
Kidney transplantation from living donors is an estab-
lished treatment for end-stage renal disease: it in-
creases life expectancy, improves quality of life and is

less costly than dialysis. In Canada, the growth of solid-organ
transplantation over the past decade has primarily been at-
tributable to increases in living organ donation, for which
rates have doubled within the past decade.1 Nevertheless,
waiting lists continue to grow, and further strategies to in-
crease organ donations from living donors continue to be ex-
plored.2 Eliminating barriers to donation is one way to in-
crease donors. Currently in this country, there are economic
disincentives to donors that, in addition to being unfair, may
limit rates of organ donation and need to be addressed with 
a national policy.

The economics of living kidney donation have been well
described from the perspective of the recipient and health care
payer: one living kidney donation is estimated to result in a
net increase of 2 to 3.5 quality-adjusted life-years, and a net
health care savings of $100 000.2 The economic impact to the
donor, on the other hand, is infrequently considered, but is
best understood by first considering all possible direct and in-
direct (productivity) costs incurred. Direct costs include all re-
sources consumed from the perspective of the donor (which
may not involve a direct monetary transaction), including tra-
vel for tests, appointments and hospital admission; accom-
modation; long-distance telephone charges; and incidental
medical costs such as fees for medications after discharge.
Indirect costs consist of the economic consequences of lost
or impaired ability to work or engage in leisure activities,
such as lost income and household costs related to domestic
maintenance and chores as well as to dependent care.

The frequency and magnitude of these costs are not well
described. The existing literature likely underestimates true
costs and suffers from the retrospective nature of most re-
ports of donor costs: lengthy time frames for patient recall,
low response rates and incomplete capture of all the relevant
costs. Nonetheless, it is clear that many donors are adversely
affected by these costs. In one follow-up study, financial
hardship or significant financial burden was reported by 23%
of people who donated a kidney.3 In other examples, 53%–
99% of donors experienced costs due to travel and accommo-
dation in 2 North American studies,4,5 and 14%–30% lost in-
come (averaging, in 2004 dollars, as much as $4410).6,7

Although the magnitude of these costs may not seem dra-
matic to some, the context in which they occur deserves con-
sideration. Biological relatives and spouses make up the
majority of living donors, who may already be burdened fin-
ancially by the chronic medical illness of a family member. In
a single-centre study involving 133 potential donors to a fam-
ily member, 24% did not donate because of the anticipated

financial hardship.8 This same study indicated that recipients
with higher incomes were more likely to receive a kidney
from a living donor, which suggests that household financial
status may influence which recipients receive a living-donor,
as opposed to a deceased-donor, kidney. A similar pattern of
higher aggregate income level for those receiving a kidney
from a living versus a deceased donor exists in Canada (un-
published data from the Canadian Organ Replacement Reg-
istry), and it is a reasonable assumption that economic conse-
quences pose a larger burden to potential donors with a lower
income. The existence of financial barriers to potential organ
donors clearly runs contrary to our objective of increasing
rates of organ donation in Canada.

Some countries, such as Hungary, Portugal, Slovakia and
Turkey, do not permit any form of compensation for donors.
This may stem from a desire to avoid a free or black market
for organs. However, recent policies addressing reimburse-
ment of the financial consequences incurred by donors have
emerged internationally. The World Medical Association and
the American Medical Association Council on Ethics and Ju-
dicial Affairs make a clear distinction between reimburse-
ment of the expenses incurred through the donation process,
which is expressly deemed permissible, and a market where
payment for an organ results in financial gain.

Reimbursement is allowed implicitly in some countries,
including Canada, whereas others have adopted explicit poli-
cies. In France, for example, transplant centres are required
to reimburse donors for travel and accommodation expenses;
and in the United Kingdom, the National Health Service is
permitted, though not required, to reimburse lost wages as
well as travel and accommodation costs.

Currently Canada does not have a national unified strategy
to reimburse living organ donors. Before devising a strategy,
it is important to identify existing services and infrastructure
to deliver such a policy. Current federal initiatives include em-
ployment insurance and short-term disability as well as the
tax credit for medical expenses. Provincial initiatives include
coverage for medical services, limited travel coverage in some
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provinces (Newfoundland and Labrador, New Brunswick,
Prince Edward Island and northern Ontario) and paid-leave
programs (Saskatchewan). Assistance from nonprofit organi-
zations such as the Kidney Foundation of Canada is poten-
tially available. However, the requirements necessary to re-
ceive employment insurance and benefits delivered through
tax credits may work to the disadvantage of people who work
in alternative arrangements or have a lower income, and all
existing programs are limited in scope and availability.

In a survey of key Canadian informants in the field of or-
gan transplantation — sources working in transplant centres,
provincial governments, professional associations, non-
governmental organizations and charities active in transplan-
tation in Canada, prioritized according to their experience in
working directly with living donors on issues of reimburse-
ment — consensus was reached that reimbursing donors for
incurred expenses is desirable. Indeed, a comprehensive re-
imbursement program is being considered in British Colum-
bia, and planning committees working to improve financial
support for living donors exist in Alberta, Quebec and Nova
Scotia. Most informants held the opinion that existing infra-
structure could be used to impliment such a program, al-
though additional wherewithal, especially human resources,
would be required.

Political, social, regulatory and technical issues may each
influence the creation and implementation of a donor re-
imbursement policy; cost, however, is a major consideration.
Although the costs incurred through kidney donation cannot
be gauged with certainty, most estimates have ranged from
$1045 to $5225;6 in British Columbia, reimbursements to
donors are estimated at the midpoint of this range. Allowing
for growth in rates of donation, the anticipated annual na-
tional costs for such a reimbursement program for living
donors of kidneys is $560 000–$2.8 million. In contrast, the
cost in 2000 of providing dialysis therapy in Canada was an
estimated $9.4 billion.9,10 Each kidney donation is expected to
save the health care system about $100 0002 and provide an
additional 2 quality-adjusted life-years. If a 25% overhead for
administering a national reimbursement program is as-
sumed, even a 10% increase in kidney donations because of
the removal of economic disincentives may result in neutral
or net negative costs from a societal perspective.

We suggest that a national reimbursement program with
federal funding and coordination but provincial implementa-
tion would be the best option. The program should include
strong safeguards against the commercialization of organs
and mechanisms not only for coordinating benefits and ad-
justing for regional differences in cost of living but also for
cost control and promotion of provincial add-ons. Pilot pro-
grams would allow a full assessment of the costs and benefits
of such a program before widespread implementation, which
may allay fears of high program costs.

In conclusion, we rely on altruistically motivated organ

donors to improve the health of those with chronic disease.
Although we can only strive to attenuate the medical and
psychosocial risks associated with donation,11 it is entirely
possible to eliminate the economic risks for Canadian organ
donors completely, through legally and ethically acceptable
financial reimbursement. Not only is implementation of such
a strategy just, but the removal of this barrier is an obvious
step to encourage and recognize living donation.
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