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Many of the world’s poor believe their organs may be stolen for

transplant surgery. Such fears are fueled by more than fantasy.
1.
The urgent need to define new international standards for human organ transplant surgery prompted David Rothman, professor of social medicine and history at Columbia University, to set up the Bellagio Task Force on Transplantation, Bodily Integrity, and the International Traffic in Organs in September 1995. This task force, of which I am a member, is an international group of transplant surgeons, organ procurement specialists, human rights activists, and social scientists concerned especially with possible abuses of disadvantaged people. At the top of its agenda are allegations of the use of organs from executed prisoners in China for commercial sale in transplant surgery; traffic in kidneys in India; and the truth, if any, behind rumors of organ theft and other gross violations in the procurement and distribution of organs.

2.
The immunosuppressant drug cyclosporine, introduced in 1983, has greatly reduced transplant rejection rates. Transplant technology and expertise have quickly spread from technologically sophisticated and wealthy countries to poorer countries. The consequent scramble for organs has created fierce competition between public and private hospitals for transplant patients with adequate medical insurance. It has produced so-called compensated gifting, in which donors are paid and doctors sometimes act as brokers for body parts. It has also given rise to outright sales, with organs often 

moving from poor bodies to rich bodies. Most ominous, the search for organs and

the payment for them have led to serious human rights violations.

3.
The United States has a well-organized national distribution system for organs and a law, at least on the books, that requires hospitals to solicit the organs of dead people by requesting permission from their next of kin. Despite these efforts, nearly 50,000 people are currently on waiting lists for various organs. Worldwide, the medical community’s persistent emphasis on the scarcity of organs has, if anything, exacerbated the desperate search for them. Faced with long waiting lists, candidates cross borders and enter unorthodox agreements for transplants—agreements often made without provision for vital follow-up care. The scarcity, however, may represent a need that can never be satisfied, for underlying it is the unprecedented possibility of extending life indefinitely via the organs of others—in other words, the denial and refusal of death. At the same time, many countries in the Southern Hemisphere loose potential donors’ organs because they lack properly trained staff, basic equipment, and the means to transport organs rapidly.

4.
   Tensions over organ supply and demand are heightened in countries where religious mores prohibit the removal of body parts, or where brain death is not a culturally accepted notion. Prohibitions in one country may stimulate organ sales in neighboring countries with more secular or diverse traditions. And with desperation built in on both sides of the equation—deathly ill recipients and needy donors—once seemingly inviolable beliefs in the sanctity of the body  and religious and community sanctions against body mutilation have collapsed in some parts of the Third World.  Lawrence Cohen, a colleague at the University of California, Berkeley, who has worked in cities and towns in India, reports that the idea of trading “a kidney for a dowry” has become a fairly common strategy for poor parents trying to arrange a comfortable marriage for an “extra” daughter: in other words, a spare kidney for a spare daughter. Ten years ago, Cohen says, townspeople responded with revulsion and alarm when they first learned, through newspapers, of kidney sales in the cities of Bombay and Madras. Today, some of the same people speak matter-of-factly about how it might be necessary to sell a “spare” organ. Some of them have told Cohen they can no longer complain about the fate of a dowryless daughter. “Haven’t you got a spare kidney?” an unsympathetic neighbor is likely to respond. As a medical anthropologist, my role in the task force is to explore the social and economic contexts of transplant surgery in Brazil, South Africa,and –with Lawrence Cohen—in India, countries where issues concerning organ transplant are especially contentious. I also try to disentangle rumors that confuse gross violations with certain exploitative, yet officially sanctioned, medical practices.

5.
Rumors about organ theft are commonplace among the poor of Latin America, Asia, and Africa; I first encountered them in northeastern Brazil in the mid-1980s. These rumors told of abductions and mutilations of children and youths for an international trade in organs desired by wealthy transplant patients. Residents of Alto de Cruzeiro, the Brazilian shantytown where I have done anthropological research for twenty-five years, reported sightings of large va

ns (the rumors even agreed that the vans were blue and yellow) driven by American, or sometimes Japanese, agents scouring poor neighborhoods in search of stray youngsters. People whispered that children would be nabbed and shoved into the back of the vans and that their discarded bodies, minus heart, lungs, liver, kidneys, and eyes, would turn up by the side of roads or in hospital dumpsters. No evidence of abductions (except for illegal international adoptions) ever came to light.

6.
In South Africa, I recently encountered another variant of the rumor, this one telling of blood-sucking “firemen” driving red vans in search of unsuspecting victims whose blood will be drained and organs removed for muti (magical medicine) or for sale to hospitals. In black townships outside Cape Town, a stone’s throw from the famous Groote Schuur Hospital where Christian Barnard pioneered heart transplants, people expressed fear and suspicion of transplant surgery. Among older people and recent arrivals from the rural homelands, the idea of harvesting organs bore an uncanny resemblance to deviant witchcraft practices, especially to muti  murders, in which body parts are used magically to increase the wealth, influence, health, or fertility of a paying client. One elderly woman, a recent rural migrant to the outskirts of Cape Town, had heard rumors of organ stealing but knew nothing of the mechanics of transplantation. When told of them, she said, “If what you are saying is true, that the white doctors can take the beating heart from one person who is dead, but not truly dead, and put it inside another person to give him strength and life, then these doctors are witches just like our own."

7.
In 1955 an angry crowd in Nyanga Township, Cape Town, tore down the shack of a suspected muti  murderer after police discovered the dismembered body of a missing five-year-old boy smoldering in the fireplace and stored in medicine jars and boxes in the suspect’s shack. Such rare incidents are often followed by rumors that amplify people’s concerns about the illegitimate taking of organs. For example, I was told of luxury cars prowling squatters’ camps in search of children to steal, of body parts stolen from public morgues by functionaries and sold to witch doctors, of business people using mutilated body parts in rituals to increase profits.

8.
Even township residents skeptical of such stories tend to be hostile to organ transplantation because of South Africa’s legacy of apartheid medicine, and especially because of the sinister role of state-run police mortuaries. During the worst phases of political oppression, medical personnel collaborated with police at those mortuaries to cover up police acts that had resulted in the disappearance, mutilation, and death of hundreds of political prisoners and suspected “terrorists.” (TRC) last year, Leslie London, of the Health and Human Rights Project (and a professor of health at the University of Cape Town), said, “These were not events involving a few bad apples . . . . Rather, these abuses arose in a context in which the entire fabric of the health sector was permeated by apartheid, and in which human rights were profoundly devalued.”

9.
Township residents are quick to note the inequality of exchanges in which organs and tissues were routinely taken from young black bodies, without the knowledge of family members, and transplanted into the ailing bodies of mostly white male patients. “Why is it,” I asked, “that in our township we have never met or even heard of a person who received a new heart or eyes or kidney? And yet we know a great many people who say that the bodies of their dead have been tampered with in the police morgues.” Until the early 1990s, about 85 percent of all heart transplant recipients at Groote Schuur Hospital were white males. In 1994, the year of South Africa’s first free elections, 36 percent of heart transplants were assigned to mixed race, Indian, or black patients.

10.
Before 1983, transplant surgeons in South Africa were not obligated by law to ask a family for its consent before harvesting organs and tissues from cadavers. And the 1983 Organ and Tissue Act allows “appropriate” officials to remove needed organs and tissue without consent when “reasonable attempts” to locate the potential donor’s next of kin have failed. But as one state pathologist explained to me, some doctors and coroners use this authority to harvest prized organs immediately, without giving much thought to the feelings of the relations; eyes and heart valves need to be removed within hours of death, and it can be very difficult to locate families living in distant townships and squatter settlements in such a short time.

11.
Sometimes townships residents fight back. Last year, Rosemary Sitsheshe, of gugulethu Township, lodged a human rights abuse complaint with the TRC. She told how the salt River Mortuary in Cape Town removed her dead seventeen-year-old son’s eyes for transplant without contacting her or her husband for permission. (Her son had been caught  in gang crossfire in August 1992 and died at a police station while waiting for an ambulance to take him to hospital.) Sitsheshe said she would never have given consent.

12.
Today in South Africa, organ transplantation is moving away from public hospitals and research centers and into the private realm, with the prospect that soon, only the wealthy and those with private medical insurance will have access to transplants. In November 1997, the Constitutional Court of South Africa decided against people’s “right to dialysis” or to kidney transplants, given the country’s limited economic and medical resources, a decision that Constitutional Court judge Albie Sachs described to me as necessary but “wrenchingly painful.” Patricia de Lille, an opposition member of parliament, concurred:  “One of the first decisions the new government made was to guarantee free medical care to all mothers and children,” she said. “Later on, we should strive to extend equal access to the higher levels of medical care. But at the present time, this is not possible.”  In the absence of a national policy regulating transplant surgery—and with no official regional, let alone national, waiting lists—the distribution of organs is based on informal arrangements between hospitals. Some transplant coordinators claim that surgeons pressure them to drop usable organs in a bucket rather than give them to competing hospitals.

13.
Nurses at one hospital’s kidney transplant unit suspect that the steady trickle of donor-recipient couples arriving from such places as Mauritius and Namibia includes paid donors, although the pairs claim to be related. During a February 1998 visit to a Cape Town hospital, I learned that a very ill, elderly businessman from Cameroon had come to its kidney transplant unit accompanied by a donor he had found in Johannesburg. The donor, a young student from Burundi, had agreed to part with one of his kidneys for $2,000 and expenses. The head of the kidney unit read the international  medical code against organ sale to the pair and explained the risks and dangers of living kidney donation,  but because they persisted, he agreed to order blood tests. When the tests showed that donor and recipient did not have matching blood types, the hospital turned them away. Still, despite almost certain rejection of the organ, the men continued to beg in vain for the transplant to be attempted.

14.
Meanwhile, the chances are slight that an ill person living in the sprawling townships of Soweto (outside Johannesburg) or Khayalitsha (outside Cape Town) can even get as far as the door of a transplant unit. The rule of thumb among some heart and kidney transplant surgeons in Johannesburg is, “No fixed home, or phone, no organ” In February 1998 at Chris Hani Barawanath Hospital, a huge public institution on the outskirts of Soweto, I met a sprightly, middle-aged black man flirting with nurses during his dialysis treatment. “He’s very  familiar with you,” I commented to the headnurse. “And well he might be,” she replied. “He’s been on the waiting list for a kidney for more than twenty years.”

15.
The week before, I had interviewed Wynand Breytenback, former deputy minister of defense under President P. W. Botha. We met at his home in a private, guarded community of mostly retired white residents in Sun Valley, outside Cape Town. Breytenback was recuperating from the heart transplant he had received on his private health plan after two months’ wait. He said, ”To this day, I still do not know why I was given a heart transplant. I know that at the time, I had only ten or twelve days at most to live ……And it is great to be alive ! I look at the country and I see that there may be more deserving than me of a heart transplant, and many who cannot get it because of a shortage of funds or of donors, with so many people waiting for hearts.”

16.
As in South Africa, rumors about organ stealing can be heard among poor people in Brazil. The rumors are based on similar perceptions—equally grounded in social and biomedical reality—that their lives and those of their children are dispensable. Because of these rumors, shantytown residents in Brazil try to avoid public hospitals, where they fear they will die prematurely so that their organs may be harvested. The Brazilian rumors are also fueled by unscrupulous operators involved in international adoptions.  In many people’s minds, the active market in babies, with its occasional scandals involving corrupt officials, police, doctors, and mafialike intermediaries, is indistinguishable from the market in spare organs for transplant surgery. Largely to dispel persistent, confused rumors and collective panic, Brazil recently passed a radical law designating the state as “owner” and arbiter of dead bodies. The law, in effect since January, makes all adults universal donors at death, unless they declare themselves “nondonors” by requesting new identity cards or drivers’ licenses officially stamped, “I am not a donor for organs or tissues.”

17.
Last summer and again this summer, I visited civil registry offices in large and small cities in Brazil and saw long lines of anxious people—most of them poor and from the notorious favelas 

(shantytowns)—who were seeking to opt out of the pool of compulsory organ donors. “God forbid,” whispered Rosa da Silva, a young, black school-cafeteria assistant. She had taken her lunch break to get the stamp that—as she saw it—would save her body from greedy doctors or overly zealous mortuary police who might transfer the young organs to some wealthy old fulana de tal (“so-and- so”).  Variations on the same theme were repeated up and down the line of those waiting at the Felix Pacheco Institute in Leblon, not far from Copacabana Beach, Rio de Janeiro. Most of them said they did not trust medical people or the state to monitor potential abuses of the bodies of the poor and socially disadvantaged. “Now we are doubly afraid of being hit by a car. We were always afraid before of crazy drivers, but now we also have to worry about ambulance workers who may be paid on the side to declare us ‘dead’ before our time is really up,” said José da Silva, a house painter.

18.
While the bulk of media attention has focused on the use of body parts of executed Chinese prisoners and on allegations of international trade in human organs, most actual sales in organs are domestic. In Brazil, sales reached a peak during the military regime of the late 1970s. According to Dr. A, an elderly Brazilian surgeon, the trade was quasilegal: police were involved, and doctors were protected by police from any  legal action by protesting families. (In common with other people I interviewed about con- troversial aspects of organ procurement and trans- plantation, Dr. A does not want to be identified.) Organs were regularly advertised   for   sale   in  Brazilian news-papers. The following advertisement, for example, appeared in the Diario de Pernambuco  in 1981:  “I am willing to sell any organ of my body that is not vital to my survival and which could help save another person’s life in exchange of an amount of money that will allow me to feed my family.” Following Brazil’s return to democracy in 1984, the more blatant forms of commercialism began to disappear. The wording of advertisements began to change; “selling” and “buying” organs became “requests” and “offers” of help. In the 1990s, such advertisements were banned altogether. Yet to this day, desperate people turn up at transplant centers, offering to sell “spare” organs. One surgeon from São Paulo related to me the case of a politician who wanted to sell a kidney for $10,000 so he could pay off his campaign debts after losing a municipal election. In rural Brazil, some people have begun to view their matched body parts as redundancies. I interviewed a forty-year-old woman who had been pressured into giving a “spare” kidney (for small compensation) to an older male relative: “Wouldn’t you feel compelled to give up an organ of which you had two and the other person had none at all?” she asked.

19.
Surgeons and activists interviewed in 1997-98 by my Brazilian colleagues and me maintain that commerce in organs still takes place in Brazil, even in public hospitals. In the absence of a national waiting list and a unified organ-sharing network comparable to those in the United States and Europe, private transplant clinics compete with less well-off public hospitals for available organs and for better-off patients. And although the old law restricted living organ donors to first-degree kin, the new law does not stipulate allowable degrees of kinship, thus opening loopholes that are exploited especially in private hospitals. 

20.
The demand for organs to keep Brazil’s more than one hundred certified kidney transplant centers operating at optimum levels has meant greater tolerance toward the use of informal incentives to encourage donations among relatives and friends. “Compensated gifting”—whereby living donors (relatives included) are paid by recipients for organs—is accepted by some transplant surgeons as an ethically neutral practice. Compensation ranges from as little as $1,000 to much more. Dr. B, a nephrologist in private practice in Rio de Janeiro, told me of a young working-class woman who agreed to donate a kidney to her wealthy uncle in exchange for a fully furnished suburban house. Because the old man’s condition was poor and he refused to comply with basic medical instructions, surgeons at 

one transplant clinic refused to go ahead with the procedure. But the patient was quickly accepted at another private facility. After suffering various crises of kidney rejection, he wound up back on dialysis and was dead within the year. “As for his niece,” concluded Dr. B, “there she was, minus a kidney but happily enjoying her new home!”

21.
The line between “bought” and “gifted” organs is indeed fuzzy, and considerable pressure can be exerted on vulnerable family members to volunteer as donors. Dr. C, a transplant surgeon in the state of Bahia, told one of my research assistants of a young woman whose brother threatened to kill her if she refused to give him a kidney; the doctor had not known of the threat at the time of the transplant.

22.
In India, the first reports of organ marketing surfaced in the mid-to late 1980s. They described patients from the United Arab Emirates and Oman traveling to Bombay, where they purchased kidneys from living donors through local brokers. The donors, mostly from shantytowns, were paid $2,000 to $3,000 each. Now human rights activists, journalists, and medical anthropologists report that India’s international trade in kidneys has slowed down in the wake of a 1994 law criminalizing organ sales. The black market persists, however.  It has simply shifted to domestic sales. Lawrence Cohen spent a month earlier this year investigating the impact of the 1994 law, particularly the work of its mandated medical Authorization Committees whose job it is to screen potential sellers among those claiming “affective ties” to would-be recipients. A loophole in the new law allows people who are related to the recipient only by ties of affection to donate organs with committee approval. The result is that sales are now conducted with an official seal of approval. Now, in addition to paying donors, middlemen, and hospitals, organ recipients may have to consider bribing committee members as well. Today, says Cohen, only the rich in India can get a kidney from an unrelated donor.

23.
When the Bellagio Task Force first met, reports of the use of body parts of dead prisoners in China were among its major concerns. Various human rights organizations (Human Rights Watch/Asia,  Amnesty International, and the Laogai Research Foundation) had opened a debate on Chinese organs, basing their reports primarily on informant interviews and first-person accounts charging the Chinese government with sponsoring an official policy of systematically removing organs from executed prisoners for transplantation. These body parts, they claimed, are sometimes given to reward politically well-connected Chinese or, more often, sold to people from Hong Kong, Taiwan, Singapore, or other Pacific Rim nations, who pay as much as $30,000 for an organ.

24.
Chinese-born Harry Wu, who heads the Laogai Research Foundation in California, was among the first to reveal the sale of executed prisoners’ organs. He and other human rights activists claim the Chinese government sanctions the removal of organs from the bodies of at least 2,000 executed prisoners each year, and that the number is growing because the list of capital crimes in China has been expanded to accommodate the demand for organs. In 1995, task force leader David Rothman visited hospitals in Beijing and Shanghai, where he interviewed surgeons and administrators; he is among those convinced that what lies behind China’s new anticrime campaign is a “thriving medical business that relies on prisoners’ organs for raw materials.” A recent FBI sting operation in New York City led to the arrest of two Chinese men allegedly offering to sell organs taken from executed Chinese prisoners.

25.
While all members of the task force readily agree on the human rights violations implicit in the use of executed prisoners’ organs, they have found the issue of organ sales to be more complex. A task force report last year noted that the “sale of body parts is already so widespread that it is not self-evident why solid organs should be excluded. In many countries, blood sperm, and ova may be sold . . . . On what grounds may blood or bone be traded on the open market by not cadaveric kidneys?” Since the sale of organs continues despite condemnation, what is needed, one task force member suggests, is rigorous oversight, regulation of organ sales, and an official donors’ bill of rights. Other task force members disagree with a reliance on Western notions of contract and individual choice, noting that the social and economic conditions in a Calcutta slum or a Rio de Janeiro shantytown makes the “choice” to sell a kidney anything but free.

26.
There’s no denying that the movement toward commercialization is gaining ground in the United States. L.R. Cohen ( No relation to Lawrence Cohen) has proposed a “future market” in cadaveric organs that would operate through contracts offered to the general public.  These contracts would ensure that if organs from donors are successfully transplanted at the time of death, substantial sum would be paid to the designated beneficiaries of the donors. And while the American Medical Association disapproves of payments to living donors, it does not frown on financial incentives for cadaveric organ donations under certain conditions.

27.
Elsewhere, the donor’s body—either dead or alive—is being considered a candidate for “nationalization.” The idea that organs should be treated as national treasures is a sentiment I encounter more and more frequently in Brazil and South Africa. The very idea of Brazilian livers going to American patients gives Dr. D. in Sào Paulo, “an attack of spleen.” Nursing sister E, a transplant coordinator at a hospital in Cape Town, fumes at the idea of foreigners lining up for South African organs. “The day I find out that a foreigner has got their hands on an organ that  by right belongs to a South African,” she says, “I will go in there swinging.”

28.
In the end, organ transplantation depends on a social contract and on social trust. The ethics of transplant surgery also require reasonably democratic states in which basic human rights, especially bodily integrity, are protected and guaranteed. Even where such protections exist, they can be compromised by global economic forces that transgress borders and national regulations, turning the bodies of the world’s poor into reservoirs of spare parts for transplant surgery. The poor then fight back with the only resources they have at their disposal: the circulation of personal stories, improbable rumors, and urban legends.(
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