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Abstract
Patient epistemic authority acknowledges respect for a patient’s
knowledge claims, an important manifestation of patient autonomy that
facilitates shared decision making in medicine. Given the scarcity of
deceased donor organs, transplantation programs state that patient
promises of compliance cannot be taken at face value and exclude
candidates deemed untrustworthy. This article argues that transplant
programs frequently lack the data to make this utilitarian calculation
accurately, with the result that, in practice, the psychosocial evaluation
of potential transplant candidates is discriminatory and unfair.
Historically excluded candidates, such as patients suffering from alcohol
use, have turned out to benefit highly from transplantation. Transplant
programs should tend to trust patients when they claim to be good
potential organ stewards, thereby respecting patient autonomy,
advancing justice, and saving more lives.
Epistemic Authority Is Foundational
Epistemic authority is granted when an agent is trusted and his or her knowledge claims
are respected by outside parties.1 Health care usually prioritizes the physician’s
epistemic authority. The physician is a highly trained expert making a medical
assessment of the patient, and the patient’s willingness to consider the physician’s
assessment is a critical component of any patient-physician interaction. Presumably, the
patient visits the physician because he or she values the clinician’s expertise—that is,
the physician’s epistemic authority.
Respect for patient autonomy is another key pillar of the patient-physician relationship
in Western clinical medical ethics. In the shared decision-making framework, physicians
offer expertise and judgment, and patients bring their own values and preferences to
the collaborative decision-making process. We assert that respecting patient autonomy
calls for the physician to grant the patient a degree of epistemic authority regarding
claims of self-knowledge. To build a strong patient-physician relationship, the physician
must consider the patient reliable and trustworthy until proven otherwise. For example,
if a physician believes a patient has not been adherent to a treatment, the physician
might conclude that the patient has “failed” a treatment. Trusting the patient calls for
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the physician to first ask, “Why did this treatment fail the patient?,” not, “Why did the
patient fail the treatment?” If the physician does not trust the patient, the patientphysician relationship devalues patient autonomy and becomes more paternalistic.
We consider the role of patient epistemic authority when a patient is evaluated by the
organ transplant team prior to being placed on the waiting list. During this paternalistic
process, the reliability claims of potential candidates are repeatedly challenged on
utilitarian grounds during an intense psychosocial evaluation.2,3 Transplant providers
believe this high level of scrutiny is justified to select good organ “stewards” to make
best use of scarce deceased donor organs and save the most lives. We argue that
current organ transplantation system incentives encourage unwarranted bias against
many patients with psychosocial risk factors and paradoxically lead to organ allocation
decisions that do not maximize utility. We conclude that distrust of patient epistemic
authority reduces patient autonomy, vitiates utilitarian outcomes, and leads to injustice.
Utilitarian Frameworks in Transplant Ethics
Hundreds of thousands of patients have end-stage organ failure in the United States
and are potential candidates for transplantation. Heart failure kills more than 300 000
Americans a year,4 and approximately 750 000 patients are on hemodialysis for endstage kidney disease.5 Currently, a fortunate 124 000 or so patients are on the
transplant waiting list,6 which has not been shortened despite an increase in the donor
supply from the opioid epidemic.
Two major federal regulatory actions shape the organ allocation policy landscape and
define its primarily utilitarian ethical framework. First, the Centers for Medicare and
Medicaid Services imposes strict posttransplant graft and patient survival benchmarks
that transplant programs must meet to remain in operation.7 Centers are frequently
penalized or shut down due to these requirements; more than 20 lost Medicare funding
and most of these were shut down; an additional 40 were placed in a probational status
during the last 10 years alone.8 Second, federal rules for organ allocation policy calls for
wait-listed candidates to meet standardized minimum listing criteria and be ranked “in
order of decreasing medical urgency.”9 Synthesizing the high posttransplant survival
benchmarks with the prioritization of medically urgent candidates, the effective ethical
framework is primarily utilitarian, ie, focused on maximizing the medical benefit of each
transplant. Equitable access is also a consideration (eg, increased priority for highly
immunologically sensitized patients with few potential compatible donors), but it is
secondary to utility. Finally, federal organ allocation rules intend to minimize geographic
disparities,9 but these mandates are largely ignored in current organ-specific allocation
policies or their implementation.10,11,12,13 More complete multiprinciple ethical
frameworks for allocation have been proposed that explicitly incorporate conceptions of
equal access and justice (eg, allocating organs to younger people so that they can live a
complete life).14,15,16 However, in the current policy framework, these considerations are
secondary to ensuring that each organ transplant results in a tangible, sustained
medical benefit for the recipient.
Reliability in Candidate Selection Processes
Candidates for transplantation undergo a rigorous evaluation by transplant programs.
Programs have standardized candidate selection criteria that are intended to exclude
candidates at higher risk of postoperative mortality or complications. Candidacy
restrictions are distinct from and in addition to strict contraindications to
transplantation. For example, lung transplantation is contraindicated in patients with
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left-ventricular failure, as it would worsen their condition due to lack of lymphatic
drainage in the transplanted lungs.17 In contrast, lung transplantation is not strictly
contraindicated in patients with chronic kidney disease.17 However, renal dysfunction is
associated with significantly worse outcomes posttransplantation,18 and thus the strict
posttransplant survival benchmarks might incentivize programs to exclude these
patients from transplantation.
These candidacy criteria extend beyond objective medical comorbidities. Strict
adherence to antirejection medication is necessary for a complication-free and low-risk
posttransplant course. Therefore, programs impose nonmedical psychosocial candidacy
criteria based on detailed psychiatric and social evaluation by a mental health
professional.2,3 A potential organ transplant candidate must convince the transplant
team that he or she has adequate social support and the ability to adhere to treatment
to meet whatever threshold has been set by the transplant team. Psychosocial
requirements for organ transplant candidacy directly challenge patient epistemic
authority regarding claims of reliability and organ stewardship, decidedly shifting the
balance of decision making towards the transplant providers. Transplant programs are
unilaterally empowered to tell candidates, “We don’t trust that you will be reliable
posttransplantation,” and to cut off access to the waiting list.
Sources of Bias
Relying on a utilitarian notion of medical benefit of transplantation implies that a precise
utilitarian calculation of benefit is possible. The most common metric employed in organ
transplantation is survival benefit, defined as the improvement in survival expected from
transplantation compared to remaining in a state of end-organ failure.19,20,21,22,23 In the
utilitarian framework, in order for a psychosocial requirement for transplantation to be
justified, it must have a clear relation to net survival benefit.
However, the evaluation of psychosocial factors is compromised due to the underlying
biases of the transplantation team. Multiple studies have revealed evidence of
systematic bias on the basis of race in accessing transplantation. Among “very healthy”
patients with isolated single organ failure and no medical comorbidities, non-Hispanic
white patients have substantially higher rates of renal transplantation than minority
groups.24 When liver allocation relied on subjective inputs from transplant providers, a
significant disparity in transplantation rates existed between African-American and white
candidates that completely resolved with the implementation of the objective Model for
End-stage Liver Disease (MELD) score.25 Moreover, African-American patients are less
likely to be given information about kidney transplantation at dialysis centers and more
likely to be found “psychologically unfit” for transplantation.26
The best available tool for systematic assessment of psychosocial factors, the Stanford
Integrated Psychosocial Assessment for Transplantation (SIPAT),2 can predict social
support system failure and episodes of acute organ rejection.27 However, the SIPAT was
tested and validated in a predominantly white and well-educated patient population;
although recently translated into Spanish,28 its performance in diverse patient
populations is unknown. Importantly, the SIPAT has not reliably predicted posttransplant
survival in any patient population.27 Without proper design, prediction models can
exacerbate disparities driven by biases present in the data, depending on how those
inaccurate models are used.29 The evidence we have discussed suggests that
psychosocial risk cannot be accurately assessed based on clinicians’ judgment and
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existing screening tools. Biases lead to inaccurate utility calculations and injustice from
unacceptable discrimination.
In addition, existing de facto systems for predicting the benefit from transplantation do
not accurately account for the utility benefit of transplanting patients with increased
psychosocial risk. Candidates with higher psychosocial risks are often the sickest and
have very high expected mortality without transplantation.30 This group thus has a large
expected benefit from transplantation, despite the increased risk the psychosocial
factors pose in the posttransplant period, as was demonstrated when transplant centers
in France broke with an arbitrary “6-month abstinence” rule and began performing early
liver transplantation for active drinkers with severe acute alcoholic hepatitis.30
Recipients experienced a 6-month absolute survival benefit of over 50%; in contrast, the
average US liver transplant recipient has no significant absolute survival benefit at 6
months. Low rates of recidivism posttransplantation were observed, and the limited
posttransplant drinking that did occur was not substantial enough to mitigate the longterm survival benefit.31 Clearly, any utilitarian calculation would support broadening liver
allocation to active drinkers based on these data.
Roles of Financial Incentives
The paternalism that transplant programs display with respect to patient epistemic
authority may be driven by reasons without a solid ethical justification. While the federal
rules are clear on medical urgency being prioritized, candidacy criteria are poorly
designed to achieve this goal. Transplant programs are incredibly lucrative. A heart or
lung transplant bills for over $1 million,32 so program shutdown for poor posttransplant
outcomes leads to enormous economic losses for providers and hospitals. Recent
media reports have illustrated that programs will go to tremendous lengths to prevent
recipient deaths within a year.8 With large incentives to keep the transplant program
busy and minimize postoperative costs, transplant programs are driven to select
candidates with the highest expected posttransplant 1-year survival, regardless of the
absolute survival benefit from transplantation for the patient. These incentives lead to
gaming of waiting list rankings,33,34,35 with the result that they likely contribute to overly
restrictive social criteria for transplantation as well. Because higher medical urgency is
correlated with increased survival benefit,23 centers cherry-picking healthy patients to
maximize posttransplant 1-year survival are prioritizing profit over the utilitarian intent of
the transplant system rules.
Conclusion
To be clear, we are not arguing for transplant teams to completely ignore psychosocial
factors and write their patients blank epistemic checks. The current utilitarian ethical
framework for organ transplantation certainly allows for withholding transplantation
from candidates with obvious and insurmountable social limitations that would make
benefit from transplant unlikely. The basic major transplantation society guidelines are
reasonable in recommending abstinence from alcohol and illicit drugs, adherence to
medication, absence of uncontrolled psychiatric disease, and presence of a strong
social support system.17,36
However, both utilitarianism and justice demand that organ transplant providers rely on
patient epistemic authority for reliability claims fundamental to candidacy. In the
absence of clear unbiased data suggesting otherwise, transplant programs should trust
patient claims regarding social support networks and commitment to adherence. When
disqualification based on social factors is pursued, best use of organs demands that the
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threshold be high and supported by rigorous empirical evidence of low transplant
effectiveness. If transplant programs want to save the most lives, they should learn to
trust their patients and engage in true shared decision making.
References
1. Pierson R. The epistemic authority of expertise. In: PSA: Proceedings of the
Biennial Meeting of the Philosophy of Science Association. East Lansing, MI:
Philosophy of Science Association; 1994:398-405.
2. Maldonado JR, Dubois HC, David EE, et al. The Stanford Integrated Psychosocial
Assessment for Transplantation (SIPAT): a new tool for the psychosocial
evaluation of pre-transplant candidates. Psychosomatics. 2012;53(2):123-132.
3. Levenson JL, Olbrisch ME. Psychosocial evaluation of organ transplant
candidates. A comparative survey of process, criteria, and outcomes in heart,
liver, and kidney transplantation. Psychosomatics. 1993;34(4):314-323.
4. Benjamin EJ, Blaha MJ, Chiuve SE, et al; American Heart Association Statistics
Committee and Stroke Statistics Subcommittee. Heart disease and stroke
statistics—2017 update: a report from the American Heart Association.
Circulation. 2017;135(10):e146-e603.
5. United States Renal Data System. 2018 annual data report highlights.
https://www.usrds.org/adrhighlights.aspx. Accessed September 30, 2019.
6. Organ Procurement and Transplantation Network. National data: waiting list:
overall by organ. https://optn.transplant.hrsa.gov/data/view-datareports/national-data/#. Accessed November 1, 2017.
7. Medicare program; hospital conditions of participation: requirements for
approval and re-approval of transplant centers to perform organ transplants;
final rule. Fed Regist. 2007;72(61):15197-15280.
8. Chen C. “It’s very unethical”: audio shows hospital kept vegetative patient on life
support to boost survival rates. ProPublica. October 3, 2019.
https://www.propublica.org/article/audio-shows-hospital-kept-vegetativepatient-on-life-support-to-boost-survival-rates. Accessed October 7, 2019.
9. OPTN Allocation of Organs, 42 CFR §121.8(b)(3) (2020).
10. Dardas T, Mokadam NA, Pagani F, Aaronson K, Levy WC. Transplant registrants
with implanted left ventricular assist devices have insufficient risk to justify
elective organ procurement and transplantation network status 1A time. J Am
Coll Cardiol. 2012;60(1):36-43.
11. Bowring MG, Zhou S, Chow EKH, Massie AB, Segev DL, Gentry SE. Geographic
disparity in deceased donor liver transplant rates following Share 35.
Transplantation. 2019;103(10):2113-2120.
12. Kosztowski M, Zhou S, Bush E, Higgins RS, Segev DL, Gentry SE. Geographic
disparities in lung transplant rates. Am J Transplant. 2019;19(5):1491-1497.
13. Zhou S, Massie AB, Luo X, et al. Geographic disparity in kidney transplantation
under KAS. Am J Transplant. 2018;18(6):1415-1423.
14. Veatch RM, Ross LF. Transplantation Ethics. 2nd ed. Washington, DC:
Georgetown University Press; 2015.
15. Ross LF, Parker W, Veatch RM, Gentry SE, Thistlethwaite JR Jr. Equal Opportunity
Supplemented by Fair Innings: equity and efficiency in allocating deceased
donor kidneys. Am J Transplant. 2012;12(8):2115-2124.
16. Persad G, Wertheimer A, Emanuel EJ. Principles for allocation of scarce medical
interventions. Lancet. 2009;373(9661):423-431.
17. Weill D, Benden C, Corris PA, et al. A consensus document for the selection of
lung transplant candidates: 2014—an update from the Pulmonary

412

www.journalofethics.org

Transplantation Council of the International Society for Heart and Lung
Transplantation. J Heart Lung Transplant. 2015;34(1):1-15.
18. Valapour M, Skeans MA, Smith JM, et al. Lung. Am J Transplant. 2016;16(suppl
2):141-168.
19. Wolfe RA, Ashby VB, Milford EL, et al. Comparison of mortality in all patients on
dialysis, patients on dialysis awaiting transplantation, and recipients of a first
cadaveric transplant. N Engl J Med. 1999;341(23):1725-1730.
20. Merion RM, Schaubel DE, Dykstra DM, Freeman RB, Port FK, Wolfe RA. The
survival benefit of liver transplantation. Am J Transplant. 2005;5(2):307-313.
21. Egan TM, Murray S, Bustami RT, et al. Development of the new lung allocation
system in the United States. Am J Transplant. 2006;6(5, pt 2):1212-1227.
22. Singh TP, Milliren CE, Almond CS, Graham D. Survival benefit from
transplantation in patients listed for heart transplantation in the United States. J
Am Coll Cardiol. 2014;63(12):1169-1178.
23. Parker WF, Anderson AS, Gibbons RD, et al. Association of transplant center with
survival benefit among adults undergoing heart transplant in the United States.
JAMA. 2019;322(18):1789-1798.
24. Ku E, Lee BK, McCulloch CE, et al. Racial and ethnic disparities in kidney
transplant access within a theoretical context of medical eligibility [published
online ahead of print September 13, 2019]. Transplantation.
25. Moylan CA, Brady CW, Johnson JL, Smith AD, Tuttle-Newhall JE, Muir AJ.
Disparities in liver transplantation before and after introduction of the MELD
score. JAMA. 2008;300(20):2371-2378.
26. Kucirka LM, Grams ME, Balhara KS, Jaar BG, Segev DL. Disparities in provision
of transplant information affect access to kidney transplantation. Am J
Transplant. 2012;12(2):351-357.
27. Maldonado JR, Sher Y, Lolak S, et al. The Stanford Integrated Psychosocial
Assessment for Transplantation: a prospective study of medical and
psychosocial outcomes. Psychosom Med. 2015;77(9):1018-1030.
28. López-Lazcano AI, López-Pelayo H, Lligoña A, et al. Translation, adaptation, and
reliability of the Stanford Integrated Psychosocial Assessment for
Transplantation in the Spanish population. Clin Transplant.
2019;33(10):e13688.
29. Rajkomar A, Hardt M, Howell MD, Corrado G, Chin MH. Ensuring fairness in
machine learning to advance health equity. Ann Intern Med. 2018;169(12):866872.
30. Mathurin P, Moreno C, Samuel D, et al. Early liver transplantation for severe
alcoholic hepatitis. N Engl J Med. 2011;365(19):1790-1800.
31. Lee BP, Mehta N, Platt L, et al. Outcomes of early liver transplantation for
patients with severe alcoholic hepatitis. Gastroenterology. 2018;155(2):422430.e1.
32. Bentley TS, Phillips SJ. 2017 US organ and tissue transplant cost estimates and
discussion. Milliman. https://milliman-cdn.azureedge.net//media/milliman/importedfiles/uploadedfiles/insight/2017/2017-transplantreport.ashx. Published August 2017. Accessed February 2, 2020.
33. Organ Procurement and Transplantation Network; United Network for Organ
Sharing. Manipulation of the organ allocation system waitlist priority through the
escalation of medical therapies.
https://optn.transplant.hrsa.gov/media/2500/ethics_whitepaper_201806.pdf.
Published June 2018. Accessed February 1, 2018.

AMA Journal of Ethics, May 2020

413

34. Parker WF, Garrity ER Jr, Fedson S, Churpek MM. Trends in the use of inotropes
to list adult heart transplant candidates at status 1A. Circ Heart Fail.
2017;10(12):e004483.
35. Parker WF, Anderson AS, Hedeker D, et al. Geographic variation in the treatment
of US adult heart transplant candidates. J Am Coll Cardiol. 2018;71(16):17151725.
36. Mehra MR, Canter CE, Hannan MM, et al; Pediatric and Heart Failure and
Transplantation Councils, International Society for Heart Lung Transplantation
(ISHLT) Infectious Diseases. The 2016 International Society for Heart Lung
Transplantation listing criteria for heart transplantation: a 10-year update. J
Heart Lung Transplant. 2016;35(1):1-23.
William F. Parker, MD, MS is an instructor of pulmonary and critical care medicine at the
University of Chicago, where he is also a senior fellow at the MacLean Center for Clinical
Medical Ethics. He studies the impact of organ allocation policies on patients and the
behavior of transplant programs.
Marshall H. Chin, MD, MPH is the Richard Parrillo Family Professor of Healthcare Ethics
in the Department of Medicine at the University of Chicago in Illinois, where he is also
associate director of the MacLean Center for Clinical Medical Ethics. He also co-directs
the Robert Wood Johnson Foundation Advancing Health Equity: Leading Care, Payment,
and Systems Transformation program office and the Merck Foundation Bridging the
Gap: Reducing Disparities in Diabetes Care national program office and directs the
Chicago Center for Diabetes Translation Research. He studies how to reduce disparities
in the quality of care and health outcomes for people of different races and ethnicities,
socioeconomic statuses, and sexual orientations and gender identities.

414

www.journalofethics.org

Citation
AMA J Ethics. 2020;22(5):E408-415.
DOI
10.1001/amajethics.2020.408.
Acknowledgements
The authors acknowledge Lainie F Ross, MD, PhD of the University of Chicago for
her feedback on an early version of this manuscript. This work was supported in
part by a National Institutes of Health (NIH) National Heart, Blood, and Lung
Institute Clinical Investigator Award (K08-HL150291-01) to Dr Parker and an NIH
National Institute of Diabetes and Digestive and Kidney Diseases Center Core
Grant (5P30-DK092949-09) to the Chicago Center for Diabetes Translation
Research, of which Dr Chin is the director.
Conflict of Interest Disclosure
The author(s) had no conflicts of interest to disclose.
The viewpoints expressed in this article are those of the author(s) and do not
necessarily reflect the views and policies of the AMA.

Copyright 2020 American Medical Association. All rights reserved.
ISSN 2376-6980

AMA Journal of Ethics, May 2020

415

