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Abstract Although transplantation surgeries are rela-
tively successful and save the lives of many, only few
are willing to donate organs. In order to better under-
stand the reasons for donation or refusing donation
and their implications on and influence by public
policy, we conducted a survey examining public views
on this issue in Israel. Between January and June
2010, an anonymous questionnaire based on published
literature was distributed among random and selected
parts of Israeli society and included organ recipients,
organ donors, soldiers, university and high school
students, and the general population. The analysis of
799 questionnaires revealed that, although 74.7 percent
have not signed a donor card, 60.8 percent of partic-
ipants consider doing so. Additionally, 54.3 percent of
respondents objected to giving or receiving compen-
sation for donation, and, if at all, priority in transplanta-
tion care is the most desired form of such compensation.
The health status of the donor and knowing that
donation saves lives or that there exists a shortage
of organs for transplantation are the two factors

most affecting motivation to donate. Lack of infor-
mation, relatives’ views on donation, and type of
organ involved in donation are factors most inhibit-
ing donation. Willingness to donate is significantly
affected by the proximity of the recipient to the
donor. With regard to most organs, their contribution
to one’s sense of “self” and its symbolic role strong-
ly affects motivation to donate, except for donation
to relatives. Compensation for organ donation has
little effect on motivation to donate during life and
after death. Our findings suggest new ways to con-
struct a more effective public policy on this issue.
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Context

Although transplantation surgeries are relatively suc-
cessful processes—and donation of organs saves lives
and improves the quality of life of many people—only
a few are willing to donate organs for transplantation.
While in many developed countries the number of
willing donors has not risen significantly over the
years, the number of people waiting for such surgeries
has significantly increased. Thus, for example, a large
survey carried out among 28,584 people living in 25
European member states in 2006 reveals that 26 percent
of Europeans are unwilling to donate one of their organs
to an organ donation service immediately after death
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and 18 percent of them are unable to express an opinion
on this question (European Commission 2007). In West-
ern Europe, as of 2006, nearly 40,000 people were on
waiting lists, and mortality rates while waiting for a heart,
liver, or lung transplant usually range from 15 percent to
30 percent (European Commission 2006, 3). In the Unit-
ed States, 100,597 people at the end of 2008 were regis-
tered on waiting lists (U.S. Department of Health and
Human Services 2009, chapter 1). A significant increase
in the registration of people on those lists can be observed
throughout the years. While 21,002 people in 1999 were
waiting for transplantable kidneys, in 2008 there were
33,051 people waiting. The same increase is evident with
regard to people waiting for pancreas transplants alone
(from 218 to 412) and liver transplants (from 10,521 to
11,176) during this same period. A relatively slight in-
crease occurred with regard to lung transplants (from
1,990 to 2,005), while a decrease was observed in people
waiting for transplantable hearts (from 3,542 to 3,384)
(U.S. Department of Health and Human Services 2009,
Table 1.5). The total value of life lost due to death while
waiting for an organ exceeds $4.5 billion annually in the
United States (Mocan and Tekin 2005).

The discrepancy between demand and supply of
transplantable organs and the health and other conse-
quences deriving from it cause a serious health policy
problem that policy-makers, scholars, physicians, and
other experts have been trying to resolve for more than
two decades (Farrell, Price, and Muireann 2011). No
wonder, then, that the legal framework related to the
ethical, organizational, and technical aspects in the field
of organ donation and organ transplantation—most
notably with regard to protecting the donor, obtaining
consent for donation, and establishing brain-death—
varies significantly within countries in Europe (Europe-
an Commission 2003). There are two types of institu-
tional settings for obtaining donor consent: The first is
informed consent or “opt-in” legislation; the second is
presumed consent or “opt-out” legislation. Under the
first, characterizing the legislation in the United States,
the United Kingdom, Israel, Germany, Sweden, etc., an
individual or his or her family must give explicit per-
mission for organ removal; under the latter, characteriz-
ing the legal systems of Spain, Austria, Portugal, etc.,
consent for organ donation is assumed unless a person
has opted out. Analysis of 22 countries over a 10-year
period shows that, after controlling other determinants
of organ donation, presumed consent legislation has a
positive and sizable impact on donation rates (Abadie

and Gay 2006). On the other hand, a large study con-
ducted in Europe shows that only 31 percent of Euro-
peans express awareness of their country’s type of organ
donation legislation. When individuals are aware of
legislation, this has a significant effect on their willing-
ness to donate (Mossialos, Costa-Font, and Rudisill
2008). A more recent policy proposal suggests the leg-
islation of conscription for organ donation (also called
“routine recovery” policy). Under such a policy, every
individual has a duty to donate organs at the end of life.
The state assumes a proprietary right on an individual’s
body and his or her organs upon death, and consent
would neither be required nor requested. Opting out
would not be possible, except perhaps for people object-
ing to donation on religious grounds (Saunders 2010;
Taylor 2009a; Spital and Taylor 2008; Spital 2005).

Regardless of these policy discrepancies, shortage of
organs for transplantation is now seen as a global health
issue, and intergovernmental bodies such as the Europe-
an Transplant Network and the Eurotransplant Interna-
tional Foundation provide an effective means for
countries to collaborate and exchange experiences in
the area of organ donation and transplantation to achieve
more successful transplant surgeries under various levels
of intervention (European Commission 2006, 16–18).

One of the major reasons for unsuccessfully resolv-
ing this problem lies in the fact that not enough serious
research has been done to indicate what exactly are the
causes and factors inhibiting and encouraging motiva-
tion for organ donation, although this is starting to
change with the more recent establishment of task forces
such as those in the United Kingdom (Hayes 2010) and
Australia (Jan, Howard, and Cass 2010) that are exam-
ining motivation for organ donation and with the devel-
opment of theoretical frameworks integrating the main
and more influential factors and predictors of organ
donation (Falomir-Pichastor, Berent, and Pereira 2011;
Sperling 2008a). Other than analyzing individual char-
acteristics that may play a role in determining the like-
lihood of donation such as age, gender, education level,
income level, and religious associations (Mossialos,
Costa-Font, and Rudisill 2008), the literature does not
offer a complete response to whether ethical, religious,
or social considerations prevent the public from donat-
ing organs. Nor is it decisive as to whether it is the lack
of financial, emotional, or other incentives to donate that
serve as major obstacles. Other questions remain open
as well: Should refusal to donate organs be explained by
a failure to convey the importance of donation, or is it
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the result of specific and contingent legal mechanisms to
allow for the extraction of organs from the dead,
concerning, for example, the requirement of consent
for donation or statutory mechanisms to sufficiently
acknowledge the concept of brain-death (Johnson and
Goldstein 2003)?

Legal and ethical debates on organ donation are
usually not concerned with the reasons for willingness
or unwillingness to donate organs. Instead, these
debates focus on two major concerns. The first empha-
sizes the benefits of donation (especially to the recip-
ient) and seeks to encourage feelings of solidarity and
altruism among people in a society and to increase
people’s “volunteer identity” (Gargano, Nagy, and
Rowe 2004). The other area involves the creation of
some incentive, usually financial (Dworkin 1994;
Wilkinson 2003; Matas 2004; Taylor 2005, 2009b;
Cherry 2005; Satel 2008) but also in the form of
granting priority for a medical service such as a loved
one’s transplantation (den Hartogh 2011) or the
donor’s own fertility treatment, thereby increasing
the motivation to donate organs for transplantation or
gametic tissues for reproduction (Anderson 1995).

However, both of these areas are limited in their
effect. Empirical studies show that motivation to do-
nate organs is influenced more by the negative atti-
tudes of people who oppose donation than by the
positive beliefs donors have with regard to donation
(Brug et al. 2000). Studies also show that increased
educational spending consisting of (a) developing
public advertisements to increase organ donation
awareness among the general population, (b) training
doctors and hospital teams to improve the identification
of potential donors, and (c) altering the way donation
requests are presented to surviving families is ineffective
and unlikely to have any significant impact on cadaveric
organ supply curves (Beard, Kaserman, and Saba 2004).
It follows from these studies that the contribution of the
promotion of values such as altruism or solidarity on the
motivation to donate organs is relatively insignificant
and that a better way to deal with refusal to donate
organs is to refute myths and false beliefs concerning
donation and the circumstances surrounding it.

The debate related to financial incentives offered to
donors or their family members is similarly limited.
Such a debate raises serious moral objections and
evokes weighty questions with no clear answers: Is
one really free to sell his or her liver or heart? Is
payment an undue or unjust inducement (Halpern et

al. 2010)? Are potential vendors of organs truly au-
tonomous (Hughes 2009)? Do financial incentives
lead to exploitation of the poor, who will sell their
organs in order to survive? Does this express disre-
spect for the dignity of humanity and the treatment of
others merely as means (Kerstein 2009)? Will such
incentives result in broadening the social gaps in so-
ciety and increase injustice and inequality in access to
health?

In addition, the existence of a commercial market
for organs is usually located within a human traffick-
ing framework (Yea 2010). Advocating for financial
incentives to donors may not be practical within legal
systems already prohibiting commerce in organs (e.g.,
the National Organ Transplant Act of 1984 and the
Uniform Anatomical Gift Act of 2003 in the United
States), although some attempts to reimburse donors
have already been made, for example in Pennsylvania
(Sanford and Rocchiccioli 2003) and Israel (Meranda
2008). Finally, there is much evidence demonstrating
that existing markets in nations such as India have
failed and have not resulted in an increase in the
overall number of successful transplants, primarily
due to the poor condition of organs obtained in these
circumstances. To the contrary, studies show that par-
ticipants in organ sales report deterioration in their
own health status following, for example, a nephrec-
tomy (Goyal et al. 2002). Moreover, assessments of
attitudes of family members who had been asked for
consent to donate organs of a decedent have shown
that financial incentives are less likely to make a
difference in the donation decision than donor autho-
rization (Rodrigue, Cornell, and Howard 2006).

Drawing on the social science literature, some
scholars have argued that understanding the motives
for or against the donation of organs should be a
precondition to any public debate on organ donation,
and others have suggested investigating new factors
that have not been sufficiently discussed but may
affect motivation or lack of motivation to donate
organs. Some of these factors include the symbolic
meaning of the act of donation, the specific organ to
be donated, and the relationship between the donor
and the recipient (Sperling 2008a). This suggestion
was supported by Margaret Radin’s theory of property
in relation to personhood and its application to the
question of whether people retain a proprietary interest
in their bodies and Russell Belk’s thesis of the extend-
ed self and the idea of symbolic existence of human
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beings (Sperling 2008b). Recent empirical work car-
ried out in four European countries provides substan-
tial support for such a suggestion (Schweda and
Schicktanz 2009). Moreover, other work recently con-
ducted on the (un)willingness to donate specific
organs offers new directions for research examining
the relationship between one’s attachment to different
organs and willingness to donate them. In Australia,
for example, of those choosing to specifically identify
which organs they were willing to donate (as part of
driver’s license renewal), the most common organs
and tissues that were refused were skin (86 percent),
bone (71 percent), and corneas (70 percent). Unwill-
ingness to donate the pancreas was observed in 35 per-
cent of the cases, followed by donation of heart and
lungs (23 percent), liver (18 percent), and kidney
(8 percent) (Lawlor et al. 2010). When organ do-
nation is associated with disfigurement of the body,
people report the greatest feelings of disfigurement
in relation to the removal of skin (75 percent), bone
(66 percent), corneas (47 percent), kidneys (32 percent),
and heart (35 percent) (Lawlor et al. 2010). Similar
findings in the United States also suggest that, while
people object to donating their eyes after death, they are
in favor of donation more generally (Baughn, Rodrigue,
and Cornell 2006). Biases concerning donation of spe-
cific organs is also observed among health care profes-
sionals and hospital personnel (Verble andWorth 1997).

Following these new theoretical understandings
and empirical findings, we decided to examine them
more carefully in the Israeli context. Like any other
Western country with an opt-in organ donation policy,
Israel has relatively low rates of consent for donation
and, thus, faces the same organ shortage problem. As
of 2010, about 10 percent of the adult Israeli popula-
tion had signed an organ donation card. Moreover,
among half of the families whose relatives have
signed such a card, donation is refused upon death.
As of January 2011, 1,117 people were waiting for
transplantable organs and this list is gradually in-
creasing every year: From 2006 until 2011, the
number of people waiting for transplantable organs
increased by 45 percent (from 768 to 1,117). On
average, it takes 2.7 years and 4.3 years to receive
a transplantable liver and kidney, respectively (Gur-
man 2008). Along with the increase in the number
of people waiting for transplantable organs, the
number of transplant surgeries decreased to 229
cases in 2010 (Ministry of Health 2011). Public

policy aimed at increasing donation rate includes
promotion of living donations through special com-
mittees that evaluate and approve requests for such
donations; funding of transplantation surgeries out-
side Israel; legal recognition of brain-respiratory
death (Sperling 2009); and, more recently, prioriti-
zation of organ allocation based on whether the
recipient or his or her next-of-kin signed an organ
donation card prior to the transplant surgery (Lavee
et al. 2009). In conducting our research, we aimed
to discover some empirical data on the complex as
well as symbolic meanings and motivations surrounding
organ donation that could be used to establish a better
and more effective public policy to deal with the chal-
lenges discussed above.

Methods

Questionnaire

In order to identify factors encouraging and inhibiting
organ donation in Israel—and the effect of public
policy on such factors, more specifically—and to ex-
amine the relationship between motivation to donate
and the contribution of a specific organ and the act of
donation to one’s sense of self, we first reviewed
policy statements and literature that discuss motivation
for organ donation. Based on this review, we designed
a detailed questionnaire to investigate public views
about organ donation. This questionnaire was reviewed
for ethical considerations1 and statistical validity and
then pilot-tested. The questionnaire was strictly anony-
mous. It was distributed in four central bus stations in
Haifa, Tel-Aviv, Beer-Sheva, and Jerusalem and along
major train routes connecting these cities. Participants
who completed the questionnaires included organ recip-
ients, organ donors, soldiers, university and high school
students, and the general population. The questionnaire
asked respondents about their personal and professional
characteristics; their general intention to donate organs;
their readiness to donate specific organs; their attitudes
regarding organ donation, compensation to donors, state
responsibility in the area of organ donation, and other

1 Ethics approval under the auspices of the Faculty of Social
Sciences Ethics Committee was obtained on January 25, 2010,
and the Chief Scientist of the Ministry of Education on May 12
and 25, 2010.
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policy and ethical issues relating to organ donation; their
knowledge of public policy and legislation addressing
organ donation and transplantation; and their views on
the connectedness between the body, body parts, and
their sense of self (see Appendix A). A revised ques-
tionnaire also was distributed, both in person and on
some occasions by mail, to all participants throughout
the country. Respondents did not fill in their names or
any identifying personal details and the vast majority of
them were chosen randomly as they appeared in the
public places where the questionnaires were distributed.

Statistical Analysis

The final stage of the research included statistical
analysis of data obtained from the completed ques-
tionnaires as well as a legal and policy analysis of the
results. Comparisons of means, medians, and standard
deviation by mandated status were performed using
the Chi square test or Pearson r test as appropriate,
using SPSS version 17.0. Results were deemed to be
significant if the p value was less than or equal to 0.05.
A statistical correlation test was performed in order to
examine and reveal certain tendencies among respond-
ents and specifically to examine the effect of type of
organ, an organ’s contribution to sense of self, and the
donor’s proximity to recipient on participants’ moti-
vation to donate organs.

Findings

A total of 954 questionnaires (approximately a 55 percent
response rate) from various parts of the country were
received, 799 of which were found appropriate for anal-
ysis. Of these, 42.2 percent of respondents were men and
57.8 percent women. Most respondents were born in
Israel (80 percent) and raised in families with Israeli or
Eastern Europe origins (79 percent). Respondents ranged
in age from 15 to 77 (mean025; SD013). Most of them
single (78.7 percent), and the rest were married (18.8 per-
cent), divorced or separated (1.5 percent), or widowed
(1.1 percent). Regarding religion, 84.9 percent of
respondents declared they were Jewish, 9.6 percent Mus-
lim, 2.8 percent Christian, and 2.7 percent atheist. When
asked about their nationality, 89.7 percent reported they
were Israeli Jews and 10.3 percent Arabs. In terms of
their religiosity, 52.3 percent declared they were secular,
32.2 percent traditional, 14.5 percent religious, and

1.0 percent Ultra Orthodox. The questionnaires were
collected from various geographic areas (25.2 percent
from the Jerusalem area, 19.6 percent from the Southern
District; 21.1 percent from the Northern District, and
34.1 percent from HaSharon and Central Districts). In
our sample, respondents lived mostly in big or small
cities (87.4 percent), and 75.0 percent of them had up
to 12 years of education, while 12.6 percent of them had
more than 15 years of education. At the time of survey
completion, 46.9 percent of respondents were high
school students, 27.7 percent university students, 8.7 per-
cent soldiers, 11.2 percent employees, 2.5 percent self-
employed, 0.3 percent unemployed, and 2.8 percent re-
tired. Regarding income, 61.5 percent of respondents had
monthly incomes of less than 4,000 NIS ($1,175),
21.3 percent 4,000 to 8,000 NIS, 11.5 percent 8,000
to12,000 NIS, and the rest earned more than 12,000
NIS. Almost all respondents (92.8 percent) reported they
were generally healthy, although some reported pulmo-
nary or heart disease (1.3 percent), unspecified chronic
disease (3.8 percent), or other disease (2.1 percent). In
addition to basic health coverage, which is publicly
funded under the Israeli National Health Insurance,
42.3 percent of respondents had complementary health
insurance and 14.4 percent had private health insurance.
Although our sample is not fully representative, the
major characteristics of respondents generally correlate
proportionally to those in Israeli society.

General Willingness to Donate

Among all respondents, 25.3 percent reported they had
signed an organ donor card, while 74.7 percent had not.
Moreover, 10.6 percent of the participants in the survey
or their family members had donated an organ to a
relative, and 6.5 percent of participants had received
an organ donated by a relative. Of those who had not
signed an organ donor card, 60.8 percent declared they
were considering or willing to sign such a card, 39.2 per-
cent reported they would not sign it in the future, and
33.7 percent refused to answer this question.

Of the many factors encouraging organ donation, the
following received the highest rankings (from 1 to 5,
where 1 represents “no influence whatsoever” and 5
“substantial influence”): donor’s state of health (4.38);
awareness of the deficit of transplantable organs or that
donation is crucial for saving a life (4.09); recipient’s
state of health (3.97); precedence for the donor’s family
in obtaining donated organs (3.82); and donor family’s
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proximity to recipient (3.81). On the other hand, of the
many factors inhibiting organ donation, the following
received the highest rankings: lack of information on
the donation procedure (3.56); type of organ (3.18); the
position or attitude of relatives (3.17); inflicting pain and
suffering on the deceased (3.07); and the perception or
concept of bodily integrity (2.87).2

In general, people who are willing to donate organs
only to their relatives while they, the donors, are alive
are likely to donate to any person regardless of com-
pensation after death. On the other hand, people who
while alive are willing to donate organs to a relative or
to a stranger for some compensation have a more
affirmed opinion as to donations after death and are
much more likely to donate their organs for compen-
sation to strangers than respondents in the first group.
The difference between these two groups of respondents
was found to be statistically significant (p00.000).

Type of residence, country of birth, income level,
and health status of respondents did not have statisti-
cally significant effects on motivation to donate. Geo-
graphic areas of respondents produced significantly
different responses concerning willingness to donate.
The two largest groups of respondents willing to do-
nate organs belong to people living in the Jerusalem
area (34.1 percent) and Central and HaSharon areas
(27.4 percent). Respondents less willing to donate
live in the Southern (15.4 percent) and Northern
(23.2 percent) parts of the country. Willingness to
donate was found to correlate to age, education, gen-
der, and religiosity. The average age of people willing
to donate organs was 28.11 (SD014) and of those
unwilling to donate 21.77 (SD010.80). The differ-
ence between these two groups was statistically sig-
nificant (p00.000). Overall, people who were willing
to donate organs were more educated than those op-
posing donation (p00.000). Education, however, had
more impact on after-death donations than on living
donations. People who in addition to the National
Health Insurance had private insurance (whether
complementary health insurance or a private

program) tended to express a greater willingness to
donate than those who did not (p00.000). In our
study, women were more willing to donate organs
than men (p00.011). While a statistically significant
difference between men and women was not observed
with regard to living donations, women were more
likely than men to indicate willingness to donate
organs after death to relatives and to a stranger with-
out compensation but less willing than men to donate
after death to a stranger for some compensation (p0
0.002).

Generally, the less religious respondents declared
they were the more they were willing to donate organs
(p00.000). However, among respondents who stated
they would not be willing to donate organs, there was
no large difference between secular (39.6 percent) and
traditional (45.1 percent) respondents. This finding
may reflect the problematic nature of self-reporting
of religiosity, especially in Israeli society where, one
can argue, the cultural influence of religion on secular
practices (such as participating in a Passover Seder,
the management of corpses, performing religious mar-
riages, male circumcision, etc.) is very dominant. In
our survey, the statistically significant difference be-
tween religious and non-religious or less religious
respondents is observed with regard to donations after
death. While in general the secular are more likely to
donate organs after death than the traditional, our
study found that only with regard to donations to
relatives do traditional respondents (43.2 percent) ap-
pear willing to donate more after death than secular
respondents (38.3 percent). Religious respondents give
more weight than secular respondents to a recipient’s
nationality (p00.000), a recipient’s religion (p00.000),
general support of organ donation by religious authori-
ties (p00.000), acceptance of the concept of brain-death
(p00.001) and the concept of bodily integrity
(p00.000) as means to encourage motivation to donate.
Non-acceptance of the concept of brain-death (p0
0.000), fear of the evil eye (p00.000), lack of religious
support (p00.000), desecrating a dead body (p00.000),
damaging donor’s self-identity (p00.000), and inflicting
pain and suffering on the deceased (p00.002) are factors
inhibiting motivation to donate.

In general, Israeli Jews were more willing to donate
organs than Israeli Arabs (p00.000). While no signif-
icant difference between Jews and Arabs was found in
relation to living donations, a statistically significant
relation between nationality and motivation to donate

2 It is possible that living in a country that constantly experi-
ences threats to security serves as a strong inhibiting factor for
relatively young people, as this environment may discourage
them from thinking about donating their organs to sustain most-
ly older people with chronic diseases. However, this hypothesis
is best examined via qualitative research. Our survey suggests
that Israelis provide more general indications for their resistance
to the donation of organs to others.
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was shown with regard to donation after death
(p00.000). The weight given by Arabs and Jews to
various factors encouraging or inhibiting motivation to
donate was found statistically different in the follow-
ing cases: Israeli Arabs give more weight than Israeli
Jews to support by religious authorities (p00.000) and to
the concept of bodily integrity (p00.000) as a means to
encourage motivation to donate. Non-acceptance of the
concept of brain-death (p00.002), fear of the evil eye
(p00.002), lack of religious support (p00.000), desecrat-
ing a dead body (p00.001), damaging donor’s self-
identity (p00.000), and inflicting pain and suffering on
the deceased (p00.001) were factors inhibiting motiva-
tion to donate.

Compensation

Our survey examined the question of whether organ
donors should be compensated for their donation and,
if so, the type and extent of compensation. While most
of respondents (54.3 percent) agreed that donors
should not be compensated or had not decided on this
question (13.1 percent), 32.5 percent thought donors
should receive some compensation. Our study
revealed that women believed much more than men
that compensation should not be offered to donors
(p00.003). Around 65 percent of respondents stated
they would be prepared to pay any sum for an organ
vital to save their lives. While some of the respondents
were prepared to accept an organ at a reduced cost
from an unknown source overseas (17.5 percent), a
large majority of respondents were not (65.6 percent)
or did not have any clear opinion on this (15.8 percent).
In terms of its general contribution to organ donation,
compensation was not found to be among the five
factors most influencing willingness or unwillingness
to donate. On a scale from 1 to 5 (where 1 represents
“no influence whatsoever” and 5 “substantial influ-
ence”), monetary compensation received the average
score of 2.43 in willingness to donate organs, while
lack of monetary compensation received 2.14 in un-
willingness to donate.

When asked to hypothesize a situation in which
participants were prepared to donate their organs, only
4.5 percent of participants were willing to donate
organs while alive to a stranger for monetary compen-
sation; this rate increased only to 7.6 percent with
regard to postmortem donations. The vast majority of
respondents were willing to donate organs to relatives

only and without compensation while alive (66.7 per-
cent) and to any person (whether a relative or a strang-
er) without compensation after death (62.7 percent).

When asked about the type of compensation partic-
ipants would like to receive for donating organs, ele-
vated priority status if they or a family member should
require a transplant is what most respondents preferred
(48.1 percent), followed by money (16.3 percent), and
reimbursement for expenses associated with donation
(7.6 percent). Other less popular preferences included
honorary certificates (4.3 percent) and income tax bene-
fits (2.6 percent). Precedence in organ transplantation
was suggested more often by older respondents (mean
age for precedence 27.24; mean age for money 18.92;
p00.000) and by more educated respondents than mon-
ey (p00.000). The vast majority of those who preferred
money for donation (89.9 percent) had not signed an
organ donation card (p00.000). While place of birth of
the respondent’s father did not affect preference of pre-
cedence in organ transplantation, we found that
respondents whose fathers were born in Israel tended
to prefer monetary compensation much more than those
whose fathers were not born in Israel (p00.000). Similar
directions were observed with regard to respondents
whose mothers were born in Israel but with less strin-
gent causal force (p00.008).

Type of Organ, Relation to Sense of Self,
and Closeness to Recipient

One of the major contributions of our study concerns
the exploration of associations between a person’s
sense of self, the symbolic meaning attached to a
specific organ, and the motivation to donate. We asked
respondents to rate their willingness to donate to var-
ious groups of recipients who were divided by their
social and familial closeness to the donor. Table 1
describes these results based on a scale from 1 to 10
(where 1 stood for “I would not be willing to donate
this organ at all” and 10 for “I would be highly willing
to donate this organ”).

As one can see from Table 1, with regard to all
organs motivation to donate increases, sometimes dra-
matically, as the recipient is more proximate to the
donor, and it reaches its highest degree with regard to
donations to relatives.

Table 2 compares how respondents felt about vari-
ous items, including organs, in terms of their “sense of
self” (closeness or link to the way respondents feel
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about themselves or their bodies) using a the scale
from 1 to 5 (where 1 stood for “Very remote from
what I am” and 5 for “Very closely linked to what I
am”) in relation to their general motivation to donate
organs to recipients based on proximity.

As reflected in Table 2, in our sample the organs or
tissues participants reported as most closely tied to
one’s sense of self (the way one feels or sees himself
or herself) included the brain, facial cells, the heart, the
genitals, vocal cords, and skin cells. These organs
were followed by the lungs, hair, corneas, bone mar-
row, blood, the nose, kidneys, the liver, and the pan-
creas. When the closeness of organs to one’s sense of
self is controlled (i.e., respondents are divided accord-
ing to those who regard the organs listed in the ques-
tionnaire as “remote” from as opposed to “close” to
their sense of self), we found a statistically significant
relation between closeness to a donor’s sense of self
and a donor’s general willingness to donate to all
recipients (regardless of their proximity to the recipi-
ent) for the following organs or tissues: the genitals
(p00.007), vocal cords (p00.01), the heart (p00.00),
the lungs (p00.016), the liver (p00.022), corneas (p0
0.009), and skin cells (p00.006). With regard to the
remaining organs in the list, no similar statistically
significant relationship exists. As one can see, organs
or tissues that are closest to one’s sense of self (e.g.,

genitals and skin cells) produce the strongest relation-
ship. Interestingly, the brain, which received the high-
est ranking in terms of its contribution to one’s sense
of self, did not produce a significant relationship to a

Table 1 Motivation to donate in
relation to social or familial
proximity to the recipient
(means reported based on a scale
from 1 to 10, where 1 stood for
“I would not be willing to donate
this organ at all” and 10 for “I
would be highly willing to do-
nate this organ”)

Organ or tissue Donation to
a member
of another
nation or state

Donation to
a member
of another
community
within the state

Donation to
a member of
one’s own
community

Donation
to a friend

Donation
to a relative

Blood 7.33 7.69 8.62 9.43 9.81

Kidney 4.60 4.95 5.82 7.84 9.31

Liver 4.67 5.00 5.89 7.63 9.15

Cornea 4.96 5.24 6.05 7.51 8.86

Heart 5.04 5.29 5.97 7.36 8.74

Lung 4.84 5.12 5.89 7.44 8.88

Nose 4.72 4.96 5.64 7.00 8.28

Pancreas 4.99 5.23 6.01 7.49 8.79

Hair 5.96 6.18 6.93 8.24 9.16

Brain 4.65 4.84 5.49 6.93 8.23

Skin cells 5.38 5.58 6.35 7.79 9.06

Facial cells 4.92 5.17 5.91 7.26 8.65

Genitals 4.37 4.48 5.05 6.25 7.70

Bone marrow 5.66 5.84 6.65 8.07 9.19

Vocal cords 5.03 5.20 5.93 7.26 8.55

Table 2 Motivation to donate in relation to an organ’s contri-
bution to a donor’s sense of self (means reported based on a
scale from 1 to 5, where 1 stood for “Very remote from what I
am” and 5 for “Very closely linked to what I am”)

Organ or tissue Organ’s closeness to
sense of self (1–5)

Willingness to donate
to all recipients (1–10)

Blood 3.88 8.58

Kidney 3.79 6.51

Liver 3.79 6.47

Cornea 3.91 6.52

Heart 4.27 6.48

Lung 3.95 6.43

Nose 3.83 6.12

Pancreas 3.57 6.50

Hair 3.93 7.29

Brain 4.48 6.03

Skin cells 4.01 6.83

Facial cells 4.44 6.38

Genitals 4.15 5.57

Bone marrow 3.89 7.08

Vocal cords 4.23 6.39
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general willingness to donate. This may be because
brain transplantation is still not practical and the
respondents perceived brain donation more as a hypo-
thetical scenario than one based in reality. On the other
hand, the cornea, which ranked ninth in its contribu-
tion to sense of self, produced a relatively strong
statistically significant relationship to a general will-
ingness to donate. Underlying this might be a notion
about disfigurement, which adds to and perhaps plays
a more major role in the explanation of the organ’s
contribution to one’s sense of self.

In this study we also examined whether there is a
difference in respondents’ willingness to donate
organs in relation to their proximity to the recipient
depending on the contribution of specific organs to
one’s sense of self. When respondents are divided to
those who regard the organs listed in the questionnaire
as “remote” from versus “close” to their sense of self,
statistically significant relationships existed between
the closeness of organs to one’s sense of self and
participants’ willingness to donate but that these rela-
tionships apply to different recipients depending on
the organ to be donated. Most of the organs or tissues
that participants regarded as closely linked to one’s
sense of self were statistically linked to the motivation

to donate to recipients who are members of the donor’s
community and to recipients who are more remote.
The majority of organs and tissues in relation to a
sense of self do not influence donation to relatives.
These relationships are shown in Table 3.

When recipients are divided by their proximity to
the donor, we found that the relationship between the
contribution of a specific organ or tissue to a donor’s
sense of self and his or her willingness to donate
becomes stronger as the recipient become more re-
mote. Overall, closeness of an organ or tissue to one’s
sense of self results in an unwillingness to donate the
same organ or tissue, especially when the recipient is
more remote from the donor. This finding is summa-
rized in Table 4.

Remoteness from the donor was also found to
be influenced by the weight one attaches to the
type of organ or tissue in encouraging or inhibit-
ing motivation to donate. Hence, the more
respondents regarded the type of organ or tissue
as significant to their willingness to donate organs
(either as encouraging or inhibiting donation), the
more it affected their willingness to donate organs
to a stranger; in most cases, this will be a negative
effect. With regard to donation to recipients who

Table 3 Relation between or-
gan, donor, and recipient Organ or tissue

to be donated
Relation between
organ’s closeness to
self and motivation to
donate by proximity
to the donor

Proximity to the donor where statistically
significant difference arises between closeness/
remoteness to sense of self

Bone marrow p00.028 Starting from donation to members of other
communities and more remote recipients

Genitals p00.006 Starting from donation to a member of the
donor’s community and more remote recipients

Heart p00.00 Starting from donation to a friend and more
remote recipients

Lung p00.00 Starting from donation to a member of the
donor’s community and more remote recipients

Brain p00.014 Starting from donation to a member of the
donor’s community and more remote recipients

Liver p00.025 Starting from donation to a friend and more
remote recipients

Hair p00.021 Starting from donation to members of other
communities and more remote recipients

Facial cells p00.00 Starting from donation to members of other
communities and more remote recipients

Skin cells p00.001 Starting from donation to a member of the
donor’s community and more remote recipients
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are close to the donor, the importance a donor
attaches to the type of organ or tissue (either as
encouraging or inhibiting donation) does not play
a significant role as to motivation to donate.

Policy Considerations

The questionnaire examined participants’ familiarity
with three major policy frameworks affecting organ
donation in Israel: Israel’s Organ Transplantation Act
of 2008, Israel’s Brain-Respiratory Death Act of 2008,
and the position of the Chief Rabbinate on organ
donation after death published in 1986. Our survey
revealed that between 57.7 percent and 69.5 percent
of respondents are not familiar with any of these
policy documents and that the largest proportion of
respondents familiar with them (41.3 percent) know
primarily of the rabbinical position, while a less sig-
nificant number of people are familiar with both pieces
of legislation (29.4 percent to 31.5 percent). Secular
respondents were more familiar with the Brain-Respi-
ratory Death Act of 2008 than traditional or religious
respondents (p00.000). For those who are familiar
with any of the policy documents, these documents
made no difference for many participants regarding
their willingness to donate organs (43 percent to
47.2 percent), and between 15.4 percent and 17.2 per-
cent of them have not yet decided what effect these
documents had, if at all. Among the three policy docu-
ments, the Organ Transplantation Act created the larg-
est effect on willingness to donate organs (37.6 percent
of respondents) and the rabbinical position had the
largest effect on unwillingness to donate organs
(10.2 percent).

A large majority of respondents (75.5 percent)
stated that the state or its National Health Insur-
ance program should cover transplantation surgeries
abroad. Interestingly, 12.7 percent and 10.4 percent
of respondents agreed that such surgeries should
be paid out-of-pocket with complementary health
insurance or private coverage, respectively. More-
over, most respondents agreed that the state should
not be allowed to prohibit transplantation surgeries
in some countries (62.8 percent) or to limit fund-
ing of such surgeries by the countries in which
they are performed (71.6 percent). This may correspond
to a high portion of respondents (87.8 percent)
who found the situation of organ donation in Israel
unsatisfactory.T
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When asked about rationing organs for transplanta-
tion, 67.2 percent of respondents agreed that rationing
should be based on medical necessity. Other responses
involved age (18.1 percent), type of disease (4.3 per-
cent), and the ability to pay for an organ (2.1 percent).
As far as “special groups” are concerned, 62.1 percent
of respondents were of the opinion that heavy smokers
are entitled to lung transplantation on a par with other
people; 93.6 percent believed that people who have
already received an organ donation are entitled to
another one; and 35.9 percent believed there should
be no maximum age limiting the receipt of a trans-
plantable organ.

Our study supported the consent rule that cur-
rently exists under Israeli law. When asked about
the conditions under which organs for transplanta-
tion should be allowed to be removed posthumous-
ly, the vast majority of respondents said doing so
is only acceptable when consent has been explic-
itly given either by a person during his or her
lifetime (42.8 percent) or by his or her relatives
(27.6 percent) after death. Few respondents were
of the opinion that organs can be posthumously
retrieved unless the person during his lifetime
(18.2 percent) or his or her relatives after death
(11.4 percent) explicitly objected. The requirement
of explicit consent is significantly more evident
among those who have not signed an organ dona-
tion card (p00.000).

Conclusions

Surveys conducted in Israel prior to our study
indicate that more than 50 percent of the public
is willing to donate organs in exchange for prior-
itization in organ allocation—a much greater pro-
portion than those who choose direct or indirect
financial compensation (25 percent) (Lavee et al.
2009). Beginning in 2011 and effective for trans-
plantations in 2012, a national initiative for prior-
itization of organ allocation based on three
allocation priority categories was facilitated by
the enactment of section 9(b)(4) of the Organ
Transplantation Act of 2008, following discussions
at the Israel National Transplant Council (Lavee et
al. 2009). Our study also supports preference to-
ward precedence of donors and indicates that com-
pensation has little effect on motivation to donate

organs. Our study also affirms findings established
in the literature demonstrating that some personal
characteristics such as gender, nationality, religios-
ity, and age affect motivation to donate organs.
Nonetheless, these characteristics appear to apply
mostly to after-death donations.

Previous studies suggest that institutional frame-
work and, more specifically, governmental settings
and regulations in the form of legislation affect
people’s attitudes regarding donation by reshaping
the cultures in which they live (Mossialos, Costa-Font,
and Rudisill 2008). These studies, however, have
been challenged by more recent articles that report
an inverse association between one’s depth of in-
formation or knowledge about medical practices
and the processes involved in organ donation and
attitudes about donation and willingness to donate
(Verheijde et al. 2009).

As Verheijde et al. argue: “By enforcing legislation
to maximize organ donation and transplantation activ-
ities for special-interest groups, organ donation ideol-
ogy reforms traditional sociopolitical concepts” (2009,
29). Such legislation may come at the cost of limiting
people’s liberties and undermining established cultural
and religious views (Verheijde et al. 2009). More
generally, as in the Netherlands, our study indicates
that the impact of legislation on the increase of
donor organ supply can be very limited (Coppen,
Van der zee Jouke, and Gavers 2010). Much of the
public is unaware of legislation and/or is skeptical
about its weight in shaping deeply rooted values
that play a role in constituting one’s motivation to
donate or not donate organs to others.

Our findings suggest shifting our attention from
the impact of social feeling, including through
social interactions, on motivation to donate organs
(Mossialos, Costa-Font, and Rudisill 2008) to a
more self-centered approach stemming from a
donor’s perception of his or her self and the sym-
bolic meaning one attaches to the act of donation
and to the organ or tissue at stake. While previous
studies concerning willingness and unwillingness to
donate specific organs have focused on and associated
donation with disfigurement of the body (Lawlor et al.
2010), our study provides a more original way to think
of the role of body parts in determining our sense of self
and the symbolic meaning we attach to our body and our
organs in shaping our willingness to donate organs to
others. If one follows the disfigurement rationale, one
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needs to convince the potential donor that physical
disfigurement of the body, especially the face, bones,
and skin, is not evident after donation. Regardless, the
fact that the body has been physically altered appears to
invoke fears about mutilation and a desire to main-
tain bodily integrity. Such concerns are relatively
difficult to overcome and remain very complex
(Lawlor et al. 2010). It is better for policy-
makers to focus on the specific meanings of
organs and tissues and the relationships between
potential donors and recipients (or their extended
families) to foster motivation.

Finally, one has to caution against the rhetoric
of the scarcity of organs. When such rhetoric turns
to “scarcity anxiety,” as Sharp puts it, the focus on
shortage of organs may neglect the role and re-
sponsibility of the transplant industry in generating
its own patients, a process that in turn increases
the demand for organs (Sharp 2006, 17–24). It is
reasonable to estimate that, as screening of seri-
ously ill patients develops and with significant
changes in intensive-care practices, fewer patients
will die in intensive care units and fewer people
will meet the criteria of brain-death. This will
increase the need to develop strategies to encour-
age living organ donations. These strategies will
have to have much convincing force, especially
given the worrying data that show a significant
decline in living kidney, liver, and lung donations
(U.S. Department of Health and Human Services
2009, chapter 2). A promising way to do this
would be to rethink the impact donation has on
the “selves” of donors and their families and on
the symbolic meaning of the organ or tissue to be
donated. This may pave a more promising route
for public policy in this area.

Limitations

Our results must be considered within the limita-
tions of the study. First, a few of the questions in
the study focused on hypothetical scenarios, some
of which were not feasible. It remains unknown

whether respondents would actually follow their
“guts” as described in those hypothetical scenarios
and would act accordingly. Nonetheless, this type
of limitation is not special to our survey but rep-
resents a more general concern characterizing the
kind of research performed. Second, thinking about
becoming an organ donor implies, in many instan-
ces, contemplating one’s own death. Thinking
about one’s own death is an act that some—perhaps
most—people would rather avoid. Although our sample
is relatively large and representative of the Israeli
adult population, respondents who participated in
the study are obviously those who have no prob-
lem overcoming the psychological hardship associ-
ated with confronting thoughts about one’s own
death. Our study does not reveal attitudes of those
who have difficulties dealing with the questions
suggested in the study.
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Appendix A

Organ Donation Research Questionnaire

Thank you for participating in this research, which
investigates the attitudes of Israelis towards organ
donation. The questionnaire you are about to fill out
is anonymous; your privacy is assured; personal infor-
mation provided here will not be used for any other
purpose.
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In the following section, mark with an X the slot next to the statement that reflects 
your position on the following issues: 

1. Issue yes/no/ undecided 

a) Would you donate your organs?   
b) Do you believe organ donors should be compensated for their donation? 
c)     In your opinion, is the situation in Israel with respect to organ donation satisfactory?
d) Are you in favor of receiving organs from live donors overseas? 
e) Would you be prepared to accept an organ at a reduced cost from an unknown source overseas?
f) Do you believe the State has the right to prohibit organ transplant surgeries in certain countries? 
g) Do you believe the State of Israel has the right to limit subsidies for transplantations that use 
organs imported from certain countries? 
h) Would you be prepared to receive an animal organ?  
i) In your opinion, are heavy smokers entitled to lung transplantation on par with other people? 
j) In your opinion, are people who have already received an organ donation entitled to another one?   

2.  If you are prepared to donate your organs and should this become relevant, to whom  
of the following recipients would you donate? (You can choose more than one option.)  

Circumstances :

Donating an organ while alive 
Donating an organ after death / posthumously  

3. Are you familiar with any of the following? 

a. Israel’s Organ Transplantation Act  
b. Israel’s Brain-Respiratory Death Act  
c. The position of the Chief Rabbinate on organ donation after death 

4. If you have answered “yes” to any of the questions in Section 3, indicate how your 
knowledge of this particular law affects your decision to donate organs: 

Law 

Mark with an X the statement that reflects your opinion on the issue (you can choose 
more than one option if necessary):

a. only to a family member  b. to a stranger for monetary compensation
c. to anyone without compensation  d. undecided   

a. It makes me want to donate organs              b. It makes no difference 
c. It makes me less willing to donate organs    d. Undecided  
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6. From which countries would you be prepared to receive an organ? 
a. USA / Canada / Western Europe    b. Former Soviet Union  
c. China / Far East / India / Africa     d. Any country  

7. In your opinion, who should be responsible for subsidizing organ transplants 
performed abroad? 
a. The state/sickness funds/public associations/NGOs 
b. Complementary comprehensive health insurance plan
c. Private health insurance or other private insurance  

8. What is the maximum sum that you would be prepared to pay for an organ vital 
for saving your life? _________ Why? ____________ 

9. What is the minimum sum that you would be prepared to pay for an organ vital for 
saving your life? __________ Why? __________ 

10. Would you be prepared to accept an organ that is not fully functional? 
a. Yes, always or most of the time 
b. Only if a functional organ is unavailable over a reasonable period of time
c. Most of the time not, or never  

11. Under what circumstances do you believe organs for 
transplantation should be allowed to be removed posthumously? 
a. Only if the person, during his lifetime,  gave explicit consent 
b. Only if the deceased person’s relatives gave explicit consent 
c. Any organ / organs can be removed unless the person, during his lifetime, explicitly objected
d. Any organ / organs can be removed unless the deceased person’s relatives raised objections

12. What, in your opinion, should be the criterion to determine who is entitled to 
receive organs for transplantation? 
a. Based on medical condition    b. Based on the kind of illness
c. Based on the age of the prospective recipient     
d. Based on the prospective recipient’s ability to pay for the organs   

13. What, in your opinion, is the maximum age for a person to be eligible to receive 
an organ for transplantation? 

5. What kind of compensation would you like to receive for donating organs? 
a. Money  
b. Honorary certificate tax benefits 
c. Precedence in case you or a family member should require a transplant 
reimbursement for expenses associated with donation 
d. Undecided 
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b. Recipient’s nationality or ethnicity
c. Recipient’s age  
d. Recipient’s religion
e. The attitude of recipient’s relatives
f. Information on the donation procedure 
g. Monetary compensation 
h. Precedence for the donor’s family in obtaining donated organs 
i. Support by religious authorities 
j. Type of organ 
k. Accepting the concept of brain death 
l. Recipient’s state of health  
m. Performance of the hospital transplant team 
n. Donor’s family proximity to recipient
o. Awareness of the deficit of transplant organs / awareness that the donation is
crucial for saving a life  

15. Rate the following factors on the scale from 1 to 5 in terms of their deterring
effect on your willingness to donate organs (where 1 stands for “no influence 
whatsoever” and 5 for “substantial influence”). Indicate in the slot if your answer is
relevant for only one of the following: either donating while alive or donating 
posthumously.  

a. The concept of bodily integrity  
b. Non-acceptance of the concept of brain death 
c. Fear of the evil eye 
d. Lack of religious support 
e. Desecrating a dead body 
f. Damaging donor’s self-identity 
g. The attitude of relatives 
h. Lack of monetary compensation 
i. Not knowing recipient’s identity
j. Lack of information on the donation procedure 
k. Inflicting pain and suffering on the deceased 
l. Type of organ 
m. Being required to take action by signing the organ donor authorization card 

Circle the appropriate answer: 

14. Rate on the scale from 1 to 5 factors that could influence your willingness to
donate organs (where 1 stands for “no influence whatsoever” and 5 for “substantial
influence”). Indicate in the slot if your answer is relevant for only one of the
following: either donating while alive or donating posthumously.  

a. Donor’s  state of health 
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h. Pancreas 
i. Hair 
j. Brain 
k. Skin cells 
l. Facial cells 
m. Genitals 
n. Bone marrow 
o. Vocal cords 

Circle the appropriate answer:  

17. In the table below, rate each item in terms of its closeness / link to the way you
feel about yourself or see yourself, on the scale from 1 to 5 (where 1 stands for “very
remote from what I am” and 5 for “very closely linked to what I am”). Rate each item
in terms of the extent to which it is representative of the way you feel about yourself
or see yourself.                                                         

a. My house 
b. My mother 
c. My work 
d. My pancreas 
e. My body 
f. My spouse 
g. My liver 
h. My organs 
i. My hair 
j. My pets 
k. My blood 
l. My cornea 
m. My voice 
n. My siblings 
o. My country 
p. My lungs 
q. My child 
r. My heart 
s. My friend 

16. This item gauges the respondent’s willingness to donate his / her organs to 
prospective recipients from different groups / categories.  For each of the organs listed
below rate your willingness to donate it to the specified recipient on the scale from 1
 to 10 (where 1 stands for “I would not be willing to donate this organ at all” and 10 for
“I would be highly willing to donate this organ”). Indicate in the slot if your answer is
relevant only for only one of the following: either donating while alive or donating 
posthumously.  
a. Blood 
b. Kidney 
c. Liver 
d. Cornea 
e. Heart 
f. Lung 
g. Nose 
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hh. My money 
ii. My bone marrow 

Respondent’s personal information:

This final section of the questionnaire gauges some personal data on the respondent,
to be used exclusively for statistical purposes⎯under no circumstances will it be used
to identify the respondent. Your privacy will be scrupulously safeguarded. Every
effort will be made to safeguard your privacy.   

Year of birth
Country of birth
Year of aliyah (immigration)
Nationality
Religion
Years of schooling
Father’s country of birth
Mother’s country of birth 

Mark the appropriate slot with an X: 

Sex: Male/Female 
Family status

Religious observance

Type of residence   

Geographic area in Israel

Occupation

t. My co-citizens 
u. My face 
v. My father 
w. My hands 
x. My education 
y. My religion 
z. My kidney 
aa. The rest of humanity 
bb. My genitals 
cc. My nose 
dd. My community 
ee. My skin 
ff. My relatives 
gg. My brain 

a. High school student    b. Soldier    c. Higher education student
d. Employee    e. Self-employed
f. Free-lance professional / works in one of the free professions
g. Unemployed / retired 

a. Single    b. Married    c. Divorced / Separated    d. Widowed  

a. Secular    b. Traditional    c. Religious    d. Ultra Orthodox 

a. City    b. Town / urban settlement    c. Kibbutz
d. Moshav (cooperative settlement)    e. Village
a. South    b. Center    c. Jerusalem and vicinity   d. Ha-Sharon   e. North 

Bioethical Inquiry (2012) 9:479–497 495



References

Abadie, A., and S. Gay. 2006. The impact of presumed consent
legislation on cadaveric organ donation: A cross country
study. Journal of Health Economics 25(4): 599–620.

Anderson, M.F. 1995. The future of organ transplantation: From
where will new donors come, to whom will their organs
go? Health Matrix 5(2): 249–310.

Baughn, D., J.R. Rodrigue, and D.L. Cornell. 2006. Intention to
register as organ donors: A survey of adolescents. Progress
in Transplantation 16(3): 260–267.

Beard, T.R., D.L. Kaserman, and R.P. Saba. 2004. Limits to
altruism: Organ supply and educational expenditures. Con-
temporary Economic Policy 22(4): 433–441.

Brug, J., M. Van Vugt, B. van Den Borne, A. Brouwers, and H.
Van Hooff. 2000. Predictors of willingness to register as an
organ donor among Dutch adolescents. Psychology &
Health 15(3): 357–368.

Cherry, M. 2005. Kidney for sale by owner: Human organs,
transplantation, and the market. Washington, D.C.: George-
town University Press.

Coppen, R.F., R.D. Van der zee Jouke, and S.K. Gavers. 2010.
The potential of legislation on organ donation to increase
the supply of donor organs. Health Policy 98(2–3): 164–
170.

den Hartogh, G. 2011. Priority to registered donors on the
waiting list for postmortal organs? A critical look at the
objections. Journal of Medical Ethics 37(3): 149–152.

Dworkin, G. 1994. Markets and morals: The case for organ
sales. In Morality, harm and the law, ed. G. Dworkin,
155–161. Boulder: Westview Press.

European Commission. 2003. Human organ transplantation in
Europe: An overview. http://ec.europa.eu/health/ph_
threats/human_substance/documents/organ_survey.pdf.

European Commission. 2006. Organ donation and transplanta-
tion: Policy options at EU level: Consultation Document,
June 27. ec.europa.eu/health/ph_threats/human_substance/
oc_organs/consultation_paper.pdf.

European Commission. 2007. Special Eurobarometer: Euro-
peans and organ donation. http://ec.europa.eu/public_
opinion/archives/ebs/ebs_272d_en.pdf.

Falomir-Pichastor, J.M., J.A. Berent, and A. Pereira. 2011. Social
psychological factors of post-mortem organ donation: A

If you have not signed an organ donor card, are you planning / considering signing
one? Yes / No 

Have you ever donated an organ for transplantation? Yes / No 

Have you ever received an organ for transplantation? Yes / No 

Have any of your close relatives ever donated an organ for transplantation? Yes / No

Have any of your close relatives ever received an organ for transplantation? Yes / No

Thank you very much! 

Is your occupation related to health care? Yes / No 

General state of health:

Health insurance:

Average monthly income: 

Have you signed an organ donor card? Yes / No 

a. Mostly healthy
b. Suffer from a heart / lung illness
c. Suffer from a chronic illness
d. Other   

a. Basic health plan
b. Complementary comprehensive insurance
c. Private health insurance  

a. Less than NIS 4,000 (≈US$1,000)
b. NIS 4,000 – 8,000
c. NIS 8,000 – 12,000
d. Over NIS 12,000 

496 Bioethical Inquiry (2012) 9:479–497

http://ec.europa.eu/health/ph_threats/human_substance/documents/organ_survey.pdf
http://ec.europa.eu/health/ph_threats/human_substance/documents/organ_survey.pdf
http://ec.europa.eu/public_opinion/archives/ebs/ebs_272d_en.pdf
http://ec.europa.eu/public_opinion/archives/ebs/ebs_272d_en.pdf


review of detriments and promotion strategies. Health Psy-
chology Review. doi:10.1080/17437199.2011.570516.

Farrell, A.-M., D. Price, and Q. Muireann. 2011. Organ short-
age: Ethics, law and pragmatism. Cambridge: Cambridge
University Press.

Gargano, G., A.M. Nagy, and M.M. Rowe. 2004. Identity and
motivation predict behavior and intention of organ dona-
tion. American Journal of Health Studies 19(4): 241–245.

Goyal, M., R.L. Mehta, L.J. Schneiderman, and A.R. Sehgal.
2002. Economic and health consequences of selling a
kidney in India. Journal of the American Medical Associ-
ation 288(13): 1589–1593.

Gurman, G.M. 2008. Organ transplantation in Israel of 2007—
reality and vision [published in Hebrew]. Harefuah 147(5):
417–421.

Halpern, S.D., A. Raz, R. Kohn, M. Rey, D.A. Asch, and P.
Reese. 2010. Regulated payments for living kidney dona-
tion: An empirical assessment of the ethical concerns.
Annals of Internal Medicine 152(6): 358–365.

Hayes, J. 2010. News: Public to be asked its views on ethics of
incentives for organ donation. BMJ 340: c2182.
doi:10.1136/bmj.c2182.

Hughes, P.M. 2009. Constraint, consent and well-being in hu-
man kidney sales. The Journal of Medicine and Philosophy
34(6): 606–631.

Jan, S., K. Howard, A. Cass. 2010. A proposal to increase
deceased organ donation through an altruistic incentive.
BMJ, August 30. http://www.bmj.com/content/340/
bmj.c2182?tab0responses.

Johnson, E.J., and D.G. Goldstein. 2003. Do defaults save lives?
Science 302(5649): 1338–1339.

Kerstein, S.J. 2009. Autonomy, moral constraints and markets in
kidneys. The Journal of Medicine and Philosophy 34(6):
573–585.

Lavee, J., T. Ashkenazi, G. Gurman, and D. Steinberg. 2009. A
new law for allocation of donor organs in Israel. The
Lancet 375(9270): 1131–1133. doi:10.1016/S0140-6736
(09)61795-5.

Lawlor, M., I. Kerridge, R. Ankeny, T.A. Dobbins, and F. Billson.
2010. Specific unwillingness to donate eyes: The impact of
disfigurement, knowledge and procurement on corneal dona-
tion. American Journal of Transplantation 10(3): 657–663.

Matas, A.J. 2004. The case for kidney sales: Rationales, objec-
tions and concerns. American Journal of Transplantation
4(12): 2007–2014.

Meranda, A. 2008. Knesset approves organ donation law.
Ynetnews.com, March 25. http://www.ynetnews.com/
articles/0,7340,L-3523461,00.html.

Ministry of Health. 2011. Israeli Transplant Center—ADI.
http://www.health.gov.il/transplant/index.htm.

Mocan, N., and Tekin, E. 2005. The determinants of the will-
ingness to be an organ donor. National Bureau of Econom-
ic Research Working Paper No. 11316, May. http://
www.nber.org/papers/w11316.pdf.

Mossialos, E., J. Costa-Font, and C. Rudisill. 2008. Does organ
donation legislation affect individuals’ willingness to do-
nate their own or their relative’s organs? Evidence from
European Union survey data. BMC Health Services Re-
search 8: 48. doi:10.1186/1472-6963-8-48.

Rodrigue, J.R., D.L. Cornell, and R.J. Howard. 2006. Attitudes
toward financial incentives, donor authorization and

presumed consent among next-of-kin who consented vs.
refused organ donation. Transplantation 81(9): 1249–
1256.

Sanford, J.T., and J.T. Rocchiccioli. 2003. Cash for kidneys: The
use of financial incentives for organ donation. Policy, Pol-
itics & Nursing Practice 4(4): 275–280.

Satel, S., ed. 2008. When altruism isn’t enough: The case for
compensating kidney donors. Washington, D.C.: AEI Press.

Saunders, B. 2010. Normative consent and opt-out organ dona-
tion. Journal of Medical Ethics 36(2): 84–87.

Schweda, M., and S. Schicktanz. 2009. The “spare parts per-
son”? Conceptions of the human body and their implica-
tions for public attitudes towards organ donation and organ
sale. Philosophy, Ethics, and Humanities in Medicine 4: 4.
doi:10.1186/1747-5341-4-4.

Sharp, L.A. 2006. Strange harvest: Organ transplants, dena-
tured bodies, and the transformed self. Berkeley: Univer-
sity of California Press.

Sperling, D. 2008a. Me or mine? On property from personhood,
symbolic existence and motivation to donate organs. In Or-
gan transplantation: Ethical, legal and psychological aspects
—towards a common European policy, ed. W. Weimar, M.A.
Bos, and J.J. van Busschbach, 463–470. Lengerich: PABST
Science Publishers.

Sperling, D. 2008b. Posthumous interests: Legal and ethical
perspectives. Cambridge: Cambridge University Press.

Sperling, D. 2009. Israel’s new Brain-Respiratory Death Act:
One step forward or two steps backward? Reviews in the
Neurosciences 20(3–4): 299–306.

Spital, A. 2005. Conscription of cadaveric organs: We need to
start thinking about it. American Journal of Transplanta-
tion 5(5): 1170–1171.

Spital, A., and J.S. Taylor. 2008. Routine recovery: An ethical
plan for greatly increasing the supply of transplantable
organs. Current Opinion in Organ Transplantation 13(2):
202–206.

Taylor, J.S. 2005. Stakes and kidneys: Why markets in human parts
are morally imperative. Farnham, Surrey, U.K.: Ashgate.

Taylor, J.S. 2009a. The unjustified assumptions of organ con-
scripters. HEC Forum 21(2): 115–133.

Taylor, J.S. 2009b. Autonomy and organ sales, revisited.
The Journal of Medicine and Philosophy 34(6): 632–
648.

U.S. Department of Health and Human Services. 2009. OPTN/
SRTR annual report: Transplant data 1999–2008. http://
optn.transplant.hrsa.gov/ar2009/.

Verble, M., and J. Worth. 1997. Biases among hospital person-
nel concerning donation of specific organs and tissues:
Implications for donation discussion and education. Jour-
nal of Transplant Coordination 7(2): 72–77.

Verheijde, J.L., M.Y. Rady, J.L. McGregor, and C.
Friederich-Murray. 2009. Enforced of presumed-
consent policy and willingness to donate organs as
identified in the European Union survey: The role of
legislation in reinforcing ideology in pluralistic socie-
ties. Health Policy 90(1): 26–31.

Wilkinson, S. 2003. Bodies for sale: Ethics and exploitation in
the human body trade. New York: Routledge.

Yea, S. 2010. Trafficking in part(s): The commercial kidney
market in a Manila slum, Philippines. Global Social Policy
10(3): 358–376.

Bioethical Inquiry (2012) 9:479–497 497

http://dx.doi.org/10.1080/17437199.2011.570516
http://dx.doi.org/10.1136/bmj.c2182
http://www.bmj.com/content/340/bmj.c2182?tab=responses
http://www.bmj.com/content/340/bmj.c2182?tab=responses
http://www.bmj.com/content/340/bmj.c2182?tab=responses
http://dx.doi.org/10.1016/S0140-6736(09)61795-5
http://dx.doi.org/10.1016/S0140-6736(09)61795-5
http://www.ynetnews.com/articles/0,7340,L-3523461,00.html
http://www.ynetnews.com/articles/0,7340,L-3523461,00.html
http://www.health.gov.il/transplant/index.htm
http://www.nber.org/papers/w11316.pdf
http://www.nber.org/papers/w11316.pdf
http://dx.doi.org/10.1186/1472-6963-8-48
http://dx.doi.org/10.1186/1747-5341-4-4
http://optn.transplant.hrsa.gov/ar2009/
http://optn.transplant.hrsa.gov/ar2009/

	Factors Encouraging and Inhibiting Organ Donation in Israel
	Abstract
	Context
	Methods
	Questionnaire
	Statistical Analysis

	Findings
	General Willingness to Donate
	Compensation
	Type of Organ, Relation to Sense of Self, and Closeness to Recipient
	Policy Considerations

	Conclusions
	Limitations
	Appendix A
	Organ Donation Research Questionnaire

	References


