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Ethiopia's image abroad is of murderous civil war, and of
the pot-bellied starving children that the pop singer Bob
Geldoff imaginatively tried to help in his appeals-'Live aid'
and 'Band aid'. How encouraging therefore to find charming
and apparently well-fed people! Children seeing a white man
still shout 'Frenchi'-the first foreigners were French. I
was enchanted by the Ethiopian greeting-face to the right
shoulder, face to the left shoulder, and then face to the
right shoulder again (accompanied by a hug of the appro-
priate degree of warmth).

For those who have been fortunate enough to know
several African countries, Ethiopia is commonly their
favourite. It is the only one to have retained its original
character since antiquity, and to have had its own written
language-Amharic. It also has some of the world's most
remarkable buildings-the sunken churches of Lalibela
hewn from a single lump of solid rock. The culture of a
country is nowhere more visible, or rather more tasteable,
than at the dinner table, so it should be no surprise that
Ethiopia has Africa's only exportable cuisine. Visiting
Ethiopia is the nearest one can get to visiting the Middle
Ages-the Ethiopian Orthodox Church still awaits its
Reformation, and has only recently translated its Bible into
Amharic out of Ge'ez, its ancient liturgical language. Alas,
while it still sleeps its deep medieval sleep, the Protestants
make the converts.

I had a brief but treasured glimpse of an immense granite
Lenin lying uncomfortably on his side in a builder's yard, his
head unsupported by any pillow. Communism has gone, and
with it General Mengistu into exile on a farm in Zimbabwe.
While cranes rebuild Addis Ababa, President Mele's
interim government prepares cautiously for further elec-
tions. Although there were plenty of Kalashnikovs around, I
heard no shot fired, but even so, the prudent don't travel by
night. The Norwegian Lutheran hospital at Sidamo (120 beds
for 4 million people) is probably the best place to be sick
in Ethiopia. I was there to help celebrate its twenty-fifth
anniversary. Its physician remarked that if he had a
Norwegian hospital ward under similar circumstances, he

would discharge all his patients, since so little could be
done for their degenerative diseases. Mengistu's 600000
soldiers were accompanied by 50 000 prostitutes and their
dispersal has done much to increase Ethiopia's AIDS
problem, so that.it is now a mere 5 years behind East Africa,
with 7% of its adult population HIV -positive compared with
up to 30% there. AIDS-related tuberculosis is rapidly
increasing. Malaria, which was previously only epidemic, is
now endemic in many areas, and chloroquine resistance is
common. The south has just had its first epidemic of menin-
gococcal meningitis and appears to be joining Africa's
meningitis belt.

The steep Ethiopian ecosystem is critically fragile; half its
highlands are severely eroded, sometimes to bare rock and
the Blue Nile is brown with silt. Sixty years ago it was 40%
forested, now only 4% has any tree cover, with hardly a tree
still standing in many areas.

Famine has not checked the rise in population, in that even
the worst hit areas have taken only two years to recover.
Nationally, the contraceptive prevalence rate is a mere 2%,
total fertility 7.7, and most families have not yet thought
about the number of children they want. Ethiopia has what is
politely termed a 'structural food deficit' , in that it has been
receiving food aid for 15 years, on one occasion exporting
grain in return for arms through the very port at which food
aid was received. Several of its provinces cannot feed them-
selves, and others will soon fail to do so. Nevertheless,
Ethiopia is said to have abundant land that could grow
more food-given the necessary fertilizers, pesticides and
appropriate technology. It is in feeding itself that India
and Ethiopia particularly differ-whereas India has been
remarkably successful and 'connected' in ensuring that
districts in surplus feed those in deficit, Ethiopia's districts
remain highly 'disconnected', in that one starves while
another grows food in plenty. Ethiopia has much to learn
from India in how to feed its people-at least in the short
term.

MAURICE KING

Letter from North America

ORGAN TRANSPLANTS: TIME TO BUY AND SELL?
The scarcity of organs for transplantation continues and
there is an alarming rise in the number of patients dying while
waiting for an organ to become available. Advances in organ
support systems and the improved success rates of transplant
procedures have led to one addition to the waiting list every
20 minutes in the United States. Every 24 hours, however,

six of these die while waiting-an increase from four in 1988.
Figures available from the United Network for Organ

Sharing (UNOS) indicate that the gap between the number
of recipients and individual donors has been widening. In
1991, more than 21 000 patients were waiting for kidneys
(compared with 12 000 as recently as 1987), 5100 for hearts
and 4900 for livers. More than 900 people are in need of lung
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transplantation, compared with just 16 in 1987. Despite the
escalating numbers, the number of donors has not changed
much-they totalled 6000 in 1991 and 5877 in 1988. Since
transplantation became commonplace in the 1980s, opposi-
tion to any type of financial consideration for donation of
organs has been vociferous. Indeed, the National Organ
Transplant Act of 1984, the first federal legislation designed
to organize, control and establish accountability in the areas
of organ donation and transplantation 1 was specific-
payment for donated organs would violate the law, and it was
a felony to buy or sell organs.

Physicians and legislators have always held that conscience
and not cash would motivate enough individuals and families
to agree to donate organs after death. This altruism has
not worked and a small but increasingly vocal group of
educators, medical ethicists and health care professionals are
calling for new, and admittedly radical, incentives to solve
the problem of the shortage of organs. One suggestion calls
for donor families to receive a flat fee of about $1000.
Another calls for paying the donor's burial expenses. A
Chicago law professor suggests setting up a life insurance
system, in which an individual's beneficiaries would be
reimbursed for organ donation. In Texas, medical authorities
have received permission to use organs from bodies which
have not been claimed by families. (During the past year,
however, officials in the state have used that authority on
only two occasions. Medical examiners are thought not to
have used this advantage for fear of lawsuits.)

In the words of the transplant surgeon who has proposed
the payment of $1000 to donor families: 'The issue is that
people are dying. Frankly, I am against financial incentives.
But I am for saving lives, and therefore I am for whatever it
takes to save lives.' Not surprisingly, all proposals to change
the status quo have met with stiff resistance, especially within
the national leadership. The fear is that cash incentives and
programmes that deviate from traditional means of increas-
ing donations-primarily public education-could backfire,
thus threatening the size of the already insufficient donor
pool. 'In the world of transplantation,' says Dr Antonia
Novello, the Surgeon-General, 'you have to be able to
take a lot of criticism.' At issue is the maintenance of public
trust which could easily be eroded. In the words of the
proponent of a life insurance plan, which would provide the
beneficiaries about $5000 for any major organ that is
donated, including the heart, liver, lungs or kidneys: 'Every-
body makes money off transplantation except the person
who delivers the most important product-the organ; I don't
think this will solve the organ shortage, but we could make

\ great progress. '2

The National Kidney Foundation is currently asking 2000
families across the country to participate in a survey, the
theme of which is to consider some type of financial compen-
sation for donating an organ. The Ethics Committee of
the American Society of Transplant Surgeons has mailed a
questionnaire to all its members seeking a comprehensive
opinion on the subject of financial and other potential
incentives for organ donation. The dollar amount of an
award for cadaveric donation of a deceased relative is to be
established. Considerations in kind to be supported are:
designated charity, funeral expenses, life insurance, public
recognition of honour, tax rebate and reimbursement of
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family expenses as well as the maximal financial award.
Volunteer donors of an organ for a relative or emotionally
related recipient as well as living volunteer donors of an
organ for an unrelated recipient may pe considered for financial
awards. One question allows for the responder to choose
continuation of the present altruistic system voiding any or
all of the options presented. The survey concludes with varia-
tions on the theme of 'consent'. Other nationwide surveys of
public opinion as well as opinions of medical and other health
care professionals are currently in various stages of progress.

The legal framework for organ donation and transplanta-
tion began with the Uniform Anatomical Gift Act (UAGA)
of 1968.3 By 1972, versions of this law had been passed in all
50 states. The 1987 amendments of the UAGA were passed
after intense scrutiny by scholars, politicians and the trans-
plant community seeking to address the shortage of donated
organs and perceived failures in the existing system of
voluntary donation. The need for witnesses to the donor's
making of an anatomical gift was eliminated, except when
the donor was unable to sign. Also explicit is that an anato-
mical gift, not revoked by the donor during life becomes
irrevocable after the donor's death.' Federal legislation in
the form of Government-subsidized Medicare funding, the
National Transplant Act, Omnibus Reconciliation Act of
1986 and Organ Transplant Amendments have added fund-
ing provisions for, among other supportive treatments,
'immunosuppressive therapy. The widely important issues of
determination of death, distribution of organs, access to and
release of information continue to be of increasing relevance
as more experience is gained. For-profit tissue banks have
carved a niche for themselves, mostly for preparation of bone
and heart valve implants, both requiring high technology,
expensive equipment and highly trained personnel. Non-
profit agencies have not been able to provide returns on the
high capital investments required and compete for available
funds.

Despite all the legal, medical, technical and ethical activity
in the field of transplantation, the perplexing problem
remains-the shortage of organs.' While the scientific
progress in organ transplantation occurs in leaps and bounds,
the prophetic words of Sir Peter Medawar in his address at
the opening of the Nuffield Transplantation Unit at the
Western General Hospital in Edinburgh in 1968 haunt the
transplant community: 'We cannot hope that medicine and
public health and humane social legislation will preserve all
of us into advanced old age, and at the same time reasonably
expect that the supply of human tissues and organs for trans-
plantation will measure up to what is likely to be the
demand."
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