
Tous droits réservés © Canadian Anthropology Society / Société Canadienne
d’Anthropologie (CASCA), formerly/anciennement Canadian Ethnology Society /
Société Canadienne d’Ethnologie, 1997

This document is protected by copyright law. Use of the services of Érudit
(including reproduction) is subject to its terms and conditions, which can be
viewed online.
https://apropos.erudit.org/en/users/policy-on-use/

This article is disseminated and preserved by Érudit.
Érudit is a non-profit inter-university consortium of the Université de Montréal,
Université Laval, and the Université du Québec à Montréal. Its mission is to
promote and disseminate research.
https://www.erudit.org/en/

Document generated on 05/02/2024 3:25 p.m.

Culture

Culture, Technology and the New Death: Deadly Disputes in
Japan and North America
Margaret Lock

Volume 17, Number 1-2, 1997

URI: https://id.erudit.org/iderudit/1084020ar
DOI: https://doi.org/10.7202/1084020ar

See table of contents

Publisher(s)
Canadian Anthropology Society / Société Canadienne d’Anthropologie (CASCA),
formerly/anciennement Canadian Ethnology Society / Société Canadienne
d’Ethnologie

ISSN
0229-009X (print)
2563-710X (digital)

Explore this journal

Cite this article
Lock, M. (1997). Culture, Technology and the New Death: Deadly Disputes in
Japan and North America. Culture, 17(1-2), 27–42.
https://doi.org/10.7202/1084020ar

Article abstract
"Brain death" was institutionalized 25 years ago primarily to make organs
"harvested" from brain dead bodies on an artificial ventilator available for
transplant. Doubts exist as to whether the donors used in the first heart
transplants conducted in South Africa in 1967, and in Japan in 1968, were dead.
Reaction to these two experiments was remarkably different. In Japan the
surgeon was arrested for murder, a national debate about brain death
continues today, and transplants from brain dead bodies have only been made
permissible since June 1997. This debate contrasts with that in North America,
where transplant technology is routinized and an organ "shortage" is
recognized. In Japan the argument is politicized, focuses on death, and draws
on cultural knowledge about Self and Other; Japan and the West; harmony and
individualism; tradition and modernity / postmodernity. North American
discussion focuses on saving lives; making death meaningful; remaking death
yet again; and assumes technology to be culturally and politically autonomous.
These respective debates are discussed using textual analysis and the results of
interviews with philosophers, physicians, and nurses in both cultural settings.
An effort is made to suggest why the Japanese debate is central in constituting
contemporary cultural identity, whereas the North American debate is of little
public interest. The significance for anthropology of the hybrid status of brain
dead bodies and organ recipients together with the national and global
circulation and commodification of bodies and body parts associated with this
technology is considered.

https://apropos.erudit.org/en/users/policy-on-use/
https://www.erudit.org/en/
https://www.erudit.org/en/
https://www.erudit.org/en/journals/culture/
https://id.erudit.org/iderudit/1084020ar
https://doi.org/10.7202/1084020ar
https://www.erudit.org/en/journals/culture/1997-v17-n1-2-culture06567/
https://www.erudit.org/en/journals/culture/


CULTURE XVII (1-2), 1997

Culture, Technology and the New Death: Deadly Disputes 
in Japan and North America

Margaret Lock *
The conflict between practical activity and constraints of the mind 

inserts itself in an original, founding contradiction, between the pôles 
of which anthropological theory has oscillated since the nineteenth 
century like a prisoner pacing between the farthest walls of his cell.

Marshall Sahlins, 1976:55

Il y a 25 ans, on institutionnalisait la « mort cérébrale », 
avant tout pour « prélever » dans les corps en coma dépassé 
et branchés à un ventilateur des organes qu'on utiliserait pour 
des greffes. Aujourd'hui, on se demande encore si les don-
neurs utilisés pour effectuer les premières greffes de coeur en 
Afrique du Sud en 1967 et au Japon en 1968 étaient bien 
morts. Les réactions qu'ont provoqué ces expériences ont été 
complètement différentes. Au Japon, le chirurgien fut arrêté 
pour meurtre. Le débat national sur la mort cérébrale est tou-
jours d'actualité et il est interdit d'effectuer des greffes d'or-
ganes en les prélevant sur les corps dans un coma dépassé. Ce 
débat sera mis en contraste avec celui qui se poursuit en 
Amérique du Nord où les techniques de greffe sont routine et 
où on reconnaît qu'il existe une « pénurie » d'organes. Au 
Japon, la discussion s'est politisée ; elle porte sur la mort et 
fait appel aux connaissances sur le Soi et 1' Autre ; le Japon et 
l'Occident, l'harmonie et l'individualisme, la tradition et la 
modemité/post-modemité. En Amérique du Nord, la discus-
sion porte essentiellement sur la vie et sur la manière de 
sauver des vies, de rendre à la mort tout son sens et de la 
refaire pourtant encore ; elle assume que la technologie est 
culturellement et politiquement autonome. Ces débats 
respectifs seront abordés à l'aide de l'analyse textuelle et des 
résultats d'entretiens effectués avec des philosophes, des 
médecins et des infirmiers/ières dans les deux contextes cul-
turels. L'exposé tentera de suggérer les raisons pour 
lesquelles le débat japonais est au centre de la constitution de 
l'identité culturelle contemporaine tandis que le débat nord- 
américain suscite peu d'intérêt auprès du public. Il abordera 
l'importance sur le plan anthropologique du statut hybride 
des corps dans un état de coma dépassé et de celui des 
receveurs d'organes ainsi que la circulation et la commercial-
isation, à l'échelle nationale et mondiale, des corps et des par-
ties corporelles liées à cette technologie.

"Brain death" was institutionalized 25 years ago primarily to 
make organs "harvested" from brain dead bodies on an artificial 
ventilator available for transplant. Doubts exist as to whether the 
donors used in thefirst heart transplants conducted in South Africa 
in 1967, and in Japan in 1968, were dead. Reaction to these two 
experiments was remarkably different. In Japan the surgeon was 
arrestedfor murder, a national debate about brain death continues 
today, and transplants from brain dead bodies hâve only been made 
permissible since June 1997. This debate contrasts with that in 
North America, where transplant technology is routinized and an 
organ "shortage" is recognized. In Japan the argument is politi- 
cized, focnses on death, and draws on cultural knowledge about Self 
and Other; Japan and the West; harmony and individualisai; tradi-
tion and modernity/postmodernity. North American discussion 
focuses on saving lives; making death meaningful; remaking death 
yet again; and assumes technology to be culturally and politically 
autonomous. These respective debates are discussed using textual 
analysis and the results of interviews with philosophers, physicians, 
and nurses in both cultural settings. An effort is made to suggest 
why the Japanese debate is central in constituting contemporary 
cultural identity, whereas the North American debate is of little 
public interest. The significance for anthropology of the hybrid sta-
tus of brain dead bodies and organ récipients together with the 
national and global circulation and commodification of bodies and 
body parts associated with this technology is considered.

Dept of Social Studies of Medicine, McGill University, 
3655 Drummond Street, Montreal (Que), Canada, H3A 2T7
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A perusal of Culture and Practical Reason, a 
book that became one of Marshall Sahlin's major con-
tributions to theory in anthropology, makes the argu-
ment that culture is fundamentally autonomous "by its 
own properties as a symbolic System." Sahlins, in part 
working to clothe Marx in an anthropological coat, 
insists that no cultural form can ever be read from a set 
of "material forces," and that our task as anthropolo- 
gists is to reveal the way in which cultural order is con- 
stituted through meaning. For Sahlins necessity is not, 
after ail, the mother of invention, rather, human tech-
nologies are material manifestations of spécifie histo-
riés and cultural forces. In seeking to counter the 
empirico-materialist wing of mid 20th century anthro-
pology, Sahlins situated himself firmly on the culture- 
as-driving-force end of the nature/culture spectrum, 
and in so doing can be cited usefully to counter writers 
such as Ellul who warned that technology had become 
autonomous and was, in effect, out of control (1964). 
For Sahlins, neither human needs nor the technologies 
devised to meet those needs, should be conceptualized 
as autonomous and thus situated independently of 
culture and history. The question Sahlins might pose in 
connection with technology, therefore, could be: why 
in Euro/America has it been meaningful to constitute 
technology as though it were autonomous?

At the end of the century we hâve moved to dif-
ferent ground (I will not say moved "on") and are no 
longer preoccupied in a straightforward way with 
materialist/meaning dichotomies. In the mood of self- 
reflexivity, induced in part by criticism of anthropolo-
gy from those who were made into the objects of its 
analysis, we seek to obliterate dichotomies. 
Nature/culture, mind/body, individual/society, 
self/other, are now perceived to be products of a 19th 
century colonial mentality characteristic of the "West." 
Dualities are out, and in their place is the fluidity and 
pastiche associated with the "late modem," or the 
"postmodem," depending upon one's leaning. This 
fluidity raises major difficulties for comparative analy-
sis, for boundaries can no longer be drawn to readily 
differentiate self from other; the task of "other-know- 
ing," as Geertz recently put it (1995) is a délicate busi-
ness. Nevertheless, I believe such difficulties must be 
met head on; to white-out or black-box différence is as 
equally divisive as is the démarcation of hard bound-
aries around human communities. Sahlins may still 
hâve a thing or two to teach us along these lines, for we 
must include technologies, no matter how sophisticat- 
ed and how deeply embedded in multinational mar-
kets, in our cultural analyses. But then, what exactly 
constitutes a cultural analysis these days?

A frequently voiced concern among many 
anthropologists today is that culture is a "totalizing" 
concept, one which is particularly amenable to appro-
priation by those with nationalistic interests. 
Dominquez, for example, argues that one should think 
of culture as something invoked, not as something 
which "is" (1992: 23). In keeping with this sentiment it 
is often noted that the culture concept is self-con- 
sciously put to work by human communities to give 
authority to an inherited tradition; this reinvented his-
tory is usually imagined as one uncorrupted by either 
colonial forces or modem influences. Thus, mytho-his- 
tory is invoked to create an idealized past out of which 
culture can be tumed into an "exclusionary teleology" 
(Daniel, 1991: 8) in which the pivotai question 
becomes, who is a "true" Sri Lankan, a "true" 
Québequois, a "true" Japanese? Culture put to work in 
the service of nationalisms cannot therefore be under- 
stood without reference to relationships of power and 
exclusion.

However, culture is not only exclusionary with 
respect to marking out différence among peoples; it is 
also exclusionary in its opposition to nature, where 
nature is understood as another given, the "natural" 
order — that which is not created by human endeavor, 
but by a higher power or, altematively, through the 
forces of évolution. Bruno Latour has discussed the 
way in which we "modems" hâve fragmented our 
world so that we understand nature as being "out 
there" — uncontrovertible, scientifically analysable, 
and in a domain distinct from that of society and social 
relations, both of which are in turn different from sub-
jective expérience, and also from the discourse which 
we create to comment on our world (1993). In theory, 
therefore, nature is conceptualized as a domain entire- 
ly independent of the moral order associated with cul-
ture. In practice, however, "nature" continues to serve, 
as it did prior to the Enlightenment, as a moral touch- 
stone, the effects of which are especially évident when 
we grapple with assigning the status of life or death to 
various entities. Strathem has pointed out the ambigu - 
ity présent in anthropology when trying to situating 
individuals in the nature/culture dichotomy, for as 
humans we are ail inevitably hybrids, and thus strad- 
dle both domains (1992: 48). It is at this margin, where 
culture is perceived to encroach on the natural world, 
that a rupture occurs and becomes a site for disputive 
moralizing discourses.

There is, of course, yet another concern about cul-
ture, namely that because the world is in a continuai 
state of flux and transition, borders and boundaries 
can no longer be easily demarcated (Appadurai, 1990: 
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5). Along these Unes, Apparudai encourages us to 
think ethnoscapes — to conceptualize deterritorializa- 
tion, and the circulation of people, ideas, knowledge 
and practices around the globe. Ethnography becomes 
for Appadurai the challenge of portraying local, lived 
expérience in a globalized world which makes it appear 
as though everything is possible, although he is quick 
to point out that he is not suggesting that ail stable 
relationships and continuity are things of the past. Part 
of this task is to describe how things are "imagined" by 
those individuals under scrutiny and not simply to 
focus on actual practices.

Culture is more problematic than ever before in 
its checkered history, nevertheless the way in which 
meaning is mobilized and legitimized around this con-
cept gives it significance, firstly as a complex tool for 
use in anthropological analyses, and secondly as one of 
several organizing principles made use of by the 
majority of communities, the application of which in 
spécifie geographical contexts is grist for the mill of 
comparative research.

THE NEW DEATH AND THE CULTURE OF 
TECHNOLOGY

In taking up the challenge posed by Rabinow to 
create a geneology of the présent (1993); to research 
people who are actively involved in making the future 
(Falk Moore, 1993: 8), thus situating the world of 
technoscience within the domain of anthropology, I 
hâve chosen to make death, that is, the "new" death 
created through technological intervention, my object 
of analysis. It would appear at first glance that there is 
little room for "culture" to intervene in the measure- 
ment of death in the intensive care units of tertiary care 
hospitals in supposedly secular societies. This is not 
the case, however, and in setting up my argument it is 
apparent that it is not only culture and nature which 
are unstable domains, but that technology is an equal- 
ly tenuous category.

Death has become increasingly visible in recent 
years as a subject for public attention, whether it be a 
discussion about the moral status of euthanasia, or a 
lament at the increasing number of violent deaths we 
read about each day in the media. Whatever form 
death takes, it conjures up that margin between culture 
and nature that we apparently most fear — the space 
where mortality must be confronted. Where technolo-
gy is made use of not only to intervene in but to "expe- 
dite" the "naturel" process of death, one might expect 
a public outery. Although this has been the case with 
what is termed "physician assisted suicide," in which a 

doctor administers médication to hasten the death of 
suffering individuals who want their lives ended, 
"brain death" has not created a similar concem. This is 
in spite of the fact that a diagnosis of brain death is 
taken in North America and most of Europe to signal 
the end of ail meaningful life, and the physician in 
charge of the case, after collegial consultation, removes 
the artificial ventilator on which the patient's contin- 
ued breathing is fully dépendent. The criteria set out 
for establishing brain death involve a sériés of mea- 
surements which indicate "irréversible" brain damage, 
and on this basis the end of meaningful life is estab-
lished.

After the first artificial respirators (ventilators) 
were developed in the la te 1950s, making it possible to 
sustain brain-dead but otherwise alive human bodies 
for anything from a number of hours to, occasionally, 
several weeks (and recently for much longer periods of 
time), it became an urgent priority to clarify the con-
cept of death in "technologically-advanced" nations. 
This situation was exacerbated by the simultaneous 
development of solid organ transplantation technolo-
gy, in which hearts, livers, lungs, and kidneys could be 
"harvested" from the brain dead for use in other 
patients. However, this process of redefining death 
was not carried out as part of an international endeav- 
or, although at first it was thought this would be the 
case, but took place gradually on an ad hoc basis in one 
country after another. In Japan the debate has never 
been satisfactorily resolved, and brain death has only 
very recently been recognized in that country as the 
end of human life, and then only under certain cir- 
cumstances. There has been, therefore, no simple dis-
tribution and institutionalization of these technologies 
for determining death and carrying out solid organ 
transplants at various sites around the globe.

A postmodern analysis of a brain dead 
person/ cadaver places emphasis on the hybrid status 
of such an entity. In Haraway's idiom a cyborg is "a 
condensed image of both imagination and reality, a 
coupling between organism and machine, each con- 
ceived of as coded devices." The boundary transgres-
sions exhibited by cyborgs présent "dangerous possi- 
bilities" Haraway suggests, because their development 
is related to an authoritarian need for control and for 
universal domination. On the other hand, cyborgs also 
offer the possibility of criticizing and reconstructing 
that which is assumed to be naturel and inévitable — 
the established order of things. Cyborgs permit us to 
conceptualize and live new social relations, and to 
reconsider our relationship with the worlds of the nat-
urel and the mechanical (Haraway, 1990:196).
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I want to suggest that as anthropologists we 
should pay attention not only to those hybrids which 
catch media attention, but perhaps more importantly 
for the anthropological endeavor, to the pockets of 
silence, to the résistances, and to the possibilities that 
never materialize. A comparative ethnography of 
technoscience (and I increasingly think comparison is a 
fruitful way to take on this daunting subject despite 
the difficulty of demarcating boundaries) must imme- 
diately confront the question of why in certain locales 
some hybrids/cyborgs raise little concem, while in 
others they create havoc. In North America we hâve 
been forced to engage with what it is about the foetus 
and the embryo that triggers violence and fury. By con- 
trast, in many other settings, these particular hybrids 
remain dormant and safely obscure, while in yet other 
situations, although recognized as entities, they cause 
little debate. Similarly, a brain dead individual clearly 
lurks on the margins of life and death, culture and 
nature, and machine and person. Nevertheless in 
North America we remain virtually silent about this 
particular product of technology. In contrast, turmoil 
has erupted in Japan over the past 25 years around this 
domain of technoscience.

So here we are, back in anthropology's favorite 
stamping ground of différence, seeking to understand 
why the compilant Japanese — as our stéréotypé has it 
— technologically sophisticated as they are, find them- 
selves unable to recognize brain death as the end of 
life; why brain death and that other technology inex- 
tricably tied up with it, organ transplants, signais dan-
ger in Japan, loud and clear. This potential danger is 
perceived to be so destructive that the resuit has been 
an exhaustive public self-reflection in which discus-
sion of the relationship of Japan to the West, tradition 
to modernity, and culture to technology — in particu-
lar the ambivalence many Japanese hâve in connection 
with technologies which radically intrude into what is 
taken as the "natural order" — loom large. 
Furthermore, disputes about self and other, a reaffir-
mation of the equality of ail citizens, attitudes toward 
the medical profession, and toward the body and its 
position in society, ail radiate out from the centrifugal 
trigger of the brain dead body.

Of even more interest, I think, is to ask why we in 
North America apparently sense no danger in connec-
tion with this deathly cyborg. On the contrary, why 
hâve we focused almost exclusively on the heroics and 
so-called altruism associated with organ transplants 
and the "gift of life," while apparently deleting virtu-
ally ail anxiety from our minds about the source of 
those organs? We hâve selectively lighted on the sec-

ond part of the équation only, that other more pleas- 
ing, self/non-self hybrid, for here, perhaps, we believe 
we can "transcend" nature, whereas the plight of the 
brain dead fills us with other kinds of sentiments: hor- 
ror, fear and despair.

Strathem has argued that we anthropologists 
should ask how "objects construct society" rather than 
posing the more usual constructivist question of how 
objects are constructed by society (1992). My position 
is that we must engage with both approaches at once. 
Thus, with the making of the new death, it is vital to 
corne to terms with the way in which this knowledge 
was constructed and legitimated in Euro-America. The 
new death has been "naturalized" (purified in Latour's 
idiom) so that, with the exception of certain interested 
professionals (see below), it is not disputed. In the case 
of Japan, an anthropologist's attention is immediately 
drawn to the showy public disputes in connection with 
définitions of death. Brain death is as yet far from 
being naturalized in that setting, even though there are 
those who hâve worked hard for this to be the case.

At the same time it is important to ask what 
changes the récognition of technological death has 
brought to society, for while in Euro-America it has fit- 
ted remarkably easily into a utilitarian vision of the 
unfolding of technoscience, in Japan brain death has 
caused the most profound nation-wide self-reflection 
about technoscience that has taken place this century. 
In this paper I will focus less on the construction of 
brain death as a concept, and more on the consé-
quences of its emergence as an object for societies, in 
particular, those of Japan and North America.

DEATH IN TECHNOLOGICAL TIME

Without the machine — the artificial ventilator — 
the condition of brain death would never hâve been 
marked except, on occasion, as a brief period of time 
prior to cardio-pulmonary arrest leading to the condi-
tion that we ail intuitively understand as the end of life 
(even though most of us today hâve never witnessed 
such a death at first hand). "Brain death" could not 
hâve been made into a diagnostic category, nor into an 
object for social analysis, therefore, without the inser-
tion of a machine into the process of dying. The immé-
diate precursor of the ventilator was the iron lung, 
invented in Denmark in the 1940s to assist breathing 
for polio patients whose lungs had collapsed. The arti-
ficial ventilator, with its delivery of oxygen under 
pressure, was a great improvement on the iron lung, 
but polio was by the 1960s, in effect, "conquered." One 
must meander through a véritable Latourian network
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(1987) to tell the story of the ventilator and of the 
patients hooked up to it, a network too complex to do 
more than hint at in this paper. This particular network 
includes the emergence of the car as the prime mode of 
transport, and of fast roads, together with an accelerat- 
ing number of automobile accidents, coupled, particu- 
larly in America, with numerous incidents involving 
gunshot wounds, leading to rapidly increasing num- 
bers of traumatic injuries and deaths. These changes 
stimulated in tum the development of emergency 
medicine as a specialty, and also the institutionaliza- 
tion of intensive care units with specialized staff who 
work under pressure to get patients out of such units 
as speedily as possible, alive or dead. This is just one 
part of the ventilator "network," however. One must 
enter another domain entirely to understand the full 
significance of the ventilator, and chart the emergence 
of an increasingly sophisticated immunology through- 
out the 1950s, permitting kidney transplants from both 
live donors and cadavers, and then follow the 
grandiose fancies of certain surgeons as they experi- 
mented on animais with liver and heart transplants. 
This technology took the world by storm, as most of us 
recall, when the flamboyant South African surgeon 
Christiaan Bamard carried out what was announced in 
1967 as the world's first heart transplant (an inaccurate 
claim, since there had been one earlier effort in 
Mississippi, a misérable failure, in which the donor 
was a chimpanzee).

In an illuminating article entitled "Backfrom the 
Grave," Martin Pemick has shown that concem about 
defining death is not new but, on the contrary, repre- 
sents the latest emergence of an issue which has been 
revived repeatedly throughout medical history, very 
often in the wake of "new medical discoveries, espe- 
cially in such areas as experimental physiology, resus-
citation, and suspended animation" (1988:17). Pemick 
cites a 1940 article in Scientific American as a relatively 
recent example, in which it is stated that "frequent" 
errors in diagnosing death remain the cause of cases of 
prématuré burial (Newman, 1940). Pemick's article 
goes on to show that it is not simply responses to spé-
cifie medical discoveries which hâve shaped the con-
tent of debates about death, but that professional inter-
ests and cultural values are inevitably implicated. The 
complex and often conflicting character of these inter-
ests and values precludes, he suggests, the possibility 
for arriving at a rational, universally acceptable défini-
tion of death.

In America the first major step in the most recent 
remaking of death was taken by an Ad Hoc Committee 
of the Harvard Medical School in 1968. It is significant 

that this development took place shortly after 
Bamard's heart transplant was carried out in South 
Africa, an event which made headlines throughout the 
world. The group of physicians who comprised the 
committee declared unilaterally that individuals in a 
state of "irréversible coma" who were diagnosed as 
having "brain death syndrome," could be declared 
dead (Ad Hoc Committee of the Harvard Medical 
School, 1968). Prior to this time, it had been accepted 
by convention that death could only be medically 
established once the heart had stopped beating. The 
Harvard Committee gave two reasons for redefining 
death. First, it stated that there were increased burdens 
on patients, families, and hospital resources caused by 
"improvements in resuscitative and support mea- 
sures." Second, and more ominously, the Committee 
noted that "obsolète criteria for the définition of death 
can lead to controversy in obtaining organs for trans-
plantation" (1968: 337).

During the early 1970s the concept of brain death 
syndrome was challenged in the courts. In one land- 
mark case in Virginia in 1972, the jury ruled against the 
donor's family who claimed that the transplant sur-
geons had been responsible for the death of their rela-
tive. Other court cases followed, including several 
involving homicide victims (Simmons et al., 1987). At 
the same time a debate about medical practice was 
under way, which focussed in the first place on which 
tests, if any, could be relied upon to confirm an indi- 
vidual doctor's opinion about brain death, and second 
on who would be the "gatekeepers" to protect physi-
cians from malpractice suits. These debates captured 
little public attention. Likewise, scant media space was 
allotted to the déclaration of the Uniform 
Détermination of Death Act proposed in 1981 by a 
President's Commission, supported by the American 
Medical Association and the American Bar Association 
and subsequently adopted by most state législatures. 
In opposition to the position taken by many physi-
cians, philosophers, theologians and others (who were 
writing mostly in professional joumals, rather than for 
the media), the President's Commission opted to fur- 
ther rationalize and update what it characterized as 
"obsolète" diagnostic criteria and to enshrine a défini-
tion of death in law, something which thus far had not 
existed (Annas, 1988: 621). The Commission recom- 
mended that a concept of "whole-brain death," equat- 
ed with an "irréversible loss of ail brain function," be 
adopted. This condition was carefully distinguished in 
the report from a "persistent végétative state," as 
exemplified by patients such as Karen Ann Quinlan 
and Nancy Beth Cruzan whose brain stems continued 
to function despite an irréversible loss of higher brain 
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function. The earlier définition of "irréversible coma," 
left room for doubt as to whether patients such as these 
women could be taken for dead, and the concept of 
whole brain death sought specifically to clarify this 
point. Thus physicians in constructing a "uniform" 
death, deliberately set out to protect themselves, while 
at the same time ensuring a source of organs for trans-
plants from legally defined dead bodies in a brain dead 
state.

This relatively quiet remaking of death, "natural- 
ized" without much trouble in North America, has 
been masked throughout by a focus on the heroics of 
medicine and the prolongation of life. Two impending 
deaths are of course involved, that of the donor and 
that of the récipient. The public imagination has been 
fired in North America by the medical battle with the 
second death, that of the récipient, and to this end the 
"gift of life" has been the driving metaphor. The "life" 
of the patient from whom organs will be "harvested" is 
left unmarked except as "donor." The media usually 
focuses our attention on the moments during and 
immediately after surgery (although the use of anen-
céphalie babies as donors temporarily changed this 
priority). Survival rates more than a few days after 
surgery fail to make more than serendipitous news 
coverage. Moreover, very few people indeed know 
about the differing prognoses for transplant patients, 
long term outcomes, the side-effects and vulnerability 
to infection and cancer experienced by organ récipients 
owing to the life-long régime of médication they must 
take, or about their "quality of life" after surgery.

STRIVING FOR NATIONAL CONSENSUS: 
THE JAPANESE DEBATE

The situation in North America stands in sharp 
contrast to that in Japan, where for more than twenty 
five years the question of the first death, that of the 
possible donor, has commanded public attention to 
such an extent that ail other technologically related 
bioethical issues hâve taken a back seat. The fuel for 
this debate was ignited in 1968 in Sapporo, when 
Japan's first and only heart transplant to date was car- 
ried out. The physician who performed the procedure 
was subsequently prosecuted on a murder charge, but 
eventually acquitted after six years of legal wrangling. 
The majority of Japanese believe today that the patient 
whose heart was removed was not brain dead at the 
time, and that the récipient, who died two and a half 
months after the operation, was not sufficiently in need 
of a ne w heart to hâve undergone the procedure in the 
first place.

As part of the current national debate about 
death, discussion of this case was reopened in 1991. At 
that time, the president of the Japanese Medical 
Association, in giving testimony before a government 
committee examining the question of brain death and 
organ transplants, reported that twenty-three years 
earlier, right after the removal of the supposedly inef-
fective heart from the patient, it had been tampered 
with, indicating that the involved doctors may hâve 
tried to exaggerate the degree of its détérioration 
(Asahi Shinbun, 1991). In short, the case is now con- 
sidered in retrospect as a barbarous piece of medical 
expérimentation carried out by a doctor who, signifi- 
cantly, had received a good portion of his training in 
America.

There hâve been other well publicized cases in 
connection with organ transplants which hâve cast the 
Japanese medical profession in a questionable light. 
One such case involved a highly controversial kid- 
ney/pancreas transplant at a university hospital in 
which the organs were taken from a young mentally 
retarded woman who was purportedly brain-dead. 
However, neither the woman nor her parents had 
given permission for organs to be removed (Mainichi 
Daily News, 1984). In another instance in 1989, a doc-
tor at a national medical school hospital was arrested 
for swindling more than 20 million yen (about $180,000 
at the time) from a patient by offering to find a donor 
for a kidney transplant which the patient needed. The 
patient died one day after handing the money over, 
having being told by the doctor that the large fee was 
necessary for recompense to the organ donor (Asahi 
Shinbun, 1989). Since there is a long-standing custom 
of giving substantial présents to doctors before going 
into surgery (a practice which one Japanese doctor liv- 
ing in America has described as bribery) many people 
believe that rapid commercialization of the organ trade 
is a realistic possibility, one that is perhaps already in 
operation to some extent.

In a recent case a patient was declared brain-dead 
by a medical team, and his kidneys were removed for 
donation, but it was later revealed that although the 
family had given assent they were not informed at the 
time that their relative was brain dead, and that his 
heart was still beating. When confronted with the situ-
ation, one of the surgeons involved stated that, "it did- 
n't even occur to me to tell the family that I was remov- 
ing the organs after their relative was pronounced 
brain-dead. They were eager to donate his kidneys and 
the chances of success are higher with fresh organs, so 
I went ahead with it" (Mainichi Shinbun, 1991a).

32 / Margaret Lock



In 1992, in full view of the nation as it watched on 
télévision, police entered Osaka University Hospital to 
issue a waming to surgeons that they should not 
remove the liver of a patient. In this case, the 51 year 
old man had provided in his will that his organs could 
be made available for transplant, and approval had 
also been obtained from his family. After being hit by 
a car the man was taken in an unconscious state to a 
near-by hospital, and then transferred to the Osaka 
University Hospital for removal of his liver and other 
organs after he had been declared brain dead on three 
occasions by different teams of doctors. The police 
declared (correctly) that in cases of accident or criminal 
activity a police investigation is necessary, and further 
that death is not legally recognized until the heart has 
stopped beating; they wamed the physicians to wait 
until this point was reached. Télévision viewers were 
treated to the sight of police marching purposively 
around hospital corridors, and défiant doctors shutting 
doors in the face of both télévision caméras and the 
police. By the time the liver was eventually removed 
from the man it had degenerated badly and was 
beyond use. No one outside the closed doors could 
ascertain at what point death had been declared, but 
the kidneys and pancréas were eventually extracted 
and transplanted into waiting patients. At the time of 
this incident, it was revealed that this was not the first 
case in which police had intervened with the intention 
of preventing physicians from removing organs from 
brain-dead donors.

It is against this background of public confronta-
tions with the medical world, fuelled by media cover- 
age, that the debate about brain death has taken place 
in Japan. This debate is punctuated throughout by sev- 
eral oft repeated thèmes, the most prominent being 
that there must be public consensus before the présent 
status quo can be ended. Taking place in concert with 
government, professional, and media discussion, 
therefore, is the most persistent search for a national 
consensus (kokuminteki gôï) among the Japanese public 
that has taken place to date on any subject. There hâve 
been at least twenty national surveys about brain death 
and organ transplants between 1983 and 1996. Over 
the years the number of people who recognize brain 
death has increased from 29% to approximately 45%. 
In a recent poil, conducted by a government committee 
using 3000 respondents aged over 20, there was a 79% 
response rate, of whom 72% stated that they hâve an 
interest in organ transplants and brain death. As with 
ail the previous surveys this poil reveals a paradox in 
that more people approve of heart transplants than 
accept brain death as a définition of death. In this lat- 
est poil, 55% of respondents approved of heart trans-

plants, 14% were opposed, and 31% were undecided or 
could not answer. However, only 51% of men and 39% 
of females agreed that brain death is the end of life. 
Nevertheless, nearly 50%, of respondents regardless of 
gender, agreed that although brain death is not recog-
nized in Japan, if both the potential donor and his/her 
family hâve given consent, then a transplant would be 
acceptable (Mainichi Shinbun, 1991b). Some of the dis- 
crepancy in these responses may arise because respon-
dents do not know what is signified by the technical 
term brain death. However, there has been so much 
media coverage in Japan which describes brain death 
and its diagnosis in detail that in ail probability 
Japanese citizens are more conversant with this con-
cept than those of Canada or the United States. On the 
basis of interviewing I hâve carried out in Japan, I 
believe that a good proportion of the discrepancy can 
be explained because respondents change their frame 
of reference as they answer the questionnaire. Many 
people, even though they are personally opposed to 
accepting brain death as the end of life, are not in prin- 
ciple totally opposed to the extraction of organs from 
the brain dead and to their transplantation into other 
individuals. Many Japanese respondents believe that 
although they themselves would not choose to become 
involved with this technology (or so they imagine), 
other people should be free to do so.

The results of opinion poils are regularly drawn 
on to support their argument by those opposed to 
brain death as a signifier of the end of life. 
Nevertheless, one is left with the feeling, voiced by 
many members of the Japanese public, that the whole 
exercise of repeatedly surveying the nation is essen- 
tially a farce; that such a complex issue cannot not be 
reduced to dichotomous variables, and that the idea of 
trying to achieve a national consensus on such an 
inflammatory subject is without meaning. One piece of 
evidence which has emerged repeatedly from the opin-
ion poils, however, is that those opposed to acceptance 
of brain death repeatedly state that they take this posi-
tion because they do not trust the medical profession, 
and that vital decisions with major implications for 
medical practice should not be left to the discrétion of 
the medical profession alone.

THE POLITICS OF MEDICAL PRACTICE

Until well into this century the practice of medi- 
cine in Japan, thoroughly and respectably grounded in 
Confucian ethics, was acclaimed as a benevolent art (z 
wa jin jitsu nari), but in late modem Japan the word for 
benevolence (jin), has been tumed through a play on 
words into that used for money (kin) so that medicine 
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is now ridiculed as a money-making art (z was kin jitsu 
nari). In a society where it is still sometimes possible to 
buy a place in medical school, where cheating on 
national licensing examinations is occasionally 
exposed, and where doctors appear as the protagonists 
quite regularly in bribery and corruption scandais, the 
Japanese public, including some members of the med-
ical profession itself, put little faith in the medical pro-
fession as a whole, even though people may hâve a 
respect for and trust in their own family doctor.

The media has also kept careful coverage over the 
years of the positions taken in the "brain death prob- 
lem" (nôshi no mondai) by various professional and 
lay organizations. For example, in January 1988, after 
two years of meetings by a working group, the direc- 
tors of the Japan Medical Association (JMA) voted 
unanimously to accept brain death as the termination 
of human life, but despite this decision there remains a 
lack of agreement among the medical profession, who 
are deeply divided on the issue. Significantly, the 
Japan Neurologists' Association, members of which 
are responsible in practice for making the diagnosis, 
has rejected brain death as a diagnosis for death, in 
spite of the ruling of the JMA. They fear that such a 
définition will lead to the slippery slope down which 
the handicapped, mentally impaired, and disadvan- 
taged will be at risk for being diagnosed as scientifical- 
ly dead in a greedy desire to get at their organs.

Some physicians hâve joined members of the 
public to form the highly visible Patients' Rights 
Committee, whose interests are not limited only to the 
question of brain death. Under the leadership of a doc-
tor from the prestigious départaient of internai medi-
cine at Tokyo University this committee has recently 
filed several law suits charging murder when organs 
hâve been removed from brain dead patients. As yet 
no decisions hâve been reached on these cases, several 
of which hâve been thrown out of court.

The govemment has had a sériés of advisory pan-
els in place since 1983 to consider the question of brain 
death, culminating in late 1989 in a Spécial Cabinet 
Committee on Brain Death and Organ Transplants. 
Composed of fifteen members from various walks of 
life this Committee was charged to make a report to 
the Prime Minister by 1991. The group was so deeply 
divided that for a while it appeared that it would never 
produce anything more than an intérim report, but in 
January 1992 a final report was produced. Ideally the 
members should hâve reached consensus, but this goal 
proved impossible to achieve. The majority position is 
that brain death is équivalent to human death, that 

organ transplants from brain dead donors are accept-
able, and that the current définition of brain death as 
formulated by the Ministry of Health is appropriate. 
Those who took the minority position made it clear 
that they wish to hâve the social and cultural aspects of 
the problem fully debated. In the opinion of these 
members, the debate thus far has been largely confined 
to "scientific" information, which they believe is inad-
équate. The public has been kept fully apprised of the 
identifies of ail those who hâve appeared before the 
committee. It is évident that many of those who testi- 
fied, among them scientists and doctors, hâve argued 
against the acceptance of brain death, but nevertheless 
the majority of the committee eventually moved to 
support its approval (Nihon Keizai Shinbun, 1992).

The matter was then placed back in the hands of 
the govemment. A private member's bill to recognize 
brain death as the end of life was put before the gov-
emment in 1995, but its first reading was postponed 
repeatedly, since other more "pressing" matters of 
national import continually took priority. Finally, in 
June 1997 what is called a "compromise bill" was 
passed by the govemment. Organs may be taken only 
from brain dead patients who hâve given their written 
consent earlier, and family members may refuse to 
donate even with patient consent. The bill spécifiés 
that brain death is human death only for those patients 
who wish to donate organs (Japan Times, 1997).

From the outset the Japan Fédération of Bar 
Associations (Nichibenren) made a public statement to 
the effect that brain death should not be accepted as 
the termination of life. In its report concems were 
expressed for the "sanctity of life," and about possible 
medical "expérimentation." It was also pointed out 
that there may be unforeseen conséquences in connec-
tion with inheritance daims, and a lack of public con-
sensus on the issue was noted by them (Mainichi Daily 
News, 1991). As of July 1997 the Fédération has not 
made a formai statement about the new bill.

The Patients' Rights Committee, the lawyers, the 
police, many authors and producers of newspaper 
articles, télévision programs, and books on the subject 
of brain death, and even a good number of the medical 
profession in Japan hâve been, therefore, publicly con- 
testing the authority of transplant surgeons. What 
these critical voices usually cite as their principal cause 
for concem is a lack of trust in the medical teams who 
will make decisions about cases of brain death, because 
the critics believe that in the rush to retrieve organs, 
the process of dying will be curtailed or even misdiag- 
nosed. These groups also comment openly on the lack 

34 / Margaret Lock



of expérience of most doctors in emergency medicine 
who will make the initial diagnosis of brain death. The 
opponents of brain death are, moreover, explicitly 
opposed to the secrecy and arrogance of some mem- 
bers of the medical profession, and point out that 
patients and their families are vulnérable to exploita-
tion when left in their hands. Many of these same 
groups who hâve opposed brain death are simultane- 
ously pushing for informed consent, together with 
frank disclosure and discussion of diagnoses with 
patients, neither of which practices are by any means 
routinely established in Japan. This kind of contest, 
although it is apparently about the nature of scientific 
decision making is in addition, therefore, a challenge 
to the hegemony of invested authority, authority 
which is being exerted in what is characterized by 
many of the challengers as a traditionally Japanese 
way, whereby subjects are rendered passive and 
expected to comply to a medical regimen without 
question. This aspect of the debate could be character-
ized as intimately related to the "culture" of biomedi- 
cine as it is practised in Japan. However, Japanese I 
hâve interviewed on this subject very rarely put the 
problem this way. Rather, they interpret the workings 
of the medical profession as being a political issue. 
Perhaps in the end the choice of labels — political or 
cultural — is not of much significance. The pervasive 
atmosphère in which high-tech medicine is practiced 
in Japan, whether it be the conséquence of "politics" or 
"culture" or both, is one where trust is lacking.

THE MEDIA, THE CULTURE OF 
TRADITION, AND THE NEW DEATH

In addition to a lack of trust in the medical world, 
there are other concems about creating a new death in 
Japan which are sometimes made very explicit, as was 
the case in a three hour prime time national télévision 
program aired in 1990. To the background of sweet 
music, viewers are introduced at the beginning of the 
program to a lively, beguiling Japanese child who was 
born from a brain dead mother and who, we are told, 
symbolizes the fact that "new life started from what 
was thought of by some as a dead body." The audience 
is then taken to North Carolina where a young man, 
badly damaged in a road accident, was pronounced 
brain dead, and transported to another hospital where 
his heart was about to be removed when he "came 
back to life." He lived for another six days before death 
was finally established. This section of the program 
ends with a close-up of the large omamental cross 
attached to the outside of the hospital, and a pan of a 
nearby graveyard filled with crosses, with a view of 
the hospital behind it.

In the next scene, an American doctor states that 
it is difficult to diagnose brain death. He asserts that a 
clear legal définition is not possible, and that if the 
guidelines are too lenient then one is in danger of mis- 
diagnosing certain cases, but on the other hand with 
too stringent a diagnosis many organs "go to waste." 
Later in the program Willard Gaylin, a psychiatrist for- 
merly associated with the Hastings Centre in New 
York, described the "excitement" he experienced when 
he first realized that what he terms "neomorts" could 
be used for such purposes as testing new drugs, for 
medical students to dissect in place of using the bodies 
of "poor" people, and for "recycling body parts into 
other people." Earlier in the program, he had vividly 
described the way in which "neomorts" are still warm 
and breathing, but nevertheless legally dead. Yet 
another American doctor makes clear that in his opin-
ion, not only brain dead bodies, but also people in so- 
called "persistent végétative state" will be recognized 
as dead in the near future. The caméra then moves to a 
Japanese ward full of patients diagnosed as being in a 
persistent végétative state (shokubutsn ningeri) and 
viewers are shown how some of these patients respond 
to human communication by subtle movements of 
their bodies. Viewers are also told how, in another 
institution, 13 out of 30 patients in a persistent végéta-
tive state made some significant recovery after contin-
uons intensive treatment, sometimes to the point of 
being able to speak again.

Together, these scenes and others like them in the 
program, including several from Europe, give the 
impression that brain death is not easily diagnosed, 
and that in any case, brain dead patients are in some 
clear sense "living." The message is communicated 
that there is a continuum between brain death and 
other states, so that no easy black and white, "Western- 
style" dichotomy can be made between the living and 
the dead unless one waits patiently for further proof in 
the form of whole body death, at which time vital 
organs such as the heart, liver, and lungs would no 
longer be fit for transplantation. Recent télévision pro- 
grams, including one devoted entirely to a spécial hos-
pital in Sapporo for the réhabilitation of patients in 
deep coma and persistent végétative state, hâve reiter- 
ated the same points, but without direct comparison to 
the "West."

In télévision programmes such as these the cul-
ture of Japan, a morally correct culture, is juxtaposed 
with the "rational," "cold," "utilitarian" culture of the 
"West," deeply indebted to Christianity. This compar-
ison is most often made, not by explicitly discussing 
Japanese values, but by showing "Western" practices. 
An opposition is therefore set up, as was openly 

Culture, Technology and the New Death / 35



acknowledged by the programme producer when I 
interviewed him, between a Japan whose culture is 
unadulterated by misapplied technology, and the 
"other" of the "West." Here we see "culture" being 
self-consciously put to work to fend off excessive 
incursions from modemity. Moreover, the vigor with 
which the producer/moderator attacked the doctors 
on the programme who supported brain death as the 
end of life, is testimony to the power of culture as a 
moralizing agent, even when in opposition to the gath- 
ered authority of science. However, it is important to 
recognize that those who create the scientific argu-
ments are also products of contemporary Japanese cul-
ture.

It is manifestly clear that when the results of 
national surveys, an analysis of the vast number of 
publications on the subject of brain death, and respons- 
es to télévision programmes such as the one described 
above, are put together with the results I obtained from 
interviewing more than 50 Japanese citizens on this 
subject, "culture" cannot be conceptualized as an 
uncontested, monolithic entity, even in a homoge- 
neous country such as Japan where only one percent of 
its population are "non-Japanese."

A "JUST ALLOCATION OF SCARCE 
RESOURCES": THE NORTH AMERICAN 
DEBATE

In 1989 1,673 cardiac transplants were performed 
in the 131 American hospitals which carry out this type 
of surgery, compared to 172 undertaken in 1973 (ACT 
Newsline, 1989). Transplants of ail kinds, including 
many repeat transplants, are routinized in North 
America and the "cutting edge" of experimental trans-
plant technology is now primarily concemed with 
such procedures as "cluster" transplants, brain tissue 
implants, and the paring down of large organs to fit 
infants and children. Renée Fox who, more than any 
other social scientist, has researched and written about 
the routinization of organ transplants, has pointed out 
that in America the infant discipline of bioethics has 
already passed through three developmental stages. 
Bioethics began with an early interest in communica-
tion with patients and informed consent, moved 
through a second period during which concem with 
the "appropriate" application of technology was dom-
inant, to the présent stage in which the question of 
équitable distribution of scarce resources coupled with 
cost containment are the twin concems (1990).

The current drive to "maximize" the availability 
of organs is grounded in the utilitarian assumption 

that organs must be made available for the greatest 
good of ail, and includes a major debate about whether 
the buying and selling of organs should be institution- 
alized (although this debate is not nearly as évident in 
Canada as it is in the United States). Discussion is also 
focused on the question of what type of contract with 
potential donors and their families is most appropriate 
for making organs more readily available (Somerville, 
1985); whether adoption of a market model for obtain- 
ing organs is appropriate (Prottas, 1983; Williams, 
1985); and whether the body should be considered a 
form of property (Andrews, 1986).

In direct contrast to Japan, it is évident, therefore, 
that whatever discussion now takes place about the 
remaking of death in the United States or Canada is 
carried out after the fact of the routinization of organ 
transplants from brain dead donors. Discussion must 
therefore inevitably be coloured by pressures that a 
perceived "organ shortage" adds to such a debate. 
Furthermore, public consciousness, moulded by the 
media, is focused almost without exception on the 
heroics of transplants and on the saving of life, a situa-
tion which Ivan Illich has characterized as a fetishiza- 
tion of life (Illich, 1992: 224).

In contrast to historical debates about defining 
death, the issue is infinitely more complex than it was 
in earlier times, because there are now two patients 
whose deaths and lives become inextricably linked 
through the serendipitous coincidental failure of their 
body parts. Japan strives in its debate to keep these 
arguments clearly separated, and until very recently 
has only permitted transplants from live donors or 
from cadavers (in the "old" sense of that term). Public 
attention is overwhelmingly focused in Japan on the 
fate of potential donors and not on that of the potential 
récipients of organs, to the frustration of many sur-
geons. It is not unreasonable to assume that a similar 
concem about the death of the donor could hâve 
evolved in the Euro-America; current biomédical 
ethics in North America and to a lesser extent in 
Europe are, after ail, grounded in respect for 
autonomous individuals and their welfare. This basic 
value inevitably becomes somewhat unravelled with 
two patients and their competing rights to consider, 
and one might expect to see some evidence in the 
media of this conflict of interest, possibly even a 
national debate similar to the one about abortion.

That there is no debate should, perhaps, corne as 
no surprise in a rational, secular society where it 
apparently makes little sense to dwell on the misfor- 
tune of brain-dead "neomorts"; perhaps it is simply 
more "healthy" to think animistically of donors as "liv- 
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ing on" as parts of other people, and to recognize 
transplants as life-saving devices. Such a position 
becomes ail the more compelling when coupled with 
the récognition that in 1991 more than 2000 people in 
the United States were on the waiting list for heart 
transplants, and the number of donors has actually 
decreased in recent years, in part because of better 
safety régulations in connection with driving. One 
transplant surgeon has talked of the "alarming number 
of patients who die waiting" (Peters, 1991:1302), a sit-
uation described as a "public health crisis" (Randall, 
1991: 1223). But by no means ail observers understand 
this crisis in the same way. Leon Kass, for example, 
characterized the problem very differently in a recent 
article on the selling of organs:

Now, embarked on the joumey, we cannot go 
back. Yet we are increasingly troubled by the growing 
awareness that there is neither a natural nor a rational 
place to stop. Precedent justifies extension, so does 
rational calculation: we are in a warm bath that warms 
up so imperceptibly that we don't know when to 
scream (Kass, 1992:84).

If one peers behind the heroics of medicine and 
the messages of scarcity, many of the same concems 
are revealed in North America and the United 
Kingdom as those in Japan, but with one significant 
différence: in the two Western settings, these concems 
are usually expressed in professional journals, or 
briefly reported in newspapers and then confined to 
oblivion, and thus do not become registered securely 
in the public consciousness.

For example, Fox and Swazey's assessment of a 
Gallup Poil taken in 1985 concludes that "many 
respondents ... expressed anxiety about the possibility 
that if they signed a donor card physicians might pre- 
maturely take steps to pronounce them dead, to surgi- 
cally excise their organs, or even to hasten their death" 
(1992: 57). Another smaller survey revealed that the 
willingness of people who perceive themselves to be 
marginalized by society to become donors (in particu- 
lar African Americans), is lower than among the mid- 
dle classes (Childress, 1989). This finding has a 
macabre irony to it since, from the point of view of sur-
geons, the "best" organs corne from those who die sud- 
denly from causes like traffic accidents, gunshot 
wounds, or knifings, and the numbers of young 
African Americans and Hispanics whose deaths resuit 
from such causes are disproportionately high.

Not only is the American public cautious,1 but 
several studies hâve shown that involved nurses and 
other medical staff are often conflicted when it cornes 

to identifying donors and approaching their families to 
obtain consent (Caplan, 1988; Prottas and Batten, 1988; 
Youngner et al., 1989). The fact that we cannot bring 
ourselves simply to talk of "death" but refer consis- 
tently to "brain death," clearly suggests that life is still 
présent in the minds of most people, according to 
Youngner and colleagues. This same research team has 
also pointed out that newspaper and télévision 
accounts regularly report that patients who hâve been 
declared brain dead later "die" when "life-support" 
measures are removed. Similarly, Youngner's team 
daims that health professionals use terminology "that 
implies such patients die twice" (1989: 2205).

The apparent North American réluctance to coop- 
erate with donation drives and campaigns is perhaps 
one manifestation of the same lack of trust in medical 
decision-making so évident in Japan. Despite the exis-
tence of the Uniform Détermination of Death Act, a lit- 
tle known but vociferous contest continues in Euro- 
America about définitions of death, but participation 
in it is confined largely to physicians and philoso- 
pher/bioethicists. At présent, two types of death are 
legally recognized in North America, cessation of heart 
and lung activity together with the flow of certain vital 
fluids (whole body death), and the irréversible loss of 
ail brain function (whole brain death). Despite the 
short time since brain death was first recognized, the 
slippery slope, an idea which many Japanese commen- 
tators worry about, looms large in North America, 
because there has been an incessant push, particularly 
in the United States, to revise the définition of death 
yet again, so that cessation of higher brain functioning 
alone could détermine death.

Youngner and colleagues conclude that health 
professionals should do more to résolve clinical and 
conceptual issues in the current définition and déter-
mination of death before making any further changes. 
Fost, arguing along similar lines, has reached a more 
radical conclusion. In his view, the problem with utili- 
tarian justifications for redefining death is that such 
justifications invite constant redéfinition whenever 
utility requires it, creating "not only instability, but the 
perception and possibility that unwanted persons can 
be defined out of existence [whenever] it serves the 
greater good" (1988: 7).

ANENCEPHALIC INFANTS AND THE 
ORGAN SHORTAGE

The debate over anencéphalie infants, which con-
tinues unresolved, is illustrative of Fost's concern. 
Anencephaly is an incurable neural tube defect in 

Culture, Technology and the New Death / 37



which no brain is présent above the level of the brain 
stem. Only 25-45% of such babies are bom alive and 
approximately 95% of them die within one week. Even 
though these babies can breathe independently, the 
status of their condition after birth, whether alive or 
dead, has been debated. For those who define life in 
terms of whole brain activity, anencephalics are alive 
because the lower brain is functioning, although death 
is immanent. For those physicians, philosophers, and 
social scientists who ground their arguments in con-
cepts of "meaningful life" and "personhood," anen-
cephalics, lacking any potential for personhood, may 
be counted as dead. These incompatible positions are 
further complicated because it has been shown that the 
diagnosis of anencephaly is by no means infallible, and 
in any case covers a continuum of conditions (Fost, 
1988:8; Meinke, 1989). In practice, such infants some- 
times remain alive independent of technological sup-
port longer than anyone had anticipated, prolonging 
the anguish of ail involved (Abraham, 1988).

The majority of those who argue that anencephal-
ics are in effect dead, or as good as dead, hâve also pro- 
moted the use of their organs for donation, even 
though the quality of organs taken from these infants 
is seriously debated (Shewmon et al., 1989). Charles 
Leslie has argued that we do not usually associate the 
word quackery with biomedicine (1980:193), but treat- 
ment of anencéphalie infants as organ donors is, per- 
haps, a case in point where such accusations might be 
in order.

Those surgeons originally involved with organ 
transplants from anencéphalie infants justified their 
position in several ways: first, they often shifted 
responsibility for decisions to the parents of the infant 
by playing up their concems about creating meaning 
to their infant's death:

Much of the interest in organ donation stems 
from parents of anencéphalie infants who desperately 
desire to see some good corne from their personal 
tragedy (Walters and Ashwal, 1988:24).

Involved physicians also resorted in the late 1980s 
to "definitional gerrymandering," and argued for an 
amendment to the Death Act so that anencéphalie 
infants could be included on the grounds that they are 
anomalous, and therefore constitute a spécial case. 
Altematively, physicians conceded that anencephalics 
are alive, but sought nevertheless to remove organs on 
utilitarian grounds, or else they sought to create an 
entirely separate category for such infants stating that 
they are in effect non-human. In making each of these 
arguments, the life of the infant is dismissed as having 

no meaning because of the infant's non-consciousness 
and lack of mental functioning, and because its prog- 
nosis is uniformly terminal (Caplan, 1987). One sur-
geon at Loma Linda hospital in southern California 
declared that an anencéphalie infant is préférable to a 
baboon as a donor. He stated: "Not only does the 
[anencéphalie] hâve human genes, but it is a nonper- 
son and sure to die; whereas the monkeys are living 
and, well, there's a down side to that" (Gianelli, 1987: 
80). The title of an article written by two other surgeons 
proudly boasted the use of an "anencéphalie monster" 
for the purposes of donation (Martin et. al., 1969). 
Terms which mark humanness, like "baby", "infant", 
or "newbom," are conspicuously absent from the liter- 
ature in support of continuing these procedures; and 
interest has been expressed in harvesting organs from 
other types of "anomalous" infants, such as those with 
hydranenchephaly and microcephaly.

Wilke and Andrusko hâve commented that no 
one faults the desire of parents to "redeem" the death 
of their baby. However, these authors believe it to be a 
profoundly misguided perspective if the only way an 
anencéphalie child's life can be endowed with signifi- 
cance is through organ donation. Wilke and Andrusko 
state that "the perspective underlying much of the 
public clamor is an application of raw utilitarianism, 
reducing a person to a function" (1988: 33). One paus-
es for reflection on leaming that one author of this 
statement, a physician, is the President of the National 
Right to Life Committee, and the other is the editor of 
the National Right to Life News.

Much criticism of organ transplants from anen-
céphalie infants cornes, however, from members of the 
medical profession and bioethicists with no obvious 
axes to grind. Fost has this to say, for example :

If our leading medical centres and practitioners 
tell us that it is responsible to "act first, talk later," that 
doctors are entitled to make profound policy, what 
message does this send to the hospital and surgeon 
inclined to cross yet newer boundaries...? Just as war is 
too important to leave to the générais, transplantation 
policy is too important to leave to the physicians 
(1988: 9).

Fost concludes that one way of achieving social 
consensus, the usual American way, is to act, and then 
to invite society to accept or reject the action through 
législation, litigation, prosecution, or public criticism. 
He cites the case of a hospital ethics committee which 
has explicitly adopted the policy of acting first and 
talking later (1988: 10). The alternative method is to 
seek social approval and consensus prospectively, 
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through professional and lay publications, the législa-
ture, the courts, national commissions, hospital ethics 
committees, and the like. Fost believes that this 
method is more likely to include careful considération 
of the relevant facts, biased interests, and arguments 
(1986). The latter method is much doser to the course 
charted in Japan, with a strikingly different outcome 
thus far.

As a resuit of both peer group and public con- 
cems, involved hospitals in Canada placed a self- 
imposed moratorium on the use of anencéphalie 
infants as donors early in 1988. This moratorium was 
followed later by American hospitals, and last of ail in 
the California hospital which had conducted the 
majority of such transplants. At the time, few involved 
people believed that this development represented 
anything more than a temporary retreat from the bat- 
tle front. Sure enough, in 1995 an expert committee of 
the American Medical Association proclaimed that it 
should be permissible to take organs from anencéphal-
ie infants "while they are living" because such babies 
"never hâve thoughts, feelings, sensations, desires, or 
émotions" (Journal of the American Medical Association, 
1995).

HUMAN SUFFERING AS FODDER FOR 
NATIONALISM

Media commentaries often reveal just how deep 
an association there is between medical heroics, 
nationalistic inclinations, and culturally constructed 
values in the minds of at least of some of those writing 
about contentious issues in medicine. For example the 
"family doctor" who usually writes in a Montreal 
newspaper about rather trivial matters such as warts, 
hemias, and lower back pain had the following to say 
a few years ago in connection with organ donation 
from anencéphalie infants:

I hâve never met the Shoutens, but as a father, a 
physician, and a person proud that they are Canadian, 
I feel compelled to tell their story one more time. In an 
âge of crooked politicians, unscrupulous business 
deals and newspapers filled with stories about prosti-
tution, nuclear weaponry ... and war criminals, we 
must continue to think about the Schoutens, not only 
to maintain our sanity, but as an inspiration for ail 
Canadians. The world has an acute shortage of héros, 
we cannot afford to let the memory of these people 
fade (Gazette, 1987).

During the eighth month of pregnancy, the 
Schoutens were informed that the fétus was anen-

céphalie. Nonetheless, they decided, after being told 
that the infant would live only at most a few days, to 
continue the pregnancy to full term with the express 
purpose of making the infant's organs available for 
transplantation. The family doctor continues:

[The Schouten's] loss would become humanity's 
gain... Like ail parents experiencing the miracle of 
birth, the Schoutens immediately bonded, held and fell 
in love with their baby as she touched their mortal 
shells and immortal soûls. The child was named 
Gabriel [she was actually named Gabrielle], the 
archangel of the Annunciation and the herald of good 
news and comfort.

A short time later as Gabriel took her last breath, 
another Canadian family waited. Their son had been 
bom without a viable heart. The Schouten's idea that 
Gabriel's short mortal existence would profit and com-
fort others was soon to become a reality, for the 
Schoutens had volunteered Gabriel's organs.

By so doing they had moulded medical ethics. 
They had decided that it was acceptable to keep a non- 
viable infant alive long enough for organ donation...

The Schoutens deserve the highest honor we can 
bestow upon our fellow Canadians. But, what they did 
wasn't for a medal, a testimonial or for public récogni-
tion. It was for mankind. These people are ordinary 
Canadians like you and me. We won't be remembered 
for the symphonies we hâve written, for our great 
works of art or the records we hâve held. No one will 
name buildings or erect statues after us. Our legacy is 
what we leave to other human beings. Our legacy is 
the good that we hâve done to the lives that we hâve 
touched. Not for money, but because we cared and 
loved.

There are people on kidney dialysis, a rather 
unpleasant process, awaiting donor kidneys for trans-
plantation. Blind people await cornea transplants. 
Others await borrowed livers, hearts, lungs and other 
organs. These are not experimental procedures. One 
year survival rates for kidneys, hearts, and livers are of 
the order of 95, 88 and 81 percent respectively [not so 
with infants].

Isn't it time to roll up your sleeve to donate a unit 
of blood? Shouldn't you be thinking of donating an 
organ when your mortal life ends? Neither deed will 
cost you financially. You will be buying immortality 
for yourself and your family. Achieving immortality as 
Gabriel has shown us, is within the reach of us ail 
(Gazette, 1987).
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To my knowledge, the media never reported that 
the infant bom by Caesarean section who received 
Gabrielle's heart died shortly after the surgery.

In Japan too, ideology has until recently masked 
individual suffering (although this situation is chang- 
ing, see Lock, in press). One has rarely been able to 
read about potential organ récipients in Japan. 
However, there hâve been regular media reports about 
families travelling to Australia or the United States in 
search of a transplant for their dying child, only to 
return afterwards to receive anonymous letters accus- 
ing them of selfishness and lack of patriotism.

CULTURES OF TECHNOLOGIES

Marshall Sahlins alerted us some years ago to the 
way in which technologies are culturally produced. 
Today we are reluctant to start out from the dualities of 
culture(geography)/technology, culture (technolo- 
gy)/nature, culture (tradition)/nature, or culture (tra-
dition)/technology. The division between mind and 
practical activity which troubled Sahlins remains very 
visible in daily life, nevertheless many culture theorists 
believe it should be consigned to the waste basket, and 
the duality has itself become an artifact for analysis as 
we reflect on assumptions embedded in 
Enlightenment thinking. Ail three concepts, technolo-
gy, nature, and culture, are hybrid and without clear 
démarcations in time and space. This récognition does 
not mean, however, that we are left with a transna-
tional flow of technology transforming the landscape 
into a postmodem collage, a jumbled assortaient of ill- 
defined entities. The politics of culture is at work 
ensuring that the situation is more complex. In the case 
of biomédical technologies, as we hâve seen, such pol-
itics often rely in part on the cultural articulation of the 
natural as moral arbitrator to implement or inhibit the 
naturalization of certain technologies. Altematively 
the politics of culture may, as in the Canadian case 
cited above, resort to a call for a display of nationalism, 
and the heroics of culturally infused values.

It is worth noting that in Japan the debate about 
brain death takes place in full knowledge of what has 
happened and is currently happening with respect to 
transplant technology in the rest of the world, particu- 
larly in North America. In North America, by contrast, 
the debate is not one in which the politics of alterity 
figure much at ail. On the few occasions when any 
attention is paid to the Japanese debate it is cursorily 
dismissed as being the product of religion and "tradi- 
tional" culture.2 The North American debate is driven 
by the culturally motivated values of utility, meaning- 

ful life based on the manifestation of individual con- 
sciousness, and progress through technological inno-
vation. These values, naturalized through resort to 
rhetoric, cannot be readily questioned. However, a 
comparative analysis of biomédical technologies in 
action unmasks the work of culture, revealing the 
shocking silences that go unnoticed as we ail partici- 
pate indoing what cornes naturally.

Notes

1. No surveys hâve been done in Canada to my knowledge.

2. There is some foundation to this claim it seems 
(Namihira, 1988), but this explanation is hotly contested 
inside Japan (Lock, 1995; Nudeshima, 1991).

References

ABRAHAM, L.

1988 Anencéphalie Organ Donation System Stymied by 
Controversy, American Medical News, (23/30 
September): 1,10.

ACT NEWSLINE

1989 July 1989. Alexandria, VA: American Council on 
Transplantation.

AD HOC COMMITTEE OF THE HARVARD MEDICAL 
SCHOOL TO EXAMINE THE DEFINITON OF DEATH 

1968 A Définition of Irréversible Coma, Journal ofthe 
American Medical Association, 205: 337-340.

ANDREWS, L. B.

1986 My Body, My Property, Hastings Center Report, 16: 28- 
38.

ANNAS, G.J.

1988 Brain Death and Organ Donation: You Can Hâve One 
Without the Other, Hastings Center Report, 18: 28-30.

APPADURAI, A.

1990 Disjuncture and Différence in the Global Cultural 
Economy, Public Culture, 2:1-24.

ASAHI SHINBUN

1989 '"Jin ishoku o chûkai' to sagi." (Fraud in arrange-
ments for kidney transplant.) April 23rd.

1991 "Shin ishoku nitsuite mugon." (Silence on Heart 
Transplant.) April 2nd.

CAPLAN, A.L.

1987 Measuring Brain Function Difficult Because There's
No Brain to Measure, Medical Ethics Advisor, (3)12:164.

1988 Professional Arrogance and Public Misunderstanding, 
Hastings Center Report, 18: 34-37.

40 / Margaret Lock



CHILDRESS, J. F.
1989 Ethical Criteria for Procuring and Distributing Organs 

for Transplantation, Organ Transplantation Policy: 
Issues and Prospects, J. F. Blumstein and F. A. Sloan 
(eds.), Durham, N. C.: Duke University Press: 87-113.

DANIEL, V.
1991 Is There a Counterpoint to Culture? The Wertheim 

Lecture 1991, Amsterdam: Centre Asian Studies.

DOMINQUEZ, V. R.

1992 Invoking Culture: The Messy Side of "Cultural 
Politics", South Atlantic Quarterly, 91:19-42.

ELLUL, J.

1964 The Technological Society, J. Wilkinson (trans.), New 
York: Alfred A. Knopf.

FOST, N.

1986 Ethical Problems in Pediatrics, Current Problem in 
Pediatrics, (6)12:1-31.

1988 Organs from Anencéphalie Infants: An Idea Whose 
Time Has Not Yet Corne, Hastings Center Report, 18: 5- 
10.

FOX, R. C.

1990 The Evolution of American Bioethics: A Sociological 
Perspective, Social Science Perspectives on Medical 
Ethics, G. Weisz (ed.), Dordrecht: Kluwer Academie 
Publishers: 201-217.

FOX, R. C. and J. SWAZEY

1992 Spare Parts: Organ Replacement in American Society, 
Oxford University Press.

GAZETTE

1987 Schoutens are Inspiration to Ail, December 19th.

GEERTZ, C.

1995 Culture War, The New York Review of Books, November 
30th.

GIANELLI, D.

1987 Pédiatrie Surgeon Back in the Spotlight — With 
Controversial New Donor, American Medical News, 80.

HARAWAY, D.

1990 A Manifesto for Cyborgs: Science Technology and 
Social Feminism in the 1980s, Feminism/Postmodernism, 
L.J. Nicholson (ed.), London: Routledge: 190-233.

ILLICH, I.

1992 In the Mirror ofthe Past: Lectures and Addresses 1978- 
1990, New York: Marion Boyars Publishers Ltd.

JAP AN TIMES

1997 Diet enacts Law for Transplants from Brain-Dead, 
Wednesday, June 18.

JOURNAL OF THE AMERICAN MEDICAL ASSOCIA-
TION

1995 Council on Ethical and Judicial Affairs, American 
Medical Association. The Use of Anencéphalie 
Neonates as Organ Donors, JAMA, 273:1614-1618.

KASS, L.

1992 Organs for Sale? Propriety, Property, and the Price of 
Progress, The Public Interest, April: 65-84.

LATOUR, B.

1987 Science in Action: How to Follow Scientists and Engineers 
through Society, Cambridge: Harvard University Press.

1993 We Hâve Never Been Modem, Cambridge: Harvard 
University Press.

LESLIE, C.

1980 Medical Pluralism in World Perspective, Social Science 
& Medicine, 14B: 191-195.

LOCK, M.

1995 Contesting the Natural in Japan: Moral Dilemmas and 
Technologies of Dying, Culture, Medicine and 
Psychiatry, 19: 1-38.

in press Deadly Disputes: Situating Brain Death Through 
Ethnography.

LOCK, M. and C. HONDE

1990 Reaching Consensus About Death: Heart Transplants 
and Cultural Identity in Japan, Social Science 
Perspectives on Medical Ethics, G. Weisz (ed.), 
Dordrecht: Kluwer Academie Publishers: 99-119.

MAINICHI DAILY NEWS

1984 Organs Removed from Woman Without Consent, 
December 24th.

1991 Bar Nixes Brain Death Criteria, September 21st.

MAINICHI SHINBUN

1991aFamily Not Told of Donor's Brain-Death, May 31st.

1991b55% Approve of Transplants from Brain-Dead, 
October 16th.

MARTIN, L. W., L. L. GONZALEZ and C. D. WEST

1969 Homotransplantation of Both Kidneys From an 
Anencéphalie Monster to a 17-Pound Boy with Eagle- 
Barret Syndrome, Surgery, (66)3: 603-607.

MEINKE, S. A.

1989 Anencéphalie Infants as Potential Organ Sources: 
Ethical and Legal Issues, Scope Note 12, Washington: 
National Reference Center for Bioethics Literature.

MOORE, S. F. (ed.)

1993 Moralizing States and the Ethnography ofthe Présent, 
American Ethnological Society Monograph Sériés, 
Number 5.

Culture, Technology and the New Death / 41



NAMIHIRA, E.

1988 Nôshi, Zôki Ishoku, gan Kokuchi, Tokyo: Fukubu Shoten.

NEWMAN, B. M.

1940 What is Death? Scientific American, 162(June): 336-337.

NIHON KEIZAI SHINBUN

1992 'Nôshi Ishoku' Michisuji nao Futômei, (Brain death 
and transplants, the pathway is more and more 
opaque). January 23rd.

NUDESHIMA, J.

1991 Nôshi, zôkiishoku to nihon shakai, (Brain death, organ 
transplants and Japanese Society). Tokyo: Kôbundô.

PERNICK, M.

1988 Back From the Grave: Recurring Controversies Over 
Defining and Diagnosing Death in History, Death: 
Beyond Whole-Brain Criteria, R. Zaner (ed.), Dordrecht: 
Kluwer Academie Publishers: 17-74.

PETERS, T. G.

1991 Life or Death: The Issue of Payment in Cadaveric 
Organ Donation, Journal ofthe American Medical 
Association, 265(13 March): 1302-1305.

PROTTAS, J. M.

1983 Encouraging Altruism: Public Attitudes and the 
Marketing of Organ Donation, Milbank Memorial Fund 
Quarterly, 61: 278-306.

PROTTAS, J. M. and H. L. BATTEN

1988 Health Professionals and Hospital Administrators in 
Organ Procurement: Attitudes, Réservations, and their 
Resolutions, American Journal of Public Health, 78: 642- 
645.

RABINOW, P.

1996 Essays on the Anthropology ofReason, Princeton: 
Princeton University Press.

RANDALL, T.

1991 Too Few Human Organs for Transplantation, Too 
Many in Need ... and the Gap Widens, Journal ofthe 
American Medical Association, 265(13 March): 1223- 
1227.

SAHLINS, M.

1976 Culture and Practical Reason, Chicago: University of 
Chicago Press.

SHEWMON, A. D., et al.

1989 The Use of Anencéphalie Infants as Organ Sources: A 
Critique, Journal ofthe American Medical Association, 
261(12):1773-1781.

SIMMONS, R., et al.

1987 Gift ofLife: The Effect of Organ Transplantation on 
Individual, Pamily, and Sociétal Dynamics, New 
Brunswick, N.J.: Transaction Books.

SOMERVILLE, M.

1985 Access to Organs for Transplantation: Overcoming 
Rejection, Canadian Medical Association Journal, 132: 
113-117.

STRATHERN, M.

1992 Reproducing the Future: Anthropology, Kinship and the 
New Reproductive Technologies, London: Routledge.

WALTERS, J. W. and S. ASHWAL

1988 Organ Prolongation in Anencéphalie Infants: Ethical 
and Medical Issues, Hastings Center Report, 18:19-27.

WILKE, J. C. and D. ANDRUSKO

1988 Personhood Redux, Hastings Center Report, 18:30-33.

WILLIAMS, J. R.

1985 Human Organ Sales, Annals ofthe Royal College of 
Physicians and Surgeons of Canada, 18: 401-404.

YOUNGNER, S. J., S. LANDEFELD, C. J. COULTON et al.

1989 'Brain Death' and Organ Retrieval: A Cross-Sectional 
Survey of Knowledge and Concepts Among Health 
Professionals, Journal of the American Medical 
Association, 261: 2205-2210.

42 / Margaret Lock


