, and/or transplant
tourism.6,7 Such signs may include errors or discrepancies in
the documentation identifying prospective donors and recip-
ients; lack of evidence of a relationship between the prospec-
tive donor and recipient despite claims of consanguinity or
close emotional relationship; social relationships between
the intended donor and recipient in which the recipient (or
their relative) is in a position of power over the donor (or a
relative of the donor), for example, employer or work spon-
sor; or refusal to permit the prospective donor to speak inde-
pendently with healthcare staff.

Promoting the health and well-being of recipients and do-
nors also requires a commitment to ensure that adequate
long-term care is available to these individuals. Neither living
organ donation nor transplantation is merely a surgical pro-
cedure. These procedures should not be performed in the
absence of sufficient guarantee of follow-up care and access
to necessary health resources such as immunosuppression.
A health professional who performs an organ transplant or
procures an organ from a living donor has an obligation to
ensure that continuity of care is available for the recipient
or donor, which means ascertaining the existence of funding
or insurance coverage for such care.When donor and/or recip-
ient have traveled to obtain the transplant, the professional's
obligation includes appropriate coordination with the physi-
cians and others who will provide medical follow-up in the
country of residence of the recipient or donor, who must be
given the necessary medical records to take back with them.
Efforts to promote the well-being of donors should also en-
compass efforts to remove financial burdens of donation
(see Principle 4). An appropriate framework of donor and
transplant recipient care should also include collection of
data relating to outcomes of donation and transplantation
to enable evaluation of practice and to inform improvements
to care (see Principle 6).

Care and concern for the well-being of fellow human be-
ings should guide donation and transplantation. In contrast,
the prospect of financial gain drives organ trafficking, traf-
ficking in persons for the purpose of organ removal, and
transplant tourism, which results in conflicts of interest that
undermine respect for the ethical norms of healthcare. The

financial interests of healthcare professionals and institutions
should never override the primary objective of providing op-
timal care for both donors and recipients (see Principle 3).

Principle 3

"Trafficking in human organs and trafficking in persons
for the purpose of organ removal should be prohibited and
criminalized."4

Trafficking in human organs and trafficking in persons for
the purpose of organ removal violate the fundamental ethical
values that are essential for successful and sustainable dona-
tion and transplantation programs. Trafficking practices
frequently intersect with broader societal and global issues
that create vulnerable populations, such as extreme poverty,
armed conflict, forcedmigration, and corruption in healthcare
and law enforcement systems. Society at large, together with
governmental authorities and health professionals, must there-
fore collaborate in efforts to address the factors that underpin
trafficking and respond to instances of trafficking. Legislation
provides a framework for governance of transplant practices
that makes clear the commitment of government and society
to ethical practice.

No matter how financial incentives, payments, or rewards
are described, presented, or delivered, their use violates re-
spect for persons by treating the human body and its parts
as commodities and hence constitutes trafficking in organs.8

The financial gain or comparable advantages that are offered
or provided to people in exchange for organs can take differ-
ent forms. If people are offered cash, goods, or services with a
monetary value in exchange for organs, this confers a finan-
cial gain or comparable advantage upon the recipient of such
material benefits. Financial incentives that encourage people
to consent to be a living donor or to authorize organ removal
from a deceased relative constitute payment for organs. This
is the case irrespective of who makes the offer or provides the
payment or “reward” and how and when the payment is
made, and regardless of whether a direct payment is made
and how it is described. Although providing financial incen-
tives for donation is sometimes presented as an act of “char-
ity” or an expression of gratitude, such payments actually
exploit the economic vulnerability of potential living donors
and deceased donor families and expose them to physical,
psychological, and social harm.9 Furthermore, offering pay-
ments for organs undermines justice by reinforcing rather than
reducing socioeconomic inequities; it targets the poor as a
source of organs and stigmatizes donation. It also compro-
mises the ethics of themedical profession and the public's trust
in healthcare systems. Ultimately, it weakens the solidarity
needed for successful organ donation programs, thereby re-
ducing the number of organs offered altruistically.

Trafficking in persons for the purpose of organ removal,
aimed at taking organs from people bymeans of force, decep-
tion, or abuse of power, is the most heinous form of organ
trafficking. Many persons may be vulnerable to trafficking
as a result of their socioeconomic circumstances, such as pov-
erty, homelessness, indentured labor, citizenship status, civil
conflict, or migration.

Over the past 3 decades, numerous international bodies
have called for prohibitions on involuntary and paid removals
of organs, and the majority of countries have explicitly banned
and criminalized trade in organs and related activities.1,10-14

Most countries have also forbidden and criminalized trafficking
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in persons including for the purpose of organ removal. In recent
years, several countries have sought to strengthen national leg-
islation to address vulnerabilities that made it difficult to prose-
cute many of those who profit from transplant-related crimes.
As a result, trafficking in human organs and trafficking in per-
sons for the purpose of the removal of organs are recognized
as criminal offenses and punishable in an increasing number
of countries.

Laws governing trafficking in human organs and traffick-
ing in persons for the purpose of organ removal should aim
to hold those who profit from transplant-related crimes crim-
inally accountable and to protect those whomay be victims.6

The involvement of ‘donors’ or recipients in the sale or pur-
chase of an organ should be prohibited. However, it is for
national governments to decide whether to also criminalize
these persons for their involvement in these acts. Many peo-
ple who have been the victims of trafficking are financially
vulnerable and may face barriers to obtaining legal support.
The legal protections and social and medical support pro-
vided to victims of human trafficking should also be guaran-
teed for victims of organ trafficking. Such protections are
required under international human rights instruments13

and have the practical benefit of making it more likely that
these victims will come forward and report what has oc-
curred. Health professionals or others who provide informa-
tion to support investigation of suspected transplant-related
crimes should also be legally protected as whistle-blowers.

To be effective, legal prohibitions need to include a ban on
all types of advertising (including electronic and print media)
or brokering for the purpose of facilitating organ trafficking
or trafficking in persons for the purpose of organ removal.
Health professionals who intentionally facilitate trafficking,
including by failing to adequately evaluate prospective living
donors and transplant recipients or by knowingly removing
or transplanting trafficked organs, should be held criminally
accountable and not merely risk disciplinary sanctions for
professional misconduct.

Law enforcement agencies (inclusive of international agen-
cies) should receive specific training and guidance consider-
ing the diverse and subtle manifestations of these crimes
and should work on effective ways of ensuring cooperation
with health authorities in addressing these crimes.7

Principle 4

"Organ donation should be a financially neutral act."4

Just as donation should not enrich donors (or the next of
kin of deceased donors) financially, it should not burden
them financially. Achieving financial neutrality or, at the very
least, reducing the financial burdens of donation enables
more people to donate and improves equity in donation
and transplantation.

This principle emphasizes that the prohibition of trade in
organs and financial incentives for donation does not pre-
clude efforts to prevent financial injury to donors. As the
World Health Organization and other national and regional
bodies recognize, comprehensive reimbursement of verifiable
expenses related to donating an organ does not constitute
paying for the organ but is part of the total cost of treating
the recipient.5,9,12 However, although most health systems
that provide organ transplantation treat themedical expenses
of removing, preparing, and transporting a donated organ for
implantation as part of the cost of performing a transplant, not

all systems cover the costs related to donation, evenwhen their
laws permit such reimbursements. This may be due to the un-
availability of resources to cover all costs of donation. It may
also be due to the belief on the part of health policymakers,
healthcare institutions, or health professionals that providing
a payment to cover the costs of donation would violate the
prohibitions against trade in organs.

When kidney-paired donation programs were first being
developed, the question arose whether an exchange of kid-
neys amounted to the giving of “valuable consideration” to
obtain a kidney.15 Kidney-paired donations and organ chains
triggered by “Good Samaritan” (nondirected altruistic) do-
nors allow patients who are biologically incompatible with
a living related donor to exchange that donor's kidney for
one that would be compatible. So long as the donors or their
beneficiaries receive no financial gain or comparable ad-
vantage in exchange for their donation or participation in
a paired exchange, the principle of financial neutrality has
not been violated.16

For potential living donors, out-of-pocket expenses and
losses can include the costs of travel, lost income, the medical
costs of screening and evaluation to become a donor, and the
expenses of postdonation care17,18 (see Box D). Many of
these costs may be incurred even if donation does not take
place, for example if screening reveals that a potential donor
is not suitable. Donation-related expenses that the families of
deceased donorsmay face include charges for additional days
of care in an intensive care unit while the potential donor is
maintained pending a determination of death or additional
tests to determine eligibility to donate.

The prospect of having to pay such expenses and bear such
losses can be amajor deterrent for many people who are con-
sidering donating an organ. Indeed, in some cases, these costs
may prevent donation. It is therefore important that the au-
thorities charged with overseeing the transplant system en-
deavor to reduce, and ideally eliminate, donation-associated
financial burdens.

The scope of reimbursement for the expenses incurred by
living donors or families of deceased donors, including out-
of-pocket costs and lost earnings, should be clearly defined
by law, transparently administered, and carefully communi-
cated to people making a decision about donation.19 Specify-
ing items for reimbursement may not be appropriate within
legislation since these may change over time. However, it is
important to establish a legal framework that upholds the
principle of financial neutrality and that will support the im-
plementation of transparent and efficient systems to assist do-
nors in avoiding or recovering costs. In implementing these
systems, due care must be taken to avoid reimbursements be-
coming inducements. For example, providing a fixed sum for
lost income may attract persons with no or low wages as do-
nors; a policy covering only actual, documented losses and
expenses is therefore required to avoid creating a financial in-
centive. To fulfill the obligation to provide care for donors
(see Principle 2), donors may be provided additional health
insurance to cover donation-related events, or free access to
long-term follow-up care where these protections are not as-
sured as part of universal health coverage. However, offering
special benefits not related to donation in exchange for dona-
tion, such as general health insurance coverage in a country
where such insurance is not universal, the payment of funeral
costs of a deceased donor, an income tax credit, or a tuition
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voucher, is inconsistent with the principle of financial neu-
trality. By saving donors or donor families the expenses that
they would have faced regardless of having donated an or-
gan, these financial benefits violate the ban on providing a fi-
nancial gain or comparable advantage to organ donors.9

Coverage of upfront costs associated with living donation
is currently limited in most countries, in particular with regard
to payment of lost wages. Where limited resources are avail-
able to reduce costs, a system to allocate these resources should
be implemented that promotes equitable access.Where it is not
possible to completely cover all costs, thus leaving some living
donors financially worse off after donation, this does not nec-
essarily mean that living donation is ethically unacceptable.
Just as living donors may incur some risks of physical and psy-
chological harm to fulfill their desire to donate, theymay incur
some risk of financial injury when these are risks that are un-
avoidable, judged proportionate to the expected benefits, and
voluntarily incurred.

Efforts to achieve financial neutrality for the living donor
should also address less direct financial burdens potentially
associated with donation, for example, discrimination
against donors in the context of employment and health in-
surance opportunities.20

Principle 5

"Each country or jurisdiction should develop and imple-
ment legislation and regulations to govern the recovery of or-
gans from deceased and living donors and the practice of
transplantation, consistent with international standards."4

Clear, consistent, and properly enforced laws are needed
to provide a framework for governance of donation and
transplantation practices, to communicate society's expecta-
tions with regard to organ donation and transplantation, to
establish accountability for those who transgress the princi-
ples and rules adopted, and to allow scrutiny and evaluation
of laws in the light of international standards and ethical
principles. The process of developing laws on organ donation
and transplantation requires governmental bodies to exam-
ine existing structures and rules to address technical as well
as ethical shortcomings.

Some of the components of the laws on living and deceased
organ donation and on the distribution and transplantation
of those organs will be universal and some particular to each
country, with its individual history, culture, and medical and
political systems. The particular features result from differ-
ences in the way healthcare is provided and financed (eg,
whether facilities that perform transplants must be specially
licensed or whether deceased donor organs are obtained
and distributed locally, regionally, or nationally in the first in-
stance). The universal featureswill be both technical (eg, the le-
gal standard for the determination of death) and ethical (eg,
the “dead donor rule”; the separation of the physicians who
care for a patient and declare death from the physicians who
participate in removing and transplanting organs after death).

Laws need to remove obstacles and disincentives to living
as well as deceased organ donation, assure the public of ade-
quate protections for donors and equity in allocation of organs,
and support transparency of donation and transplantation
practices to enable public trust and accountability of service
providers. Laws also enable health professionals to be confident
in the performance of their duties, for example by providing
clarity concerning the determination of death and organ

recovery after death. National legislation and regulations
must have at their core the principle of financial neutrality
and, in particular, the prohibitions on organ trafficking
and trafficking in persons for the purpose of organ removal,
as set forth in this Declaration (see Principle 3) and many
other international conventions and guidelines.

Principle 6

"Designated authorities in each jurisdiction should oversee
and be accountable for organ donation, allocation, and trans-
plantation practices to ensure standardization, traceability,
transparency, quality, safety, fairness, and public trust."4

Transplantation, which depends upon individuals to assist
in meeting the health needs of others through organ donation,
is a societal as well as a medical activity. Organ donation and
transplantation activities should be regulated and supervised
by identified agencies responsible for increasing the system's
ability to successfully meet the organ-replacement needs of
the population and for ensuring the system's fairness, safety,
and quality. The establishment of such authoritieswill also fos-
ter public trust, encourage participation in donation, and pro-
mote continued improvement in these activities.

As societal activities, transplantation and donation should
be governed by the principle of solidarity, which describes in-
dividuals working together to meet common challenges and
needs, and by human rights principles, which articulate the
basic protections that states must provide for individuals' lib-
erty, physical integrity, and welfare. Mechanisms are thus re-
quired to ensure that these principles and values are upheld in
practices and policies relating to donation and transplantation.

Meeting the goals of quality, safety, efficacy, and equity in
organ donation and transplantation requires the establishment
of a national transplantation system, governed by health au-
thorities or bodies designated by the government that is re-
sponsible for the supervision of all donation and transplant
activities carried out in the country. Such designated authori-
ties should be easily identifiable and readily accessible. They
should be given responsibility to authorize and monitor the
practice of organ donation and transplantation and to imple-
ment an effective framework for quality and safety through
standardization, traceability, vigilance, and transparency. Such
a framework should ensure that donation and transplantation
are carried out by suitably qualified healthcare personnel and
in accredited and properly equipped facilities; that organs are
traceable throughout the entire chain from donation to trans-
plantation, allowing the identification of donors, recipients,
and donation and transplantation centers; that adverse events
and reactions are accurately and rapidly reported and
managed; and that the organization, practice, and results
of donation and transplant activities are transparent and
open to scrutiny, with due regard for individual privacy
and confidentiality.

Essential mechanisms include national or regional regis-
tries to record and report all deceased and living donor trans-
plants, including those obtained by residents abroad, and all
living and deceased organ donations, including living do-
nations made by nonresidents. Financial investment should
be made by governments to establish or develop such regis-
tries and to ensure their quality and sustainability. Accred-
itation and auditing processes are also needed to ensure
that practices and outcomes in all centers are consistent
with national standards.

© 2019 The Author(s). Transplantation Direct. Published by Wolters Kluwer Health, Inc. Martin et al 5



Care for living donors and recipients (see Principle 2) should
be informed by short- and long-term data collected during
follow-up care and recorded in registries. Such data facilitate
evaluation of the consequences of donating or receiving an or-
gan. International collaboration to standardize data collec-
tion, to facilitate cross-border sharing of data, and to collate
global data on practices and outcomes should be optimized.7

Where possible, compiling harmonized data from the various
countries with living donor programs (such as the data sets
proposed in Council of Europe Resolution CM/Res(2015)11
on establishing harmonized national living donor registries
with a view to facilitating international data sharing21) would
allow designated authorities and healthcare professionals to
obtain sufficient information to define and secure proper
follow-up of living donors, document living donor prognoses
(safety/morbidity), and investigate causal relationships be-
tween predonation risk factors (body mass index, estimated
kidney or liver function, mild hypertension, etc.) and future
prospects, including cardiovascular events, kidney or liver
failure, and death.

Globalization has led to increasing movement of persons
between countries, and many people who have undergone
living donation or transplantation in their country of origin
or a transit country will require follow-up care ormonitoring
of long-term outcomes in new countries. International systems
of traceability and/or proactive communication between des-
ignated authorities in the countries concerned would facilitate
the establishment of effective transnational biovigilance sys-
tems for the reporting and investigation of any serious adverse
events or reactions in donors or recipients and the identifica-
tion and investigation of suspected cases of organ trafficking
and trafficking in persons for the purpose of organ removal.7

Principle 7

"All residents of a country should have equitable access to
donation and transplant services and to organs procured
from deceased donors."4

Equitable access to transplant services includes access to
organs procured from deceased donors. The equitable alloca-
tion of organs for transplantation is onlymeaningful if it occurs
in the context of a system of equitable access to transplant
services.

Inequities of access may be particularly notable in the con-
text of migrant populations, countries providing access to
transplantation for foreign patients, and countries lacking uni-
versal coverage for health. International migration is growing,
with increasing waves of migrants seeking permanent or tem-
porary residence in new countries. Migrants may take up res-
idence in a country (and are sometimes recruited to do so) to
participate in the workforce with the intention of remaining
for a finite or indefinite period, or in the hope of obtaining per-
manent residency. Others may be forced to flee their homes as
a result of armed conflict or other humanitarian crises. In some
cases, migrant communities may reside for several generations
in countries without obtaining citizenship or legal residency.
The presence of migrants, refugees, asylum seekers, or other
groups with a particular legal status among the residents of a
country may require review and revision of policies or legis-
lation governing donation and transplantation, if those gov-
ernance tools have been designed for specific categories of
residents that may exclude migrants such as those lacking cit-
izenship or legal residency status.

Globalization of healthcare has also encouraged travel for
healthcare services, including travel for transplantation. If
nonresidents–regardless of their legal status–are traveling to a
country specifically for the purpose of transplantation, this may
undermine efforts to achieve self-sufficiency in donation and
transplantation within a country (see Principle 11) or impact on
the allocation of organs for transplantation (see Principle 8)
and should also prompt review of policies that govern access
to transplant services and organs from deceased donors.

Policies governing donation and transplantation should
aim to maximize opportunities for donation, by allowing
all residents within a country to donate their organs after
death or to become living donors if they are clinically suit-
able. Efforts are often made to reduce legal and financial bar-
riers to deceased donation for populations who are legally or
financially disadvantaged in accessing transplantation ser-
vices. Migrants and even short-term temporary residents of
countries such as visiting tourists are widely accepted as de-
ceased donors, regardless of their legal status. However, rais-
ing awareness of and educating migrants about donation
opportunities is important to address barriers such as lack
of familiarity with donation and transplantation, distrust of
healthcare systems or social marginalization or discrimina-
tion among migrant groups, and language barriers.

All categories of residents who make their lives within a
country and who therefore may contribute to the potential
donor pool should be entitled to a fair share of the benefits
of transplantation, including by being given access to the
waiting list for organs from deceased donors and to financial
support to access transplantation services. This is consistent
with the principles of solidarity and reciprocity that should
underpin participation in deceased donation. To realize this
entitlement, residents require access to transplantation ser-
vices. If residents cannot access transplant services—for ex-
ample, if they are not covered by public health insurance as
a result of lack of citizenship—then it is not sufficient to have
nondiscrimination in the allocation of organs from deceased
donors (see Principle 8).

Policies should be developed and transparently communi-
cated that define and justify criteria governing access to trans-
plant services for all residents, irrespective of their category of
residency or legal status. In granting residents access to trans-
plant services, consideration may be given to the duration of
an individual's residency within a country, the primary rea-
son for their travel to the country, intended length of stay,
and ability to secure the care needed to maintain an organ
transplant in the longer term. Care should be taken to distin-
guish between those individuals whose need for transplanta-
tion is either an unexpected event occurring after traveling to
the country or secondary to their rationale for migration, and
thosewho appear to have traveled for the purpose of obtaining
an organ transplant. While the latter group may not be rou-
tinely excluded from transplant opportunities, their needsmust
be evaluated in the context of efforts to achieve self-sufficiency
in donation and transplantation (see Principle 11). Residents,
on the other hand, comprise the population of a country or
jurisdiction seeking to meet transplant needs together. As
members of the potential donor population they should also
be recognized as members of the potential recipient population.

Each country should establish and transparently commu-
nicate policies that govern access to transplant services and
eligibility to access organs from deceased donors. Equity of
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access does not necessarily mean that all residents will have
equal access privileges, but rather that any inequalities of ac-
cess are underpinned by clear and specific criteria that are
consistently applied. Criteria must justify discrimination
and respect the fundamental principle that those who may
be asked to donate should also be entitled to receive.

Principle 8

"Organs for transplantation should be equitably allocated
within countries or jurisdictions, in conformity with objec-
tive, nondiscriminatory, externally justified and transparent
rules, guided by clinical criteria and ethical norms."4

Fairness in the distribution of organs donated for trans-
plantation, which are exceptional health resources with lim-
ited availability, is an expectation of potential donors and a
right of potential recipients.

Allocation of organs from deceased donors and of organs
from living donors in countries where nondirected living do-
nation is allowed may be ethically, clinically, and logistically
complex. In many cases, several individuals might benefit
from transplantation of a specific organ, yet the degree of po-
tential benefit predicted for each individual may differ. Sev-
eral factors will influence the probability of an individual
recipient benefiting from transplantation of a specific organ
at a given time. These include the severity and urgency of
the recipient's need for transplantation; the presence of comor-
bidities in the recipient; individual and societal socioeconomic
factors that may influence long-term outcomes posttransplant;
the clinical qualities of the organ, including immunologic com-
patibility; and risk factors for disease transmission, size, and
function. Moreover, probable benefits and risks of using the
organ in question need to be assessed against the benefits of
waiting, which depend on such considerations as the probabil-
ity that the allocation system will be able to provide another
suitably matched organ in time to benefit this patient, or the
availability of an alternative treatment for the recipient's organ
failure such as a transplant from a living donor.Many of these
factors will be influenced by the broader context of social wel-
fare and healthcare systems in a particular country.

The recovery and allocation of organs from deceased do-
nors should be organized and governed so as to avoid finan-
cial conflicts of interest for healthcare institutions involved
in recovery, allocation, or transplantation of these organs.
Where organs are procured, allocated, and transplanted across
public and private healthcare systems, cost recovery mech-
anisms and financing of transplant services must be inde-
pendently overseen to prevent the emergence of perverse
incentives or financial barriers to both donation and trans-
plant that may undermine equity in allocation of organs.

As is the case with the distribution of other scarce health
resources, allocation policies that focus solely on maximizing
aggregated therapeutic benefits, for example by providing
transplants to those most likely to live longest and to enjoy
the greatest overall health, would tend to disadvantage or ex-
clude entirely some of the people most in need of treatment.
Fairness therefore dictates that organ allocation policies should
strive both to efficiently maximize the benefits gained from
transplantation of each organ and tomaximize equity in oppor-
tunities for transplantation among potential recipients.

In some jurisdictions, allocation policies may give weight
to particular values or goals agreed upon by elected represen-
tatives of the population. For example, a degree of priority in

the allocation of organs may be accorded to individuals who
have previously donated an organ or registered their willing-
ness to become a donor after death.22 Some jurisdictions also
permit “directed donation,” in which an organ may be allo-
cated to the relative of a deceased donorwhen clinically appro-
priate.23 Such directed donations should not be confused with
conditional donation, in which consent is provided for dona-
tion only on the condition that donated organs (or tissues)
are allocated to—or withheld from—recipients of a specific
race, gender, age, religion, or the like. The latter is usually con-
sidered ethically unacceptable.

The specific criteria considered and the weighting of these
criteria in particular allocation policies may differ between
healthcare systems to promote fairness in access to the bene-
fits of deceased organ donation amongmembers of a popula-
tion in a particular country or jurisdiction. Nevertheless,
certain core values and principles should govern the alloca-
tion process. These include the requirement for transparency
of policy and procedure, such that allocation activities and
outcomes are open to public scrutiny; the exclusion of finan-
cial considerations or material gain of any party in allocation
decision-making; the emphasis on objective clinical criteria;
and the principle of nondiscrimination.

Principle 9

"Health professionals and healthcare institutions should
assist in preventing and addressing organ trafficking, traf-
ficking in persons for the purpose of organ removal, and
transplant tourism."4

Ethical transplantation cannot be achieved unless all
health professionals refrain from engaging in or facilitating
transplant-related crimes and provide information that will
assist the relevant authorities in preventing and prosecuting
such crimes. Given the central role that health professionals
play in organ donation and transplantation, fulfilling their
collective responsibility to uphold the ethical and professional
values by supporting efforts to combat transplant-related crimes
will foster trust in legitimate donation and transplantation pro-
grams and in the medical profession and healthcare systems
more generally.

Health professionals may contribute in several positive
ways to efforts to prevent and address trafficking, depending
on their role and area of practice24,25 (seeBox E).Health pro-
fessionals who may be involved in donation and transplanta-
tion practices require dedicated training to ensure that they
have the ethical, legal, and clinical knowledge and skills re-
quired to fulfill their responsibilities. In some jurisdictions,
professionals may have legal duties to assist in the efforts to
combat trafficking.

Health professionals do not violate their professional
duties by obeying laws requiring cooperation with national
authorities in the enforcement of transplant-related laws.
For example, health professionals may be legally required
to collaborate in data collection and submission to dedicated
national or international registries established to guarantee
quality and safety in organ donation and transplantation.
This responsibility pertains irrespective of the jurisdiction in
which patients have donated or received an organ transplant.
Health authorities should ensure that legislative frameworks
and policies provide clear guidance on data collection sys-
tems and any reporting duties to ensure that issues relating
to confidentiality and privacy have been addressed, consistent
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with similar practices concerning reporting duties of health
professionals in other contexts. Such initiatives should be in
accordance with reporting duties and medical confidentiality
requirements provided for by law and should to themaximum
extent possible respect patients' privacy.

Health professionals should always ensure a proper evalu-
ation of prospective donors and their intended recipients, as
outlined in the context of Principle 2. Those who procure
or transplant an organ they know or suspect to be of illicit or-
igin should be sanctioned by the relevant governmental au-
thority and professional organizations.

In some contexts, health professionals who strive to ad-
dress organ trafficking by reporting concerns about practices
in their own countries may face stigmatization by colleagues,
discrimination in opportunities for employments, or even
threats to their life from those who profit from organ traffick-
ing crimes. International collaboration is therefore needed to
support advocacy by those working in hostile environments
that lack effective protections for whistleblowers.

Principle 10

"Governments and health professionals should implement
strategies to discourage and prevent the residents of their
country from engaging in transplant tourism."4

Countries that adopt and enforce strict prohibitions
against organ trafficking within their borders but fail to hold
their residents accountable for engaging in such activities in
another country not only undermine their own laws but un-
fairly impose burdens on other countries, to the detriment of
those countries' residents and their law enforcement systems.
As the definition of transplant tourism in the DoI indicates,
countries may also be negatively affected by unethical forms
of travel for transplantation, even in the absence of criminal
activity, such aswhen nonresidents travel there for transplan-
tation and obtain access to transplant services and organs
from deceased donors at the expense of residents in need of
transplantation. Thus, some countries also impose unfair
burdens on other countries by failing to deter their residents
from becoming transplant tourists, or by supporting or even
encouraging their residents to engage in this practice, rather
thanworking tomeet their own transplant needs through de-
velopment of deceased donation and transplant services.

Organ trafficking, trafficking in persons for the purpose of
organ removal, and other forms of transplant tourism are in-
creasingly globalized activities, often involving individuals
from several countries in one transplant case. Strategies to
prevent and address trafficking cases therefore often depend
on cross-border collaboration and cooperation to obtain in-
formation about activities and implement multilateral solu-
tions and are aided by the application of extraterritorial
jurisdiction to national statutes criminalizing organ traffick-
ing and trafficking in persons for the purpose of organ re-
moval.26 The threat that their home country will prosecute
them for engaging in such transplant-related crimes in another
country can be a substantial deterrent for patients, brokers,
and health professionals contemplating travel for these pur-
poses. Patients considering transplantation abroad may also
be deterred from involvement in organ trafficking if their
governments or insurance companies refuse to cover the
costs of transplants performed abroad unless the transplant
is proven to be ethically and legally appropriate.27,28 Health
professionals also play an important role in deterring

transplant tourism, as discussed in the context of Principle
9 and Box E.

Two forms of collaboration are needed to combat traffick-
ing in human organs and trafficking in persons for the pur-
pose of organ removal in the context of transplant tourism.
If the countries where transplant tourists originate adopt
laws that allow them to prosecute transplant tourists for acts
that are illegal either where they occurred or in their home
countries, this will benefit destination countries.26 Having
adopted such laws, the tourists' home countries also need
the help of the countries where the illicit activities occur to in-
vestigate suspected cases and supply the evidence that will
permit a successful prosecution. National legislation should
facilitate engagement by law enforcement and health profes-
sionals in national and cross-border efforts to prevent, inves-
tigate, and prosecute such crimes.26,29

Second, collecting and sharing information about transna-
tional activities, including transplant-related crimes, requires
international collaboration on a large scale. International orga-
nizations can facilitate such collaboration through the opera-
tion of databanks and the development of legal agreements to
enable countries to supply information to themwith confidence
about how it will be used to trace and apprehend traffickers
rather than embarrass countries.30,31Conversely, organizations
and corporations (including banks) should be legally obligated
to take responsibility when their platforms are being used to
facilitate unethical or illegal practices.

It is important that countries that have limited resources,
and whose residents have to rely on accessing transplant ser-
vices in a foreign country, work toward establishing trans-
plant infrastructure or increasing resources to service the
needs of their population. Patients who legally seek medical
care elsewhere because they have no clinical service available
in their own country should not be criminalized. For exam-
ple, transplant candidates and their prospective living related
donor may be screened in their own country andmay receive
government funding to travel to another country for surgery.
However, countries with limited availability of transplant
services should make arrangements with other ministries of
health on a governmental level to ensure that travel for trans-
plantation is ethically appropriate, thatmechanisms are in place
to ensure monitoring of transplant activities, and that longer
term solutions are developed to promote self-sufficiency in each
country independently or in collaboration (see Principle 11).

Principle 11

"Countries should strive to achieve self-sufficiency in or-
gan donation and transplantation."4

Efforts to meet transplant needs using organs donated and
transplant services provided within a country or through re-
gional cooperation have practical and ethical benefits. Practi-
cally, this enables better oversight of practices to ensure
quality and safety aswell as compliancewith ethical and legal
norms, and it stimulates efforts to meet the needs of patients
domestically or regionally. Ethically, providing for transplant
needs domestically or regionally discourages or prevents reli-
ance on transplant tourism, thereby avoiding causing harm
to other countries (see Principle 10).

Countries should aim to achieve self-sufficiency, indepen-
dently or in collaboration with others, with regard to the re-
sources that are essential for delivering the full range of organ
recovery and transplant services, including organs from

8 Transplantation DIRECT ■ 2019 www.transplantationdirect.com

http://www.transplantationdirect.com


deceased donors.32 Self-sufficiency may be pursued at the level
of a state, province, or other jurisdiction, or in collaboration
with other countrieswhere necessary tomost effectively and ef-
ficiently meet the transplant needs of the relevant population.

Collaboration between or within countries is consistent
with the pursuit of national self-sufficiency when there is eq-
uitable sharing of transplant resources between partners.
Collaboration may be needed where populations are insuffi-
ciently large to provide a supply of donor organs sufficient to
meet the transplant needs of the community, or where occa-
sional organ sharing is required to assist each population in
efforts to meet urgent needs for transplants in a timely manner
or to address matching difficulties. Collaborationmay also oc-
cur to help address gaps in technical resources or expertise. For
example, patients may be transferred abroad for heart or lung
transplantation with the appropriately matched organs recov-
ered from donors in their own country if heart or lung trans-
plantation services are available in their own health system.
Mutually agreed and equitable organ exchanges among coun-
tries to meet special clinical needs or to optimize efficiency and
efficacy in meeting transplant needs are ethically acceptable
provided that all participating countries adhere to interna-
tional standards in obtaining organs. In any case, this coop-
eration should be established through formal collaboration
agreements between governments (and never within the dis-
cretion of individual health professionals or centers) and
should be overseen by the national designated authorities
(see Principle 6).

The provision of transplant services to nonresident pa-
tients undermines progress toward national self-sufficiency
if it impairs a country's ability to provide adequate transplant
services for its own population. Providing nonresident pa-
tients access to the deceased donor organ waiting list may re-
duce access to transplantation for members of the domestic
population. This problem may be exacerbated when trans-
plant services are preferentially provided in the private sector
to nonresident patients who are able to pay higher fees.

Countries that choose to provide nonresident patientswith
“compassionate access” to the waiting list for deceased do-
nor organs must take steps to ensure that such patients are
not limited to those who are sufficiently wealthy to travel
abroad for transplantation, for example, by also including in
such “compassionate” programs refugees or patients with un-
usual conditions that cannot be treated in their home country.
Unfortunately, compassionate access programs in wealthy
countries may not only fail to provide equitable opportunities
for all patients from countries with inadequate transplant pro-
grams but also fail to assist such countries in developing or im-
proving their transplant services and donation programs.

Countries that lack transplant programsmay send, through
appropriate referral systems and with proper documentation,
prospective living donor and recipient pairs abroad for trans-
plantation. Where it is possible to offer transplant services to
such pairs, additional efforts may be required to ensure that
there is adequate evaluation of the donor and recipient. This
should include a psychosocial assessment that is informed by
an understanding of the healthcare system and social context
of the country or countries where these individuals reside as
well as an assessment of the preoperative and postoperative
risks that takes account of the availability of follow-up care
and long-term monitoring of patients once they return home.
The health professionals involved in the transplant should

liaise closely with referring clinicians in a patient's country
of origin to ensure continuity of care.

Countries that offer transplant services to nonresident
recipient-donor pairs should aim to do so only in conjunction
with efforts to develop transplant programs in these patients'
countries of origin whenever that is feasible, and only when
arrangements for ongoing care of nonresident patients are
made. Receiving countries should also ensure that delivery
of transplant services to nonresident patients traveling for
transplantation does not undermine the availability of ser-
vices for resident patients, especially when financial conflicts
of interest favoring nonresident patients may be present.

Integrity in the pursuit of self-sufficiency begins with trans-
parent public communication of detailed information regard-
ing transplantation and donation activities in both the public
and private health sector. Information shared with the public
should include data on the provision of services to nonresi-
dent transplant recipients and on residents who have traveled
to another country for transplantation, as well as informa-
tion relating to the exchange of organs or other resources in
collaborative arrangements.

Box A.Definition of key terms from the Declaration of

Istanbul (2018 Edition)4

The following terms have specified meanings in the con-
text of this document.
Organ trafficking consists of any of the following activi-
ties:
(a) removing organs from living or deceased donors

without valid consent or authorization or in ex-
change for financial gain or comparable advantage
to the donor and/or a third person;

(b) any transportation, manipulation, transplantation,
or other use of such organs;

(c) offering any undue advantage to, or requesting the
same by, a healthcare professional, public official, or
employee of a private sector entity to facilitate or
perform such removal or use;

(d) soliciting or recruiting donors or recipients, where car-
ried out for financial gain or comparable advantage; or

(e) attempting to commit, or aiding or abetting the com-
mission of, any of these acts.a

Trafficking in persons for the purpose of organ removal is
the recruitment, transportation, transfer, harboring, or re-
ceipt of persons, by means of the threat or use of force or
other forms of coercion, of abduction, of fraud, of decep-
tion, of the abuse of power, or of a positionof vulnerability,
or of the giving or receiving of payments or benefits to
achieve the consent of a person having control over an-
other person, for the purpose of the removal of organs.b

In the context of this Declaration, the term resident denotes
a personwhomakes their life within a country, whether or
not as a citizen; the term nonresident denotes all persons
who are not residents, including those who travel to, and
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then reside temporarilywithin, a country for thepurpose of
obtaining a transplant.
Travel for transplantation is the movement of persons
across jurisdictionalc borders for transplantation purposes.
Travel for transplantation becomes transplant tourism,
and thus unethical, if it involves trafficking in persons
for the purpose of organ removal or trafficking in hu-
man organs, or if the resources (organs, professionals,
and transplant centers) devoted to providing transplants
to nonresident patients undermine the country's ability to
provide transplant services for its own population.
Self-sufficiency in organ donation and transplantation
means meeting the transplant needs of a country by use
of donation and transplant services provided within the
country and organs donated by its residents, or by equita-
bly sharing resourceswith other countries or jurisdictions.
Financial neutrality in organ donationmeans that donors
and their families neither lose nor gain financially as a re-
sult of donation.
a This definition is derived from the Council of Europe
Convention against Trafficking in Human Organs
(2015).10

b This definition is derived from the Protocol to Prevent,
Suppress and Punish Trafficking in Persons, Especially
Women and Children, Supplementing the United Na-
tions Convention against Transnational Organized
Crime (2000).11 The Protocol provides that ‘consent’
of a victim of trafficking in persons shall be irrelevant
where any of the means set forth in the definition have
been used.

c In the context of this Declaration, the term jurisdiction
encompasses not only nations but also states, prov-
inces, other formally defined areas within countries,
and regional or other supra-national legal entities
with the authority to regulate organ donation and
transplantation.

Box B. Care of the living organ donor

The care of living organ donors is an important respon-
sibility of countries. Provision of care for the living donor
includes medical and psychosocial care by suitably quali-
fied health professionals throughout the process of organ
donation and for any short- and long-term consequences
related to donation. Care should also be provided to those
who are victims of trafficking.
The foundation for optimal care of the living donor has two
components: a comprehensive evaluation of the donor
and a robust process for obtaining informed consent
from all prospective donors, including those who are

closely related to the intended transplant recipient (see
Box C). The evaluation should routinely include rigor-
ous, standardized psychosocial assessment of all pro-
spective donors by competent professionals, including
screeningmechanisms aimed at prevention of organ traf-
ficking and human trafficking for organ removal. The
determination of the medical and psychosocial suitabil-
ity of the living donor should be guided by current
best-practice and evidence-based standards.
The selection, evaluation, and assurance of care for non-
resident living donors may be particularly challenging.
For these donors, who travel from another country to
donate, additional measures, such as those outlined in
Council of EuropeResolution CM/Res(2017)1 on princi-
ples for the selection, evaluation, donation and follow-up
of the nonresident living organ donors,33 may be needed
to ensure their protection and care.
Efforts to safeguard the long-term well-being of living do-
nors should be a priority when developing transplant pro-
grams. In the event of organ failure in the donor, they
should receive supportive medical care, including dialysis
for those with renal failure, and priority for access to
transplantation, integrated into existing allocation rules
for organs from both living and deceased donors. Living
donors' existing health and life insurance coverage and
employment opportunities should not be compromised as
a result of donation, and any gaps in their disability, life,
and health insurance should be covered for short- and
long-term consequences related to the donation. Where
such protections are not assured, the resulting risks should
be carefully considered in evaluating the suitability of
prospective donors and in informing their decisions
(see Box C).
In the case of nonresident living donors, arrangements for
long-term follow-up once the living donor has returned
home should be discussed before accepting any potential
donor. If adequate long-term lifelong follow-up cannot be
guaranteed, the donor should not be accepted.
In sum, efforts to safeguard the short- and long-term well-
being of organ donors should be a priority when develop-
ing living donation programs.
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Box C. Consent for donation and transplantation

Protection of potential donors and transplant recipients
requires a comprehensive process of consent. The law
should require that consent for donation or transplanta-
tion be informed, free, specific, and explicit, and be pro-
vided either in writing or before an official body.
The health professional who obtains consent for dona-
tion (someone not involved in the care of the potential
transplant recipient) should ensure that the person re-
sponsible for making a decision about donation (eg, liv-
ing donor or family of a potential deceased donor) is free
from deception, coercion, or undue influence. Assessing
the validity of consent in nonresident donors may be par-
ticularly challenging due to language barriers, differences
in documentation, for example, of identity, between coun-
tries, and differences in cultural norms, thus necessitating
additional efforts during evaluation.
To promote voluntariness, regulations may prescribe that
donors and recipients have access to independent advice
by experienced health professionals with knowledge of
donation and transplantation who are not involved in
their donation or transplantation.6 Care should be taken
to ensure that the independence of such “donor advo-
cates” is not undermined by conflicts of interest, for ex-
ample the potential financial interests of a healthcare
institution in performing transplants. In the case of poten-
tial nonresident living donors or recipients, information
about the donation or transplantation procedure should
be provided in a manner able to be fully understood by
the potential donor or recipient, relying on interpreters
and culturally competent advocateswhere required, to en-
sure that any outstanding issue or concern is thoroughly
addressed. Should an interpreter be required, the services
should not be provided or arranged by the donor, the re-
cipient, or anyone in their entourage.
Living donors should be assured that at any time prior to
the commencement of the recipient's surgery they may
withdraw consent, in absolute confidentiality andwithout
indication of reasons.33 Children and adults who lack the
capacity to consent, or who are otherwise especially vul-
nerable, should not be considered as living donors, except
in exceptional circumstances allowed under law and sub-
ject to comprehensive additional safeguards.5

Mechanisms for obtaining informed consent from pro-
spective recipients and living donors should incorporate
provisions for evaluating their medical and psychosocial
suitability. Likewise, their understanding of the nature
and purpose of all interventions, from screening to surgery
and follow-up, and the potential consequences and risks of
such interventions should be assessed. They should always

be informed of the availability of alternatives to donation or
transplantation. Finally, candidates for transplantation or do-
nation should be made aware of the clinical and legal risks,
and the ethical concerns associated with trafficking activities.
Legislation governing the recovery of organs for transplanta-
tion (see Principle 5) should specify that organs may be re-
moved from the body of a deceased person only if either the
person before death freely agreed to be a donor or, where
the law presumes consent, there is no reason to believe that
the deceased person objected to it. In the absence of registra-
tion of consent or objection, the deceased person's wishes
should be ascertained in the way provided for by law (such
as consultation of the next of kin). From a deceased person
who has not had the capacity to consent, organs may be re-
moved only if authorization required by law has been ob-
tained. Appropriate measures should be taken to inform the
general public on the applicable consent regime and on how
to register consent or objection to organ donation after
death.12

Under no circumstances should executed prisoners be used as
donors, as their situationprecludesvoluntary informedconsent.

BoxD.Covering costs to achieve financial neutrality in

donation

The financial costs associated with organ donation vary
according to the characteristics of healthcare systems in
which donation occurs and attributes of potential do-
nors or the families. For example, if a prospective living
kidney donor has comprehensive health insurance and
sick leave entitlements that may be used for donation,
she may face few substantial costs insofar as healthcare
and absence from work are concerned. Each country or
jurisdiction should develop clear guidance for healthcare
providers, donation and transplantation programs, and
the public concerning reimbursement or coverage of
donation-related costs, and policies or guidelines should
be regularly reviewed. Legitimate items may include

• the cost of any medical and psychological evaluations of
potential living donors including those who are excluded
from donation (eg, because ofmedical or immunologic is-
sues discovered during the evaluation process);

• hospital and medical charges for preserving the opportu-
nity for donation of potential deceased donors (eg, by
providing elective ventilation), including those who are
subsequently excluded from donation;

• costs incurred in arranging and effecting the preoperative,
perioperative, and postoperative phases of the donation
process (eg, long-distance telephone calls, travel, accom-
modation, and subsistence expenses of potential donors
or donor families);
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• medical expenses incurred for postdischarge care of the
living donor;

• the cost of hiring someone to provide personal assistance
during recuperation of living donors, including caring for
dependent family members; and

• income lost as a result of donating the organ.

Providing living donors with compensation in case of un-
due damage resulting from the removal of an organ is
compatible with the principle of financial neutrality.
The donor who has suffered such damage is entitled to
fair compensation in accordance with the conditions
and procedures provided for by law. When full coverage
for such losses is guaranteed for all members of society,
such as by a national health insurance program, special
coverage for donation-related injuries is not needed.
Where such coverage is incomplete, the provision to living
donors of disability, life, and health insurance coverage
for donation-related events is a necessary requirement to
extend the principle of financial neutrality into the
postdonation future. Such coverage should provide access
to appropriate long-term medical and psychosocial mon-
itoring and care required to minimize the risks of organ
donation.20

Where such protections for living donors cannot be as-
sured for a prospective donor, the increased risks of dona-
tion should be considered carefully in evaluating that
person's suitability as a donor and these risks should be
conveyed to the prospective donor during their decision-
making process.

Box E. Health professionals' duties to address organ

trafficking and transplant tourism

The following procedures derive from health profes-
sionals' obligations not only to avoid facilitating
transplant-related crimes and to prevent harm to others
but also to provide care for their own patients whose in-
volvement in such activities could result in criminal lia-
bility and severe health risks.
First, when providing care to patients with end-stage or-
gan failure who are candidates for transplantation,
health professionals should

• provide information about the clinical and legal risks and
the ethical concerns associated with involvement in these
illegal activities and

• discourage patients who are considering traveling abroad
to receive an organ obtained through transplant-related
criminal activities.24

Second, health professionals and agents of healthcare fa-
cilities or insurers should not

• refer patients to transplant facilities that they know, or
suspect, use organs obtained through transplant-related
criminal activities and

• perform diagnostic tests, release medical records, or pre-
scribe medications if they believe that this information
or medications will be used for the transplantation of an
organ obtained through any form of trafficking.25

Third, health professionals involved in the recovery or
transplantation of organs should

• exercise the utmost diligence in evaluating prospective liv-
ing donors and recipients, with particular attention to
verifying claims of family relationships and altruistic do-
nor motivation and

• only proceed if the evaluation and consent processes have
confirmed the appropriateness of the procedure.

Fourth, health professionals confronted with a patient
who may have obtained an organ through unlawful
means and is in urgent need for medical care should pro-
vide appropriate care.7 When the need is not emergent,
and the patient has access to alternative care providers,
in some jurisdictions health professionals may be permit-
ted to refer the patient to another provider for their
follow-up care.34 Routine care for all transplant patients,
including those who obtain a transplant abroad, should
include collection and submission of clinical data to ap-
propriate registries.7

Fifth, health professionals, including those who may not
be directly involved in transplantation or donation
practices, should be encouraged to report suspected
transplant-related criminal activities to law enforcement
agencies. Reporting duties should be legally defined and
clearly communicated to health professionals as part of
national frameworks.7

ACKNOWLEDGMENTS
The authors are grateful for the contributions of all those
who participated in the 2018 public consultation during the
update to the Declaration of Istanbul, in particular those
who provided feedback on the earlier draft of this article.
We also thank the members of the DICG working group
who engaged in the update process and provided ideas and
feedback that ultimately informed this manuscript. Finally,
we acknowledge with thanks the Ray R. Irani Foundation,
The Transplantation Society and the International Society
of Nephrology, who supported the work on the 2018 Edition
of the Declaration.

REFERENCES
1. Steering Committee of the Istanbul Summit. Organ trafficking and trans-

plant tourism and commercialism: the Declaration of Istanbul. Lancet.
2008;372:5–6.

2. DanovitchGM, Chapman J, Capron AM, et al. Organ trafficking and trans-
plant tourism: the role of global professional ethical standards—the 2008
declaration of Istanbul. Transplantation. 2013;95:1306–1312.

3. Muller E, Dominguez-Gil B, Martin DE. The Declaration of Istanbul on organ
traffickingand transplant tourism (2018edition).Transplantation. 2019;103:217.

4. The Declaration of Istanbul on organ trafficking and transplant tourism
(2018 edition). Transplantation. 2019;103:218–219.

12 Transplantation DIRECT ■ 2019 www.transplantationdirect.com

http://www.transplantationdirect.com


5. Sixty-Third World Health Assembly. WHO Guiding Principles on Human
Cell, Tissue and Organ Transplantation, endorsed in resolution WHA63.
22, 21 May 2010. Available at https://www.who.int/transplantation/
Guiding_PrinciplesTransplantation_WHA63.22en.pdf. Accessed December
6, 2018.

6. Pascalev A, Van Assche K, Sándor J, et al. Protection of human beings
trafficked for the purpose of organ removal: recommendations. Transplant
Direct. 2016;2:e59.

7. Domínguez-Gil B, Danovitch G, Martin DE, et al. Management of patients
who receive an organ transplant abroad and return home for follow-up
care: recommendations from the declaration of Istanbul custodian group.
Transplantation. 2018;102:e2–e9.

8. Van Assche K. Combating the trade in organs: why we should preserve
the communal nature of organ transplantation. In Van Beers B, Sterckx
S, Dickenson D, eds. Personalised Medicine, Individual Choice and the
Common Good. Cambridge, UK: Cambridge University Press; 2018:
77–112.

9. Delmonico FL, Martin D, Dominguez-Gil B, et al. Living and deceased or-
gan donation should be financially neutral act. Am J Transplant. 2015;15:
1187–1191.

10. Council of Europe. Convention against Trafficking in Human Organs (ETS
no. 216), Santiago de Compostela, 25 march, 2015. Available at https://
www.coe.int/en/web/conventions/full- list/-/conventions/rms/09000016806dca3a.
Accessed December 6, 2018.

11. United Nations General Assembly. Protocol to Prevent, Suppress and
Punish Trafficking in Persons, Especially Women and Children,
Supplementing the United Nations Convention against Transnational Or-
ganized Crime, endorsed in Resolution 55/25, 15 Nov, 2000. Available
at https://treaties.un.org/pages/viewdetails.aspx?src=ind&mtdsg_no=
xviii-12-a&chapter=18&lang=en. Accessed December 6, 2018.

12. Council of Europe. Additional Protocol to the Convention on Human
Rights and Biomedicine concerning Transplantation of Organs and Tis-
sues of Human Origin (ETS no. 186), Strasbourg, 24 Jan. 2002. Available
at https://rm.coe.int/1680081562. Accessed December 6, 2018.

13. Forty-Fourth World Health Assembly.Guiding Principles on Human Organ
Transplantation, endorsed in resolution WHA44.25, 13 may 1991. Avail-
able at http://apps.who.int/medicinedocs/documents/s15559e/
s15559e.pdf. Accessed December 6, 2018.

14. Council of Europe. Convention for the Protection of Human Rights and
Dignity of the Human Being with regard to the Application of Biology
and Medicine: Convention on Human Rights and Biomedicine (ETS no.
164), Oviedo, 4 April 1997. Available at https://www.coe.int/en/web/
conventions/full-list/-/conventions/rms/090000168007cf98. Accessed
December 6, 2018.

15. Delmonico FL, Morrissey PE, Lipkowitz GS, et al. Donor kidney ex-
changes. Am J Transplant. 2004;4:1628–1634.

16. Declaration of Istanbul Custodian Group. 2017. Statement of the Decla-
ration of Istanbul Custodian Group concerning ethical objections to the
proposed global kidney exchange program. Available at http://
declarationofistanbul.org/resources/policy-documents/795-statement-
of-the-declaration-of-istanbul-custodian-group-concerning-ethical-
objections-to-the-proposed-global-kidney-exchange-program. Accessed
December 6, 2018.

17. Rodrigue JR, Schold JD, Morrissey P, et al. Direct and indirect costs fol-
lowing living kidney donation: findings from the KDOC study. Am J Trans-
plant. 2016;16:869–876.

18. DiMartini A, Dew MA, Liu Q, et al. Social and financial outcomes of living
liver donation: a prospective investigation within the adult-to-adult living

donor liver transplantation cohort study 2 (A2 ALL-2). Am J Transplant.
2017;17:1081–1096.

19. Mittelman M, Thiessen C, Chon WJ, et al. Miscommunicating NOTA can
be costly to living donors. Am J Transplant. 2017;17:578–580.

20. Gill JS, Delmonico F, Klarenbach S, et al. Providing coverage for the
unique lifelong health care needs of living kidney donors within the frame-
work of financial neutrality. Am J Transplant. 2017;17:1176–1181.

21. Council of Europe. Resolution CM/Res(2015)11 on establishing
harmonised national living donor registries with a view to facilitating inter-
national data sharing, 2015. Available at https://www.edqm.eu/sites/
default/files/resolution_on_establishing_harmonised_national_living_
donor_registries_with_a_view_to_facilitating_international_data_sharing_
2015_11.pdf. Accessed December 6, 2018.

22. Stoler A, Kessler JB, Ashkenazi T, et al. Incentivizing organ donor registra-
tions with organ allocation priority. Health Econ. 2017;26:500–510.

23. Bianchi A, Greenberg R. Deceased-directed donation: considering the
ethical permissibility in a multicultural setting. Bioethics. 2019;33:
230–237.

24. Domínguez-Gil B, López-Fraga M, Muller E, et al. The key role of health
professionals in preventing and combating transplant-related crimes. Kid-
ney Int. 2017;92:1299–1302.

25. Caulfield T, Duijst W, Bos M, et al. Trafficking in human beings for the pur-
pose of organ removal and the ethical and legal obligations of healthcare
providers. Transplant Direct. 2016;2:e60.

26. Martin DE, Van Assche K, Domínguez-Gil B, et al. Prevention of transna-
tional transplant- related crimes—what more can be done? Transplanta-
tion. 2016;100:1776–1784.

27. Ashkenazi T, Lavee J, Mor E. Organ donation in Israel: achievements and
challenges. Transplantation. 2015;99:265–266.

28. Padilla B, Danovitch GM, Lavee J. Impact of legalmeasures prevent trans-
plant tourism: the interrelated experience of the Philippines and Israel.
Med Health Care Philos. 2013;16:915–919.

29. Capron AM, Muller E, Erlich G, et al. Stimulating and enhancing partner-
ships between transplant professionals and law enforcement: recommen-
dations. Transplant Direct. 2016;2:e57.

30. Council of Europe. Resolution CM/res(2013)55 on establishing proce-
dures for the collection and dissemination of data on transplantation activ-
ities outside a domestic transplantation system, 2013. Available at https://
www.edqm.eu/sites/default/files/medias/fichiers/resolution_
cmres201355_on_establishing_procedures_for_the_collection_and_
dissemination_of_data_on_tr.pdf. Accessed December 6, 2018.

31. Council of Europe. Resolution CM/Res(2017)2 on establishing proce-
dures for themanagement of patients having received an organ transplant
abroad upon return to their home country to receive follow-up care, 2017.
Available at https://www.edqm.eu/sites/default/files/cmres_2017_2-on_
establishing_procedures_for_patients_received_organ_tx_abroad.pdf.
Accessed December 6, 2018.

32. Report of the Madrid consultation: part 1: European and universal chal-
lenges in organ donation and transplantation, search for global solutions.
Transplantation. 2011;91:S39–S66.

33. Council of Europe. Resolution CM/Res(2017)1 on principles for the selec-
tion, evaluation, donation and follow-up of the non-resident living organ
donors, 2017. Available at https://www.edqm.eu/sites/default/files/
cmres_2017_1-on_principles_for_selection_eval_donation_and_follow_
up_of_nrld.pdf. Accessed December 6, 2018.

34. Gill JS, Goldberg A, Prasad GR, et al. Policy statement of Canadian Soci-
ety of Transplantation and Canadian Society of Nephrology on organ
trafficking and transplant tourism. Transplantation. 2010;90:817–820.

© 2019 The Author(s). Transplantation Direct. Published by Wolters Kluwer Health, Inc. Martin et al 13

https://www.who.int/transplantation/Guiding_PrinciplesTransplantation_WHA63.22en.pdf
https://www.who.int/transplantation/Guiding_PrinciplesTransplantation_WHA63.22en.pdf
https://www.coe.int/en/web/conventions/full-%20list/-/conventions/rms/09000016806dca3a
https://www.coe.int/en/web/conventions/full-%20list/-/conventions/rms/09000016806dca3a
https://treaties.un.org/pages/viewdetails.aspx?src=ind&mtdsg_no=xviii-12-a&chapter=18&lang=en
https://treaties.un.org/pages/viewdetails.aspx?src=ind&mtdsg_no=xviii-12-a&chapter=18&lang=en
https://rm.coe.int/1680081562
http://apps.who.int/medicinedocs/documents/s15559e/s15559e.pdf
http://apps.who.int/medicinedocs/documents/s15559e/s15559e.pdf
https://www.coe.int/en/web/conventions/full-list/-/conventions/rms/090000168007cf98
https://www.coe.int/en/web/conventions/full-list/-/conventions/rms/090000168007cf98
http://declarationofistanbul.org/resources/policy-documents/795-statement-of-the-declaration-of-istanbul-custodian-group-concerning-ethical-objections-to-the-proposed-global-kidney-exchange-program
http://declarationofistanbul.org/resources/policy-documents/795-statement-of-the-declaration-of-istanbul-custodian-group-concerning-ethical-objections-to-the-proposed-global-kidney-exchange-program
http://declarationofistanbul.org/resources/policy-documents/795-statement-of-the-declaration-of-istanbul-custodian-group-concerning-ethical-objections-to-the-proposed-global-kidney-exchange-program
http://declarationofistanbul.org/resources/policy-documents/795-statement-of-the-declaration-of-istanbul-custodian-group-concerning-ethical-objections-to-the-proposed-global-kidney-exchange-program
https://www.edqm.eu/sites/default/files/resolution_on_establishing_harmonised_national_living_donor_registries_with_a_view_to_facilitating_international_data_sharing_2015_11.pdf
https://www.edqm.eu/sites/default/files/resolution_on_establishing_harmonised_national_living_donor_registries_with_a_view_to_facilitating_international_data_sharing_2015_11.pdf
https://www.edqm.eu/sites/default/files/resolution_on_establishing_harmonised_national_living_donor_registries_with_a_view_to_facilitating_international_data_sharing_2015_11.pdf
https://www.edqm.eu/sites/default/files/resolution_on_establishing_harmonised_national_living_donor_registries_with_a_view_to_facilitating_international_data_sharing_2015_11.pdf
https://www.edqm.eu/sites/default/files/medias/fichiers/resolution_cmres201355_on_establishing_procedures_for_the_collection_and_dissemination_of_data_on_tr.pdf
https://www.edqm.eu/sites/default/files/medias/fichiers/resolution_cmres201355_on_establishing_procedures_for_the_collection_and_dissemination_of_data_on_tr.pdf
https://www.edqm.eu/sites/default/files/medias/fichiers/resolution_cmres201355_on_establishing_procedures_for_the_collection_and_dissemination_of_data_on_tr.pdf
https://www.edqm.eu/sites/default/files/medias/fichiers/resolution_cmres201355_on_establishing_procedures_for_the_collection_and_dissemination_of_data_on_tr.pdf
https://www.edqm.eu/sites/default/files/cmres_2017_2-on_establishing_procedures_for_patients_received_organ_tx_abroad.pdf
https://www.edqm.eu/sites/default/files/cmres_2017_2-on_establishing_procedures_for_patients_received_organ_tx_abroad.pdf
https://www.edqm.eu/sites/default/files/cmres_2017_1-on_principles_for_selection_eval_donation_and_follow_up_of_nrld.pdf
https://www.edqm.eu/sites/default/files/cmres_2017_1-on_principles_for_selection_eval_donation_and_follow_up_of_nrld.pdf
https://www.edqm.eu/sites/default/files/cmres_2017_1-on_principles_for_selection_eval_donation_and_follow_up_of_nrld.pdf

