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Abstract

Brazil has established the largest public kidney transplantation 

system in the world.46.2% of transplants in 2008 came from 

living donors. The vast majority of these involved relatives of 

the recipient; less than 8% came from unrelated donors. In 2008, 

Brazil’s health minister proposed banning unrelated donors 

in kidney transplantation. A large number of the over 35,000 

Brazilians on the waiting list for a kidney would be denied a 

transplant without the use of unrelated donors. Brazilian culture 

has a unique feature, the “informal family”, that is not legally 

recognised as a “family entity and is bound by affection rather 

than genetic or legal ties. It is vital that Brazil establishes a 

regulated, standardised, and ethical system of organ procurement; 

creates awareness about transplantation in physicians and the 

public; upgrades facilities and standardises medical care, and 

enforces legislation for transplantation. However, outlawing the 

use of unrelated donors would result in injustice for many patients 

who seek kidneys.

Introduction

Brazil, which occupies nearly half the land area of South 
America, is the fifth most populous country in the world. The 
last census in 2007 revealed a population of 189,987,291. Brazil’s 
current constitution defines it as a federal republic. The country 
also boasts the world’s tenth largest economy at market 
exchange rates. Economic reforms have given the country new 
international influence. Brazil is a founding member of the 
United Nations and the Union of South American Nations. It is 
a predominantly Roman Catholic, Portuguese-speaking, and 
multiethnic society. 

Of course, Brazil has had some struggles as well. The country 
is grappling with substantial problems characteristic of the 
developing world, including enduring poverty, urban violence 
and widespread social inequity. Brazil has among the highest 
income inequality discrepancies and poverty rates in the 
world, although these values are declining. In March 2002, 
18.5 million Brazilians were living in poverty. In June 2009, this 
number had dropped to 14.4 million. The Gini Index, which 
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measures the degree of inequality in the distribution of family 
income in a country, placed Brazil in the tenth worst position 
in the world in 2005.

The history of kidney transplantation in Brazil began in 1965, 
when the first related living donor transplant took place in 
Sao Paulo (1); one year later, the first deceased donor kidney 
transplant took place in Ribeirao Preto. Since then, Brazil has 
established a public programme and now has the largest 
public kidney transplantation system in the world (2). 

Brazilian kidney transplantation in numbers 

In 2008, the number of kidney transplants reached a historically 
high number of 3,780, the second highest in the world. However, 
when we divide this number by the nation’s population (20.5 
per million), the value is frustratingly low compared to those in 
the developed countries. An estimated 35,000 Brazilians are on 
the waiting list for a kidney transplant (3). 

The world’s largest kidney transplantation centre is located 
in Brazil (3). In 2008, 136 renal transplant centres were active 
in Brazil, although 229 were registered with the Ministry of 
Health. The majority of these centres are located in the south 
and south-eastern parts of the country.

Living kidney donors in Brazil were responsible for 46.2% of 
kidney donations in 2008 (4). The vast majority of living kidney 
transplants involved relatives of the recipients, less than 8% 
came from unrelated donors. In 2008, the number of deceased 
donors per million population - 7.2 per million - was very low (3). 

Further, there is no active programme, in Brazil, on live kidney 
donation from what are currently termed non-directed 
donors or altruistic donors. These include live-donor paired 
exchange programmes (exchanges involving two donors who 
are incompatible with their intended recipients so that each 
donates to a compatible recipient) and live-donor/deceased-
donor exchange programmes. In the latter, one donor who is 
incompatible with his intended recipient donates his organ to 
the highest ranking appropriate individual on the centre list, 
while the incompatible recipient for whom the donor kidney 
was originally intended receives the right of first refusal for the 
next ABO identical or O-type deceased-donor kidney available. 
These programmes have resulted in an increase in the number 
of living donors in the United States (5).

The Brazilian legislation

1997’s Rule 9.434, Article Nine of the Federal Legislation states, 
“Individuals are legally able to dispose of free tissues, organs 
and body parts, for therapeutic purposes or for transplantation 
to a spouse or blood relatives within the fourth degree, 
inclusive, pursuant to § 4 of this article, or any other person, 
by judicial authorization...” Based on the words “or any other 
person, by judicial authorization”, some centres perform living 
kidney transplants from unrelated donors. 

In 2008, Brazil’s health minister placed before the legislature 
an ordinance under public consultation from the Technical 

Regulation of the National Transplantation System, approved 
by Ordinance 3.407/GM of 1998, regarding the need to 
upgrade, improve and standardise the operation of the 
National Transplant System in Brazil. The text included the 
following statement: “We will only accept living unrelated 
donors for recipients whose time on the waiting list has been 
more than 1,350 days...”

Why outlaw unrelated donors in Brazil? 

It is abundantly clear that the Brazilian government is opposed 
to any type of transplant commercialism. In a country with high 
income inequality, this could raise significant ethical issues. 
Transplant commercialisation would only introduce larger 
disparities into the population. This is very different from a 
country like Sweden, where there is very little income disparity 
and the literacy rate is above 99%.

On the other hand, outlawing unrelated donation could be 
devastating for the over 35,000 patients who are on the waiting 
list for a kidney, and others who were never on the list because 
they already have identified unrelated donors. Keeping patients 
on dialysis for approximately four years while on the waiting 
list and then assigning an unrelated donor for transplantation 
could also result in poor prognoses for recipients. The medical 
literature shows that increased time on dialysis is associated 
with lower quality in resulting grafts and diminished patient 
survival (6-8).

The adjusted 5-yr allograft survival for an unrelated kidney 
transplant is no different from the survival achieved with 
the transplantation of a kidney from a parent or child of 
the recipient or from a 50% identical sibling (9). Moreover, a 
kidney transplant from haploidentical parents or siblings has 
outcomes similar to those from a human leukocyte antigen 
(HLA)-mismatched spouse or friend (10). 

The life spans of kidney donors are similar to those of persons 
who have not donated a kidney (11). The risk of end-stage renal 
disease does not appear to be increased among donors, and 
their current health seems to be similar to that of the general 
population. In addition, the donors’ quality of life appears to be 
excellent (12). 

The poorly served population

A large number of Brazilians would be poorly served without 
the use of unrelated donors. In the past few decades, Brazilian 
culture has developed a unique feature, the “informal family”. 
Informal families are not legally recognised “constitutionalised 
family entities”. The patriarchal family, upon which much of 
Brazil’s civil legislation was modeled in the 20th century, is 
in crisis. Affection, rather than genetic bonds, has come to 
characterise many families in the country (13). 

Gay people would be poorly served because, in Brazil, federal 
law and the constitution do not recognise same-sex couples as 
spouses, due to the definition of marriage as being between a 
man and a woman. 
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Foster children with no ties to natural or adoptive family in 
Brazil are often from the lower social strata and may be raised 
by neighbours or others without legal recognition. 

Unrelated individuals who live together permanently but are 
not wedded have generally decided to live with one another 
based on affection and mutual help, rather than for sexual or 
economic purposes. 

A concubine union, in which there are impediments to an 
individual marrying one or more partners, is another example 
of an informal family that would be poorly served without the 
use of unrelated donors. 

Conclusion

It is vital that Brazil establishes a regulated, standardised, and 
ethical system of organ procurement, creates awareness of 
transplantation in physicians and the public, upgrades facilities 
and standardises medical care, and enforces legislation for 
transplantation. On the other hand, outlawing the use of 
unrelated donors would introduce greater inequity for many 
patients who seek kidneys. 

The aphorism “primum non nocere” (first do no harm) was 
introduced to guide physicians in making difficult and 
potentially hazardous decisions; it should always be kept 
in mind when dealing with live kidney donors. Offering 
information to potential donors is a key point in the decision-
making process, along with giving individuals the liberty to 
decide, on the basis of this information, what is best for them. 
Whether the individual is related or unrelated to the recipient 
makes no difference to the level of potential harm to the donor. 
If the medical literature establishes greater risks associated 
with being a live kidney donor, living kidney donation should 
be discontinued.

The first article of the Universal Declaration of Human Rights 
says, “All human beings are born free and equal in dignity and 
rights. They are endowed with reason and conscience and 
should act towards one another in a spirit of brotherhood.” 
Adopted by the United Nations General Assembly in Paris 

in 1948, the statement captures the spirit of what should 
be acceptable in organ donation. We should never alter this 
principle or discriminate between donors based on their family 
relationships. A physician has the duty to avoid harm. We 
should always think of the donor as a person who could benefit 
someone, and, as such, should offer pertinent information and 
the autonomy to make a decision about one’s body. 
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