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Introduction

With transplant medicine having, in a certain fashion, become a victim of its own success,
the living donation now appears to be another solution to the widespread problem of organ
shortage. In Québec, living donations remain relatively few in number. As elsewhere,
however, such donations are becoming more common and taking new forms where the
links between donors and recipients are manifesting themselves differently.

In November 2007, the Collége des médecins du Québec (CMQ) task force on medical
ethics was entrusted with a mandate from the order’s Board of Directors to reflect on living
donation. The present document is the end-product of the work done by the members of
the task force between September 2009 and September 2010. Dr. Marie-Chantal Fortin, a
nephrologist with CHUM'’s Transplant Department and bioethicist whose doctorate focused
on altruistic donations, was invited to participate in the exercise. Dr. Fortin served as a
tremendous asset in contributing her extensive experience and expertise in this area to the
reflections of this advisory group.

The subject of living donations raises a number of questions from a moral standpoint. The
task force has decided to address one of these in particular, virtually by necessity given
the mission of the CMQ. What happens to medical ethics with living donations? To what
extent can a physician agree to collaborate in an intervention at risk of compromising the
well-being of a healthy person? Even if it is a matter of enabling another person to survive,
these questions should be asked and are rarely addressed as such. For the time being in
Québec, the answer to the query is left to the discretion of medical teams working in the
field.

In the literature on living donations, there is a consensus affirming that they pose a
problem for physicians from a professional ethics perspective. In accordance with the
Primum non nocere (First, do no harm) principle attributed to Hippocrates, the physician
must never put an individual at risk, unless it is in that person’s interest. Until recently, little
has been done about this problem, but, more and more publications today are devoted to
this specific issue.

Of course, this document makes reference to authors who have focused on this particular
aspect of living donations. It also borrows from the reflections of other groups and those
already conducted by the task force itself, including on appropriate care and the decision
making process. Inspired by these sources, the document proposes a relatively new way
of looking at things such that medical ethics and living donations are no longer
incompatible. It will, nevertheless, begin with a brief history of living donations, which is
essential to gaining a better understanding of the complex questions they raise, as well as
to pursuing the reflection on potential answers from the standpoint of the professional
ethics of physicians.
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1. Living Donations

History and Evolution

While often forgotten, the practice of living donations has existed for a very long time. In
fact, the first successful transplants originated from living donations among identical twins.
Indeed, it is quite understandable that twins were the most compatible subjects from an
immunological perspective, in addition to being linked on an affective level.

Since the 1960s, however, living donations have been largely displaced by so-called
“cadaveric” donations — organ donations subsequent to the death of the donor. In that
regard, the newly acquired notion of brain death helped curb a certain feeling of
uneasiness and allowed us to, in fact, consider the donor to be dead at the time of their
organ’s removal in aid of another person. In our culture at least, cadaveric donations
appeared to pose fewer problems than living donations, particularly from a moral point of
view. That is how transplant medicine was able to advance... to the point of becoming a
victim of its own success. Effectively, with the indications for transplant continuing to grow
while the number of potential donors does not, the waiting list of recipients is getting longer
and longer.

This widespread organ shortage is resulting in a rapid increase in living donations,
especially in view of the fact that they present fewer and fewer risks from a medical
standpoint and that surgical techniques continue to evolve. Kidneys, for example, can be
removed by laparoscopy’. Even if the donor and the recipient are not related, living
donations seems to offer better results than cadaveric donations®.

Living donations continue to develop, and they are doing so in various new forms. The
number of such donations is on the rise among people who are related affectively, among
spouses, or among friends for instance. In order to proceed, even if the event donors and
recipients are incompatible, exchange organ transplants are now being organized.
Moreover, while the phenomenon remains marginal, we are seeing an increasing number
of so-called “altruistic” donations, which are essentially non-directed and anonymous, with
the donors and recipients having no other link than the donation itself. Finally, there is
what we call transplant tourism and organ trafficking, which are unfortunately on the rise
as well.

In a recent JAMA article, basing themselves on an extensive American study, Segev et al. concluded that
kidney donation does not lead to death at a younger age, which seems to be the consensus among
observers. However, observers generally agree that the risks of morbidity, particularly in the long-term and
among patients at risk, are more difficult to evaluate. Although not exhaustive with respect to this subject,
the table in Appendix 2 presents an approximation of the medical risks related to the donation of a kidney.

This is the conclusion of many observers, whether they are the authors of fairly recent monographs or
relatively recent articles comparing success rates.
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Types of Living Donations

There are currently several types of living donations®. Generally, “related donors” are
donors who are related either genetically, affectively, or both. However, some people
occasionally wish to donate a kidney to a loved one but are unable to do so because of
some major blood or tissue incompatibility. In that case, another incompatible
donor/recipient pair must be found with whom there could be compatibility via exchange of
recipients. These are known as “living donor paired exchanges”. There are presently four
types of possible exchanges — exchanges among living donor/recipient pairs, exchanges
among several living donor/recipient pairs, exchanges involving a cadaveric donation, and
chain exchanges (including an altruistic donor, an incompatible donor/recipient pair, and a
person on a waiting list for cadaveric donation)’. The more donor/recipient pairs
participating at these exchanges and entered on a register, the better the chances of
successful transplants.

It is important to properly distinguish these different types of donations because they raise
slightly different moral issues. These issues have, in turn, given rise to a number of
attempts to establish frameworks to more or less formally govern the practices that
surround them.

Existing Framework Governing Living Donations, Particularly in Québec

The current situation with respect to the governance of living donation practices in Québec
is not easy to understand. A certain type of framework is in the process of being
established for exchange donations, while, in April 2009, Canadian Blood Services
inaugurated a Living Donor Paired Exchange Registry, in which Québec intends to
participate. For all other practices, however, the governing framework remains minimal, at
least to our knowledge. Québec-Transplant has had a registry for all living donations made
in the province for a long time, but the organization’s official mandate has been limited to
cadaveric donations to date.

This situation is not unique to Québec and is easily explainable. Contrary to cadaveric
donations, which quickly required systematic organization in order to centralize organs and
allocate them correctly, living donations have been quite able to develop without such
coordination. Until anonymous non-directed and paired exchange donations made their
appearance quite recently, donations were organized at centres on a strictly local basis.

® The following definitions are borrowed from the document entitled Le don et la transplantation d’'organes par
échanges: considérations éthiques sur une nouvelle option, prepared by the Commission de I'éthique de la
science et de la technologie (CEST) in 2006. They appear to be the subject of a large consensus.

4 See Appendix 1 for illustrations of these four exchange types.
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These exchanges are most often deemed as private exchanges, in the same way as
everyday clinical interventions.

Given this historical perspective, we understand the importance still placed on the
professional ethics of physicians as the governing framework for these exchanges.
However, we can also see the paradox we are confronted with. Upon first glance, at least,
the very logic of living donations runs counter to the professional ethics of physicians in
clinical situations, which generally prohibit them from putting a patient at risk in the
interests of a third party.

Finally, the implementation of a more formal framework for the new types of living
donations does not diminish the need for profound reflection on the practice. On the
contrary, it highlights the critical importance to refocus on its most elementary forms. Even
though there is just one donor and one recipient, living donations already pose major
problems from a medical ethics standpoint.

2. Living Donations and Medical Ethics

One could effectively think that agreeing to one patient taking risks in the interests of
another runs counter to the very logic of clinical medicine and the professional ethics of
physicians. A fortiori if the patient in question is not ill but healthy. This is why most
observers have arrived at the same troubling conclusion — living donations seem to
contradict medical ethics, at least the professional ethics of physicians in clinical
situations®.

A Unique Situation and Untenable Position for Physicians?

The professional ethics of physicians are very clear, as much in Québec as anywhere
else. The rules of conduct call doctors first and foremost to defend the interests of their
patients with respect to their health rather than their own interests or those of a third party.
Section 60 of the Code of Ethics of Québec Physicians even stipulates the following:

A physician must refuse to collaborate or participate in any medical act not
in the patient’s interest as it pertains to his health.

® We will see that this distinction between private or public exchanges established by David Price is interesting
for the purposes of addressing the question of living donations and medical ethics.

®Ina very brief article, Norman B. Levinsky offers a good summary of the problem, which is raised by most
people concerned with living donations.
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Of course, it could be argued that this ethical stipulation is not absolute and already allows
for exceptions. Certain specific contexts do indeed demand a reassessment of this
regulation, particularly in the case of physicians taking part in research projects. In a
clinical context, it is an individual’s well-being that counts, and physicians are obliged to
ensure that they act accordingly. On the other hand, the ethics of research rest on a
person agreeing to take certain risks to allow for the acquisition of new knowledge for the
common good. One way of reconciling these two somewhat contradictory objectives in
clinical research is via the consent of patients, who must agree in full knowledge of the
cause. Another way is to allow ethics committees, and not physicians, to judge the
pertinence of the research’.

Will the logic of living donations ever take after that of clinical research? That could be
envisaged, and our reflections could be steered in this direction — insist on the consent
and protection of donors and assign physicians the responsibility of protecting them. With
that perspective in mind, doctors need to judge not only the quality of donor consent, but
also the appropriateness of the exchange.

Even more than the research activity, living donations could put physicians in a difficult
position by obliging them to bear the heavy burden of an extremely difficult decision. They
would be the ones who have to assure that the benefits for the recipient outweigh the risks
for the donor. No wonder that the majority of those who have studied this problem have
concluded that physicians should proceed only if the risks for donors are minimal, the
benefits for recipients very significant, and if there are no other alternatives®. Some even
come to the conclusion that, in the case of liver transplants at least, this type of exchanges
is always too risky and that we should, therefore, continue to favour cadaveric donations®.

The Particularity: Not One, But at Least Two Patients, One of Whom is Healthy

Fortunately, this affirmation has prompted some to push the reflection even further.
Where does the difficulty actually stem from? Does it reside in the need to compare the
benefits and risks? Within a clinical context, physicians are constantly reasoning by
measuring the foreseeable risks and benefits of their interventions. They then proceed
only if the anticipated benefits for the patient outweigh the risks, which is often the case in
the clinical setting because the patients are generally ill. When the patient’s condition
warrants care and treatment, physicians simply choose what they think to be the most
appropriate course of action, and they discuss this with the patient and their loved ones.
The search for this balance between risks and benefits is at the very heart of clinical

" The practice guide entitled Le médecin et la recherche clinique, addresses these subjects in greater detail.

® The argument developed by David Price is very clear in this regard.

° This is the opinion supported by Klintman and Lake, for example, for whom living donations pose a problem
with respect to liver transplants in particular.

10 Among them, it is important to cite Aaron Spital, a number of whose articles are listed in the bibliography. He
was the primary inspiration for much of the argument developed in this section.
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practice and the professional ethics of physicians. For moral agents who must decide and
act, the search for the best balance between risks and benefits of planned interventions is
recognized as the preferred approach (beneficence, nonmaleficence). Therefore, the
problem does not lie there.

Rather, the difficulty arises from the fact that these situations involve not only one, but two
patients, one of whom is in relatively good health. Physicians normally measure the risks
and benefits of interventions for a single, most often ill, patient. They proceed only if the
anticipated benefits for this patient are greater than the risks. In the case of a living
donation, however, two patients are concerned. Thus, what are we really talking about
when we refer to risks and benefits? Are we talking about the risks for one person and the
benefits for another one?

A Situation That Will Never be Simple

It is true that the donor seems to be taking all the risks in such situations, while the
recipient only has benefits to gain from the exchange. However, is this really the case?

Donors do effectively take certain risks with a living donation, particularly the risk of
experiencing some medical complications. However, there are fewer and fewer medical
complications today thanks to technological advances. At the same time, we see that, in
the case of related donations, donors often draw significant benefits from the exchange —
especially psychological benefits in terms of enhanced self-esteem. So we can think that
donors achieve a sense of balance for themselves, readily capable of justifying their
willingness to participate in the exchange. In fact, several studies have shown that most of
the time, related donors have no difficulty to make their choice and that they don’t have
any regrets whatever happens.

As for recipients, they clearly have benefits to draw from this type of exchange, getting the
chance to enjoy a longer and higher quality of life. It is wrong, however, to think that
recipients assume no risk at all. Some studies have shown that they run risks from a
psychological standpoint. When donors and recipients are related in particular, already
powerful affective links come into play. Any recipient should be aware of the moral
implication that a living donation represents. In fact, some recipients prefer to wait for a
cadaveric donation to avoid having to assume such a heavy debt that they consider
impossible to pay off.

Thus, in the case of a living donation, we are no longer facing a typical two-dimensional
clinical picture involving risks and benefits for a single patient. Instead, there are four
factors at play — the risks and benefits, and the donor and recipient™. In fact, there are

' See the illustration in Appendix 2.
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risks and benefits for each of the individuals concerned, and they both must decide for
themselves what an acceptable balance is.

Moreover, there is yet another dimension to consider — that of the physician, or more
generally, of anyone that plays a role in the intervention. Those that intervene are not only
mandatory players in these situations, but also moral agents responsible for their actions.
In this role, physicians must not only advise the donor and recipient of the benefits and
risks, but they must also decide whether or not they agree to take part in interventions that
involve such benefits and risks. In the grand scheme of things, the doctor remains
completely liable, but decision making responsibilities are shared by all players.

A Truncated View

A picture is often worth a thousand words. Juxtaposing only the risks for the donor and the
benefits for the recipient demonstrates a truncated view of these situations. By focusing
too much on the risks incurred by donors and the benefits drawn by recipients, we end up
with an abstraction of the benefits for the donors and the risks for the recipients, which
have its repercussions.

From that perspective, the balancing of benefits and risks quickly translates into conflicts
of allegiance for the caregivers involved. To avoid these conflicts, which they consider
inherent to such situations, many propose the separation of caregiving teams, assigning
one to the donor and another interdependent of the first to the recipient'?. Others suggest
naming a “representative” to protect the donor™. While these measures may be
interesting, are they really applicable? Even if they were applicable, someone somewhere
will have to judge the acceptability of the exchange. Who should that be? Who could
pretend to know if the benefit for the recipient makes the risk for the donor worth it?

A New Situation and New Perspective

The members of the task force are in agreement with those who propose the adoption of a
broader vision. Clinical logic could very well apply to living donations. However, that is
conditional upon the recognition that there are at least two patients and an entire
intervention team involved in these situations. All these players have to balance risks and
benefits that are not always evident. Each has to assume his/her share of the
responsibility in the decisions. Indeed, as soon as the perspective broadens to include the
benefits, risks and all the players concerned, it becomes clear that there are many types of
decisions to be made in these situations. All decisions cannot rest on the physician’s
shoulders alone. Before concluding that there is a conflict of allegiance for physicians, we
must know at least who is responsible for what.

2 This proposal is well explained in the article by Linda Wright et al.

2 n its document about living donations, the Canadian Council for Donation and Transplantation proposes
both recommendations — naming a representative and separating the teams.
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This new perspective corresponds entirely with what the task force drew from its previous
work on appropriate care — whatever the clinical situation, it turns out that the care is
more appropriate when the decision making process has been properly carried out'*. The
living donation certainly constitutes one of the most complex clinical situations.
Nevertheless, the grid developed to get a better understanding of the decision making
process in clinical situations could be very applicable, if we distinguish the various players
participating in the process and their individual ways of gauging the benefits and risks. The
picture is never simple when it comes to living donations but it is worth to be analysed
more carefully.

This new perspective allows for a better understanding of the position of each individual
involved in living donations — donors, recipients, and those who accompany them. It also
enables us to make a better distinction between the moral issues physicians are
confronted with, as well as those faced by donors, recipients, and all the other social
players involved in organ donation and transplant medicine. The new perspective allows
us to specify their respective responsibilities, and in so doing, to identify the moral issues
to which they must respond. It also enables us to understand the importance of
interdisciplinary collaboration with respect to living donations. Given the extreme
significance of psychological and social factors for both donors and recipients, the teams
must possess the resources capable of properly evaluating these aspects. Theses may be
overlooked by strictly medical expertise.

At the same time, the new perspective makes it possible to avoid certain pitfalls, such as
placing undue importance on donor consent, which is purely theoretical if the risks the
donor should take are ultimately assessed by others. Another stumbling block is wanting to
scrutinize and judge the deep-seated motivations of donors, especially those of unrelated
donors, who often cause us to wonder whether or not there is some underlying factor like a
psychological disorder or financial motive that, rather than altruism, would explain their
wish to donate. As such, it enables us to be less apprehensive in coming to grips with new
forms of living donations.

This approach could be more fruitful than the various measures proposed to achieve
similar objectives. As mentioned, there have been numerous recommendations that there
be two separate teams in all cases of living donations — one for the donor and the other
for the recipient. Within the context of the broader new perspective, the teams must, first
and foremost, have a clearer idea of their responsibilities, to be able to support all the
players in the best way possible with the resources available. Finally, the task force
believes that we could look at many other examples among all the problems associated
with living donations and, by applying the same analytic framework, find realistic solutions.

14 See the task force report entitled Pour des soins appropriés au début, tout au long et en fin de vie, available
in French only, or the paper entitled Physicians, Appropriate Care and the Debate on Euthanasia, A
reflection which has been drawn from the task force report and accepted by the board of directors.

Le médecin et le don vivant — Rapport du groupe de travail en éthique clinique 9



It is important to clarify one important point, however. The fact that we have a broader
perspective does not mean that everything becomes acceptable for physicians. It is very
possible that the majority of doctors concerned only agree to proceed if the risks for
donors are minimal, the benefits for the recipient are clear, and there are no alternatives —
which would be quite understandable. In actual fact, this perspective is not entirely new. It
obliges physicians and the other intervening parties to make decisions that respect their
professional ethics. However, it obliges them to do so while taking the complete clinical
picture into account, as well as all of the players involved.

In summary, the living donation undeniably poses a particular problem with respect to the
professional ethics of physicians in clinical situations. No matter how minimal the risk may
be for donors, they are nevertheless living persons who are generally in good health and
are putting themselves in danger on behalf of someone else. At first glance, the donor
takes the risks with a living donation and the recipient is receiving all the benefits. After
closer examination, however, we can see that the physician is not alone in having to cope
with such a dilemma. Living donations are particular in that they involve several different
players and each player is unique. Thus, for every clinical situation, there are different
balances to be found and coordinated. Each of these situations demands a certain
openness of mind and healthy dose of reflection on the part of all players involved.

3. A Social Ethic for Living Donations

While the living donation actively involves all players in the clinical situation, the personal
ethics of the donors and recipients and the professional ethics of the interveners will not be
sufficient to meet all the challenges. The living donation is a complex phenomenon that
raises numerous questions from both a scientific and a moral standpoint. These questions
concern all the social players, and we would be ill-advised to avoid them just because they
are difficult. To what length as a society are we prepared to go to counter organ shortage
and ultimately defy death? Those who ask this fundamental question are doing the right
thing: it should always be in the back of our minds, even when we are determined to
promote organ donation in general and living donation in particular™.

However, all of this complexity must not discourage discussion... on the contrary. The fact
that we have determined how medical ethics in clinical situations can apply to living
donations in spite of the initial difficulty is certainly reassuring and serves to motivate us to
push our reflection even further.

' This question was returned to the agenda by sociologist Renée Fox and anthropologist Judith Swazey.
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The Complexity and Uncertainty of Organ Donation

By necessity, organ donation and transplant medicine are complex phenomena. In fact,
the fascinating nature of these phenomena can sometimes hinder our recognition of just
how complex they are. It is easy to overlook the vast diversity of exchanges and practices
they encompass, as well as the multiplicity of players involved. However, these factors
were not neglected by authors who analyzed the phenomena in an even broader than
simply clinical perspective™.

From a sociological point of view, it is easy to see that organ donation and transplant
medicine developed and continues to evolve based on several different logics. The logic of
physicians and other interveners is not necessarily that of patients, nor of organizations
responsible for the allocation of organs. Indeed, donation systems are composed of
different players with specific ethics. The challenge for society is to assure a certain
coherence while respecting these necessarily different logics®’.

From that perspective, it is also clear that transplant medicine remains an endeavour that
offers benefits but also encompasses risks and major areas of uncertainty — thus the
importance of prudence. There are, in fact, practical means of remaining prudent without
closing the door to progress. Success in this regard demands the proper documentation of
problems.

All practices related to organ donation are not necessarily new. Overall, the fact remains
that transplant medicine is not a standard clinical practice where we can easily measure
the benefits and risks. It is a practice that calls for the collective gathering of data to be
able to follow its evolution and readjust our actions'®.This is not to say that a research
project, which must be carefully controlled, is always needed. However, it is absolutely
essential that data concerning these interventions be gathered in order to be able to
analyze and extract validated information. From therein stemmed the widespread idea of
creating a central registry even when the interventions remain local, and a fortiori, for
exchange donations. Numerous observers support this idea’®, which the members of the
group consider to be effectively essential.

On the other hand, the centralization of data should not lead to the imposition of a general
logic that curbs the various logics already at work. As was the case for clinical aspects, the
objective here is, rather, to know how to reconcile these different logics. As such, the

% n the case of organ donation, we often refer to sociologists who have studied the broad notion of “donation”.
However, some of them have examined the social practices surrounding organ donation, including Nora
Machado in Sweden and Fox and Swazey in the U.S. In fact, these two authors had a long history of
participating on care giving teams before setting their highly critical sights on organ donation.

7 \we are referring here to the analyses of Nora Machado.
8 This passage refers once again to the work of Fox and Swazey.

9 see, for example, the articles by Feng and Friedman Ross et al.
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challenge is to find a certain general logic without imposing a whole regulatory system and
without tightly controlling all living donations. When the exchanges remain private between
related people, for example, it is probably sufficient to standardize practices so that they
respect this overall logic. If the exchanges involve several people and various centres,
there is a need for a slightly more organized system, if only to assure the equity of
exchanges.

The Difficult Question of Commercialization

On top of that and from a social perspective, transplant medicine is a costly enterprise that
can clearly challenge the principle of justice especially since living donations put the
emphasis on the delicate question of free donation.

Although it did not focus on this particular problem, the task force noted that
transplantation tourism is effectively on the rise and organ trafficking is indeed a reality
even though it is prohibited in virtually every part of the world. Hence, the numerous efforts
to curb the practice nationally and globally, primarily on the legal level. The task force does
believe that transplantation tourism and organ trafficking are unacceptable drifts. However,
it sees the proposal of a general logic for organ donation that is likely to rally the different
social players, including doctors, as another way of combating these phenomena. This is,
nevertheless, a formidable challenge because it calls for knowing how to promote organ
donation in general and living donations in particular, while imposing certain limits on what
is and is not acceptable in a given society. Of course, these limits are not always easy to
establish®.

A Societal Ethic

Rather than expressing an opinion on the precise form of control that would be most
appropriate for living donations, which would overstep its mandate in any case, the task
force prefers to insist on the ethics to be promoted for living donations among the
population and physicians. Like various other observers, the members are of the opinion
that the general logic to propose for living donations should draw its inspiration from
cadaveric donation systems, which, for the most part, are based on social solidarity.
Whether its governing framework is more or less formalized, all organ donation is
fundamentally a social exchange. In fact, the most complex forms of living donations seem
easier to control than simpler forms because they more clearly resemble cadaveric
donations with which we are more familiar. As we have seen, though, every donation calls
for the generosity of the people directly involved and the collaboration of numerous other
social players.

2% The paper produced by the task force in 2007 on the conduct expected of Québec physicians with respect to
patients involved in organ transplants abroad testifies to this difficulty. This sub-question alone necessitated
a long discussion. Entitled La conduite des médecins face a des patients ayant subi ou devant subir une
transplantation d’organe a I'étranger, this paper is available on the CMQ web site.
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Again, neither the choice of social solidarity, nor the gathering of information or
standardization of practices calls for excessive centralization and control of all procedures.
In that sense, it would be possible to say yes as a society to a central registry of living
donations, but no to committees of experts such as those that exist in certain places to
authorize all living donation cases®. It would be possible to say yes to standardized
procedures, without going into all the details like knowing whether two independent teams
are absolutely required. We could say yes to a central assignment system for certain forms
of living donations that works in collaboration with local authorities, as is already the case
for cadaveric donations. Most importantly, we could say no to commercialization and
encourage solidarity, even when the exchanges remain to a certain degree private.

An approach based on solidarity and self-regulation seems more promising to the task
force than an overly restrictive approach. For physicians, at least, the living donation goes
beyond standard clinical practices. Thus, they must remain prudent. They must thoroughly
collect and analyze the data to be able to progressively adjust their practices to the logic
and the objectives that society will wish to adopt in this regard.

Conclusion

For the task force, living donation, even in its most elementary form between related
persons, gives rise to a hew challenge from a medical ethics standpoint. Upon termination
of the reflection process, the members of the group believe that there are several
interesting ways of meeting this challenge. As soon as we see each player in the clinical
situation as a moral agent responsible for their choices, medical logic in clinical situations
can very well apply to living donations and to the new forms under which this practice is
currently developing. Living donation can indeed be acceptable from a medical ethics
viewpoint. However, it demands certain moral points of reference and a healthy dose of
reflection on the part of physicians, patients and other social players.

In conclusion, the task force hereby recommends that the Collége des médecins du
Québec:

- Distribute this report to physicians in order to encourage their own reflection on
medical ethics and living donations.

- Contribute to the development of a social ethic capable of supporting living donations
with their benefits and their limits.

- Support the official creation of a registry of all living donations carried out in Québec.

- Support the establishment of a more formal framework for paired exchange living
donations.

- Within the scope of the order's mandate, support efforts aimed at curbing the
commercialization and trafficking of organs.

2L \We are making a reference here primarily to the prevailing situation in France.
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