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dition did not differ significantly from the neutral condition,
which required a choice without a default option. Only the
opt-in condition, the current practice in the United States,
was significantly lower.
Because there are many factors that might produce different effects in the real world, we examined the rate of agreement to become a donor across European countries with explicit and presumed consent laws. With data reported in
Gäbel (22), which we supplemented by contacting central
registries for several countries, we estimated the effective consent rate, that is the number of people who had opted in (in
explicit consent countries) or the number who had not opted
out (in presumed consent countries). If preferences concerning organ donation are strong, defaults should have little or
no effect. However, as can be seen in Figure 2, defaults make
a large difference, with the four opt-in countries on the left
having lower rates than the six opt-out countries on the right.
The result is surprisingly strong: the two distributions have
no overlap and nearly 60 percentage points separate the two
groups. We think these effects are larger than those in our
questionnaire because the cost of changing from the default is
higher, involving filling out forms, making phone calls, or
sending mail.
Some of the opt-in countries have tried hard to increase
donations. The Netherlands, for example, accompanied the
creation of their national registry with an extensive educational campaign and a mass mailing (of more than 12 million
letters in a country of 15.8 million) asking citizens to register,
but this failed to change the effective consent rate (23).
Could changes in default have an effect on the actual
number of donations in a country? We examined actual number of cadaveric donations made per million on a slightly
larger list of countries, here using a time series of data from
1991–2001. We used a regression analysis that controlled for
other differences in countries’ propensity toward donation,
transplant infrastructure, educational level, and religion—all
variables known to affect donation rates, see Gimble et al.
(24). While there are no differences across years, there is a
strong effect of the default. Figure 3 shows that when donation is the default, there is a significant (P , 0.02) increase in
donation, increasing from 14.1 to 16.4, a 16.3% increase. Using similar techniques, but looking only at 1999 for a broader
set of countries, including many more from Eastern Europe,

FIGURE 3.
Estimated mean donation rate, 1991–2001, in
donors per million as a function of default (opt-in vs. optout) for a time series analysis (blue line , data from this paper) and a cross-sectional analysis (red line , data from Gimbel et al.).

Gimbel et al. (24) report an increase from 10.8 to 16.9, a
56.5% increase also plotted in Figure 3.
Of course any choice of default has its costs and benefits. To help illustrate that, we characterize those costs in Table 1.

CONCLUSION
We close with three observations. First, almost every
public policy has a no-action default, and the wise selection of
defaults entails a balance between these costs. Using Table 1, it
would seem that the possible misclassification of nondonors
as donors must be balanced by the forgone lives saved. One
consideration in making this choice would be the number of
people who, when forced to chose, decide to become donors.
In Table 1, we use the results of our web survey neutral condition to describe the stated preference (79% for donation). It
is difficult to estimate the realized categories, since the procedures used to obtain agreement are often complex and depend upon the agreement of family members.
Second, the idea that preferences are constructed provides an important alternative to views that incentives are
required to increase the rate of donation. The available data
suggest that most Americans approve of organ donation in
TABLE 1. Relationship between Defaults,
Categorization, and Types of Errors
Realized
Categorization
Donor

FIGURE 2.
Effect consent rates by country. The four leftmost bars are explicit consent (opt-in). The seven rightmost
bars are presumed consent (opt-out).
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Not Donor

Intended Categorization
Donor (79%)

Not Donor (21%)

Correct classification; Incorrect classification,
additional lives saved
potential for
indignation, negative
publicity
Incorrect classification; Correct classification
potential lives saved
forgone.
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the abstract but that many fewer have decided to become
donors. Our diagnosis is that they have not made a decision,
and the resulting prescription suggests that defaults will have
a significant role in determining their status.
Finally, there is another cost, not considered in Figure
4, and that is the cost of making a decision. Since people
consider this question aversive, there is some utility to defaults, which allow people not to make choices, as opposed to
mandated choice paradigms. In fact, the current experience
in mandated choice is instructive. When the state of Virginia
adopted a policy of forcing people to make a choice, but apparently doing so was costly: over 24% refused to report a
preference (25), consistent with the idea that forming a preference is cognitively costly. Defaults not only make a difference in what is chosen, they can also make decisions easier.
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Gäbel H. Donor and Non-Donor Registries in Europe. Stockholm,
Sweden: on behalf of the committee of experts on the Organizational
Aspects of Co-operation in Organ Transplantation of the Council of
Europe. 2002.
Oz MC, Kherani AR, Rowe A, et al. How to improve organ donation:
Results of the ISHLT/FACT poll. J Heart Lung Transplant 2003; 22: 389.
Gimbel RW, Strosberg MA, Lehrman SE, et al. Presumed Consent and
Other Predictors of Cadaveric Organ Donation in Europe. Prog Transplant 2003; 13: 17.
Klassen AC, Klassen DK. Who Are the Donors in Organ Donation? The
Family’s Perspective in Mandated Choice. Ann Int Med 1996; 125:70.

AQ: 6

