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When the five year old daughter of illegal immigrants is carried into the hospital in dire need of a heart transplant, to me the question is not whether to help, but how to do so.  The child might not have a heart transplant in the US since the hospital is required to provide emergency care for everything except organ transplantation, yet she will soon die without it.  “Though there is no legislation that prevents illegal immigrants from obtaining transplants in the United States, lack of insurance coverage accomplishes that end (Gupta, 2008, p. 230).”  Because someone else chose where she was born and chose to bring her where she is now, she could be penalized for her citizenship status even though she is a minor and cannot be held accountable for breaking this law.
One problem is that the hospital is ethically required to do no medical harm and yet legally may do medical harm by denying treatment for a nonmedical reason, akin to passive euthanasia which may also be legal, though against some moral ethics.  If someone was brought into a hospital for emergency care (even if an illegal resident) and that person was refused care for any other condition, the hospital could be neglecting its duty.  Likewise, the government through Medicaid pays for every other emergency condition, even for long term procedures that cost more than organ transplantation, but refuses to cover this treatment for undocumented residents due to the scarcity of organs ("Other eligibility requirements," 2009).  
The unfairness of moral relativity here is that there is no logical extension from standards of other medical treatments. For instance, although blood donations are becoming critically short supplied (DiBlasio, 2012) and although there have been flu vaccine shortages (McNeil Jr, 2009), there have been no overt restrictions on distribution based on citizenship, unlike organ donation.  Team member Elisabeth’s article reminded us that organ donation occurs in our country from foreign citizens without their family or government insisting that certain citizenships requirements are met for allocation. “The generosity of Americans is legendary, and it is reciprocated by many who visit our shores (Sade, 2003).”  As pointed out in a report by the Center for Bioethics, “organ transplantation is a valuable medical procedure and worth offering to those who need it. They also argue that because the procedure is worthy, everyone should be able to access it equally (2004, p. 15).”
The second ethical problem is that the patient has no autonomy nor do her parents on her behalf due to specific nonmedical profiling that exempts a particular medical procedure from consideration regardless of need, in essence violating civil rights and policies for the equal treatment of all illegal immigrants.  Since this case occurs in Pennsylvania, which has a large migratory population due to agriculture in the south/central region and the Marcellus Shale boom to the northwest, as a social construct it might be inferred that the illegal immigrants are Hispanic. Yet they could also easily be desperate Canadians, tired of waiting for a medical transplant in their country, thus further raising the possible issue of racial bias if there is a difference in decision making for each possibility.
Before making a responsible decision, certain information needs to be provided and considered about this specific case.  In order of importance, the decision making team must first know the wishes of the patient which includes the caregivers since a minor child cannot make decisions on her own.  By giving some autonomy to the people most affected, the team must establish informed consent.  Do the parents understand the risks, costs and ramifications of this procedure?  Do the medical personnel?  Is this hospital equipped for and experienced with pediatric heart transplantation?  What is the medical status of the child?  Would the child be put on the top of the list? Since transplants are given in order of need and closest geographically, what are the realistic chances for a heart to fit this patient, be found in the specific time frame and be a match for the recipient?  
“UNOS encourages transplant centers to consider the following criteria for distributing organs: 1) medical need; 2) probability of success, and; 3) time on the waiting list ("Ethics of organ," 2004, p, 17).”  Placing this child on the organ donation list might be considered an act of civil disobedience or socially wrong to reward her over a law abiding citizen, but the chances of actually having to operate and do an organ transplant for this specific girl, in a specific timeframe and geography, make this act more symbolic than possibly pursuable. “On average, 106 people are added to the nation's organ transplant waiting list each day--one every 14 minutes. On average, 68 people receive transplants every day and 17 patients die every day while awaiting an organ – one person every 85 minutes ("Ethics of organ," 2004, p. 14).”

Even if viewing the parents as similar to Civil Rights activists who sat at the front of the bus or drank from the forbidden fountain, the actual act of disobedience to the probable administrative denial must come from within the same establishment of the medical profession which is the inherent challenge presented in bioethics—the decision makers are not always the decision takers.
As the information gathering continues, it moves from the central stakeholders, the patient and family and the attending medical staff to the support administration of the hospital and then outside the hospital to the community in reference to the legal and financial implications of the decision.  While the order of considerations should stay localized to those most affected, ethics from the Catholic Moral Code of care, to the Rawlsian focus on justice, the Communitarian focus on the good of society and the Feminist perspective of care for the disadvantaged do play a role in the perspective of the decision makers and must be acknowledged.  Information from other stakeholders here are less on moral standards of care to the painful questions of legality and whom it serves and the economic burden of placing worth on a person’s life and who pays for that life to continue.
Legally, the issue must be approached from several angles.  Assuming the child is placed on the list, the team choosing to do so might partner with social agencies to start to establish documented nonresident status while the child is at their facility.  If the hospital is worried about the sudden rush of other critically ill illegal immigrant children to their clinic, statistically, the five percent UNOS rule of giving organs to nonresidents and 95% to residents kicks in (Gupta, 2008) to allow the system to not be abused by nonresidents even if this policy also ethically questionable.

The parents’ burden, on the other hand, is to appeal to the very system they circumvented to come into the country.  Their greatest success might lay in applying for “medical asylum” in the particular hospital rather than “political asylum” for their daughter in the country.  Since undocumented residents can achieve documentation and sometimes citizenship if they can prove that their lives were in danger in their country as political refugees, perhaps these parents might be able to prove (based on geographic location and organ transplants per hospital where they formerly lived) that their daughter’s life was threatened beyond their ability to help there and she could be classified a medical refugee.  

The parents have risked deportation by coming forward, but the need for the child to have them present during her struggle to live should keep them in the country while a decision is made about the child.  Putting a child into the social services system would hardly aid someone terminally ill and the question of what to do with the family after a transplant or death must wait.  Clearly the option to collect a smaller amount of required transplantation funding to fly the family back to country of origin would risk the daughter’s health and damage international relations no matter if an organ became available in the other country or not.  Illegal immigrants can’t fly anyway, so this avoidance tactic definitely remains a moot solution.
If the American government won’t pay, then the family would likely turn to nonprofit organizations for help, perhaps even creatively asking for funding from unusual sources such as the American Heart Association, the Make-A-Wish foundation, a Pennsylvanian sports team or even the workers of the DMV (who daily ask people to indicate organ donation willingness on their drivers’ licenses).  Team member Julia noted the following, “The family has a few options, they can begin by asking the nearby community and churches to show empathy and donate money to cover some of the cost (Garrity, August)” and she also alluded to the difficulty of simultaneously persuading community opinion stating, “the hospital will have to address the public and ask them to show some compassion and communitarianism (Garrity, August).”  It should be stressed here that even if the total funds are available before a potential surgery, there would still be no guarantee that the hospital would agree to the transplant procedure with or without societal support.

The social construct again comes into play due to the culture of the state involved.  As a Pennsylvanian, it is relevant to consider and refute some of the stereotypical views of my Keystone state. While Pennsylvania does rank forty-first in charitable giving overall (Havens & Schervish, 2005), it also has a history of supporting children with terminal illnesses.  The first Ronald McDonald house was opened in this state ("Who we are:,"), the nationwide “Alex’s Lemonade Stand Foundation” was started ("Meet our founder:," ) and is still based in Pennsylvania and the largest student run charity in the world, the “Thon,” is also a Pennsylvanian product ("Welcome!," ).

The options then are to do the operation or not if a heart becomes available.  In the waiting period, the hospital could move the patient, release the patient or keep the patient at the facility and be reimbursed by Medicaid if the child is too sick to move.  

“One distributive justice criteria is equal access. Organs… are distributed to patients based on objective factors aimed to limit bias and unfair distribution ("Ethics of organ," 2004, p, 15).”   The value of giving the heart to the neediest person could be met here if the child is designated a 1A status.  She would have to have one of the following conditions which would put her at the top of the candidate list in a physician’s justification form:  “requires assistance with a ventilator; requires assistance with a mechanical assist device (e.g., ECMO) or requires assistance with a balloon pump ("Policy management policies," 2012, 3.7).”  She would then be on the list for fourteen days at a time.  Each ending review period would have to have the recommendation re-submitted.  Her wait time would accrue toward being the first of the neediest on the list unless she was downgraded to less needy. ("Policy management policies," 2012, 3.7) 
The value of giving the heart to the one who would receive the most benefit could also be argued on her behalf.  People who support the maximum benefit philosophy believe organs should go to the candidate who could have the most successful outcome ("Ethics of organ," 2004, p, 16).”   Children are given pediatric organs over adults ("Policy management policies," 2012, 3.7) and arguably have the best possibility of living and using the organ to its longest potential. The feasibility of receiving an organ in time makes the argument over which value is served a bit more academic than practical though.  The financial, political and organizational constraints make this case one in which the decision making team should be a team representing the hospital (nurses as well as doctors) and community (social workers, businessmen and lawyers).
The process could use Open Space Technology in which each participant has equal voice and leadership in a group that is self-organizing. As the founder, Harrison Owen, stated, “The notion that large groups of conflicted people could virtually instantaneously organize their affairs and pursue their tasks without elaborate pre-planning and a host of facilitators flies in the face of what appears to be the accepted wisdom. And yet the global experience demonstrates that every time a group of people gather of their own free will, around an issue of strong common concern, the experience is repeated – provided they sit in a circle, create a bulletin board on which to identify issues, open a market place to arrange time and place particulars – and they are on their way, typically in something more than an hour (Owen).”  
Trusting the self-recruiting team to come up with the common purpose, the decision procedure as well as the decision itself means that there should be no outside overseers and that this microcosm of the local culture can have some ownership in the ideas and be held accountable to the implementation.  Deciding to give a heart means finding one (both physically and for the decision makers, figuratively), but the decision (whether positive or negative) is ultimately not about citizenship or finances, it is about the person, the five year old relying on life support.
Works Cited:
(2009). Other eligibility requirements. Retrieved from website: www.health.ny.gov/health_care/medicaid/../mrg/../page457_460.pd..

(2012). US Health and Human Services, Organ Procurement and Transplantaion Network. Policy management policies (3.7-4, 3.7-9). Retrieved from website: http://optn.transplant.hrsa.gov/policiesAndBylaws 

DiBlasio, N. (2012, 7 30). Red cross says blood supply at lowest level in 15 years. USA Today, Retrieved from http://www.usatoday.com/news/health/story/2012

Ethics of organ transplantation (2004). Center for Bioethics, Retrieved from  www.ahc.umn.edu/img/assets/26104/Organ_Transplantation.pdf
Garrity, J. (August 16, 2012). Cct 619: Special team project [Electronic mailing list message]. 

Gupta, C. (2008). Medicine and society immigrants and organ sharing: A one way street. American Medical Association Journal of Ethics, 10, 229-232. Retrieved from www.virtualmentor.org
Havens, J. J., & Schervish, P. G. (2005). Geography and generosity: Boston and beyond. Boston Foundation, Retrieved from www.tbf.org/.../Geography and Generosity
McNeil Jr., D. (2009, November 4). Nation is facing vaccine shortage for seasonal flu . NY Times. Retrieved from http://www.nytimes.com/2009/11/05/health/05flu.html
Meet our founder: Alexandra scott. (n.d.). Retrieved from http://www.alexslemonade.org/about/meet-alex
Owen, H. (n.d.). The practice of peace (2nd edition). Retrieved from http://www.openspaceworld.com/intro to pop.htm
Sade, R. (2003). Why illegal aliens get a place in line: Duke case involved a serious medical error, not a transplant policy violation. Modern Healthcare , 33(13), 16.

Welcome!. (n.d.). Retrieved from http://www.thon.org/whatisthon
Who we are: Our history. (n.d.). Retrieved from http://rmhc.org/who-we-are/our-history/
6

