

































































































































































Final Pressures and Flows
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Ethical Principles

m Respect for Autonomy
= Full, voluntary Informed Consent

m Beneficence
= Psychological or spiritual
= No physical benefit

s Non-maleficence
m Justice




The Ethics Statement of the Vancouver Forum on the
Live Lung, Liver, Pancreas, and Intestine Donor
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Timothy L. Pruett,” Annika Tibell,” Abdulmajeed Alabdulkareem,” Mahendra Bhandari,*
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Lisa McMurdo,"® Axel Rahmel,"" S. Adibul Hasan Rizvi,"? Linda Wright,"” and Francis L. Delmonico™

he use of organs from live donors is an important com-
ponent of transplantation today. The Ethics Committee
of the Transplantation Society (TTS) has previously pub-
lished a statement on ethical considerations pertaining to the
live kidney donor (1). Evolving technologies have now al-
lowed for the successful transplantation of organs from the
live lung, liver, pancreas and intestine (extrarenal) donors.
The Ethics Committee of TTS was convened at the Vancouver
Forum to deliberate upon the use of live donors for extrarenal
transplantation. The following is a summary of the commit-
tee's deliberations. We believe that live extrarenal donation
should proceed within the context of the ethical principles
established for live kidney donation. The physical and psy-
chosocial welfare of a healthy donor must be put in context of
the needs of the recipient and impact of the recipient’s illness
upon the donor. In principle, the Ethics Committee of TTS
recommends that live lung, liver, pancreas and intestine do-
nation should only be performed when the aggregate benefits
to the donor-recipient pair {survival, quality of life, psycho-
logical, and social well being) outweigh the risks to the donor-
recipient pair (death, medical, psvchological, and social mor-
bidities).
At the Vancouver Forum, emerging data pertaining to
the aggregate risks and benefits of live lung, liver, pancreas
and intestine transplantation provided more information re-

that live lung, liver, pancreas and intestine organ donation
and transplantation must proceed with thoughtful indepen-
dent oversight and transparency. As organs recovered from
deceased donors offer substantial (and sometimes superior)
benefits to potential recipients, with no risk to a healthy, live
donor, efforts to maximize the use of organs from deceased
donors must not be impeded by the development of live or-
gan donation.

This consensus statement comes from the deliberations
of the Ethics Group of the Vancouver Forum which was charged
with defining the essential ethical elements of the process for the
transplant center performing live lung, liver, pancreas and intes-
tine donor. Special emphasis upon elements and issues of in-
formed consent, assurance of donor autonomy and the patient
selection process is included for clarity.

Responsibility of the Transplant Team
Performing Live Donation

o Information about organ donation and transplanta-
tion should be provided repetitively to the prospective donor
in order to facilitate the decision to proceed with live organ
donation.

» Medical, psychological and social suitability should
be determined after complete and thorough evaluation by a
team that has the expertise to assess the suitability of an indi-

Transplantation * Volume 81,
Number 10, May 27, 2006




Vancouver Ethics Statement

s Donor Selection
s Legal Competency and Non-Traditional Situations

= Informed Consent and Autonomy
= Voluntary

= Autonomy and consent is necessary but not sufficient
(Paternalism vs. autonomy)

= Provide full R/B/A/P information and a comprehensive process
s Responsibility of the Transplant Center
= Donor Advocacy Team

m Establish medical, psychological and social suitability

m Provides freedom to withdraw with supportive environment
m Provide a period of reflection
m Assure full retention of information




Who Should Do Living Donor Liver
Transplants?

Centers where the need is great

= Significant waiting list and relative donor scarcity
A well resourced program in a financially secure
institution
Centers with excellent surgical/transplant/ancillary
experience, commitment and planning

An experienced surgeon who really believes in it.
m Living donor surgery should be an academic focus, not a hobby.

Participating team members should be committed to the
growth and development of the field.




Fundamental Ethical Dimensions

= Need (chance to timely DD?)
= Individual not global
= Not too much, not too little

= Donor Safety

= Morbidity
= Mortality
= Probability of a good recipient outcome

= Short-term
= Long-term




Ethical Dimensions of Equipoise In
Living Donor Liver Transplantation

Expected Recipient Outcome

A

RN

Donor safety Need

The larger the size of triangle, the greater the ethical good.
This is the average situation for a right lobe aLDLT




Ethical Dimensions of Equipoise In
Living Donor Liver Transplantation

Expected Recipient Outcome

A

LN

Donor safety Need

The fundamental tension between autonomy and non-
maleficence is best equated with the length of the blue line. In
fact, ERO and DS may be the most important two factors
iInfluencing public opinion and in promulgating public policy.




Pediatric LRD as a Model
Why is it less conflicted?

Donor usually a parent with clear cut motivation
Donor morbidity and mortality very low

Minimal concerns regarding graft size or
recipient status

Mayjor indication is Biliary Atresia; a disease that
does not recur

= Recipient outcomes with LRD are better than DD
m Waiting list now dramatically reduced




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

Donor safety Need

This is the equipoise that exists for pediatric living donor
transplantation.




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

Need

This is the equipoise that exists in Asia
where deceased donor options are small




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

Donor safety Need

This is the equipoise represents the use of standard right
lobe LDLT for “Beyond Milan” HCC’s. The blue line is
shorter and the perceived ethical tension is higher, despite
great need.




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

0
0

Donor safety Need

This is the equipoise that would exist where excessive
recipient need influenced the decision to use a high risk
donor for high risk recipient: Not a good situation




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

Donor safety Need

This is the equipoise that might support the use of low risk
left lobes for “ Beyond Milan” HCC’s,




Ethical Dimensions of Equipoise in LDLT

Expected Recipient Outcome

Donor safety

This is the equipoise that exists for left Lobe transplantation
for patients with MELD 10-15.




Summary: Technological

. [t is not all about size!

- Pre-operative measurements of Cl and hepatic
wedge pressure, along with GRWR, should
guide the choice of left lobe or right lobe

. The extent of inflow modification should be

determined by intra-operative hemodynamic
measurements (flow and pressure).

- Normalization of hepatic - portal pressure
gradient (<10 mmHg) with parenchymal flow
between 1-2 ml/g/min should be achieved




Summary: Ethical

m Ethical equipoise in LDLT demands the careful
balance of need, donor safety and chance for a
good outcome

m [he proper balance is effected by societal
beliefs that effect deceased donor organ
donation and availability, and specific recipient
and donor characteristics

= There is continuous tension between personal
autonomy and physician/center/society desire
for non-maleficence




Conclusions

Use of left lobes improves donor safety, satisfies our
ethical principles and is expanding.

There is a continuing shortage of livers that can be
relieved by expanded utilization of living donors

The clear indications (ex. HCC) that existed prior to
MELD are now more vague and candidate selection is
more complex

Carefully selected patients with even with MELD’s < 15
show survival benefit with A-to-A LDLT

Left lobe grafts should be used preferentially if graft size
and recipient parameters are favorable

“Primum Non Nocere” is The Way Forward




