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Foreword

Nancy Scheper-Hughes

Organs Watch, University of California, United States of America

When, in the early 1990’s I began a multisided medical anthropological field research project in 
the transplant units, blood clinics, dialysis centers, prisons, kidney motels, safe houses, and refugee 
centers where underground transplants were negotiated and cobbled together by brokers for pa-
tients willing to travel to parts unknown for a back door transplant from invisible living suppliers in 
the global South, there was only one scientific article on the topic. That article was concerned only 
with the risks for the foreign recipients of South Asian kidneys. There were no concepts, categories, 
legal or philosophical language to identify what was going on. Consequently, the existence of hu-
man trafficking for the purpose of organ removal for illicit transplants was denied. Even as late as 
2009, the joint United Nations/Council of Europe on ‘Trafficking in organs, tissues and cells and 
trafficking in human beings for the purpose of the removal of organs’ never once referred in the text 
of the document to human trafficking but rather to ‘organ trafficking’, thus unintentionally erasing 
the trafficked kidney sellers from any consideration or discussion. The problem was solid organs, 
not people, that were being trafficked and in a sense, sold. 

While this sematic problem still exists, as it did in the Rosenbaum case discussed in this book, the 
dedicated and collaborative work of the EU-funded HOTT project will make it much more difficult 
for medical professionals, police, prosecutors and judges to ignore the vast scholarly and scientific 
literature on the topic, and the hard evidence produced in the first prosecutions of international or-
ganized crime syndicates pretending to be merely facilitating medical tourism rather than the illicit 
networks of human trafficking for human kidney sellers that they are.

The extensive bibliography, original reports on the extent and consequences of human trafficking to 
procure organs and the case study reports and summaries, required considerable archival and field 
research to identify the networks, the investigations, indictments, and prosecutions of surgeons, 
nephrologists, transplant brokers, kidney hunters, mobile patients/kidney recipients, and trafficked 
kidney providers. The complexity of these international illicit networks explains their resilience. 
The obstacles include differences in legal jurisdictions, incompatible laws, and the immunity of 
complicit transplant surgeons. The first, and most successful of the prosecutions of an international 
human trafficking syndicate for the procurement of paid organ sellers was in Brazil in 2004, a key 
link in the Netcare case in South Africa described here. The Brazilian police sting, Operation Bisturi 
(scalpel) led to the indictment of twenty five participants, eleven of whom were eventually tried and 
found guilty of human trafficking of recruited kidney sellers from the slums of Recife. They were 
convicted for the recruitment, handling, medical pre-screening and transport of the men to private 
Netcare clinics in Durban and Johannesburg where their kidneys were removed and transplanted 
into the bodies of international patients, mostly from Israel. The case was handled efficiently by the 
Brazilian court’s precise application of the 2000 Palermo Convention. The chief of the syndicate, 
Gedalya (Gaddy) Tauber, of Israel, and his Brazilian partner, Ivan Bonifácio da Silva, both retired 
military police officers, were given stiff sentences along with several other intermediaries that in-
cluded a distinguished, middle aged woman lawyer, who hid the money in her private bank safe at 
the Recife branch of City Bank. One of the convicted was a kidney seller who joined the scheme 
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and became a ruthless and dangerous kidney hunter, and the alleged head of a local death squad. 
Only the Brazilian doctor who conducted the blood tests escaped conviction. However, the pres-
ence of the suspects – perpetrators, intermediaries, and victims – in court room caught the atten-
tion of the ferocious Brazilian media. It was a major scandal in which Brazil was the victim and the 
nation was outraged that their citizens had been preyed upon and used by international transplant 
trafficking networks. This prosecution led to other investigations and prosecutions of domestic traf-
ficking in humans for organs.

More difficult to adjudicate are the cases where the buyers, sellers, brokers, and surgeons are from 
the same nation although branching out to other diasporic sites. In these instances we enter the 
ethical gray zone described by Primo Levi where perpetrators and victims, government officials and 
ordinary by-standers are partially complicit but feel helpless to extract themselves from a traffic in 
‘goods’ (a healthy organ) rather than a traffic in ‘bads’ (illicit drugs and guns). The criminals could 
operate freely within the international legal lacuna that protected them. Moreover, human traffick-
ing for organ procurement is often seen even by police, prosecutors, federal agents and judges as 
essentially a victimless crime. The judge in the Rosenbaum Sentencing based on a plea bargain, that 
it was a ‘sorry story’, but one in which, she said, ‘buyers and sellers both got something out of the 
deal’. What had been revealed in this first US prosecution of what the court described as three cas-
es of illicit brokering and payment for an organ was not even the tip of the iceberg. The language of 
THBOR was not available to the federal prosecutors nor did US laws on human trafficking include 
those that are trafficked to provide ‘spare’ kidneys. The new term, THBOR though awkward, has 
given long overdue recognition of the real crime that is at stake here. Because most of the damages 
take place elsewhere and out of sight of the police and the courts that handle these cases, THBOR 
remained invisible. The complexity and the tragedy is that this form of human trafficking can save 
or enhance some lives at the expense of other disposable lives, sub-citizens in the global world.

There are many excellent recommendations in this book, but the political will to apply them cannot 
be assumed. Trafficking in human beings for the purpose of organ removal is unlike other forms 
of human trafficking, even though the same international traffickers may also be involved in drug, 
small arms, and sex trafficking. Human trafficking in fresh organs is small, complicated, expensive 
and highly lucrative. But unlike other forms of human trafficking the good news is that it can be 
eradicated. The traffic is dependent on hospitals, nurses, doctors and surgeons. Without their com-
plicity, knowingly or not, the traffic in humans for their fresh organs cannot exist. This report is the 
first to highlight the role and responsibilities of the medical transplant surgeons. We are dealing with 
a medical-surgical crime and it should be treated as such.

Among the recommendations are that all persons who forfeit an organ (usually a kidney) for money 
within an organized international crime network are ipso facto victims, even if the person agreed 
to it. Another is that surgeons should be held responsible for removing and/or implanting a kidney 
from a trafficked person. We ask that surgeons and doctors cooperate with law enforcement and 
not to hide behind doctor-patient confidentiality when crimes may have been committed. Surgeons 
and nephrologists should inform their patients who are planning to travel abroad for an illicit trans-
plant of the medical, ethical, and legal consequences. We ask that customs officials be required to 
ask those coming and leaving a country to declare whether they are traveling for the purpose of a 
transplant, which may or may not be legal.

Prosecutions make a difference. They establish a precedent. They reveal the hidden scars and 
harms to the buyers and sellers of transplant organs; they educate medical professionals as well as 
the broader public to the risks and dangers of transplant trafficking. Successful prosecutions that 
shut down illegal operations in one country, tax the ingenuity and resources of the illicit interna-
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tional brokers. In some instances the traffickers ‘retire’ from the ‘organs trade’ altogether, paving the 
way for new human trafficking schemes that are even more mobile and brutal. 

Beyond criminalization there are other solutions. One is to educate patients about the limitations of 
transplant surgery, which like dialysis, is an imperfect solution. Battle cries around ‘organs scarcity’ 
have promoted human trafficking in poor people as a reserve of ‘spare’ kidneys. Of course, we 
need more and better science and biotechnology, stem cell research, and 3-D print kidneys, but 
we also need a better understanding of environmental degradation and global warming on envi-
ronmental diseases like type 2 diabetes that is linked to food deserts, droughts, and water pollution. 
Only recently have there been scientific studies linking rural agricultural laborers with higher than 
expected rates of kidney disease.

Finally, the beautiful art and practice of organ transplantation should be protected from any as-
sociation with illegal border crossings, nasty broker-enforcers, squalid kidney motels, and human 
trafficking. While there is a dignity in making risky choices to save or improve a life, there are other 
options that have not been fully utilized in sharing organs, none of which are ‘spare’, but can be 
shared within a new vision of a ‘body commons’, based on friendship, solidarity and conviviality. It 
is my hope that the HOTT project will inspire much needed research in stem cells, in environmen-
tal medicine and in reinvigorating a social medicine that understands medical transplantation as the 
most social and the most fragile of all forms of medical rescue and life-saving.

September 2, 2015
 

Nancy Scheper-Hughes is Chancellor’s Professor of Anthropology, Chair of the Doctoral Program 
in Medical Anthropology, and Director, Organs Watch, at the University of California, Berkeley.
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Introduction

Frederike Ambagtsheer & Willem Weimar

Erasmus MC University Hospital Rotterdam, The Netherlands

In 2010 we participated in an expert meeting, organized by the United Nations Office on Drugs 
and Crime (UNODC), about the incidence of trafficking in human beings for organ removal  
(THBOR). At this meeting, three issues became evident: 

First, researchers that study THBOR have strong knowledge and information about the crime, but 
this information is hardly shared amongst them. Doctors also do not share information about TH-
BOR. Second, there are no partnerships between researchers, transplant doctors and law enforce-
ment. Third, there is no awareness of the crime amongst law enforcement. THBOR is not on the 
‘enforcement agenda’ of these authorities. The lack of multinational partnerships hampers an effec-
tive, non-legislative response to THBOR. 

To us, it was clear that an international research project that would bridge the gap between the 
medical- and law enforcement realms was needed to address these issues. When in 2011 the Di-
rectorate General ‘Home Affairs’ of the European Commission called for proposals to address new 
forms of human trafficking, including organ removal, we immediately responded with a project 
proposal that had three key objectives: to increase knowledge and information about THBOR, to 
raise awareness among target groups and to improve the non-legislative response. 

Fifteen organizations participated in the application to help fulfil these objectives. These included 
the co-beneficiaries: Lund University, the Bulgarian Center for Bioethics, The Academic Society 
for the Research of Religions and a large number of associated partners: Eurotransplant, Europol, 
UNODC, the Dutch National Police Services, University of St. Cyril and Methodius, Organs Watch 
and the European Society for Organ Transplantation. 

Our proposal was accepted and one year later, in November 2012, it became the first EU-funded 
project to address this form of crime. 

Since then, we have conducted evidence-based research from approx. ten countries, the results 
of which are presented in this book. The book starts with a comprehensive literature review of 
THBOR (Chapter I). This chapter is followed by an empirical interview study on patients who 
purchased kidney transplants abroad (chapter II), a study of prosecuted criminal cases (Chapter 
III), recommendations to improve non-legislative responses to the crime (Chapter IV) and finally, 
indicators for law enforcement, transplant professionals and victim support workers to identify the 
crime (Chapter V). 

This work would not have been possible without the dedication and enthusiasm of our project 
partners, whom we thank for their contributions. We also thank the Prevention of and Fight against 
Crime Programme of the European Commission – Directorate General Home Affairs for financially 
supporting this project.
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With this book we hope to have laid a groundwork that enables the continuing of much-needed 
research on the crime, as well as foundation for target groups to start collaborating more closely 
and effectively. 

All persons involved in the research of THBOR, as well as its combat, should read it.

September 4, 2015

 

Frederike Ambagtsheer Willem Weimar
Coordinators of the HOTT Project 
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1 Introduction
 
   Frederike Ambagtsheer, Willem Weimar, Assya Pascalev, Susanne Lundin,  

Martin Gunnarson, Ingela Byström & Jessica de Jong 

1.1 Background

Trafficking in human beings for the purpose of organ removal (THBOR) is prohibited worldwide, 
yet a growing number of reports indicate its increase across the globe. Many countries in and 
outside the European Union (EU) have implemented proper legislation against THBOR. However, 
information regarding the incidence of THBOR and the non-legislative response to it is practically 
non-existent and unavailable to judicial and law enforcement authorities in the EU member states. 
Transplant professionals, human rights NGOs and international organizations also have little knowl-
edge and awareness of the crime [1]. This knowledge gap hampers the development of a structured 
and effective action to this repugnant form of human trafficking, which brings physical and psycho-
logical harms to vulnerable individuals.

1.2 Objectives

The HOTT project has four objectives aimed at addressing the knowledge gaps and improving the 
non-legislative response to THBOR. These objectives are: 

•	 	to	increase	knowledge	about	THBOR,
•	 	to	raise	awareness	among	target	groups,
•	 	to	organize	an	expert	meeting	where	organ	trafficking	experts	and	competent	authorities	can	

express their views on project results,
•	 	to	provide	recommendations	to	improve	the	non-legislative	response.

This report contributes to the first objective: to gather information and increase knowledge about 
THBOR. It does so by describing the state-of-the-art of literature on the ethical aspects, causes and 
the actors involved in THBOR. 

1.3 Research questions

This review follows the structure of our research questions. 

Research questions

Question 1: 
What are the ethical aspects and causes of trafficking in human beings for the purpose of organ removal?

Question 2:
a)  What is the existing information on the incidence and nature of trafficking in human beings for the 

purpose of organ removal?
b)  What knowledge do we have from existing research regarding the role and modus operandi of the actors 

involved; i.e., recipients, suppliers, brokers, transplant professionals and other facilitators?
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Question 3: 
What are the knowledge gaps which should be filled by future research?

1.4 Methodology

The authors performed thematic literature searches on the subject of their respective chapters. 
The searches were carried out in databases that contain literature on the trafficking of human 

beings for organ removal from a wide range of disciplines. The following data bases were searched: 
EbscoHost, Library of Congress Catalog, OAIster, PubMed, Scopus, EthxWeb, GoogleScholar, Web 
of Science, Medline OvidSP and Cochrane.

The searches were based on key words provided by the project partners. The key words were: 
‘commercial transplants’, ‘buying organs’, ‘kidney sales’, ‘organ trade’, ‘organ trafficking’, ‘organ 
tourism’, ‘organ brokers’, ‘organ trafficking chain’, ‘organ sales’, ‘selling organs’, ‘trafficking in per-
sons for the purpose of organ removal’, ‘transplant tourism’, ‘recruitment’, ‘organ market’, ‘organ 
vending’.

Records were assessed based on eligibility criteria. The following records were excluded: off-
topic records including tissue, blood, gamete, cell, bone marrow and all other articles not related to 
organ donation and transplantation; non-English titles; and all records published before 1 January 
2000. 

Appendix 1 presents the detailed search strategy. 
Priority was given to scientific works that present data based on qualitative and/or quantitative 

study methods. Studies that lacked (a clear description of) methodologies were carefully scrutinized 
and used only if they could be backed up by secondary, scientific sources. Care was also taken with 
the use of media sources, such as website contents and newspaper articles. We only used these 
sources if they could be confirmed by scientific studies.

1.5 Scope and use of terms

1.5.1 Introduction

The HOTT project is a response to the call by the European Commission Directorate General Home 
Affairs for project proposals against trafficking in human beings. This call prioritized research into 
new forms of human trafficking, including human trafficking for the purpose of organ removal [2]. 

The primary scope of this project is trafficking in human beings for the purpose of organ remov-
al. Consequently, this crime is the main focus of this report. We do not focus on other definitions 
and forms of the organ trade. 

THBOR is defined and prohibited in Article 4 of the Council of Europe Convention on Action 
against Trafficking in Human Beings [3] and the Directive 2011/36/EU of the European Parliament 
and of the Council [4]. THBOR is also criminalized in Article 3 of the United Nations (UN) Protocol 
to Prevent, Suppress and Punish Trafficking in Persons, Especially Women and Children (hereafter 
Palermo Protocol) [5] which supplements the UN Convention against Transnational Organized 
Crime (UNTOC) [6]. THBOR is further prohibited by the Optional Protocol to the Convention on 
the Rights of the Child on the Sale of Children, Child Prostitution and Child Pornography [7]. 

Trafficking in Human Beings for the Purpose of Organ Removal 
The definition used in this report, and according to Article 3 of the Palermo Protocol is as fol-

lows: 
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Article 3 Palermo Protocol
For the purposes of this Protocol:
(a)  ‘Trafficking in persons’ shall mean the recruitment, transportation, transfer, harbouring or receipt of per-

sons, by means of the threat or use of force or other forms of coercion, of abduction, of fraud, of decep-
tion, of the abuse of power or of a position of vulnerability or of the giving or receiving of payments or 
benefits to achieve the consent of a person having control over another person, for the purpose of ex-
ploitation. Exploitation shall include, at a minimum, the exploitation of the prostitution of others or other 
forms of sexual exploitation, forced labour or services, slavery or practices similar to slavery, servitude or 
the removal of organs; 

(b)  The consent of a victim of trafficking in persons to the intended exploitation set forth in subparagraph (a) of 
this article shall be irrelevant where any of the means set forth in subparagraph (a) have been used […]. [5] 

From discussions during the development of the Palermo Protocol and, more recently, in the 
Working Group on Trafficking in Persons, it is clear that organs envisaged by the Palermo Protocol 
include kidney, liver, heart, lung, and pancreas. The removal of human cells and tissues is not cov-
ered by the Protocol [8]. 

The definition of THBOR includes three key elements: 
•	 	an	action being recruitment, transportation, transfer, harboring or receipt of persons; 
•	 	a	means by which that action is achieved: threat or use of force, or other forms of coercion, ab-

duction, fraud, deception, abuse of power or abuse of a position of vulnerability, and the giving 
or receiving of payments or benefits to achieve consent of a person having control over another 
person; 

•	 	a	purpose of the intended action or means: exploitation [5].

Under international law, all three elements must be present to constitute ‘trafficking in persons’. The 
only exception is when the victim is a child; in such cases it is not necessary to prove that one of 
the acts was accomplished through the use of any of the listed ‘means’ [9]. 

Furthermore, article 3(b) of the Palermo Protocol emphasizes that the consent of the victim to 
the intended exploitation shall be irrelevant where any of the means set forth in subparagraph (a) 
have been used [5]. In other words, it is legally impossible to consent to being exploited for the 
purpose of organ removal, when the consent has been obtained through threat or use of force, 
coercion, abduction, fraud, deception, abuse of power or vulnerability, or giving payments or ben-
efits. Trafficking can take place within as well as between countries, and for a range of exploitative 
purposes including organ removal [10]. 

1.5.2 Commentary on the definition

We acknowledge the ambiguity of the definition of THBOR, including its elements. The parameters 
around what constitutes ‘trafficking’ are not firmly established in the literature (9). Various defini-
tions are given of ‘coercion’, ‘abuse of a position of vulnerability’, ‘exploitation’ and other relevant 
terms [8]. These definitions are broad and vague, adding to the complexity rather than clarifying 
the terms. 

The trade in human organs takes on a wide variety of forms. Consequently, the literature on 
organ trade varies widely. It often consists of vague, broad and loaded terms, such as ‘donors’, 
‘buyers’, ‘sellers’, ‘trade’, ‘transplant tourism’ and ‘trafficking’. These terms are used interchangeably, 
which causes confusion rather than clarifying situations and actions. 

As a result of the complexity of these terms and definitions, in the literature, it is not always 
clear whether a certain situation constitutes THBOR. For instance, we encountered articles about 
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persons receiving money after ‘selling’ an organ, yet these articles often lack information about the 
circumstances under which the ‘organ sale’ took place. There are often no indications whether any 
of the listed means, such as threat or deception, have been used. Besides the complexity of terms, 
we recognize that we are not in a position to establish – legally – whether an action or situation 
presented in the literature involves THBOR. 

For these reasons, in those instances where the definition of THBOR and its elements fail to 
clarify concepts or situations, the authors of this report adopt ‘a working definition by description’, 
describing actions, persons and situations by using as ‘neutral’ terms as possible. In the consecu-
tive chapters these actions and situations are described and analyzed in order to establish whether 
specific cases constitute THBOR. 

Below we present the definitions and terms we use throughout this report. Where possible, def-
initions are derived from the existing literature, including the Palermo Protocol, the UNTOC, their 
travaux préparatoires1, and other national and international instruments. In some cases, examples 
are given from existing national laws. Others are presented as ‘working definitions’.

1.5.3 Definitions

Trafficked person 
Victim of trafficking; any natural person who has been subject to trafficking in persons. 

Organ supplier
A person who supplies an organ.

Organ recipient
A person who receives an organ transplant, also known as patient.

Organ donor 
 A person who donates one or several organs, whether the donation occurs during lifetime or 
after death [11].

Organ seller
 A person who benefits financially and/or materially when an organ is removed from that per-
son’s body.

Black market of organs 
An illegal market for organs, which market coexists with the legal systems for organ retrieval. 

Transplant commercialism
 A policy or practice, in which an organ is treated as a commodity by being bought or sold or 
used for material gain [12].

Travel for transplantation
 The movement of organs, donors, recipients or transplant professionals across jurisdictional 
borders for transplantation purposes [12]. 

Organ advertising
 Advertising the need for, or availability of, organs or tissues, with a view to offering or seeking 
financial gain or comparable advantage [13].

Organ
 A differentiated part of the human body, formed by different tissues, that maintains its structure, 
vascularization and capacity to develop physiological functions with a significant level of au-
tonomy. A part of an organ is also considered to be an organ if its function is to be used for the 
same purpose as the entire organ in the human body, maintaining the requirements of structure 
and vascularization [11].

1 The travaux préparatoires (‘preparatory works’) are the official records of a negotiation. They are often useful in 
clarifying the intentions of a treaty or other instrument. 
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Organ transplantation
 A process intended to restore certain functions of the human body by transferring an organ from 
a donor to a recipient [11]. 

Abuse of a position of vulnerability 
 Abuse of a position of vulnerability (APOV) is an additional means through which individuals 
can be recruited, transported, received, etc. into situations of exploitation. No precise definition 
is provided in the Palermo Protocol. The travaux préparatoires confirms that its exact meaning 
was disputed during the drafting of the Protocol [9]. For the purpose of our study, we use the 
following definition, taken from the UN Model Law against Trafficking in Persons [14]:

APOV shall mean either, ‘any situation in which the person involved believes he or she has 
no real and acceptable alternative but to submit’, or: ‘taking advantage of the vulnerable posi-
tion, in which a person is placed in virtue of: having entered the country illegally or without 
proper documentation; pregnancy or a physical or mental disease or disability of the person, 
including addiction to the use of any substance; reduced capacity to form judgments by virtue 
of being a child, or having an illness, infirmity; physical or mental disability; promises or giving 
sums of money or other advantages to those having authority over a person; being in a precari-
ous situation from the standpoint of social survival; other relevant factors’ [14]. 

The commentary attached to these definitions confirms ‘the open‐ended nature of the list 
of vulnerability factors, noting that other elements, such as abuse of the economic situation of 
the victim could also be included’ [14]. 

These definitions are relevant for our subject matter, for it answers the question whether the scenar-
io where an organ donor consents to sale of his or her organ but does so out of a position of vulner-
ability, constitutes trafficking. Country surveys confirm that ‘recruitment’ is the act most frequently 
cited in connection with APOV. The key component is knowledge of the offender of the position 
of vulnerability of the victim, and henceforth abusing that position to recruit the vulnerable person 
for removal of his or her organs [9]. Likewise, coercion, abduction, fraud, deception, and the giving 
or receiving of payments or benefits to achieve the consent of a person having control over another 
person also constitute cases of THBOR. These terms are further defined below. 

Coercion
 Coercion is an umbrella term, used in the trafficking context to refer to a range of behaviors 
including violence and threats, as well as APOV [10]. Many definitions of it exist [14]. For the 
purpose of our study, we use the following definition: ‘Coercion’ shall mean the use of force or 
threat thereof, and some forms of non-violent manipulation or threat thereof, for the purpose of 
(including but not limited to) organ removal [8].

Deception
 ‘Deception’ shall mean any conduct that is intended to misrepresent information or to give false 
information to a person [8].

Exploitation 
 Whereas the UN Model Law defines different instances of exploitation, including ‘forced la-
bor’, ‘slavery’, and ‘practices similar to slavery and servitude’, it lacks a definition of ‘removal of 
organs’ in the context of exploitation [14]. ‘Exploitation of prostitution of others’, for instance, 
is defined as ‘the unlawful obtaining of financial or other material benefit from the prostitution 
of another person’ [14]. For the purpose of this study and in the context of ‘exploitation’, ‘organ 
removal’ is defined as follows: ‘Exploitation of a person for the purpose of organ removal shall 
mean the unlawful gain of financial or other material benefit as a result of the removal of an 
organ from another person.’
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2  Trafficking in Human Beings for the Purpose  
of Organ Removal as a Violation of Ethics and 
Bioethics

 
  Assya Pascalev & Jordan Yankov 

2.1 Introduction

The practice of trafficking in human beings for the purpose of organ removal is not only a serious 
legal, policy and social issue. THBOR is also recognized as a major violation of the fundamental 
principles of secular humanist ethics in general and biomedical ethics in particular. The practice of 
THBOR has far-reaching implications for the welfare of the trafficked person and the recipient, and 
for the integrity of the medical profession and the field of transplantation. The ethical challenges 
posed by THBOR are multifaceted as the issue itself and have been discussed by scholars from a 
variety of fields such as philosophy [15-28], jurisprudence [27, 29-31], anthropology and medicine 
[24, 26, 32-38], all of whom condemn the practice. While scholars agree that THBOR as ethically 
abhorrent, they differ in their accounts of what makes THBOR unethical and what constitutes an 
ethically appropriate response to it. 

In this chapter, we present an overview of the major ethical violations involved in THBOR, the 
ethical debates surrounding this activity, and the various ethical responses to THBOR proposed in 
the literature.

2.2 Method 

The purpose of ethics is to determine whether a practice is right or wrong using the methods of log-
ic, philosophical analysis and rational justification. The criteria for what is ethically right or wrong 
are defined in ethical theories, which offer comprehensive accounts of what makes actions good or 
bad, moral or immoral from a secular point of view. The classical ethical theories are deontology (or 
duty-based theory), consequentialism and virtue ethics, which were supplemented by feminist eth-
ics and rights-based ethics in the 20th century. Biomedical ethics is a sub-field of ethics, which uses 
ethical theories to evaluate the ethical permissibility of various medical practices. Biomedical ethics 
rests on four fundamental principles, on which the different theories converge and which principles 
are believed to express the nature of medicine. These are: the principle of beneficence giving rise 
to the obligation to do good, the principle of respect for personal autonomy and self-determination, 
the principle of non-maleficence prohibiting physicians from harming patients intentionally, and 
the principle of justice requiring equitable distribution of benefits and burdens in health care [39]. 
The principles of biomedical ethics are codified in various national and international laws, policies, 
regulations and professional standards such as the Convention on Human Rights and Biomedicine 
[40], the Additional Protocol to the Convention on Human Rights and Biomedicine [13], the World 
Health Assembly’s Guiding Principles on Human Organ Transplantation [39], the Declaration of 
Istanbul on Organ Trafficking and Transplant Tourism [12], EU Directives [4) and the World Medical 
Association’s Code of Medical Ethics [41).

In the literature, THBOR is condemned both on general ethical grounds and on bioethical 
grounds. Authors who focus on the general ethical aspects of THBOR denounce the practice by 
appealing (explicitly or implicitly) to one or more of the dominant ethical theories [17, 26, 27, 33-35, 
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42, 43), while those who criticize THBOR on bioethics grounds decry the practice as a violation of 
the principles of bioethics, the ensuing requirements of informed consent [15, 16), and the integrity 
and ethos of medicine [15-17). 

2.3 General ethical arguments against THBOR

In the ethics literature, the arguments against THBOR which appeal to general ethical theories can 
be grouped into several categories listed here in no particular order:
a)  THBOR is morally wrong because it violates the ethical principles of equity, justice and respect 

for human dignity [26-28]. 
b)  THBOR objectifies and dehumanizes the trafficked individual and reduces him/her to a source 

of organs [27, 44].
c)  THBOR commoditizes organ procurement and transplantation [30]. Commodification is ‘the 

production of a good or service for money’ (Dennis Soron & Gordon Laxer 2006 as cited in 
Panjabi) [43]. Commodification provides incentives to perpetuate human trafficking [28].

d)  THBOR is a form of exploitation of those who are already socially disadvantaged [27, 30, 44].
e)  THBOR violates the autonomy of the trafficked individual by coercing vulnerable persons into 

giving up an organ and deceiving them by not paying [35]. 
f)  THBOR has harmful consequences to: 
 (a)  the trafficked person [35, 37, 38];
 (b) the medical profession, and
 (c) to the organ recipient, who may receive a suboptimal or damaged organ.

2.4 THBOR as a violation of biomedical ethics

Those who analyze THBOR from the perspective of biomedical ethics, stress that the practice vio-
lates a number of bioethical principles and values, namely: 
a)  THBOR violates the bioethical principle of non-maleficence [16, 27].
b)  THBOR violates the bioethical principle of autonomy [15, 27].
c)  THBOR violates the requirement for voluntary, free informed consent [15, 33]. Many authors 

argue that those who agree to sell an organ, do so on the basis of bound rationality due to de-
pendency and vulnerability [15]. 

d)  THBOR violates the principles of justice by placing the burden exclusively on the trafficked 
person without a benefit to that person and at a great cost to him or her [15, 33]. 

e)  THBOR damages the integrity of the medical profession [27].
f)  THBOR undermines the public trust in organ transplantation [45]. 

2.5 Ethical responses to THBOR 

While there is a wide consensus that THBOR is morally reprehensible, certain elements of it such as 
one’s liberty to sell one’s organs, compensation for living donors and the creation of regulated mar-
kets for organs have been debated and viewed less negatively by certain authors. These differences 
are reflected in the range of proposed responses to the morally repugnant practice of THBOR. The 
responses can be grouped as follows:
1)  Strengthening the legal regulations and enforcement actions. Bagheri and Delmonico argue 

that although there already exists an internationally legally binding agreement against THBOR, 
a wider legislative response should be adopted against organ trafficking. They write ‘that an in-
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ternational legally binding agreement in criminalizing organ trafficking would be a step forward 
to bring a change in the global picture of organ trafficking and transplant tourism’ [32]. Delmo-
nico calls for full implementation of the Istanbul Declaration on organ trafficking and transplant 
tourism by developing ‘a legal and professional framework in each country to govern organ 
donation and transplantation activities. It calls for a transparent regulatory oversight system that 
ensures donor and recipient safety and enforces the prohibitions of unethical practices. Govern-
ments should ensure the provision of care and follow-up of living donors be no less than the 
care and attention provided for transplants recipients’ [25]. Banning organ sales and harmoniz-
ing the national and international legislation on THBOR are viewed as necessary steps of the 
proper response [33].

2)  Increasing deceased donation and building national self-sufficiency in the sphere of organ 
transplantation are emphasized by Budiani-Saberi and Delmonico [33] in addition to the legis-
lative responses outlined in 1) above. 

3)  Prioritizing the care and protection of the trafficked persons (victims) over law enforcement 
measures and concerns for the state interests is the focus of recent feminist and human rights 
approaches [31, 157].

4)  Reducing THBOR by reducing scarcity. This point is the most contentious one and several 
radically different approaches are proposed. It includes the measures proposed in 2 above (in-
creasing deceased donation and national self-sufficiency) but go well beyond capacity building 
measures. Thus, some authors argue for reducing scarcity by imposing stricter eligibility criteria 
which excludes infants, those over 70 years of age and patients with a history of organ rejec-
tions [32]. Others argue for creating a regulated market of organs [12, 38, 46]. There is also a 
growing number of works, which debate the morality of organ sales and commercialism with 
proponents and opponents on both sides of the issue. A novel and still underexplored proposal 
is to eliminate THBOR by developing alternative sources of transplantable organs using ad-
vanced biotechnology i.e., xenotransplantation, organ cloning and stem cell therapy [25, 47].

2.6 Conclusion

In the ethics literature on THBOR, there is a consensus that TBHOR is morally repugnant. The 
debates concern the different accounts of what makes it so with some authors focusing on the 
negative consequences of THBOR, and others emphasizing the intrinsic immorality of THBOR be-
cause of the violations of ethical principles, values, human rights and professional virtues involved 
in THBOR.
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3  Causes of Trafficking in Human Beings  
for the Purpose of Organ Removal

 
   Susanne Lundin, Martin Gunnarson, Ingela Byström, Frederike Ambagtsheer,  

Willem Weimar & Michaela Frunza

3.1 Introduction

This section presents an overview of the state of literature regarding the causes of trafficking in 
human beings for the purpose of organ removal. We give a general description of the many and 
complex reasons underlying THBOR. We highlight three overarching causes: 
•	 	Organ	scarcity,
•	 Global	processes	and	asymmetries,
•	 Local	causes.
We conclude with some brief reflections.

3.2 Organ scarcity 

Since the first transplant kidney in 1954, solid organ transplantation has extended to include liver, 
heart, lung, pancreas and bowel transplantation. In 2010 106,879 solid organ transplantations were 
performed worldwide. Of these, 73,179 were kidney transplantations, 21,602 were liver transplan-
tations, 5,582 heart transplantations, 3,927 lung transplantations, and 2,362 pancreas transplanta-
tions [48]. However, despite the increasing number of transplantations being performed worldwide, 
the demand for organs far outpaces the number of organs that become available for donation. With 
the aging of populations and growth in heart and vascular diseases, demand for transplantation is 
increasing exponentially. For each of the aforementioned organs, transplant waiting lists exist. For 
example, at the end of 2010 in the European Union, 47,773 patients were waiting for a kidney, 
whilst 18,712 kidney transplants (both living and deceased) were performed [49]. The average wait-
ing time for a deceased donor kidney in these countries is now 3-5 years. An estimated ten people 
in the EU die every day waiting for an organ. Annual mortality rates range from 15 to 30 per cent 
[49]. In the Eurotransplant region, 15,605 patients were waiting for an organ on January 1, 2011. In 
this region, a total of 6,683 transplants took place in 2010 [50].

3.2.1 Organ scarcity as a cause for THBOR

In the literature, the scarcity of organs is the single most common explanation given for the exis-
tence of THBOR [1, 51-57]. According to this explanation, the root cause for THBOR is the exis-
tence of a demand for organs far outpacing the supply. Many articles refer to the desperation felt 
by organ failure patients faced with long waiting times and the uncertainty of whether or not they 
will receive an organ before it is too late. Such feelings of desperation, the literature suggests, lead 
patients to take desperate measures, that is, to buy an organ on the illegal market [1, 52, 53, 58]. 
However, this illegal market would not exist, several writers claim, were it not for the existence of 
persons willing to capitalize on the asymmetry between the demand and supply of organs. Utiliz-
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ing this asymmetry, so called ‘organ brokers’ emerge who facilitate and organize the transactions of 
money and body parts both, making extensive profits in the process [52, 59].

3.2.2 Causes for the organ scarcity

Why, then, according to the literature, is there a shortage of organs? And why do patients from some 
countries to a larger extent than patients from other countries tend to go abroad for transplantation? 
The first question is a complex one and beyond the scope of this report to fully exhaust. However, 
we want to briefly mention some of the various standpoints on this matter that are present in the 
literature. To fully understand these standpoints, however, it is necessary to distinguish between 
those who target the low supply of organs and those who target the high demand. The former far 
outnumbers the latter. In the literature, it is way more common to be concerned with the low supply 
of organs than the high demand thereof.

There is, however, as we saw in the chapter on the ethics of THBOR, far from any consensus 
among scholars about why there is a low supply of organs for transplantation. Some see it as an 
informational and organizational problem [60, 61]; people simply do not have enough knowledge 
about the life-saving capacity of organ transplantation and there is not any efficient system in place 
for informing citizens about it and confronting them with the decision of whether or not to donate. 

Others contend that the potential of deceased donation is not utilized fully. Not all countries 
even perform deceased donor transplants, especially developing countries. Akoh et al. refer also 
to the lack of suitable legislation and infrastructure in developing countries, which includes scarce 
dialysis facilities, lack of vascular access service, and lack of manpower to perform transplants 
[61]. Of the 91 countries worldwide that perform kidney transplants, 67 perform transplants from 
deceased donors. 88 countries perform living kidney transplants [46]. In developing countries, 
living donors are the major source of transplantable kidneys [61]. Added to this is the problem of 
the lack of registered donors in countries that do perform deceased donor transplants. This is a 
shortage that almost all such nations struggle with, which leads some to argue for the implementa-
tion of an opt-out system or a presumed consent system, where it is assumed that people want to 
donate their organs unless they have registered their desire not to [62]. Research shows, however, 
that there are countries with a presumed consent system with much lower rates than countries with 
opt-in systems, which means, as Rithalia et al claim, that only the legislative system is not enough 
in improving organ donation rates [63]. 

Several scholars furthermore see the low supply of organs as a consequence of the fact that 
living donation is not carried out to its full potential. In these scholars’ view, across countries, there 
exist legal barriers to live donation [64]. Consequently, they argue for an expansion of the criteria 
under which such donations may be performed. This argument in itself, however, accommodates 
several standpoints. While some favour the expansion of ‘indirect‘ and ‘unspecified’ [65] live dona-
tions, others argue for the implementation of a regulated market for the buying and selling of organs 
from living persons [66-68]. The latter is a highly contested issue. But the establishment of such a 
market is often assumed, both by its proponents and opponents, to drastically increase the supply 
of organs for transplantation [69]. Thus, without having exhausted the subject, we can see that there 
exist many different views on what may cause the low supply of organs for transplantation. 

Much less discussed, however, are the causes for the high demand. The successful development 
of transplant medicine and its capacity to expand its activities to include an ever-growing number 
of patients is instead often taken as an unquestionable point of departure for the discussion on the 
low supply. There are however some writings concerned with trying to explain the high demand for 
and big appeal of organ transplantation. These are not infrequently written by social scientists inter-
ested in the sociocultural contexts and consequences of biomedical practices, scholars who claim 
that medical technologies such as organ transplantation are charged with ideological and cultural 
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meanings. One such meaning, which according to anthropologists Kierans and Crowley-Matoka 
has gained global spread, is the image of organ transplantation as a straightforward, mechanically 
routine treatment, which not only saves the patient’s life but also brings it back to normal again [70, 
71]. Added to this image, Lock and Nguyen amongst others emphasize, is furthermore the dream of 
the ever-reborn, of the regenerative body, which is one of the most fundamental conceptual struc-
tures that pervade today’s Western society, they contend [72-75]. Within this conceptual structure, 
Waldby and Mitchell argue, transplantation comes to function as a ‘hope technology’, through 
which the hope of the regenerative body is nourished [60]. Thus, what these scholars claim is that, 
in the contemporary, organ transplantation becomes more than a life-saving treatment. It becomes 
a symbol for the potential of medicine to, in a not so distant future, completely eradicate disease. 
Accordingly, the cause for the high demand for transplantable organs is to be found, these writers 
contend, not just in the notion of the life-saving and normality-restoring capacity of transplantation, 
but also in its role as a hope technology, fuelling the dream of the regenerative body. 

Now to the second question with which we began this paragraph, which concerned the issue 
of why it is that citizens of some countries seem more likely to become organ buyers than citizens 
of other countries. Again, according to the literature, this has to do with the scarcity of organs. As 
a consequence of cultural and religious taboos, deceased donation has long been almost non-
existent in several countries, causing severe shortages of organs. In Middle Eastern countries, for ex-
ample, religious teachings discourage and in certain areas even prohibit cadaveric organ donation. 
Islamic teachings emphasize the need to maintain the integrity of the body at burial. In Israel – one 
of the largest organ buying countries – organ donation rarely occurs because the (Jewish) idea of 
having a deceased relative whose body is incomplete prior to burial or cremation is associated with 
misfortune. So too, Asian concepts of bodily integrity, the respect to elders and objections to brain 
death standards make cadaveric organ donation in countries such as Japan scarce [76].

However, some qualifications need to be made here since, although the literature provides 
distinct examples of the connection between the low supply of organs and sociocultural patterns, 
it is necessary to take into account the complex situation in most countries worldwide regarding 
organ transplants. Very few countries and religions officially disapprove of organ donation. Thus it is 
necessary to make a distinction between what a religion officially states, as for example being open 
towards organ donation, and some religious practices that hamper organ donation [63, 77, 78].

3.2.3 Voices critical to the scarcity explanation

As illustrated above, a lot has been written about the scarcity of organs for transplantation as a 
cause for THBOR. Some scholars have however criticized and attempted to nuance this explana-
tory model. Scheper-Hughes, for instance, argues that the shortage in organs is in fact an artificial 
need, an invented scarcity, created by the global medical community by promising an ever-growing 
population of patients the life-saving capacity of organ transplantation [36, 79, 80]. The ‘discourse 
on scarcity’ that is thus the result, with its focus on a deficient supply rather than an excessive 
demand, is what fuels the demand for organs, Scheper-Hughes contends [79, p. 198]. In line with 
several other scholars, such as Budiani [81], Mendoza [82-84] and Vora [85], Scheper-Hughes 
furthermore points out that the discourse on scarcity fails to account for the surplus of organs and 
willing donors that exist in certain parts of the world. In some countries, she writes, ‘the real scarcity 
is not of organs but of transplant patients of sufficient means to pay for them’ [79, p. 199]. Similarly, 
Budiani addresses ‘the global economic split’ between affluent countries, where there tend to be 
waiting lists for potential organ recipients, and poor countries, where there are sometimes waiting 
lists for persons willing to donate or sell an organ [81]. Thus, in the literature, several voices are 
raised criticizing and attempting to nuance the scarcity explanation. 
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3.3 Global processes and asymmetries

In the following we present causes of THBOR that concern global processes and asymmetries. 
Next after the scarcity explanation, these are the most common causes indicated in the literature. 
Accounting for these in their entirety is however beyond the scope of this report. Consequently, 
we have selected writings that represent two perspectives: cultural analytical and criminological.

3.3.1 Cultural analytical perspectives

A majority of the writings that employ a cultural analytical perspective, first of all, supplement 
the scarcity explanation given above with one that addresses the inequalities that increasingly de-
fine our world. ‘The flow of organs follows the modern routes of capital’, anthropologist Nancy 
Scheper-Hughes writes, with which she means that the same global structures that allow first-world 
companies to capitalize on third-world natural assets and cheap labour also facilitate the trade in 
human organs. In the wake of the modern ‘neoliberal globalization’ and its ‘global economy’, she 
writes, the bodies of the poor are increasingly turned into commodities possible to circulate on an 
international market [79, 86], see also [60, 87-91]. 

However, in the case of THBOR, the literature indicates, market forces are not a sufficient 
explanation. In order for THBOR to take place, the commercialization of body parts, fundamental 
to it, has to pair itself with the powers of contemporary biomedicine [92]. According to several 
scholars, in diagnosing, treating and successfully curing disease, biomedicine inevitably objectifies 
and fragments the human body. Organ transplantation is a perfect example of this, Sharp and Lock 
and Nguyen argue, since it fragments the human body into a number of replaceable organs defined 
by their function [72, 90]. Here, the introduction on the market of the immunosuppressive drug 
cyclosporine, some writers suggest, has been instrumental in freeing the bodies of potential organ 
recipients and donors from their local dwellings, allowing the exchange of organs to become truly 
global [91, 92]. 

Thus, it is only when contemporary market forces are paired with the objectifying and frag-
menting healing powers of biomedicine that the organs of the poor become ‘bioavailable’, as an-
thropologist Cohen puts it [93]. According to the scholars presented in this paragraph, hence, the 
joint forces of the globalized market and contemporary biomedicine not only cause the realization 
of the phenomenon of THBOR as such but also determine its nature. It is through this particular 
configuration that the flow of organs from poor people from the southern and eastern hemispheres 
to rich people from the northern and western hemispheres is facilitated. 

3.3.2 Criminological perspectives

Criminological theories of the trade in human organs emphasize the influence of globalization pro-
cesses. Beck and Camiller refer to globalization as ‘the processes through which sovereign national 
states are criss-crossed and undermined by transnational actors with varying prospects of power, 
orientation, identities and networks’ [94]. According to these theories globalization has helped 
establish numerous licit (and illicit) global enterprises that flourish within a new global, capitalist 
economy. Market prices are determined by supply and demand. States are becoming increasingly 
dependent on the global market and on each other, as economic gains are realized through trade 
[95]. The growth of the new global capitalist economy however has surpassed the development of 
a mediating global society equipped with necessary moderating and regulatory functions to safe-
guard human rights. The neoliberal paradigm, that is to say the ideology that endorses power of a 
competition-driven market model is dominant [96]. 
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The argument here is that the expansion of a global capital market does not involve the expan-
sion of legal markets alone. As corporate and other actors become increasingly transnational, so 
do illegal enterprises [97, 98]. Passas maintains that different forms of cross-border crime produce 
asymmetries with complex criminological effects. In other words, criminal activities occur when 
criminogenic asymmetries are present. He defines these asymmetries as ‘structural disjunctions, 
mismatches and inequalities in the spheres of politics, culture, the economy and the law’ [99]. 
Firstly, asymmetries are criminogenic in that they cause or strengthen the demand for illegal goods 
or services. Secondly, they generate motives for particular actors to participate in illegal businesses. 
Thirdly, the asymmetries decrease the ability (or willingness) of authorities to control the illegal 
activities [99]. 

The fuzzy line between legal and illegal corporations is referred to as black markets. A black 
market is an underground economy of both legal and illegal goods and services that exists paral-
lel to legal markets. In these economies income is not reported and consequently taxation and 
detection is evaded, either through money laundering, payments in cash or other means. In black 
markets goods (contraband) and services are obtained illegally (i.e. stolen), which are then moved 
and sold to resellers or end users [100]. Another essential element of black markets is that licit and 
illicit exchanges overlap. In this regard Passas argues: ‘If the goods or services happen to be out-
lawed, then illegal enterprises will emerge to meet the demand. In this respect, there is no difference 
between conventional and criminal enterprises. Very often, all that changes when the business is 
illegal are some adjustments in modus operandi, technology and the social network involved. In 
some cases we have a mere re-description of practices to make them appear outside legal prohibi-
tive provisions’ [101, p. 56].

Black markets do not merely flourish because goods or services are or have become outlawed. 
They also exist because there may be a scarcity of legal goods. This happens when the demand for 
a good exceeds the supply, such as with human organs for transplantations. Black markets thrive 
because there is a remaining demand for what they offer. For this reason Taylor has argued that, ‘if 
we are concerned about reducing the abuses of the black market for human kidneys, we should 
favour the legalisation of kidney markets, not their continued prohibition’ [102]. Ambagtsheer and 
Weimar emphasize the resilience of demand-driven crime to prohibition. They claim that prohibi-
tion of organ trade may drive up prices, provides illegal income, displaces crime to other regions 
and may go underground, resulting in higher crime rates and victimization [103]. In black markets 
conventional crime often meets and becomes friendly with legal actors. Ruggiero stresses the im-
portance of partnerships in this regard. He writes that criminal groups both teach and learn criminal 
activities from their legitimate counterparts rather than the other way around [98]. 

3.4 Local causes

Several scholars emphasize, however, that attending to global processes does not suffice if one 
wants to understand the causes for THBOR. One also has to take into account local conditions and 
contexts [91, 92, 104]. Therefore we will briefly present three such conditions that are recurrently 
mentioned in the literature as causes for the existence of THBOR in particular national or regional 
settings. The first of these is corruption. According to Mendoza, for example, the existence of  
THBOR in Colombia can to a large extent be assigned to corrupt law-enforcement officials and 
other authorities turning a blind eye to the illegal activities of brokers and hospitals [82-84, 105]. 
The second local condition that frequently emerges in the literature is the absence of laws regulat-
ing organ transplantation in general and organ trade in particular [52, 105]. Several countries that 
have been deeply involved in the illegal trade in organs have only recently passed such laws, for ex-
ample, Pakistan, the Philippines and Israel [106-108]. Since these laws have been passed there are 
indications that the incidence of THBOR has decreased, at least in Israel and the Philippines [106, 
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108]. In Pakistan the situation seems to be worse [105, 107]. The last local condition frequently 
mentioned in the literature is the relative mundaneness and routineness that has come to character-
ize the act of selling an organ in some local settings. In the literature, there are several examples of 
regions or parts of major cities where a significant proportion of the, almost always gravely poor, 
population has sold a kidney. These places are not infrequently referred to in terms of ‘kidney-villes’, 
‘villages of half men’, ‘kidney towns/villages or no-kidney islets’, places where, according to the 
literature, kidney sale has become an established way of attempting to make ends meet [83, 91, 93, 
105]. Thus, without nearly exhausting the subject, it is clear that local conditions are, together with 
global processes, seen as instrumental to the existence of THBOR. 

3.4.1 Reflections on causes for THBOR

As we have pointed out in this chapter, causes for THBOR are varied and not infrequently ideologi-
cally charged. The medical development combined with cultural patterns of thought about how 
technology should be used, gives a complex picture. This means that analyses of what are ‘causes’ 
often coincide and are fused with other phenomena that make THBOR possible. One example 
that illustrates the difficulties to sort out what is what, are the (although quite rare) analyses of the 
Internet’s impact on THBOR. In some writings, for example, Internet is at the same time described 
as a ‘cause’ and a ‘facilitator’ for THBOR. 
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4  The Network of Trafficking in Human Beings  
for the Purpose of Organ Removal

 
   Susanne Lundin, Martin Gunnarson, Ingela Byström, Frederike Ambagtsheer,  

Willem Weimar & Michaela Frunza

Trafficking in human beings for the purpose of organ removal involves a number of actors. In the 
following chapters, we introduce and characterize the known actors in the process of THBOR and 
describe their modes of operation as identified in the existing literature. These actors are recipients 
(chapter 5), suppliers (chapter 6), brokers (chapter 7), transplant professionals (chapter 8) and other 
facilitators such as hospitals, service providers, translators and law enforcement officials (chapter 
9). The relations among the different actors are complex and varying, with some individuals oc-
casionally acting in multiple roles, e.g. former suppliers and hospitals may operate as brokers. We 
also discuss what is known about the degree of cooperation of the actors (chapter 10) and about 
the extent to which they also profit from other types of crime (chapter 11). The final chapter (chapter 
12) provides an overview of the state of the literature regarding the financial aspects (profitability) 
of THBOR. 
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5 Organ Recipients
 
  Frederike Ambagtsheer & Willem Weimar 

5.1 Introduction

In correspondence with the research questions presented in the first chapter of this report, this 
section presents a brief overview of the state of literature regarding organ recipients. We selected 
and analyzed 82 records to describe the background and situation of recipients, as well as their 
common characteristics. We then assessed how these recipients received organs and whether they 
received these organs through THBOR. The final paragraph identifies the gaps in the literature. 

5.2 Situation and background

The most commonly used term in the literature is ‘patients’ [109, 110] and to a lesser extent, ‘recipi-
ents’ [111]. Occasionally we encountered the term, ‘buyer’ [86, 109, 112]. The majority of articles 
focus on patients who travel overseas for organ transplantations. All patients are diagnosed with 
end stage liver- or end stage kidney disease. Patients with renal failure are more likely to travel for 
transplants than patients with liver failure. Other organs were not identified [75, 109, 110, 112-154]. 

Recipients who travel for transplantation are often waitlisted for a transplant and undergo dialy-
sis treatments [75, 112, 133, 136, 139, 147, 152, 155]. Authors highlight that dialysis and desperation 
as a result of the long wait are the main reason for traveling abroad to purchase an organ [112, 123, 
128, 129, 147]. Not all patients who choose to travel for transplantation are waitlisted [113, 114, 
122, 147], for instance because they are considered unsuitable and not fit for transplants [129, 136]. 
Others leave pre-emptively (meaning before they undergo dialysis) [123]. Yet others leave because 
their countries do not offer transplants [153, 156]. Cronin et al. explain that in the United Kingdom, 
minority ethnic communities appear to be more likely to go abroad for transplantation, ‘given that 
they are least likely to receive organ transplants’ [114]. Berglund and Lundin refer to patients’ sense 
of alienation within the domestic health system and their feeling of being discriminated [112]. Many 
studies do not mention the pre-transplant situation of patients [116, 117, 125-127, 129, 150]. Patients 
who travel for transplants are referred to as the ‘rich’ receiving organs from the ‘poor’ [79]. Some 
authors however indicate that this is not necessarily the case [1, 157]. 

Patients seeking organs abroad travel from countries across the globe. The most commonly 
reported destination country is China [109, 110, 113-115, 117, 118, 122, 124-126, 128, 133, 134, 139, 
144, 146, 151, 152, 158-160], followed by Pakistan [110, 112-116, 123, 125, 126, 131-133, 136, 139, 
153-155] and India [75, 114, 116, 133, 134, 139, 141, 145, 153, 161]. The majority of studies do not 
mention the nationality, ethnicity or religion of the patients. Those that do mention one or more 
of these features, emphasize that patients who go abroad for transplants have an affinity with the 
country or region they travel to, for instance because the patients were born there [1, 112-114, 123, 
124, 139, 162, 163].

Patients returning from transplants abroad are reported to suffer from various forms of post-
operative complications, of which infections are the most common [122, 125, 129, 131-136, 140, 
150, 164]. It must be taken into account however that not all patients who go abroad suffer from 
such complications. In addition, these risks are not only inherent to transplants performed abroad. 
Patient- and graft survival of transplants overseas are also commonly lower than in domestic recipi-
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ents [114, 122, 125-127, 129, 152]. Patients’ medical records contain very limited information about 
the transplantation, such as the location and name of the transplant unit [125, 131, 146, 155, 160, 
161, 165] or the organ source [119]. If patients bring back information at all, it regards the operative 
report, immunosuppression regimen and post-transplant course [125, 131]. Of those that do present 
information about organ suppliers, most studies report that suppliers are ‘living donors’ [113, 115]. 
Some studies highlight that suppliers are ‘unrelated’ [110, 116, 117, 156]. Few report that suppliers 
are ‘related’ [112, 156]. 

5.3 Means of organ retrieval

Various means of organ retrieval can be identified. Commonly, patients fly on their own accord 
for transplants to countries that they have an affinity with, because they have the nationality of the 
country, have friends or family living there, or because they used to work or live there [1, 112-114, 
123, 124, 139, 162, 163]. Others leave upon recommendations from other patients [75, 147, 151]. 
Some receive logistic and/or financial help from family or friends [1, 112]. Those who travel to 
countries for the first time do so with the help of brokers [86, 147, 148].

Of all studies found, a small number of authors identify patients that ‘purchased organs’. Not 
all patients travel to buy organs. Some purchase organs in their home countries [149, 154, 166]. Pa-
tients are known to make payments in return for ‘organs’ or ‘organ transplantations’ to their ‘donors’ 
or suppliers [112], to brokers [84, 148, 149], to hospitals [161], to ‘companies’ and to doctors [75]. 
The most common form of organ purchase is through a ‘transplant package’ although it is unclear 
to whom or what the payment is made [75, 86, 109, 147-151, 154]. Websites offering transplant 
packages seem to play an important role in facilitating transplants abroad [1, 109, 151]. However 
the extent to which they are used by recipients remains unknown. In Israel until 2010, patients 
could easily pay for transplants abroad, because their transplant costs were covered by their health 
insurance companies [106].  

The studies that present indications of THBOR are further addressed below. 

5.4 Role, process and facilitation of THBOR 

We did not find any prosecutions and/or convictions of recipients for involvement in THBOR. One 
paper describes an investigation of a prospective Australian organ recipient who was suspected to 
have trafficked a woman from the Philippines with the intention of harvesting an organ [8]. The 
Australian Federal Police however dropped the investigation after the patient passed away from her 
kidney disease [167]. 

Another study also indicates the active role of recipients in retrieving organs through THBOR. 
In his study about Bangladeshi ‘kidney sellers’ Moniruzzaman describes how these sellers contact 
potential recipients, and that recipients then ‘attempt to convince them by portraying ‘kidney dona-
tion’ as a ‘noble act’ that saves lives and does not harm the donor. The recipients promise to bear 
all the expenses and compensate the ‘donors’ well. The author highlights that ‘once the sellers are 
induced, buyers [both recipients and brokers] extract their organs through deception, manipulation 
and without consent’. He characterizes the deception as ‘extensive’, meaning that both brokers 
and recipients do not pay suppliers the promised amount. Recipients further deceive prospective 
suppliers by telling them a story about the ‘sleeping kidney’, presenting the ‘donation’ as a win-win 
situation without any risks or harms involved. Moniruzzaman also describes how one prospective 
supplier was held captive at his recipient’s house by bodyguards, and that he was physically abused 
and threatened with jail while disputing the payment with his recipient [58]. 
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From these sources it can be argued that recipients may be regarded as perpetrators of THBOR. 
However, from other studies such involvement in THBOR is less clear. For instance, newspapers 
describe the ‘reported arrest’ of an Israeli recipient after undergoing an illegal kidney transplant in 
Durban, South Africa. The patient was fined US-$ 800 by the Durban magistrate [168, 169]. We did 
not find supporting sources however that could clarify the possible role of this recipient in THBOR. 
Berglund and Lundin write about a patient who travelled from Sweden to Pakistan to receive an 
organ directly from a ‘total stranger’ and who ‘handed over the money himself’ to the ‘female seller’ 
[112]. Scheper-Hughes writes that a patient from the United States was ‘cleared for a special budget 
transplant tour to Durban’ (South Africa) where she met her ‘paid living kidney donor’ who was 
‘recruited by traffickers’ [86]. Lundin describes how a victim of trafficking was told that ‘a wealthy 
businessman paid a huge sum for her kidney’. In the end however, she received no payment for her 
organ [170]. Whereas these sources present indications of THBOR, the extent to which recipients 
are aware and (actively or passively) involved in THBOR remains unclear. 

No papers were found that present patients as victims of THBOR. However, the detrimental 
outcomes of patients transplanted overseas seem to indicate that such transplants do not occur 
without risk. Because these studies do not present any indications of THBOR (most of them do not 
indicate any information of illegality), the link between transplants overseas, organ payments and 
THBOR remains unclear. Having said this, we argue that the risks involved with transplants abroad 
warrant closer scrutiny.

To conclude, literature about recipient involvement in THBOR is assumptive, inconclusive and 
rife of gaps. This prevents us from drawing firm conclusions on recipients’ common characteris-
tics and processes of facilitation. Other types of research with more in-depth methodologies are 
required in order to give a more comprehensive account of recipients’ involvement in THBOR and 
their common features. 

The limited information that we found on recipient involvement in THBOR does not mean that 
the crime does not exist. Rather, we argue that the published literature does not function as a suf-
ficient source to explain or describe THBOR, nor does it suffice to describe common features and 
processes of facilitation of recipients that are involved in THBOR. These implications indicate that a 
different form of study is required to collect data on THBOR that is reliable and verifiable. 

5.5 Gaps in the literature

Literature illustrates that many patients travel for transplantation, and that some pay for their organ 
transplants, yet there is very little information on whether these transplants involve THBOR. Con-
sequently, we identify the following gaps:
•	 	Knowledge	about	the	incidence,	nature	and	scope	of	patients’	involvement	in	THBOR	remains	

limited. For instance, it is unclear whether these patients can be regarded as perpetrators, vic-
tims or both. Many studies do not indicate the means or actions that patients employ to retrieve 
organs. 

•	 	Studies	 about	patients	 commonly	don’t	mention	who	 their	 organ	 suppliers	 are.	With	 some	
exceptions, it is unknown whether the suppliers were trafficked, whether recipients knew their 
suppliers and whether they have met their suppliers. 

•	 	There	is	lack	of	data	to	establish	whether	there	is	a	link	between	‘THBOR’	on	the	one	hand	and	
‘travel for transplantation’ on the other. 

•	 	Studies	about	patients	returning	from	transplants	overseas	do	not	mention	the	transplant	unit	
where the transplant was performed, or information about the doctors that performed the trans-
plant. 

•	 	The	pre-transplant	situation	of	patients	varies.	For	this	reason	it	is	difficult	to	pinpoint	the	reason	
why some patients travel abroad for transplants, and others do not. 
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6 Organ Suppliers
  Susanne Lundin, Martin Gunnarson & Ingela Byström

6.1 Introduction

This section presents a brief overview of the state of literature regarding persons who supply an 
organ as part of an illicit or illegal transplant scheme. Adopting the methods presented in chap-
ter 1.4, we selected and analysed 38 records to describe the background, situation and common 
characteristics of the suppliers as well as the process that unfolds when they are recruited or recruit 
themselves into the transplant scheme. In correspondence with the research questions presented 
in the first chapter of this report, we then go on to discuss to what extent the cases presented in the 
literature constitute cases of THBOR. Lastly, we identify and account for the gaps in the literature.

The illicitness or illegality of the transplant schemes referred to in this section generally consists 
in the commercialism of the organ transfer, defined in chapter 1 as ‘transplant commercialism’. At 
present, the majority of the countries in the world prohibit the buying and selling of human organs 
[15]. However, rather than referring to the persons who part with an organ within illicit or illegal 
schemes as organ sellers – a term that suggests that these persons always gain financially from the 
explanation – we refer to them as organ suppliers. 

6.2 Background, situation and common characteristics

In the literature, many different terms are used to refer to persons who supply an organ within illicit 
or illegal transplant schemes. They are referred to as donors [52, 171, 172] sellers [36, 58] vendors 
[82-84, 105] providers [91] commercial living donors [173], commercial kidney donors [55], victims 
[15], compensated kidney donors [174] and so on. Thus, there seems to be little consensus among 
writers about what one should call persons who supply an organ within illicit or illegal transplant 
schemes, and, in effect, how one should characterize their role in this. 

If one disregards this lack of consensus however, one will notice that the persons described 
share many characteristics. First of all, a majority of them come from what Yosuke Shimazono has 
called ‘organ-exporting countries’ [52]. These are predominantly poor developing countries – many 
of which are located in the southern or eastern hemisphere – or countries with a large proportion 
of the population living below the poverty line [79]. A common denominator of these states is also 
that they frequently lack either the legislative or the non-legislative means to effectively prohibit and 
prosecute trafficking in human beings for the purpose of organ removal [15, 84, 105].

The organ-exporting countries identified by the literature are India, China, the Philippines, Paki-
stan, Bangladesh, Kazakhstan, Ukraine, Russia, Iraq, Jordan, Egypt, Romania, Moldova, Kosovo, 
Turkey, Israel, Brazil, Colombia, Peru and Bolivia [15, 36, 52, 53, 55, 58, 73, 75, 79, 81-84, 86, 91, 
93, 104, 105, 112, 147, 170, 172-184]. Iran is an exception here, since it is the only nation in the 
world that has legalized organ sales and implemented a national, regulated market. According to 
the laws governing this market, only Iranian citizens may receive an organ sold here. Thus, although 
there are many persons who sell an organ in Iran, it is not essentially an organ-exporting country 
[171]. Similarly, several of the nations listed above are neither solely organ-exporting countries, 
since not all organs that are sold are bought by foreign citizens [58, 83, 84, 86, 173].
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Another characteristic that unites the organ suppliers described in the literature is the severe 
poverty that the vast majority of them live under. Not only are they typically citizens of poor, 
organ-exporting countries, they are also ordinarily gravely poor themselves [15, 36, 52, 53, 55, 58, 
73, 79, 82-84, 86, 91, 93, 105, 147, 170, 173-177]. In a study conducted in Colombia, researchers 
found that around 83-91 per cent of the persons who sell one of their organs belonged to ‘the two 
lowest Colombian income strata’ [82, p. 69]. According to the literature, when asked to report on 
their motivations for selling an organ, poverty, debt and the inability to provide for their families 
are constantly the top motivators among the suppliers [52, 53, 55, 82-84, 91, 93, 105, 173]. A study 
conducted in Pakistan, among what the authors refer to as ‘kidney vendors’, found that as many as 
93 per cent sold their kidney in order to repay debts [175]. 

Besides these economic factors, the organ suppliers described in the literature also share a 
number of socio-demographic characteristics. A majority of the studies report that suppliers regu-
larly have a low level of education [53, 58, 82-84, 91, 105, 173]. In a study conducted in Egypt it 
was found that as many as 62 per cent of the participating suppliers were illiterate [105, 173]. A 
majority of those who part with an organ within an illicit or illegal transplant scheme are further-
more of a relatively young age. In such diverse places as Colombia, Egypt, Pakistan and the Philip-
pines, the mean age of the suppliers was found to be around 30 years of age [81-84, 91, 173, 175]. 
This clearly has medical reasons. On the organ market, ‘fresh’ kidneys from young suppliers are 
the most desired goods [79, p. 199]. Another socio-demographic factor that most organ suppliers 
share is their gender. The vast majority of them are men. Of the 33 persons Monir Moniruzzaman 
interviewed for his ethnographical study in Bangladesh, only 3 kidney ‘sellers’ were women [58]. 
Similar findings have been made in Moldova, the Philippines, Egypt, Pakistan, Colombia and the 
Philippines [73, 81-84, 91, 173, 175]. The exception here is India, where the majority of suppliers 
are women [177]. According to anthropologist Lawrence Cohen, this has to do with the ‘oper-
ability’ of female bodies in India. While women are seen as operable after they have fulfilled their 
reproductive responsibilities, men continue to be inoperable, since they are the breadwinners [93]. 

6.3 The organ supplying process

According to the literature, there are several ways in which organ suppliers may be recruited into 
an illicit or illegal transplant scheme. Most commonly, suppliers-to-be are approached by a third 
party. These are often ‘professional’ organ brokers, ‘brokerage firms’ [86, p. 72] or ‘fee-based organ 
scouts’ [84, p. 378] hired by the brokers, the latter of which are not infrequently former organ sup-
pliers [58, 82-84, 86, 91, 170, 177, 178]. In Recife, Brazil, for example, where many suppliers were 
recruited to undergo nephrectomy in South Africa, two retired military officers functioned as the 
main organ brokers. These two men, however, soon hired former kidney suppliers to, for a small 
compensation, assist them with the recruitments [86]. On occasion, however, family members, 
relatives or neighbours also function as recruiters or recommend the prospective suppliers to seek 
out a recruiter [83, 84, 105, 147, 174]. In Pakistan, researchers found that members of families where 
one or more family member had sold a kidney experienced an intrafamilial pressure to enter the 
organ market [105]. For several prospective organ suppliers however, their way into the illicit or il-
legal transplantation scheme does not go via a person encouraging them to sell a kidney or part of 
their liver, but rather through word of mouth or advertisements in newspapers or on the Internet. 
On some occasions, suppliers-to-be respond to an advertisement posted by a prospective buyer or 
an organ broker [58, 83, 84]. On other occasions, they post advertisements themselves, hoping to 
find a patient willing to buy their organ [170, 176]. 

In quite many instances, it seems as though the level of coercion from the side of brokers or 
recruiters is rather low at the time of recruitment. Several articles report about suppliers stating that 
they parted with one of their organs voluntarily [83, 84, 91, 174]. However, this voluntariness must 
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be viewed in the context of the dire straits and lack of options that suppliers often face, which not 
infrequently cause them to simultaneously frame their act of selling an organ as an act of last resort 
[15, 91, 105, 182]. Moreover, suppliers who have attempted to pull out after initially having agreed 
to be suppliers often experience coercion [58, 91, 174]. Different forms of deception are also quite 
common. Not infrequently, brokers or recruiters utilize the ‘information asymmetry’ [84, p. 378] 
that characterizes their relationship to the suppliers to deceive the latter into accepting a low price 
for their organ and into believing the operation to be risk-free [58, 83, 84]. More extreme forms of 
deception have been reported from Eastern Europe, where several Moldovan suppliers were lured 
to Turkey with the promise of a job, only to realize, upon their arrival, that the purpose of their 
recruitment, from the side of the brokers, was to buy or steal their organs [36, 73].

After recruitment, organ suppliers quickly become embroiled in a series of events over which 
they have little control and which, as we saw, might be hard to pull out from. Before an operation 
can come into question a number of practical tasks have to be performed. First, medical examina-
tions have to be conducted in order to assess the supplier’s health. Second, if the supplier is going 
abroad for the operation, legitimate or false visas and passports have to be administered. Third, a 
matching of the supplier’s and the potential recipients’ tissues has to be accomplished. Most com-
monly, one or more brokers, recruiters or intermediaries are involved in ensuring that these practi-
cal tasks are performed [82-84, 86, 178]. On some occasions, the recipients themselves are also 
involved at this point [58]. It is often at this time that the price is negotiated, or, more frequently, 
simply communicated to the supplier [82, 86, 147].

According to the literature, some organ-exporting countries also function as destination coun-
tries, that is, countries where the actual transplant operations take place. Nations that qualify into 
this category are, for instance, the Philippines, Colombia, Egypt and India [82, 93, 173, 176]. In other 
organ-exporting countries however, the suppliers primarily go abroad for the operation. Nations 
that qualify into this category are Bangladesh, Romania, Moldova and Brazil [58, 73, 86]. Thus, 
while some organ suppliers leave their country of residence to undergo the operation, some do not. 
Those who do are flown to the country of destination, not infrequently together with one or more 
family member and on the same flight as other suppliers and recipients, and are quartered either in 
hotel rooms, apartments together with other sellers or at the hospital where the surgery takes place. 
Here, they stay a few days before and after the operation [58, 86, 147]. Generally, however, and this 
applies also to those who remain in their home country, the persons who supply one of their organs 
within an illicit or illegal transplant scheme receive none or minimal aftercare. On this point the 
literature is conclusive, only a few days after the operation, suppliers are returned home to the poor 
conditions from where they came, without receiving anything but minimal post-operative care and 
without the financial means to access local health institutions [52, 55, 58, 82-84, 91, 105, 173]. 

Likewise, according to the literature, suppliers in black market schemes very often receive less 
money than they were promised before the operation. This has been reported to be case in such 
diverse places as Moldova, Pakistan, Iran, India, Bangladesh, the Philippines and Turkey [55, 58, 73, 
91, 105, 147, 175, 177]. The amount of money that suppliers do receive varies extensively. While 
suppliers from Pakistan and Colombia are reported to receive less than US-$ 2,000 for a kidney, 
reports from Israel and Turkey talk of suppliers obtaining between US-$ 10,000-20,000 [82, 86, 
147, 175]. A majority of suppliers, the literature furthermore indicates, uses the little money they 
earn to pay off debts, and, often within a few months after the operation, many have spent every-
thing. Consequently, for a majority of suppliers, selling an organ does not improve their economic 
situation. Rather, it deteriorates, not least since they have a hard time finding work and struggle with 
post-operative health problems [52, 55, 73, 82-84, 91, 105, 173-175, 177, 179]. Many, the literature 
reports, also struggle with problems of a psychological nature: they experience existential as well 
as health anxiety; feelings of hopelessness; violated bodily integrity and depression. Upon return-
ing home after the operation, many also experience social isolation, stigmatization and shame, and 
hence regret ever selling an organ [15, 36, 52, 55, 58, 73, 82, 84, 91, 105, 173, 177, 179].
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6.4 Discussion – THBOR or not?

Despite the relative scarcity of information available, and despite the fact that only a couple of 
articles [84, 91] discuss the phenomenon in relation to any clear definition of trafficking in human 
beings, it is quite apparent that many of the cases reported in the literature constitute examples of 
THBOR. The organ suppliers are recruited, transported, transferred, harboured and/or received by 
persons – recruiters, facilitators, brokers, recipients, doctors or the like – who abuse their position of 
vulnerability, frequently deceive them, and on occasion coerce them into parting with one of their 
organs. Even though the literature reveals little about the identities of the main perpetrators and the 
purpose with which these initiate or become involved in the illicit or illegal activities described – 
that their purpose is to exploit the suppliers is central to the definition of THBOR – it is clear that the 
effect of these activities in a majority of cases is exploitative. The organ suppliers invariably receive 
a very low remuneration for their organs. They are not infrequently deceived and receive less than 
they were initially promised. They furthermore receive poor or no aftercare and are in many cases 
unable to access care once they return to their area of residence. Moreover, despite the vagueness 
of the concept, it is clear that the organ suppliers’ position of vulnerability is frequently abused. This 
is most evident in the case of the difficult economic situation that the vast majority of them are in, 
which is one of the defining characters of APOV. But it is also clear, we argue, that the suppliers 
generally are in ‘a precarious situation from the standpoint of social survival’, to cite the definition 
of APOV, not least since they are illiterate or have a low level of education, but also because many 
of them are manual laborers and live in marginalized slum areas, characterized by overpopulation 
and bad housing [174]. In sum, then, from the literature that form the basis of this section it is dif-
ficult to say much about who the main perpetrators are and what their purpose of engaging in illicit 
or illegal transplant activities are. Key to the definition of APOV is the ‘knowledge of the offender of 
the position of vulnerability of the donor’, about which the literature reveals little. Yet, the majority 
of cases described above quite clearly constitute cases of THBOR, since the perpetrators use sev-
eral of the means included in the definition of THBOR to recruit, transport, transfer, harbour and/or 
receive persons in order to remove their organs. The effect of these actions is exploitative since the 
perpetrators gain financially from these illicit or illegal operations.

Few of the studies on which this section is based are however sufficiently thorough to explore 
the nuances and extent of THBOR in each case. Many of them are surveys or articles that aim to 
summarize the experiences of organ suppliers involved in illicit or illegal transplant schemes, not 
infrequently on a global scale. This contributes, Sallie Yea points out, to the formation of a ‘univer-
salizing discourse’ around TBHOR, which risks complicating the identifications of cases that do not 
fit squarely into this discourse. There are important variations globally that do not become visible 
through ‘generalized accounts of a ‘global traffic’, as Lawrence Cohen puts it [104, p. 42], see also 
[92]. It is essential to take these variations into account, not because they necessarily undermine the 
conclusion that the majority of persons who supply an organ as part of an illicit or illegal transplant 
scheme are victims of TBHOR, but because they reveal the local conditions that make the activities 
possible, the varying roles and relations of different actors, the particular means and aims of the 
perpetrators and so on. 

One example of this that emerges from the literature, but which is not discussed in depth, is 
the varying ways in which suppliers are recruited into the business. Some are recruited or deceived 
into the scheme by ruthless brokers or recruiters, some by former suppliers or persons in need of 
an organ who do not tell them the whole truth. Some are encouraged by family members, relatives 
or neighbours, while others are eager to sell one of their organs and take measures to recruit them-
selves into the business. Since the consent of a trafficked person is irrelevant in determining wheth-
er or not he or she is a victim of THBOR, all of these variations may constitute cases of the crime. 
However, some may be less exploitative than others and perpetrators may be more or less hard to 
identify, variations that are important to be aware of in the work of prevention and prosecution. An-
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other example is the varying relations between suppliers and recipients. Cohen, for instance, writes 
of ‘Non-Resident Indians’ who experience marginalization in Western organ allocation systems 
and therefore go to India to purchase an organ [104, p. 45, see also 112]. In several cases, Cohen 
reports, the organ exchange that takes place between these organ buyers and their suppliers are 
the start of a longer commitment on the part of the buyers, in which they often act as ‘additional or 
substitute parents for donors’ children’ [104, p. 45]. Whether or not these cases constitute THBOR 
is impossible to determine from Cohen’s account, but they are clearly deviations from the general 
picture provided by the literature. In summation, then, one can state that, although it is important 
to keep a broad scope on this global phenomenon, attending to the local variations – even within 
organ-exporting countries – is key in the work of identifying, preventing and prosecuting the crime. 

6.5 Gaps in the literature

The literature on persons who supply their organ as part of illicit or illegal transplant schemes is far 
from conclusive. Consequently, we identified the following gaps:
•	 	There	is	more	information	about	the	situation	and	experiences	of	organ	suppliers	from	some	

organ-exporting countries than others. We know more about India, China, the Philippines, 
Pakistan, Egypt, Colombia, Bangladesh and Moldova than about Kazakhstan, Ukraine, Russia, 
Iraq, Jordan, Romania, Kosovo, Turkey, Israel, Brazil, Peru and Bolivia. However, as Yea and 
Cohen point out, further research must also be aimed at attending to variations within organ 
exporting countries.

•	 	Since	a	majority	of	the	studies	that	has	been	conducted	on	organ	suppliers	within	illicit	or	illegal	
transplant schemes is based on interviews with suppliers, the emphasis is on their situation and 
experiences rather than on how and what practical arrangements are carried out, what events 
take place and who the supplier meets during the days or weeks around the operation.

•	 	As	a	consequence	of	point	2,	we	know	little	about	the	depth	and	nature	of	the	involvement	
and contact between different actors. To what extent do organ suppliers and recipients meet? If 
they do, to what extent do they remain in contact? And what is the nature of this contact? Are 
all actors aware of the position of vulnerability of the organ supplier? If not, who are and who 
are not the main abusers of this vulnerability? These are questions that future research will need 
to address.
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7 Brokers
   Natalia Codreanu, Frederike Ambagtsheer, Willem Weimar,  

Jessica de Jong & Ninoslav Ivanovski

7.1 Introduction

This chapter presents a brief overview of the state of the literature regarding the involvement of 
brokers in human trafficking for the purpose of organ removal. Adopting the methods presented in 
chapter 1.4, we selected and analyzed 56 articles to describe the background of brokers, as well 
as their common characteristics. Next, we assessed their modus operandi and discussed whether 
they organize commercial transplantations through THBOR. The final paragraph identifies the gaps 
in the literature.

7.2 Background and common characteristics

The existence of ‘brokers’, ‘brokering’ or ‘brokerage’ has been widely reported in relation to human 
organ trade [52, 53, 149, 159, 173, 179, 185-193] as a prohibited or unethical act [8, 194]. Brokers 
are often referred to as those who arrange or facilitate commercial transplantations [128, 134, 147, 
149, 151] and receive the payments [129, 141, 162, 195]. They are also called ‘middlemen’ [105, 
149, 159, 165, 177, 182, 191, 192, 194], ‘third parties’, ‘corredores’ [84], ‘agents’ [196] and ‘connec-
tors’ [84, 162, 190, 196, 197]. Mendoza distinguishes brokers from middle agents though, because 
of the former’s ‘overt profit motives and organ price control’ [84]. There is no international, uniform 
definition of the term broker. Yea, who distinguishes brokers from recruiters, defines a broker as ‘an 
intermediary between a kidney buyer and seller who connects the two using his/her knowledge of 
medical personnel and facilities that engage in illegal kidney transplantations. The broker’s key asset 
in this market is his/her greater knowledge of other stakeholders in the market to whom the seller 
does not have direct access.’ [91]. Mendoza adopts a broader approach, defining brokers as ’indi-
viduals or agencies/groups who establish the network.’ [84, 196]. According to Scheper-Hughes, 
brokers define themselves as ‘business executives’ and ‘international transplant coordinators’ [86].

Brokers may include doctors, hospitals and matching agencies (laboratories). They operate in-
dividually or work with agencies and organized groups (e.g. criminal syndicates) [15, 44, 52, 81, 
83, 86, 149, 196, 198]. Brokers function as invaluable connectors between recipients and suppliers 
and are thereby key players in the organ trade network [15, 79, 148, 149]. These networks are often 
multi-layered [82, 84] and also involve (staff of) hospitals [15, 105, 189], ‘travel agencies’ [15] and 
government officials [52, 82, 189]. Brokers are also the ‘market drivers’ or ‘price setters’ of the organ 
trade [82, 84, 149, 196]. Mendoza explains that the price of an organ does not only depend on 
demand and supply, but upon third party brokerage [84]. Brokers are claimed to financially benefit 
the most from these transactions [84, 196].

Testimonies against brokers are very rare [73]. As recipients and suppliers do not file complaints 
against them, many brokers escape law enforcement [73, 91, 149]. Moreover, from a criminal jus-
tice perspective, if a broker is approached by a supplier it is very difficult to prosecute him, even if 
there has been resulting exploitation [91]. Prosecutions of brokers have taken place in Turkey, Israel, 
India, South Africa, the United States, Kosovo and Brazil [73, 86, 148, 186, 199, 200].
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7.3 Modus operandi

In contrast to the large degree to which ‘brokerage’ is mentioned in the literature, only a few stud-
ies address the modus operandi of brokers. These studies have been performed in Colombia [84], 
the Philippines [83, 91], India [149], Bangladesh [58], Moldova and Israel [73]. Besides, Scheper-
Hughes and Finkel both write about brokers from Israel and Brazil who arranged ‘transplant pack-
age tours’ in South Africa for recipients from the United States and Israel [86, 147, 148].

Organ brokers encounter little difficulty in finding impoverished individuals willing to exchange 
their organ for cash [189]. They are known to seek suppliers directly [73, 196] or employ ‘scouts’ 
who go into the field and who may, in turn, pay local residents a commission per selected supplier 
or a small fee to spread the word and set up internet advertisements [82, 91, 196]. Suppliers also 
approach brokers themselves, as they received the brokers’ contact details from family, friends or 
through internet or newspaper advertisements [58, 73, 91, 147-149, 196]. After the transplantation, 
several suppliers become brokers themselves and receive financial bonuses for (facilitating) the 
recruitment of new potential suppliers [15, 73, 82, 86, 199].

As recipient and supplier often originate from two different countries and travel halfway around 
the world for transplantation [52, 58], brokers not only help recipients to locate transplant centers 
and accommodations in hospital rooms and hotels [86, 190, 201], they also arrange transport, 
medical examination, documents and accommodation for suppliers [58, 73, 83]. Moniruzzaman 
writes that Bangladeshi suppliers are housed in poor accommodations, rooming with as many as 
10 others in an apartment permanently rented by a broker [28, 58]. Scheper-Hughes and Finkel 
both write about poor individuals from Egypt, Jordan and Iraq who are housed in a special ward of 
a hospital in Iraq [35, 147]. ‘There is never a shortage of sellers. They arrive at the hospitals and are 
tested, then they live at the hospitals unit until a buyer with a good match appears’ [147]. Moazam 
reports that Pakistani suppliers live in a hospital room for many days prior to surgery, several of 
them housed together in one room where they sleep on the floor until a recipient is found [105]. 
All costs related to medical tests, travel documents and accommodation are paid by the broker and 
these debts are eventually deducted from suppliers’ fee [58, 82, 105, 189, 199].

7.4 Involvement in THBOR

Literature reveals that the presence of a broker is likely to enhance the exploitation of suppliers, and 
thus increases the likelihood of THBOR. Brokers exploit the vulnerable position of suppliers (pover-
ty and illiteracy) by means of deception, force or other forms of coercion, abduction, or fraud [91]. 

First of all, brokers do not remunerate organ suppliers fairly or to the agreed amount. They often 
give them less than the promised amount, if anything at all [24, 55, 58, 73, 79, 84, 91, 105, 147, 177, 
189, 202, 203]. The illegality of the industry and suppliers’ often voluntary participation in it, make 
it difficult to pursue any claims for money not received. Deception also occurs in terms of health 
support: many suppliers do not receive the promised post-operative and longer term care; meaning 
health checks and other follow up services are not available, or the quality of the check-ups is poor 
[91]. Potential suppliers are also misled about the procedure of organ donation, need for follow-up 
care [15, 105], its risks and long-term consequences [15, 55, 58, 73, 82, 105], and the psychological 
and lifestyle impact of donation [55, 58]. As a Brazilian supplier put it: ‘My broker said I would be 
healthier with just one kidney’ [86].

Some potential suppliers are recruited by means of false promises of employment to work 
abroad [73, 199, 204]. Brokers are also known to provide misleading and inadequate information 
to suppliers by telling them the story of the ‘sleeping kidney’, presenting the ‘donation’ as a win-win 
situation without any risks or harms involved [58]. Brokers further convince prospective suppliers 
to sell by portraying the ‘kidney donation’ as a noble act that saves lives and will be performed 
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by world-renowned specialists, or they guilt-trip them by emphasizing the desperation of the dy-
ing recipient [58, 91]. Brokers tell suppliers that their choice not to ‘donate’ diminishes after costs 
are incurred from medical examinations and expectations on the part of the buyer are raised [91]. 
Some authors report that brokers seize suppliers’ passports after they crossed the border, to ensure 
that they cannot return home before their kidney is removed. Some suppliers who changed their 
mind about the sale are held captive, threatened and/or physically abused [58, 73, 86]. ‘Sodrul, a 
22-year-old college student, decided not to “donate” his kidney and asked the broker for his pass-
port so he could return to Bangladesh. The broker and two hired local mustangs (thugs) beat up 
Sodrul, assaulted him, and threatened him into the operation.’ [58]. Scheper-Hughes reports that 
kidney suppliers from Moldova spoke of being ‘kidnapped’, abused and assaulted by their Russian 
and Turkish brokers [86]. 

Some brokers instruct suppliers and recipients how to deceive donation authorization or (ethi-
cal) committees. For instance, they familiarize suppliers and recipients with the questions that they 
will be asked, and instruct suppliers to deny that they receive any kind of payment for the organ 
[149, 157]. Other suppliers are asked to report false details of their place of residence to escape po-
lice inquiries [149]. Brokers are also known to arrange a proxy ‘donor’ to make statements on their 
behalf [157]. They forge legal documents that indicate that the person is donating an organ to a rela-
tive and advise the supplier not to disclose his true identity, so health care personnel will not reject 
the case [58, 149]. ‘I was asked to pose for a photograph with the recipient and act as his wife for 
a while. I was told that this arrangement will help me in escaping the rules and regulations and will 
also expedite payments to me. I obeyed.’ [149]. Moniruzzaman reports that a Hindu kidney supplier 
underwent circumcision against his religious faith, in order to pass as a relative of his Muslim recipi-
ent, who told him: ‘We would not be able to complete the deal as Indian doctors could reveal our 
fake identities, especially during the operation while we would be lying naked’ [58]. 

Not all suppliers are exploited. As mentioned before, many suppliers approached brokers them-
selves and some have said to ‘put pressure on the broker’ to arrange the organ sale. Many are 
known to be ‘disappointed, frustrated or angry’ if they fail to pass the required medical tests and 
therefore are deemed ineligible for providing an organ [91]. However, suppliers who voluntarily sell 
their kidneys may nonetheless face severe vulnerabilities and exploitation [73, 91]. The empirical 
evidence discussed above suggests that (threat of) force is used to induce initial compliance, and 
coercive techniques like emphasizing the desperation of the dying recipient or withholding of pass-
ports are used to ensure that individuals do not back out. Besides, existing studies suggest frequent 
problems with the accuracy of the information provided to the poorly educated and illiterate sup-
pliers: they are falsely assured with the myth of the ‘sleeping kidney’ and misled into thinking that 
they would be paid substantially more than they actually receive [28]. 

This chapter illustrates that the presence of brokers increases the likelihood of THBOR. How-
ever, the literature reveals that not in every case (all) elements of the THBOR definition are present. 
For this reason, Yea argues that ‘trafficking is generally assumed, rather than rigorously established.’ 
[91]. However, in order to be able to hold brokers liable under the provision of human trafficking, 
the only thing that matters is that one of the actions was committed with one of the means with the 
purpose of exploitation of an individual for organ removal [15].

7.5 Gaps in the literature

The literature on brokers is incomplete. Consequently, we identify the following gaps: 
•	 	Many	actors	and	actions	are	placed	under	the	term	‘broker’	or	‘brokerage’.	It	is	unclear	what	

constitutes a broker or what is the difference between a broker and other actors in the network.
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•	 	The	process	of	transportation	and	accommodation	is	very	vague.	How	are	the	recipients	and	
suppliers transported? Where are they accommodated? By whom exactly? Through which 
agencies? 

•	 	It	remains	unclear	how	exactly	illegally	operating	commercial	organ	markets	are	linked	to	hu-
man trafficking, especially in comparison to other forms of human trafficking.
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8 Transplant Professionals
  Ninoslav Ivanovski

8.1 Introduction

Adopting the methods presented in chapter 1.4, we selected and analyzed 42 articles to present a 
brief overview of the state of the literature of the involvement of transplant professionals in THBOR, 
backed up by media articles. Below, we describe the data on the role of the transplant professionals 
and identify gaps in the literature. 

8.2 The involvement of transplant professionals in THBOR

The first accounts of organ trade date from the 1990s by transplant doctors in the Gulf States and 
the Balkan region who were confronted with patients for follow-up who had received transplants 
of purchased kidneys in India (e.g. Calcutta, Bombay, Madras, New Delhi). Most of these recipi-
ents were said to be transplanted by a well-known transplant surgeon from India, who allegedly 
performed 4-5 transplants per day in private hospitals or even in modified apartments. The enor-
mous number of complications during the follow up of the recipients from Macedonia have been 
reported [132].

The first charges against a transplant professional (nephrologist) were laid in 2004 by a South 
African court for his involvement in over one hundred illegal kidney transplants involving pur-
chased organs from Brazilian suppliers and Israeli recipients [205]. The nephrologist pleaded guilty 
to ninety counts and was fined 150,000 Rand (US-$ 15,000) [206]. Charges were then also laid 
against two transplant administrative coordinators and four transplant Surgeons [206]. At the end of 
2012 they were given a permanent stay of prosecution by the Durban High Court [207]. This means 
the legal process in the trial has been halted and no convictions will take place. 

In Turkey in 2007, an arrest took place of an Israeli transplant surgeon, Dr. Shapiro, for perform-
ing illegal transplant operations in Turkey [208, 209]. From the literature it is unclear however under 
what charges he was arrested, and whether he was convicted or not. Other charges and convic-
tions of transplant professionals took place in India against one transplant surgeon [210, 211], against 
three doctors in Brazil [211] and five transplant doctors in Kosovo [212-214]. An international arrest 
warrant has been issued against a Turkish surgeon for his involvement in the Kosovo transplant 
operations [209]. Recently, in June 2013, a Costa Rican surgeon was arrested, who is suspected of 
running an international transplant ring with links to Israel and Eastern Europe [215]. 

In the literature, it is said that transplant doctors are involved in transplant tourism and organ 
brokering [52, 146]. Scheper-Hughes [35, 86] states for instance that she has ‘observed and inter-
viewed hundreds of transplant surgeons who practice or facilitate, or who simply condone illicit 
surgeries with purchased organs’. She calls these surgeons ‘renegades’, ‘outlaws’ and ‘vultures’. 
Licensed transplant professionals (many of them top-notch) are reported to have the role of brokers, 
facilitators [44, 83, 86, 91, 107, 196, 216, 217] or even key players in transplant schemes. As Sanal 
[75] writes: ‘Dr. S. is a famous transplant surgeon in the Middle East. He operates “underground” 
on wealthy patients in different countries, from Israel to Turkey to Russia. The media refer to him 
as the ‘Organ Mafia doctor’ and patients diagnosed with renal failure speak of him sardonically as 
“Robin Hood”, acknowledging that he takes organs from the poor to give to the rich’ (p. 281]. Ac-
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cording to Scheper-Hughes [44] these reports are only the tip of the iceberg. Despite official reports 
made to health and political authorities about transplant professionals involved in illegal transplant 
practices, only a few surgeons have been investigated and none have lost their credentials [44]. 

In addition, more and more doctors are confronted with surgical and medical problems in 
patients who return from transplants abroad. There are many deaths, too. Many authors call trans-
plant tourism a real life threatening venture [139, 218]. The number of complications which many 
times overweigh those observed in local transplant recipients are confirmed by many authors and 
published everywhere in the world, from the Balkan, to the USA, Canada and Australia [123, 125, 
129, 131, 136, 139-141].

The dividing line between the legal and underground transplant system becomes razor-thin, 
when doctors consciously or unconsciously participate in both systems [83, 196]. Commercial 
organ trade has taken transplant medicine to a troubling moral gray zone, and it is one of the trans-
plant medicine’s responsibilities to prevent more severe moral problems from happening. Trans-
plant surgeons have the responsibility to ensure to the best of their ability that the organs they trans-
plant are obtained upholding the highest standards of ethics [53]. Tolerating violations of medical 
ethics will results in more violations [219-221]. 

8.3 Gaps in the literature

The literature on transplant professionals reveals very little information with regard to THBOR. We 
identify the following gaps: 
•	 	It	is	unclear	under	what	circumstances,	how,	and	how	long	convicted	transplant	professionals	

performed, facilitated and/or contributed to illegal transplant operations before their arrests;
•	 	It	is	unknown	from	existing	literature	how	and	under	which	laws	/	which	charges	professionals	

were arrested and convicted;
•	 	The	existing	literature	does	not	clarify	why	many	patients	suffer	from	medical	and	surgical	com-

plications after undergoing transplants abroad, and to what extent this is caused by (the ethical 
standards of) professionals who perform the operations;

•	 	It	is	also	unknown	from	the	literature	who	these	transplant	professionals	are,	who	perform	trans-
plants abroad, and whether these transplants are performed illegally. 
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9 Other Facilitators
  Jessica de Jong 

9.1  Introduction

From the previous chapters it is clear that THBOR requires brokers as well as highly qualified 
medical professionals to carry out the transplantations. In addition, the procedure requires a setting 
which provides the necessary hygiene and medical instruments; an operating theatre [15, 86, 204]. 
Adopting the methods presented in chapter 1.4, we selected and analyzed 36 articles to present 
a brief overview of the state of the literature regarding hospitals and other facilitators of the organ 
trade: service providers, translators and law enforcement officials. The final paragraph identifies the 
gaps in the literature.

9.2 Hospitals

As stated in chapter 7.2, hospitals may operate as brokers and provide accommodation for both 
recipients and suppliers. It is also common for potential organ suppliers to directly approach medi-
cal facilities, known for their involvement in the illegal transplantation business [196, 204]. Finkel 
reports that individuals in India and Iraq literally line up at hospitals, willing to sell their kidney 
[147]. Hospitals are also known to have promised higher amounts of money to suppliers than 
they actually paid [177]. Prosecutions of hospitals have taken place in South Africa and Bulgaria. 
It concerned top hospitals which allowed its employees and facilities to be used to conduct illegal 
transplantations, with kidneys obtained from foreign impoverished individuals and transplanted 
into Israeli recipients [206, 222].

Although some authors mention the involvement of state hospitals [75, 190, 196], illegal organ 
transplantations usually take place in private hospitals [53, 75, 86, 105, 107, 190, 196, 204, 223, 
224]. Scheper-Hughes writes about a surgeon-broker who has his own private hospital in Istanbul, 
where he once got arrested [86]. With regard to Pakistan, Efrat reports that the prohibition on com-
mercial transplantation resulted in the transfer of some surgeries from hospitals to impoverished 
clinics in private houses [107]. Medical check-ups and illegal transplantations sometimes take place 
at night – aside from the licit daily business of the hospitals [204, 225]. Scheper-Hughes and Finkel 
both write about Moshe Tati from Jerusalem, who signed up for a ‘transplant tour package’ in a 
private Turkish hospital. He was ‘smuggled into the hospital through a dark basement entrance’ 
[86], as ‘the transplant surgeries were performed late at night, when the hospital was on skeleton 
staff and fewer people could question what was going on.’ [147]. Lundin writes about Victor from 
Moldova, who was driven to Turkey, forced to sign a consent form for organ donation and operated 
on in some hospital’s basement [73].

Criminal liability can be established if hospitals or its employees are deliberately involved in 
THBOR [15, 224]. According to its definition, three basic elements are necessary to constitute hu-
man trafficking: an action by certain means for the purpose of exploitation [3, 5, 15]. If (staff of) a 
hospital knows about the planned or ongoing trafficking activities or is actually facilitating or ac-
tively offering ‘donors’, the action (recruitment and harbouring, as the suppliers may be accommo-
dated in the hospital) and the purpose (exploitation) are established. The third element, the use of 
illicit means, will often occur if potential suppliers are deceived (for instance about the need for the 
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intervention, the risks or consequences), threatened or taken advantage of their vulnerability [15]. 
However, hospitals and its staff are not by definition involved in trafficking activities. Brokers are 
known to assist recipient and supplier in coming up with a cover story to mislead hospital personnel 
into believing that the donation is a purely voluntary act or forge legal documents that indicate that 
the donation is between relatives [58, 149, 157].

9.3 Service providers

Through our literature research we found that four authors acknowledge the participation of ‘match-
ing agencies’ (laboratories) in the illicit organ trade. Mendoza reports that suppliers were directly 
approached by or recommended to matching agencies [83], or sought matching agencies them-
selves [196]. As matching agencies and brokers are often closely related or, on occasions, one and 
the same [149], Muraleedharan and Mendoza both report a conflict of interest among these service 
providers as they derive their income from transplants and associated medical procedures [82, 84, 
149]. Tissue matching and other tests that need to be conducted prior to transplantation are often 
carried out in laboratories attached to hospitals where the transplantations take place, or in labora-
tories referred to by providers. As an Indian nephrologist states: ‘At this stage, it is possible for us to 
cut corners and lower the norms required for performing transplantation … the lack of standards 
and economic pressures means that people will cut corners’ [149]. Meyer writes that the quality of 
pre-screening and blood and tissue matching depends on how professional and thorough an organ 
trafficking network operates [204], but according to Scheper-Hughes these procedures are often ‘ad 
hoc, informal, or even non-existent’ for foreign recipients [86].

Five studies report the participation of ‘medical tourism’ companies in the illicit organ trade. 
Turner writes that Filipino kidneys are available for purchase at government-run hospitals through 
medical tourism companies. Several of these companies claim that it takes less than two weeks to 
proceed from initial query to the actual kidney transplant [190]. Caplan and Bilgel both state that 
travel agencies are involved in organ trade [15, 224] and Sanal writes about a Turkish recipient, 
who underwent a kidney transplantation in Moscow through ‘a small private company’ in Istanbul 
[75]. Scheper-Hughes quotes a broker from Tel Aviv who said to have discovered ‘a new source of 
fresh kidneys in the slums of Recife, north-east Brazil’ and to have set up a ‘company’ that organizes 
transplant tours for Israeli recipients to South Africa. ‘“Best of all”, she said, the new scheme was 
“dirt cheap”. “I am a low-budget operator”, she told me. “I take on board patients who can’t afford 
the big company.”’ [86].

Last but not least, Scheper-Hughes and Bilgel mention the involvement of health insurance 
companies in the illicit organ trade [86, 224]. Although they both do not provide more detailed 
information on the role of these companies, other studies reveal that in some countries health insur-
ance companies cover part of recipients’ organ transplantation costs. With the approval of the Min-
istry of Health, until 2009 Israeli health insurance companies covered part of the costs of overseas 
transplantations, even though they were prohibited in the countries where they were performed [1, 
53, 107] and, according to Scheper-Hughes, despite the general knowledge that the ‘donors’ were 
arranged and paid by brokers [86]. Bramstedt and Xu report in 2007 that insurance companies in 
the United States are taking steps to encourage policy holders through financial incentives to travel 
to a foreign country for the purpose of obtaining a transplant as well, as overseas healthcare is 
considerably less expensive. However, one of their concerns is that these financial bonuses could 
tempt patients to offer money to poor individuals as a form of coercion to donate [226], or to bro-
kers to recruit them. As reported by Scheper-Hughes, an Israeli surgeon-broker ‘joined forces with 
brokers knowledgeable about Israeli’s national medical insurance (sick funds) program’ and formed 
a company that took many Israelis abroad for transplantations with kidneys procured from poor, 
debt-ridden and/or trafficked individuals [86].
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9.4 Translators

As recipient and supplier often originate from different countries and travel halfway around the 
world for transplantation [52, 58, 86], translators are at times necessary in facilitating the organ 
trade. Through our literature research we found two studies that mention one and the same transla-
tor who consciously participated in an organ trafficking scheme [199, 206]. The then 64-year-old 
Durban salesman and Hebrew/English translator pleaded guilty to acting as a translator for South 
Africa’s largest private hospital network (Netcare), despite being aware of the fact that recipients 
and suppliers were not related and were paying or receiving money for the kidneys; and that they 
were thereby violating the Human Tissue Act [199, 227].

9.5 Law enforcement officials

As many suppliers cross national borders to sell their organs in another country, organ trade net-
works are often suspected to have excellent connections to official authorities in order to facili-
tate the movement of people across borders [15, 79, 86, 189, 204, 224, 225, 228]. According to 
Scheper-Hughes, strong links with the police and customs officials have been established through 
bribes in return for not reporting the violation of the forgery of travel documents or to ‘secure’ bor-
der crossing [36]. ‘When Moshe’s plane landed in Istanbul, there was no need to clear customs, no 
one asking for passports. “Everything was already taken care of”, Moshe says’ [147]. According to 
many of Mendoza’s surveyed 121 kidney suppliers, local politicians and police usually get involved 
in the trade when their family members and friends function as brokers. These government officials 
receive contributions from hospitals, doctors and other agencies ‘in exchange for recommending 
them to handle various aspects or phases of kidney transplantation.’ [83]. Efrat writes that poor en-
forcement of the organ trade in Pakistan results from the ties between the physicians and hospital 
owners involved in commercial transplantation and law enforcement officials. ‘The organ mafia is 
hand in glove with the administration and the police. People have been caught red-handed but 
have been let off because high-ups are beneficiaries of the huge amounts that the trade generates.’ 
[107]. Shimazono also reports that there have been allegations that embassy officials of certain 
Middle Eastern countries have facilitated commercial transplants in Pakistan and the Philippines 
[52, 229, 230].

9.6 Gaps in the literature

From the literature it is clear that all kinds of individuals and agencies transact in both legal and il-
legal modes of transplantation, which makes the dividing line between the legal and underground 
transplant system razor-thin [82-84, 196]. However, we identify the following gaps: 
•	 	The	literature	does	often	not	provide	detailed	information	about	the	exact	role	and	actions	of	

hospitals, service providers, translators and government officials within the organ trade busi-
ness. This makes it difficult to determine how these facilitators operate and if their participation 
in THBOR is conscious or unconscious, thus if criminal liability can be established.

•	 	The	facilitators	discussed	above	are	addressed	in	the	literature	regarding	THBOR,	but	it	is	im-
portant to note that there could also be other facilitators, which we do not know about from the 
literature such as religious organizations.
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10 Degree of cooperation
  Jessica de Jong

Due to the extremely complex nature of the business, THBOR is often said to require globally ac-
tive, extensive and highly organized networks [83, 84, 86, 91, 204, 224, 225, 231]. While some au-
thors refer to these networks as ‘pyramidal schemes’ [86, 182] or ‘well-organized, yet infrequently 
hierarchical’ networks [224], others refer to them as ‘ad hoc groups’ [232]. Moreover, brokers – in-
cluding licensed doctors, former kidney suppliers and government officials – are also said to oper-
ate individually [83, 84, 91]. Whilst the literature does not provide much detailed information on the 
individual role of most actors involved in THBOR, their degree of cooperation also remains largely 
unclear. The strongest link seems to be indicated between brokers and hospitals, as brokers are at 
times tolerated by hospitals or work closely with or at hospitals [105, 149].

11 Other Criminal Activities
  Jessica de Jong

The extent to which the actors involved in THBOR also profit from other types of crime is an 
unknown factor. Geis and Brown [232] state that most of these networks probably concentrate 
exclusively on organ trafficking activities [86]. We only found one article, in which Scheper-Hughes 
writes about a broker and surgeon-broker from Israel who have been arrested many times for tax 
evasion and corruption in other kind of business deals [86]. In legal cases of human organ traffick-
ing in South Africa, Brazil and Kosovo, several brokers, surgeons and other accomplices have also 
been charged with murder [233], unlawful medical activity [213], fraud [86, 148], forgery [206], as 
well as with money laundering [86, 206], and organized crime [86, 213].
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12  Financial Aspects of Trafficking in Human Beings 
for the Purpose of Organ Removal

   Jessica de Jong, Michael Bos, Frederike Ambagtsheer, Willem Weimar, Susanne Lundin,  
Martin Gunnarson & Ingela Byström

12.1 Introduction

The purpose of THBOR is exploitation in order to unlawfully obtain a financial or other material 
benefit [15, 86, 91, 204, 234]. A recent report by Global Financial Integrity, a Washington Institute, 
roughly estimates that the illicit organ trade generates illegal profits between US-$ 600 million and 
US-$ 1.2 billion per year [231]. This chapter presents an overview of the state of the literature re-
garding the profitability of human trafficking for organs. Adopting the methods presented in chapter 
1.4, we selected and analyzed 55 articles to present the amounts of money that have been received 
by those selling an organ and have been paid by those buying an organ, provide insight in the illegal 
profits gained by facilitators of the trade, and identify the gaps in the literature. Although the defini-
tion of human trafficking for organs deems payment (benefits) to the trafficked persons irrelevant, 
the profitability of this business is connected to the low amounts of money that organ suppliers 
receive. As explained before, their vulnerability and exploitation are manifested by the fact that 
they receive little or no payment at all, which is a clear indication of trafficking. Moreover, several 
qualitative studies indicate that organ selling does not lead to long-term economic benefits. Selling 
a kidney is associated with a decline in health status and a diminished ability to return to labor-
intensive work, which may explain the observed worsening of the economic status of individuals 
who sold their kidney [58, 79, 83, 105, 148, 175, 177, 203, 235-237].

12.2 Amounts of money received by organ suppliers

The payments that suppliers received varies extensively worldwide. As shown in Table 1, individuals 
from India, Pakistan, Bangladesh, Colombia and the Philippines reported to have received between 
US-$ 1,000 and US-$ 2,500 for their kidney or liver [58, 84, 105, 175, 177, 189]. As Iran imple-
mented a regulated organ procurement system which is not available to foreign nationals, ‘donors’ 
from Iran receive a standard amount of US-$ 1,219 from the government. In addition, many receive 
a rewarded gift from their recipients [1, 53, 171, 203]. In contrast, kidney suppliers from Israel and 
Turkey reported to have received between US-$ 7,500 and US-$ 20,000 [82, 86, 147]. In Decem-
ber 2003, the police in South Africa and Brazil uncovered an Israeli-led international organ traffick-
ing syndicate. Israeli individuals were initially paid up to US-$ 20,000 per kidney, before the brokers 
discovered that poor Romanians and Brazilians were willing to accept less. Although the first sup-
pliers from Brazil were paid US-$ 10,000, the extensive ‘donor waiting list’ drove the price almost 
immediately down to US-$ 6,000 and in the end to as little as US-$ 3,000 [52, 86, 148, 205, 206, 
238, 239]. Similarly, the average price for a Bangladeshi kidney – which is currently US-$ 1,400 –  
has gradually dropped because of the abundant kidney supply from the poor majority [58].2 As 

2   In some respects, the price difference is proportional to the segments of populations living in poverty. According 
to the World Development Report 2009, 76% of the population in India, 60% in Pakistan, 45% in the Philippines, 
and 9% in Turkey live on US-$ 2 a day [53].
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surveys among Colombian and Filipino kidney suppliers show, many of them indicated a desperate 
need for cash and lack of pricing information; by their low incomes as a reference point, they were 
convinced that the price was high enough or could be considered as the ‘going rate’ [82-84]. Sup-
pliers are similarly unaware of how much money is involved outside the fee they are quoted for the 
sale of their kidney by a broker [91]. Moniruzzaman reports that some suppliers have demanded 
an increase in their share of (less than) US-$ 1,400 after discovering that their broker was making a 
profit of US-$ 5,500 [58].

Cash payments were usually made on an incremental (rather than onetime) basis, with the 
balance paid after the transplant is completed. However, suppliers often received only part of the 
amount they were promised [55, 58, 73, 79, 84, 91, 105, 147, 175, 177, 189, 199]. As shown in Table 1,  
about 25 to 50 per cent of the promised amount seemed to be withheld. For instance, Naqvi et al. 
describe that none of the 239 Pakistani suppliers obtained the mean agreed price of US-$ 1,737. Af-
ter deduction for hospital and travel expenses, they received an amount of US-$ 1,377 [175]. Most 
of the 33 suppliers who were interviewed by Moniruzzaman did not receive full payment either. 
Once they had gone home and asked for the remaining money, brokers and recipients deducted 
numerous hidden expenses and offered them just a sum of the promised payment. For example, 
supplier Monu received only US-$ 600 from his recipient, one-third of the promised amount [58]. 
Finkel [147] writes down the story of a 44-year-old Turkish man, who was promised US-$ 30,000 
for his kidney: ‘I was told I’d be paid in the hospital, after the operation. There was no contract. 
Nothing was written down. It was a handshake. I trusted them – it was my neighbor, and it was 

Table 1: Overview of payments to organ suppliers (mean amounts)

Author(s) N Type Origin Economic status Payment
Zargooshi et al. (203) 100 kidney Iran ‘abject poverty’ standard US-$ 1,219
Goyal et al. (177) 305 kidney India annual family income: 

US-$ 660, 6 years after 
surgery: US-$ 420

US-$ 1,070  
(promised US-$ 1,410)

Naqvi et al. (175) 239 kidney Pakistan monthly income:  
US-$ 15

US-$ 1,377  
(promised US-$ 1,737)

Malakoutian et al. 
(171)

478 kidney Iran ‘62% below poverty 
line’

standard US-$ 1,219

Moazam et al. (105) 32 kidney Pakistan ‘extreme poverty’ US-$ 1,600  
(promised US-$ 2,400),
US-$ 240 to broker

Padilla (189), 
Tanchanco et al. 
unpublished data

135 kidney The Philippines – US-$ 2,300
(less than promised)

Awaya et al. (182) 311 kidney The Philippines US-$ 6,368
Moniruzzaman (58) 33 kidney Bangladesh ‘poor’ 27 not received full 

promised amount of 
US-$ 1,400

Mendoza (84) 151 kidney
liver

Colombia ‘below poverty line’ (k) US-$ 1,712
(l) US-$ 1,881

Yea (91) 15 kidney The Philippines ‘from urban slums of 
Baseco’

US-$ 2,750; not all 
received full promised 
amount

Mendoza (83) 121 kidney The Philippines ‘below poverty line’ US-$ 2,133

NB: Table 1 only contains studies using samples, other studies (which mention amounts in general or received 
by one supplier) are presented in the text. N refers to the amount of people who actually responded to the 
survey. 
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a doctor. Of course I trusted them.’ The morning of his release a doctor handed him an envelope 
with only US-$ 10,000 [147]. Lundin writes about a young Moldovan man and a single mother, 
who both received only half of the agreed upon amount. The man was offered US-$ 7,000 for his 
kidney, but only received US-$ 3,500 after the surgery. ‘All attempts to get the promised sum were 
fruitless. Instead he was told that the sale had been illegal and that the result of protests would be 
that “both of them could be arrested“.’ [73]. Lundin also mentions some suppliers who even re-
ceived no money at all [73, 170]. For instance, a woman from Lebanon was promised a huge sum of 
money for her kidney, which a broker sold to a wealthy Spanish businessman. In the end, however, 
she received nothing at all [170].

12.3 Amounts of money paid by organ recipients

While organ suppliers receive between US-$ 1,000 and US-$ 10,000, or at the very most US-$ 
20,000, those who want to purchase a kidney are charged with enormous amounts of money. Ac-
cording to the Council of Europe [225] and World Health Organization [240], amounts paid for a 
kidney on the black market generally range from US-$ 100,000 to US-$ 200,000 [204].

Although the number of reported organ buyers is much lower than reported organ suppliers, 
through our literature research we found that the amounts of money paid by recipients for kidneys 
and livers varies extensively. As shown in Table 2, the mean prices range from US-$ 20,000 to 
US-$ 75,000 for recipients from Turkey, Egypt and Korea, with an exceptional low mean price of 
US-$ 7,271 (range US-$ 2,800 to US-$ 13,500) paid by local recipients in Pakistan. As Rizvi et al. 
explain, private centers in Pakistan offered ‘transplant packages’ of US-$ 6,000 to US-$ 10,000 for 
locals and US-$ 20,000 to US-$ 30,000 for foreigners. These packages are offered through middle-
men and include ‘vendor payments’, immunosuppressive drugs and a one week hospital stay [223]. 
Similarly, Finkel mentioned a kidney patient who travelled from the United States to Iraq and paid 
US-$ 20,000 which included ‘six weeks in a private hospital room, a furnished apartment, medical 
fees and payment to the seller’ [147]. According to Turner, most medical facilities in the Philippines 
charge between US-$ 65,000 and US-$ 85,000 for commercial organ transplants, arranged by 
individual brokers, ‘medical tourism’ companies and hospitals. Expenses cover ‘donors’ fee, tests, 
screening, accommodation and the organ transplantation [190]. We also found recipients’ pay-
ments of US-$ 100,000 and more. The previously mentioned Israeli-led syndicate of organ brokers 
in general set a fee of US-$ 100,000 to US-$ 120,000 for its Israeli recipients [165, 206, 239]. In 
the first organ brokering case in the United States in 2012, the accused broker admitted in federal 
court that local recipients paid him up to the high amount of US-$ 160,000 for a kidney, acquired 

Table 2. Overview of payments from organ buyers (mean amounts)

Author(s) N Type Origin Transplant Economic status Payment 
Erikoglu et al. (150)   6 kidney Turkey Iraq/India – US-$ 20,000
Abdeldayem et al. (109)  15 liver Egypt China – US-$ 40,000 to

US-$ 75,000
Rizvi et al. (154) 126 kidney Pakistan Pakistan monthly income: 

US-$ 517
US-$ 7,271

Yakupoglu et al. (161)   5 kidney Turkey Egypt – US-$ 35,000 to
US-$ 40,000

Kwon et al. (151) 966 kidney
liver

Korea China – (k) US-$ 42,000
(l) US-$ 63,000

NB: Table 2 only contains studies using samples, other studies (which mention amounts in general or paid by 
one recipient) are presented in the text.
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from suppliers for US-$ 10,000 each [28, 238, 241]. As is explained in chapter 9.3, until 2009 Israeli 
health insurance companies covered most of the costs of overseas transplants, making transplant 
tourism affordable for Israeli recipients [1, 53, 86, 107]. However, Lundin mentions two Israeli organ 
brokers to whom foreign recipients had to pay US-$ 125,000 to US-$ 135,000 for a kidney as well 
[73].

12.4 Illegal profits obtained by facilitators

From the literature it is often unclear from whom or what the suppliers received payments and to 
whom or what the recipients’ payments for organs are made. The few studies that do reveal this 
kind of information clarify that kidney and liver recipients made payments to their suppliers [58, 
112], brokers [73, 84, 148, 149, 165, 182, 206, 223], physicians [75, 182], hospitals [161] and ‘com-
panies’ [75]. Some authors do not go beyond assumptions. Erikoglu et al. [150] write that the mean 
costs of transplantation from a living related donor in Turkey are around US-$ 11,000. Compared 
to the average expenses of US-$ 20,000 abroad, ‘we think that the difference between the costs is 
shared among donor, doctor, hospital, and intermediary persons’. Suppliers reported to have sold 
their organ to brokers [83, 84, 86, 91, 105, 147, 177, 206], (agents or staff of) hospitals [105, 175, 
177], physicians [58, 83, 147], ‘matching agencies’ [83], or very rarely, because of lack of contact 
information, directly to the recipient [58]. 

It is impossible to give a reliable estimate of the profitability of the global organ trafficking 
industry. However, it appears that organ trafficking is a profitable business with millions of dollars 
changing hands [86, 105, 224]. Organ brokers play an important role in facilitating the trade [91, 
149] and are claimed to financially benefit the most from these transactions [83, 242, 243]. In most 
instances, pricing is fixed or negotiated by brokers, who benefit from their own greater knowledge 
of the market and the incapacity of organ sellers and buyers to transact directly [82-84, 91]. Brokers 
use all kinds of tactics to maximize earnings and are criticized for paying substantially less than 
what they have promised and keeping a large share of the payment themselves. Their presence is 
likely to enhance exploitation of hope on the one hand and hopelessness on the other [83, 91, 149, 
177, 182, 190, 224, 242].

12.5 Gaps in the literature

The available literature on the financial aspects of THBOR is incomplete. Consequently, we identify 
the following gaps: 
•	 	Most	studies	do	not	describe	from	whom	or	what	institutions	or	actors	the	suppliers	receive	

their payments and to whom or what the recipients’ payments are made. The role of brokers in 
facilitating the trade seems clear, but this is not the case for other facilitators receiving payments: 
physicians, (agents or staff of) hospitals and all kinds of companies.

•	 	Besides	 the	financial	 transactions	 to	organ	suppliers	–	which	are	mostly	conducted	 in	cash,	
because bank accounts are often nonexistent among poor people – it is usually unclear how 
the amounts of money with regard to organ transplantations exchange hands.

•	 	Consequently,	it	is	vague	how	money	flows	and	which	amounts	of	money	are	earned	by	all	
kinds of facilitators. Although it is obvious that it is a lucrative business, it is impossible to give a 
reliable estimate of the profitability of the global organ trade.
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Chapter 2 illustrates that in the literature on the ethical aspects of trafficking in human beings for 
organ removal (THBOR) there is a consensus that THBOR is morally repugnant. THBOR has nega-
tive consequences for the persons involved and it violates ethical principles, values, human rights 
and professional virtues. In chapter 3 the organ shortage is cited as the primary explanation of 
THBOR. However, there are scholars who address the issue in conjunction with global economic, 
cultural, political and local causes. The influence of globalization on THBOR is emphasised by 
criminological perspectives; globalization has led to the emergence of numerous licit and illicit 
global enterprises. Furthermore, some authors emphasize how prohibition of scarce ‘goods’ such 
as organs increases their value and thus makes them more profitable to sell and trade. In this way, 
prohibition has the unintended effect of driving the trade underground, increasing the likelihood of 
victimization of vulnerable suppliers and hence making the crime more difficult to detect. It is also 
important to understand the local conditions and contexts contributing to THBOR: corruption, the 
absence of laws regulating organ transplantation in general and organ trade in particular, and the 
relative mundaneness and routineness that has come to characterize the act of selling an organ in 
some local settings. From this literature review, it can be concluded that both local conditions and 
global processes contribute to the existence of THBOR.

Chapters 4 until 12 about the network of THBOR reveal that the available information on 
THBOR is incomplete. Scholarly research in this area is not well-developed. This makes it difficult 
to assess the true scale and nature of THBOR. As Yea [91, p. 360] notes, ‘trafficking is generally 
assumed, rather than rigorously established’. The most useful information on the actors involved 
in THBOR comes from ethnographic field work about organ suppliers, and from this perspective 
also contains some information on recipients, brokers, hospitals and other facilitators. Despite the 
relative scarcity of available information it is apparent that many of the cases reported on organ sup-
pliers constitute elements of THBOR. Through these studies much more is known about the ‘supply 
side’ than from the ‘demand side’ (recipients) and ‘facilitation side’ of THBOR. 

From the recipients’ perspective however very little is known about the process and facilitation 
of obtaining organs. It is often implied that patients receive their organs through THBOR but this 
could not be established from the literature. Although the literature reveals that the presence of 
brokers increases the likelihood of THBOR, it does not provide detailed information about the role 
of transplant surgeons, hospitals, government officials and other facilitators. This makes it difficult 
to determine how these actors operate, whether their participation in THBOR is active or passive, 
and if and to what extent their liability can be established. Also, the degree of organization and the 
extent to which these actors profit from other types of crime remains unclear. Although it is obvi-
ous from the literature that it is a lucrative business, it is impossible to give a reliable estimate of its 
profitability. 

We conclude that the existing literature is insufficient in providing information about the scale 
and true nature of THBOR. Empirical fieldwork seems to be a more appropriate source to gather in-
formation about the incidence and nature of THBOR and the role, modes of operation and degree 
of organization of the actors involved.

In terms of appropriate responses to THBOR, the literature reveals a wide range of proposals. 
Some authors call for strengthening the legal regulations and enforcement actions. Others argue 
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that prioritizing the care and protection of the trafficked persons (victims) should take priority over 
and above law enforcement measures or concerns about state interests. Many scholars focus on re-
ducing THBOR by reducing scarcity, but here again, contentions and radically different approaches 
are put forward. Some authors believe that organ scarcity could be reduced by increasing deceased 
donation and building national self-sufficiency in the sphere of organ transplantation. Others sug-
gest that reducing organ scarcity should begin with reducing the need for organ transplantation 
by preventing organ failure in the first place. Yet others argue that THBOR could be prevented by 
creating a regulated market of organs. Others call for eliminating THBOR by developing alterna-
tive sources of transplantable organs using advanced biotechnology including xenotransplantation, 
organ cloning and stem cell therapy.
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Appendix I: Literature Search Strategy

Two literature searches were performed by the Erasmus MC University Hospital (EMC) and Lund 
University (ULUND) research teams. Although both searches were separately conducted, there was 
some overlap in the search of the databases (i.e. Web of Science and Scopus). The searches were 
combined afterwards. The results of these literature searches form the basis of this deliverable. The 
search strategy is explained below. 

A. Search by ULUND

In order to do an extensive search for literature on organ trafficking, we searched a number of dif-
ferent databases. The databases were chosen to cover literature on organ trafficking from a wide 
range of perspectives and also different types of material, even though the main focus was on ar-
ticles from academic journals. The searches were performed and compiled by Aron Lindhagen at 
the Humanities and Theology libraries at Lund University.

The search was the same in all databases, with some minor alterations, and based on key words 
provided by the members of the project. In PubMed we did a number of additional searches based 
on relevant subject headings (MESH terms) in order to collect as much as we could on the topic. In 
Library of Congress Catalog we searched for material with the authorized subject key ‘organ traf-
ficking’ and removed fictional works. On the EbscoHost platform we originally searched all of the 
46 databases Lund University subscribes to. Once the original search had been executed, a number 
of databases were removed from the search, either because they retrieved no hits, or as the hits 
were irrelevant to the project. 

In the end the following databases remained:
Abstracts in Social Gerontology, Academic Search Complete, ATLA Religion Database with 

ATLASerials , Business Source Complete, CINAHL, Criminal Justice Abstracts, EconLit, Family Stud-
ies Abstracts, Humanities International Complete, Philosopher’s Index, Political Science Complete, 
PsycEXTRA, PsycINFO, Public Affairs Index, Regional Business News, SocINDEX, Teacher Refer-
ence Center, Violence & Abuse Abstracts

The following key words were used:
•	 commercial	transplants
•	 buying	organs
•	 kidney	sales
•	 organ	trade
•	 organ	trafficking
•	 organ	tourism
•	 organ	brokers
•	 organ	trafficking	chain
•	 organ	sales
•	 selling	organs
•	 trafficking	in	persons	for	the	purpose	of	organ	removal
•	 transplant	tourism
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Table 3 shows how many hits the original search retrieved in each database. Once the searches 
were performed, duplicates were removed along with a number of off-topic resources that had 
been caught by the search, leaving 1,823 resources. 

The 1,823 search results were shared by the ULUND team with all other authors of this report. 

B. Search by EMC

EMC adopted a similar search strategy, using a wide range of search terms that cover various as-
pects of organ trafficking. The databases were: Embase, Medline OvidSP, Cochrane, Web of Sci-
ence and Scopus. In these databases the following search strings were used: 

Embase 

((‘organ transplantation’/de OR ‘liver transplantation’/de OR ‘kidney transplantation’/de) AND (‘com-
mercial phenomena’/de OR market/de OR marketing/de OR purchasing/de)) OR (((purchas* OR 
buy* OR commerc* OR tourism* OR traffic* OR overseas OR abroad OR sale OR sales OR sold 
OR selling OR crime OR criminal* OR vending OR vendor* OR pay* OR trade OR trading OR busi-
ness* OR market* OR solicit* OR entrepreneur* OR financ* OR broker* OR profit*) NEAR/3 (organ 
OR organs OR kidney* OR liver* OR transplant* OR graft* OR donor OR donation*)) OR ((donor* 
OR donat*) NEAR/3 recruit*)):ab,ti NOT ([animals]/lim NOT [humans]/lim)

Medline OvidSP 

((‘organ transplantation’/ OR ‘liver transplantation’/ OR ‘kidney transplantation’/) AND (‘Commerce’/ 
OR marketing/)) OR (((purchas* OR buy* OR commerc* OR tourism* OR traffic* OR overseas OR 
abroad OR sale OR sold OR selling OR crime OR criminal* OR vending OR vendor* OR pay* OR 
trade OR trading OR business* OR market* OR solicit* OR entrepreneur* OR financ* OR broker* 
OR profit*) ADJ3 (organ OR organs OR kidney* OR liver* OR transplant* OR graft* OR donor OR 
donation*)) OR ((donor* OR donat*) ADJ3 recruit*)).ab,ti. NOT (exp animals/ NOT humans/)

Table 3: Search results ULUNDa 

Database No. of hits Date of search

EbscoHost databases 792 21 February 2013

Library of Congress Catalog 16 27 February 2013

OAIster 68 26 February 2013

PubMed 345 26 February 2013

Scopus 340 26 February 2013

Web of Science 262 26 February 2013

Total 1,823

a This table presents the number of hits after removal of duplicates. 
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Cochrane 

(((purchas* OR buy* OR commerc* OR tourism* OR traffic* OR overseas OR abroad OR sale OR 
sold OR selling OR crime OR criminal* OR vending OR vendor* OR pay* OR trade OR trading OR 
business* OR market* OR solicit* OR entrepreneur* OR financ* OR broker* OR profit*) NEAR/3 
(organ OR organs OR kidney* OR liver* OR transplant* OR graft* OR donor OR donation*)) OR 
((donor* OR donat*) NEAR/3 recruit*)):ab,ti 

Web-of-science 

TS=((((purchas* OR buy* OR commerc* OR tourism* OR traffic* OR overseas OR abroad OR sale 
OR sold OR selling OR crime OR criminal* OR vending OR vendor* OR pay* OR trade OR trad-
ing OR business* OR market* OR solicit* OR entrepreneur* OR financ* OR broker* OR profit*) 
NEAR/3 (organ OR organs OR kidney* OR liver* OR transplant* OR graft* OR donor OR dona-
tion*)) OR ((donor* OR donat*) NEAR/3 recruit*)) NOT ((animal* OR swine* OR chick* OR rat OR 
rats OR sheep OR mouse* OR mice OR fish*) NOT (human* OR patient*)))

Scopus 

TITLE-ABS-KEY((((purchas* OR buy* OR commerc* OR tourism* OR traffic* OR overseas OR 
abroad OR sale OR sold OR selling OR crime OR criminal* OR vending OR vendor* OR pay* OR 
trade OR trading OR business* OR market* OR solicit* OR entrepreneur* OR financ* OR broker* 
OR profit*) W/3 (organ OR organs OR kidney* OR liver* OR transplant* OR graft* OR donor OR 
donation*)) OR ((donor* OR donat*) NEAR/3 recruit*)) AND NOT ((animal* OR swine* OR chick* 
OR rat OR rats OR sheep OR mouse* OR mice OR fish*) AND NOT (human* OR patient*)))

C. Integrated search by ULUND and EMC

Table 4 shows how many hits the original search retrieved in each database. After the searches 
were performed, we integrated our results with the ULUND search results. Then, we removed 
duplicates along with a number of off-topic results, leaving 10,107 publications. 

Table 4: Total number of recordsa 

Database No. of hits Date of search

Embase 2,425 6 May 2013

Scopus 5,242 6 May 2013

Web-of-Science 1,642 6 May 2013

Medline OvidSP 273 6 May 2013

Lund Search 524 February 2013

Cochrane Central 1 6 May 2013

Total 10,107

a This table presents the number of hits after removal of duplicates.
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Of the 10,107 remaining records, we excluded records on: blood, cell, tissue, sperm, eggs, bone 
marrow, other medical publications (not relevant for HOTT) and all publications published before 
01-01-2000.

This led to a total of 1,137 publications that were shared with all authors of this report. 
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1 Introduction
Worldwide, there is a mismatch between the increase in the number of those waiting and the in-
crease in those identified as potential donors. Kidney transplant wait lists grow most prominently 
[1]. By the end of 2013, 49,266 people were waiting for a kidney transplantation in the European 
Union, whilst only 19,227 transplantations were performed that year [2]. Eurotransplant’s wait list 
has an average waiting time of 3-5 years. About 15-30% of the patients die before receiving a kid-
ney [3]. Also in other parts of the world such as in the United States of America (USA), the number 
of candidates on the kidney wait list is increasing. Between 1980 and 2009 the list increased by 
600% [1]. Yet, the number of annual donors between 2004 and 2011 remained relatively stagnant 
at 13,000, making the gap between organ supply and demand even larger [1]. The list in the USA 
now has a median wait time of over 4 years [4]. The activity of organ transplantation worldwide 
is less than 10% of the global need [5]. Furthermore there are substantial disparities in access to 
transplantation, not only globally [6], but within countries as well [7]. Organ recipients travel across 
the world for transplantation, the most common being live kidney transplantation [8-13]. Although 
travelling abroad does not imply an illegal transplant purchase, it is commonly perceived to be an 
illegal and/or immoral endeavour involving health risks [14-16]. 

Several qualitative studies have been performed among patients who purchase kidneys [17-22]. 
Some of these studies reveal that patients bring back little or no information about their operation, 
such as the origin of their kidney, the transplantation costs or where and by whom the transplanta-
tion was performed. The limited amount of data about transplantations abroad makes it difficult to 
draw firm conclusions about its scale, nature and potential illegality. Also, little knowledge exists 
about the motivations, experiences and characteristics of patients travelling abroad. 

1.1 Purpose of study

The main conclusion of the HOTT project’s first report, ‘Trafficking in human beings for the pur-
pose of organ removal: a comprehensive literature review’ [23] (hereafter: literature review), is 
that a literature study provides limited information and knowledge about the nature and incidence 
of the crime. The underlying report aims to fulfil gaps of knowledge highlighted in the literature 
review by presenting the results of interviews with patients who travelled abroad for paid kidney 
transplantations. The purpose of this study is to describe the process of the transplantation (how, 
where and by whom it was facilitated) and the perspectives, experiences, behaviors and motiva-
tions of these patients. 

1.2 Research questions 

The research questions are as follows:

1. Do patients travel abroad for paid kidney transplantations?
2. How, where and by whom were their transplantations facilitated?
3. What are patients’ motivations, experiences and characteristics? 

1.3 Countries

This study was carried out in Sweden, Macedonia and The Netherlands by research teams of the 
following institutions:
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•	 Lund	University,	Sweden	(ULUND),
•	 University	of	St.	Cyril	and	Methodius,	former	Yugoslav	Republic	of	Macedonia	(UCM),
•	 Erasmus	MC	University	Hospital	Rotterdam,	The	Netherlands	(EMC).

1.4 Scope and use of terms

The underlying report adheres to the definitions and terms that are presented in the HOTT project’s 
literature review [23]. The study focuses on kidneys and not on other organs. Kidneys are increas-
ingly transplanted from living suppliers and are the most commonly traded organs. The number of 
transplants per million population (pmp) and patients on the waiting list in 2013 in Sweden, Mace-
donia and The Netherlands were as follows:

Number of transplantations and number of patients waiting for a kidney transplantation in 2013

Sweden 
Total number of kidney transplantations pmp: 43,7
Number of deceased kidney donations pmp: 28
Number of deceased kidney transplantations pmp: 28
Number of living kidney donations pmp: 15,7
Number of kidney patients on waiting list: 650
Acceptance of living donations from indirect and unspecified suppliers* [24]: yes
Source: The Swedish Council for Organ and Tissue Donation 2000-2013 [25];  
The National Board of Health and Welfare’s report 2013 [26]

Macedonia 
Total number of kidney transplantations pmp: 18
Number of deceased kidney donations pmp: 0
Number of deceased kidney transplantations pmp: 0
Number of living kidney donations pmp: 18
Number of kidney patients on waiting list: 400
Acceptance of living donations from indirect and unspecified suppliers: no
Source: Nephrology Clinic, University of St. Cyril and Methodius** 

The Netherlands 
Total number of kidney transplantations pmp : 56,8
Number of deceased kidney donations pmp: 15.9 
Number of deceased kidney transplantations pmp: 25,8
Number of living kidney donations pmp: 31
Number of kidney patients on waiting list (31 December 2013): 710 (or 735 kidney + pancreas/liver)
Acceptance of living donations from indirect and unspecified suppliers: yes
Source: Annual report of the Dutch Transplant Foundation [27] & 
Organización Nacional de Trasplantes [2]

 * Indirect donation means that a person donates indirectly to his or her intended recipient or to a specified recipient 
through an exchange program. Unspecified donation is donation to an anonymous and unspecified recipient (e.g. 
donation to the waiting list) (23).

** The Nephrology Clinic at UCM is the only center in Macedonia that performs transplants.
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2 Methods and Sources

2.1 Background

This study consisted of in-depth interviews with recipients who travelled abroad for kidney trans-
plantations.

2.1.1 Questions and themes

The interviews took place in correspondence with a semi-structured list of questions that addressed 
6 topics:

Topic Description

Patient characteristics Age, place of birth, schooling, family situation, living situation, nationality.

Anamnesis Experiences of illness and treatments in the home country prior to going abroad 
for transplant, life on dialysis, waiting time, (living) transplant possibilities.

Pre-transplant stage Motivation, preparation and facilitation of the transplant abroad, role of health 
insurance companies.

Transplant stage Organization of the transplant, operation team, contact with physicians.

Post-transplant stage Aftercare, complications, contact with supplier and physicians, quality of care, 
satisfaction of transplant abroad.

Ethics Patient’s (moral) point of view about: getting a kidney from a (unknown) supplier, 
commercialization, awareness of suppliers’ situation, solution of organ shortage.

EMC and ULUND performed the interviews in an in-depth and semi-structured manner. They were 
performed by using the topic list. The interviews by EMC and ULUND were tape-recorded. UCM 
held the interviews in a structured way by posing the questions listed in Appendix 1. The interviews 
by UCM were not tape recorded; answers were written down during the interview. 

2.1.2 Study population 

Patients with renal disease who travelled for a kidney transplant from Sweden, Macedonia or The 
Netherlands were included in the study.

2.1.3 Ethical approval 

ULUND and EMC applied for approval to perform the study. ULUND submitted an application to 
the board for ethical approval of research involving humans in Sweden. The board’s approval of 
the study is registered under Nr 2013/769, dated 11 December 2013. EMC submitted a proposal to 
the medical ethical committee of the hospital. The hospital’s approval of this research is registered 
under MEC-2013-577, dated 10 December 2013.
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2.1.4 Approach of the participants 

ULUND
Finding respondents was rather difficult in Sweden. For the recruitment of respondents ULUND 
mainly relied on a list of patients provided by one of the transplant clinics in Sweden. There were 
12 persons on the list, a number which by no means indicates the total number of patients from 
Sweden having travelled abroad for transplantation1, since this is the list from only one transplant 
unit. The information about the patients on this list was scarce. After contacting the patients, we 
realised that only one (Leila) of the five patients we could get hold of fit the criterion of the study. 

The patients were all first contacted by mail. The letter they received contained information 
about the study, an inquiry into their willingness to participate and an informed consent sheet for 
them to sign and return to us if they were willing to participate. A week later, the patients who had 
conveyed their willingness to participate were contacted by phone in order to make arrangement. 
The remaining patients were also contacted by phone in order to make sure that they had received 
and understood the information and to orally inquire about their willingness to participate. 

Due to the low proportion of these patients, we also included three interviews (Ahmed, Mo-
hammed, Amir) that we conducted in 2010, as a part of a previous research project [18]. These 
interviews fit the criteria since the respondents were all transplanted abroad while living in Sweden. 
Moreover, these interviews were performed with a methodology and interview protocol similar to 
that of the HOTT-project. In the end, we also recruited one patient (Ali) through another transplant 
professional. This patient gave his informed consent to his treating physician who then contacted us 
in order to make the practical arrangements for the interview.

UCM
UCM approached 10 patients2 who are regularly followed on out-patient basis in the University 
Clinic of Nephrology, and gave them a detailed explanation of the study. All patients agreed to par-
ticipate in the study and signed the informed consent sheets. The patients were informed that the 
data would be used anonymously and that their personal data would be kept strictly confidential. 

EMC
The researchers asked transplant doctors in EMC to identify patients (who are treated in this hospi-
tal) who went abroad for transplantation. In total, the doctors identified 13 patients3 and asked them 
if they were willing to be interviewed. The patients were informed that their information would be 
used anonymously and that their personal data would be kept strictly confidential. They also were 
asked permission to provide their contact information to the researchers. Then, the patients were 
sent an information form and contacted for an appointment. In total, 7 patients agreed to be inter-
viewed. Each patient signed an informed consent form.

2.2 Other data sources

EMC and UCM used medical background information of patients as supplementary data. ULUND 
did not have access to such files. At UCM, the data mainly concerned surgical and medical com-
plications for which patients were treated in the University Clinic of Nephrology and Urology after 

1 An informal list compiled by physicians in Sweden indicates approximately 40 patients who most likely have trav-
elled abroad for organ transplantation, for which they have paid different amounts of money.

2 Thirty-five patients are known at UCM who travelled abroad to buy kidneys, predominantly in Pakistan, India and 
Egypt. 

3 The total number of patients who travel(led) abroad from the Netherlands to purchase kidney transplants is not 
known. 
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their return from the transplant abroad. The written medical report, if present, was used as well. 
EMC searched patients’ Electronic Health Records (hereafter: EHR). This data was collected with 
approval of the patients. Most of the patients’ medical history (such as the etiology, renal replace-
ment therapy and previous transplants) and information from the hospital abroad is based on data 
retrieved from the EHR. 

2.3 Interviews with organ recipients

The number of respondents per country are presented below. 

Country Number of interviews

Sweden  5

Macedonia 10

The Netherlands  7

Total 22

2.3.1 Interpreters

During two interviews held by UMC, an interpreter was present. EMC asked an interpreter to trans-
late during one interview. ULUND also used an interpreter in one occasion. 

2.3.2 Data analysis

ULUND and EMC transcribed and encoded the data of this study manually, which led to summa-
ries based on the recurring and relevant themes that were identified. These summaries were then 
used as the empirical background to the presentation of the results. UCM used the written answers 
and notes made during the interviews to analyze the data. 
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3 Results

3.1 Sweden

Sweden – ULUND

Gender 4 male
1 female

Year and place of birth Amir: Born 1950 in Iran
Ahmed: Born 1959 in Lebanon
Mohammed: Born 1961 in Iraq
Leila: Born 1949 in Iran
Ali: Born 1974 in Iraq

Marital status All married
4 have children

Education 4 with university degree
1 unknown 

Employment 2 employed
1 unemployed
2 retired due to illness

Year of transplantation, 
destination and supplier

Amir: 2006 in Iran (deceased supplier)
Ahmed: 2005 in Pakistan (living related supplier)
Mohammed: 2005 in Pakistan (paid supplier)
Leila: 2007 in Iran (paid supplier)
Ali: 2007 in Iraq (living unrelated supplier)

3.1.1 Motivations 

The motivations that the respondents stated for travelling abroad for transplantation varied. What 
motivated the majority of them were the complications they experienced when undergoing dialy-
sis. But they also stated other reasons. Deficiencies and discrimination in the health care they re-
ceive in Sweden was one motivational factor. Ahmed, for example, decided to go abroad for trans-
plantation when he was moved to the bottom of the wait list as a consequence of him terminating 
the evaluation of his sister. The reason he terminated the evaluation process was that he felt sorry 
for his sister who had to stay in Sweden for months since his doctors could not decide whether or 
not to allow her to donate to her brother. No one, however, had told him that this would mean that 
he lost his place on the waiting list. Another motivational factor was knowledge about and contacts 
established within the transplantation society of one’s country of origin. When undergoing dialysis 
in Sweden, Amir frequently went to Iran where he consulted a physician and where he was await-
ing a transplant. On a similar note, Leila told us that it felt safe to go to Iran since she was aware of 
the skills of the doctors there. She would not have gone to another country, she said. 

All respondents, except Leila and Ali, investigated the possibility of receiving an organ from a 
living related supplier prior to going abroad for transplantation. However, Amir’s sister was deemed 
unfit, Mohammed’s sister failed to receive a visa for Sweden and, as mentioned earlier, Ahmed ter-
minated the evaluation process of his sister since it dragged on for so long. Thus, no one succeeded 
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in finding a suitable living supplier. In their narratives, Mohammed and Ahmed clearly ascribe this 
outcome to the discriminatory structures of the Swedish society. 

3.1.2 Practical arrangements

The practical arrangements that preceded the transplantations abroad also varied between the re-
spondents. All but Amir and Leila mentioned the involvement of family members in assisting them 
to find suppliers or establish contacts with hospitals and transplant professionals abroad. While 
Amir relied heavily on the contact he had established with the doctor in Iran, Leila posted an ad in 
a local Iranian newspaper with the aim to find a person willing to sell a kidney. Few of the respon-
dents mentioned the involvement of an organ broker. The majority seemed to have been in direct –  
or indirect through family members – contact with the transplant clinic. Ahmed was the only one 
who mentioned money being paid to a contact person, but it was not clear what function this 
person had. The medical evaluation and matching that preceded the transplantations were in most 
cases performed at the hospital where the surgery took place. Amir, for instance, told us that the 
Iranian doctors retook almost all of the tests that the Swedish doctors had already taken. Ahmed, 
however, was able to bring all the documentation that had been made on him and his supplier in 
Lebanon to the hospital in Pakistan where the transplantation finally took place. 

When Amir, Ahmed, Leila and Ali went abroad, their transplantations were yet to be fully 
organized. Amir underwent all the necessary tests in Iran and then stayed there for seven months 
before the transplantation took place. Likewise, Leila went to Iran to stay with her sisters and only 
while living there she started the process of looking for a supplier. Four months later the transplan-
tation took place. Although Ali just went to Iraq to visit his relatives without intentions to undergo 
transplantation, he quickly received an organ. Ali was under the impression that undergoing a trans-
plantation in Iraq was highly dangerous, but his parents convinced him that this was not the case 
and provided him with a supplier from within their own clan. Two weeks later Ali was transplanted. 
Mohammed also describes the process as fast. After three days in Pakistan a person willing to sell 
an organ to him was found. 

3.1.3 Payments

All of the respondents made payments in association with the transplantation. Not all however paid 
for the organ per se, but for the services. Only Leila and Mohammed openly said that they paid for 
the organ, that is, made payments to the supplier. Leila paid 10 million Iranian Real (approximately 
€ 280 in today’s monetary value). Mohammed did not mention the amount of money that he paid 
but said that he needed the help from his brother to finance the purchase. Amir paid for the sur-
gery and the associated services. This cost approximately 120,000 Swedish Crowns (approximately  
€ 13,000 in today’s monetary value). Ali also paid for the surgery and associated services, which 
cost approximately US-$ 10,000. But there were also other costs not directly associated with the 
medical procedure. For example, the relatives that accompanied Ali to Bagdad for the operation 
had to be housed in a hotel. In the end, these indirect costs amounted to another US-$ 10,000. 
Ali’s father, who was the owner of a hotel, covered these costs. Ali mentioned giving a gift to the 
supplier, but it is unclear whether the gift was of symbolic or financial nature. Regarding Ahmed, 
things were even more unclear. Since his mother managed the financial transactions, and financed 
the surgery by selling a plot of land, Ahmed claimed that he did not know how much was paid and 
who was paid what. 
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3.1.4 Suppliers

All but Amir, who received a deceased supplier organ, met their suppliers. Leila went together with 
her supplier to the state agency that organizes the sharing of organs in Iran. At the time of the in-
terview, she was still in contact with the supplier and his family and regularly sent money to them. 
Mohammed went against the recommendations of the Pakistani doctors and demanded to get to 
meet and pay his supplier. But since this meeting they have not been in contact. Ali’s supplier was 
a member of the same clan as him (Iraq is a distinctive clan society), but he did not meet him until 
4 or 5 days before the operation. Today they have no contact.

3.1.5 Openness about their actions

It is unclear whether all the respondents told their Swedish caregivers about their intentions to go 
abroad for transplantation. Mohammed was open about his intentions to go abroad but lied about 
the destination of his travel, saying the USA instead of Pakistan. Amir was completely open about 
his intentions, to which the caregivers reacted with bafflement. But they did not discourage him to 
go, he says. Upon their return to Sweden, the reaction of the Swedish caregivers differed. Moham-
med was asked a lot of questions when he returned to Sweden, but he answered them openly, a 
fact that he believes improved the care he received. Ahmed, however, felt that the Swedish doc-
tors overreacted when he returned. He sensed that they assumed that he had bought a kidney and 
that he, as a result, had become infected with various diseases. Since Ali returned to Sweden with 
the organ that he received in Iraq, his doctor has actively dissuaded him from going abroad for a 
transplant again. For the sake of his health, his doctor argues, he should remain within the Swedish 
health care system.

3.1.6 Post-transplant outcomes

All respondents, except Ali, seem to have had no or minor complications after the transplantation. 
Whether Ali received an infected kidney or whether the chronic virus that he was affected with 
in his early childhood caused the violent rejection that he experienced is unclear. But two months 
after the transplantation he started to experience severe complications and returned to Sweden 
immediately. At the airport in Stockholm an ambulance waited for him and subsequently he spent 
three months in the hospital. All of the other respondents received functioning and uninfected kid-
neys. Mohammed left the hospital in Pakistan already after two weeks. However, it took one year 
before he was fit enough to start working full time again. Amir experienced some complications. 
Only 3-4 weeks after the transplantation he came down with a fever, which turned out to be caused 
by a kidney stone. But the doctors managed to remove the stone without damaging the graft. When 
it comes to the care that the respondents received in the destination country, the majority of the 
respondents highlight the skill of the surgeons but also point out that they worried about the lack 
of hygiene. 

3.1.7 Ethics

When it comes to ethical issues associated with transplantation abroad and the commercialisation 
of organs, the respondents often struggle to align the principle level with the individual level. Leila, 
for instance, tells us that the implementation of a regulated market in organs would be good for 
those in need of a transplant. But if one takes into account the totality of what this means, she does 
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not think it is favourable. On a similar note, Mohammed tells us that he is not ‘the kind of person 
who wants to buy from others’, but he says that his situation forced him to do so. 

3.2 Macedonia

Macedonia – UCM

Gender 8 male
2 female

Year and place of birth Basri: Born 1984 in Kosovo-Albanian
Nijazi: Born 1968 in Kosovo-Albanian
Nazife: Born 1953 in Kosovo-Albanian
Ismet: Born 1985 in MKD-Albanian
Zeliha: Born 1962 MKD-Bosnian
Bajram: Born 1963 in MKD-Albanian
Muidin: Born 1961 in MKD-Albanian
Agim: Born 1952 in Kosovo-Albanian
Refik: Born 1957 in Kosovo-Albanian
Nusret: Born 1981 in MKD-Albanian

Marital status All married
9 have children

Education 6 primary school education
2 high school
2 university degree

Employment 5 employed
5 unemployed

Year of transplantation, 
destination and supplier

Basri: Transplanted 2002 in Russia (no information available)
Nijazi: Transplanted 2006 in Pakistan (20-years old boy)
Nazife: Transplanted 2007 in Pakistan (young girl)
Ismet: Transplanted 2007 in Pakistan (22-years old boy) 
Zeliha: Transplanted 2007 in Pakistan (no information available)
Bajram: Transplanted 2006 in India (no information available)
Muidin: Transplanted 2007 in Pakistan (young man)
Agim: Transplanted 2006 in Pakistan (25/26-years old person)
Refik: Transplanted 2007 in Pakistan (30-years old man)
Nusret: Transplanted 2007 in India (no information available)

3.2.1 Pre-transplant stage and motivation

The practice of transplant tourism is very well known among the Balkan countries especially in 
the last 20 years. Common destinations are India, Pakistan, Russia and Egypt. The motivation to go 
abroad and to buy a kidney is caused by a lack of regular transplant activity in most of the Balkan 
countries. Unfortunately there are many other important reasons such as recent civil wars, a full 
economic collapse after the introduction of a market economy and change of the political system. 
Regarding the motivation of the Chronic Kidney Disease patients to go abroad to buy a kidney it 
can be concluded that there is a lack of regular transplant activity in most of the Balkan countries. 
For example in the recently founded Republic of Kosovo there is still not any transplantation as a 
medical procedure. Therefore, for the Kosovo patients no options were suitable to get a kidney. 
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Although the conditions in Macedonia are different, the number of transplants per year is far from 
sufficient. It can be also one of the reasons for patients to go abroad and to get a kidney. 

Most of the patients describe the time of dialysis as very depressing, complicated and hope-
less. Especially when taking into account other everyday additional living problems such as unem-
ployment and mostly catastrophic economic situation in the country. Anyway, the decision to go 
abroad was supported by the members of the closed families despite the confidence in the local 
health system and dialysis conditions. Among 10 transplants performed in Pakistan and India, 2 
were pre-emptive (Refyk and Nazife) and 8 (Basri, Zeliha, Nusret, Ismet, Bajram, Agim, Muidin, 
Nijazi) were regular living paid supplier transplantation after 1 up to 12 years of dialysis time. Except 
2 patients from Kosovo, there was no support from the local medical staff.

Regarding education there are 3 patients with a university degree (Zeliha is high school teacher, 
Muidin is Muslim theology and priest-hodja and Refyk is economist and university professor). Six 
patients had a primary school education. Four patients from Kosovo are unemployed with very bad 
social and living conditions. Only one patient (Bajram) is unemployed among the patients from 
Macedonia. All other patients are employed according to their qualifications. Most of the unem-
ployed patients in Kosovo receive social monthly help (up to € 50) whereas Bajram (unemployed 
from Macedonia) got € 75. Most of the unemployed patients received some help from the relatives 
who work abroad (such as from Germany and Switzerland).

All interviewed patients are Muslims (9 Albanians and 1 Bosnian) and 7 of them were trans-
planted in Pakistan, 2 in India and 1 in Russia. The information for the possibility to go abroad and 
buy the kidney usually came from the patients that were already transplanted in those countries. 

Four patients tried to get a kidney from their relatives but it was not possible because two sup-
pliers were ABO incompatible and another two faced serious health problems. Two other patients 
had no suitable supplier and four did not want to ‘sacrifice’ their family members for living dona-
tion. Six patients (Refyk, Bajram, Nusret, Agim, Nijazi, Muedin) got a telephone number from a 
doctor in charge: 4 in Pakistan (3 in Jinnah Hospital, 1 in Lahore) and 2 in New Delhi. Four patients 
had brokers or intermediaries (Zeliha, Ismet and Muedin in Lahore) and Basri (Moscow). Only one 
patient (Nazife) used internet as a communication to contact the hospital in Karachi.

3.2.2 Practical arrangements 

All patients were accompanied by members of families or friends: Zeliha – brother, Muedin – wife, 
Ismet – father, Nusret – father, Nijazi – brother, Basri – brother, Nazife – son, Agim – friend, Bajram –  
friend and Refyk – nephew. Three patients (Zeliha, Ismet and Muedin) were accompanied also by 
their broker. Seven patients organized the trip by themselves. Eight visas were issued in Belgrade 
after the confirmation letter from Pakistan, 1 in Sofia (Bulgaria) and 1 in Ankara (Turkey). Visas were 
issued without any problems.

The trip to Pakistan (Karachi, Lahore and Rawalpindi) for Muedin, Nijazi, Zeliha, Nazife, Refyk, 
Agim and Ismet was well organized, predominantly by Turkish Airlines. The destination New Delhi 
was complicated by several days stay in Turkey for Bajram and Nusret and relatively easy for Basri 
in Moscow. There were no border and customs problems for most of the patients. Usually for the 
hospitals in Pakistan there was always a guide at the airport who transferred the patients directly to 
the hospitals. The guides usually had the name of the patient on the list.

3.2.3 Hospitals and suppliers

The reception in the hospitals was quite good and the staff was polite. Most of the patients who 
were transplanted in Pakistan were alone in the room, sometimes with their accompanying per-
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sons. Nobody shared the room with the supplier. Six recipients saw their supplier directly but only 4 
held some conversation with them. Refyk and Nazife describe the very bad situation of their suppli-
ers and, because of that, they paid some additional money directly to their suppliers. The suppliers 
were usually young, between 20-30 years; most of them were men and there was only one young 
girl of 20 years. Jinnah Memorial Hospital in Rawalpindi and Rashed Hospital in Lahore performed 
some additional investigations regarding recipients. The transplantation started usually from 7 to 10 
days after the reception in the hospital.

3.2.4 Payments

The payment was predominantly done directly to the doctor in charge (Nusret, Bajram, Agim, Re-
fyk, Nijazi), 3 patients paid a broker (Muedin, Zeliha, Ismet), 1 by bank transfer (Basri) and 1 to the 
hospital (Nazife). The amount of money was as follows:

Basri (Moscow) € 45,000 + travel costs
Zeliha (Lahore)   € 22,000 + travel costs
Ismet (Lahore) € 22,000 + travel costs
Muedin (Lahore)  € 26,000 + travel costs
Niazi (Rawalpindi) € 10,000 + travel costs
Refyk (Rawalpindi)   € 11,000 + travel costs
Agim (Rawalpindi)   € 12,500 + travel costs
Nazife (Karachi)   € 26,000 + travel costs
Bajram (New Delhi)  € 22,000 + travel costs
Nusret (New Delhi)   € 22,000 + travel costs

3.2.5 Post-transplant outcomes

Four recipients felt good after the operation (Agim, Nazife, Ismet, Zeliha) and did not show any 
further surgical or medical complications. Two patients were with sepsis (Nijazi, Muedin) and 3 
were re-operated (Basri, Nusret and Bajram). Two had delayed graft function (Refyk, Nusret). Most 
patients had urinary tract infection. The surgical correction was done locally (Moscow – Basri) and 
2 other in Skopje and Prishtina (Nusret and Bajram). The clinical follow up was done in University 
Clinic of Nephrology in Skopje.

Transplanted patients in Pakistan were usually dismissed up to 10 days if there were not any 
complications. Three patients transplanted in Lahore (Muedin, Zeliha and Ismet) had a detailed 
written report while another 3 in Rawalpindi carried only one simple page without any details 
about the procedure, immunosuppression, complications etcetera. Basri also had a detailed writ-
ten report from Moscow. Bajram and Nusret did not bring back any information from New Delhi.

Eight patients were not satisfied with the conditions in the hospitals and hygiene; only 2 had no 
remarks. Regarding the staff, most said that the staff was polite. Recipients met their doctors before 
the operations. Seven patients were alone in the room after the surgery, 2 recipients were in the 
room with 3-4 other patients and 1 patient was in ICU for 5 days.

3.2.6 Ethics

Regarding ethical aspects, only 3 recipients (Refyk, Zeliha and Muedin) showed some reflections 
and ‘guilty conscience’ about the morality and justification of the act of paid donation and use of 
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the poverty of the suppliers. But all agreed that in the moment there was a solution for their desper-
ate and hopeless situation. Unfortunately there was no any other option in that moment. All of them 
found the health system and government responsible because of the lack of introduction of a real 
transplant program in their country.

3.3 The Netherlands

The Netherlands – EMC

Gender 7 male

Year and place of birth 
(migrated to the Netherlands)

Amir: Born 1982 in Somalia (1999)
Angelo: Born 1969 in Curacao (1989)
Chao: Born 1973 in China (1983)
Dilip: Born 1967 in Sri Lanka (1992)
Fahad: Born 1955 in Pakistan (1991)
Tahir: Born 1967 in Pakistan (1992)
Salim: Born 1972 in Pakistan (1993)

Marital status 5 are married, 1 is cohabiting, 1 is divorced
6 have children

Education 1 no education
2 high school
4 college degree

Employment 2 employed
2 unemployed
3 retired due to illness/since transplantation

Year of transplantation,  
destination and supplier

Amir: Transplanted 2007 in Pakistan (living unrelated supplier)
Angelo: Transplanted 2001 in Colombia (deceased unrelated supplier)
Chao: Transplanted 2000 in China (deceased unrelated supplier)
Dilip: Transplanted 2000 in India (living related supplier)
Fahad: Transplanted 2007 in Pakistan (living related supplier)
Salim: Transplanted 2007 in Pakistan (living related supplier)
Tahir: Transplanted 2009 in Pakistan (living related supplier)

3.3.1 Motivations

Patients’ primary motivation to go abroad was the long wait time for a deceased donor kidney. 
Four patients (Angelo, Dilip, Fahad and Tahir) were on the wait list and underwent dialysis. Their 
experience of having dialysis influenced their ‘feeling of waiting’. The time during which they un-
derwent dialysis varied from 1 to 6.5 years. They experienced this period as heavy and difficult (a 
lot of nausea, fatigue and pain). Amir, Chao and Salim were not on the wait list when they travelled 
abroad. Three patients (Dilip, Fahad and Tahir) initially went abroad to celebrate holidays; the idea 
to undergo transplantation seemed to emerge there. After hearing that Dilip was placed on the wait 
list and had to undergo dialysis in The Netherlands, Dilip’s family decided to explore the possibili-
ties of donating a kidney to him in India. Fahad and Tahir became ill during dialysis in Pakistan 
and they grasped the opportunity to undergo transplantation there. Tahir and Salim’s reasons to go 
abroad, in addition to the long wait time, was because they thought that the procedure to bring a 
supplier to the Netherlands would take too long. 
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Practically all patients talked at an early stage of their disease with their Dutch physicians about 
domestic solutions, such as a transplantation from a deceased or living kidney supplier, and dialysis. 
Amir was the only patient who did not really talk about this beforehand. His nephrologist said he 
could try to go abroad for transplantation, although he advised Amir that it was better to be trans-
planted in the Netherlands. Although they had discussed possibilities with his physician, Chao’s 
parents knew about transplant possibilities in China and they immediately went abroad. None of 
the patients tried to get a kidney from a relative in the Netherlands. The decision about a transplant 
abroad was made despite their confidence in the quality of medical care in the Netherlands. Over-
all, the patients were satisfied with the Dutch health system.

3.3.2 Practical arrangements

The arrangements preceding the transplants varied between the respondents. Dilip and Tahir heard 
in the Dutch hospital from other patients on dialysis about the possibility of buying organs in Sri 
Lanka and India. Whereas Salim and Dilip performed most of the research themselves, the others 
received help from family or friends (including a physician and policeman) to facilitate the trans-
plantation. Their support consisted of finding a suitable clinic or hospital and connecting patients to 
the ‘right’ people. Family and friends established contacts with transplant professionals. Especially 
in Pakistan it was useful to ‘know’ people, in order to ensure lower costs and a faster transplant 
procedure. None of the patients mentioned the Internet as a source to find a supplier or a transplant 
clinic. No one mentioned the involvement of an organ broker, although the exact role of Chao’s 
contact person (in China) was not really clear. None of the patients’ family or friends directly as-
sisted them to find suppliers; these were found by the clinic or by the transplant professionals. 

Dilip, Fahad and Tahir took information abroad about their dialysis treatments from the Dutch 
hospital. Salim brought his medical record with the most recent data. The others did not bring 
records from the Netherlands and did not ask their physicians for help to go overseas. Amir, Chao 
and Dilip arranged a visa in the Netherlands. Fahad, Salim and Tahir had a so-called ‘origin card’, 
which allowed them to travel in and out of Pakistan. For Angelo a visa was not necessary. Whereas 
Angelo travelled alone to Colombia and stayed there without friends and family, the others went 
abroad with family members or they travelled alone but met with their friends or family upon ar-
rival. Physical examinations (e.g. blood, kidney, heart and lung) were performed in the hospitals 
abroad. All transplantations were performed within 4 months. 

3.3.3 Hospitals

Angelo went to Hospital San Vicente de Paúl in Medellín (Colombia), Chao to the First Affiliated 
Hospital of Qingtian (near Wenzhou, China). Dilip went to Madras in India (name of the hospital 
unknown). Four patients went to Pakistan; two went to Lahore and were transplanted in Adil Hos-
pital (Fahad) and Surgimed Hospital (Tahir). Salim was transplanted in Islamabad, in the Military 
Hospital, and Amir in the Jinnah Memorial Hospital, in Rawalpindi.

Most patients mentioned that the transplant procedure required proof of connection between 
them and their suppliers; they had to be family or they had to prove that there was a strong emotion-
al relationship. For this, the hospital verified their family names, blood, DNA, their birth certificate 
and identification documents. Fahad said that his supplier was questioned about his motivations for 
donation. Salim had to sign a document that no money was paid. Based on the new law in Paki-
stan, the hospital had to write a letter (with a description of the patient’s health situation, the need 
for transplantation, information about the supplier and proof of the connection between them) for 
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the judge who needs to approve the transplantation. However, some patients hinted that this law 
procedure could be circumvented if you had money or connections. 

 

3.3.4 Payments

The paid amounts differed between patients, as well as the reimbursements that they received from 
their health insurance companies. Some patients said that they paid the hospital directly (Salim paid 
an invoice from the hospital). From the others it is unknown to whom their payments were made. 
Two patients paid a package deal. The 4 patients who went to Pakistan mentioned that they had 
to pay (separately) for all services: for the hospital stay, surgery, physicians and nurses, food, medi-
cines and examinations. Especially the medicines were very expensive. The more these patients 
paid, the better the treatment they received: ‘it was all about money’. Except for Salim, the three 
other patients who went to Pakistan could negotiate the prices. In China, Chao and his family could 
choose which ‘kidney type’ they wanted: the better the match, the higher the price. They chose the 
best match and thus the most expensive one. Salim gave his supplier around € 600 out of gratitude, 
an amount for which, according to Salim, one has to work three months in Pakistan. None of the 
other patients mentioned whether they directly paid their supplier. The amounts were as follows, 
converted at the current exchange rate4:

Chao (China) € 25,000 (medical costs5)
Angelo (Colombia) € 11,500 (package deal)
Dilip (India) €  5,000 (package deal; probably excluding hotel costs)
Tahir (Pakistan) €  7,500 (all costs)
Salim (Pakistan) €  8,000 (all costs)
Fahad (Pakistan) €  9,000 (all costs)
Amir (Pakistan) €  6,000 (including travel costs)

Some patients received (partial) reimbursement from their health insurance company in the Nether-
lands. The health insurance company of Angelo and Fahad reimbursed the whole amount. Angelo’s 
reimbursement was arranged directly between the coordinator of the hospital in Colombia and his 
health insurance company. Three patients were compensated a part of the costs: Dilip received € 
1,850 (flight costs excluded), Salim € 3,000 and Tahir € 6,000. They got paid, provided that official 
and stamped invoices were attached (flight costs were never paid). Both Amir and Chao did not 
receive anything. Chao’s family did not know that refund was possible; they did not notify their 
insurance in advance that they went abroad for transplantation and thus did not receive a reim-
bursement. Some patients received financial support from family to cover the transplantation costs; 
Chao’s brother paid all the costs in China and Dilip’s parents paid everything as well. Salim was 
supported financially by his church in the Netherlands.

3.3.5 Transplant experiences

All patients met their physicians and surgeons right before the operation abroad. They were satisfied 
with their physicians, describing them as ‘intelligent specialists’ and similar to Dutch physicians. The 

4 Some patients mentioned an amount in another currency than Euro. Chao (2000): 200,000 RMD; Angelo (2001): 
US-$ 15,000; Tahir (2009): 1,000,000 Pakistani Rupee; Fahad (2007): 700,000 RMD, and Amir (2007): US-$ 8,000.

5 The Chinese hospital made a distinction between the medical costs (including surgery, doctors, medicines and 
room) and the hospital costs (food and cleaning). In addition to the amount of € 25,000. Chao had to pay for food 
and cleaning.
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care of the nurses was also described as ‘good’. Many physicians in Pakistan have studied in the 
United Kingdom or the United Stated of America. The spoken and written language in Pakistan was 
English, in Colombia they spoke Spanish (records were written in English) and in China they spoke 
Chinese. Fahad heard that his nephrologist and his surgeon performed transplantations outside 
their normal job in another hospital in the same country, to earn extra money. Most patients had a 
private room. Both Dilip and Salim moved to a shared room after a couple of days. None of them 
stayed in the same room as their supplier. All transplants were performed without problems. Amir 
and Fahad (transplanted in Pakistan) mentioned the lack of hygiene in the hospital. The others said 
that the hygiene was comparable with Dutch hospitals. 

All patients saw other foreign, hospitalized transplant patients. According to Angelo, patients 
came from all over the world because the care was good and quick; he mentioned patients from 
Venezuela and Bonaire. Chao mainly saw foreign patients: two were Dutch and the others came 
from abroad but were of Chinese origin. Dilip saw two patients from India. All other foreigners 
came from Europe (e.g. Germany, England and France). Amir saw a patient from Somalia, Libya and 
Oman. Salim saw a Dutch patient and two patients from Italy and Scandinavia. Fahad saw foreign 
patients as well but did not talk with them (‘it was not my business’).

3.3.6 Post-transplant outcomes

Fahad was not really satisfied about the care that he received; there was too little attention for pa-
tients. The others described the care as ‘good’ or ‘sufficient’. The duration of the hospital stay varied 
from 1 week until 1.5 months. Salim and Fahad mentioned issues around medicines: there were 
many fake medicines on the market (as well as trade in medicines), there was a shortage of certain 
medicines and the drugs were very expensive. Salim became ill before he returned to the Nether-
lands. He experienced kidney rejection within two months after the operation. Dilip experienced 
kidney rejection as well within 1.5 years and Chao experienced rejection after eight years. Dilip 
had to dialyze again until he received a deceased donor organ and Salim had to start dialysis until 
he received a kidney from an unspecified6 supplier. Chao is still on dialysis in the Netherlands; a 
suitable supplier has not yet been found. Amir got an infection within six months after returning to 
the Netherlands, but he recovered well. The others have a good renal function without problems.

3.3.7 Suppliers

All patients had contact with their suppliers after their transplantation, except Angelo and Chao 
who received a kidney from a deceased supplier. Fahad and Salim received a kidney from a (dis-
tant) cousin, Tahir from his brother and Dilip from his mother. Amir said he did not know the sup-
plier, but thanked her afterwards for giving him her kidney. In most cases the information about 
the transplant provided by the hospital abroad to the patients was limited or even non-existent. For 
instance, there is neither information about Chao’s supplier nor is there information that supports 
Dilip and Fahad’s accounts. Some patients’ Electronic Health Records (EHR) provide information 
about their suppliers, however this information is based on what the patients told their doctors after 
they returned to the Netherlands. For example, Salim’s EHR states that his supplier was ‘possibly a 
living related, cousin’. Amir’s EHR states that his supplier was an acquaintance, although his record 
from Pakistan mentions ‘a young suitable supplier’. The records that Tahir (Pakistan) and Angelo 
(Colombia) took back with them support what they said during the interviews. 

6 See footnote 1.
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3.3.8 Ethics

All patients except Chao and his family said that they are against the illegal purchase and sale of or-
gans. However, most of them agree with paying for an organ transplantation, if the system would be 
legal and fair for both the supplier and the recipient. Some patients do not agree with selling (parts 
of) a body based on religious reasons, however they approve of donating out of altruistic reasons. 
Angelo would go abroad for transplantation if it would be necessary. He said, ‘If I have the means, 
I will go there again. I can highly recommend it. It suited me well.’ He believes that organ trade is 
impossible to stop, at least as long as there is an organ shortage. Chao needs another transplanta-
tion and his family is now looking for possibilities in China. The Chinese culture is used to paying 
for every service. According to them ‘in China, it is really all about money, you can buy everything. 
Everything!’, including purchase of organs, ‘you just pay to receive something, that is normal in 
China. That is just the culture. It is still going on, if you can pay.’ The others would not go abroad 
for transplantation a second time; they prefer to undergo transplantation in the Netherlands. Two 
patients heard of clinics or hospitals in Pakistan where it still seems to be possible to buy organs.

4 Conclusions
Through this study, the research team was able to collect data that would have been difficult if not 
impossible to collect through desk research. The authors were able to fill gaps that were highlighted 
in this project’s literature review (1). The purpose of this study was to describe the process of the 
transplantations abroad (by whom, how and where it was facilitated), as well as the perspectives, 
experiences, behaviors and motivations of patients. We aimed to answer the following questions: 
Are patients travelling from Sweden, Macedonia and the Netherlands to other countries for a paid 
transplantation? How, where and by whom was the transplantation facilitated? What are the moti-
vations, experiences and characteristics of patients travelling abroad for transplantation?

4.1 Characteristics and motivations 

The patients shared some common features. The vast majority are men (19 of 22) and most of them 
are married with children. From this one can infer that patients who assume the traditional role 
of the ‘breadwinner’ are more likely to travel abroad for transplantation. A characteristic that was 
shared by patients in Sweden and The Netherlands was that they were born in another country. In 
fact, none of the patients that travelled from Sweden and The Netherlands were born there. Not all 
however travelled back to their country of origin for transplantation. But a slight majority (7 of 12) 
did and two travelled to neighboring countries. Among the Macedonian patients, five were natives 
of Macedonia and five originated from Kosovo. Pakistan was by far the most common destination 
country. Thirteen of the 22 patients underwent transplantation there. This does not mean however 
that Pakistan was and still is the most common destination country for all commercial transplants. 
But it was a popular destination during the period – the beginning of the 2000s – when our re-
spondents travelled for transplantation. Besides these shared features, common characteristics are 
hard to find. The patients’ age varied between 29 and 65, also their level of education and work 
situation varied. 

The motives patients gave for travelling outside Europe for transplantation also differed. In Swe-
den and The Netherlands long wait times for deceased donor kidneys and a desire to get away from 
dialysis were the main motivating factors. In Macedonia the lack of regular transplant activity was 
the chief reason given by patients for travelling abroad. But they also mentioned major events on a 
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sociopolitical level such as civil wars, economic crisis and political instability. Among the Swedish 
patients, experiences of discrimination and deficiencies in the domestic health care system were 
also mentioned as motivating factors. Some patients had examined the possibility to receive a liv-
ing donor kidney in their country of residence, but none had succeeded. The failure to do so was 
for some patients a motivating factor. Interestingly, a number of patients were motivated to go to a 
particular country because it was their country of origin and/or because they were familiar with and 
had established contacts with health care professionals there. For others, undergoing transplanta-
tion was not the chief reason to go abroad. Rather, the transplantation alternative appeared while 
they were on vacation or in their country of origin visiting relatives.

4.2 Practical arrangements

When it comes to the practical arrangements that preceded the transplants abroad, what united the 
vast majority of the interviewed patients was their reliance on assistance from family and friends. 
Very often this assistance consisted in providing contacts with hospitals and transplants profession-
als in the country of destination. Some patients, however, informed themselves about the possibili-
ties and practicalities of going abroad through fellow patients. A minority used the Internet. A ma-
jority did not rely on an organ broker, but arranged the trip themselves with the help of family and 
friends. Four of the Macedonian patients and possibly one in Sweden and The Netherlands were in 
contact with and, on three occasions, travelled with some sort of intermediary. Two of the Dutch 
patients bought package deals that included for instance the hospital services, transplantation, sur-
gery, travel and accommodation costs. A majority did not bring any medical documentation with 
them to the destination country. Instead, physical examinations and evaluations were performed at 
the hospital where the transplantation was to take place.

4.3 Payments

How much patients paid and what their payments included was not always possible to establish. It 
is clear however that some patients only paid for the services and others for the services and the do-
nor organ. In many cases it is also unclear what amount and if suppliers were paid at all. On some 
occasions patients paid the supplier themselves, but mostly they did not reimburse the supplier. The 
most common procedure was to pay the hospital or doctor in charge directly. Three of the Mace-
donian patients made payments to a broker. The amount patients paid varied significantly, from  
€ 280 to € 45,000. A number of patients received financial support from family members. In The 
Netherlands some patients received (partial) reimbursement from their health insurance company.

4.4 Transplant experience and post-transplant outcomes

The vast majority of the patients were satisfied with the care they received in the country of des-
tination. Many, however, were discontented with the level of hygiene at the hospital. None of the 
patients shared a ward with their supplier, but several saw and/or spoke to other patients, who 
often came from a vast array of countries. Patients were generally dismissed from the hospital after 
1 week to 1.5 months after the operation. Most patients had no or minor complications afterwards. 
Four experienced rejections. 
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4.5 Suppliers

Most often suppliers were recruited by the hospital or the broker. But the vast majority of the pa-
tients who received a living donor kidney met their supplier. Some received an organ from a rela-
tive. A couple of patients spoke about the destitute conditions that the suppliers were in and paid or 
gave them gifts out of gratitude. The vast majority have not remained in contact with their supplier. 
In general, the information the patients received about their supplier was scarce. The documenta-
tion they brought back with them also revealed little about their suppliers.

4.6 Ethics

Most patients questioned the ethics of their choice to purchase a kidney abroad. Not all had ac-
tively reflected on this though. Those who did were generally opposed to the implementation of a 
legal market in organs, but explained that in the particular situation they were in, going abroad for 
transplantation was their only choice. Interestingly, some legitimized the organ purchase by refer-
ence to the different cultural and moral mindset of the destination country. In Macedonia many 
patients held the national transplant system and the government responsible for their actions. 

4.7  Patient interviews and establishing trafficking in human beings  
for the purpose of organ removal

Our study demonstrates that patients’ accounts about transplants abroad constitute a valuable 
source of information about the international trade in organs. Since the documentation that patients 
bring back from abroad is often incomplete, what they tell about their experiences is crucial to 
gain a better understanding of their motivations and the way their transplantations were facilitated. 
The interviewed patients provided information about the origin of their transplanted kidneys, the 
transplant costs, why, how and where they went and which persons were involved in facilitating 
the transplant. This information contributes to the acquiring of knowledge about paid transplants 
abroad and to efforts preventing illegal transplant activities. 

Patient interviews provide little (if any) information about whether their organ suppliers were 
exploited. Even if patients told us everything they knew or wished to share, this information remains 
limited. Furthermore, the question remains to what extent the patients’ stories and/or medical re-
cords are credible. There is also discrepancy between what the medical records show (if available) 
and what the patients say. Thus, it is difficult if not impossible to establish whether trafficking in 
human beings for organ removal took place. In order to assess whether this crime occurred, patient 
interviews should be complemented by interviews with their organ suppliers, brokers, transplant 
doctors and other facilitators of the transplantation. 
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1 Introduction
 

1.1 Background and objectives

The present report builds upon the conclusions presented in the HOTT project’s literature review, 
‘Trafficking in human beings for the purpose of organ removal: a comprehensive literature review’ 
[1). This review concluded that a study of the current literature provides limited information and 
knowledge about the nature and incidence of the crime, and needs to be strengthened by other 
sources of information. 

The HOTT project‘s objectives are to: 
•	 increase	knowledge	about	trafficking	in	human	beings	for	the	purpose	of	organ	removal,
•	 raise	awareness	among	target	groups,	
•	 improve	the	non-legislative	response.

1.2 Purpose of study

This case study report addresses the gaps that were already highlighted in the HOTT project’s litera-
ture review. This study’s purpose is to contribute to existing gaps in knowledge concerning
a)  the actors and their modus operandi of contemporary organ trafficking networks and
b)  the experiences of police and prosecution in disrupting and prosecuting the persons involved 

in these networks. 

1.3 Selection of countries and cases

To acquire in-depth knowledge about the criminal networks involved in trafficking in human be-
ings for the purpose of organ removal (THBOR), the research team collected information in the 
field by interviewing people worldwide who were directly involved in and affected by the events 
that led to prosecutions and convictions. With the financial support of the European Commission 
Directorate General Home Affairs, the Central Division of the National Police of the Netherlands, 
the Magnus Bergvalls Foundation (Sweden) and the Royal Physiographic Society (Sweden), the 
research team travelled to four countries to study three trafficking cases: 
1) South Africa, Durban (November 2012) – Netcare case;
2) Republic of Kosovo, Priština (September 2013) – Medicus Clinic case;
3) State of Israel, Tel Aviv and Jerusalem (October 2013) – Netcare and Medicus Clinic case;
4) United States of America (USA), New York (March 2013) – Rosenbaum case.

Visiting these countries made it possible to talk to key persons and to access data that would not 
have been acquired through literature- or desk research. The countries and cases were selected 
because of common features: police and prosecution investigated international networks involving 
(elements of) THBOR and succeeded in gathering sufficient evidence to bring these cases to court 
that led to convictions of the accused, they relied on assistance from other countries and were 
able to demonstrate how to achieve successes and overcome obstacles in international criminal 
collaboration.
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1.4 Aims of study

The research questions were:

Research questions
1. What were the signals of the illegal activities that led to the police investigation?
2. How was the criminal investigation performed?
3. What was the modus operandi of the actors?
4. Under what laws and charges did the prosecution(s) take place?
5. What were the obstacles to prosecution and how were they addressed? 
6. What was the judgment in the case? 

1.5 Other cases and countries

The cases presented in this report show that recipients and sellers from European and non-Euro-
pean countries have undergone transplantations which were facilitated by criminal organizations. 
It’s important to mention that these cases do not fully reflect the current global status quo of the 
human organ trade. Investigations and convictions of (suspected) networks took/take place in other 
countries as well. 

Consultation of Europol, human trafficking police experts in European countries and the Orga-
nization for Security and Co-operation in Europe report on trafficking in human beings for the pur-
pose of organ removal in the OSCE Region [2] have shown that since 2000 criminal investigations 
into human trafficking for the purpose of organ removal have taken place in at least five European 
countries: Bulgaria, Greece, Moldova, Ukraine and the United Kingdom. These cases are presented 
in the Dutch police report ‘The trade in human organs and human trafficking for the purpose of 
organ removal. An exploratory study into the involvement of The Netherlands and Europe’ [6]. In 
addition, investigations and convictions took/take place in China, India, Singapore, Jordan, Turkey, 
Belarus, Costa Rica, Spain and Brazil. These cases are presented by the Organization for Security 
and Co-operation in Europe in its report mentioned above [2], in the United Nations Office on 
Drugs and Crime (UNODC) Case Law Database [3] and in the media [4]. According to Organs 
Watch, networks also exist in Argentina, Cyprus, Honduras, Panama, The Philippines, Ecuador, 
Bolivia, Colombia, Syria, Iran (where brokers infiltrate a regulated system of organs trafficking), 
Vietnam, Cambodia, Nepal, Thailand, Pakistan, Egypt and Albania.

Furthermore, recent research reveals that indications and suspicions of organ trafficking occur 
in many European countries, that are/have not been investigated. For instance, the HOTT project’s 
second report [5] illustrates that patients travel abroad from Sweden, The Netherlands and the for-
mer Yugoslav Republic of Macedonia to purchase kidney transplants in China, Pakistan, India, Iran 
and other countries. A 2013 survey held amongst transplant professionals in The Netherlands found 
that almost half of the professionals have treated patients in the last 5 years who travelled abroad for 
kidney transplants, with suspicions or certainty of organ purchase in 70% of cases. These patients 
are not reported due to doctors’ duty of confidentiality and their privilege of non-disclosure. The 
Dutch police report mentioned above [6] presents signals of trafficking in human beings for the 
purpose of organ removal in The Netherlands that could not be further investigated, because the 
signals did not contain sufficient information in order for a police investigation to be performed. 
The impact of the demand for organs originating in Europe and other regions on the global organ 
trade should not be underestimated and should be more rigorously addressed. The organ trade is an 
international crime that is not confined to the regions and countries presented herein.
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2 Methods and Sources
This study is based on the following research methods:
•	 in-depth	interviews,
•	 study	of	case	materials.

The interviews were the predominant research method. In addition, the research team collected a 
large number of documents. The team also conducted one field observation. This took place dur-
ing a court hearing in South Africa and was recorded in field diaries. The methods are described in 
more detail below. The research materials were supplemented by published research in scholarly, 
medical and human rights journals and media reports. 

2.1 Interviews

The number of interviews and respondents are listed below. Most interviews were held with more 
than one person and some respondents were interviewed more than once. The respondents came 
from a variety of backgrounds. Three interviews were conducted with the help of an interpreter: 
with a police officer, with a representative of the Ministry of Health and with an organ recipient. 
The interviews aimed to get insight into the respondents’ experiences and perspectives.

2.1.1 Interviews and respondents

Respondents Number of respondents Number of interviews

Police officer 8 6

Prosecutor
Dpt. of International Affairs representatives

8
2

5

Defense lawyer 7 5

Ministry of Health representative 3 3

Ministry of Internal Affairs representative/
National Coordinator Human Trafficking

2 1

International organization representative 7 4

Insurance company representative 1 1

Nephrologist/surgeon 4 3

National transplant coordinator 1 1

Social worker 1 1

Organ recipient 3 6

Founders of non-profit organization on organ 
donation 

2 1

Total 49 37

2.1.2 Selection of the respondents 

Respondents assisted the team members to get in touch with new involved persons after their ar-
rival in the country. Interviewees were e-mailed and/or phoned with the request for an interview. 
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All were given an information sheet prior to each interview. This sheet described the purpose of the 
HOTT project, the aims of this study and presented the names, affiliations and contact details of 
the members of the research team. It also emphasized that data would be used anonymously and 
kept strictly confidential. 

2.1.3 Data processing and analysis

The interviews were tape-recorded if so permitted by the respondent and transcribed verbatim by 
the project team. Due to the sensitive nature of the topics, a number of respondents did not allow 
being tape-recorded. In these cases, the research team took notes during the interview and had 
written reports based on the notes immediately after the interview.

2.1.4 Questions 

The interviews took place using a 15-page, uniform, semi-structured list of prepared questions that 
addressed different themes, derived from the research questions. Small modifications were made 
in order to adapt questions to the country in question.

2.2 Case materials

Case materials formed the second source of this study. The following documents were provided by 
respondents and given to the research team:
•	 	Kosovo:	indictment,	closing	statement,	judgment	(containing	witness-	and	victim	statements),	

various legislation, defence letters, security council resolutions;
•	 	South	Africa:	charge	sheets,	legislation,	judgment,	a	large	number	of	(court)	documents	includ-

ing notices of motion, respondents’ answering affidavits, applicant’s practice notes, admissions 
of guilt, plea sentence agreement;

•	 	USA:	transcript	of	the	sentencing	hearing,	criminal	complaint,	pre-sentence	memorandum	of	
the defence, charge sheets;

•	 	Israel:	Organ	Transplant	Act,	Penal	Act,	Prohibition	of	Trafficking	 in	Persons	Act	 (Legislative	
Amendments), Organ Transplantation Regulations, Memorandum of the Ministry of Health’s 
Director General, indictments, protocols of court sessions, court’s rulings and judicial decisions, 
presentation of the deputy general manager of a health insurance company, presentation of the 
director of Overseas Surgeries Department in a public healthcare provider and presentations by 
the Israel Transplant Center.

3 Scope and Use of Terms
The HOTT project is a response to the call by the European Commission Directorate General 
Home Affairs for project proposals focusing on trafficking in human beings [7]. The primary scope 
of this project is therefore trafficking in human beings for the purpose of organ removal (THBOR). 
Consequently, THBOR is the main focus of this report. However, laws directed against human 
trafficking were not applied in all of the studied cases. Because these cases contained elements of 
THBOR, they are addressed in this report. 
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THBOR is defined and prohibited in Article 4 of the Council of Europe Convention on Action 
against Trafficking in Human Beings [8] and the Directive 2011/36/EU of the European Parliament 
and of the Council [9]. THBOR is also criminalized in Article 3 of the United Nations (UN) Protocol 
to Prevent, Suppress and Punish Trafficking in Persons, Especially Women and Children (hereafter 
Palermo Protocol) which supplements the UN Convention against Transnational Organized Crime 
[10]. THBOR is further prohibited by the Optional Protocol to the Convention on the Rights of the 
Child on the Sale of Children, Child Prostitution and Child Pornography [11]. In this report the defi-
nition is used as laid down in Article 3 of the Palermo Protocol. This protocol defines THBOR as:

Article 3 Palermo Protocol
For the purposes of this Protocol:
a)  ‘Trafficking in persons’ shall mean the recruitment, transportation, transfer, harbouring or receipt of per-

sons, by means of the threat or use of force or other forms of coercion, of abduction, of fraud, of decep-
tion, of the abuse of power or of a position of vulnerability or of the giving or receiving of payments or 
benefits to achieve the consent of a person having control over another person, for the purpose of ex-
ploitation. Exploitation shall include, at a minimum, the exploitation of the prostitution of others or other 
forms of sexual exploitation, forced labour or services, slavery or practices similar to slavery, servitude 
or the removal of organs; 

b)  The consent of a victim of trafficking in persons to the intended exploitation set forth in subparagraph (a) 
of this article shall be irrelevant where any of the means set forth in subparagraph (a) have been used […].

The full article can be found in Article 3 of the Palermo Protocol [10]. 

This definition includes three key elements: an action (e.g. recruitment and transfer), a means (e.g. 
coercion and deception) and a purpose (exploitation). These elements have to be present in order 
for an act to constitute THBOR. If the victim is a child however, the presence of these means does 
not have to be proven [12]. The definition does not prohibit the trade in organs per se. In order to 
be classified as a criminal act it is not so much the intended sale and purchase of organs, but the 
exploitative actions and means used to remove a person’s organs that count [13]. The HOTT proj-
ect’s literature review addresses this definition in more detail as well as other terms7 and definitions 
that are used throughout this report [1].

7 Chapter 1.5.3 of the literature review presents the terms used throughout this report. 
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4 Case Studies
4.1 South Africa – The Netcare case

Start of investigation: 2003
Charges: fraud; forgery; uttering; unlawful acquisition; use or supply of tissue, blood or gamete (minors); 
use or possession of proceeds unlawful activities; illegal receipt of payments (minors)
Convicted: Netcare represented by Ian Goble, 1 nephrologist, 1 recipient, 1 translator, 1 local coordinator 
and 1 broker 
Remaining accused: 4 transplant surgeons, 2 transplant coordinators
Respondents of the study [R]: police investigators, prosecutors, defense attorney, social worker, represen-
tative of the Ministry of Health
Case material: charge sheets [D1], legislation [D2], various court papers from the proceedings [D3] 
Case study by Frederike Ambagtsheer, Susanne Lundin, Martin Gunnarson and Jessica de Jong
23 November – 3 December 2012; Durban, South Africa

‘After seven years of obfuscation and denial, South Africa’s largest private healthcare group, Net-
care, finally confessed to its role in a cash-for-kidneys scheme and to benefiting from associated 
international trafficking of living donors. (–) Netcare’s conviction in the Durban commercial crimes 
court is said to be a world first – no other hospital group has been found guilty of supporting an 
organised trafficking scheme dealing in organs’ [14].

4.1.1 Signals of illegal activities

In 2003, ‘out of an act of conscience’ a whistle-blower told the police about the illegal transplanta-
tions that took place at Netcare’s hospital, St. Augustine’s, located in Durban.8 It was suspected that 
illegal transplants also took place in Cape Town and Johannesburg. This was the first signal that 
reached the police, and it was decisive in the sense that it motivated them to initiate an investiga-
tion. However, once involved in the investigation, the police realized that there had been other 
signals of illegal transplants taking place prior to the moment when the whistle-blower contacted 
the police. One of the first came from the American anthropologist Nancy Scheper-Hughes and 
her organisation Organs Watch, who had picked up on the illegalities and had reported this to 
various authorities and organisations. In conjunction, a South African transplant surgeon working 
at a public hospital in Cape Town, wrote an ‘open’ letter warning his fellow surgeons about ‘Israeli 
transplantations’. Furthermore, employees from Netcare’s hospital and a blood bank, where the 
cross-matching of suppliers and recipients took place, asked their superiors what was going on or 
shared their suspicions with their superiors. At an international transplantation conference in the 
USA, surgeons from other countries also accused Netcare and its transplant surgeons [R] [15]. 

4.1.2 Criminal investigation

When the police found out about the illegal transplantations going on at Netcare’s hospital, St. Au-
gustine, they first researched transplantation in general and the law regulating it, The Human Tissue 

8 According to Nancy Scheper-Hughes, there were simultaneously whistle-blowers reporting the crime in Brazil. 
These were kidney suppliers who went to the Federal Police in Recife claiming that they had been cheated and 
exploited [15]. 
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Act. According to one of the respondents, knowing the particularities of legal transplantations was 
crucial in identifying the ways in which the transplantations at St. Augustine’s deviated from this. 
Following this, the gathering of evidence started. Quite early on however, they decided to limit the 
investigation to St Augustine’s. This was where the evidence was the strongest. Still, it became a 
major investigation [R].

At the outset, the dilemma arose that an immediate search of the transplant clinic and blood 
bank would reveal to the perpetrators that the police was on their tail. Therefore, the investigat-
ing team chose to take ‘the undercover route’ [R]. But this route failed, due to technical problems. 
However, unexpectedly, one of the organ brokers involved in the illegal activities opened a charge 
of theft in which he openly stated that an organ supplier had run off with money that he had 
received in advance, which was subsequently established to be true. Now the police had to act 
since they were worried that Netcare and their accomplices would start destroying evidence. They 
stopped the supplier and his wife at the airport and took their statements. Four days later they 
obtained a search warrant and searched the transplant clinic for the first time. During this search 
they successfully gathered all the ‘transplant files’, which contained the records of the patients, and 
the transplant register, in which all the transplantations that had been performed were recorded 
and where the surgeons were mentioned by name [R]. A couple of weeks later they performed a 
second search at St. Augustine’s hospital as they became aware of the need to gather the records of 
the patients’ entire hospital stay and the documentation pertaining to the operating theatres where 
the surgeries had taken place. To get access to these files, they brought with them a representative 
from the Ministry of Health who was authorized under the Human Tissue Act to function as an 
‘inspector of anatomy’ with access to all of the hospital’s documentation. They also performed a 
search of the blood bank, where they collected documents that proved that potential recipients 
were cross-matched against several suppliers which, in turn, indicated that they were not related 
[R]. The office of a nephrologist was also searched and medical files were confiscated. These were 
mostly files related to the recipients of kidneys. Computers were also seized. It was established that 
data entries in these letters provided to recipients were changed from ‘non-related’ to ‘related’. The 
typist who changed these letters was identified and she provided a statement under oath that she 
had been instructed to do this. 

An organ broker, a local coordinator, a nephrologist, a transplant coordinator and a translator 
were consequently arrested. These arrests and the hearings that followed also became essential 
evidence. Furthermore crucial was the investigating team’s collaboration with the other involved 
countries. In Brazil and Romania the team interviewed suppliers and/or local organ brokers. Estab-
lishing collaboration with Israel proved more difficult. A request for mutual legal assistance and 
police assistance was forwarded to Israel in order to obtain statements from suppliers and recipients 
of kidneys. This was done at an early stage of the investigations. Statements arrived in ‘drips and 
drapes’ over a long period of time. Only later, after the withdrawal of the case against the surgeons 
and coordinators, the investigating team finally received permission to visit Israel. After this, they 
collaborated successfully with the customs officials and received written statements from suppliers 
and recipients [R]. Despite this vast body of evidence, the South African state decided to provision-
ally withdraw the charges against Netcare in 2007. According to the respondents, the withdrawal 
had several causes. Two major causes were the delay in evidence coming from Israel and the failed 
attempt to have the main organ broker extradited to South Africa. In 2010, however, the charges 
were reinstated [R]. 

4.1.3 Modus operandi

The illegal transplants at St. Augustine’s started when an Israeli organ broker approached Netcare 
in 2001. His proposition was that he would provide well-paying Israeli patients in need of a kidney 
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and paid suppliers willing to sell one of their kidneys. What Netcare would bring to the equation 
was the provision of transplant services [D1]. 

The vast majority of organ recipients were recruited from Israel. Four recipients came from the 
USA and South Africa. The price of around US-$ 120,000 included the kidney, the services as well 
as the travel and accommodation. The suppliers were initially also recruited from Israel and got 
paid around US-$ 20,000, but later on the organ brokers became aware that they could acquire 
cheaper kidneys in Romania and Brazil. Here, the suppliers were willing to take part with a kidney 
for between US-$ 3,000 and US-$ 6,000. In Brazil, from where the vast majority of suppliers came 
and two local recruiters (one an expatriate retired Israeli military officer, the other a retired Brazilian 
military police captain) also took care of practical tasks such as assisting the suppliers with pass-
ports, visas, travel bookings and preparatory blood tests. On arrival in South Africa, the suppliers 
were chaperoned by local actors. Some of them also acted as interpreters. Initially suppliers were 
housed in hotels and later, when the number of suppliers increased, in an apartment at the Durban 
seafront [R, D1].

In South Africa at this time there was a ministerial policy in place that required all transplants 
between non-related donors and recipients to obtain prior approval from a ministerial advisory 
committee. In order to circumvent this requirement, Netcare and its accomplices made all suppliers 
and recipients sign papers that said that they were related when in fact they were not. Taking care 
of this, 2 transplant coordinators were employed by Netcare. Another crucial actor was a South 
African nephrologist who was responsible for referring all patients to the transplant clinic. The 
transplant surgeons were also central players. Four of them were charged. Prior to the operations a 
blood bank performed the cross-matching of recipients and suppliers [R, D1].

The payments relating to the transplantations were transferred in different ways and at different 
points in time. The recipients paid the Israeli organ broker in advance, who then paid Netcare, who 
in turn distributed the money to the various involved actors in South Africa. The nephrologist who 
was later convicted also received payments directly from the main broker into a bank account in 
Canada. The suppliers were paid in cash, usually after the operation [R, D1]. 

4.1.4 Laws and charges

At the time of the illegal transplantations at St. Augustine’s, South Africa did not have legislation 
specifically prohibiting trafficking in persons for the purpose of organ removal. Two laws were ap-
plied, The Human Tissue Act (dating from 1983), and the Prevention of Organised Crime Act (dating 
from 1998). None of them were well suited to the situation. The Human Tissue Act ‘was old and 
badly written’, as one of the respondents expressed it [R]. One of the main loopholes in this law 
was that it only targeted persons or organizations that received financial remuneration for an organ. 
The buying of organs was thus not illegal. It was also not illegal for so-called authorized institutions 
to accept money for an organ [D2]. The charges that were brought, varied to some extent between 
the defendants. But in the charge sheet issued in 2010 – which contained charges against Netcare, 
the two transplant coordinators, the 4 surgeons, the nephrologist and one of the interpreters – the 
majority of charges that were used were specified. These were: fraud, forgery, uttering, unlawful 
acquisition, use or supply of tissue, blood or gamete (minors), use or possession of proceeds from 
unlawful activities, and illegal receipt of payments (minors) [D1, D2].

4.1.5 Judgment

Since 2003, 12 people have appeared in court records, 12 have been indicted and 6 have been 
convicted. In 2010 the Netcare health group was convicted. Netcare was fined Rand 4 million 
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(approximately US-$ 380,000) for its role in 109 illegal operations at St Augustine’s involving non-
related donors and recipients. Five of these operations involved minors, which is also illegal, even 
with parental consent. Netcare also forfeited Rand 3.8 million (approximately US-$ 345,000) to 
the Assets Forfeiture Unit. In terms of the plea agreement finalised in court, criminal charges were 
withdrawn against Friedland as Netcare’s chief executive [R, D1]. 

The four surgeons and two transplant coordinators who were accused of involvement in the 
illegal transplants were arrested in 2004 and 2005 but released on bail. In 2011 they requested a 
permanent stay of prosecution9 to the Kwazulu-Natal High Court in Durban which was granted to 
them on 14 December 2012 [R, D3]. The court granted them the permanent stay because of ‘an 
inordinate delay in doing what had to be done to facilitate the beginning of the trial and driving it to 
its conclusion’ [D3] and because the evidence was deemed insufficient [R]. At the time of writing 
it is not known whether prosecution will appeal the court’s decision.

4.2 Republic of Kosovo – The Medicus Clinic case

Start of investigation: 2008
Charges: trafficking in persons, organized crime, unlawful exercise of medical activity, abusing official 
position or authority, grievous bodily harm, fraud, falsifying documents, falsifying official documents
Judgment: 29th April 2013 (published 12th November 2013): prison sentence for 5 defendants; acquittal of 
2 defendants
Defendants [7]: urologist/owner of Medicus Clinic, director of Medicus Clinic (son of the owner/director), 
3 medical doctors, specialist anesthesiologist, anesthesiologist, medical doctor/anesthesiologist 
Fugitives [2]: organ broker and transplant surgeon
Respondents of the study [R]: police investigator, lead prosecutor, defense attorney, senior protection 
officer UNHCR, officer in charge of inspection at Health Ministry, task manager/rule of law EU Office in 
Kosovo, head rule of law liaison office UNMIK, senior policy adviser, Interpol officer, Chief of Mission of 
IOM, national coordinator trafficking in human beings/deputy minister Ministry of Internal Affairs. 
Case material: amended indictment [D1], closing statement [D2], judgment [D3], legislation [D4], secu-
rity council resolution [D5]
Case study by Frederike Ambagtsheer, Jessica de Jong and Martin Gunnarson
16-20 September 2013; Pristina, Republic of Kosovo

‘An EU-led court in Kosovo has found five people guilty in connection with a human organ-traffick-
ing ring. The five are accused of carrying out dozens of illegal transplants at the Medicus Clinic in 
the capital, Priština. Meanwhile two former government officials also charged in the case have been 
cleared of involvement’ [16]

4.2.1 Signals of illegal activities

Suspicions first arose among the Kosovo Police (KP) and Immigration Services at Priština Airport 
(exact date unknown) [R, D1-3]. A KP investigator was assigned to lead the investigation in October 
2008. He discovered that foreigners upon arrival in Kosovo brought with them invitation letters 
from the Medicus clinic. The letters stated that they were coming to Medicus for treatment of heart 
conditions. This caused suspicion amongst the airport authorities because in the foreigners’ coun-
tries of origin, heart treatments are considered to be superior to those in Kosovo [R]. 

9 A permanent stay of prosecution is a ruling by the court in civil and criminal procedure, halting further legal process 
in a trial.
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4.2.2 Criminal investigation

The principal investigator compared these letters and discovered that 2 individuals, A and S were 
actually in Kosovo at that time (A would later turn out to be the organ supplier for S). On inspec-
tion of A’s flight ticket, the investigator knew when A would return to Istanbul. The KP stopped and 
questioned A at the airport on 4 November 2008. He was accompanied by an Israeli broker and 
the brother of S. During questioning KP noticed that A had been coached to provide a particular 
story, and say that he had undergone heart treatment. ‘A’ made a very ‘concerned’ impression [R]. 
Eventually he admitted that he had undergone surgery, but he did not (immediately) explain that he 
had sold his kidney. The investigator asked A to show his scar. He then stated that his kidney had 
been removed and that he had been promised US-$ 15,000 for his kidney [R]. After medical exami-
nation, A was confirmed to be in poor medical condition and incapable of traveling. He was then 
taken into hospital. Following this, KP investigators, medical experts, Ministry of Health officials, 
the Department of Organized Crime and UNMIK International police searched the Medicus clinic. 
During this search, the recipient of A’s kidney, S (an Israeli national) was identified. The director (X) 
and the owner (U) of the Medicus clinic were arrested on 4 November 2008. Seizure of medical 
and business records, medical supplies, medications and computers occurred at Medicus until 11 
November [D1-3]. At some point (date unknown), UNMIK Police took over the lead of the investiga-
tion from the KP due to the ‘very sensitive nature’10. 

After the European Union Rule of Law Mission in Kosovo (EULEX) was deployed in Kosovo the 
case was handed over to EULEX.11 The alleged nexus between the owners of the clinic and certain 
persons within the political elite, made it difficult for local authorities to initiate a robust and inde-
pendent investigation [R]. A second complication was that a search warrant had not been issued 
by a pre-trial judge, during police operations at the clinic, due to exigent circumstances concerning 
patients and medical care. In addition, the actual assistance provided by the local court administra-
tion in Kosovo to organize expert and forensic testimony, video link witnesses, key translations and 
court hearings was ‘extremely difficult in a very challenging environment’ [R]. Receiving interna-
tional legal assistance was also an issue because Kosovo was not recognized as a sovereign state 
by a number of countries. For that reason receiving cooperation from countries such as Russia was 
‘dismal and appalling’ [R]. Eventually, once personal relationships were established with special-
ists abroad, international cooperation became ‘very good’ [R]. Evidence included the evidence 
seized at the clinic, forensic evidence, pharmaceuticals, medical records, e-mail correspondence, 
customs records, witness- and victim testimonies and most importantly, anesthesiology logs that 
documented when the transplants took place, which doctors were present and on whom (recipi-
ents and suppliers) the surgeries were performed [R]. 

10 According to the project adviser, Sergio D’Orsi, UNMIK had executive functions over a number of Units of the KP 
at the time of the investigation. The result of subsequent investigations conducted in this phase (including covert 
measures on the phones used by the suspects), resulted also in the identification, tracing and arrest of the broker 
M by hand of the UNMIK investigators after having collected evidence on his involvement in the illegal transplant 
affecting the supplier A and the receiver S. The broker M was traced and located in Pristina while he was ready to 
leave Kosovo;

11 Following the Kosovo War (1998-1999) a mandate of the United Nations Interim Administration Mission in Kosovo 
(UNMIK) was established by the UN Security Council (1999). This mandate required the UN to take over the ad-
ministration and political process in Kosovo. Kosovo declared independence on 17 February 2008 and it has been 
recognized by more than 100 UN Member States since. In 2008 the UN Secretary-General instructed the Head 
of UNMIK to facilitate European Union preparations to undertake an enhanced operational role in Kosovo in the 
rule of law area. Following this, the European Union Rule of Law Mission in Kosovo (EULEX) deployed throughout 
Kosovo on 9 December 2008. Its mandate runs until June 2014. The Medicus case proceedings took place under 
the auspices of EULEX. 
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4.2.3 Modus operandi

In March 2005 the urologist/owner of Medicus Clinic (U) attended the twentieth Annual Congress 
of the European Association of Urology in Istanbul, Turkey. There he discussed the need to make 
kidney transplants available for the Kosovar people. These transplants at the time did not take place, 
due to a lack of medical expertise in transplant surgery.12 After expressing his desire to receive as-
sistance in locating a medical expert, he was provided the contact details of a Turkish transplant 
surgeon (V) [D1]. 

In 2006 U and V contacted each other. Together with X (the director of Medicus) and an Israeli 
organ broker (M) they planned to perform kidney transplants in Kosovo. In December 2007 U ap-
plied for V to be licensed as a non-Kosovar health professional, which was granted by the Ministry 
of Health (MOH) in January 2008. That same month an employment contract was established 
between the Medicus clinic and V for him to perform (as a general surgeon) living donor kidney 
transplants. In March 2008 U inquired about the possibility of conducting kidney transplants at 
Medicus. The licensing process involved multiple meetings with senior local officials including the 
then Minister of Health and the Health Advisor to the Prime Minister. In May 2008 the Office of the 
Permanent Secretary at the MOH issued a confirmation of license approval for performing living 
donor transplants. This license contravened the prohibition of transplants laid down in the Kosovo 
Health Law and it did not contain all the required constituents to be a proper license [D1]. 

From March to November 2008 at least 24 individuals were recruited in foreign countries and 
transported to Kosovo in order to have one of their kidneys removed. These 24 individuals were 
matched to 24 recipients, leading to 48 surgeries, all of which took place at the Medicus clinic. Al-
though proof was found of only 24 transplants, prosecution believes that more transplants actually 
took place [D1-3]. M played an important role as ‘fixer’ of the transplants, by maintaining contacts 
between suppliers and recipients and accompanying them and the families of recipients.

The organ suppliers came from Israel (4), Turkey (3), Moldova (1), Russia (3), Ukraine (2), Ka-
zakhstan (1) and Belarus (1). Of 9 individuals’ their nationality is unknown [D3]. Most were 20-30 
years old. Suppliers identified and contacted the brokers (‘fixers’) via internet searches or news-
paper advertisements [R]. After undergoing blood tests, suppliers flew to Priština, via Istanbul. At 
the immigration office most would present a letter of invitation stating that they came for medical 
check-ups at a ‘certain clinic’ [R]. They would then be picked up and brought to the Medicus clinic. 
The planned surgery was presented to suppliers as being a routine medical procedure without risk 
after which they could resume a healthy life without restrictions. They were not given sufficient 
time to make a ‘final and conscious voluntary decision’ to donate their kidney. They would go into 
the operation room almost immediately after their arrival, after signing false declarations in the lo-
cal language that were not explained to them and were often in languages they did not speak or 
understand. They also signed so-called ‘Deeds of Donation’ stating that they were donating their 
kidney for altruistic reasons or to a relative, which in all cases was false [R, D1-3]. After 4-5 days the 
suppliers were discharged and returned to their home country. They were not given any documents 
or medicines. All were promised amounts up to US-$ 30,000. However some of them were only 
partially compensated or even received nothing at all. Many were later contacted by the ‘fixers’ 
and urged to find other ‘donors’ and given assurances that they would receive the money owed 
to them, and even more, should they cooperate with this proposal. Six of the 24 suppliers testified 
in trial. By the court they were considered victims of abuse of their position of vulnerability and in 

12 Section 46(d) of the Kosovo Health Law declares that (private) organ transplantations are forbidden. The reasons for 
this prohibition are because the medical and legal infrastructure is not in place, the government’s health budget is 
small, there is insufficient expertise, a lack of standards and medical oversight, as well as the absence of a national 
center to oversee transplants. 
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certain cases victims of coercion, fraud and/or deception and were found to be exploited by the 
removal of their kidneys [D3]. 

Recipients came from Ukraine (1), Israel (14), Turkey (1), Poland (1), Canada (1) and Germany (1). 
Of 5 recipients the nationality is as yet unknown. Recipients were generally over 50 years of age. 
They were ill and desperate for a solution to save them from years of dialysis. Most located M and 
other brokers through word of mouth, and prices up to US-$ 108,000 would be agreed. Payments 
were often made in instalments, electronically and/or in cash at Medicus. Patients would fly to 
Priština via Istanbul and were often escorted. Frequently their prospective suppliers would be on 
the same flight. Recipients were given invitation letters for getting medical treatment at Medicus to 
use if needed on entry into Kosovo or instructed to say they were visiting as tourists. They would 
be met at the airport and taken to the Medicus clinic. The operation would take place not long 
after their arrival at the clinic and they would have to sign documents, which were not explained to 
them. After a limited number of days they were discharged and given medicines and instructions 
relating to their condition and the procedures they had undergone to present to the doctors in their 
home country [R, D1-3]. 

4.2.4 Judgment

On 29 April 2013 U and X were found guilty of trafficking in persons and organized crime. The 
other accused (including U) were found guilty of unlawful exercise of medical activity. The charges 
abusing official position, grievous bodily harm, fraud and falsifying documents were rejected. U 
received 8 years imprisonment and € 10,000 fine. X received 7 years and 3 months, and a € 10,000 
fine. The other accused received 3 years and 1 year imprisonment. Two defendants were acquit-
ted [D3].13 M and V are presently the subject of an Interpol International Wanted Notice [D1, D3]. 

4.3 State of Israel – The Netcare and Medicus Clinic cases

4.3.1 Introduction 

The Netcare and Medicus Clinic cases clearly demonstrate the global nature of THBOR. In these 
cases, the trafficking networks functioned in several nations and involved Israeli brokers. Law en-
forcement also covered several countries, including Israel. In order to shed additional light on the 
complexity of these two cases, the research team travelled to Israel and analyzed these cases in the 
Israeli context, examining the modus operandi, as well as the law enforcement measures, which 
took place in relation to these cases. Hence, this chapter complements the preceding chapters on 
the Netcare case in South Africa and the Medicus clinic case in Kosovo and should be read together 
with them. It will not discuss other legal cases in Israel that are not directly related to the cases in 
South Africa and Kosovo [17, 18].14 

13 In April 2013 EULEX confirmed that it was launching a new investigation (Medicus 2.0) into people suspected of in-
volvement in the organ-trading ring that operated from the Medicus clinic. The 8 individuals are being investigated 
for the criminal offences of organized crime, trafficking in persons, grievous bodily harm, abusing official position 
of authority, fraud and trading in influence. The statement said that the new inquiry was based on revelations aris-
ing from investigations and from information that came out at the trial which suggested that the men who were 
convicted had help from others in order to traffic victims and sell their organs. 

14 As of 2007 a number of legal actions were taken against organ traffickers in Israel that ended in convictions. Two 
organ brokers were sentenced to prison for the crime of trafficking in persons for the purpose of organ removal and 
for causing severe personal injury, exploitation, receipt of goods under false pretenses, and imitating a physician (or 
being an accomplice in these offenses). Another broker was given a prison sentence for brokering organ transac-
tions and for exploitation, receipt of goods under false pretenses, making threats, extortion using threats, and other 
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4.3.2 The Netcare case

Respondents of the study [R]: Israeli police officers, office of the state attorney (prosecutors and department 
of international affairs representatives), deputy general manager of a health insurance company, kidney 
recipients (including director of an organization for dialysis patients and kidney recipients), nephrologists. 
Note: The Netcare Case was not discussed with Israeli police and state attorneys. As a result, they were not 
able to respond to the questions regarding the international collaboration in this case. 
Case material: Israeli Organ Transplant Act [D1], Penal Act [D2], Prohibition of Trafficking in Persons Act 
(Legislative Amendments) [D3], indictments [D4], court’s rulings and judicial decisions [D5], presenta-
tion of health insurance company [D6], presentation of public healthcare provider [D7], Memorandum of 
the Ministry of Health’s Director General No. 7/06 on Funding of Organ Transplants in Foreign Countries 
[D8], Organ Transplantation Regulations (Payment of Compensation and Reimbursement for Expenses to 
the Donor) [D9].
Case study by Frederike Ambagtsheer, Jessica de Jong, Martin Gunnarson, Zvika Orr and Linde van Balen 
6-14 October 2013; Tel Aviv and Jerusalem, State of Israel 

The involvement of Israeli nationals and entities in the Netcare case was multi-dimensional and 
included several global organ trafficking networks managed by Israelis, Israeli kidney recipients and 
initially also kidney suppliers, as well as funding of transplants by public healthcare providers and 
private insurance carriers. 

4.3.3 The organ trafficking networks

Significant activity of an Israeli organ trafficking network in South Africa began in 2001. Beforehand 
most Israelis who purchased organs underwent transplantation in Turkey.15 In order to compete 
with the flourishing human organ market in Turkey, where prices were continually skyrocketing – 
reaching US-$ 200,000 for a kidney transplant – the head of the aforementioned organ trafficking 
network offered transplants in South Africa for a fixed price of US-$ 108,000 [R]. After the traffick-
ing in Turkey was exposed and Israeli transplants there were stopped (temporarily), more and more 
Israelis began traveling to South Africa. Over time, additional Israeli organ trafficking networks 
began operations in South Africa, including the veteran network that had formerly operated in 
Turkey. For most of this time, 3 major and one minor Israeli network cooperated with Netcare. In 
contrast to Turkey, the sums charged to transplant recipients remained fairly constant, reaching a 
high of US-$ 120,000 [R]. 

4.3.4 Official support for kidney purchase

During the years 2001-2003 South Africa was the main destination for Israelis undergoing organ 
transplants overseas; mostly in Netcare hospitals in Durban, Johannesburg, and Cape Town [R, 
D6]. These years were characterized by rapid growth in the number of Israeli patients who pur-
chased kidneys from living suppliers overseas [D6]. Based on information from the public health-

offenses. Six additional organ brokers (in two cases) were given suspended sentences and/or community service, 
and were ordered to pay financial compensation to the complainants or a fine [D4-5] [18, 23]. In August 2014 five 
organ brokers were indicted and in September 2014 the court ruled to extend their arrest until proceedings are 
completed. A judgment has not yet been decreed on this case.

15 The original international trafficking network began in the 1990s between Israel and Turkey, and later expanded to 
Moldova. According to Nancy Scheper-Hughes, the establishment of this network followed Ministry of Health in-
vestigations (The Cotev Commission) that interrupted the recruitment of kidney sellers from the Occupied Palestin-
ian Territories in the 1990s. In the same years, Palestinian patients from the Occupied Territories as well as Palestin-
ian citizens of Israel travelled to Iraq for purchased kidneys [15, 19, 20]. 
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care providers, some 300 Israeli kidney recipients received monetary refunds from their public 
healthcare providers after returning from South Africa; the sums ranged from US-$ 37,000 to  
US-$ 70,000 [R].16 Kidney recipients who also had private insurance policies received additional 
remuneration from their insurance company. So in many cases the entire cost of the transplant, 
or almost all of it, was covered. The Ministry of Defense paid the expenses for those entitled to 
its services [R, D4]. When necessary, non-profit organizations or employers assisted in raising the 
missing funds for patients, fundraising campaigns in the media were conducted, and the public 
responded generously [R].17 Information about the organ commerce, the costs, the different bro-
kers, the potential destinations and their reputation were all well-known to patients. In the words 
of a woman who underwent a transplant in South Africa: ‘Everyone knew about it. It went ear to 
mouth, between the sick people. […] Everyone knew someone who had done that and they got the 
telephone numbers and I spoke to patients, I got recommendations, and I have met two persons 
[who] organized this (brokers) and I chose the cheaper one’ [R]. There were Israeli nephrologists 
who provided letters and documents for the South African medical centers where the transplants 
were done. Some even referred their patients to specific organ traffickers, although most refrained 
from this on ethical grounds [R]. 

4.3.5 The law before 2006

Official funding for these transplants, as well as the unimpeded and transparent actions by organ 
trafficking networks in Israel, were possible because of the Israeli law during these years. At this 
time there were not yet any laws in Israel prohibiting the purchase or sale of human organs, broker-
ing in organs, or THBOR [22]. Consequently, organ brokers were not subject to criminal punish-
ment in Israel for the brokerage itself. This legal situation expressed and also impacted the dominant 
moral attitudes in Israel towards the topic of buying and selling human organs, which were (and to 
an extent still are) relatively tolerant of these practices [17, 23].18

4.3.6 Law enforcement and its challenges

This situation placed challenges and difficulties in the path of those charged with enforcement. 
For example, in the framework of the investigation by the South African police in the Netcare 
case, Israeli citizens were called upon to testify in Tel Aviv. One kidney recipient, who underwent 
her transplant in Durban and was asked to testify, said in her interview that she did not want to 
incriminate the brokers, towards whom she felt very grateful: ‘They took me and [asked]: ‘How did 
you pay? How much did you pay?’ I didn’t give many details because I didn’t want to incriminate 
anyone. I told them that I didn’t deal with this, it was my children, my friends, who handled this. 

16 The amount of public funding varied with healthcare providers, the time and location of the transplant. One 
healthcare provider refunded a fixed rate of US-$ 70,000 to those with its ‘complementary insurance’ (this applied 
to most of the insured). Another healthcare provider paid out the equivalent of DRG-rate of a kidney transplant in 
Israel, that varied from US-$ 37,000 in the years 1993-1994 up to US-$ 50,000-55,000 in 2006-2007. As a condi-
tion for receiving a refund, some of the healthcare providers demanded that the insured present receipts, while 
others did not make this demand (since they assumed they would be forged, in any case), and in lieu accepted an 
Israeli physician’s statement that a transplant had indeed been performed [R, D5]. 

17 For example, Nancy Scheper-Hughes found that Israeli patients raised ‘the money required through a publicity 
campaign aided by a ‘charitable’ organization, Kav LaChayim, ‘United Lifeline’, that has been accused of money 
laundering activities in the US and Israel’ [19]. According to Scheper-Hughes, this organization was one of the most 
essential components of support of international transplants for Israelis [21].

18 Preliminary unpublished results of a survey conducted by Ofra Greenberg on the topic ‘public opinion in Israel 
towards commercial organ transplants’, personal communication with Ofra Greenberg, May 30, 2014.
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[…] I tried to wrangle out of this. […] They [the brokers], after all, did me a favor. Why would I go 
and incriminate them? So I evaded this [issue]’ [R]. The police officers who investigated other cases 
of organ trafficking, including the case in Kosovo, also reported that it was difficult to convince the 
recipients to make statements against the brokers, but they nevertheless managed to convince some 
of the patients to cooperate and give a testimony [R]. Prosecutors added that patients who were not 
doing well after the transplant tended to be more cooperative when asked to testify against the bro-
kers. Other patients who perceived the brokers as ‘life savers’ were more reluctant to cooperate [R]. 
As far as South Africa was concerned, a kidney recipient, who is also the director of an organization 
for dialysis patients and kidney recipients in Israel, claimed that transplants that were performed in 
South Africa were the most professional and of the highest quality among all the places to which 
Israelis travelled for kidneys. He expressed regret and indignation that this was terminated [R]. Israeli 
nephrologists who had opposed organ trafficking noted that the South African hospitals were on 
the highest professional standard. In the words of the director of nephrology of an Israeli hospital: 
‘They really did a good job. I mean, the best patients we ever had were from South Africa […]. But 
they really had a business there’ [R].

The organ trafficker – who headed the first Israeli network for commerce in human organs to 
work in South Africa – was arrested in Israel in July 2002. He was suspected of tax evasion to the 
amount of 25,000,000 NIS in Israel (approximately US-$ 5,245,000, at the exchange rate at that 
time), on income from the transplants done in South Africa19. He was also suspected of document 
forging in relation to these activities (among which was documentation from South African hospi-
tals including official receipts and invoices) and the use of forged documents for fraudulent acquisi-
tion of funds; all in aggravated circumstances [D5]. On July 2002 he was released on bail and was 
not permitted to leave the country. On February 2003 he was permitted to leave the country for 
short periods, conditional on posting an additional bond payment [D5]. In 2006 he was arrested in 
a German airport as a result of an international arrest warrant issued in South Africa, but ultimately 
he was released [R]. 

4.3.7 Law enforcement in Brazil

A retired  Israeli  military officer (‘G’), was a primary organ trafficker who set up the  Brazil-To-
South Africa scheme that recruited suppliers in Recife, Brazil. G received US-$ 10,000 for each 
successful transplant [24]. As Nancy Scheper-Hughes notes, he was indicted in Brazil, together with 
some 24 Brazilians, most of whom were kidney sellers who were wanted for information, not for 
prosecution [25, 26]. The two co-conspirators – one from Israel, one from Brazil – were sentenced 
to 11 years in prison, a term they began to serve in 2005 [24]. Later on, this sentence was reduced 
to 8 years and in 2007 G was granted ‘conditional liberty’. In 2009 he was granted compassionate 
leave for one month to visit his elderly mother in Israel, but did not return to Brazil. He was a fugi-
tive for 4 years, until he was arrested in Rome in 2013 by airport police. He was extradited to Brazil 
in August 2014 [27].

4.3.8 Changes in Israeli law and policies since 2006

In 2006, the Israeli Ministry of Health published a memorandum which instructed public health-
care providers not to provide financial coverage for transplants that involve organ trafficking [D8]. 

19 In August 2013 another organ trafficker and his company, were indicted for tax evasion of 118,000,000 NIS (US-$ 
32,187,000 at the exchange rate then) on income received from organ trafficking between 1999-2007. Of this, some 
47,300,000 NIS (US-$ 12,900,000 at the exchange rate then) were received from the Israel Ministry of Defense, and 
the remainder from private clients [D4]. A judgment has not yet been decreed on this case. 
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In the same year, lawmakers amended the Penal Act to include imprisonment of up to 16 years as 
punishment for those who ‘traffic in persons for the purpose of removing an organ’ [D2-3]. In 2008, 
the Organ Transplant Act was passed, a law which prohibits giving or receiving compensation for 
an organ and prohibits ‘brokering organ transactions’ [D1]. The punishment for ‘brokering organ 
transactions’ is imprisonment of up to three years or a fine of 226,000 NIS (US-$ 61,870). The law 
does not set a punishment for recipients who buy organs as well as for suppliers. In 2010, regula-
tions based on the Organ Transplant Act were formulated that put forth a payment by the state as 
limited compensation and reimbursement for expenses for living donors [D9]. 

Since 2008 there has been a sharp drop in overseas transplants funded by Israeli public health-
care providers and private insurance carriers [R, D6-7]. They have only funded cases where they 
were convinced that the organ transplant was legal, for example kidney transplants from deceased 
donors in Riga (Latvia) and Omsk (Russia). These changes in Israeli law and policies, as well as 
the impact of the Declaration of Istanbul on Organ Trafficking and Transplant Tourism [28] and of 
the work of the Declaration of Istanbul Custodian Group in combating organ trafficking in various 
destination countries20, has led to a significant drop in the number of Israeli patients undergoing 
transplants abroad. Thus, the annual number of kidney transplants performed abroad decreased 
from 155 in 2006 to 35 in 2011 and 43 in 2013 [22] [R].21 Concurrently, since 2011 there has been 
a marked increase22 in live kidney donations [29]. 22% of these are unspecified donors,23 most of 
whom (17%) are matched to recipients on the wait list by the charity organization, ‘Matnat Chaim’ 
[30, 31] [R].24

4.3.9 The Medicus Clinic case

Start of investigation: 2011 – present 
Indictment: indictment is forthcoming and concerns 5 Israeli nationals
Fugitive: organ broker (Israeli)
Respondents of the study [R]: Israeli police officers, office of the state attorney (prosecutors and department 
of international affairs representatives), deputy general manager of a health insurance company, kidney 
recipients (including director of an organization for dialysis patients and kidney recipients), nephrologists
Case material: translated court file [D1], amended indictment Kosovo [D2], judgment Kosovo [D3], clos-
ing statement Kosovo [D4], Israeli Organ Transplant Act [D5]
Case study by Frederike Ambagtsheer, Jessica de Jong, Martin Gunnarson, Zvika Orr and Linde van Balen 
6-14 October 2013; Tel Aviv and Jerusalem, State of Israel

4.3.10 Signals of illegal activities

The Department of International Affairs at the Office of State Attorney, Israel Ministry of Justice, 
received a request for international legal assistance (ILA) from EULEX-Kosovo concerning the in-

20  http://www.declarationofistanbul.org/governance/dicg
21 These figures, based on the national dialysis registry, do not include transplants of pre-dialysis patients that are 

performed abroad [R].
22 From 56-71 living kidney donors annually in 2007-2010 to 117 living kidney donors in 2011, 108 in 2012, and 134 

in 2013 [29].
23 Unspecified donation is donation to an anonymous recipient without a genetic or emotional relationship [30].
24 According to the National Transplant Center [29], 30 of the 134 living kidney donors in 2013 were altruistic unre-

lated donors. This phenomenon is spearheaded by the Israeli charity, ‘Matnat Chaim’ (www.kilya.org.il/en/) which 
matches altruistic donors with kidney patients on a voluntary, not-for-profit basis [R] [31].
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volvement of Israeli nationals in illegal organ transplants there. The request also identified Israeli 
nationals who had travelled to Kosovo for the removal and receipt of kidneys [R].

4.3.11 Criminal investigation

As a result of the information which was received from EULEX in the context of the ILA, the in-
vestigation in Israel started in 2011 and involved subpoenas of documents from hospitals, clinics, 
insurance companies, travel agencies and brokers. Based on information received from EULEX-
Kosovo, the Israeli police discovered that Israeli brokers who had been organizing illegal transplants 
in Kosovo, were now buying tickets to a ‘new’ country where illegal organ activities are now taking 
place [R]. The activities in this country are currently the focus of the police’s investigation. In May 
2012 six brokers were arrested; three of these are suspected for recruiting recipients and suppliers 
for the transplantations in Kosovo [R, D1].

4.3.12 Modus operandi

M (Israeli nationality, born in Turkey) started his activities in 2008 in Israel and was in contact with 
the Turkish transplant surgeon V by email, SMS and mobile phone [D1]. M performed the financial 
and logistic arrangements for suppliers and recipients and accompanied them from Istanbul to 
Pristina [D3]. M received the recipients’ money on a bank account in Turkey which he wired to V’s 
bank account [R]. After the search of the Medicus Clinic in November 2008, M gave statements 
to the police and the pre-trial judge. He was released from custody on humanitarian grounds [R] 
on the condition that he return to Kosovo if ordered to do so, but then he fled [D1]. M is now the 
subject of an Interpol International Wanted Notice and an indicted co-conspirator on an indict-
ment filed by the Prosecutor in the District Court in Pristina [D1, D2, R]. S and Z were two other 
Israeli brokers who accompanied kidney patients in Israel and handled the financial and logistic 
arrangements for their travel to Kosovo. Z accompanied the recipients to Kosovo and assisted them 
during their stay [D3]. S worked inside Israel and started working as a broker because of financial 
problems [R, D1]. 

Two Israeli doctors were suspected of collaborating with the brokers and facilitating the trans-
plants in Kosovo by performing medical tests on the recipients in Israel [R]. Accusations against 
one doctor were dropped after the police concluded that he didn’t know that his letters were used 
for the illegal transplants. The other doctor (surgeon) is alleged to have performed administrative 
tasks as part of the network [R]. According to the police there is an evidentiary basis to indict him 
and prosecutors intend to file an indictment pursuant to a hearing that will be held by the District 
Attorney’s office. 

Fourteen of the 24 recipients who underwent transplants in Kosovo were of Israeli nationality. 
Four Israeli suppliers were identified whose kidneys were removed for transplantation purposes in 
Kosovo [D2, D3].25 Most recipients met their suppliers in the Medicus clinic or in the plane from Is-
tanbul and were instructed to sign a document that they were relatives [R]. Suppliers and recipients 
recovered in the same room. Suppliers were usually discharged before the recipients, without being 
given medicines or dismissal forms [D2]. Recipients that returned to Israel in a bad condition were 
picked up by ambulances that brought them to a hospital where they received immediate care [R]. 

Some recipients used documents provided to them by the Medicus Clinic [D4] to make reim-
bursement claims for their transplant costs at their public healthcare providers and private health in-
surance companies. Some of them received reimbursements for their transplant costs but often not 

25 See also Chapter 4.2 
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for the amounts agreed [R]. Because since May 2008 Israeli public healthcare providers and private 
health insurance companies have ceased funding out-of-country transplants which are suspected to 
be illegal, reimbursement claims were denied. This resulted in civil litigation claims where patients 
attempted to fight the refusal in court. Most claims have been denied by the Israeli courts because 
these transplant activities were viewed in light of the new 2008 law [R]. 

4.3.13 Judgment

The brokers are currently the subject of a police investigation. The Israeli police confiscated their 
assets, froze their bank accounts, seized their bank cards and one apartment; however, the seized 
property has since been released due to the prolonged proceedings [R]. Prosecutors from the State 
Attorneys are now writing the indictment [R]. On 23 May 2012 there was a court session, but the 
judge extended the arrest until the end of May 2012. In June 2012 all suspects were released on bail. 
At the time of this writing, an indictment against the suspects has not yet been filed [D1]. 

The suspects will be charged for trafficking in organs and acting as intermediaries with respect 
to payments between suppliers and recipients [R] under Section 36 of the Organ Transplant Act 
[D5]. The ongoing investigation of the arrested brokers has focused on trafficking in persons for 
the purpose of organ removal, organ brokerage, fraud, exploitation, aggravated assault, conspiracy, 
money laundering and tax transgressions [D1]. One of the Israeli transplant doctors may be charged 
in the upcoming indictment; the other doctor will not be charged. Neither recipients nor suppliers 
will be charged. The Organ Transplant Act prohibits organ purchase and sale, and contains criminal 
sanctions against all third parties involved in these activities. However, the law does not contain a 
criminal sanction against the organ recipient or supplier for these activities (the explanatory report 
of the 2008 law details that this is due to consideration of the distress and vulnerability of the sup-
plier and recipient which led them to the purchase or sale of human organs) [R] [17].

4.4 United States – The Rosenbaum case

Start of investigation: 2008
Charges: brokering in human organs and conspiracy
Judgment 11th July 2012: Rosenbaum is sentenced to 2,5 years in federal prison
Defendant: Levy Izhak Rosenbaum
Respondents of the study [R]: assistant U.S. attorney, FBI-agent, defence lawyer
Case material: transcript of the sentencing hearing [D1], criminal complaint [D2], pre-sentence memoran-
dum of the defence [D3] and charges [D4]
Case study by Jessica de Jong, 18-22 March 2013; New York, USA

‘A man portrayed by his lawyers as a good Samaritan pleaded guilty on Thursday to organ traffick-
ing in the United States in what the prosecutor said was the first conviction under a federal statute 
banning sales of kidneys by paid donors. The man, Levy Izhak Rosenbaum, admitted in federal 
court that he had brokered three illegal kidney transplants for people in New Jersey in exchange for 
payments of US-$ 120,000 or more. He also pleaded guilty to one count of conspiracy to broker 
an illegal kidney sale’ [32].
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4.4.1 Signals of illegal activities

In 1999 the FBI initiated ‘Operation Bid Rig’: an extensive investigation into corruption of several 
public officials in New Jersey and money laundering in tax evasion within the orthodox Jewish 
community. One of the involved (‘D’) was running a fraudulent investment operation in real estate. 
When his scheme collapsed in 2006, he was arrested and ‘turned into’ a FBI informant. D fully 
committed himself to the operation. In February 2008, he suddenly informed the FBI that his wife’s 
grandfather was purchasing a kidney through an organ broker named Levy Izhak Rosenbaum [21] 
[R].26

4.4.2 Criminal investigation

In order to collect evidence, D accompanied an undercover FBI-agent to Rosenbaum. She was pos-
ing as D’s secretary and claimed that her uncle was in need of a kidney transplant [D2, R]. Rosen-
baum stated his willingness to find a matching supplier for US-$ 160,000. During several recorded 
meetings Rosenbaum mentioned that he had been a ‘matchmaker’ for 10 years and explained that 
it would be necessary to create a fictitious relationship between the recipient and supplier, because 
of the hospitals’ screening processes. He named two recipients who had received a kidney through 
his services and provided the agent with a telephone number at which she could contact one of 
them as a reference. Rosenbaum wanted 50 percent of the money upfront and 50 percent before 
the transplant. The first FBI payment of bank checks totalling US-$ 10,000 was credited to the bank 
account of a charitable religious organization in Brooklyn [D2]. In July 2009, Operation Bid Rig 
resulted in the arrests of 44 people, including Rosenbaum – whom D and the agent had arranged 
to meet on the day of the take down [R].

4.4.3 Modus operandi

It was established in court that Rosenbaum had been brokering in kidneys since at least 2001, as 
a defendant’s witness stated that he had received a kidney from a paid supplier in that year [D1]. 
The undercover operation revealed Rosenbaum’s modus operandi. First, he would ask the recipi-
ent who approached him for help for a blood sample to find a matching ‘donor’ willing to sell a 
kidney, who typically would be located by his associates in Israel. Rosenbaum would arrange for 
the supplier to travel to and be housed in the United States, where he or she was looked after by 
one of his associates throughout the pre-transplant procedures. Rosenbaum would help the patient 
and the supplier to coordinate a cover story to mislead hospital staff into believing that the donation 
was a purely voluntary act. Finally, he would demand full payment by the date of the transplant 
[D2-D4, R].

In Rosenbaum’s early activities, the recipients and suppliers all came from Israel and were 
presented to one and the same hospital in the name of Rosenbaum’s charity. Their story was that 
they wanted to be treated in the United States, because of better facilities and the financial support 
of the Israeli government, who reimbursed medical treatments abroad. The suppliers were actually 
immigrants from Eastern Europe living in Israel. Five years later, Rosenbaum’s charity had gone out 
of business and his method of operation seemed to have changed. At this point, the recipients were 
overwhelmingly Americans from the Orthodox Jewish communities of New Jersey and New York. 

26 During the sentencing hearing, the assistant U.S. attorney refers to a would-be whistle-blower who contacted 
Organs Watch back in 2002 by e-mail about Rosenbaum’s illegal business [D1]. The attempts of the director of 
Organs Watch, Professor Nancy Scheper-Hughes, to alert the authorities failed: ‘I was told that the information 
lacked credibility’ [21].
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The suppliers that were identified were mainly Israelis being brought over from Israel for the sur-
gery. The transplants, reimbursed by American insurance companies, were carried out in different 
United States hospitals,27 chosen by the recipient. Hence, the police investigation did not uncover 
anything to suggest that the hospitals and specialists were knowingly complicit in the commercial 
transplants [R].

Even though there is no evidence to suggest that the suppliers were threatened, subtle psycho-
logical ploys were used, such as ‘you are doing a mitzvah’, to make sure they went through with 
the transplant [R]. The only supplier traced by the United States authorities testified that he had had 
second thoughts on the morning of the surgery. However, he was told that he was the only match 
and that the recipient who would receive his kidney had only about three weeks to live. He was 
not informed about the risks and impact of the surgery and was misinformed about the duration –  
Rosenbaum’s associate told him the surgery would take 10-15 minutes instead of the actual 4-5 
hours [D1]. While he received the US-$ 25,000 he had been promised for his kidney, it was paid in 
instalments and he had to chase Rosenbaum down for the last US-$ 5,000 [D1, R].

4.4.4 Law and charges

On 27 October 2011, Rosenbaum pleaded guilty to 3 counts of violating 42 U.S. Code § 274e, 
which provides that it is unlawful ‘to knowingly acquire, receive or otherwise transfer any hu-
man organ for valuable consideration for use in human transplantation if the transfer affects in-
terstate commerce’, and to one count of violating 18 U.S. Code § 371, which refers to the con-
spiracy involving his incriminating activities during the undercover operation. As a result, 
Rosenbaum needed to forfeit US-$ 420,000 – the sum of the amounts that he received from the 
3 recipients (US-$ 120,000, US-$ 140,000 and US-$ 150,000) and the partial down payment of 
the FBI (US-$ 10,000). The authorities were not seeking to charge the recipients or the suppli-
ers: ‘Obviously the recipients were under the distress of being in bad health and needing a kid-
ney transplant. The donors, our view was that by and large, if they were desperate enough to 
sell their kidney for US-$ 25,000, there was a certain level of economic distress that they were 
under to do this, especially if they were willing to […] come to an country that they were un-
familiar with’ [R]. To make it look as if Rosenbaum had actually spent the minimal amount of 
US-$ 120,000 on the suppliers, the defence made very specific claims about the expenses that 
he had incurred in finding the suppliers, bringing them to the United States and housing them.28 
But through one supplier’s testimony the prosecutor demonstrated that most of the expenses 
claimed by the defence had not really been incurred on the supplier’s behalf [D1]. 

The authorities were not able to identify any of Rosenbaum’s recruiters or pin down the number 
of transplants that Rosenbaum had orchestrated and how much he benefited. The criminal charges 
were limited to the undercover scheme and the three transplantations involving New Jersey recipi-
ents between 2006 and 2009. This was due in large part to the statute of limitations, which reaches 
back only five years under the United States law, and the fact that the local prosecutor could only 
charge violations of federal law that have some connection to New Jersey [R]. However, the profit 
margin that Rosenbaum received suggested that his profit must have been millions of dollars over 
the years [D1, R]. Rosenbaum had purchased millions of dollars in real estate in the 2000-2006 pe-
riod and although he disputed that he had bought the properties with ‘kidney money’, the authori-
ties did not see any other substantial source of income. Because the prosecution had not located 

27 According to the prosecutor, transplants were taking place in hospitals in Minnesota, Maryland, Pennsylvania and 
possibly Massachusetts and New York [R].

28 According to 42 U.S.C. § 274e, at that time ‘valuable consideration’ doesn’t include the reasonable payments as-
sociated with the removal, transportation, implantation, expenses of travel, housing, and lost wages incurred by the 
supplier.
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any supplier at the time Rosenbaum pleaded guilty, he could not be charged for human trafficking. 
Eventually one supplier was located about two weeks before the sentencing, which was initially 
scheduled in May 2011 but then got pushed back to July 2011. According to the prosecutor, coer-
cion was not evident from this supplier’s statement, so it would still have been very hard to prove 
human trafficking [R].

4.4.5 Judgment

As the sentencing guidelines contain no provision applicable for the violation of 42 U.S.C. § 274e, 
the judge determined under the factors of 18 U.S.C. § 355329 an imprisonment of 30 months. 
Rosenbaum did not appeal the sentence of the District Court.

5 Conclusion
With this study, the researchers collected data that would have been difficult if not impossible to 
collect through desk research. Because of this, the authors were able to fill gaps that were highlight-
ed in this project’s literature review [1]. The underlying study’s purpose was to contribute to gaps 
concerning a) the actors and their modus operandi of contemporary organ trafficking networks and 
b) the experiences of police and prosecution in disrupting and prosecuting the persons involved in 
these networks. 

5.1 The modus operandi of contemporary organ trafficking networks

Although respondents used different legal terms to describe the degree of organization of the organ 
trafficking networks – for example, the scheme in South Africa was described as a ‘syndicate’ and 
the network in Kosovo as a ‘criminal enterprise’ – this study illustrates that these networks are fluid, 
with a high degree of organization. This corresponds to the literature, in which trafficking in human 
beings for the purpose of organ removal (THBOR) is often said to require globally active, extensive 
and highly organized networks [1]. 

Initially, the networks operated with limited risk of investigation and prosecution. They could 
continue with their activities despite the presence of (clear) signals for authorities. In South Africa for 
instance, the network could go on because local hospital staff was complicit or was told that dona-
tions were altruistic, voluntary and related. In Kosovo the illegal transplants could be carried out 
under a false license issued by the Ministry of Health. In the USA activities were successful because 
persons (including recipients and suppliers) misled hospital staff into believing that the donations 
were voluntary and altruistic. 

The actors were sophisticated in their selection of countries. The reasons why they organized 
their activities in these countries were because of legal loopholes in South Africa and Israel at the 
time when the activities took place, the post-war legal ‘vacuum’ and a high level of corruption in 

29 In determining the particular sentence to be imposed, the court shall consider the following factors: 
 1)  nature and circumstances of the offence and history and characteristics of the defendant,
 2)  the need for the sentence imposed – to reflect the seriousness of the offence, to promote respect for the law, to 

provide just punishment for the offence, to afford adequate deterrence to criminal conduct, to protect the public 
from further crimes of the defendant, to provide the defendant with needed […] correctional treatment in the 
most effective manner, and 

 3) the kinds of sentences available.
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Kosovo, and a complicit hospital/clinic and staff in Kosovo and South Africa. An important contrib-
uting factor in the Netcare and Rosenbaum case was that until May 2008 Israeli recipients could be 
legally reimbursed for their overseas transplant costs by their health insurance companies. Because 
recipients and suppliers travelled from different countries across the world, it was difficult for police 
and prosecution to identify the activities and to establish that the transplants were illegal.

The actors also used sophisticated means to recruit suppliers and recipients. The suppliers were 
carefully selected, based on their dismal economic situation (poverty) and vulnerability. Brokers 
recruited the suppliers from abroad and made sure that suppliers approached them by posting ads 
in the newspaper for example, rather than actively approaching suppliers themselves. This ‘passive 
recruitment’ made it more difficult for police and prosecution to prove THBOR and to declare the 
suppliers ‘trafficked persons’. By transporting recipients and suppliers via Istanbul and conducting 
the medical tests there, the network in Kosovo was able to cover part of its activities. In South Af-
rica and the USA, recipients and suppliers made efforts to hide the illegality of their transplants and 
donations from hospital staff. The transplants in the USA were reported to have been performed in 
various hospitals. No evidence was found that hospitals and doctors were complicit. This made it 
more difficult for police and prosecution to trace the recipients and suppliers. 

After recruiting the suppliers however, more coercive and deceptive elements came into play. 
Brokers manipulated the suppliers to ensure that they would not ‘drop out’. In Kosovo, kidney do-
nations were presented as a routine medical procedure without risk. Suppliers were given virtually 
no time to make a ‘voluntary decision to donate’. In Kosovo and South Africa suppliers were given 
consent forms that were fraudulent and/or written in a language that they did not understand and 
that stated that they donated for altruistic reasons to a relative. The majority of the suppliers who 
were brought to Kosovo were given less compensation than agreed (if anything at all) and were 
informed they would receive remaining compensations on the condition that they would find new 
suppliers. This way, the Kosovo network was able to maintain a consistent, international flow of 
suppliers. The suppliers’ testimonies in Kosovo were ‘fully sufficient’ for the court to conclude that 
THBOR, organized crime and grievous bodily harm were committed. In the USA, although ‘subtle 
psychological ploys’ were used upon the supplier, these were not proven to be sufficiently coercive 
or abusive to charge THBOR. 

5.2 The successes and obstacles of police and prosecution

The experiences of police and prosecution differed greatly across countries. The level of success 
of each case depended on the availability of evidence, the dedication of police and prosecution 
and the existing legal frameworks. In South Africa, police and prosecution struggled from the very 
start with outdated laws against organ trade, which led them to apply charges of a different nature. 
Because the country lacked an anti-THB law at the time, no charges for THBOR or other serious 
crimes could be made. Although this country is the first country to have reached a guilty plea from 
a hospital for its involvement in organ trade activities, its proceedings against the accused surgeons 
and transplant coordinators lasted relatively long (9 years). Police and prosecution in the end did 
not succeed in getting the most important figures – namely the transplant surgeons, transplant 
coordinators and the head of the network, an Israeli organ broker – convicted for their alleged 
involvement in arranging and performing the illegal transplants. Convictions involved relatively low 
penalties (fines, and no prison sentences). A major obstacle according to police and prosecutors 
was the long time it took to establish international legal collaboration with Israel. 

The case in Kosovo, by contrast, involved the most severe sentences and the largest group of 
transplant doctors that has been convicted until now. This country is the first to have prosecuted 
transplant doctors as a criminal group involved in THBOR. Because the group operated relatively 
‘openly’ under the issuance of a false license, evidence could be collected that included the an-
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esthesiology logs of the transplants. These logs were – together with the recipient and supplier 
testimonies – the most important piece of evidence. Furthermore, according to the prosecution, 
the defense of the case was ‘extremely poor’. A large obstacle is the fact that two accused (V and 
M), who are the subjects of an Interpol Wanted Notice and who are seen as ‘the most important 
figures in the criminal scheme’, have until now not been locked up.30 In addition, non-recognition 
of Kosovo by a number of states obstructed international legal collaboration which hampered the 
issuance of evidence. Other hurdles included an ‘extremely challenging’ trial process. 

The involvement of its nationals in Kosovo and South Africa led to a number of arrests in Israel. 
The head of the Israeli network in South Africa was arrested for tax evasion, but has not received 
a sentence for illegal organ trading. In addition, six organ brokers (of which three were active in 
Kosovo) were arrested. However, until now they have not been indicted for their involvement in the 
transplants in Kosovo [33]. Because of a lack of evidence of THBOR, these brokers will be charged 
for organ brokering/trading (3 years prison maximum) and not for THBOR. It is not known when 
the indictment will be issued. 

Similarly in the USA, lack of evidence could not substantiate charges which included THBOR. 
Only one supplier could be found on whom subtle psychological ploys had been used, but explicit 
coercion could not be proven. Furthermore, police and prosecution did not manage to identify the 
actual number of transplants that were performed, as well as the total financial benefits that were 
gained. 

5.3 Tip of the iceberg

This report illustrates that prosecutions in South Africa, Kosovo, USA and Israel were successful but 
leave room for improvement. First of all, prosecutions could have been more successful if the ap-
propriate laws would have been in place at the time when the activities took place. Second, inves-
tigations and prosecutions could have been initiated earlier if available signals were identified and 
picked up already at an early stage and if international collaboration would have occurred sooner. 
Recent media reports from Sri Lanka31 and Costa Rica [34] suggest that Israeli brokers, known to 
authorities, have relocated their activities. Meanwhile, a report from the OSCE [2], new research 
and recent reports from countries including China [4] and Turkey [35] illustrate that the organ traf-
ficking networks presented in this report are only the tip of the iceberg. The global organ trade is 
not confined to the regions and countries presented here. 

5.4 Further steps32

This study demonstrates the need for:
•	 	prioritizing	prosecution	of	those	who	facilitate	and	conduct	illegal	transplants,	even	if	not	all	of	

the THBOR elements are fulfilled;
•	 	enhancing	and	improving	international	collaboration	in	cross-border	organ	trafficking	cases;	
•	 	formulating	indicators	for	police	and	other	authorities	to	identify	THBOR;

raising awareness of THBOR, in particular amongst law enforcement authorities;
•	 	concerted	action	between	law	enforcement	and	professional	transplant/health	organizations.

30 Though neither have been extradited to Kosovo, both were investigated in their home countries related to the 
Medicus Clinic. M is expected to be indicted in Israel for these same charges, pursuant to information provided by 
authorities in Kosovo [R].

31 The brokers related to Sri Lanka were questioned as suspects and are expected to be indicted in Israel.
32 Indicators and recommendations will be written and published under the auspices of the HOTT project in 2015.



References

115

References
 [1] Pascalev A, de Jong J, Ambagtsheer F, Lundin S, Ivanovski N, Codreanu C, et al. Trafficking in hu-

man beings for the purpose of organ removal: a comprehensive literature review. Online at www.
hottproject.com; 2013.

 [2] Office of the Special Representative and Co-ordinator for Combating Trafficking in Human Beings. 
Trafficking in Human Beings for the Purpose of Organ Removal in the OSCE Region: Analysis and 
Findings. Vienna: OSCE 2013.

 [3] Case Law Databases [database on the Internet]. United Nations Office on Drugs and Crime. 2014 
[cited 2014]. Available from: http://www.unodc.org/cld/index-sherloc-cld.jspx.

 [4] Yan A. Kidney trafficking gang that ran underground hospital jailed by Beijing court. South China 
Morning Post; 2014.

 [5] Ambagtsheer F, Gunnarson M, van Balen L, Ivanovski N, Lundin S, Byström I, et al. Organ recipi-
ents who paid for kidney transplants abroad: a report. Online at www.hottproject.com; 2014. 

 [6] de Jong J. Trade in human organs and trafficking in human beings for the purpose of organ re-
moval. An exploratory study into the involvement of the Netherlands and Europe. Driebergen, The 
Netherlands: National Police, Central Division. Online at www.politie.nl; 2014.

 [7] European Commission Directorate-General Home Affairs. Prevention of and fight against crime 
2007-2013. Action grants 2011. Targeted Call for Proposals.

 [8] Council of Europe Convention on Action Against Trafficking in Human Beings and its Explanatory 
Report, Warsaw, 16.V.2005. CETS 197 (2005).

 [9] The European Parliament and the Council. Directive 2011/36/EU on preventing and combating 
trafficking in human beings and protecting its victims, and replacing Council Framework Decision 
2002/629/JHA, (2011).

[10] United Nations Protocol to Prevent, Suppress and Punish Trafficking in Persons, Especially Wom-
en and Children, supplementing the United Nations Convention against Transnational Organized 
Crime, United Nations Office on Drugs and Crime. Vienna. Treaty Series, vol. 2237. Sect. A/55/383 
(2000).

[11] United Nations Optional Protocol to the Convention on the Rights of the Child on the Sale of 
Children, Child Prostitution and Child Pornography, United Nations, Treaty Series, vol. 2171, p. 
227 Sect. Doc. A/RES/54/263 (2000).

[12] United Nations Office on Drugs and Crime. Abuse of a position of vulnerability and other ‘means’ 
within the definition of trafficking in persons. Issue Paper. New York: United Nations; 2013. 

[13] Ambagtsheer F, Zaitch D, Weimar W. The battle for human organs: Organ trafficking and trans-
plant tourism in a global context. Global Crime. 2013;14(1):1-26.

[14] Kockett F. Israel & South Africa: Netcare coughs up about illegal organ trafficking. Mail & Guard-
ian Online. 14-11-2010.

[15] Scheper-Hughes N. Rotten trade: Millennial Capitalism, Human Values and Global Justice in Or-
gans Trafficking. Journal of Human Rights. 2003;2(2):197-226.

[16] BBC News Europe. Medicus: Five guilty in Kosovo human organ trade case. 29 April 2013.
[17] Orr Z. Organhandel in Israel: Wie Moral und Politik geformt werden [Commerce in organs in 

Israel: The shaping of moralities and public policies]. In: Schumacher L, Decker O, editors. Kör-
perökonomien: Der Körper im Zeitalter seiner Handelbarkeit [Body economics: The body in the 
age of tradability]. Gießen: Psychosozial-Verlag (Germany) 2014. p. 143-76.

[18] Sperling D. Human Trafficking and Organ Trade: Does the Law Really Care for the Health of 
People? In: Freeman F, S. Hawkes, B. Bennett, editor. Law and Global Health: Current Legal Issues 
Volume 16. Oxford: Oxford University Press; 2014. p. 193-208.

[19] Scheper-Hughes N. Mr Tati’s holiday and João’s safari – Seeing the world through transplant tour-
ism. Body & Society. 2011;17(2-3):55-92.



III Trafficking in Human Beings for the Purpose of Organ Removal: a Case Study Report

116

[20] Organs for Sale: China’s Growing Trade and Ultimate Violation of Prisoners’ Rights: Committee on 
International Relations House of Representatives, Subcommittee on International Operations and 
Human Rights (Hearing of Nancy Scheper-Hughes, pp 24-41), 1st Sess. (June 27, 2001).

[21] Scheper-Hughes N. The Body of the Terrorist: Blood Libels, Bio-Piracy, and the Spoils of War at 
the Israeli Forensic Institute. Social Research. 2011;78(3):849-86.

[22] Lavee J, Ashkenazi T, Stoler A, Cohen J, Beyar R. Preliminary marked increase in the national 
organ donation rate in Israel following implementation of a new organ transplantation law. Am J 
Transplant. 2013;13(3):780-5.

[23] Orr Z. International norms, local worlds: An ethnographic perspective on organ trafficking in the 
Israeli context. In: Weimar W, Bos MA, van Busschbach JJV, editors. Ethical, legal, and psychoso-
cial aspects of transplantation: Global issues, local solutions. Lengerich: Pabst Science Publishers; 
2014. p. 39-49.

[24] Scheper-Hughes N. Portrait of Gaddy Tauber: Organs trafficker, Holocaust survivor. Berkeley Re-
view of Latin American Studies (fall). 2006:44-7.

[25] Scheper-Hughes N. Kidney kin: Inside the transatlantic transplant trade. Harvard International 
Review. 2006;27(4):62-5.

[26] Scheper-Hughes N. Black Markets in Organs – Face to Face with Gaddy Tauber, Human Trafficker, 
Organs Broker, Holocaust Survivor. Business Today 2009;46(1):64-5.

[27] Pessoa L. Para Especialista, trafico de pessoas para obter orgaos e crime protegido. Folha de  
S Paulo. 2014 September 2.

[28] The Declaration of Istanbul on Organ Trafficking and Transplant Tourism. Transplantation. 
2008;86(8):1013-8.

[29] The National Transplant Center. The Activity of the National Transplant Center in 2013. [in He-
brew], Ministry of Health; 2014 January.

[30] Dor FJMF, Massey EK, Frunza M, Johnson R, Lennerling A, Lovén C, et al. New classification of 
ELPAT for living organ donation. Transplantation. 2011;91(9):935-8.

[31] Sofer B. The Human Spirit: Kidney give-away. The Jerusalem Post. 24 June 2011.
[32] The Associated Press. Guilty Plea To Charges Of Selling Kidneys. New York Times. 2011, 27 Oc-

tober.
[33] Greenberg O. The Global Organ Trade. Cambridge Quarterly of Healthcare Ethics. 2013;22(03): 

238-45.
[34] Sack K. Transplant Brokers in Israel Lure Desperate Kidney Patients to Costa Rica. The New York 

Times. 2014 August 17.
[35] Hartman B. Suspect in organ trafficking network arrested. The Jerusalem Post. 2014 April 30.



117

IV
Recommendations

Contents

A  Trafficking in Human Beings for the Purpose of Organ Removal and the  
Ethical and Legal Obligations of Healthcare Providers 
Timothy Caulfield, Wilma Duijst, Mike Bos, Iris Chassis, Igor Codreanu, Antonia Cronin,  
Gabriel Danovitch, John Gill, Ninoslav Ivanovski & Milbert Shin . . . . . . . . . . . . . . . . . . . . .  118

B  Protection of Persons Targeted or Trafficked for the Purpose of Organ Removal 
Assya Pascalev, Kristof Van Assche, Judit Sándor, Natalia Codreanu, Anwar Naqvi,  
Martin Gunnarson, Mihaela Frunza & Jordan Yankov . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  124

C  Establishing Trafficking in Human Beings for the Purpose of Organ Removal  
and Improving Cross-Border Collaboration in Criminal Cases 
Paul Holmes, Conny Rijken, Sergio D’Orsi, Floor Hol, Anne Gallagher, Galit Greenberg,  
Louis Helberg, Lisa Horvatits, Sean McCarthy, Jonathan Ratel, Nancy Scheper-Hughes  
& John Forsythe . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  130

D  Stimulating and Enhancing Partnerships between Transplant Professionals  
and Law Enforcement 
Alexander Morgan Capron, Elmi Muller, Gilad Ehrlich, Manoj John, Ric Esther Bienstock,  
Mark McCarren, Robin Palmer, Nancy Scheper-Hughes, Dina Siegel & Jordan Yankov  . . . 134



IV Recommendations

118

A  Trafficking in Human Beings for the Purpose  
of Organ Removal and the Ethical and Legal  
Obligations of Healthcare Providers

   Timothy Caulfield (chair)1, Wilma Duijst (chair)2, Mike Bos3, Iris Chassis4, Igor Codreanu5, 
Antonia Cronin6, Gabriel Danovitch7, John Gill8, Ninoslav Ivanovski9 & Milbert Shin10 
 
 1 University of Alberta, Canada 
 2 Radboud University Medical Centre, The Netherlands 
 3 Eurotransplant International Foundation, The Netherlands 
 4 National Fraud Unit, Israeli Police, State of Israel  
 5 Renal Foundation, Moldova 
 6 Guy’s and St. Thomas’ Hospital, Kings’ College, United Kingdom 
 7 University of California, United States of America 
 8 University of British Columbia, Canada 
 9 University of St. Cyril and Methodius, Republic of Macedonia 
10 United Nations, Republic of Liberia 

1 Introduction

Trafficking in human beings for the purpose of organ removal (THBOR) and human organ trade 
are universally condemned [1-3]. But despite efforts to curb and to elucidate the illegal nature of 
the practice, the buying and selling of organs continues [4], involving patients traveling to countries 
throughout the world. It has been estimated that approximately 10% of all transplants may occur 
illegally [5]. 

Prior to travel, patients will often – of necessity – discuss their plans with their home jurisdic-
tion health care provider, usually a physician who is a transplant professional, a nurse or a social 
worker [6]. This interaction may include questions about the transplant process and the destination 
country and/or a request for relevant medical records and supporting documentation [7]. In addi-
tion, returning patients will often re-engage with their home country physician for their required 
follow up care. 

Given this interaction, physicians and other health care professionals seem well placed to play 
a role in the monitoring and, perhaps, the reduction of organ trafficking practices [8]. They serve as 
important sources of information for patients and may have access to information that can be used 
to gain a greater understanding of organ trafficking networks. However, well-established legal and 
ethical obligations owed to their patients can create challenging policy tensions that can make it 
difficult to implement policy action at the level of the physician/patient.

In this paper, we outline the potential role of physicians during three key phases of the physician 
patient interaction. The first is the phase when the patient is investigating all the clinical options, 
including the possible purchase of an organ. The second phase is when the patient has made up 
his mind and has chosen to pursue the purchase of an illegal transplant. And the third phase is 
post-transplantation. Below we briefly explore the legal and ethical tensions at each phase and 
offer recommendations on how best to negotiate the relevant professional norms. While there are 
healthcare professionals involved throughout the organ trafficking process, the focus in this paper 
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is on the role of physicians with patients considering the illegal procurement of an organ. It should 
also be noted that while the focus of our analysis has been on ways to eliminate the trafficking in 
human beings for the purpose of organ removal (THBOR), this paper considers illegal organ trans-
plantation on a broader scale. This is because physicians may not be aware if THBOR is involved 
in their particular patients’ situation. As such, from the perspective of the relevant physician, and 
for the purposes of this paper, the most salient issue is the decision by a patient to purchase an 
organ. Of course, addressing this broader issue also helps to address the critical issues associated 
with THBOR.

2 Information phase

Numerous studies have suggested that patients discuss their medical tourism plans with their physi-
cians [6, 9, 10]. This may include questions about transplant options and the appropriateness and 
safety of an organ trafficking procedure. At this phase, physicians should also be alert to patients 
who may be interested in or tempted to buy an organ – even if not explicitly noted by the patient. 
Physicians should provide information to the patient about the ethical issues associated with il- 
legally buying an organ and an honest assessment of the health risks, such as possible complica-
tions and a lack of clinical continuity [11]. The physician should also consider discussing the dan-
gers for the organ donor [12, 13], particularly if there are signs that the patient is going to a country 
where donors are being paid poorly, treated badly or even being killed for their organs [5]. There 
are questions around whether the informed consent obligation – buttressed in some jurisdictions 
by fiduciary duties [14] – creates an obligation to disclose to desperate patients the availability of 
organs ‘for sale’ [15, 16]. However, given the risks associated with the practice and the clinical 
uncertainty involved and the fact that it is illegal in all countries (except Iran) – to say nothing of the 
social harms – this would seem to fall outside the traditional bounds of the disclosure obligation.

While physicians likely do not, technically, owe a legal duty to the individual providing the 
organ [17], disclosure of the relevant ethical issues and social harms would seem to be something a 
reasonable person in the patient’s position would want to know and, as such, would fit with existing 
consent law [18]. Moreover, as members of the medical community, all physicians have responsi-
bilities to society and the health of others, as recognized in professional codes of ethics [19]. 

In addition, in some jurisdictions, physicians may have a responsibility to disclose their personal 
views, particularly if they conflict with a patient’s treatment decision [19]. Such a conflict may im-
pact the physician/patient dynamic and, as such, seems something that should be disclosed as part 
of a physician’s fiduciary and consent obligations [14]. 

Given this disclosure responsibility, there is a growing need to ensure relevant healthcare pro-
viders have the knowledge necessary to provide patients with the relevant information (see for ex-
ample, www.declarationofistanbul.org). Resources should be made available that provide clinicians 
with a concise summary of the facts and ethical concerns about organ trafficking most relevant to 
this phase of the physician/patient interaction. 

3 Pre-transplant stage

Once a patient has decided to purchase an organ, additional legal and ethical challenges emerge. 
In such situations, doctors must continue to act in the best interest of their patients, including per-
forming appropriate investigations and prescribing medications that are necessary for current clini-
cal management. And, of course, the patient maintains all his/her legal rights. These rights are not 
eroded as a result of the patient’s ‘wrong’ decision. 
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For example, in most jurisdictions, patients retain the right to access and obtain a copy of their 
medical record [20, 21]. This right is often supported by both legislation [22] and case law [14, 23]. 
As such, if a patient requests a copy of his/her medical record, it must be provided (most jurisdic-
tions allow for the charging of a reasonable fee) even if the physician knows the information will be 
used for the purchase of an organ. However, physicians have no obligation to take any actions that 
would facilitate an illegal transplant, such as providing a patient with a summary of the medical file 
or a letter for the surgeon that is going to perform the transplant. Nor are physicians obliged to do 
additional tests to facilitate transplantation. On the contrary, it seems appropriate for physicians to 
remind patients at this phase of the interaction of the continuity issues – such as a lack of access to 
records and medical information located at destination clinics – that may create clinical challenges 
for the patient [11, 24]. 

In some jurisdictions, physicians may also have a professional obligation to report colleagues 
who are facilitating illegal transplantations to the appropriate regulatory authority, as required by 
professional regulatory bodies [19, article 48]. This practice will help to reinforce professional prac-
tice norms that will clarify physician duties and, perhaps, reduce patient interest in accessing illegal 
organs, but more work is likely needed on the impact of physician advice in this context [25]. 

4 Post-transplant stage

There seems to be a broad consensus that when a patient returns, physicians continue to owe a 
duty of care to their patients. This is particularly so in the context of emergent care. For example, 
returning patients may require a range of tests and screens, such as for pathogens [26]. In non-
emergent situations, individual physicians may elect to defer care to another physician, so long as 
that referral does not prejudice the health of the patient. Having accepted professional responsibil-
ity for a patient, the physician must continue to provide services until they are no longer required 
or wanted, or until arrangements have been made for another suitable physician to assume care of 
the patient. Punishing returning patients seems an inappropriate policy lever as unequal treatment –  
including unequal compensation – creates justice issues, and it seems unlikely to be effective at 
deterring trafficking practices. 

More controversial is whether a physician can disclose to a third party, such as some specified 
authority, that a patient has purchased and returned with an illegally purchased/procured organ. 
Collecting data about trafficking and reporting trafficking is a common recommendation [7, 27-29] 
as it is hoped that would both slow the practice of organ trafficking and provide valuable informa-
tion that would inform policy. Such disclosure might support the police and judiciary in investigat-
ing, disrupting and prosecuting organ trafficking networks. Information might include the names 
of hospitals, clinics, cities and/or hospital staff that are involved in illegal transplant activities [7]. 

But in many jurisdictions, reporting a patient involved in trafficking – or even the existence of 
a trafficking network – would require a change in the law (i.e., new legislation, an amendment to 
an existing law or significant case law). This can be a complicated process. In some jurisdictions, it 
would require the coordination of numerous pieces of legislation (e.g., in Canada it would require 
each province to take action). Nevertheless, given the potential benefits of a reporting system it 
seems appropriate to urge policymakers to explore the possible benefits of a framework that would 
allow the reporting of basic information. Ideally, this could be done in a manner that does not dis-
close the identity of the patient [7]. A system that allows for a clear accounting of the magnitude 
of the transplantation problem will both assist our understanding of the phenomenon and help to 
generate the political will necessary to generate policy change. 

In order to justify the development of a legal exception to physician obligations, evidence will 
be required to support the contention that the exception is needed and can achieve the desired 
result. As noted in other domains – such as in the area of mandatory reporting of gunshot wounds 
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[30] – without solid evidence, it may be difficult to justify the required change in the law, particu-
larly given the strength of the norm of confidentiality, the fact that existing law often errs on the side 
of protecting confidentiality [31], and the limited breadth of the existing exceptions (e.g., in many 
jurisdictions they are limited to situations where there is an identifiable individual who may be in 
imminent harm [17].

5 Conclusion

Physicians are well placed to play a role in the mitigation of the illegal organ trade, including traf-
ficking in human beings for the purpose of organ removal. They have unique access to patient 
information and are in a position to provide patients with critical information about the nature of 
the illegal trade. The legal and ethical obligations physicians owe to their patients create challenges 
that complicate this role and their potential influence. Still, we feel several definitive statements can 
be made about how physicians should proceed. 
•	 	As	part	of	the	disclosure	process,	physicians	should	provide	patients	with	a	frank	assessment	of	

the relevant risks and social harms associated with the illegal organ trade and an honest account 
of the physician’s own moral objections (in some countries, they may be ethically required to 
make this latter disclosure). 

•	 	If	requested	to	do	so	physicians	must	–	as	per	the	law	in	many	jurisdictions	–	provide	patients	
with copies of their medical records, but they are under no obligation to facilitate the process 
by, for instance, providing referral letters.

•	 	Legal	and	ethical	obligations	require	that	physicians	must	treat	returning	patients.
•	 	In	many	jurisdictions,	physicians	have	an	obligation	to	report	colleagues	involved	in	the	illegal	

trade to an appropriate regulatory authority.
•	 	Existing	legal	and	ethical	obligations	likely	prohibit	physicians	from	reporting	patients	who	have	

received an illegal organ. This latter conclusion highlights an area that may require legal reform. 
It has been noted that real benefits may accrue from the collection of more information about 
the illegal transactions. As such, policymakers should consider the background research neces-
sary for – and possible benefits and risks associated with – a change in existing norms. 

While the focus of this paper is on the responsibilities of physicians to patients seeking illegal 
organs, there are, of course, many related issues that warrant further consideration, including the 
nature of the duties and responsibilities of physicians who deal with the victims of the organ trade. 
In addition, we encourage jurisdictions throughout the world to continue to support research into 
the nature and scope of the organ trafficking phenomenon. Such work is essential, as it will help 
to inform the development of needed regulatory frameworks. Finally, health professional bodies – 
such as the relevant regulatory entities for physicians and nurses – should provide guidance to their 
members on how best to proceed when a patient is involved with organ trafficking [9]. 



IV Recommendations

122

References

 [1] Steering Committee of the Istanbul Summit. Organ trafficking and transplant tourism and com-
mercialism: the Declaration of Istanbul. The Lancet. 2008;372(9632):5-6.

 [2] World Health Organization. WHO Guiding Principles on Human Cell, Tissue and Organ Trans-
plantation. Cell and Tissue Banking. 2010;11(4):413-9.

 [3] European Parliament and Council of the European Union. Directive 2011/36/EU of the European 
Parliament and of the Council of 5 April 2011 on preventing and combating trafficking in human 
beings and protecting its victims, and replacing Council Framework Decision 2002/629/JHA. Of-
ficial Journal of the European Communities, 2011, L101/1.

 [4] Shimazono Y. The state of the international organ trade: a provisional picture based on integration of 
available information. Bulletin of the World Health Organization. 2007 December;85(12):955-62.

 [5] Delmonico FL. The implications of Istanbul Declaration on organ trafficking and transplant tour-
ism. Curr Opin Organ Transplant. 2009;14(2):116-9.

 [6] Snyder J, Crooks VA, Johnston RB, Dharamsi F. ‘Do your homework… and then hope for the best’: 
the challenges that medical tourism poses to Canadian family physicians’ support of patients’ in-
formed decision-making. Bmc Medical Ethics. 2013;14:37-46.

 [7] Ambagtsheer F, van Balen LJ, Duijst-Heesters WLJM, Massey EK, Weimar W. Reporting organ 
trafficking networks: a survey-based plea to breach the secrecy oath. American Journal of Trans-
plantation. 2015;15(7):1759-67.

 [8] Bagheri A, Delmonico FL. Global initiatives to tackle organ trafficking and transplant tourism. 
Medicine, Health Care and Philosophy. 2013;16(4):887-95.

 [9] Johnston R, Crooks VA, Snyder J, Dharamsi S. Canadian family doctors’ roles and responsibilities 
toward outbound medical tourists ‘Our true role is… within the confines of our system’. Canadian 
Family Physician. 2013;59(12):1314-9.

[10] Gill J, Madhira BR, Gjertson D, Lipshutz G, Cecka JM, Pham PT, et al. Transplant tourism in the 
United States: a single-center experience. Clin J Am Soc Nephrol. 2008;3(6):1820-8.

[11] Gill J, Diec O, Landsberg DN, Rose C, Johnston O, Keown PA, et al. Opportunities to deter trans-
plant tourism exist before referral for transplantation and during the workup and management of 
transplant candidates. Kidney Int. 2011;79(9):1026-31.

[12] Ivanovski N, Masin J, Rambabova-Busljetic I, Pusevski V, Dohcev S, Ivanovski O, et al. The out-
come of commercial kidney transplant tourism in Pakistan. Clin Transplant. 2011;25(1):171-3.

[13] Biggins SW. Supply and demand in transplant tourism: Disclosure duties of the transplant physician 
and our global transplant community. Liver Transplant. 2010;16(2):246-7.

[14] Canada. Supreme Court. McInerney v. MacDonald. Dom Law Rep 1992; 93: 415.
[15] Ho D. Providing optimal care with dirty hands. Am J Bioethics. 2010;10(2):16-7.
[16] Hippen B. Professional Obligation and Supererogation With Reference to the Transplant Tourist. 

Am J Bioethics. 2010;10(2):14-6.
[17] Tarasoff v. Regents of the University of California, 131 Cal. Rptr. 14 (Cal. 1976).
[18] Reibl v. Hughes, [1980] 2 SCR 880, [1980] 114 D.L.R. (3d) 1 (SCC).
[19] Canadian Medical Association. CMA Code of Ethics 2004: Available from: http://policybase.cma.

ca/dbtw-wpd/PolicyPDF/PD04-06.pdf.
[20] Canadian Medical Protective Association. Releasing a patient’s personal health information: What 

are the obligations of the physician? 2012: Available from: https://www.cmpa-acpm.ca/duties-and-
responsibilities/-/asset_publisher/bFaUiyQG069N/content/releasing-a-patient-s-personal-health-
information-what-are-the-obligations-of-the-physician-;jsessionid=B65C4670035A2DA471BBC69
38C53B0CD.

[21] Ambagtsheer F, Zaitch D, van Swaaningen R, Duijst W, Zuidema W, Weimar W. Cross-border 
quest: the reality and legality of transplant tourism. J Transplant. 2012;2012:391-936.



A The ethical and legal obligations of healthcare providers

123

[22] Health Information Act, Revised Statutes of Alberta 2000 Chapter H-5. (current as of June 17, 
2014).

[23] NM v Drew (Estate of), 2003 ABCA 231, 230 DLR (4th) 697.
[24] Gill JS, Goldberg A, Prasad GVR, Fortin MC, Hansen TB, Levin A, et al. Policy statement of Ca-

nadian society of transplantation and Canadian society of nephrology on organ trafficking and 
transplant tourism. Transplantation. 2010;90(8):817-20.

[25] Levine AD, Wolf LE. The roles and responsibilities of physicians in patients’ decisions about un-
proven stem cell therapies. Journal of Law, Medicine & Ethics. 2012;40(1):122-34.

[26] Kotton CN, Hibberd PL. Travel medicine and transplant tourism in solid organ transplantation. Am 
J Transplant. 2013;13(SUPPL.4):337-47.

[27] Glaser SR. Formula to stop the illegal organ trade: presumed consent laws and mandatory report-
ing requirements for doctors. Human rights brief. 2005;12:20-46.

[28] Cohen IG. Transplant tourism: the ethics and regulation of international markets for organs. J Law 
Med Ethics. 2013 Mar;41(1):269-85.

[29] Council of Europe Resolution CM/Res(2013)55 on establishing procedures for the collection and 
dissemination of data on transplantation activities outside a domestic transplantation system, avail-
able at https://wcd.coe.int/ViewDoc.jsp?id=2141341&Site=CM, (2013).

[30] Pauls MA, Downie J. Shooting ourselves in the foot: why mandatory reporting of gunshot wounds 
is a bad idea. Canadian Medical Association Journal. 2004;170(8):1255-6.

[31] Renke W. The confidentiality of health information in the criminal law. Health Law Rev. 1998;6(3):3.



IV Recommendations

124

B  Protection of Persons Targeted or Trafficked  
for the Purpose of Organ Removal

   Assya Pascalev (chair)1, Kristof Van Assche2, Judit Sándor3, Natalia Codreanu4,  
Anwar Naqvi5, Martin Gunnarson6, Mihaela Frunza7 & Jordan Yankov1  
 
1 Bulgarian Center for Bioethics, Bulgaria 
2 Bioethics Institute Ghent, Belgium 
3 Center for Ethics and Law in Biomedicine, Hungary 
4 Renal Foundation, Moldova 
5 Sindh Institute of Urology and Transplantation, Pakistan 
6 Lund University, Sweden 
7 Academic Society for the Research of Religions and Ideologies, Romania

1 Introduction

1.1 Objectives

The primary purpose of the recommendations presented hereafter is to contribute to the develop-
ment of a non-legislative response to trafficking in human beings for the purpose of organ removal 
(hereafter THBOR) by focusing on the necessary measures to ensure the protection of victims of 
THBOR. Guided by the definition of THBOR given in the United Nations (UN) Protocol to Prevent, 
Suppress and Punish Trafficking in Persons, Especially Women and Children [1], we posit that an 
individual who parts with an organ (usually a kidney) for money within an illegal scheme becomes 
ipso facto a victim33. Our aim is to facilitate the exchange of knowledge and best practices in 
the area of victim protection, which could help the relevant target groups to identify and protect 
individuals, who are victims of THBOR, or are targeted for THBOR. It is our hope that the recom-
mendations will help policy makers and other authorities at the EU level to develop a policy-driven 
EU action plan for the protection of victims of THBOR in the EU and in the respective countries of 
origin and transfer of victims. 

The proposed recommendations are guided by the general requirements for the protection of 
victims of THBOR stated in three binding international legal instruments: the United Nations Proto-
col to Prevent, Suppress and Punish Trafficking in Persons, Especially Women and Children, supple-
menting the United Nations Convention against Transnational Organized Crime [1] the Council 
of Europe Convention on Action against Trafficking in Human Beings [3], and the EU Directive 
2011/36/EU on Preventing and Combating Trafficking in Human Beings and Protecting its Victims 
[4]. These recommendations reflect the views and expertise of its authors and incorporate the 
invaluable input of numerous international experts, who participated in a Writers Workshop and a 
day-long international Symposium at the EUROPOL Headquarters in The Hague on 20th November, 
2014. The recommendations aim to identify areas of particular need and concern to the protection 
of victims of THBOR and in no way represent an exhaustive list of measures.

33 For a discussion of the definition of THBOR and a THBOR victim, see [2].
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1.2 Target groups

The group identified the following parties to be key stakeholders in the protection of human beings 
trafficked for the purpose of organ removal or targeted for such trafficking: states, law enforcement 
agencies and judiciary, non-governmental organizations working in the areas of human rights and 
anti-trafficking, transplant centers and professionals, other health professionals involved in trans-
plant medicine, oversight bodies, and financial institutions. While not all of the identified stakehold-
ers are in a position to offer direct assistance to victims or potential victims34, all of them can play 
a part in the fight against THBOR and, consequently, they need to be informed, aware and to be 
integrated into a comprehensive system of measures aimed at eradicating THBOR.

2 Specific recommendations by target group

2.1  Recommendations concerning the role of non-governmental  
organizations

The crime of trafficking in human beings for the purpose of organ removal is complex: it is a form of 
human trafficking which intersects with trafficking in organs. Therefore, preventing and combating 
THBOR requires collaboration between actors involved in combating human trafficking such as 
the criminal justice system, and those involved in combating organ-related crimes, such as health 
organizations and survivor support services [6]. The protection of victims should be a priority for 
all actors involved in anti-trafficking activities. Taking into account the special characteristics of 
THBOR identified by the HOTT project and other experts in the field, the NGOs, which assist 
victims of THBOR should:
a)  have sufficient specialization required for the assistance of victims of THBOR. Anti-trafficking 

NGOs should use the available know-how and accumulated experience, methodologies and 
tools to help to detect, identify and assist victims of THBOR;

b)  receive support from public authorities so as to allow the NGOs to provide tailored psychoso-
cial, medical, legal and vocational assistance to victims of THBOR; 

c)  implement a pro-active approach to victim identification with special efforts focused on rural 
and remote areas [7];

d)  undertake awareness-raising campaigns and prevention campaigns focusing on THBOR [8]; 
e)  assure the protection of the privacy of THBOR victims in their field work, advocacy efforts and 

when communicating with the authorities;
f)  coordinate legal assistance for protection of victims; and
g)  facilitate long term medical follow-up of victims of THBOR and help them in accessing the 

health care system in order to identify, report and manage any negative consequences that may 
result from the illegal donation [9].  

2.2 Recommendations concerning the role of states

States should offer victims of THBOR the same kind of protection and services that they provide to 
other victims of human trafficking, i.e., victims of labor and sex trafficking. States are also uniquely 
positioned to prevent THBOR by removing socio-economic conditions that make persons vulner-

34 E.g., financial institutions do not interact directly with THBOR victims who are paid in cash, if at all. Nonetheless, 
banks might play a role in the process of protection, prevention and prosecution of THBOR by enforcing the recom-
mendations of the Financial Action Task Force [5] which sets the global anti-money laundering standard. The ap-
proach to money laundering could help to identify financial transactions between individuals involved in THBOR.
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able to trafficking and by implementing measures to reduce the demand for organs. To this effect, 
states should: 
a)  develop campaigns to promote public awareness regarding the threat posed by THBOR, its 

causes and gravity and encourage research on best practices, methods and strategies for pre-
venting THBOR;

b)  develop strategies to alleviate the factors that make persons vulnerable to trafficking, such as 
poverty, underdevelopment and lack of opportunity;

c)  take measures to discourage and reduce the demand through campaigns to promote a healthy 
lifestyle (to counter the increasing incidence of diabetes and kidney failure), maximization of 
deceased donation rates, improvement of regular living donation programs in the countries of 
origin of recipients of organs obtained from victims of THBOR;

d)  enable the temporary or permanent closure of medical facilities used to carry out THBOR and 
impose temporary or permanent suspension of practice privileges and professional licenses of 
medical professionals implicated in the commission of THBOR;

e)  support programs designed to assist victims of THBOR [10, p. 11]; 
f)  implement measures to aid THBOR victims by offering ‘temporary visas, permanent residency, 

healthcare, housing and rehabilitative services, and witness protection program eligibility for 
victims who are willing to aid in the prosecution of human trafficking’ [10, p. 10];

g)  ensure that THBOR victims have access to information on relevant judicial and administrative 
proceedings, have the right to legal assistance and are guaranteed full compensation;

h)  recognize the vital importance of early identification of victims of THBOR and ensure that of-
ficials who may come into contact with trafficked persons, such as anti-trafficking agencies, 
border police and medical personnel are adequately trained to identify and assist victims of 
THBOR;

i)  ensure that specific assistance, support and protective measures are available to child victims, 
consistent with a child rights approach [4, §§ 22 and 25]; and 

j)  design and develop, together with specialized NGOs, suitable programs for research, education 
and training to better assist the victims of THBOR [4, § 6].

2.3 Recommendations to law enforcement agencies and judiciary 

Law enforcement agencies and the judiciary should be made aware that they are under the obli-
gation not to punish victims of THBOR. Victims of THBOR may have been involved in unlawful 
activities as a direct consequence of being subject to trafficking. Accordingly, they may risk criminal 
liability for the sale of an organ and possibly also for other criminal offenses directly linked to their 
experience as a trafficked person, such as the use of forged or altered documents, illegal border 
crossings or participation in a criminal organization [8, pp. 49, 50]. Following the recommendation 
of the United Nations Recommended Principles and Guidelines on Human Rights and Human 
Trafficking, Article 26 of the Council of Europe Convention on Action against Trafficking in Human 
Beings and Article 8 of the EU Directive 2011/36/EU, victims of THBOR are to be protected from 
prosecution or punishment for criminal activities that they have been compelled to commit as a 
direct consequence of being subject to trafficking. This obligation of non-punishment of victims of 
THBOR creates an absolute legal right on their part. Consequently:
a)  law enforcement agencies and the judiciary are not allowed to make exemption from criminal 

liability conditional upon the co-operation of victims in the identification and prosecution of 
the perpetrators;

b)  persons should be kept immune from prosecution, detention and the applicability of a penalty 
not only when it becomes evident that they are a victim of THBOR but as soon as there is cred-
ible suspicion that they might have been trafficked [8, pp. 16 and 23]; and 
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c)  regular training should also be provided to prosecutors and judges so that they are aware of 
the specificities of THBOR and the circumstances under which victims of THBOR may commit 
offenses.

2.4 Recommendations concerning the role of health professionals 

Medical and other professionals involved in organ transplantation and transplant centers can con-
tribute substantially to the prevention of THBOR and the protection of victims and potential vic-
tims of THBOR by following the recommendations of the Declaration of Istanbul [11], and of the 
Amsterdam [12] and Vancouver Forums [13]. Of particular relevance to the protection of THBOR 
victims are Recommendations 3, 4 and 5 of the Declaration of Istanbul. They require the establish-
ment of standardized, transparent and accountable systems of donation and emphasize the need 
to obtain informed consent for donation. They stress that ‘mechanisms for informed consent should 
incorporate provisions for evaluating the donor’s understanding, including assessment of the psy-
chological impact of the process’ and that all ‘donors should undergo psychosocial evaluation by 
mental health professionals during screening’ [11]. In addition, they require the provision of appro-
priate care, including medical and psychosocial care, at the time of donation and during follow-up, 
where particular attention should be paid to victims of THBOR. Professionals ‘should ensure proper 
knowledge of the origin of every single organ for transplantation and confirm that it has been ob-
tained in accordance with international standards and local legislation’ [14, p. 95]. 

In line with the approach favored in these recommendations, professionals from any discipline 
involved in the transplantation process also should:
a)  be trained in the identification of a victim or potential victim of THBOR and be informed about 

the appropriate victim protection measures to be taken;
b) refrain from directly participating in or facilitating THBOR in any way;
c)  discourage waitlisted patients from resorting to illicit means for obtaining an organ; and
d)  inform patients who might be considering the use of illicit means to obtain an organ about the 

exploitative nature of THBOR, the likely poor health outcomes for the recipient and donor, and 
about the fact that knowingly receiving an organ from a victim of THBOR is a serious crime in 
many countries.

Similarly, transplant centers can contribute to the prevention of THBOR by:
e)  implementing a transparent decision-making protocol and evaluation process with representa-

tion of professionals from all disciplines involved in the transplantation process;
f)  appointing a dedicated donor advocate to accompany the donor throughout all stages of the 

evaluation procedure. The advocate should provide the donor with information to assure ad-
equate understanding of the organ removal and its risks. Advocates should also be adequate-
ly trained to provide information about THBOR, the relevant laws and protections against  
THBOR, and about traffickers’ interests and manipulations to pressure vulnerable individuals to 
participate in the illegal activity; and

g)  requiring documentation from the donor’s primary physician or the Ministry of Health in the 
country of origin about the donor’s medical history and health insurance, the donor-recipient 
relationship, the donor’s circumstances and health status.

2.5 Recommendations concerning the role of oversight bodies

Strengthening the role, capacity and effectiveness of the different oversight bodies involved in 
organ transplantation may greatly contribute to curtailing THBOR and protecting potential victims. 
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In this respect, two types of oversight bodies can be discerned: the national transplant authorities 
responsible for the supervision of all transplant activities carried out on national territory and the 
bodies responsible for final approval of living organ donation.

Ideally, a tightly regulated transplantation system should be established at national level, gov-
erned by a national transplant authority with extensive powers of supervision. This central com-
petent body should ensure the implementation of a variety of measures which could effectively 
reduce the risk of THBOR and could protect potential victims. Following the best practice stan-
dards set forth in EU Directive 2010/53/EU on Standards of Quality and Safety of Human Organs 
Intended for Transplantation [15] and in the Canadian Safety of Human Cells, Tissues and Organs 
for Transplantation Regulations [16], these measures should include:
a)  strict requirements for the accreditation of organ procurement and transplantation centers;
b)  regular inspection of accredited establishments by independent medical experts who have the 

obligation to notify authorities of criminal offenses; 
c)  issuing Codes of Practice which lay down standards to enhance transparency, safety and ac-

countability in organ procurement and transplantation; 
d)  development of a centralized system for organ traceability at each stage in the chain from dona-

tion to transplantation; and
e)  establishment of a central living organ donor registry and a reporting and management system 

for serious adverse events and reactions. 

In addition to the national transplant authority, a crucial role is also played by the bodies responsi-
ble for final approval of living organ donation. Depending on the national approach favored, autho-
rization may be given by the transplant team or by an independent body such as a medical council 
or multidisciplinary ethics committee at the level of the healthcare facility, a multidisciplinary ethics 
committee at state or regional level, a notary or a judge. In countries at increased risk of THBOR, 
final approval of living donation should not be left to the discretion of the transplant team itself but 
should be subject to an examination by an independent body such as a local or national ethics 
committee unaffiliated with the transplant center [15]. Where an independent authorizing body 
exists, it should have the following responsibilities: 
f)  determining the identity of the prospective donor and intended recipient and ensuring that they 

stand in a qualifying relationship which under domestic law allows living organ donation; 
g)  ensuring that the prospective donor is able to give consent; 
h)  ensuring that the prospective donor has received and understood the legally required informa-

tion, including on the prohibition of the illicit transplant-related activities; and
i)  ensuring the voluntary and altruistic nature of the donation. Should any doubts arise on the part 

of the authorizing body, organ removal must be prohibited and the relevant authorities should 
be notified. 
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1 Introduction

The conclusions and recommendations set out below represent a composite summary of the find-
ings of the members of Group 3, developed from detailed professional experience, in-depth con-
sideration of the various project reports and the outcomes of the group discussions. 

The summary is also posited within the context that THBOR should not be viewed as a pre-
dominantly global challenge taking place outside Europe; on the contrary, as a number of the case 
studies and group discussions demonstrate, the crime of THBOR can not only involve European 
citizens as both donors and recipients within the global context of the crime, but that the principal 
elements of the criminal enterprise also occur on the continent of Europe. 

2 Establishing the crime

2.1 Legislation

2.1.1 Challenges

Treaty ratifications on THBOR are inconsistent and the international legal benchmark definitions of 
THBOR are not consistently transposed into domestic legislation.

In general terms, there is a degree of confusion among criminal justice practitioners on the 
interpretation of THBOR as defined under Article 3 of the Trafficking Protocol (2000), Article 2 of 
EC Directive 2011/36/EU and Article 4 of the Council of Europe Convention against Trafficking in 
Persons (2005). Moreover, confusion between trafficking for the removal of organs and trade in 
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organs further complicates the understanding of practices. The Council of Europe Convention on 
Trafficking in Human Organs adopted in July 2014 is an example thereof. 

More specifically, there is a lack of clarity in respect of the legal interpretation of the definition 
of ‘organ’, the classification of a ‘perpetrator’ and ‘victim’ and of the application of their rights and 
protections and, in particular, establishing the requisite ‘means’ under Article 3, most especially 
with regard to the abuse of a position of vulnerability.

A number of other criminal offences that are characteristically related to THBOR are either not 
covered by domestic legislation or are not sufficiently identified and investigated by practitioners, 
or both.

Among both criminal justice and medical practitioners, legal and ethical confusion exists in 
respect of the interface between the oath of medical secrecy in relation of doctor-patient confiden-
tiality and the (existence of a) duty upon medical practitioners to disclose cases of THBOR.

2.1.2 Recommendations

1.  Article 3 of the Trafficking Protocol remains the benchmark definition and criminal justice prac-
titioners should adhere to its primacy, especially in respect of the ‘prevention, protection, pros-
ecution and partnership’ ethos contained within its terms.

2.  Both legislative and non-legislative responses are required to improve cross-border collabora-
tion in criminal cases. In many instances legislative measures are a precondition for improving 
the non-legislative response.

3.  Further clarification on the circumstances under which a person is considered a ‘perpetrator’ or 
‘victim’ of THBOR is needed. 

4.  Legislators should ensure that a victim-centred, rights-based approach to THBOR is consistently 
applied to the transposition and application of THBOR in domestic legislation in compliance 
with the international benchmarks and that victims have full access to compensation and resti-
tution remedies.

5.  Legislators should ensure THBOR offences are extraditable, states can claim extra-territorial 
jurisdiction and predicate for the purposes of assets confiscation.

6.  Legislators should ensure that the full range of subsidiary criminal offences related to THBOR 
(e.g. buying and selling of organs, receiving an organ that has been obtained through THBOR) 
are fully available to prosecutors, provided that the sanctions for such related offences are com-
mensurate with the gravity of the crime and that they include access to the same standard of 
rights and protections to the victims as conveyed by the full offence of THBOR.

7.  Based upon the empirical evidence of the crucial importance of ‘whistle-blowers’ to the disclo-
sure of THBOR, legislators should ensure that full legal protection is available to those persons 
that act in such a role.

8.  The relevant legal-medical actors (national, European and international transplant organisations, 
medical ethical committees, WHO) should clearly establish a binding rule that the ultimate re-
sponsibility for ensuring full legal and ethical compliance of transplant procedures remains with 
the transplanting surgeon and cannot be delegated.

9.  Given the prevailing goodwill and preparedness that exists on both sides, the appropriate glob-
al-regional structures within the criminal justice and medical professions should establish a joint 
technical working group to draft a cooperation agreement between both sides that precisely 
sets out the nature and extent of the duty of doctor-patient confidentiality and the conditions 
under which medical professionals would be obliged to disclose information indicating THBOR 
and the extent and nature of the information that should be disclosed by them to the appropriate 
criminal justice authorities.
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2.2 Investigation and prosecution

2.2.1 Challenges

It is recognized that THBOR is an extremely complex crime to combat but this factor is currently 
compounded by either a general lack of awareness of the crime amongst criminal justice practitio-
ners, or a reluctance to acknowledge the existence of the crime or a lack of political will to combat 
it – and often a combination of all three.

There is a reluctance to prosecute senior medical professionals and other complicit officials for 
a crime that is not well understood at any of the investigator-prosecutor-judiciary levels.

The particular modus operandi of THBOR results in considerable confusion among practi-
tioners in terms of the interpretation of the requisite means used to commit the crime and role of 
consent.

The current response of law enforcement agencies to THBOR is almost entirely reactive, with 
little sign of a pro-active, multi-agency, multi-disciplinary approach to achieve early disclosure of 
the crime. 

Where these complex investigations do take place, they tend to lack proper multi-agency co-
ordination and are under-resourced. Investigators and prosecutors lack comprehensive, specialized 
and case-based guidance on how to build and prosecute these cases and there is no specialist 
training provided to assist them in the task.

2.2.2 Recommendations

1.  Pro-active approach: law enforcement agencies should take the lead in developing a coor-
dinated, multi-agency pro-active approach to detecting THBOR and this should include the 
development and application of THBOR-specific indicators as an integral part of programmatic 
pro-active monitoring of relevant sectors.

2.  Existing multi-agency THB networks should be strengthened and develop an increased focus 
on THBOR. Relevant actors, especially criminal justice and medical networks, should appoint 
specific THBOR Focal Points within their structures to facilitate and build more effective infor-
mation sharing partnerships.

3.  In common with current requirements for customs declarations and such like, legislators and 
immigration/border police agencies should create a legal requirement for all persons entering or 
departing the territory of the State or the EU to declare the fact if they are travelling for transplant 
purposes. This measure intends to work on two levels: it provides the authorities with increased 
capacity to monitor such movement and can act as a disincentive for travelling recipients and 
make the modus operandi more problematical for the traffickers.

4.  Investigation and prosecution: legislators and other relevant authorities should provide clear 
guidance to investigators and prosecutors on the interpretation of the means of ‘a position of 
vulnerability’ and the role of ‘consent’ in THBOR cases, in line with the recent guidance papers 
issued by UNODC on these topics, together with clear policy guidance on the approach to be 
taken by prosecutors in respect of any implied criminal liability in respect of the role played by 
donors and recipients in THBOR cases.

5.  To effectively investigate THBOR, criminal justice professionals require specialist knowledge of 
the procedures and medical protocols attached to legal transplantation, as proving deviations 
from those practices is a critical element of successful prosecution. To this end, appropriate 
criminal justice and medical professionals should collaborate to produce a detailed, step-by-
step breakdown of the entire legal transplant process, encompassing initial assessment practice, 
transplant procedures, the medical actors and the documentation trail for the whole process.
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Based on the above, investigators and prosecutors should develop detailed and case-based 
guidance for THBOR cases that should include parallel financial investigation guidance and check-
list-style templates for use in the interviews of donors, recipients and suspects and which focus 
especially on the use of means of deception and vulnerability and the issue of consent.

Building on existing specialised THB training programs, capacity should be strengthened by the 
addition of THBOR-specific, tailored training modules for law enforcement and prosecutorial agen-
cies, together with awareness-raising initiatives for members of the judiciary. 

3 Improved cross-border cooperation

3.1 Challenges

The challenges associated with cross-border cooperation in THBOR cases replicate those that al-
ready characterize cross-border cooperation generally and the general lack of awareness, complex-
ity and multi-dimensional nature of THBOR cases complicate the overall picture. 

In legislative terms, the challenges are exacerbated by inconsistent treaty approaches, differ-
ences in interpretation of THB law generally and THBOR in particular and significance variations 
in procedural rules appertaining to the admissibility of evidence and duty of disclosure in criminal 
cases. 

In practical terms, variations in national priorities, a tendency by practitioners to focus only on 
the domestic dimension of THBOR, combined with a general lack of coordination and an inex-
plicable reluctance to utilise existing support structures for cross-border cooperation all serve to 
impede significant improvements in cross-border cooperation.

3.2 Recommendations

Investigators and prosecutors should make greater use of existing transnational cooperation struc-
tures such as Europol, Interpol and Eurojust and the expertise locate within national Central Au-
thorities.
1.  These organisations should either establish or strengthen existing Focal Point capacity to ensure 

a proper level of focus upon and response to THBOR cases.
2.  More use should be made of joint investigation team techniques to address transnational TH-

BOR cases.
3.  Greater use should be made of video testimony provisions for taking the testimony of donors, 

recipients and other witnesses.
4.  Transnational law enforcement structures, such as Europol and Interpol should cultivate higher 

levels of cross-border information sharing between practitioners and utilise their existing crimi-
nal analysis capacity to develop a more accurate assessment of the scale, location and modus 
operandi of THBOR and to identify high-risk locations. 
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1 Introduction

Three categories of transplant professionals exist: 
(a)  clinicians who oppose human trafficking for the purpose of organ removal (THBOR),
(b)  those who participate in it, for example, by operating transplant centers that rely on trafficked 

organs and
(c)  those who participate unknowingly and are not aware that a donor is being paid or trafficked 

[1]. 

Many transplant professionals consciously ignore signals that might indicate that a patient wishes to 
obtain an organ in an illegal manner or that he is returning from abroad with an organ that seems to 
have been acquired illegally. ‘Partnerships’ between transplant professionals and law enforcement 
necessarily involve the first category and might involve the last category.

To prosecute THBOR, law enforcement needs evidence that the defendants – be they recruit-
ers, brokers, or healthcare professionals – were involved with, or knowingly relied upon, the act of 
trafficking the person from whom an organ was removed. Assembling this evidence involves many 
sources other than those that cooperating professionals can provide. Nonetheless, an effective part-
nership between healthcare professionals and law enforcement can be very valuable in combating 
THBOR (as well as organ trafficking) because professionals are in a position to recognize and report 
suspicious cases [2]. Yet such a partnership is also difficult because the two groups move in differ-
ent professional realms and speak ‘different languages’. Such partnerships thus depend on members 
of each group seeing the value that can arise from collaborating with the other.
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2 Law enforcement’s need for collaboration by health professionals

Law enforcement agencies benefit from the collaboration of health professionals in order to prevent 
and detect cases of illegal transplantation. When a physician becomes aware of a colleague who is 
involved in illegal transplants or treats a patient who has been involved, whether as a recipient of an 
illegal transplant or as a paid living donor, it is important that he or she collects evidence about the 
facts of the case. In some jurisdictions physicians have a professional obligation to report colleagues 
who are facilitating illegal transplants [3-5]. However, for any cooperation to occur transplant ex-
perts need to understand what constitutes THBOR and prosecutors should also be more familiar 
with transplantation practices.

2.1 Information about donors

Cases of illegal organ transplantation need to be detected at different levels. First, the victims of 
the crime itself need to be identified. Since potential donors are usually screened by health care 
professionals, the latter – in particular, nephrologists – need to be aware of how and where illegal 
transplantation occurs (either in their own country or in other countries) and of the risks that it 
poses both for donors and recipients and for the legal system of organ donation and transplanta-
tion. This awareness is necessary because statutes, regulations and even professional standards are 
not enough to curb illegal activities. The screening of potential cases and hence the possibility of 
detecting people who are either being coerced or financially induced to provide organs for trans-
plantation take place at the level of local hospital committees and individual doctors. 

2.2 Information about recipients

Second, all patients who receive an organ transplant need a physician for follow-up care. It is well 
known that recipients who have received organs from (potentially) trafficked persons are seldom 
reported since doctors are generally reluctant to alert law enforcement agencies when they see this 
crime. This is probably related to doctors respecting the issue of doctor-patient confidentiality as 
well as a reluctance from medical practitioners to be the whistle blowers for their patients. It is not 
only important that doctors become more aware of this criminal phenomenon in order to detect 
these cases more effectively but also that they clearly communicate in advance to their patients 
why getting an organ from a trafficked person or unknown source may not only involve them in 
a criminal investigation, but might have a serious impact on their long term medical outcome as 
often clinical information is missing after such a procedure. It is important that doctors clearly 
communicate to their patients why receiving an organ in an illegal way is medically and ethically 
questionable and legally forbidden [6, 7].

Varying views exist in the medical community about restricting follow-up care and needed 
immunosuppression for patients who received an illegal transplant. Often, such a person has taken 
part in a crime and obtained an organ at the expense both of the health (or perhaps even life) of 
a paid or coerced ‘donor’ and of the orderly functioning of the country’s legal system of organ 
donation. Nonetheless, in the Hippocratic tradition, physicians would find it difficult to deny such 
patients post-transplant care, including immunosuppression, since physicians are bound to serve 
their patients’ interests rather than to sit in judgment on them. Allowing such patients to have ac-
cess to drugs and medical care, but not paying through the public or private medical insurance plan 
that would otherwise cover a patient’s care, might seem to be an option, yet that would result in 
allowing patients with substantial financial resources to obtain needed medical care while leaving 
poorer patients without it. In some ways, a patient with end-stage organ failure who feels impelled 



IV Recommendations

136

to obtain an organ illegally seems like a victim of a transplant system that is unable to meet his or 
her needs in a prompt fashion. A compromise could be to treat such recipients as victims and to 
provide them with needed care so long as they cooperate in any official investigation of the persons 
responsible for obtaining or implanting the organs they received.

2.3 Information about healthcare professionals as traffickers

Often medical staff are unaware of the problem of THBOR and lack knowledge of how to respond 
to these cases [8]. Professional societies need to undertake programs to make physicians and nurses 
aware that their responsibility to protect their professions’ reputation involves more than ensuring 
that the transplant cases they undertake do not involve trafficking but also includes identifying 
members of their professions who depart from professional ethics. Doing so allows the local profes-
sional societies and state boards to discipline such violators.

The group considered whether the process of naming and shaming individual doctors and 
nursing staff that take part in illegal transplantation practices should or should not be public. On 
the one hand, exposure in local papers and television might deter professionals from participating 
in THBOR, but the tendency of members of professions to shield one another might deter some 
from reporting incriminating information because they would feel uneasy in exposing a colleague 
to public disgrace, though they would be willing to aid the imposition of professional sanctions. It 
is true that when a transplant professional becomes a suspect in a THBOR case, his/her name will 
become public anyway. 

3 Health professionals’ duty to collaborate with law enforcement

If prosecutors expect healthcare professionals to report suspicious cases, especially when the infor-
mation relates to patients who seem to have received illegal transplants, they will need to arrange 
means of shielding the doctor-patient-relationship. For example, they could make reporting process 
anonymous, and some form of immunity could be provided to the recipient if he or she cooperates 
with the investigation. 

The legislative framework should be able to accommodate this anonymous approach, which is 
a central tenet of human trafficking protocols such as the Palermo Protocol of the UN Convention 
Against Transnational Crime as well as the Council of Europe’s new convention against trafficking 
in human organs (open for signature since March 2015). As trafficking crimes often go beyond na-
tional borders, it is furthermore important that the legislative framework be able to accommodate 
cross-border investigations. 

Even better, prosecutors could work with officials in the health ministry to establish a formal 
registry of transplants (through the national government or perhaps a not-for-profit-organization, 
and linkable with registries in other countries, forming an intergovernmental mechanism). Legiti-
mate transplants, including those that involve travel for transplantation (such as persons traveling to 
their country of origin to obtain an organ from a relative who still lives there), could be registered. 
Such an act, if mandated by law, would not infringe on the important interests protected by the 
usual duty of physician-patient confidentiality. Then, transplants not registered could presumptively 
be regarded as involving illegal transplant tourism and trafficking.

4 The need to educate legal and health professionals and patients

The need for education about unethical practices in transplantation is just as necessary for health-
care professionals as for their counterparts in the legal profession [9]. Plainly, education of legal staff 
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and prosecutors in the field of transplantation is essential if they are to understand why THBOR 
is harmful both to participants and to the system of voluntary living and deceased donation. One 
means to achieve this end would be for transplant professionals to make presentations at meetings 
of lawyers and prosecutors regarding the technicalities of transplantation, including the clinical risks 
of illegal transplants.

Yet it is as least as important to familiarize health care workers both with the potential legal 
risks of getting involved in illegal transplantation practices and with the harm they do to all patients 
waiting for a transplant when they fail to report illegal acts of which they become aware. Further-
more doctors should not only take into account the legal risks but also the ethical impact of deci-
sions they make, so it might be useful to have more presentations on the ethics of transplantation 
at meetings aimed at transplant professionals. The ethics of recruiting, transporting and transferring 
these organ vendors to provide organs to potential recipients need to be communicated to medical 
professionals on a regular base. Furthermore, in some professional circles a gap in understanding 
exists regarding the concept of exploitation. Medical staff needs to become more aware of the 
principles of equality, justice and respect and when human rights are violated. This suggests that a 
major educational effort is needed for the medical profession. 

Lastly, patients who are considering seeking organs from trafficked persons need to be made 
aware that transplants using organs from people who are coerced or deceived or whose vulner-
ability is exploited into parting with a kidney (or a partial liver) can hold serious risks to the health 
and even the life of recipients [10-12]. It is also important that patients realize that the practice 
of THBOR exploits people who are already socially disadvantaged. This education needs to be 
provided by practitioners on an individual, clinical level as well as to groups that offer support to 
people with end-stage organ failure.

The best preventive strategy to stop the use of purchased organs, is by making legal changes 
in countries where laws against organ trafficking are still absent. Secondly, physicians and sur-
geons working in the field of transplantation as well as professional societies and patient-support 
groups need to create awareness of the need for more deceased donors for life-enhancing and 
-saving transplants. Improving the non-legislative public response by educating the public about 
deceased donation, illegal transplantation and THBOR should be supported by legal as well as 
clinical groups. It is only through increasing the availability of deceased and living donor organs that 
the problem of THBOR will be overcome. 

5 Recommendations from the group discussion

5.1 The responsibilities of medical professionals

a)  To engage in careful, multidisciplinary screening of potential living donors, which should occur 
for all transplants, to ensure the absence of THBOR.

b)  To adopt local or international guidelines in relation to THBOR similar to those put forward by 
professional societies, the Declaration of Istanbul, and the local Department of Health.

c)  To act in ways that embod collective responsibility to prevent exploitation of people.
d)  To cooperate with disciplining members of the profession who knowingly disobey the law and 

professional guidelines for legitimate transplantation.
e)  To consider exposing individual professionals who refuse to adhere to ethical and legal stan-

dards for organ transplantation in their professional societies and among the public.
f)  To cooperate in joint working relationships with legal professionals in order to look at ways 

in which doctors could report cases in an anonymous way that does not compromise doctor 
patient relationships.
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g)  To understand that the responsibility to stop this practice lies not only with organ suppliers and 
brokers but also with those who transplant the organs and provide service afterwards. 

h)  To make sure patients are educated about the potential clinical complications an illegal trans-
plant can have on them as well as on the person from whom the organ was obtained and the 
system of legitimate transplantation.

5.2 The responsibilities of hospital leadership 

a)  To provide a proper monitoring mechanism composed of trained individuals to oversee unre-
lated living donor transplants.

b)  To operate an official screening programme for foreign living donors and transplant recipients 
upon entry back in their country or region as well as when admitted to a hospital.

c)  To become aware of ethical considerations in the field of transplantation and to encourage ethi-
cal practices in their local area.

d)  To become more aware of the crime phenomenon when it comes to THBOR.

5.3 The responsibilities of governments

a)  To consider including a question on the documents travelers must execute on entering a coun-
try about whether the entrant was hospitalized within the previous 10 days (as a way of detect-
ing potential organ vendors or recipients), with penalties for false statements [National govern-
ments].

b)  To create transplant registries, including of patients who travel to other countries to receive an 
organ, and impose strict monitoring mechanisms for transplantation, particularly of unrelated 
living donors [National governments]. 

c)  To increase awareness and knowledge across society in order to improve the non-legislative 
responses of individuals towards THBOR [All governments]. 

d)  To ratify the Palermo protocol and amend national laws to incorporate its provisions, and, given 
the difficulty of prosecuting all actors involved in illicit transplantation under that Protocol, to 
clearly define the liability of each group of actors who are complicit in this organized crime and 
to consider including criminal prohibitions against purchasing organs as well [National govern-
ments]. 

5.4  The responsibilities of prosecutors in relation  
to medical professionals

a)  To understand that doctors have a patient-centered approach and that most doctors will act to 
protect their patients’ well-being and dignity.

b)  To understand that physicians, whose clinical work depends upon trust, would be more likely 
to provide information about organ recipients or vendors if these patients are treated as victims 
and, particularly for organ recipients, are protected from liability if they cooperate with investi-
gations and prosecutions. 

c)  To give presentations at conferences of medical (and particularly, transplant) professionals about 
human and organ trafficking and the impact of these crimes (and their potential impact on the 
treating physicians) in order to create awareness within the medical profession and increase 
their role in detection and reporting of the crimes.
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d)  To help all criminal justice stakeholders to obtain the training they need in how to detect, in-
vestigate, and prosecute THBOR in a manner that takes into account and respects the ethical 
obligations of healthcare professionals.

5.5 The responsibilities of professional societies

a)  To increase awareness of THBOR and organ trafficking by regularly organizing sessions on this 
topic at professional congresses or meetings.

b)  To improve knowledge and awareness of THBOR and organ trafficking by offering training on 
recognizing these crimes and by distributing educational material to their members.

c)  To improve the local community’s understanding of human rights and the bioethical principles 
of non-maleficence, justice and respect for persons.

d)  To give presentations to prosecutors and law enforcement officers about transplantation science 
and practices so that they understand the field and the adverse impact of human and organ 
trafficking on it.

e)  To develop means, such as registries and standards, that might enable the easy separation of 
illegal transplant tourism (where purchased organs will be obtained through a transplant in an-
other location) from acceptable travel for transplantation. 

f)  To encourage their members to collaborate with law enforcement personnel to help to prevent 
and prosecute THBOR and organ trafficking.

g)  To elaborate the ethical grounds for reporting criminal activities, especially when victims need 
protection, and to seek legal protection for physicians who do so.

5.6  The need for a registry at the level of a human rights  
monitoring body

a)  It might be useful to have an intergovernmental organization, such as the World Health Orga-
nization, involved in creating a registry for patients who travel to receive (or provide) a trans-
planted organ.

b)  The gap between such legitimate (and perhaps pre-approved) cross-border transplants and the 
total number would be a useful mechanism to establish the incidence of human trafficking. 

c)  Existing international convention on THBOR could facilitate international cooperation (such as 
for extraterritorial jurisdiction) and reach actors who escape prosecution in the context of hu-
man trafficking.

d)  A registry could potentially also facilitate support for trafficked victims as there should be a sec-
tion on this registry where doctors could report illegal transplants anonymously.
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1 Introduction
1.1 Scope and purpose

The purpose of this deliverable is to support data collection and identification of trafficking in 
persons for the purpose of organ removal (THBOR). The THBOR barrier model outlined below, 
identifies the legal and illegal service providers for each step (barrier) in the criminal process: re-
cruitment, transport, entrance, documents, housing, transplant, aftercare and finance. The indica-
tors are structured along these barriers. 

THBOR is defined in the Protocol to Prevent, Suppress and Punish Trafficking in Persons, Espe-
cially Women and Children, supplementing the United Nations Convention against Transnational 
Organized Crime (Palermo Protocol). The Palermo Protocol defines human trafficking as: the re-
cruitment, transportation, transfer, harbouring or receipt of persons, by means of the threat or use of 
force or other forms of coercion, of abduction, of fraud, of deception, of the abuse of power or of a 
position of vulnerability or of the giving or receiving of payments or benefits to achieve the consent 
of a person having control over another person, for the purpose of exploitation. Exploitation shall 
include (…) the removal of organs. The consent of a victim of trafficking in persons to the intended 
exploitation shall be irrelevant where any of the means described have been used. 

It is important to note that the indicators are indicative of THBOR, but may point to other forms 
of organ trade as well, such as transplant tourism and transplant commercialism – forms of organ 
trade which do not necessarily involve THBOR. These indicators are not exhaustive; they should 
be extended or modified in response to changes in the modus operandi of traffickers and new 
research findings. 

1.2 Methodology

These indicators are based on empirical research data that has been collected under the HOTT 
project. The sources from which these indicators have been derived from: interviews with police, 
prosecutors, recipients and transplant professionals; recipients’ and victims’ testimonies and judg-
ments of prosecuted cases. 

1.3 Target groups

These indicators are intended for use by persons who may come into contact with (potential) 
recipients, donors or facilitators who have retrieved or provided organs (or are planning to do so) 
by means of THBOR. These target groups are: judicial and law enforcement authorities (including 
border police and embassy officials), transplant professionals and victim-aid workers.



1 Introduction

143



V Indicators for Judicial and Law Enforcement Authorities

144

2 Indicators
2.1 Recruitment

Persons who are going to receive an organ through THBOR may:
•	 	leave	for	a	transplant	abroad	without	notifying	their	health	caregivers;
•	 	refuse	to	accept	local	transplant	solutions;
•	 	search	the	internet	for	transplant	possibilities	abroad;
•	 	be	 in	 (online)	 contact	 with	 a	 person	 and/or	 company	 that	 advertises/organizes	 transplants	

(abroad) and that does not provide information about the organ donors;
•	 	be	in	contact	with	a	group	of	potentially	suitable,	but	unknown	donors	abroad;
•	 	not	know	beforehand	where	the	transplant	will	take	place	and/or	who	their	prospective	donors	

abroad will be;
•	 	have	received	a	personal	invitation	from	a	transplant	professional	to	be	transplanted	abroad;
•	 	have	been	asked	to	send	medical	test	results	abroad	for	review	by	a	person/institution	whose	

medical expertise lacks certification.

Persons who are going to supply an organ through THBOR may:
•	 	be	in	(online)	contact	with	a	person	and/or	company	that	advertises/organizes	organ	donations	

abroad;
•	 	not	have	received	any	or	incorrect	or	misleading	information	about	the	pre-	and	post-operatives	

risks and/or the duration of the operation;
•	 	not	know	who	their	prospective	recipients	abroad	will	be;
•	 	not	have	a	(clear)	motivation	for	their	donation;
•	 	have	a	relative/acquaintance	who	has	sold	an	organ	before.

2.2 Transport/entrance

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	travel	together	with	one	or	more	persons,	who	do	not	appear	to	know	each	other,	to	the	same	

destination;
•	 	be	accompanied	by	someone	with	a	medical	background;
•	 	show	signs	of	fear	of	someone	who	accompanies	them,	e.g.	sweating,	trembling,	not	speaking;
•	 	suffer	from	physical	complaints,	such	as	pain	in	the	area	where	the	organ	was	implanted	or	

removed;
•	 	have	not	organized	their	own	transport	and/or	do	not	know	their	destination;
•	 	be	carrying	a	considerable	amount	of	cash;
•	 	be	carrying	medical	records	and/or	letters	of	invitation	for	medical	treatment;
•	 	travel	directly	to	a	hospital	or	clinic	upon	arrival	in	a	foreign	country.

2.3 Documents

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	have	received	their	travel	and/or	identity	documents	from	someone	else;
•	 	not	carry	their	own	travel	or	identity	documents	during	the	travel	to	or	entrance	in	a	foreign	

country;
•	 	carry	identity	documents	that	are	very	recently	issued	and/or	appear	to	be	forged;
•	 	carry	travel	documents	that	do	not	correspond	with	the	purpose	of	their	travel.
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2.4 Housing

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	be	housed	in	an	accommodation	owned	by	a	medical	professional	or	a	hospital/clinic;
•	 	be	housed	together	in	the	same	accommodation;
•	 	not	be	allowed	or	able	to	leave	the	accommodation	on	their	own;
•	 	be	escorted	whenever	they	go	to	and	return	from	the	hospital/clinic;
•	 	not	know	the	location	of	their	accommodation;
•	 	undergo	physical	examinations,	blood	or	other	tests	performed	by	doctors	at	their	accommoda-

tion.

2.5 Transplant

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	not	have	received	prior	medical	screening	(in	their	home	country);
•	 	undergo	the	transplant	procedure	abroad	within	a	very	short	 time	frame	(two	weeks	to	two	

months);
•	 	not	know	 the	 location	and/or	name	of	 the	hospital/clinic	and/or	 transplant	professionals	 in-

volved;
•	 	have	not	signed	consent	forms;
•	 	be	 illiterate	and/or	signed	documents	 that	were	not	written	or	explained	 in	 their	native	 lan-

guage;
•	 	have	a	group	of	potentially	suitable,	unknown	donors;
•	 	have	documents	 in	which	 the	donor-recipient	 relationship	was	changed	 from	 ‘unrelated’	 to	

‘related’;
•	 	claim	to	know	each	other,	but	do	not	actually	interact	or	show	interest	in	one	another	before	

and/or after the transplant;
•	 	claim	to	be	related	to	the	donor	or	recipient,	but	have	an	inconsistent	story	about	their	relation-

ship or give the impression that they were instructed to feign their relationship;
•	 	have	not	received	any	or	incorrect	or	misleading	information	about	the	pre-	and	post-operatives	

risks and/or the duration of the operation;
•	 	have	second	thoughts	and/or	not	have	been	given	 the	opportunity	 to	withdraw	prior	 to	 the	

operation;
•	 	have	seen	other	foreigners	at	the	hospital/clinic	(who	arrived	in	groups);
•	 	have	been	accompanied	by	another	person	when	visiting	the	hospital/clinic,	who	insisted	to	

answer questions on their behalf and/or to translate all conversations with the medical staff;
•	 	have	been	operated	at	a	hospital/clinic	without	the	availability	of	a	dialysis	machine	or	other	

necessary medical equipment;
•	 	not	have	a	(clear)	motivation	for	their	donation;
•	 	typically	present	as	a	donor/recipient	pair	consisting	of	a	(foreign)	younger	donor	and	a	(foreign)	

older recipient.

2.6 Aftercare

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	re-appear	unannounced	at	their	local	hospital	with	an	implanted	or	removed	organ;
•	 	have	not	received	appropriate	medical	aftercare	and/or	necessary	medication;
•	 	have	received	aftercare	in	another	hospital/clinic	than	where	the	transplant	took	place;
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•	 	lack	discharge	sheets	and/or	other	information	about	the	operation	(abroad)	in	their	medical	
records, e.g. the name of the hospital/clinic, transplant professionals and/or source of the organ;

•	 	be	reluctant	to	share	information	about	where	and	how	the	operation	took	place;
•	 	be	reluctant	to	share	information	about	their	relationship	with	the	recipient	or	donor;
•	 	return	from	an	operation	abroad	with	infections,	graft	failure	or	other	complications;	recipients	

in particular may carry infections such as HBV, HBC, HCV, PCP, HIV, CMV, TB, Pyelonephritis, 
Aspergillosis, Sepsis, Malaria, liver cirrhosis, UTI, abscesses and meningitis and/or suffer from 
graft failure or graft loss and/or carry high doses of immunosuppressive regimen, wound drains 
and/or splints in their bodies;

•	 	show	signs	of	emotional	stress/complaints	such	as	shame,	stigma	and	regret	about	the	removal	
of their organ.

2.7 Finance

Persons who are going to receive/supply or have received/supplied an organ through THBOR may:
•	 	state	that	they	will	give/receive	or	have	given/received	payments	in	return	for	the	organ;
•	 	have	not	received	the	agreed	amount	of	money;
•	 	have	paid	fees	for	recruitment,	transport	and	accommodation	that	were	deducted	directly	from	

the person’s earnings in return for the organ donation;
•	 	have	been	told	that	they	need	to	pay	or	will	be	paid	in	instalments	(in	advance	of	the	operation);
•	 	have	paid	a	donor,	doctor	and/or	other	facilitator	(in	cash)	for	an	organ	or	an	organ	transplant;
•	 	not	know	the	name	of	the	person	to	whom	they	have	paid	or	who	received	their	payment;
•	 	have	made	payments	through	an	intermediary	person	or	institution;
•	 	have	not	received	a	receipt	after	payment.
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The topics:

–   Cultural and Religious Aspects of Living and
Deceased Donation;

–   Cross-Border Transplants;

–   Psychosocial Care;

–   Autonomy at the End of Life;

–   Public Issues;

–   Children as Donors and Recipients;

are discussed among ethicists, clinicians, psy-
chologists, lawyers and policy makers in the field
of organ transplantation.

The ELPAT platform was initiated with the aim to
establish continuity in European communication
on ‘Ethical, Legal and Psychosocial Aspects of
Organ Transplantation (ELPAT)’, after several ad
hoc conferences had been organised in the last
two decades. ELPAT aims to facilitate and struc-
ture the European research area in this field of 
science. It is now an official section within the
European Society for Organ Transplantation
(www.ELPAT.org).

340 pages, ISBN 978-3-89967-931-1,
Price: 35,- €
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Price: 25,- €, (www.ciando.com)
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The project on ‘Living Organ Donation in Europe’
(EULOD) was a Coordination Action, funded by the
Seventh Framework Programme of the European Com-
mission from 2010-2012. It aimed to establish an inven-
tory of living donation practices in Europe, explore and
promote living donation as a way to increase organ
availability, and develop tools that improve the quality
and safety of living organ donations in Europe. The proj-
ect had a broad European coverage with a specific focus
on new EU Member States. Eleven institutions from ten
European countries were involved. EULOD drew upon
the support, knowledge and network of the European
platform on Ethical, Legal and Psychosocial Aspects of
Organ Transplantation (ELPAT) and the European Soci-
ety for Organ Transplantation (ESOT).
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The EULOD Project Living
Organ Donation in Europe
Results and Recommendations
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F. Ambagtsheer, W. Weimar (Eds.)

Traf� cking in Human Beings for 
the Purpose of Organ Removal
Results and Recommendations

PABST

This book presents new data on traf� cking in human 
beings for organ removal, collected under the aus-
pices of the EU-funded project ‘combating traf� cking 
in human beings for the purpose of organ removal’ 
(The HOTT Project) between 2012 and 2015. The 
book starts with a comprehensive literature review of 
the crime (Chapter I). This is followed by an empirical 
interview study on patients who purchased kidney 
transplants abroad (Chapter II), a study of prosecuted 
criminal cases (Chapter III), recommendations to im-
prove non-legislative responses to the crime (Chapter 
IV) and � nally, indicators for law enforcement, trans-
plant professionals and victim support workers to 
identify the crime (Chapter V).
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