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Pterygium is one of the most common eye conditions, affecting a

large percentage of the population, especially in subtropical

regions. Yet, the pathogenesis of pterygium is still not fully

understood. It is generally regarded as an ophthalmoheliosis, i.e.,

sun-related eye disease, based on numerous studies with strong

epidemiologic evidence linking pterygia formation with exposure to

ultraviolet and visible light [1]. Recent investigations have

demonstrated vimentin-expressing altered limbal cells at the

advancing edge of the pterygium. Over-expression of the p53 tumor

suppression gene suggests that UV-B induces mutations as an early

event in the development of pterygium by damaging the

programmed death (apoptosis) of the limbal cells and over-

production of various growth factors [1±3].

For many years the surgical management of pterygium was

based on simple excision of the excessive tissue mass overlying the

cornea and the adjacent sclera, leaving a wide area of bare sclera.

This was done to allow re-epithelization of the cornea by adjacent

limbal and corneal cells before the pterygium recurs. However,

recurrence of the pterygium was unacceptably high, as much as

80%. Often the recurrence was wider and more extensive than the

original mass. Therefore, surgical removal of pterygium was usually

reserved only for symptomatic cases such as extension of the

pterygium centrally obscuring the visual axis, high astigmatism

caused by traction of the cornea, severe irritation and congestion,

pain, and tearing.

To improve surgical results two strategies were adopted: the

destructive approach ± i.e., enhancing the excision effect by

radiation and chemotherapy, and the reconstructive approach ±

namely, transplantation of various tissue grafts.

Mitomycin C, an antiproliferative agent, was found to be the

most effective agent when applied for 2±3 minutes. In a study

recently published in this Journal, Avisar and colleagues [4]

reported on recurrences of pterygium in 5.8% of eyes treated with

mitomycin C, as compared to 50.4% and 60.8% recurrence rates in

eyes treated by bare sclera and topical application of thiotepa and

indoptic, respectively. However, severe complications may occur

following MMC therapy, such as melting of the conjunctiva and

sclera and even perforation. Many surgeons still advocate perform-

ing MMC therapy only in patients with recurrence or a high risk of

recurrence, e.g., with fleshy pterygium tissue. Reconstruction of the

limbal barrier by tissue transplantation was also found to be highly

effective, reducing the percentage of recurrence rate to a one digit

level. Initially it was hypothesized that new limbal cells should be

brought from another location to facilitate re-epithelization of the

exposed area, however clinical experience has demonstrated that a

conjunctival autograft taken from any healthy-appearing site is

sufficient to promote rapid healing of the cornea [5]. The study by

Varssano and colleagues reported in this issue of the Journal [6]

further indicates the low recurrence rate using conjunctival

autograft.

Numerous studies compared the efficacy of MMC application

versus transplantation of conjunctival autograft. Most of them

demonstrated that the two approaches are highly successful and

equally effective [7]. Only a few studies combined the two

strategies and applied MMC prior to conjunctival transplantation

[8]. We used the combined surgery in a small series of cases

(50 eyes), and during a one year follow-up did not experience

any recurrence of the pterygium or any significant complication

(unpublished data).

The new modalities to treat pterygium now offer promise for

effective therapy of this common disease. The debate regarding the

optimal procedure (MMC application or conjunctival autograft

transplantation) continues. Many surgeons are still reluctant to use

mitomycin C because of its potentially blinding, even though rare,

complications. On the other hand, conjunctival transplantation is a

lengthy procedure that doubles or triples surgical time. Never-

theless, simple ("bare sclera") excision has an unacceptable high

recurrence rate and should be replaced with the newer surgical

techniques, which although more complicated have a significantly

higher success rate. Pterygium surgery, previously regarded as a

minor simple procedure, is now a more demanding operation but

its results are incomparably favorable.

UV-B = ultraviolet B MMC = mitomycin C
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The article by Rapoport and colleagues in this issue of IMAJ [1] is

welcomed for presenting a brave view on the ongoing debate of the

ethical and legal aspects of compensation for live organ donation.

For many years, even a discussion of the pros and cons of this

possibility was taboo, not to mention any clear position in favor of

such an approach. In fact, the trend of avoidance among many

European and American policy-makers and some ethicists regard-

ing any form of decision-making in favor of compensation for organ

donation can be viewed as ethical paternalism. Without doubt this

is a thorny ethical dilemma, but, like other disputes, it involves

various aspects and viewpoints. Hence, from the perspective of a

fair and honest deliberation one cannot neglect and a priori reject

any one side of the argument. Rapoport et al. [1] join a growing

number of physicians and philosophers who openly support the

permissibility of compensation for organ donation [2±4].

Good ethics start with good facts. It is therefore pertinent to

summarize some relevant facts:

. Almost no country in the world has yet succeeded in satisfying

the demand for kidneys among those in need of transplantation.

. In the United States in 1999 a total of 3,088 dialysis patients

died while waiting for a renal transplantation [5], and in Israel 80

dialysis patients died while waiting [6]. It is estimated that about

15±20% of patients on dialysis die annually [7]. These data

clearly indicate a problem of lost lives that could be saved were

more organs to become available.

. Live renal donation is a low risk procedure. The donor mortality

rate is about 0.03%, and immediate complications vary between

1 and 10% [4]. Recently, a laparoscopic technique for nephrect-

omy has significantly reduced the complications related to

general anesthesia and major abdominal surgery [8,9]. Long-

term follow-up of patients who underwent live kidney donation

revealed only mild and insignificantly increased blood pressure

as a manifestation of late complications. This is certainly a much

lower risk than the work of policemen, firemen, military or

security personnel, all of whom risk their lives for a noble

purpose in return for a salary. Moreover, it is certainly a much

lower risk than car racing, competitive skiing, or boxing, whose

participants are heavily compensated for a low, if any, moral

worth. Hence, in a world where no act is required to be

performed in an altruistic way, there is no moral justification for

such an approach to organ donation.

. The trend of renal transplantation from live donors is increasing

in western countries: 5±10% of renal transplantations have been

performed from live donors in Britain, about 30% in the USA,

and about 50% in Norway [3,10]. This significant increase in live

donors requires an explanation. It is likely that transplantation

centers are using unrelated live organ donors who are unlawfully

and secretly compensated. Moreover, it is probable that many of

these donors are abused, underprivileged, and deceived, and

have no public protection.

Despite the fact (or perhaps because of it) that compensation for

organ donation is illegal in western countries, there is an ongoing

black market of live kidneys in developing countries that is

controlled primarily by racketeers in the west [11±13]. The

exploitation of these third-world donors is even more reprehensible

in that they receive only a small part of the payment made by the

1139IMAJ . Vol 4 . December 2002 Compensation for Kidney Donation


