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“T
ransplant tourism” is 
a phrase to which we 
should say goodbye. 
True, the term has an 
alliterative ring. And yes, 

travel is involved when someone journeys 
to Pakistan or the Philippines to receive a 
transplant. Nevertheless, “transplant” and 
“tourism” are two words that do not belong 
together.

The phrase is used not only by 
newspapers, magazines, films, and television 
programmes but also by prestigious academic 
journals and scholarly conferences. Several 
major transplant associations have policies 
on transplant tourism. “Transplant tourism” 
is sometimes used as casually as “ecotourism” 
or “heritage tourism.” In other instances 
commentators write “so called transplant 
tourism” or place the phrase in quotation 
marks. They are right to sense that the words 
mislead.

In recent years individuals have bought 
organs in such countries as Colombia, China, 
India, Pakistan, and the Philippines. In China 
organs transplanted into foreign patients 
were taken from executed prisoners. In most 
countries with underground economies in 
transplants, organs are bought from poor 
individuals and sold to foreign patients who 

can afford the price 
of a kidney.

Research into 
the outcomes of 
commercial organ 
transplantation 
shows that people 
expose themselves 
to considerable risk 
when they travel 

to poverty stricken regions to buy kidneys. 
Inadequate pretransplantation screening 
and testing has resulted in recipients of 
commercial transplants returning home 
with cytomegalovirus, HIV, hepatitis, 
malaria, tuberculosis, and other infections. 
Recipients of commercially acquired 
organs risk receiving substandard surgical 
care, inadequate wound management, and 

improper immunosuppressant regimens. 
When patients return home they often have 
no medical records to offer local care givers. 
Fraud is another risk facing individuals 
who arrange transplants through organ 
brokers. There is nothing carefree, pleasant, 
or relaxing about travelling to another 
country to undergo commercial organ 
transplantation.

Commercial transplantation is often 
perilous for organ recipients. Sellers of 
organs are also vulnerable to harm. They 
risk exposure to coercive organ brokers, 
predatory debt collectors, organised crime 
networks, and doctors who are indifferent 
to the health problems of organ providers. 
In India, Pakistan, and the Philippines, 
most donors receive less than $2000 
(£1000; €1250) when they sell a kidney. In 
contrast, brokers and surgeons often charge 
transplant recipients more than $80 000. 
Studies in India and Pakistan indicate that 
debt collectors take most of the profits from 
sales of kidneys. Researchers report that the 
economic conditions of individuals do not 
improve when they sell their kidneys. After 
the operation some sellers find themselves 
stigmatised within their local communities.

Companies that advertise global health 
care sell treatments in Thailand, India, 
and other countries by drawing on images 
of beaches, exotic resorts, and luxurious 
hotels. “Transplant tourism” is a subset 
of the broader marketing term “medical 
tourism” and belongs in a family of such 
misleading phrases as “cosmetic surgery 
tourism,” “reproductive tourism,” and “stem 
cell tourism.” Whereas the phrase “spa 
tourism” is defensible, commercial organ 
transplantation is too risky, invasive, and 
consequential to be characterised as a form 
of tourism. It is not a high tech, biomedical 
variation on visiting health spas and 
alternative medicine retreats.

What words should we use when 
describing and debating the ethical, legal, 
social, and clinical issues related to travel 
in pursuit of organ transplants? “Cross 
border organ transplantation” could be 
used to describe movement across national 
boundaries. If the focus of analysis is on 
transplantations performed in settings 
that involve buying and selling organs 
then “commercial organ transplantation” 
is a useful and recognisable label. Some 
individuals argue that the phrase organ 
trafficking should be invoked when 
organs are bought and sold. This phrase 
acknowledges that in most jurisdictions 
buying, selling, and brokering organs is 
illegal. 

Whether we use cross border 
transplantation, commercial organ 
transplantation, organ trafficking or find 
other terms to describe the movement of 
individuals who seek to buy human organs 
we should stop describing transplantation 
as a form of tourism. Transplant tourism 
is a phrase that enables us to glide past 
serious ethical, clinical, social, and economic 
problems without finding the words to better 
comprehend their significance.
Leigh Turner is associate professor, Faculty of 
Medicine, McGill University, Montreal  
leigh.turner@mcgill.ca
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The reality is quite different

Des Spence 
on why Mrs 

Thatcher never 
privatised the 

NHS, p 1380
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i
n contrast to developed countries, 
where cadaveric donation is the main 
source of transplants, most of the world’s 
poor countries, including Pakistan, rely 
mainly on donations from unrelated 

live donors. It is claimed that these donations 
are voluntary, but in reality kidneys are often 
bought from poor people to be transplanted 
into affluent recipients. And where the donor 
is actually a relative, although on paper the 
donation may seem to be motivated by 
altruism, in a male dominated society such 
as Pakistan this is often not the case. Sadly 
the donors, almost all of whom are female, 
typically have no say in any affair connected 
to their lives. In my experience of surgery in 
Pakistan, 95% of donations from live relatives 
were from sisters, daughters, mothers, female 
cousins, or from one of several wives.

In the past few years “transplant tourism” 
has become a lucrative business in Lahore, 
Rawalpindi, and Islamabad. Private 
hospitals shamelessly advertise their services 
in newspapers and on the internet. Taxi 
drivers and touts know the addresses of all 
the transplant hospitals; and brokers busily 
scavenge for desperate, poor people to meet 
the constantly increasing demand for kidneys 
by foreigners.

This market in transplants to recipients 
from overseas has sparked a heated debate in 
Pakistan and in the countries of origin of the 
recipients. Patients from overseas, including 
the United Kingdom, are operated on quickly 
and whisked back to their own country 
without proper advice or postoperative 
treatment, so they often succumb to serious 
complications. As part of a team managing 
complications in several such patients who 
have returned to the UK I have seen the 
aftermaths of this commercial surgery.

It is an issue that must be dealt with 
urgently and rationally and should be tackled 
on two fronts: in Pakistan and in the patients’ 
countries of origin. One cause is the shortage 
of organs in rich countries, and until these 
countries are able to develop a solution to 
meet this shortage poor people in countries 
like Pakistan will continue to be exploited. 

Transplantation has 
now established 
itself as a first 
line treatment 
for end stage 
renal failure, with 
excellent results. 
It is therefore 
the moral duty 
of governments 
to ensure that 
enough organs are 
available for transplantation. This can be 
achieved only by implementing the concept 
of presumed consent to organ donation in 
its true spirit or by allowing a government 
controlled programme of compensation for 
live unrelated donors. Given the shortage of 
organs and long waiting lists in developed 
countries, it would not be feasible to ban 
patients from travelling to Pakistan for 
transplantation. It is also not possible to 
deny them postoperative care on their 
return to their own country. However, the 
governments of rich countries could put 
pressure on the Pakistani government to 
take appropriate steps to discourage these 
patients from travelling to Pakistan to receive 
a transplant. Failing that, when these patients 
do finally reach Pakistan, their respective 
embassies should take appropriate measures 
to safeguard their interests by ensuring that 
they are being treated appropriately in a 
proper hospital with the relevant facilities. 
This would also help avoid the costs involved 
in treating their complications on their return.

This commercial trade of human 
organs has further tarnished the already 
negative image that Pakistan has in the 
West. Unfortunately, a law recently passed 
by the government aimed at stopping it 
can be interpreted in a way that is to the 
convenience of the rich and affluent while 
continuing to permit the exploitation of 
poor people. Pakistan needs to establish 
an authority, jointly controlled by the 
government and the private sector, that 
would encourage live donations and provide 
transplants from non-related donors to 

patients who do not have suitable donors 
among their relatives. This would provide 
adequate compensation and incentives to 
donors and would avoid the exploitation 
of unrelated and related donors. However, 
until such an authority is established, 
donation from unrelated people must not 
be banned, as this would be tantamount to 
killing patients. Meanwhile, the Pakistani 
government should strive to protect its 
people by reducing poverty, the reason why 
desperate people sell their organs. A member 
of the Punjab provincial assembly recently 
highlighted this issue, saying that selling 
kidneys is the second option among poor 
people to get money—the first being selling 
their children.

Cadaveric donation is still a long way from 
being established in Pakistan, where more 
than 80% of people are illiterate and where 
most people in rural areas live under the 
iron fists of feudal lords. Besides, allowing 
cadaveric donations in such a society would 
encourage a black market in cadaver organs 
and might lead to body snatching practices 
reminiscent of Burke and Hare. People who 
are weak, underprivileged, or homeless—or  
ill people who are thought unlikely to 
survive—might even fall prey to brokers 
and be killed to supply organs to the rich. 
It would also open the gates for transplant 
tourists with other end stage diseases of 
organs such as the liver and pancreas.
M a noorani is consultant transplant surgeon, 
Marylebone, London maqsoodnoorani@yahoo.co.uk
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Published in 
1996 and already 

a classic,  
p 1381

Recalling the deeds of our predecessors is a worthy 
and devout act. It keeps their memory alive and gives 
our own lives meaning as we visualise ourselves as 
further links in the chain of history. The ambition of 
David Greenwood, the distinguished emeritus pro-
fessor of antimicrobial science at the University of 
Nottingham Medical School, is to celebrate “as many 
of the antimicrobial pioneers as possible.” His aim is 
to widen the circle of memorialised pioneers beyond 
the narrow confines of Ehrlich, Fleming, and Waks-
man. It is a serious and worthwhile ambition.

The challenge for Greenwood is that modern 
pharmacology grew up in the era of industrial tech-
noscience. In the 19th century the contributors to 
most subjects were measured in tens. Even by 1990 
the contributors to smaller specialties could be listed 
individually, and as late as the 1930s papers with as 
many as three authors were rare. The wartime explo-
sion of science changed that.

Greenwood points out that the 1950 paper 
announcing the results of testing oxytetracycline for 
the first time was authored by 11 scientists. The name 
of one only, Gladys Hobby, can be cited 
in the book. As for the 18 authors of the 
1993 paper announcing the discovery of 
zanamivir, we are told not a single name. 
Greenwood is well aware that with the 
locus of production moving to industry 
“the brilliance of individual scientists was 
submerged in the teamwork that business 
efficiency demanded.” The text provides footnoted 
brief sketches of the histories of several of the com-
panies mentioned. 

Greenwood therefore shows a tragic sense of 
awareness that, however hard he trawls the literature 
of review papers and obituaries, he can preserve the 
memory of just a fraction of the community. In conse-
quence this is a book of two halves. On those subjects 
recently covered by professional historians, including 
such issues as the sulphonamides, Greenwood’s treat-
ment covers the known ground well, in perhaps less 
detail than other recent works. In other substantial 
parts (rather more than half the book) Greenwood 
covers drugs that generally have not been so well 
explored by historians. In comprehensive chapters 

entitled “The taming of tuberculosis and leprosy,” 
“Progress against parasites,” and “The poor relation: 
fungi and viruses” he often goes beyond the current 
specialist literature. His scouting missions on the one 
hand and enthusiastic storytelling on the other reveal 
developments and details that might otherwise have 
lain untouched.

The book is full of good stories that are based on 
a huge variety of sources. I was unaware of the ori-
gins of the antifungal drug griseofulvin, encountered 
shortly after the second world war when an ICI team 
under Percy Brian was investigating the poor growth 
of conifers in a plantation in Dorset. They found that 
the growth of mycorrhiza in the roots was inhibited 
and reasoned that this might be caused by some 
product of a penicillium mould they found in the soil. 
It appeared that the “curling factor,” as Brian called 
it, might prove to be a useful agricultural fungicide, 
but the cost of production told against this use. A 
decade later it was tested on guinea pigs by teams 
at ICI and Glaxo and at the University of Glasgow. 
The book recalls a dramatic moment in the transition 

to use in treating humans, in those pre-
thalidomide days, during an emergency 
in Miami, when Harvey Blank risked 
a pioneering application and rescued a 
patient near to death from a fungal infec-
tion. In 1959 griseofulvin was launched 
as the first chemotherapeutic treatment 
for nail dermatophyte infections. 

The sources of Greenwood’s stories are, regretta-
bly, not always clear. Even oft told stories may not 
necessarily be easily verifiable. A familiar tale, here 
without reference, is of the US surgeon general Wil-
liam Stewart boasting to Congress in 1969 that infec-
tious diseases had been defeated. Readers are invited 
to find and justify the elusive detailed reference of 
this event.

Enterprises such as this book require huge efforts 
from the author and pay great dividends to the loyal 
reader. For the origins of such drugs as avlosulphon 
and zanamivir, and many in between, this volume is 
a thorough and entertaining introduction.
robert Bud is principal curator of medicine, science Museum, 
London r.bud@ntlworld.com
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Lest we Forget

Antimicrobial Drugs: 
Chronicle of a Twentieth 
Century Medical Triumph
David Greenwood
Oxford University Press, 
£65, pp 368
ISBN 978 019 953484 5
Rating: ****

The teamwork needed by industrial technoscience means individual achievements get lost,  
finds Robert Bud

“The brilliance of 
individual scientists 
was submerged in 
the teamwork that 
business efficiency 
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A trailer for the BBC drama The Long Walk to Finchley 
(BBC4, 13 June at 9 pm) flashed images of a young 
 Margaret Thatcher. It reminded me of when I was a boy 
and I lumped the crates of free school milk from class to 
class. I could always keep the odd bottle back to woo the 
girls or appease the bullies—I had status. But in 1972 I was 
made redundant thanks to the then education minister 
Margaret Thatcher, who abolished free school milk. But 
this wasn’t the first time she’d had an impact on my fam-
ily. In the general election of 1959 my grandfather was 
the Liberal party candidate defeated by Mrs Thatcher in 
Finchley. A year later he threw off his barrister’s wig and 
dropped out to open an art gallery in Ibiza.

Throughout the 1970s Mrs Thatcher was a constant 
flickering black and white image. Inflation of 26%, strikes, 
the three day week, and flying pickets and the stench of 
rotting rubbish and the scuttle of rats during the  Winter 
of Discontent. Finally and bizarrely, I looked down on 
her from a sweating visitors’ gallery in the Houses of 
Parliament on the day of a vote of no confidence in 
the then Labour government in 1979. The subsequent 
years were dark times—mass unemployment, the miners’ 
strike, and the barbarism of the Belgrano sinking—and left 
deep scars. Margaret Thatcher was a hate figure to many, 

 especially to those unionists in the health sector.
But this was all a long time ago. She was a product of 

the time and even as a leftie you had to admire her intel-
lect, her wit, her steel, and her vision. The grocer’s daugh-
ter did much to break the class and gender barriers, and 
she laid the foundation of our notion of a meritocracy. 
Despite the Thatcher government’s buccaneering, free-
marketeering zeal to end nationalisation, she never pri-
vatised the NHS. Perhaps this was just too big a step, but 
I suspect the real reason was pragmatic and economic: 
that the NHS was laughably cheap and offered universal 
coverage. Interestingly, this is now a key aspiration in the 
United States, where many want to throw private health 
care into reverse.

The current Labour government has gone further than 
any other in involving private health providers—seeing 
the NHS as just another service industry and misguid-
edly believing crude market forces and private firms will 
cure the NHS. In the drive to private care this govern-
ment has trampled on goodwill, fractionated services, 
and emphasised pay, not professionalism. In the long 
walk of the NHS I wonder how future generations will 
judge Blair and Brown.
Des spence is a general practitioner, Glasgow destwo@yahoo.co.uk

“Free at the point of entry”: 
laudable words, words that we hear 
time and time again from politicians 
expounding the “world class” care 
offered by the NHS. Aside from 
any debate, though, about whether 
this is sustainable in the long term, 
should this actually extend to “free if 
you don’t enter”?

Working through a clinic, one 
cannot help but be struck by the 
number of patients that don’t 
keep their appointments without 
even a telephone call. And why 
should they? There’s always a 
receptionist at the patient-friendly 
call centre offering to make another 
one at their earliest convenience. 
No reprobation, no penalty. Not 
even a word chastising the patient 
for wasting resources. The only 
punishment seems to be a lengthy 
period of muzak on the telephone 
before getting through to anyone.

Now I admit, I myself have 
been guilty of taking this all a little 
lightly and acting in my own self 

interest. I mean, who with an empty 
waiting room doesn’t enjoy chatting 
amiably to the nurses?

After all, it is all free at the point 
of entry. Even if the reason for non-
attendance is your favourite rerun 
of an episode of Coronation Street. 
And no one publicly dares suggest 
patients should be held accountable 
for their own actions.

The waste doesn’t just end in 
outpatients, though: it permeates 
throughout the NHS. GP 
appointments, 999 calls, endoscopy, 
computerised tomography, 
magnetic resonance imaging, even 
urodynamics. No department is 
immune. It must be particularly 
infuriating for GPs that the 
number of missed appointments 
per week must outweigh the extra 
appointments the government has 
forced them to offer.

What do these patients do in 
other spheres of their lives? Do 
they miss appointments with 
their dentists, solicitors, or bank 

managers? Do they miss planes 
and trains? Or do they see these 
services, which they pay for directly 
from their hard earned income, 
differently and behave accordingly?

We’re always hearing about the 
paucity of resources in the NHS 
and about the benefits of evidence 
based medicine. Well surely it is 
about time we tried a new system of 
sanctions—financial or otherwise—
for missing appointments and 
documented the results.

Of course it will never happen. 
Because it would mean shifting an 
iota of responsibility from the NHS 
on to the patient—and we couldn’t 
have that. It does make me think, 
though: what was the point of all 
those lectures at medical school 
about making the patient manage 
their own care in the new non-
paternalistic NHS? What better 
place to start than ensuring that they 
turn up?
kinesh Patel is junior doctor, London 
kinesh_patel@yahoo.co.uk
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Pro s e cu t i on s  o f 
doctors for man-
slaughter have been 
rising, but they are 
not entirely new. 
Indeed, the prosecu-
tion of Dr Hadwen of 
Gloucester, in 1924, 
was a cause célèbre 
not only in Britain 
but throughout the 
world.

Dr Hadwen was a 
prominent vegetar-
ian, antivivisectionist 
and antivaccination-
ist and the founder, 
with William Tebb 
(author of Leprosy and 
Vaccination), of the 
London Association 
for the Prevention 
of Premature Burial. 
He was the model 
for Doctor Therne, 
Rider Haggard’s pro-
vaccination exem-
plar, and he was much admired by 
George Bernard Shaw, who called him 
“the terrible Hadwen” on account of 
the supposed iron irrefutability of his 
arguments.

Dr Hadwen wrote a long antivivisec-
tion tract, The Difficulties of Dr Deguerre, 
a travel book, and many pamphlets. 
When asked about the part played by 
vivisection in the discovery of insulin, 
he predicted that the death rate from 
diabetes would rise. Like Bernard 
Shaw, he was an opponent of the germ 
theory of disease, pouring scorn on it 
as a superstition.

In 1924 he stood trial for the man-
slaughter of a girl, Nellie Burnham, 
in Gloucester, where he practised. He 
was alleged to have missed diagnosing 
her diphtheria, and he failed to treat 
her with the antitoxin that supposedly 
would have saved her life (he would 
have refused to treat her with it even if 
he had diagnosed diphtheria). This was 
an important case because the judges 
at the time held that a doctor was enti-
tled to treat a patient entirely according 
to his own opinion, and it was up to 
the patients to choose a doctor with a 
sound opinion.

The case for the 
defence was that 
little Nellie had not 
died from diphthe-
ria but pneumonia. 
A decisive point, 
apparently,  was 
that she had risen 
from her bed dur-
ing her illness, to 

obtain a drink of 
cold water, and 

walked barefoot in 
her nightdress on 
a tiled floor. This, 
and not diphtheria, 
was the cause of her 
pneumonia.

It seems that Dr 
Hadwen, who was 
70 at the time, was 
the victim of the 
malice of  some 
other doctors of the 
city. There is little 
doubt that he was 
correctly acquitted, 

for not only was the cause of death in 
doubt but it was far from certain that 
antitoxin would have saved her if she 
had had diphtheria.

Dr  Hadwen ’s  acqu i t t a l  was 
immensely popular. Huge crowds gath-
ered to cheer him; the military were 
on standby in case of trouble in the 
event of a conviction (ex-servicemen 
were thought particularly likely to riot). 
The British Union for the Abolition of 
Vivisection printed 10 000 copies of a 
transcript of the trial.

Undoubtedly, Dr Hadwen was a 
member of the awkward squad. A 
biography of him by two disciples (who 
call him “our leader”) published a year 
after his death, and entitled Hadwen of 
Gloucester: Man, Medico, Martyr, quotes 
a letter from him:

“My success in life has depended 
entirely upon following my own coun-
sels, and never paying the slightest 
attention to what anybody said if their 
views went contrary to my own.”

This is indeed strange. I attribute 
my failure in life to precisely the same 
characteristic.
Theodore Dalrymple is a writer and retired 
doctor

one of the awkward squad
BeTween  
The Lines

Theodore Dalrymple

Dr Hadwen’s acquittal 
was immensely popular. 
Huge crowds gathered to 

cheer him; the military 
were on standby in case 
of trouble in the event of 

a conviction

MEDiCAl ClASSiCS
How to Read a Paper: The Basics of 
Evidence-Based Medicine

By Trisha Greenhalgh First published 1996
Now in its third edition, this respected book guides the 
reader through medical research and the jungle of jargon 
it comprises. The subject matter is divided into types of 
research, literature searches, presenting and analysing 
data, and publication and appraisal of research. Its 
definitions are superb, and it clearly delineates between 
commonly confused topics such as reliability and validity, 
systematic reviews and meta-analyses, and protocol and 
guidelines.

In the 12 years since the book’s inception evidence 
based medicine has evolved from illegitimacy to 
prodigy, thanks to champions such as David Sackett, 
Brian Haines, and Greenhalgh herself. They encourage 
clinicians to formulate the right question with three 
specific areas in mind. For example, Mr Smith is a 35 year 
old, normally fit and well professional golfer with acute 
medial epicondylitis (the “who”) who wishes to know 
whether rest, physiotherapy, or ultrasonography (the 
“which”) will most quickly get him playing competitive 
golf again without pain (the outcome). The doctor 
then uses resources such as the medical literature, 
the internet, and guidance from bodies such as the UK 
National Institute for Health and Clinical Excellence to 
ask, “What is the evidence?” which can be answered 
only, the book says, by “reading the right papers, at the 
right time.” It is no longer sufficient to accept the current 
practice as best just because good old boys sat around 

a table and deemed it so or because 
“that’s the way things have always been 
done,” as only perfect practice (not 
practice alone) makes perfect.

Each chapter is an elegant synthesis of 
years of toil and experience, evidenced 
by the references (400 in all) to papers 
(good, bad, and ugly), interesting 
articles, journals, books, and other 
resources. 

The author uses examples from her own 
practice to highlight the dangers of making decisions by 
anecdote, cost minimisation, expert consensus, or media 
report. For instance, she experienced a rare neurological 
reaction after taking an anti-sickness drug while 
pregnant and thus has not prescribed the drug since. This 
acknowledgment that even the best doctors are human 
and that humans are flawed beings demonstrates the 
role of evidence based medicine as a framework to help 
clinicians treat patients rationally and scientifically but 
with autonomy.

Among the book’s gems is a list of 11 common reasons 
why papers are rejected for publication (for example, they 
are badly written or lack originality), which should be read 
by all researchers to prevent their paper making up the 
“99% that belong in the bin,” says the author.

Greenhalgh is one of that rare breed, a teacher who can 
learn (and a doctor who can write). The book is essential 
reading for all healthcare professionals so they can 
understand the who, what, when, where, and why of 
biomedical research.
David warriner, F2 student (general practice), Derwent 
surgery, Malton, north Yorkshire  
orange_cyclist@hotmail.com
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