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Abstract:

Transplant technologies have resulted in life—saving or enhancing results for hundreds of thousands of patients in need of organs or tissues. These technologies have also created a vast and growing market for a supply of organs. Many countries (European nations, the U.S.) rely primarily on organ and tissue donation from “non—living” donors (brain stem dead and non—beating heart cadavers). Other countries have very low consent rates for non—living donorship (Japan, the Middle East and Muslim societies) or prohibit the procurement of organs from the non—living and instead rely upon living donors— both related and non—related (or recruited, solicited) to the recipient— as a source of organs supply (Egypt, Iran, Syria) or prohibit transplants within the country entirely (United Arab Emirates).


The majority of Muslim scholars have agreed that organ donation is permitted based on the conditions that 1) it will help the recipient with certainty, 2) it does not cause harm to the donor, and 3) the donor donates the organ or tissue voluntarily and without financial compensation. The ulama (Muslim Scholars) have thus far largely not addressed the subject of organ donation from the perspective of the Maqasid alShariah (goals of Islamic laws, developed by Al—Shatibi and others) that requires universal social justice and respect of human rights. Based on Maqasid alShariah principles, organ donation is permissible so long as its not exploitative to donors and if recipients are granted fair access to donated organs regardless of race/ethnicity, religious identity, class, or financial situation.  These conditions aim to prevent exploitation of the poor who may sell their organs to wealthier but ailing patients and to assure equitable access to donated organs and tissues.

In addition to established fatawa (Islamic guidelines) and shari’a (Islamic law), state laws and international declarations also prohibit the sale of human organs in most of the world.  Regardless of these various mandates, the global trafficking of human organs, which relies on the recruitment and procurement of organs from living donors for financial compensation, also operates in the Middle East and elsewhere in the Muslim world.  Among other reports, a survey among transplant specialist in twenty—one countries in the region indicates that donations from living unrelated donors is a prominent issue facing organ transplant programs in the region (Shaheen et. al. 2001).

In this paper, we first discuss some of the dynamics of organ trafficking in the Middle East, other predominantly Muslim countries and the particular case of Egypt.  We will next address the extent to which Islamic rulings have provided guidelines on transplants and how these are engaged with other bioethical discourses on transplants.  Finally, we will discuss an initiative to bring together advocates, including the ‘ulama, bioethicists, state officials, and key stakeholders including patients, donors, medical professionals, laboratories, and health insurance companies with an aim to collectively bridge guidelines with practical solutions to the problem of organs trafficking in the Muslim world.

Organ trafficking 
 is gaining world-wide attention as indicators suggest that the market in organs is a global phenomenon that continues to expand.  Research findings, particularly since the1990s, have revealed grave consequences of this largely black—market (Abouna 1993, 2003; Abouna et al. 1984; Budiani 2006; Cohen 2002; Daar 1989, 1991, 2001, 2004; Goyal et al. 2002; Masri et aI. 1997; Riad 2001; Scheper—Hughes 2000, 2002, 2002b; Shaheen 2001; Zargooshi 2001).  These include an increasing reliance upon commercial donors (rather than non—living and living related donors) via sophisticated international brokers; identified health, economic, social, and psychological consequences for donors; a compromised ability to continue manual labor jobs; incomplete payment of the agreed price for an organ sale; and a lack of donor follow-up and general welfare concern. 
In much of the Muslim world, fatawa (Islamic guidelines) and shariah (Islamic law) have been issued which similarly deem paid donation as  haram and thus condemn the trade. These edicts largely exist alongside state laws within the Muslim world that also prohibit the sale of human organs.  The majority of Muslim scholars have agreed that organ donation is permitted based on the conditions that 1) it will help the recipient with certainty, 2) it does not cause harm to the donor, and 3). the donor donates the organ or tissue voluntarily and without financial compensation.  Many countries in the Middle East began transplantation programs, particularly renal transplants, in the late 1 970s and early 1 980s and living donors continue to be the main source of donorship.  Despite these various mandates, organ trade also operates in and via the Middle East and elsewhere in the Muslim world.  A survey among transplant specialists in twenty—one countries in the region indicates that donations from living unrelated donors is a prominent issue facing regional organ transplant programs (Shaheen et. al. 2001).  Furthermore, many countries in the region do not have entities to administer fair and just practices of organs distribution, rather than relying on the market as the distribution mechanism.  In this paper, we first discuss some of the dynamics of organ trafficking in the Middle East, other predominantly Muslim countries and the particular case of Egypt.  We will next address the extent to which Islamic rulings have provided guidelines on transplants, how these are engaged with other bioethical discourses on transplants.  Finally, we will discuss an initiative to bring together advocates, including the ‘ulama, bioethicists, state officials, and key stakeholders including patients, donors, medical professionals, laboratories, and health insurance companies with an aim to collectively bridge guidelines with practical solutions to the problem of organs trafficking in the Muslim world.

Regional Dimensions of the Global Trade:

Organs Trafficking in the Middle East and Muslim World

The international trade in human organs, particularly kidneys, has especially flourished in developing countries where organs from non—living donors are not adequate or available and where there are marked disparities in wealth. For example, Persian Gulf countries with transplant programs have no or very low numbers of non—living donorship and patients from these countries have relied heavily on poor commercial living donors from countries such as India, Pakistan, the Philippines, Eastern Europe, and increasingly China, as suppliers of human organs.  Elsewhere in the region, underclasses within countries are solicited and compensated for living unrelated donorship.  For example, Egyptian law requires that donors and recipients must share the same nationality in order to obtain a license for a transplant in Egypt and the vast majority of donors are poor Egyptians who resort to commercial living organ donorship.  Many countries in the region have thus been involved in both the demand and supply sides of the global organ trade and in hosting trafficking routes: Istanbul has been a significant transplant host for North American and Israeli patients who receive Moldovan kidneys; Pakistani, Indian, and Indonesian donors supply organs to sub—continent, Middle and Far Eastern transplant tourists, and recent policy shifts in Kuwait and Saudi Arabia facilitate the trade within their borders- almost exclusively via donors from East and Southeast Asia.

Because non—living donorship is scarce or non—existent in the region, few countries in the Middle East transplant organs such as the heart, heart valve, or pancreas. Liver transplants have slowly begun to increase in recent years and still mainly consist of partial liver procurements from living donors. Shaheen’s et al. (2001) study on issues of renal transplantation in Middle Eastern countries identified eleven prominent problems.  Some of these include considering a commercial living donor as an “easy way out” of the scarcity problem (2622) and that, like elsewhere where this trade exists, some physicians encourage commercial transplantation and thus profit financially while debates on solutions continue.  These authors also report that very few countries in the Middle East have centers to coordinate non—living organ donation and that there is thus also an absence of planning of organs procurement with transplant centers.  Shaheen et al. further indicate that a lack of effective health insurance and a minorities’ lack of trust in the health system— due to inaccessibility of the health system and lack of social justice for many minorities— is another prominent issue related to transplants in the Middle East.  Similarities in some of the featured problems of transplants exist amidst diverse policies among Islamic countries. Differences include the permissibility to procure from the non—living in countries such as Saudi Arabia and Qatar vs. a complete reliance upon living donors in countries such as Egypt, Pakistan, and Syria, and the absence of transplant procedures entirely in countries as resourcefully diverse as the United Arab Emirates and Yemen.  


Among countries that permit living donorship, a further distinction is in the policies of dealing with commercial living donorship. Despite a consensus among Islamic jurists and fatawa that have been issued on paid donorship (discussed further below), the Islamic Republic of Iran is, until recently, the only country worldwide that legalizes commercial kidney donorship and the state compensates donors for a kidney donation.  This policy is a state attempt to fill the demand for kidneys and standardize the low prices.  Zargooshi, an Iranian urologist who has conducted follow-up studies on Iranian organ donors, reports significant negative consequences for donors’ quality of life (2001b) and argues that the system has also failed to satisfy supply, has damaged the ability to advance altruistic and cadaveric donation, has decreased the price of kidneys, and been unable to eliminate a co-existing black market via a regulated market in organs.
  Nonetheless, and despite a consensus in fatawa against it, recently Kuwait has also passed legislation to legalize commercial trade in organs.   There is an initiative in Saudi Arabia to also pass similar legislation.  Although the United Arab Emirates and Yemen do not share such a policy on living donorship, both states sponsor their nationals to seek care abroad for transplants since they are not available in their home countries. These in turn assist Emirati and Yemeni patients to fund the costs of a transplant surgery abroad and the cost of a purchased organ.  The reliance upon living donors, within or outside patients’ home countries presents significant moral dilemmas to both donors and recipients. A case taken from Egypt illustrates such complexities.  
The Case of Egypt

In Egypt legal restrictions prohibit the procurement of organs from non—living

donors.  This eliminates the possibility of donations of organs and tissues that are procured only from the non—living and renders living donors as the only source for organs, mainly kidneys and partial livers, for transplant.  In addition to a strong sense of the sanctity of the dead from ancient times to the present embedded within Egyptian society, legislators and religious authority share concerns about the procurement of organs from non—living donors without prior consent or directives as well as misdiagnosis of brain stem death and the difficulties of regulating transplants accordingly.
  Furthermore, in addition to several publicized scandals of doctors procuring organs or tissues from non—living donors without proper consent procedures, the use of living bodies of poor Egyptians as a source of kidneys by wealthy patients’ from the Persian Gulf has also been documented in the media (Apiku 1999; Bassoul 2006; Shahine 1999; Shehab 2001).  Accordingly, as mentioned, legislation prohibits organs procurement from the non—living, prohibits payment for an organ donation from the living, and requires recipients and donors to be of the same nationality.  Many draft laws to regulate organ transplants and the distribution of organs beyond these policies however have failed to be enacted in the People’s Assembly. In the absence of federal policies that address living donorship, the national Doctors’ Syndicate provides the only framework from which doctors, patients and donors maneuver to regulate transplants by issuing a license for each transplant surgery.   Accordingly, national policies and fatawa both work to inhibit living unrelated organ donorship or prohibit paid living unrelated donorship.  Patients in need of transplants and their doctors are thus left with narrower alternatives for managing “scarcities.”  


Despite such rulings, transplant doctors in Egypt estimate that at least 90 percent of kidney donors are in fact unrelated, recruited, and compensated (Budiani, forthcoming).  The number of licensed kidney transplants is estimated between 500-1,000 per year.   Dozens of partial liver transplants are performed annually in Egypt and have been increasing rapidly over the course of the last few years.  Although presently there are more efforts to maintain related donorship for partial liver transplants, this may well soon share the trends of kidney donorship.  Among requirements for obtaining a transplant license, a patient must state that there are no suitable related donors available when unrelated donors are presented and both the donor and patient must state that donorship is voluntary and “gifted,” (i.e. not compensated).  The Syndicate does little beyond this to verify donor-recipient relations and transactions.  Furthermore, a significant percentage of transplants are performed without licenses, particularly for non-Egyptian donors and recipients.
    Mahmoud and Soheila’s story illustrate the conditions of transplants in Egypt.

Mahmoud, a 35-year old father of two young sons and laborer from the city of Asyut in Upper Egypt, had been undergoing dialysis for seven years as a treatment for his end stage renal failure when / (first author) met him in a large public hospital in central Cairo. Mahmoud described the onset of his condition when he experienced symptoms of “nefisi te‘II” (heavy breathing) and fatigue while working as a laborer in Saudi Arabia. After consultations with seven doctors, one doctor noticed Mahmoud’s creatinine levels were markedly above range and immediately prescribed dialysis. Soon after his diagnosis Mahmoud returned to Egypt where he paid between 85 and 160 Egyptian pounds per dialysis session, an average of approximately $20 USD, depending on which of two surgically created dialysis sites, in his forearm or abdomen, were used. Mahmoud explained:

Ghaseel iddam (llterally ‘Washing the blood, “or dialysis) is painful and tiring and makes me too sick to go to work many days. On the days that I do not go for dialysis I also feel very weak when my blood pressure is too low and / have burning pain in my arm and stomach where they attach the machines. All of the patients are there getting the dialysis together in one room and the staff are harsh on patients, shouting around us. They are not suited to work there and it makes us all very tense. My family has been waiting for me to get better from these treatments. I need to work to take care of my wife and sons. lam Sa3iidi (from Upper Egypt) and we provide for our families so that our wives do not have to work.

The cost of dialysis averaged about 85% of Mahmoud’s monthly income which he was steadily unable to generate because of his condition. Via the combined funds from his income generated in Saudi Arabia, the assistance of his extended family, and token government assistance, Mahmoud financed the remaining costs of his dialysis treatments for the following six years. Mahmoud also sought and tried various alternative therapies ranging from locally produced homeopathic regimes to an imported drug from Germany. Yet the outcomes of these pursuits were insignificant and his doctors suggested that Mahmoud consider a transplant. Although it was an option that Mahmoud had been avoiding and new that it would be difficult to afford at approximately 30,000 Egyptian pounds (5,000 USD), he also thought that it would end his reliance upon costly dialysis treatments.

Mahmoud’s wife, brother, and sister volunteered to be potential donors. None of them matched adequately in tissue typing and blood tests.  Two months before my own meeting with Mahmoud, he identified a suitable unrelated donor via the assistance of a laboratory. Soheila, a woman from a village town outside of Cairo presented the minimum 65% matching criteria and soon met with Mahmoud and the lab’s agent to establish an agreement of donorship. Mahmoud explains, 

Soheila is a strong woman, muhagaba (veiled), and I feel that she is a good person. Like me, she wanted to do what was required to help raise her children and give them a future. I knew from the doctors that it does not hurt a healthy person to give a kidney and this is why I let my wife and brother and sister think of donating a kidney to me. If I were able, I would have donated to them also. The sheikhs say that it is haram to buy an organ.  But Soheila and her kids also can survive on the money that I give to her for saving my life. We know that saving a life pleases Allah and doing something like this deserves rewards in this life and after.

Soheila, a 32-year old woman and mother of three children, and her husband were in dire financial debt when they discussed the option of a kidney sale to generate funds. I met Soheila days before the transplant surgery was scheduled in which she would donate her left kidney to Mahmoud. She explained,

Because of my kids and my house… we had a very large debt. We took a loan for a small house and couldn’t pay yet so I could have gone to jail.  If I didn’t pay they would take my house or send me to jail. My husband and I decided that it is better for me to be the one of us to give a kidney because my husband can work and earn money in other ways and take care of me and our children better than I could if one of us falls sick from this operation. Giving my kidney is also better than working in “furnished apartments” (an expression which refers to apartments owned by single men with a reputation for hosting female visitors for sex). This is against my dignity and I wouldn’t want to go and do such things.  If I get any other job it will not pay me enough to even afford the transportation and I would be leaving my children alone. I didn’t want to do haram [Islamically prohibited acts] and steal for money. I don’t like working and I prefer not to work and have my husband support me. There is still no other way to get such money so I decided to give my kidney.

I read the Quran to make me feel more relaxed. None of my friends or family know where I went or what I am doing except for my husband and eldest son who are taking care of my two smaller children until I recover.

After their agreement with the laboratory’s broker, Mahmoud submitted an application for the transplant license that is issued by the Egyptian Doctors’ Syndicate and required for all transplants. In a meeting with the Syndicate, Mahmoud was required to state that he had no relatives that could qualify as a matching donor. He and Soheila also stated under oath that there was no payment or gifting to the donor for the organ and that the donorship was completely voluntary. Both denied accordingly and soon after, Mahmoud was granted an official license for the surgery and scheduled ft with the surgeons, the hospital, and Soheila.

In the days that followed, Mahmoud and Soheila were given preoperative treatment and preparations and, although in separate wards for men and women, doctors and hospital staff referred to them as husband and wife.  An hour before the onset of the surgery, Mahmoud’s brother handed a cash payment of 7,500 Egyptian pounds to Soheila‘s husband with a commitment to pay the remaining half after the surgery. This sum constituted about a third of the total price that Mahmoud paid for the entire cost of the surgery in the public hospital.

Following the renal transplant, Mahmoud’s response to the new kidney satisfied his doctors as his immune system produced minimal resistance. He remained in isolation for several weeks and then returned home to Asyut for continued care. Soheila was assisted by nurses and patients’ visitors in the hospital room that she shared with three other female patients. When she was able to walk down the hall to meet with her husband he assured her that he received the remainder of the payment and that he and the kids were eager for her return home where she could continue to rest for another day.

Eight months after the surgery Mahmoud was recovering well and began to carry out normal activities. While he said that the transplant gave him a new sense of freedom from the exhausting dialysis treatments, he also felt financially exhausted from the high costs of the immunosuppressant drugs that he would need for the rest of his life.  Soheila traded in her personal wealth in gold and used the funds that her kidney earned to pay off her and her husband’s debts. She complained of occasional dizziness and wished she could afford further medical attention. She explained that she had been afraid to undergo the operation but would not show her fear or any hesitancy prior to the surgery that may have inhibited her ability to donate. She also said that she was afraid of how her health would be in the months and years ahead. In a statement about her after life, Soheila stated, “know that that many sheikhs and muftis say that ft is haram to sell an organ. But I pray that Allah will forgive me and be happy that I did what I could to support my children.”

Soheila and Mahmoud’s story illustrates the complex situation of transplants in Egypt and the deep moral reasoning they each presented in their decision-making processes amidst very narrow choices.  For each, the desperation to survive and obligation to support their children took priority over ethical conceptualizations, in this case largely as religiously understood, of buying or selling an organ. Further, Mahmoud reasoned that restoring his health via a transplant would not only enable him to further support his wife and children, but would also work to support Soheila and her children. For Soheila, there was more honor and dignity in selling a kidney than in working outside of her home. She emphasized her moral limits and explained that she sold her kidney not out of greed but because of her high moral standards and that given these intentions, she prays for Allah’s understanding.

Soheila and Mahmoud’s case is similar to many of the donor—recipient relationships in Egypt in which a broker and laboratory recruit and match a donor to a recipient, a broker handles the agreement of the donor’s compensation, usually in the amount of approximately $1,700— 3,000 USD, and a license for the transplantation is obtained under false pretenses from the Doctor’s Syndicate. It has been less common that low—income organ failure patients have been recipients, such as that of Mahmoud, who afforded the donated kidney and surgery from the relatively high income he gained working in the oil—rich Gulf economy. Yet, as more government  subsidies are being provided for transplants and more public hospitals are performing these surgeries in Egypt, poorer patients are better enabled to receive a transplant, particularly from related donors when the organ is donated free of charge. The price awarded to donors however is not secured and has consistently declined in recent years. From the existing information about donors in Egypt, Soheila tends to represent many organs donors in being 1). solicited from an underserved, and/or vulnerable community and 2). being threatened by poverty and debt.  Data on the gender ratio of organ donors in Egypt is consistent with global trends however and suggests that the number of unrelated male donors dramatically exceeds the number of female donors in Egypt (Budiani 2006).  The number of unrelated female donors, particularly between the ages of 20-30, does however appear to be growing and thus Soheila represents a growing trend.   

Soheila and Mahmoud’s narratives provoke thought also about capitalism (and the far—reaching benefits derived from the oil rich Gulf economy), globalization, and modernization.  For example, government supported programs to support transplant tourists or permit organ sales within a country often do so because it is cheaper and more convenient than supporting patients on dialysis long term and some countries can buy the convenience of organ supplies for their nationals.  Most importantly, the narratives also demonstrate the exploitative practices in the procurement and the social inequalities in the distribution of organs amidst the current operations of transplants and absence of donor registries.  Despite attempts to outlaw solicited donorship in Egypt, the present system does little to end it and the trade persists in much the same way that an underclass of donors such as Soheila are exploited and recipients such as Mahmoud are given few other options.

Islamic Declarations, other Bioethical Guidelines, and Implementation

In response to the emergence of a market for organs, ethicists worldwide- Islamic jurists among them- began issuing guidelines to denounce these practices.  Islamic jurists of the Board of the Islamic Fiqh Council (a part of the Muslim World League) issued a qarar (resolution) on death and transplants at the Third International Conference of lslamic Jurists meeting in Amman, Jordan in 1986.
  This qarar declared the following: “A person (is) considered legally dead, and all the Shariah’s [Islamic law] principles can be applied, when one of the following signs is established: 

1.
Complete stoppage of the heart and breathing, and the doctors

decide that it is irreversible.

2.
Complete stoppage of all vital functions of the brain, the doctors

decide that it is irreversible, and the brain has started to

degenerate.

These guidelines thus paved a way for permitting donation from brain—stem dead and non—beating heart donors and a variety of consent requirements have been incorporated across the Muslim world.  Regarding, organ donation, Islamic scholars have agreed that donation is permitted based on the conditions that 1) it will help the recipient with certainty, 2) it does not cause harm to the donor, and 3). the donor donates the organ or tissue voluntarily and without financial incentive or compensation. 

Working within these guidelines, the Twelfth Session of the Council of Arab Ministers of Health meeting in Khartoum in March of 1987 devised the Unified Arab Draft Law on Human Organ Transplants which states that:  “Specialist physicians may perform surgical operations to transplant organs from a living or dead person to another person for the purpose of maintaining life, according to the conditions and procedures laid down in this law” (cited in Daar 1991, 2505).   That law also addresses the subject of organ sales and indicates that the sale, purchase or remunerated donation of organs is prohibited, and no specialist may perform a transplant operation if he knows the organ to have been acquired by such means.  

Although it is difficult to assess how this draft law has been utilized since 1987, since these initial declarations, numerous other consistent fatawa and statements have been issued against compensated organ donation ranging from sources such as the Islamic Charter of Medical Ethics (a document issued to the World Health Organization), and regional societies such as the Islamic Medical Association of North America (IMANA) and book length statements such as that from Kuala Lumpour (Ebrahim 1998).  It has also been a statement from fatawa issued Al-Azhar University’s Dar AlIftah.  As for Egypt, this has influenced the heated discourse on transplants as well as national policies which aim to protect Egyptians from non-national transplant tourists but have not protected Egyptians from co-nationals in need of organs. 

Although the discourse and reasoning have taken on significant distinctions in the formulation of these fatawa and regional draft laws, they have shared a condemnation of paid donorship with other international declarations including: the WHO’s Guiding Principles (2004), the World Medical Association’s Statement on Live Organ Trade (1985) and Resolution on Physicians’ Conduct Concerning Human Organ Transplantation (1994) and the long-standing statement of the international Transplantation Society.  Thus, despite the very few countries that have legalized organ sales, there is largely a consensus among Islamic and other biomedical statements against the exploitation of individuals for organ donation via financial incentives. 

Maqasid alShariah

These declarations have made clear an intolerance of the exploitation of the poor as a source for organs via financial gain.  Like national policies in the region, fatawa have thus far largely not addressed the subject of organ donation from the perspective of the maqasid alshariah (goals of Islamic laws, developed by Al—Shatibi and others) that requires universal social justice and respect of human rights.  More specifically, maqasid alshariah focuses on preserving the goals and spirit of laws in practice.  In the case of transplants, the aforementioned requirements are essential but must also work in tandem with efforts to assure that certain groups of society (the privileged) are not benefiting more, or at the price of, other groups (the under-privileged) in donating as well as receiving organs.  Laws implemented in the spirit of maqasid alshariah aim towards non-exploitative practices for obtaining organs as well as providing equal access to these scarce supplies, regardless of race/ethnicity, religious identity, class, or financial situation (Dar Al Fikr 2001).   Most striking in existing Islamic and other bioethical statements is the neglect to recommend, and insist upon, the establishment of specific tools of assuring implementation of just transplantation practices.  Working towards operationalizing maqasid alshariah jointly with other Islamic and bioethical statements can move to pave way for solutions to the problems of exploitation and privilege as in the current practices of organ trafficking, particularly in the Muslim world. 
Paving a Path for Solutions

As demonstrated, despite Islamic and other bioethical guidelines and laws against it, the organ trade still thrives globally as well as in the Middle East and Muslim world.  This sober reality of the expansion of the global trafficking of human organs and particularly the grave consequences it has for organ donors has fueled an initiative towards an applied ethics of Islamic and other ethical guidelines that speak against it.   The Coalition for Organs-Failure Solutions (COFS) is a non-profit health and human rights organization committed to combating organ trafficking and ending the exploitation of the poor as a source of organ supplies.
  COFS consists of multi-disciplinary experts including Islamic and other medical ethicists, medical professionals, social scientists, policy analysts, and human rights activists and lawyers, predominantly from the Middle East and other Muslim countries.  

A project of implementing Islamic and other bioethical solutions raises the question that fatawa on transplants have thus far addressed. Namely, how do we operationalize an agenda for advocacy of this cause according to Islamic edicts?  COFS started its work in the Middle East in 2006 with special attention to Egypt and the unique circumstances of the organ trafficking situation there. It has formulated a strategy to convene advocates, including the ‘ulama with decision makers and key stakeholders including patients, donors, medical professionals, laboratories, and health insurance companies to collectively seek practical solutions to the problem of organs trafficking globally, with regionally and locally appropriate solutions for the Middle East and the Muslim world.  COFS recognizes that recipients resort to an organ trade because of lack of available alternatives.  Accordingly, COFS is committed to calling for state accountability towards establishing alternative solutions for organ supplies and distribution.  This includes a procurement and distribution entity and a protocol of non-exploitation and fair distribution.  Such a system may rely on a campaign to increase cadaveric donations, promote concepts of altruism from related and close kin donors, and advance emerging proposals and models of altruistic organ sharing.  Additionally, COFS works to prevent further exploitation of potential donors and provides outreach services to individuals who have already been solicited for donorship.  Outreach services include clinical follow-up and health services that are direct results of the organ donation, health education about best practices after an organ donation, the facilitation of donor support groups, employment/income generation assistance when these abilities have been compromised as a result of a donation, and referral to legal services.  These services not only provide support to an otherwise abandoned group of exploited individuals, but they also work to give us data on donor outcomes and quality of life that calls us to action.  Namely, while Muslim societies, like societies elsewhere, continue to grapple with protocols for dealing with the global search for organ supplies, they should be informed of the heavy consequences of a market trade in organs and in turn advance solutions based on existing Islamic edicts and incorporate the concepts of maqasid alshariah. 
Conclusion

In sum, the phenomenon of the trafficking of humans for organs operates globally, including the Middle East and Muslim world.  Research and analysis emerging since the late 1990s has begun to reveal some of the grave consequences of this trade. Emerging literature has also shed light on the complex concepts and discourses engaged about this problem.  Within the region, Islamic rulings have provided guidelines on transplants, which are largely consistent with other bioethical declarations, that condemn solicited and compensated organ donorship and thus the exploitation of the poor for organs. Maqasid alshariah concepts have been less employed but advance the responsibility of social justice in the equitable distribution of organ supplies. 
These measures have not yet made a significant impact on the organs trade. In response, COFS emerged as an initiative to advance these guidelines towards more practical solutions to combat the organs trafficking problem. Among its aims, COFS seeks to further engage the ‘ulama for building an appropriate road map to carry out this mission.  This is one step towards applying Islamic and other biomedical ethical discourse into action. 
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