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ABSTRACT
In recent years there has been a considerable increase in the degree of philosophical attention devoted to the question of the morality of offering financial compensation in an attempt to increase the medical supply of human body parts and products, such as plasma. This paper will argue not only that donor compensation is ethically acceptable, but that plasma donors should not be prohibited from being offered compensation if they are to give their informed consent to donate. (While this paper will focus on the ethics of compensating plasma donors its arguments are also applicable to the ethics of offering compensation for other body parts, such as kidneys.) Regulatory regimes that prohibit donor compensation thus unethically prevent the typical donor from being able to give her informed consent to donate.
Keywords: Donor compensation, plasma, informed consent.
Introduction 
In recent years there has been a considerable increase in the degree of philosophical attention devoted to the question of the morality of offering financial compensation in an attempt to increase the medical supply of human body parts and products.
 With the publication in 2013 of a World Health Organization (WHO) report opposing the use of financial compensation for blood and blood products, together with the Canadian province of Ontario passing a bill that prohibited compensating plasma donors, this attention has recently focused on the question of whether it is morally acceptable to compensate people for donating plasma.
 Given the topicality of the issue of the ethics of compensating plasma donors this will be the focus of this paper. However, the argument of this paper—that plasma donors should not be prohibited from being offered compensation if they are to give their informed consent to donate—will apply not just to offering compensation to plasma donors, but to the offer of compensation for any human body parts and products, such as kidneys for transplant and surrogate pregnancy. 
The debate over whether it is ethical to compensate the donors of body parts in general, and plasma in particular, is by no means new, and so on encountering its resurgence one might be forgiven for (perhaps wearily) recalling Ecclesiastes 1.9—“What has been will be again, what has been done will be done again; there is nothing new under the sun”. Given its longevity this debate has by now acquired a familiar form. The opponents of donor compensation offer a series of reasons as to why this practice is either sufficiently immoral to justify its prohibition, or else why the procurement of plasma from uncompensated donors would be consequentially superior to its procurement from compensated donors. In response, the defenders of donor compensation argue either that the ethical objections that are leveled against this practice are misplaced, or else that the procurement of plasma from compensated donors leads to better results than its procurement from uncompensated donors.

The aim of this paper is to re-orient this discussion. It will argue not only that donor compensation is ethically acceptable, but that if plasma donors are to give their informed consent to donate then they should not be prohibited from being offered compensation. This re-orientation will take as its starting point one of the standard objections that has been leveled against donor compensation: The claim that it will crowd out some prospective plasma donors, leading to a decrease in the overall amount of plasma procured. There is certainly evidence that some prospective plasma donors would be deterred from donating if compensation is offered. However, the conclusion that should be drawn from this is not that offers of compensation should be prohibited. Instead, what should be concluded from this is that offers of compensation provide information to prospective donors concerning the economic value of their donation—and that once they have this information some donors reconsider their original intention to donate. Offers of compensation should thus be understood as conveying information to prospective donors that some of them would need to make an informed decision about whether or not to donate their plasma. Thus, to protect these prospective donors’ ability to give their informed consent to the donation of their plasma, plasma procurement agencies should not be prohibited from offering compensation to them. 
This paper will consist of four sections. The first will outline an account of what conditions must be met for a person to give her informed consent to the medical procedures to which she is subject. In this section it will be noted that the core element of healthcare professionals’ duty to secure their patients’ informed consent to their treatment is the obligation to disclose information that is relevant to their treatment decisions. Precisely what information counts as relevant in this context is controversial. However, this controversy need not be resolved for the purposes of this paper. This is because the two most common standards by which the relevance of information could be assessed—the “reasonable person standard” and the “subjective standard”—both support the conclusion that plasma donors should not be prohibited from being offered compensation if they are to give their informed consent to donate. With this discussion of informed consent in place the second section of this paper will outline the argument that compensating plasma donors will lead to a diminution in the amount of plasma that is procured by “crowding out” (i.e., deterring) more donors than would be “crowded in” (i.e., motivated to donate) by the offer of compensation. The purpose of this section is not to engage with this debate. Instead, it is to establish two claims. First, that for some potential donors whether or not compensation is offered for the donation of plasma is relevant to their decision as to whether or not to donate. Second, that for some potential donors the amount of compensation that is offered is relevant to their decision as to whether or not to donate. In the third section of the paper it will be argued that since for some persons information about the amount of compensation that is (or would be) offered for donating plasma is relevant to their decisions as to whether or not to donate, prohibiting plasma procurement agencies from offering compensation would prevent these (potential) donors from giving their informed consent to their donations. Thus, if one is concerned with donors giving their informed consent to donate offers of compensation for plasma donation should not be prohibited. The fourth section of this paper will outline and respond to objections to this argument. 

I. Informed Consent and the Requirement to Disclose

As Beauchamp and Childress note in their seminal work Principles of Biomedical Ethics since the exposure at the Nuremburg trials of the Nazis’ medical experiments “biomedical ethics has placed consent at the forefront of its concerns”.
 While there is debate over whether the primary justification for the need to secure a person’s informed consent to her medical treatment should be grounded on a moral concern for the value of her autonomy or a moral concern for the value of her well-being there is broad agreement (at least within the West) that the bioethical concern with informed consent focuses on the ethical requirement that a person should autonomously authorize the treatment to which she is subject.
 This leads to the question of what conditions must be met for a person autonomously to authorize her treatment. There is considerable debate over this issue both within the literature on personal autonomy and within the literature on informed consent.
 However, all parties to this debate—whether they are autonomy theorists who are concerned with analyzing what conditions must be met for a person to be autonomous with respect to her actions, or bioethicists who are concerned with offering analyses of informed consent—agree that for a person to give her informed consent to a procedure the healthcare professionals who are treating her should disclose the information that is relevant to her decision. 

Taking as their starting point the recognition that the Greek stems of “autonomy” are “autos” and “nomos”—“self” and “rule”, respectively—autonomy theorists agree that to be autonomous a person must be self-ruled.
 To the extent that the actions that a person performs are determined by another, then, she will undergo a diminution in her autonomy with respect to them. Hence, if a healthcare professional intentionally fails to disclose information with the aim of influencing his patient’s decision in a particular way then to the extent that he is successful in this it will be he, and not she, who is directing her actions. As such, she will undergo a diminution in her autonomy with respect to the actions that she performs. Thus, for autonomy theorists, for a person autonomously to authorize her treatment she must have authorized it without having been led to do so by her healthcare provider’s intentional failure to disclose information, where this failure to disclose resulted in her making a decision that she would not have made had she had access to the information in question.
 

Analyses of what is required for a person to give her informed consent that have been developed by bioethicists similarly focus on healthcare providers’ duty to disclose information that is relevant to their patients’ decisions. This duty to disclose is central to accounts of informed consent that have been developed by bioethicists in the medical literature, the policy literature, and the philosophical literature.
 This is not surprising. If informed consent is construed in these areas to be synonymous with a person’s autonomously authorizing her treatment then the conditions that must be met for a person to give her informed consent should track those that have been identified in the autonomy literature as those that must be met for her to be autonomous with respect to her authorizing action. However, the focus on disclosure within accounts of informed consent that have been developed in the bioethics literature differs from that which appears within those that have been developed by autonomy theorists in one important respect: They focus on the requirement that healthcare professionals disclose relevant information to their patients simpliciter rather than merely attempting to preclude intentional non-disclosure. This, too, is not surprising. The analyses of informed consent that have been developed from the theoretical literature on autonomy are primarily focused on the theoretical question of whether a person is autonomous with respect to her authorizing act, where the answer to this will be determined by whether or not her performance of this act meets certain theoretical conditions. The question of whether or not one could tell in practice if a person’s authorizing act meets these conditions is thus not of immediate concern to autonomy theorists. As such, that it might be impossible in many cases to tell whether a healthcare professional’s failure to disclose relevant information to a patient was intentional would not be a problem for autonomy theorists. By contrast, those accounts of informed consent that have been developed within the bioethics literature are intended to be applicable in practice and so they avoid offering conditions for informed consent whose satisfaction would be difficult to determine. Thus, for the (practical) bioethical approach to informed consent the primary question is not whether a healthcare professional intentionally failed to disclose relevant information to her patient, but simply whether she failed to meet the standards that govern the disclosure of relevant information.

Clarifying the relationship between the accounts of informed consent that have been developed out of the theoretical literature on autonomy and those that have been developed in the bioethical literature is certainly both interesting and important. However, for the purposes of the argument in this paper it is only important to note that both approaches to informed consent have at their core the requirement that healthcare professionals disclose information to their patients that is relevant to the decisions with which they are faced. What information, then, should be taken to be relevant to a patient’s decision for the purpose of assessing whether she has given her informed consent? There are (at least) three possible answers to this question. The first, the “professional practice” standard, is that the information that should be taken to be relevant to a patient’s decision is that which is judged to be relevant by healthcare professionals.
 The second, the “reasonable person” (or “prudent patient”) standard, holds that the information that should be disclosed to the patient is that which a “reasonable person” would want to be disclosed to her.
 The final answer is the “subjective standard,” which holds that the information that is relevant to a person’s decisions concerning her treatment should be determined by the specific interests of the patient in question. 

Of these three standards for disclosure the professional practice standard is beset by the most practical and theoretical difficulties. First, it is not clear that there exists a uniform professional standard for disclosure of the sort that it presupposes.
 Second, even if such a standard did exist it might fall short of that which would be required for a person autonomously to authorize a course of treatment. Indeed, the professional practice standard is compatible with the systematic usurpation of patient autonomy by healthcare professionals through a widespread and deliberate failure to disclose certain information with the aim of directing patients to choose one type of treatment over another.
 Third, since this standard of disclosure is indexed to the professional practice of healthcare professionals it would likely focus upon the disclosure of information pertaining to the medical effects of treatment. However, patients will have other concerns besides their medical interests that would affect the decisions that they make concerning their treatment options, and these might be ignored if the professional practice standard of disclosure is adopted. Finally, even if the professional practice standard was created in an attempt to serve the best interests of patients all things considered (and not merely their perceived medical interests) healthcare professionals lack any privileged position to assess where these interests lie. Accordingly, in adopting this model they would be imposing their view of what is in their patients’ interests onto them. It would thus be they who would, in part, be directing their patients’ decisions—and to the extent that this is so they would compromise their patients’ autonomy. The professional practice standard of disclosure is thus self-defeating.

There is thus good reason to reject the professional practice standard of disclosure. However, both the reasonable person standard and the subjective standard also face difficulties. The reasonable person standard faces the problem that it is too vague to be readily applicable, for it is not clear what information a “reasonable” or “prudent” patient would require. Moreover, just as on the professional practice standard there could be a gap between the information that it requires to be disclosed to patients and the information that particular patients would need to give their informed consent, so too is it likely that “[t]he individual patient will have interests and needs which might bear little relationship to the ‘prudent patient’ however conceptualized”.
 The natural solution to this problem is to move to the subjective standard where the information that should be disclosed to a patient will be indexed to her particular interests. Unfortunately, the very subjectivity of this standard renders it difficult to apply in practice, for it would require healthcare professionals to “do an exhaustive background and character analysis of each patient to determine the relevant information” for her.
 Moreover, it could be the case that patients (and hence healthcare professionals) would only know what information would be relevant to their medical decisions after they have undergone treatment and fully understand the implications of its effects.

Yet while all three accounts of the amount of information which should be disclosed to patients to secure their informed consent to their treatment face difficulties those that are faced by the professional practice standard differ in kind from those that are faced by the reasonable person standard and the subjective standard. The objections to the professional practice standard focus on showing why its application would be likely to fail to secure a patients’ autonomous authorization of her course of treatment, and why, instead, it could lead to the usurpation of a patient’s autonomy by the healthcare professionals who are treating her. The concerns about the reasonable person standard and the subjective standard, however, focus on the practical difficulties that these approaches face in identifying what information should be disclosed to patients. This leaves open the possibility that in some situations it will be clear both what information the reasonable person standard would require be disclosed to patients, and also what information it is likely that the subjective standard would require be disclosed to them.
 It is, in part, for this reason that the reasonable person standard and the subjective standard of disclosure are more commonly accepted than the professional practice standard. Given this—and without taking a definitive stance on which standard of disclosure should be adopted—the argument in this paper will focus on these two standards of disclosure in its discussion of informed consent.

II. Crowding Out and Compensated Donation

One of the standard arguments against compensating plasma donors is that the offer of compensation will crowd out some prospective donors. This argument takes one of three forms. First, that the offer of compensation will undermine the ability of some persons to exercise their autonomy as they wish by removing the option to donate plasma in a situation where compensation is not offered. Second, that by crowding out those donors who do not wish to receive compensation and crowding in those who do, the offer of compensation will lead to the collection of lower quality plasma. Third, that the amount of plasma collected will be lower when compensation is offered than when it is not, for less plasma will be collected from the additional donors that were crowded in than was collected from the donors who were crowded out.

None of these “crowding out” arguments against compensating plasma donors will be directly addressed in this section.
 Instead, the purpose of this section is to provide empirical support for the claim that the offer of some compensation will deter some potential donors from donating their plasma. It is important to note that this support is not being provided to support the anti-compensation contention that offering compensation to would-be donors will lead to less plasma being collected. Rather, this evidence is being provided here to lay the groundwork for the following argument that plasma donors should not be prohibited from being offered compensation if they are to give their informed consent to donate.
The crowding-out arguments against compensated donation begin with the claim that when compensation is introduced into a situation where the donors of plasma were previously uncompensated some donors will either be deterred from donating, or, if they are already donating, will cease to do so. This claim is supported by a study conducted by Mellstrom and Johannesson in Sweden.
 Prior to donating blood in Sweden potential donors are required to undergo a health examination. In Mellstrom’s and Johannesson’s experiment three different approaches to securing persons willing to undergo this examination were taken.
 In the first approach (“no payment”) no compensation was offered to subjects to complete this examination. In the second approach (“SEK 50 payment”) persons were offered SEK 50 (about $7) to complete the examination. In the third approach (“SEK 50 payment with charity option”) persons could choose between receiving the SEK 50 themselves or donating this amount to charity.


Mellstrom and Johannesson found that of the (male and female) subjects that were approached with no offer of payment 43% agreed to become blood donors, while of those who were offered payment only 33% agreed. This latter number increased to 44% when the option to donate to charity was introduced.
 They also found that when these results were disaggregated by gender there was a marked difference between the responses of men and women, with women evincing a “sizeable” crowding-out effect. When the “SEK 50 payment” option was offered to women the percentage of subjects who would agree to donate blood dropped from 52% to 30%. However, when they were offered the “SEK 50 payment with charity option” this crowding-out effect was counteracted and the percentage of subjects willing to donate rose to 53%.
  From these results Mellstrom and Johannesson conclude that “the skepticism towards monetary compensation for blood donations…. is warranted”. 
 And so, by implication, is the similar skepticism towards monetary compensation for plasma donations that was expressed in the third type of crowding-out argument against compensated donation outlined above. 
III. Compensated Donation, Crowding Out, and Informed Consent.

Mellstrom’s and Johannesson’s study shows that some donors are deterred from donating blood (and, by extrapolation, plasma) once compensation is offered. While the motivations for such cessation of donation no doubt vary an economic analysis of why some people would cease to donate when compensation is offered has important implications for the debate over the ethics of compensating plasma donors. 

A person’s decision not to donate plasma could indicate that, to her, the opportunity costs of donating are higher than the value that she places on her act of donation. If a person uses the degree of compensation that she is offered to donate as a proxy for the value of her donation, then if the compensation offered is lower than the opportunity costs that she believes that she will incur in donating she will not donate. The explanation of why such a person would cease donating (or would be deterred from donating) once compensation was offered when she willingly donated (or was willing to donate) before this is simple.
 Prior to the offer of compensation she believed that the value of her donation was greater than the opportunity costs that she perceived herself incurring to donate. However, once compensation was offered—and given that she used the level of compensation offered as a proxy for the value of her donation—she recognized that the value of her donation was lower that the opportunity costs that she believed that she incurred in making it. As such, then, once compensation was offered she ceased to donate. To illustrate this, consider a person who earns SEK 100 an hour and who routinely spends an hour of her time donating plasma in a situation where no compensation for donation was offered. This person donates because she believes that the value of her donation to its recipients was greater than SEK 100 and so she believes that her time was (agent neutrally) better spent donating plasma than working to earn SEK 100. However, if compensation is introduced at the rate of SEK 50 per plasma donation then (holding the time spend on donating plasma constant) this person would now learn that her donation was worth less (SEK 50) than the time that she would have to spend donating (SEK 100). In this situation it would be better if she did not donate her plasma, for the opportunity costs of such donation (SEK 100) would be greater than its benefits (SEK 50). Thus, once compensation is offered donors whose opportunity costs of donation would exceed the level of compensation that they are offered should cease to donate; their donations should be crowded out by the level of compensation that is offered. 

This analysis can be used to show that for the typical plasma donor to be able to give his informed consent to donate he should not be prohibited from receiving an offer of compensation for his donation. The above analysis is based on the view that if the degree of compensation that is offered to secure a good or service is lower than the perceived opportunity cost of providing it a person who is concerned with the value that she creates through her actions will not provide the good or service in question. The degree of compensation that is offered for a good or a service will be a function of the demand for it together with its supply. Since demand for plasma is relatively inelastic the level of compensation that will need to be offered to secure a sufficient supply of it will be primarily driven by the amount that is being supplied. If too little is being supplied, the level of compensation offered will rise, if too much, the level of compensation offered will fall. The amount of plasma that is supplied at any given time will thus be a function of two variables: (1) the costs to the donors that are associated with providing it, such as the time spent in the plasma center, the time spent getting to the plasma center, and the experiences that are associated with donating, together with (2) the level of compensation that is offered to offset these costs. Assuming that the time spent providing plasma and the experiences in the plasma centers will be comparable for all donors the primary variable which will distinguish between persons who would donate plasma given a particular level of compensation offered and those who would not would be determined by their perceived opportunity costs. Since this is so, given the inelasticity of the demand for plasma the level of compensation offered for it will be determined by the opportunity costs of donating that would be incurred by the donors. That is, the level of compensation that would need to be offered to plasma donors will indicate the highest boundary of opportunity cost that needs to be compensated for to secure the amount of plasma that is in demand. A prospective plasma donor who uses the degree of compensation that she is offered to donate plasma as a proxy for the value of her act of donation and who only wishes to donate when the value of her donation would exceed her opportunity costs could thus tell from the amount of compensation that is offered whether she should donate or whether she should leave donation to others.
 If the level of compensation offered is greater than her perceived opportunity costs of donating, then she should donate; if it is lower, then she should leave the donation of plasma to others (i.e., who perceive their opportunity costs to be lower). Even though prospective plasma donors who use the level of compensation offered as a proxy for how much they value their act of donation would only know their own perceived opportunity costs and not those of others the provision of compensation that fluctuates according to the amount of plasma that is being supplied relative to the demand for it will enable them to assess whether they, or someone else, should donate plasma. Given this, prohibiting such a would-be donor from having access to information about the level of compensation that is being (or would be) offered for plasma at the time she is considering donating would prevent her from being able to make an informed decision about whether she should provide plasma or leave this to someone else. 

This analysis of why some donors are crowded out by the offer of compensation supports the view that the need to secure donors’ informed consent to donating requires that compensation for their donations should not be prohibited. Before moving to argue for this conclusion, however, it should be noted that the above analysis is compatible with Mellstrom’s and Johannesson’s data showing that female blood donors were crowded out by the “SEK 50 payment” but were crowded in by the “SEK 50 payment with charity option”. This is important because on the face of it the differential response of some of the female subjects in this study to these offers would appear to contradict the above analysis. If the above analysis was correct then it might appear that subjects who were crowded out by the “SEK 50 payment” (as this was lower than their opportunity costs of donating) should also be crowded out by the “SEK 50 payment with charity option” as these offers have the same economic value. But this overlooks the possibility that these female subjects might place a value of greater than SEK 50 on using their non-compensated donation of blood to signal to others how charitable they are. If this is so, they would donate blood for no payment as the value of the signal that they could send by so doing was worth more to them that the opportunity costs that they would incur by donating. But they would not donate blood for a payment of SEK 50 as such a payment would both be of lower value to them that the signal that they could send in its absence and it would be lower than the opportunity costs that they would incur by donating. Such subjects would, however, donate blood if they were offered the “SEK 50 payment with charity option,” for then they would again secure the value of signaling how charitable they were which is greater than their opportunity costs of donating.
 The above analysis of why some donors are crowded out by the offer of compensation is thus fully compatible with Mellstrom’s and Johannesson’s experimental results.

It was argued above that plasma donors should not be prohibited from being offered compensation if they are to give their informed consent to donate for some would require access to information about the level of compensation that is being offered for plasma to be able to make informed decisions about whether or not to donate.  However, not all donors would desire to know whether the value of their donation exceeded their opportunity costs of donating. Some donors might, for example, wish to signal their charitable nature and would donate plasma independently of the value of their donations as this is a socially recognized means of signaling that one is charitable. Others might donate simply because they believe that they are morally obligated to do, or because they feel a “warm glow” of pleasure from donation that they cannot achieve any other way. For these donors the economic value of their donation plays no role in their deliberation over whether or not to donate. Recognizing the existence of such donors is important for the argument that is being developed here. This is because it can acknowledge that there are many activities that persons engage in without knowing the level of compensation that they would be offered to perform them without this lack of information making their engagement in these activities any less consensual. For example, if a person does not care how much his partner would pay him to have sex with her that he does not know how much she might pay him for this does not render their lovemaking any less consensual if this information is of no concern to him. Similarly, a wealthy woman’s act of giving away her art collection to a museum would not be any less consensual if she did this without knowing how much each piece would fetch at auction if their financial value would not affect her motivation to donate them.

But that not all potential donors would desire to know the economic value of their donation does not undermine the claim that respecting the need to secure donors’ informed consent to donating plasma requires that they not be prohibited from being offered compensation for their donations, and that they be informed of the amount of compensation on offer. Even though not all potential donors would need to be informed of the economic value of their plasma to give their informed consent to donate it is likely that some would like access to such information as part of their decision-making process. Such donors should not be prohibited from being offered compensation for their donations, with the amount offered being clear. This conclusion would clearly be endorsed by persons who support the subjective standard for the disclosure of information to secure a person’s informed consent. However, it would not be possible to identify a priori those donors for whom knowledge of the economic value of their donation would be relevant to their decision as to whether or not to donate plasma. But it would be reasonable for a prospective donor to desire to know the economic value of her donation so that she could decide whether to spend her time donating plasma or else engage in some other more valuable activity. Given this, the reasonable person standard of disclosure would also require that plasma procurement agencies not be prohibited from offering compensation to their donors. The level of compensation that would be offered would provide prospective donors with information that a reasonable person might desire to have prior to making her decision as to whether or not to donate. Thus, both the subjective standard and the reasonable person standard of disclosure would oppose prohibiting plasma procurement agencies from offering compensation to their donors. Hence, if one is truly concerned with securing persons’ informed consent then one if one accepts one of the two most common standards for disclosure one should support allowing plasma donors to be compensated. 

IV. Objections and Responses


This argument for the view that a concern with securing persons’ informed consent to their plasma donations supports donor compensation faces four serious objections. The first two are consequentialist. One might argue that even if the above argument is sound the positive consequences of securing persons’ informed consent to their donation would be outweighed by the negative effects of compensating donors. In particular, a proponent of this argument might charge, offering compensation to prospective plasma donors would result both in less plasma being procured and a decrease in its overall quality. Since each of these effects would have adverse consequences on the well-being of persons who have a medical need for plasma, and since it is plausible that these would outweigh the possible negative effects on donors of failing to secure their informed consent to their plasma donations, there are good consequentialist reasons to prohibit donor compensation. Like the consequentialist proponents of these first two objections the proponents of the third and fourth objections accept that to ensure that the (typical) prospective plasma donor can give her informed consent to her donation she should not be prohibited from knowing its economic value. However, the proponent of the third objection charges, this information could be provided to potential donors through the offer of hypothetical, rather than actual, compensation. The actual compensation of donors could thus still be prohibited provided that the information that it would have conveyed could be provided to prospective donors in some other way. The proponent of the fourth objection also denies that the fact that some donors would need to know the economic value of their plasma to give their informed consent to donating it establishes that they should not be prohibited from being offered compensation for it. Instead, she argues, even if the above argument is sound compensation for plasma donation could still legitimately be prohibited. This is because the argument against the prohibition of offering compensation to plasma donors was based on the view that some donors would require information about the economic value of their donation to give their informed consent to donate. However, it accepted that not all donors would require this information to give their informed consent to donate. Donations of plasma could thus be accepted only from persons for whom information about the economic value of their donations was not relevant to their decision as to whether or not to donate. (Call these people “economically indifferent donors”). The prohibition on donor compensation in this situation would not prevent any prospective donors from whom a donation would be accepted from having access to information that they would require to be able to give their informed consent to her donation. Thus, if the pool of prospective donors was restricted in this way donor compensation could legitimately be prohibited without compromising the ability of donors from whom donations would be accepted to give their informed consent to donate.

The first two objections are the easiest to address for they rest on empirically verifiable claims. The first of these consequentialist objections is that the plasma that is procured from compensated donors will be of lower quality (e.g., it will be more likely to be contaminated by infectious agents) than that which would be secured from non-compensated donors. The reasoning behind this is simple: Persons motivated to donate plasma without compensation do so as they are motivated by a concern for the well-being of others, whereas persons who are motivated to donate to receive compensation are motivated by self-interest. Since the first set of persons are motivated by a concern for others they will not donate if they believe their plasma to be medically compromised. However, self-interested donors might conceal aspects of their history (such as drug use or the diagnosis of blood-borne disease) that would serve as counter-indicators to their being accepted as donors. Thus, one might expect that plasma from compensated donors would be of lower quality than that procured from noncompensated donors.
 The second of these consequentialist objections holds that that the amount of plasma collected will be lower when compensation is offered than when it is not, for less plasma will be collected from the additional donors that were crowded in than was collected from the donors who did not wish to receive compensation and were crowded out.

Neither of these consequentialist objections to compensating plasma donors are supported by the available data. To address first the claim that plasma secured from compensated donors would be of lower quality that that secured from uncompensated donors it should be noted that in a study of 917 volunteer whole-blood donors and 1240 paid cytapheresis donor enrolled in programs at the DeGowin Blood Center from October 7, 1987, through November 30, 1990 it was found that “When first, repeat, and overall donations made by these donors were evaluated separately, paid cytapheresis donors were found to exhibit no increase in infectious disease history or test results beyond those of volunteer whole-blood donors.”
 Similarly, a study of remunerated and unremunerated blood donors in Lithuania found that there was “No statistically signiﬁcance [sic] differences in incidence and risk ratio existed when comparing the regular donations who were remunerated and non-remunerated,” although it was discovered that providing compensation did provide a higher incidence of risk for infectious disease markers in first-time donors.
  Furthermore, the initial entry of HIV into the US blood supply occurred through blood that was donated by uncompensated gay males.
 One might note that these studies focused on the procurement of blood, rather than of plasma. Yet this does not matter, for the objection that is being addressed here was based on the view that compensated donors would be more likely to lie about their relevant history than would uncompensated donors. And since there is no relevant difference between blood donors and plasma donors that would make this objection applicable to the latter but not the former the argument should apply equally to both. The absence of evidence to suggest that the blood procured from compensated donors is of lower quality than that procured from uncompensated donors is thus prima facie evidence that plasma procured from compensated donors would not be of lower quality than that procured from uncompensated donors. But this response to the first consequentialist objection does not have to rely on extrapolating from the evidence from blood donation. The reliance on unremunerated plasma donation by Australia and France did not stop the rates of HIV infection among haemophiliacs receiving transfusions from being similar to that of the USA with its reliance on compensated plasma donors.
 And in the United Kingdom Variant Creutzfeldt-Jakob disease (vCJD) has only been transmitted to recipients of plasma from that country’s system of unremunerated donation; the UK has had to import plasma secured from compensated providers to supply its medical needs.
 Furthermore, the two agents which have recently emerged as threats to the blood supply (West Nile Virus and variant prions) have been transmitted through blood components obtained from uncompensated donors and not from those obtained from blood derivatives from compensated donors, for the latter, but not the former, are subject to pathogen elimination procedures.
 The lessons to be learned from these studies (whether of plasma or blood) are simple. First, the population from which plasma (or blood) is derived is more important than the question of whether donors are compensated or not. Second, plasma secured from compensated first-time donors (but not that secured from compensated regular providers) might exhibit a higher incidence of infectious disease markers than that of uncompensated first-time providers. Thus, if one is concerned with the safety of plasma one should not prohibit donor compensation but, instead, simply be careful of the donor population from which it is procured and avoid using plasma provided by first-time donors. 

The view that compensating plasma donors will crowd out uncompensated donation leading to a decrease in supply is also not supported by the available evidence, despite Mellstrom’s and Johannesson’s conclusion that “the skepticism towards monetary compensation for blood donations…. is warranted.”
 It should be noted here that the amount of compensation that Mellstrom and Johannesson offered (SEK 50, or roughly $7) was very low. Were this amount to have been increased more persons would have been willing to donate as the compensation offered exceeded their opportunity costs. This latter point is supported by the available data. For example, in discussing the supply of plasma for pharmaceutical manufacturing in Korea Park et al. note that “tetanus IG, hepatitis-B IG, and Varicella zoster IG require special plasma, which should be imported as the Blood Control Act in Korea prohibits paid donations of such blood”.
 The implication of this statement is that without the remuneration of plasma donors these particular pharmaceutical products could not be produced in sufficient quantities to meet Korea’s medical needs. This construal of the Korean situation is supported by Park et al.’s observation that the United States supplies about 64% of the plasma for fractionation worldwide, “primarily due to the commercialized… system”.
 Indeed, it is notable that the four countries that procure the largest quantities of plasma per 1,000 head of population are the United States of America (66 plasma production liters per 1000), Austria (56.6L/1000), the Czech Republic (33L/1000), and Germany (31.6L/1000) all allow plasma donors to be compensated.
 (The next highest-producing country is Australia, with 21.5L/1000).
 Rather than leading to the procurement of less plasma, then, offering compensation to donors leads to the procurement of more.
 


The first two objections to the above argument thus fail. So does the third. The proponents of this objection accept that prospective plasma donors should not be prohibited from knowing the economic value of their donation. However, they deny that this entails that donors should actually be compensated for their plasma. Instead, they hold that the requirement that prospective donors not be prohibited from knowing the economic value of their donation could be discharged simply by informing them of what the amount would have been had compensation been offered. No actual compensation need be offered—and so the actual compensation of donors could be prohibited.

This objection is initially plausible. However, it rests on the assumption that the amount of compensation that needs to be offered to prospective donors to secure the amount of plasma that is required could be known even if no actual compensation was offered. This assumption is false. Recall that since the demand for plasma is relatively inelastic the level of compensation that plasma procurement agencies will need to offer potential donors to secure the amount of plasma needed will primarily depend on donors’ perceived opportunity costs. The procurement agencies could never determine what these costs were unless they had an accurate way of securing this information from the pool of prospective donors. And this they cannot have. They cannot secure this information by polling prospective donors since the donors’ perceived opportunity costs would constantly be in flux, and a poll could only provide a snapshot of the opportunity costs that would be incurred at a particular point in time. Moreover, there would be no guarantee that a poll could even provide an accurate account of donors’ perceived opportunity costs at a particular point in time, for the prospective donors’ expressed views of their opportunity costs might be inaccurate. (Most obviously, they would have an incentive to inflate their claimed opportunity costs to try to raise the level of compensation that would be offered.) The only accurate means by which the procurement agencies could tell what level of compensation would need to be offered to secure the amount of plasma needed would be actually to offer compensation. If the amount offered was lower than the highest boundary of opportunity costs that would need to be compensated for to secure the requisite amount of plasma then too little plasma will be secured; if it was higher than this boundary, more potential donors would offer their plasma than would be needed. On receiving this information the plasma procurement agencies could adjust the level of compensation on offer until they arrived at an equilibrium between the amount of plasma that they needed and the amount that was donated. (Although this equilibrium would be unstable owing to the ever-fluctuating opportunity costs of the potential donors). Since this is so, the only way to provide prospective donors with accurate information about the economic value of their plasma would be to allow the procurement agencies to offer actual donor compensation. To prohibit this would prevent donors from having the information about the economic value of their plasma that they would require to give their informed consent to donate. Thus, a concern with securing donors’ informed consent to their donations supports the offer of actual, and not just hypothetical, compensation.  
This response to the third objection assumes that potential donors would need to know the actual level of compensation that they would be offered for their plasma to give their informed consent to donate. But this would not be the case for potential donors for whom information about the level of compensation that they would be offered for their plasma is not relevant to their deliberations as to whether or not to donate. This response to the third objection thus does not hold against the fourth objection: That provided that plasma donations are only accepted from economically indifferent donors, donor compensation could be prohibited. To limit the collection of plasma to that donated by economically indifferent donors would ensure that the prohibition of donor compensation would not prevent any donors from whom plasma is collected from having access to information that would be relevant to their decision as to whether or not to donate. The prohibition of donor compensation is thus perfectly compatible with it being the case that all actual plasma donors have access to the information that they require to give their informed consent to their donation—provided that plasma collection takes place in a situation where a necessary condition for a person to be a donor is that information concerning the economic value of her donation would play no role in her decision as to whether or not to donate.
This is certainly a powerful objection to the above argument. It shows that it is possible to have a system of plasma procurement that prohibits donor compensation without thereby compromising the ability of those donors from whom donations are accepted to give their informed consent to donate. There are, however, two related lines of response that can be offered to it. The first argues that the system of plasma procurement that would be supported by the proponents of this objection (in which donors are screened to ensure that donations are only accepted from economically indifferent donors, and where donor compensation is prohibited) would, from the point of view of persons concerned with the moral value of either human well-being or personal autonomy, be ethically inferior to a system where this screening does not occur and donor compensation is allowed. The second begins with the observation that the moral values of human well-being and personal autonomy are (either separately or together) taken to ground the moral concern with securing a person’s informed consent to the treatment to which she is subject. Given this, and given that (as argued in the first line of response) the concern for these values should lead one to reject the “economically indifferent donor, prohibited compensation” system of plasma procurement, a concern for the moral value of informed consent should lead one to reject this system of plasma procurement. 
To begin with the first line of response it is clear that a system of plasma procurement that prohibited donor compensation and secured plasma only from economically indifferent donors would procure less plasma than that which would be procured in a system where donor compensation was allowed.
 Moreover, given that this system of plasma procurement would procure plasma only from persons who took no interest in the economic value of their donation it would be likely to secure even less plasma than do the current systems of plasma procurement that prohibit donor compensation. These systems procure plasma both from persons who take no interest in its economic value and from persons who would take its economic value into account when deciding whether or not to donate if this information was available to them.
 Screening out the latter group of donors would thus result in even less plasma being procured than is procured in current systems of plasma procurement that prohibit donor compensation. And if (as is likely) the reduced amount of plasma collected is insufficient to meet medical need this will have an adverse effect on human well-being compared to a situation where donor compensation is not prohibited. A concern with the moral value of human well-being should thus lead one to reject a system of plasma procurement that prohibited donor compensation and secured plasma only from economically indifferent donors.
A concern with the moral value of personal autonomy should also lead one to reject this system of plasma procurement. To prohibit donor compensation is to attempt to coerce prospective donors who would wish to receive compensation for their plasma donations and persons who would wish to compensate them for donating from transacting. If this prohibition precludes such transactions then the persons who would have otherwise engaged in them would have been coerced into refraining from so doing. Subjecting a person to coercion would result in the actions that she performed being determined (at least in part) by another (namely, her coercer). Since this is so then a person who was coerced would suffer from a diminution in her autonomy with respect to her actions.
 Thus, if one believes that respect for autonomy is an important moral value then one would have at least prima facie reason morally to oppose the prohibition of compensated donation.
 

This first line of response—that a moral concern for either human well-being or personal autonomy should lead one to reject a system of plasma procurement that prohibited donor compensation and secured plasma only from economically indifferent donors—leads to the second: That a person who is concerned with the moral importance of securing a person’s informed consent to her medical treatment should reject such a system of plasma procurement. The moral concern with informed consent is not based on the value of securing a person’s informed consent to her treatment for its own sake. Rather, it is based on a moral concern with either the well-being or (and more typically) the autonomy of the person whose informed consent is sought.
 Since this is so, a system of plasma procurement that would result in lower well-being than alternative systems and that would compromise persons’ autonomy with respect to their actions should not be supported by those who believe that there is a moral requirement to secure a person’s informed consent to her medical treatment. Hence, while a system of plasma procurement that prohibited donor compensation and secured plasma only from economically indifferent donors would be able to secure the informed consent of those persons from whom it accepted donations the moral concerns with the value of well-being and autonomy that undergird the moral importance of informed consent would not support its institution. Thus, insofar as a moral concern with informed consent evinces a concern for one (or both) of these morally important properties such a system of plasma procurement should be opposed by those who believe that securing a person’s informed consent to her medical treatment is morally important, even though such a system of plasma procurement would be able to secure the informed consent of those that it allows to serve as donors.

This second line of response to the fourth objection leads to one final issue that must be addressed before closing. Since a concern for the moral value of either well-being or autonomy supports both the ethical requirement to secure a person’s informed consent to her treatment and the conclusion that donor compensation should not be prohibited why should not these values be drawn upon directly to argue that donor compensation should be permitted? That is, why should one argue for the view that a moral concern for informed consent supports the view that donor compensation should not be prohibited if this conclusion could be derived more directly by appeal to the moral values that undergird the requirement to secure a person’s informed consent? 

There are three responses that can be given to this question. First, that the amount of compensation that donors would be offered for their plasma conveys information that would be relevant to some persons’ decisions as to whether or not to donate has until now been overlooked in the literature both on informed consent and on the ethics of donor compensation. The argument in this paper corrects this serious omission. Second, the argument in this paper shows that the evidence that some donors are crowded out by the offer of payment—such as that presented by Mellstrom and Johannesson—does not necessarily support the view that donor compensation should be prohibited. Instead, it can be used to support the contrary view that donor compensation should be permitted on the grounds that it can furnish donors with information that might be relevant to their decision whether or not to donate. Finally—and perhaps most importantly—the ethical requirement to secure a person’s informed consent to her medical treatment is both widely accepted within bioethics and widely enshrined in law.
 To demonstrate that the protection of the ability of plasma donors to give their informed consent to donate within a practical system of plasma procurement requires permitting offers of donor compensation is a direct means to demonstrate that donor compensation is both ethically acceptable and should be legally permitted. 

Conclusion
It was noted at the start of this paper that the debate over the ethics of compensating plasma donors—and the wider debate over the ethics of compensating the donors of other body parts—now has a familiar form: The opponents of donor compensation offer objections to this practice, and its defenders then respond. However, rather than merely defending donor compensation against its critics this paper has offered a positive argument in its favor: That respect for securing donors’ informed consent to their medical treatment (and respect for the values that undergird the ethical important of informed consent) requires that donor compensation be permitted. The conclusion of this paper is not, however, that donor compensation is ethically required. So long as a system of uncompensated donation is permitted to operate in the same area as a system of compensated donation the donors in the former system would have access to information concerning the level of compensation on offer for their plasma. If they needed this information to make an informed decision about whether or not to donate it would be available to them.
 Thus, given that the ethical requirement that a healthcare professional secure her patients’ informed consent to their medical treatment has become a cornerstone of contemporary (Western) medical ethics the burden of proof should now be borne by those who wish to prohibit donor compensation, not by those who support it.

NOTES
� For views in favor of using offers of compensation to procure human body parts for medical purposes, see (DELETED FOR BLIND REVIEW), Mark J. Cherry, Kidney for Sale By Owner: Human Organs, transplantation, and the market (Georgetown: Georgetown University Press, 2005), and Stephen Wilkinson, Bodies for Sale: Ethics and Exploitation in the Human Body Trade (Routledge, 2003). The opposing view is expressed by (for example) Debra Satz, Why Some Things Should Not be For Sale (New York: Oxford University Press, 2010), and Michael J. Sandel, What Money Can’t Buy: The Moral Limits of Markets (New York: Farrar, Straus and Giroux, 2012).


� World Health Organization, Towards a Self-Sufficiency in Safe Blood and Blood Products based on Voluntary Non-Remunerated Donation, (Geneva: World Health Organization, 2013). For a transcript of the debate that took place on the occasion of the second reading of the  Voluntary Blood Donations Act 2014, see “Voluntary Blood Donations Act 2014,” Legislative Assembly of Ontario (3 April 2014), 6434 – 6445; the Act aims “to ensure that blood and blood constituents are donated freely” (p.6434). 


� In this debate “donor compensation” is used exclusively to refer to the monetary compensation of donors; it is understood that providing donors with non-monetary articles of value—such as giftcards, or paid days off work—does not count as compensating them for their donation. For an excellent argument that there is no real difference between monetary compensation and the giving of “gifts” to donors (so that the latter as well as the former count do, in fact, as donor compensation) see Joshua Penrod and Albert Farrugia, “Errors and Omissions: Donor Compensation Policies and Richard Titmuss,” HEC Forum 27, 4 (2015), 320 – 321.


� Tom L. Beauchamp and James F. Childress, Principles of Biomedical Ethics (New York: Oxford University Press, 7th edn, 2013), 120 – 121.


� Ibid., 122. It is important to note the caveat that autonomy is a foundational principle of Western bioethics; other cultural traditions might differ considerably here. See, for example, the discussion of the role of the family in medical decision-making in China in Mark J. Cherry and Ruiping Fan, “Informed Consent: The Decisional Standing of Families,” Journal of Medicine and Philosophy 40 (2015): 363-370. It should also be noted that even in the West the focus on the value of autonomy does not preclude there being space for family-based decision-making under certain conditions. This delegation could be understood in terms “of individual authority and autonomy,” with persons being put on legal notice that under certain conditions (e.g., when their condition is “terminal or beset by an irreversible condition”) the default position is that their family and/or physician will make decisions for them. Thus, if they do not object to this default arrangement it “is interpreted as implicitly authorized by the consent of the patient”. See Mark J. Cherry and H. Tristram Engelhardt, Jr., “Informed Consent in Texas: Theory and Practice,” Journal of Medicine and Philosophy 29, 2 (2004), 244. 


� An overview of the main analyses of personal autonomy can be found in (DELETED FOR BLIND REVIEW). Many accounts within the medical and regulatory literature hold that there are five elements involved in securing a person’s informed consent: she must be competent to consent to the treatment in question, the information that is relevant to her decision must be disclosed to her, she must understand this information, she must make her decision voluntarily, and she must give her consent to her treatment.  See, for example, Alan Meisel and Loren Roth, “What We Do and Do Not Know about Informed Consent,” Journal of the American Medical Association 246 (1981), 2473 – 2477, and the National Commission for the Protection of Human Subjects of Biomedical and Behavioral Research, The Belmont Report (Washington, D.C.: DHEW Publication OS 78-0012, 1978), 10. Beauchamp and Childress expand this fivefold account of informed consent to a seven-fold account: the person must be competent “to understand and decide”, act voluntarily in deciding, receive disclosure “of material information,” receive a recommendation of a plan of action, and understand both the information and the plan presented to her; she must also decide in favor of a plan of action, and authorize that she be treated in accordance with it. Beauchamp and Childress, Principles of Biomedical Ethics, 125 – 140.


� See, for example, Edmund D. Pellegrino, “Patient and Physician Autonomy: Conflicting Rights and Obligations in the Physician-Patient Relationship,” Journal of Contemporary Health Law & Policy 10, 1 (1994), 48. That autonomy is constituted by self-rule is agreed on by both Kantian and non-Kantian approaches to autonomy—although the analyses of this concept offered by the adherents of this different approaches to autonomy vary considerably. Kantian approaches holding that a person is autonomous to the extent that she is free from being guided by her desires and other pro-attitudes, while non-Kantian approaches—those that analyze autonomy as personal” autonomy—hold that a person is autonomous to the degree that her effective first-order desires and her actions stem in some way from desires and values that are appropriately her own, and hence are those that she identifies with. For an account of the difference between these two approaches to autonomy see Harry G. Frankfurt, “Autonomy, Necessity, and Love,” In Harry G. Frankfurt, ed., Necessity, Volition, and Love (Cambridge: Cambridge University Press, 1998), 134 - 136


� (DELETED FOR BLIND REVIEW)


� See, for example, the discussion in Sheila A. M. Mclean, Autonomy, Consent, and the Law (New York: Routledge-Cavendish, 2010), 42 – 46. 


� The legal view that the information that a person needed to be able to give her informed consent to her treatment should be measured by what a reasonable physician would disclose under the circumstances was established in Nathanson v. Klein 350 P2d (1093 Kan 1960).


� See Canturbury v. Spence 464 F .2d 772 (D.C. Cir. 1972). This ruling replaced Nathanson v. Klein.


� This claim is supported by a survey conducted of final year medical students that was conducted in the United Kingdom on the concept of medical professionalism that found that there was a “mix of values associated with different models of professionalism”.  Erica Borgstrom, Simon Cohn, Stephen Barclay, “Medical Professionalism: Conflicting Values for Tomorrow's Doctors,” Journal of General Internal Medicine 25, 12 (2010), 1330.


� The possibility of such unethical behavior is supported by the data presented in � HYPERLINK "http://content.healthaffairs.org/search?author1=Lisa+I.+Iezzoni&sortspec=date&submit=Submit" �Lisa I. Iezzoni�� HYPERLINK "http://content.healthaffairs.org/content/31/2/383.full" \l "aff-1" �1�, � HYPERLINK "http://content.healthaffairs.org/search?author1=Sowmya+R.+Rao&sortspec=date&submit=Submit" �Sowmya R. Rao�, � HYPERLINK "http://content.healthaffairs.org/search?author1=Catherine+M.+DesRoches&sortspec=date&submit=Submit" �Catherine M. DesRoches�, � HYPERLINK "http://content.healthaffairs.org/search?author1=Christine+Vogeli&sortspec=date&submit=Submit" �Christine Vogeli�, and � HYPERLINK "http://content.healthaffairs.org/search?author1=Eric+G.+Campbell&sortspec=date&submit=Submit" �Eric G. Campbell�� HYPERLINK "http://content.healthaffairs.org/content/31/2/383.full" \l "aff-5" �,� “Survey Shows That At Least Some Physicians Are Not Always Open Or Honest With Patients,” Health Affairs 31, 2 (2012): 383 – 391.


� Mclean, Autonomy, Consent, and the Law, 83.


� Beauchamp and Childress, Principles of Biomedical Ethics, 127.


� That these two standards would converge on certain information being disclosed to patients follows from the view that this information would be needed by a reasonable patient combined with the default assumption (when applying the subjective standard) that each patient is a reasonable patient.  


� This last claim compatible with there being more donors crowded in than were lost from crowing out, if the quality of the plasma that is collected from the crowded in donors is low, thereby resulting in a lower percentage of useable plasma.


� The first of these arguments have been refuted in (DELETED FOR BLIND REVIEW). The second and third of these arguments will be addressed in Section IV.


� Carl Mellstrom and Magnus Johannesson, “Crowding Out in Blood Donation: Was Titmuss Right?” Journal of the European Economic Association 6, 4 (2008): 845 – 863. That this study was conducted on potential blood donors, rather than potential plasma donors, makes no difference for the argument concerning compensation and informed consent that follows.


� Ibid., 849. Mellstrom and Johannesson only attempted to secure persons to agree to undergo the health examination who had not yet undergone the health examination and who were not already aware that they could not be blood donors as they met exclusion criteria.


� Ibid., 852. 


� Ibid., 852.


� Ibid., 857. They also note that “the potential problem of introducing monetary payments can be resolved by simply adding an option to donate the payment to charity”.


� The following discussion will focus on a person who ceases to donate once a certain level of compensation is offered to her.


� Not all would-be donors would value their act of donation in this way—some would consider their act of donation to be beyond price, even when compensation is offered. But this argument in favor of the ethical necessity of offering compensation to the (typical) plasma donor does not rest on the claim that any actual donor would use the level of compensation that she is offered to ascribe value to her donation, but to the much weaker claim that it is plausible to hold that some would-be donors would do so.  


� Indeed, if the donation of blood and the SEK 50 payment would be a more effective signal than only the donation of blood—and hence would be more valuable to the donors who valued sending this signal—it is to be expected that more persons with the desire to signal their charitableness would be willing to donate blood as a greater number of such persons could have their opportunity costs bought out by the greater value of this enhanced signal.


� I thank an anonymous referee both for these examples and for pressing me to develop this point.


� See the World Health Organization, Towards a Self-Sufficiency in Safe Blood and Blood Products based on Voluntary Non-Remunerated Donation, 9.


� Ibid., 10. (DELETED FOR BLIND REVIEW)


� R. G. Strauss, G. A. Ludwig, M.V. Smith, P. J. Villhauer, M. J., Randels, A. Smith-Floss, T. A. Koerner,  “Concurrent comparison of the safety of paid cytapheresis and volunteer whole-blood donors,” Transfusion 34, 2 (Feb. 1994):116 --121.


� V. Kalibatas, “Payment for whole blood donations in Lithuania: the risk for infectious disease markers,” Vox Sanguinis 94, 3 (2008), 209.


� Kieran Healy, Last Best Gifts: Altruism and the Market for Human Blood and Organs (Chicago: University of Chicago Press, 2006), 92.


� R. J. Garsia, P. A. Gatenby, A. Basten, et al., “Australian hemophiliac recipients of voluntary donor blood products longitudinally evaluated for AIDS. A clinical and laboratory study, 1983–1986,” Australian and New Zealand Journal of Medicine 17, 4 (1987):371–378; N. Stieltjes, Y. Sultan, C. Rothschild, et al., “Long-term survival of HIV-infected patients with haemophilia,” Haemophilia 1 (1995): 33–36. Cited by P A. Farrugia, J. Penrod & J. M. Bult, “Payment, compensation and replacement – the ethics and motivation of blood and plasma donation,” Vox Sanguinis 99 (2010):202 – 211.


� Farrugia et al, “Payment, compensation, and replacement,” 206.


� J. Penrod, M. Gustafson, G. Schreiber, J. Bult, A Farrugia, “Response to Volkow P et al. – Cross-border paid plasma donation among injection drug users in two Mexico–U.S. border cities – International Journal of Drug Policy 20 (2009) 409–412,” International Journal of Drug Policy 21, 5 (2010), 344.


� Mellstrom and Johannesson, “Crowding Out in Blood Donation,” 857. 


� Quehn Park, Moon Jung Kim, Jaeseung Lee, Sunmi Shin, “Plasma fractionation in Korea: working towards self-sufficiency,” Korean Journal of Hematology 45 (2010), 3.


� Ibid., 4.


� Albert Farrugia and Josephine Cassar, “Is self-sufficiency in haemotherapies a practical or necessary goal?” Blood Transfusion 11, 2 (2013), Table II.


� Ibid., Table II.


� (DELETED FOR BLIND REVIEW)


� The evidence for this claim is cited above.


� The evidence for these claims can be drawn from the above discussion of Mellstrom and Johannesson’s work. Note that since a concern for informed consent requires that these donors be screened out in a system of plasma procurement that prohibits donor compensation any current systems of plasma procurement (such as that current in Ottawa, Canada) that prohibit donor compensation and yet do not screen out this group of donors are undoubtedly securing plasma from persons who are unable to give their informed consent to donate. These systems are thus unethical.


� (DELETED FOR BLIND REVIEW)


� That the Principle of Respect of Autonomy is one of the foundational principles of contemporary (Western) bioethics is widely recognized; see, for example, Beauchamp and Childress, Principles of Biomedical Ethics, Chapter 4, and R. Gillon, “Ethics needs principles—four can encompass the rest—and respect for autonomy should be ‘first among equals’” Journal of Medical Ethics 29 (2003): 307 – 312.


� An argument for the view that the ethical requirement to secure a person’s informed consent to her treatment rests on a moral concern with her well-being can be found in (DELETED FOR BLIND REVIEW). An argument for the view that “informed consent is rooted in concerns about protecting and enabling autonomous or self-determining choice” see Ruth R. Faden and Tom L. Beauchamp, with Nancy M. P. King, A History and Theory of Informed Consent (New York: Oxford University Press, 1986), Chapter 7. (The quotation is from Faden and Beauchamp, with King, A History and Theory of Informed Consent, 235.) That the value of autonomy undergirds much of the Western concern with informed consent was noted by Shui Chuen Lee, “Intimacy and Family Consent: A Confucian Ideal,” Journal of Medicine and Philosophy 40, 4 (2015), 419.


� See, for example, Mclean, Autonomy, Consent, and the Law, 69 – 97, and Alasdair Maclean, Autonomy, Informed Consent, and Medical Law: A Relational Challenge (New York: Cambridge University Press, 2009), Part II.


� If enough plasma could be procured to meet the medical need for it without any donor compensation being offered then the compensation level of $0 would itself provide prospective donors with information about the economic value of their donation. The argument of this paper is thus compatible with there being a morally legitimate system of plasma procurement in which donor compensation is permitted but not offered.


� I thank two anonymous referees for their exceptionally helpful comments on a (very) early draft of this paper. I also thank (DELETED FOR BLIND REVIEW).
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