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Until lions have their own “story tellers,”
tales of a lion hunt will always glorify the hunter.

—African Proverb

The growing concern about the shortage of
kidneys available for transplantation has led
some physicians, economists, and bioethi-

cists to call for monetary inducements and “regulat-
ed” organ markets as a way of expanding the number
of kidneys obtained from living, unrelated individu-
als.1 Proponents of a commercial model for organs
formulate their arguments in the language of supply
and demand. They believe that “scarcity” of com-

modities—in this case, kidneys—can be addressed
through the use of market forces. In this view, a ven-
dor is an autonomous agent with the freedom to
make choices, including the decision to sell a kidney,
and depriving impoverished people of the option to
sell a kidney makes their bad situation even worse.2

In contrast, those opposed to the idea of organ sales
believe that such practices lead to exploitation of the
most vulnerable people in society for the benefit of
the privileged. Concerns are also expressed about the
negative repercussions of organ commerce on altruis-
tic donations and integrity of the medical profession,
and the weakening of efforts to initiate and sustain
deceased donor programs. The potential for in-
creased complications in recipients receiving bought
kidneys is another consideration.3

In theory, a commercial market for kidneys could increase the scarce supply of

transplantable organs and give impoverished people a new way to lift themselves out of poverty. 

In-depth sociological work on those who opt to sell their kidneys reveals a different set of realities.

Around the town of Sarghoda, Pakistan, the negative social and psychological ramifications of selling

a kidney affect not only the vendors themselves, but also their families, communities, 

and even the country as a whole.
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These debates are taking place against
the backdrop of expanding organ com-
merce and tourism. Private health care
institutions located particularly in Asian
countries are advertising “transplant
packages” with kidneys bought from the
most economically deprived individuals.
In a business that runs into millions of
U.S. dollars annually, such kidneys are
being transplanted not only into nation-
als but ever more frequently into citizens
of affluent countries who travel to the
host countries specifically for this pur-
pose.4 Despite the increasing awareness
of the international organ trade, there is
a surprising paucity of original research
and scholarly work on this issue. In his
presentation in May 2007 at the Second
World Health Organization Global
Consultation Meeting on Human Trans-
plantation in Geneva, Yosuke Shima-
zona said he had found only 309 “rele-
vant” documents, of which 243 were
media reports, in a review of the previ-
ous five years’ worth of literature. He
emphasized the need for “further med-
ical and social scientific research,” with-
out which he thought this “global health
issue” could not be addressed effectively.5

One of the crucial missing pieces in
the literature is in-depth sociological
work on the vendors—the men and
women who opt to undergo nephrecto-
my for money—and the on-the-ground
realities that frame their decision. Very
little is known about the sociological and
psychological effects on vendors and on
the families and societies they belong to
when faced with a situation in which the
only way to address financial difficulties
is to sell a kidney. The most outspoken
anthropologist to focus on this issue is
Nancy Scheper-Hughes, who provides
ethnographic accounts of kidney ven-
dors from countries as diverse as South
Africa, Israel, Moldova, the Philippines,
and Brazil.6 A handful of empirical stud-
ies from India, Iran, and the Philippines
also venture beyond the medical para-
digm and quantitative data to explore
the psychological repercussions on kid-
ney vendors and their kin.7

No studies of this nature have been
undertaken in Pakistan, a country that
came to be known as one of the largest
“kidney bazaars” in the last decade. Al-

most all publications dealing with organ
transplantation focus on medical issues,
and especially on the morbidity and sur-
vival rates for the recipient and occasion-
ally the donor.8 In Pakistan, except for
one recent survey of the socioeconomic
status of vendors, it is not health care
professionals but the local media that
have tried to establish direct contact
with vendors, often leading to sensation-
al news reports and documentaries.9 The
only detailed ethnographic study avail-
able on kidney transplantation in Pak-
istan, published in 2006, deals with re-
lated, living donors and their families
and does not focus on organ trade.10

The primary objective of our ethno-
graphic study is to broaden what we be-
lieve to be a reductive and largely utili-
tarian international debate on organ
commerce and regulated markets that
considers the issue as a matter between
two individuals—a recipient and a ven-
dor. Such discussions generally highlight
the predicament of those patients who
wait for years to be transplanted, and
often die while waiting. This is under-
standable, as many supporters of kidney
commerce, of one variety or the other,
are concerned with the care and welfare
of such patients and consider themselves
their advocates. In contrast, the would-
be providers of these kidneys for trans-
plantation appear as faceless individuals
merely exercising their right to sell an
organ. Very little is known about the ex-
periential and psychosocial dimensions
associated with the decision to sell a kid-
ney or about the possible ramifications
of the decision for families, communi-
ties, and perhaps even the ethos of the
societies in which they reside.

Our aim is to turn the light on those
who sell kidneys. Our research provides
a “thick” description of the lives of kid-
ney vendors and their families in Pak-
istan, people who stand at the center of
organ commerce and yet have remained
largely invisible.11 We attempt to open a
window into their lives, to capture
through their narratives what it “means”
to them and their families when circum-
stances compel them to sell a kidney,
and the ways in which this act affects
connected existences. We hope to clothe
with flesh and context a global discourse

on organ commerce and trade that has
mostly employed a narrower, philosoph-
ical language revolving around autono-
my, choices, rights, and competing inter-
ests of abstract individuals.

Kidney Commerce in Pakistan

Systematic kidney transplantation in
Pakistan began in the late 1980s in

the absence of a national law to regulate
it.12 Initially, because there was no de-
ceased donor program (still the case
today), the majority of transplanted kid-
neys were donated by family members,
but by the late 1990s kidneys donated
by kin had been almost entirely replaced
by kidneys bought from unrelated indi-
viduals from villages located around
major cities. By 2003, most kidney
transplants were undertaken in private
hospitals in the cities of Punjab. With
middlemen working closely with hospi-
tals, economically disadvantaged people
from villages became the main source for
the approximately two thousand kidneys
transplanted annually in Pakistan.13 Due
to regional geopolitical events, there was
a concomitant increase in kidney trans-
plantations undertaken for citizens of
countries from the Middle East, Europe,
and North America, providing a lucra-
tive business for private hospitals in Pun-
jab.14

Although occasional cases of kidney
selling or “stealing” have been reported
in the press from other parts of Pakistan,
the systematic practice of “kidney
tourism,” as it has become known, has
remained limited to private hospitals in
Punjab.15 Several reasons may have con-
tributed to this. One has to do with
poverty. Punjab is the most densely pop-
ulated province of Pakistan, and with its
rich, fertile agricultural lands has often
been called the “breadbasket” of the
country. Wealthy zamindars (landown-
ers) own large tracts of agricultural lands
and orchards that are passed from one
generation to the next. In this feudal sys-
tem, large numbers of laborers and
workers are needed to tend the lands and
take care of cattle. Together with their
families, laborers live and work on these
lands for wages ranging from Rs. 3,000
to Rs. 4,000 (approximately $50 to $60)
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per month. In addition to meager
salaries, the only other benefits pro-
vided to laborers include accommo-
dation (often one room) on the lands,
a quantity of grain from harvests, a
set of clothes, and one pair of shoes.

Workers accumulate debts in the
form of loans taken from zamindars,
and these loans are impossible to pay
back. Even if a portion of the debt is
paid off, further loans become neces-
sary for new expenses, including
health emergencies, marriages, and
deaths. As long as the debt persists,
and in spite of the fact that bonded
labor is a crime in Pakistan, the work-
er and his children remain effectively
“bonded” to the zamindar and are
unable to leave. Punjab also has many
brickmaking factories that draw la-
borers from rural areas of the
province; they, too, are provided daily
wages insufficient for their needs. La-
borers on the farms and kiln workers
from factories are among the poorest
in Pakistan, and many vendors are
drawn from these two communities.

But poverty in Pakistan is not lim-
ited to Punjab, so undoubtedly other
factors are also at play behind the
province’s flourishing kidney trade.
Following Karachi (population fifteen
million people) in Sindh, Lahore and
the “twin cities” of Rawalpindi and
Islamabad in Punjab are the next
most populated cities in Pakistan.
Over the last two decades, there has
been a movement in Pakistan to pri-
vatize health care, and it has been
most pronounced in larger cities with
affluent populations. Kidney trans-
plantation, because it is a lucrative
service, is of obvious interest to pri-
vate sector institutions that have re-
sources and trained transplant physi-
cians. Sindh, the other province with
an expanding private sector, has not

experienced systematic development
of organ trade and tourism, however,
perhaps because of the influence of
the Sindh Institute of Urology and
Transplantation, a public sector insti-
tution in Karachi that performs large
numbers of kidney transplants but
accepts only family donors. SIUT
draws patients from all over Sindh
and to some extent from other
provinces of the country.16

The Study

Selecting and gaining access to
subjects. Our selection technique
consisted of purposive sampling of
kidney vendors considered most like-
ly to provide rich, in-depth informa-
tion.17 Subjects were selected from
deras (clusters of dwellings) around
the town of Sargodha, which is
known as a hub for vendors. It was
suggested to us that vendors are easily
reached through middlemen in the
organ trade, but we decided to not
take this easy route because of ethical
concerns about working with people
we saw as part of the organ trade cir-
cle. We were uncomfortable about
the integrity of the middlemen and
uncertain about mechanisms they
might employ to convince vendors to
meet with us. We also believed that
the nature of the information we re-
quired would be more reliable if we
entered local communities, with the
help of their members, and met sub-
jects in their own surroundings rather
than having them brought to us. This
required locating reliable contacts
through phone calls to nongovern-
mental organizations and acquain-
tances in and around the area and a
visit to Sargodha to meet relevant
people.18

Process and methodology. Our re-
search team consisted of two physi-
cians from SIUT and a clinical psy-
chologist from another university in
Karachi, and the research proposal
was approved by the Ethics Review
Committee of SIUT. The study was
carried out during three field visits to
the site in 2007, each lasting from
four to five days.19 Our interactions
with vendors and families took place
within or in the vicinity of their hous-
es or their work sites, and a commu-
nity member was always present to
introduce us. Verbal consents, and all
interviews, were undertaken in Urdu
or Punjabi (the local dialect) by one
of the three primary researchers. To
avoid intimidating participants, no
tape recorders were used. We believe
that for all these reasons, most ven-
dors and their families were relaxed
and willing to speak with us frankly
and at length. No monetary incen-
tives were offered, but participants
were told that we would check their
blood pressure and screen their urine.
Anyone judged to need further exam-
ination would be provided referral
slips for physicians in Sargodha, and
treatment and medications would be
provided free.

A questionnaire was used to record
factual data, and open-ended ques-
tions were employed to encourage
vendors to talk about the nephrecto-
my and their perceptions of life since
surgery. Attempts were made to
record the exact words, terms, and
often rich analogies used by the inter-
viewees. The two female researchers
in the team met separately with male
vendors’ wives and female family
members. The Self Reporting Ques-
tionnaire developed by the World
Health Organization was adminis-
tered by the psychologist to screen for

The international debate on organ commerce generally highlights the

predicament of patients who die while waiting for transplantation. In contrast,

the would-be providers of kidneys appear as faceless individuals merely 

exercising their right to sell an organ.
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psychiatric problems. A brief test
(twenty items) translated in Urdu and
consisting of simple yes and no an-
swers, the SRQ has been used and
validated in rural and illiterate com-
munities in Pakistan in screening for
anxiety and depression. A score of
seven to eight or above was selected as
significant, as sensitivity and specifici-
ty have been found to be above 70
percent at this level.20 Blood pressure
readings were obtained with a manu-
al sphygmomanometer, and a “dip-
stick” urine examination was used to
test for the presence of sugar, protein,
bilirubin, and blood.

Limitations of study. The number
of subjects we interviewed is relatively
small. One reason for this is that dur-
ing one visit, we discovered that an-
other research team had arrived in the
area a day earlier for a survey of kid-
ney vendors. This team was having
vendors brought to their base, and
some were from deras we were sched-
uled to visit. Vendors who said that
they had been “tested” by the “other
doctors” were not interviewed. A sec-
ond reason was the design of our
study, which involved time-consum-
ing drives to deras and dependence on
community members for entry into
sites. Nevertheless, given that we were
looking for depth and richness rather
than breadth of information, we be-
lieve we were able to achieve our ob-
jectives and gain important insights
not reported before despite the small
number of subjects.21 By the end of
our third visit, we were recording rep-
etitions in the themes that emerged
from the subjects’ narratives, suggest-
ing that we were reaching a saturation
point in the collection of informa-
tion.

The other issue, discussed below,
was the disconnect we found between
our notion of privacy and what we
encountered in the field. We discov-
ered that deras represented a social
“community,” members of which
often joined in the narratives of our
subjects to offer their own comments
and impressions. Our concern that
this would influence some of the re-
sponses was allayed when we found

that those interviewed in relative
seclusion gave similar information,
using identical phrases and idioms.
An advantage of the “group encoun-
ters” was the opportunity to gauge the
general ethos of the communities we
met and the ways in which their
members—vendors and nonven-
dors—related to one another. The
lack of privacy, however, proved a
hurdle in administering the SRQ to
screen for anxiety and depression, and
also in conversations held with some
vendors’ wives in the presence of their
husband’s family, especially the moth-
er-in-law. Asking people to leave dur-
ing our conversations with vendors
would have been culturally inappro-
priate and might even have aroused
suspicion, and asking people to leave
during conversations with wives
could have had bad consequences for
them later.

Site and Demographic Data

Our interviews were conducted in
chaks, clusters of houses and a

few shops, or in deras consisting of
the zamindar’s lands with rooms for
farm workers and their families. Ac-
cess to many deras involved traversing
dirt or gravel paths, sometimes on
foot, through lush fields and or-
chards. Some of the rooms in which
the laborers lived had neither electric-
ity nor running water, in contrast to
the zamindars’ well-built concrete res-
idences. The hospitality with which
vendors and their families met us was
striking, as was their willingness to
speak with us frankly. Charpoys (all-
purpose beds consisting of a wooden
frame with jute ropes strung between
the four sides) were placed under trees
for us to sit on, and we were offered
tea or water even in the poorest
households. The only hostility we ex-
perienced came from a few zamindars
who joined us as we were conducting
interviews and wished to know who

Table 1
Demographic Data

Total vendors interviewed 32 (one couple interviewed twice)

Vendors less than 19 years old 2

Vendors 20 to 40 years old 27 (age unknown for 3)

Currently married 27

Illiterate 29  (grade five: 2, grade four: 1)

Number of children 
per family (range) 1–11

Time since vending • <1 year: 18
• 1–3 years: 9
• >3 years: 5

Other vendors in extended family • Yes: 16 
1 family member: 8
2 family members: 6
>2 family members: 2

• None: 6
• Not established: 10

Vendors referred to physician 
for proteinuria and/or hematuria 3 (none presented for follow-up)

Vendors referred for psychiatric 
assessment (based on SRQ 
assessment of 20 vendors) 10 (none presented for follow-up)
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we were and why we were there. On
the other hand, some zamindars re-
quested that we visit their houses and
examine them or their family mem-
bers. Their presence would lead to a
temporary pause in the vendors’ nar-
ratives, to be resumed once they left.

All families in and around the
dera, vendors and nonvendors alike,
would converge upon us and pitch in
with comments and additions to
what was being related to us at the
time. We found the notion of “priva-
cy” of information to be an alien con-
cept; we were in communities in
which everybody seemed to know the
details of each other’s families and ex-
periences, including the amount of
money promised, and received, for a
kidney. People filled in the details of
each others’ stories and sometimes
prompted one another about dates
and months of surgery and even the
ages of their children. Our interac-
tions with vendors and their families
often ended up being “group encoun-
ters.” When we met vendors and fam-
ilies within the confines of their
rooms, neighbors and friends would
often walk in to see what was happen-
ing and sit on one of the charpoys to
offer their own opinions about selling
kidneys. To administer the SRQ, the
extent of privacy we could manage in
many cases was a move to the most
distant charpoy.

Our attempts to take consent were
generally met with uncomprehending
looks, followed by protests that this
was unnecessary and that they were
glad that doctors from the “big city of
Karachi” had traveled all that distance
to speak with them. Nevertheless,
after explaining the particulars of our
study, all subjects were told that they
were under no obligation to speak
with us and were free to refuse. None
did.

Demographic data. We inter-
viewed thirty-two vendors (one cou-
ple was interviewed twice), four of
whom were female, with age range of
nineteen to forty-two years. Except
for three individuals who had attend-
ed school until grade four, the rest
were illiterate. The majority, twenty-

five vendors, had sold a kidney with-
in the last two years, and twenty-
seven had done so to a hospital in
Rawalpindi run by a retired colonel of
the Army. (See Table 1.) All except
two had sold a kidney to pay off debts
owed to zamindars; a majority was ei-
ther still in debt or had accumulated
new debts. None reported receiving
the total amount they had been
promised, and almost all had to pay
Rs. 10,000 to Rs. 20,000 to the mid-
dleman. (See Table 2.) None of the
vendors questioned directly, except
one, would recommend selling a kid-
ney to anyone else, including those
who had managed to pay off their
debts.

Among the thirty-two vendors in-
terviewed, three had elevated blood
pressure readings or blood or protein
in their urine—significant findings in
anyone with one kidney. All were
provided referral slips for a physician
in Sargodha. Due to difficulties with
privacy, administration of the SRQ
was possible with only twenty ven-
dors. Of these, ten (including one
woman) had sufficiently high scores,
or symptoms judged sufficiently wor-
rying, to be referred to a psychiatrist
in Sargodha. Of these ten vendors,
two were considered to be possible
suicidal risks, and one reported at-
tempting suicide with sleeping pills
obtained from a local doctor.

Based on our subsequent commu-
nications with Ali, our primary com-
munity contact, and the Sargodha
physicians, we learned that none of
the vendors we had referred for fol-
low-up visited the physician or the
psychiatrist. As we were concerned
that the noncompliance might be due
to the cost of travel, we made arrange-
ments, through Ali, to rent a van for
them, but this, too, failed. Those that
Ali managed to contact were either
unwilling or afraid to ask the zamin-
dar for a day off from work.

Vendor Narratives and
Conversations

Through open-ended questions
about vendors’ perceptions of

lives after selling a kidney, several
overlapping patterns of symptoms
and changes in “self image” could be
identified. Many were psychosomatic
in nature.

Issues related to the incision. All
vendors, including those with a
nephrectomy done over three years
ago, complained of symptoms related
to their surgical incision (pain,
spasms, pricking), even though an ex-
amination revealed well-healed surgi-
cal scars. One vendor was still afraid
tankey na tut jan (that the surgical
stitches would break). Many also
complained of tiredness, generalized
kamzori (weakness), chukkar (dizzi-

Table 2
Debt and Monetary Transactions

US $1 = Rs. 60 to Rs. 75 (range over last three years)

Average debt before vending Rs. 130,000 
(Range Rs. 45,000 to Rs. 200,000)

Average money promised 
for kidney Rs. 160,000 

(Range Rs. 80,000 to Rs. 175,000)

Average money received Rs. 103,000 
(Range Rs. 70,000 to Rs. 155,000)

Money paid to middlemen Range Rs. 8,000 to Rs. 20,000

Status of debt after vending • 17 persistent/reaccumulated  
• 13 paid
• 2 not established
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ness), and shortness of breath while
working. All expressed an inability to
work as hard as before, a perception
confirmed by family members with
whom we spoke. One vendor ex-
plained his tiredness by saying that
jism may khoon nahin hay (my body
has no blood in it). A common com-
plaint was hun wazan uthanay day
naal dard (lifting anything heavy now
gives me pain), a significant issue for
those involved in manual labor.

The “half” man syndrome. A sec-
ond cluster identified—and related to
the left flank surgical scar—was a
heightened sensitivity to or constant
awareness of the left half of their bod-
ies. Many vendors described pain,
numbness, or a burning sensation in
the left arm and shoulder or the left
side of the abdomen. Some also had
left-sided headaches. With these
symptoms came a sense of emptiness.
Pointing to the left half of his body,
one vendor told us that mehsoos hota
hay kay khalee jaga hay (I feel that
there is an empty space here), and
that he was now an adhoora banda
(incomplete or half a man). This curi-
ous sense of feeling “half,” being
“empty,” somehow having been trans-
formed into an “incomplete” person,
was among the most common state-
ments we heard. One young man
pointed to the uncapped pen in a re-
searcher’s hand and said that he was
now adha (half ) like that pen; replac-
ing the cap back on the pen, he said
he was “like that” before surgery.

One vendor said that following
the nephrectomy, his mardani taqat
kum ho gayee (sexual potency has de-
creased). In another case, a mother
told us that by selling his kidney, her
son had zulm kitta (done injustice)
both to himself and to her, as she had
wanted grandchildren and thought
she might not get them now. The be-
lief that losing a kidney somehow
makes a person incomplete, lessens a
man’s sexual power, and reduces a
woman’s childbearing capacity was
also reportedly expressed by some
family donors in an earlier study con-
ducted in Pakistan.22

Fears about the remaining kidney.
Another related cluster of complaints
revolved around profound anxiety—
persistent khof and fikr (fear and con-
cern)—at being left with one kidney.
Different phrases were used—dil pay
bojh (weight on my heart), chaubees
ghantay fikr kay hun ikon gurda, maira
saath kee hoyay ga (I worry twenty-
four hours that I have only one kid-
ney, what will happen to me), dil
ghabaranda (my heart is restless, not
at peace), and following nephrectomy
hun himmat nahin raee (I have no
strength/will left). One man said that
if someone uchi awaz nal bolay
(speaks to me in a loud voice) he be-
came terrified, adding that fikr say
adha kay ikon gurda (fear that I have
only one kidney has made me half the
man I was).

Two individuals used interesting
ways to express the changes they felt
in themselves and the sense of vulner-
ability connected to having one kid-
ney. One said that pehlan tees meter
dee chalang laganda san, hun sochna
parda ay (before I could leap across
thirty meters, but now I have to
pause/think about it). Another de-
scribed himself before and after he
had sold a kidney—pehlan mein sher
san, hun mein bakri an (before I was
like a lion, now I am like a she-goat).

A sense of hopelessness. Fifty per-
cent of those administered the SRQ
revealed profound levels of anxiety
and a sense of hopelessness about life.
Although we had no means of assess-
ing their status before the nephrecto-
my, vendors perceived these feelings
as originating following it. An intelli-
gent, middle-aged vendor named
Chachu (paternal uncle) made an in-
sightful observation. He said that
those who sell kidneys zehan tay ten-
shun laga lainday hein; nafsiatee asar
bohat honda ay (suffer from tension in
their minds; there is a great psycho-
logical effect on them), and this was
why he never let it enter his mind.
Others reported insomnia, crying
spells, loss of appetite, and a lack of
sakoon (peace) in life. Many said that
dil na lagda (my heart is not into any-

thing) and that they muk gaya (were
finished/destroyed).

One man who sold his kidney
without informing his wife—who
said she would have stopped him—
informed us that he felt hun zindagee
dee koi lor nahin; na wajood raya na
sihat (now I have no need for life; I
have neither my body left nor my
health). He added that kam nahin
honda, mein baikar ho gaya hun (I
cannot do any work, I have become
completely useless). Another vendor
who had been unsuccessful in clear-
ing his debts sat staring into space
and used the frequently voiced word
baikar (useless) for himself. He said
that marnay ko dil chahda ay (my
heart feels that I should die) and that
he no longer experienced any khushee
kay lumhat (moments of happiness/
pleasure) in his life.

Feelings of regret. One female ven-
dor, an assertive young woman, told
us she did not regret selling her kid-
ney and added that “what is done is
done.” Such comments were excep-
tions, however; more commonly we
heard words, even from those who
had paid off their debts, such as afsos
(deep sadness, feeling sorry) and pach-
tana (regret, remorse) at the act. Dif-
ferent but overlapping reasons were
given for this. One set related to the
fact that despite selling a kidney and
incurring the perceived harm, they re-
mained under debt. A common state-
ment was gurda bhee gaya tay poora
faeda bhee na hoya (my kidney is gone
and yet I have not reaped the benefit
I wanted). Others stated that qarza
tay utar janda kisee taranh, par gurda
na baichna chahda see (the debt could
have been paid off somehow, but I
should not have sold my kidney).

Some subjects expressed remorse
connected to a religiously grounded
perception that there was an intrinsic
“wrongness” in selling an organ. One
man described the kidney as a naimat
(blessing) from God, and others said
that selling a kidney was Allah tala
kaa gunnah (sin in the eyes of Allah),
a buraee (wrong, evil act), or accha
kaam nahin (not a right/good act).
One vendor described the money ob-
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tained from selling a kidney as haram
(something strictly forbidden in
Islam). We interviewed one man in
our car by the side of the road, where
he worked in a gas station (in addi-
tion to the work on a zamindar’s
lands) to try and pay off his persisting
loans. He wept as he spoke of his
sense of hopelessness and said that he
thinks of God all the time and asks
for His help.

Two vendors among those we in-
terviewed expressed feelings of pro-
found shame at having sold a kidney
and had concealed the act from vari-
ous members of their families. One of
them had told his wife that he had
surgery for a kidney stone and was
convinced that she would leave him if

she discovered the truth. He had also
not told his parents, for fear that the
biradari (extended family) would find
out, and he was miserable because sub
say dhoka kiya hay (I have deceived
everybody). In the case of the second
vendor, his large extended family
blamed his wife’s influence on him
and openly expressed their animosity
toward her when she was present. The
vendor himself was contrite that his
act had resulted in shame for the en-
tire family, and he added that people
in the community made fun of those
who sell kidneys.

Those we questioned directly said
that they would not recommend that
anyone sell a kidney. In answer to our
query as to why they had themselves
sold a kidney, the most common
words they used were majboori (a
word that arises from the root jabr,
which means a state that is beyond
one’s control) and ghurbat (extreme
poverty). One man expressed anger at
his younger, unmarried brother, who
had also sold a kidney despite his ad-
vice that das saal zalil ho ja par gurda

na day (even if you have to suffer hu-
miliation for ten years, do not give
your kidney). He said that he had
done it for the sake of his children
and added—perhaps as a salve to his
conscience—that at least he had “not
killed anyone.” Another vendor’s ad-
vice to others was that bhookay raho,
gurda na do (stay hungry if you have
to, do not give your kidney), and a fe-
male vendor compared selling a kid-
ney to apnee nilami (auctioning her-
self ).

Feelings toward hospitals, physi-
cians, and recipients. Although we
asked no direct questions on this
issue, some vendors offered unsolicit-
ed opinions about the hospitals and
physicians involved in transplanta-

tions. One woman said that the doc-
tors in the hospital where her hus-
band sold his kidney were “nice,” but
the usual comments tended to be
quite harsh. Except for three individ-
uals, none had returned to the hospi-
tals for follow-up. One man bitterly
described the hospital as sub karobar
hay (it is all a business) and said he
would never return. He characterized
those connected to the hospital as
kasaee (butchers) and said he hated
the place because sub jhootay hein
(they are all liars). Some said that the
hospitals were too far away and the
cost of the fare beyond their means.

A sense of being victimized and
deceived by the medical profession
was expressed in general terms, and
none knew the name of the surgeon
or other physicians in the hospital.
(All, however, were familiar with the
names of middlemen.) Hospitals and
staff were described variously as sub
choree da kaam ay (in a business of
theft), sub daqa shahi ain (all are the
kings of thieves), dhokay baz (those
who deceive others) and destroy lives

like phansee ka phanda (a noose for
hanging people). One female vendor
described her experience in the hospi-
tal as one in which they khoon choos
litta; murda bana kay ghar bhaij dain-
day hein (sucked out all my blood;
they send us home after turning us
into corpses).

We detected little curiosity, or
sympathy, toward the recipients. Ven-
dors who managed to meet recipients
in the hospital did so with the expec-
tation of getting additional money
and were disappointed and angry
when this did not happen. In one
dera, a young man casually men-
tioned that the “Arabi” (word for peo-
ple from the Middle East) who had
gotten his kidney died four days later.

When another said that his kidney,
too, had gone to an Arabi, a man in
the group remarked “but they man-
aged to save this old man and he did-
n’t die.” This was followed by loud
laughter from everybody. This indif-
ference and even disdain toward re-
cipients contrasts with the emotional
and psychological connection that al-
truistic donors often say they have
with the recipients of their kidneys.
To the vendors, the recipients of kid-
neys were affluent and often faceless
strangers who had bought an impor-
tant part of their bodies, often for less
money than was promised.

Conversations in the Zanana

We met separately with some of
the wives and female family

members of male vendors. The
women were friendly, curious about
us, and very willing to speak with us.
All of them had noticed that their
husbands were quieter now and had
less capacity for physical work. Their
responses included anger and frustra-

All vendors expressed an inability to work as hard as before. A common

complaint was hun wazan uthanay day naal dard (lifting anything heavy now

gives me pain), a significant issue for those involved in manual labor.
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tion, but also sympathy and concern
for their husbands. Our most detailed
encounter took place in the zanana
(living area for women) of one dera,
where we met the wives of three
brothers who were all vendors. This
was a small, one-door room that was
furnished with two bare charpoys and
rapidly filled with women and chil-
dren, relatives, and neighbors, all
crowding onto the charpoys with us.

Razia’s husband had sold his kid-
ney in 2005, but she said that they
were still in debt. She added that her
husband had not told her about his
decision to sell a kidney, or she would
have tried to stop him. The couple
has two living sons and a four-year-
old daughter, but Razia has had seven
miscarriages, all handled at home by
the local dai (midwife). A large part
of the money from the sale of her
husband’s kidney had been spent for
these expenses and the births of her
children. She lifted her shirt to show
us a small bandage saying that she
had just had emergency surgery with-
out which the doctor had said she
would die. She told us that they now
also owed the surgeon Rs. 12,000.

Razia said that before his surgery
her husband khush rehnda, hun chup,
chup ay. Bus pay rehnda tay sochda
rehnda ay (used to be a happy man,
but now he is very quiet. He just lies
around; he is always thinking). He
was no longer able to work like be-
fore, and when he did not work she
fought with him (said with a laugh in
which the other women joined).
Razia added that he was in pain,
could not sleep, and often walked
around at night.

Shehnaz, the wife of another
brother and married at the age of fif-
teen, had also not known about her
husband’s nephrectomy until after it
had happened, and she, too, was un-
happy that he had undergone it.
Shehnaz said that he used to be a
happy and talkative man but had now
become very quiet. He was always
worried about what would happen to
the family if he died. Shehnaz said,
“When he says this I tell him that if
he dies I will die with him.”

In another dera, we spoke with a
smiling, plump woman married to
her cousin, who had sold his kidney.
She said that since the surgery, her
husband was quick to get angry with
his children, but that he apologized
afterward. As they were still in debt,
she said that she was thinking of sell-
ing her kidney, too, but that her hus-
band was not ready for her to do so.
Another woman also reported that
her husband became much angrier
now, could not work as hard, and
worried constantly that his remaining
kidney would stop functioning. She
poignantly described her husband by
saying oda wajood dard karda ay (his
entire being hurts now). Another ven-
dor’s wife, heavily pregnant, described
her husband as banda kaam da na
reya (the man has become useless; he
can do no work), adding that it
would have been better to stay hun-
gry than to sell a kidney.

We spoke with Chachu, a middle-
aged kidney vendor, and his wife Bibi
in a dera while sitting on charpoys and
sharing the shade of a tree with sever-
al black buffaloes tethered close by.
Chachu had paid off his debts by sell-
ing his kidney and a cow. He now
worked on dehari (daily wages), and
Bibi was employed as a domestic ser-
vant in the household of a zamindar.
Bibi, who was sitting close to one of
us, offered her views sotto voce while
Chachu was being interviewed. She
said they were no longer in debt, but
that Chachu pehlay hor banda see, hun
hor ay (was a different man previous-
ly, and is now a different man), that
he was now adha (half ). She said sell-
ing a kidney is not a good thing but
majboor see (they had no choice) as
they wanted to free their children
from the zamindar. Bibi said that be-
fore he sold his kidney, Chachu used
to smoke a hookah occasionally but
had now become a chain smoker.

Boota and His Family: A Case
Study

We have chosen to present the
story of Boota and his wife

Nazeeran, whom we met twice, con-

structed through our field notes. To
us this couple presents a microcosm
of the experiential realities shared by
so many others we met, snared in the
ebb and rise of a tide of unending
debt, inexorably sucking in other
members of the family, vendors and
others alike, in different ways. Their
story also highlights the complete
control of zamindars over the lives of
vendors and their families, succinctly
expressed in the words of a vendor
when he said apna kuch nahin hay
(there is nothing that is ours).

June visit. When we first reached
Boota and Nazeeran’s dera, the za-
mindar had expressed reluctance to
our meeting them, telling Ali (as we
waited in the car) that “there is noth-
ing wrong with them; they do not
need to be seen by any doctors.” Ali,
who knows the zamindar, had tried
to “soften him up” and suggested that
we try again the next day. On that
visit, the zamindar was nowhere in
sight, and Ali led us to the little room
where the family lives. Later, while we
were speaking with Boota and his
wife Nazeeran, Ali suddenly left the
room. He told us on the drive back
that he had seen the zamindar walk-
ing up and had gone over to keep him
busy in conversation until we com-
pleted our interviews.

The room in which Boota and
Nazeeran live with their six sons and
two unmarried daughters (three other
daughters are married) was reached
by walking along a dusty dirt track
leading away from the main resi-
dence. We walked past a water trough
for cattle and saw several black buf-
faloes belonging to the zamindar
tethered under a tree outside Boota’s
room. The only furniture in the
small, windowless room with one
door consisted of three bare charpoys
laid out parallel to one another, with
one piled with a jumble of clothes. A
wooden shelf on the wall facing the
door was lined with what appeared to
be the family’s pots and pans. In the
height of summer in Punjab, a small
portable fan whirred in a corner, bat-
tling ineffectively against the heat and
swarms of flies that buzzed around
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the sparse, dingy room. Outside the
door, in the distance, we could see the
zamindar’s acres of lush green fields
and his orchards, the trees heavy with
ripening fruit.

Boota and his wife welcomed us
into the room with smiles and ush-
ered us to one of the charpoys. Nazi-
ran sat down on the charpoy facing us,
while Boota squatted on the floor
near the door. Their oldest, married
son (not the vendor) and a silent, un-
married young daughter took their
place on the third charpoy in the shad-
ows behind us. The second son—un-
married and twenty-seven years old,
who had also sold a kidney—was
away at work, and we did not get to
meet him. Throughout our conversa-
tion, in which the married son some-
times participated, shabbily dressed,
barefoot children of different ages
drifted in and out of the room. Our
efforts to get the “consent” of the
family were met with protests from
Boota and Nazeeran; they said they
were so pleased that we had traveled
all the way from Karachi just to talk
with them, there was no need to ask
their ijazat (permission) as we were
their mehman (guests). There were re-
peated offers of tea from Boota that
he said he would make with the fresh
milk of the buffaloes tied outside the
room. When we declined politely, he
offered to dilute the milk with water
to make it digestible for our (city)
stomachs.

Boota was a thin, gray-haired,
quiet man who looked worn out and
older than the age (“approximately
forty”) he gave us. Nazeeran (who did
not know her age) was stockily built
and talkative. Both were illiterate.
Boota said that they had sold their

kidneys because they were in debt for
Rs. 200,000 (approximately $3,500)
borrowed from the zamindar. Nazeer-
an said she was the first to sell her
kidney, and that she did it about two
years ago. She was accompanied by
her second oldest son, who sold his
kidney to the same hospital seven
months later, and Boota had done the
same about a year ago. Boota said he
had been promised Rs. 104,000 for
his kidney but had received only Rs.
70,000 and had to pay Rs. 10,000 to
Khalid (the middleman). He said that
he also had to travel to Rawalpindi at
his own expense to get “tests.” The
son added that from the money, they
also had to pay a jurmana (penalty) to
the zamindar for something one of
his brothers had done. Boota said that
they were still in debt, and the two
buffaloes they had bought with the
money obtained from selling kidneys
had also died.

The couple’s description of the
kidney trade was identical to what we
heard from other vendors. The system
worked like a well-oiled machine
built on a nexus of middlemen, small
courts, and hospitals and staff. Boota,
Nazeeran, and their son were first
taken by Khalid to a kutcheri (a small
court) near the Rawalpindi hospital
for kaghazat bananay day liyay (mak-
ing out papers). A man in the kutcheri
asked them if they were giving their
kidneys khushee say (happily), and
“we said yes.” They were asked to put
a thumb print on a piece of paper, but
they said they did not know what was
written on it. Shanakhtee cards (iden-
tification cards for Pakistani citizens)
were also made for them, but the hos-
pital retained all the papers.

We asked if they had also “signed”
any papers in the hospital. Boota said
that he had put a thumbprint on a
paper, adding that the man (he did
not know whether he was a doctor)
had said something to him about
maut aur hayat (death and life); he
could not recall exactly what was said.
We learned that although “discharge
slips” routinely list a hospital stay (for
“nephrectomy done”) of six to seven
days, potential vendors often live in a
hospital room for many days prior to
surgery. Several were housed together
in one room (there were separate
rooms for males and females), and
they slept on the floor until a recipi-
ent was found. The hospital provided
food for this period, but the cost was
deducted from the kidney money at
the time of discharge.23

Boota said his kidney was given to
a man from Karachi, who told him
that aap kaa aur hamara khoon ub aik
ho gaya (your blood and mine are
now the same), but he did not give
Boota any money. (Nazeeran told us
in a matter of fact voice that the
woman who received her kidney had
died four days after the operation.)
Despite three kidney sales within two
years, the family had been unable to
pay off the debt to the landowner, so
they continued to work for him.
Boota was worried about how they
would marry off two of their daugh-
ters. He complained of weakness of
his left arm since surgery and said
that he urinated with kum (less) pres-
sure. (His urine dipstick screening re-
vealed traces of blood and presence of
protein.) Coming close to tears, he
said that since selling his kidney he
has been experiencing baichaingee
saray wajood ich (restlessness in his en-

Those we questioned directly said they would not recommend that anyone

sell a kidney. When we asked why they had themselves done so, the most 

common words they used were majboori (a word arising from the root jabr,

which means a state beyond one’s control) and ghurbat (extreme poverty).
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tire body/being). He could not sleep
well and said khof lagda ay (I feel
afraid). When we asked what he was
afraid of, his son said that Boota
wakes up in the night screaming that
koi mein lay janda ay (somebody is
coming to take me away). Boota told
us that he prays to Khuda (God) that
behtar kay mein mar jawan (it is better
that I die).

Nazeeran wept on and off during
the interview. She mentioned general
physical complaints—she felt kamzor
(weak) all the time, had pain in the
incision site and all over her body,
and suffered from “gas” (bloating).
When questioned about the kidney
sale, she said the debt still remained,
so kee faida hoya (what was the bene-
fit)? She also said that when she sold
her kidney, it was as if apni nilamee
kittee (I auctioned myself ). Like
many other vendors, Nazeeran said
that assan log udhay log an (we are like
“half” people), and hun zindagee dee
kee lor ay (now what is the need/use of
living)? When we inquired if she had
ever contemplated suicide, she wiped
her eyes with her dupatta (long scarf
that covers the head and chest), say-
ing majboori ay, zinda tay rehna ay (I
have no choice, I have to live), a refer-
ence to the fact that suicide is a grave
sin in Islam.

Nazeeran vividly described her ex-
perience in the hospital and appeared
to be suffering from flashbacks. She
said that during her hospitalization,
she had observed many other vendors
after they had undergone surgery, and
she described them as pharaktay
(trembling/tossing/turning from side
to side) in their beds, and said that
she often woke up terrified that she
was about to have surgery. The son
confirmed that both his parents had
insomnia, and he had occasionally
come across them weeping at night.
In view of the parents’ bad experi-
ences, we inquired why a son (broth-
er of the son speaking with us) had
also decided to sell his kidney. The
son who was present responded that
it was because of mai-baap da zor
(pressure from the parents). He added
that as they were still in debt, the

family was considering that he also
sell his kidney; the parents did not re-
fute his statement.

As Boota’s urine was abnormal and
his SRQ score 11, we gave him refer-
ral slips and impressed upon him the
importance of seeing the physician
and the psychiatrist. He promised
that he would do so. Nazeeran’s urine
screen was normal and her SRQ was
14, and although we did not refer her,
in retrospect we believe that she, too,
would have benefited from a referral
to the psychiatrist. As we drove away,
we asked Ali if he knew Boota and his
family. He said that he knew them
well, that they were in debt but they
tended to “exaggerate.” He thought
that their current debt was probably
about half of what they had told us
and that he was aware that the others
in the family were under pressure to
sell a kidney.

November visit. Ali had to teach
classes in his college during our sec-
ond visit to Boota and Nazeeran, so
our contact person was a young ven-
dor named Raza who seemed to have
taken a liking to us. An illiterate but
articulate and bright man in his early
twenties, a bit of a nihilist and a
cynic, he has involved us in lively dis-
cussions on what he considers to be
the “meaninglessness” of life. Raza
said he knew a family of vendors and
directed the driver to the Sahab Town
dera, which included the elaborate
house of a zamindar. Situated across a
narrow dirt road in front of the house
was the rest of the dera—a straight
row of half a dozen small rooms for
the zamindar’s workers that opened
onto a dusty, common courtyard with
a few scraggly trees. Raza led us to a
covered area in front of the zamin-
dar’s residence, and the ubiquitous
charpoys appeared out of nowhere. We
watched a thin, gray-haired man walk
across the dirt road from the workers’
quarters to where we sat, and much to
our surprise, it turned out to be
Boota. He was soon joined by
Nazeeran, and both greeted us like
long-lost friends. Almost immediate-
ly, Boota began to insist that we have

tea with them, reminding us that we
had not done so in our last meeting.

While we spoke with the couple,
Raza left to see if he could locate the
son who had sold a kidney (he did
not appear this time, either). We
learned that since June, no other
member of the family had sold a kid-
ney. We thought Boota and Nazeeran
looked less anxious and teary-eyed
than the last time, although on ques-
tioning they repeated some of their
previous symptoms. They told us that
they were still under a debt of Rs.
200,000 but were now working for a
“nicer” zamindar. We asked how they
had managed to convince the previ-
ous zamindar (from whom they had
taken the loan) to allow them to leave
his employment for that of another.
Boota said that Haji, their present za-
mindar, had “bought” the debt from
the last one, and so the family had
moved to Haji’s dera four months
ago. We asked if Boota had gone to
see the doctors as we had recom-
mended. Nazeeran said that the za-
mindar had refused to give them time
off, so they could not go to Sargodha.
Boota was still spilling protein in his
urine when we checked, and so we
again lectured him about the impor-
tance of follow-up. We also gave a re-
ferral slip to Nazeeran for a psychia-
trist, coupling it with a similar lec-
ture, but were pessimistic about either
of them following through on our ad-
vice.

Suddenly we heard a commotion
and shouts from the direction of the
workers’ quarters. Boota and his wife
sprang up and ran across the dirt
road. We asked what seemed to be the
problem and were told that their
daughter Maqsooda was having a
dora (the colloquial term for an
epileptic fit) again. This young
woman had earlier been sitting quiet-
ly in the enclosure where we were
speaking to her parents, but had then
walked away. Together with Raza we
hurried across the dirt road and saw
Maqsooda, a good-looking young
woman perhaps in her late teens,
lying supine on a bare charpoy in front
of one of the rooms. She was sur-
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rounded by a crowd that included
men, women, and wide-eyed chil-
dren. Her eyes were closed and sever-
al women were holding her arms
firmly pinned down as she writhed
and twisted and turned her body
from side to side. Boota was at the
foot of the bed holding on to her legs
and at the same time trying to pull
down her shirt to cover her lower ab-
domen and thighs. We heard him say,
“Maqsooda, Kalama parh, bus Kala-
ma parh (recite the Kalama [a verse in
the Quran]),” and this refrain was
taken up by others in the crowd.

As we walked up, we saw Maqsoo-
da’s lips moving and her eyelids be-
ginning to flutter. We were confident
that we were not witnessing a seizure

of any kind. One of our team mem-
bers (a female) told the women to let
go of Maqsooda and the crowd to
move back, then sat down next to her
and asked her to open her eyes. “I am
a doctor, and I have very good medi-
cine that will make you feel better.”
Maqsooda opened her eyes and
watched as we checked her pulse and
examined her. We asked if she was
hurting anywhere, and she silently
pointed to her left flank (the site of
her parents’ incision sites). Boota said
that Maqsooda had been having “pain
in her kidney” and frequent doras
such as the one we had just witnessed.
On examination, we could detect no
physical abnormalities, and we were
convinced that what we had just ob-
served was a display of conversion re-
action symptoms manifesting as a
“seizure.”24

By the time we had her swallow a
paracetamol (analgesic) tablet, Maq-
sooda was smiling, sitting up on the
charpoy, and ready to talk. We reas-
sured her that there was nothing

wrong with her kidney and suggested
that perhaps she was just tired. Maq-
sooda told us that she worked all day
for the zamindar (a young man with a
wife and one young child), washing
dishes and cleaning the house. Boota
added that she often returned home
very late at night, a fact that did not
seem to perturb him or Nazeeran. To
diffuse the situation further, we asked
if people wanted us to take their pho-
tographs. The family and all the
members of the dera milling around
now clustered around a smiling Maq-
sooda. Laughing children clambered
up onto her charpoy for the picture-
taking session.

The Vendor and Beyond

The vendors we met are among
the most socioeconomically dis-

advantaged citizens of Pakistan, and
in almost all cases had sold a kidney
to pay off debts. Following the
nephrectomy, almost all of them re-
ported perceptions of significant dete-
rioration in their physical health and
an inability to work as hard as before,
even as they mostly failed to escape
the cycle of crushing debt. Similar
findings have been reported in the
handful of studies undertaken on
paid, unrelated “donors” in India and
Iran.25 Our screening also revealed
significant psychological repercus-
sions, commonly expressed as a sense
of profound hopelessness, a percep-
tion of the self as somehow halved
and incomplete following the
nephrectomy, and constant anxiety
for the remaining kidney. The family
members we spoke with, including
the wives, confirmed the vendors’

physical and psychological deteriora-
tion.

This contrasts with findings in an
earlier, comprehensive study of family
members in Pakistan who donate kid-
neys to kin. Within the norms of
closely knit extended families, kidney
donation was motivated by love for a
family member, to fulfill religious
obligations to help your own “blood”
(which is rewarded by God), and to
protect the socioeconomic future of
profoundly interdependent extended
families. Many donors reported
heightened self-esteem and an in-
crease in their stature within the fam-
ily.26

An important aspect of our re-
search on kidney vendors in Pakistan

is that our empirical data suggests sell-
ing a kidney carries negative social,
psychological, and emotional ramifi-
cations that extend far beyond the
vendor to the immediate and extend-
ed family and also to the community.
In this light, the arguments for organ
markets as merely a transaction be-
tween two freestanding biological en-
tities exercising their autonomy,
seemingly in a vacuum, can be reduc-
tive and misleading. Through our
time spent with vendors in the deras
of Sargodha, and through their gen-
erosity and willingness to speak with
us frankly, we were able to glimpse
firsthand the realities on the ground
of personal and collective existences,
hopes, and disappointments, their
“current pressures and uncertain
prospects,” and the ways in which
many lives are engulfed when a fami-
ly member sells a kidney.27 Through
our observations and through infor-
mal conversations with others we
met, we were also able to observe sub-
tle shifts in the values of communities

For those inextricably snared by lack of financial resources, selling a 

kidney has become “routinized” as an unpleasant but mundane act, and 

physicians are increasingly seen as organ purveyors complicit in this business.
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involved in organ vending, and—
most disturbing to us—we could see
how these practices serve to modify
opinions about the integrity of med-
ical professionals.

The vendor. When laborers in
Punjab sell a kidney, they do so not
on the strength of philosophical posi-
tions on ownership of or property
rights to their bodies, or in order to
exercise their freedom to make au-
tonomous choices—the issues that
form the core of international debates
among ethicists, physicians, and
economists. In the words of the ven-
dors, they sell a kidney because of ma-
jboori—a word meaning lack of op-
tions, a situation over which one has
no control—in order to fulfill what
they see as obligations toward imme-
diate and extended families in which
they are inextricably embedded, and
within systems of social and econom-
ic inequalities they can neither con-
trol nor escape. They sell kidneys in
hopes of paying off loans taken to
cover their families’ medical expenses
or to meet their responsibilities for ar-
ranging marriages and burying their
dead. These are recurring expenses,
and for most the debts rapidly accu-
mulate again, even if they have been
partially or completely paid back with
the money from selling a kidney.
Some sell kidneys in the hope that by
paying off their loans to the zamin-
dar, they can free their children from
his employment and enable them to
work on daily wages. Most are not
only unsuccessful in freeing them-
selves from debt but are left in a
worse situation because of the terrible
price they pay in terms of their
health.

The obvious paradox is that, de-
spite these known consequences and
although none said they would rec-
ommend that anyone sell a kidney,
we met several families in which more
than one member had sold a kidney.
Perhaps the answer to this riddle lies
in the dynamics of power structures
and inequalities described by psychol-
ogists, historians, and political scien-
tists, in which the psyche of the op-
pressed and the behavior of the op-

pressor perpetuate the cycle of op-
pression.28 The families we met, en-
grossed in a struggle to survive from
one day to the next, had little time
left for imagining a “future” that in-
cludes the consequences of selling a
kidney. This situation is compounded
by a system in which zamindars exer-
cise complete control over the time,
mobility, and physical space of the
workers. This was expressed succinct-
ly by one vendor when he said apna
kuch nahin hay (there is nothing that
is ours).

The state of poverty and the re-
strictions imposed by the zamindars,
which we witnessed repeatedly as we
moved between deras, effectively limit
the ability of the laborers even to
imagine, let alone undertake, alterna-
tives to selling a kidney to pay off
debts or even to pursue medical help.
Within these realities, the argument
that preventing impoverished people
from selling a kidney “ignore[s] the
fundamental tenet of Western soci-
ety—that people be allowed to con-
trol their own destiny”—appears
parochial and cavalier.29 And argu-
ments that trumpet the “autonomy”
of the impoverished to sell organs and
equate it to the right “each of us” has
to “engage in risky behaviors” such as
“sky diving, volunteering for military
service . . . and smoking cigarettes”
seem cynical and out of touch with
reality.30

The family, and kidneys as com-
modity. Our study also reveals how
the vortex of poverty and debt sucks
in others in the family beyond the
vendor. Persisting debts lead to some-
times subtle, sometimes overt, pres-
sure on others to sell a kidney. The re-
sulting anxiety and guilt manifests in
different ways, as demonstrated by
the conversion reaction seizures we
observed in Boota’s daughter. These
pressures were also evident in our
meeting with Ahmed, the husband of
a vendor. A slight man with notice-
able tremors of his hands, he sat qui-
etly as we interviewed his wife. After-
ward, Ahmed said he had not been
feeling well lately and asked us to ex-
amine him. He complained of pain

all over his body, general weakness,
and insomnia. He said that a doctor
had told him after listening to his
heart and lungs that his gurday kharab
hein (kidneys are diseased/not work-
ing). Our detailed history and exami-
nation revealed nothing abnormal,
but Ali told us later that Ahmed was
being pressured to sell a kidney as the
family still owed money to the zamin-
dar.

Renee Fox and Judith Swazey, well
known for their sociological, ethno-
graphic study of the inception and
evolution of the organ transplanta-
tion scene in the United States, criti-
cize what they see as the medical pro-
fession’s transformation of organ
transplantation into something “anal-
ogous to a commercial industry.”
They note that “increasingly, organs
are being thought of as ‘just organs’
rather than as living parts of a per-
son,” and that this “biological reduc-
tionism” carries insidious implica-
tions for how we see ourselves and
how we relate to others. According to
Fox, there is a “progressive routiniza-
tion and profanation of organ trans-
plantation” as a result of the increas-
ingly “commercialized view” of organ
transplantation, a specialty that began
in a sense of awe and wonder among
its practitioners.31 Although they are
commenting on highly educated
transplantation professionals in the
United States, we found some of their
observations echoed in the way mem-
bers of the illiterate rural communi-
ties of Punjab, driven by their dire cir-
cumstances, have come to see their
bodies.

Among the farm laborers we met,
living in regions where growing num-
bers of people have sold a kidney,
there appears to be a resigned accep-
tance of the thought that their kid-
neys are a kind of commodity, the
only material asset they possess in life,
that can be sold to pay debts or cover
expenses. For those inextricably
snared by their lack of financial re-
sources, selling a kidney has been
“routinized” as an unpleasant but
mundane act, and physicians are in-
creasingly seen as organ purveyors



complicit in this business. The latter
perception, profoundly distressing to
us, was brought home to us on differ-
ent occasions during our field visits.

Once when we had stopped to ad-
mire flowering mustard fields on both
sides of the road, we were approached
by a man accompanied by his preg-
nant wife and three barefoot children.
As his wife stood by silently, he told
us that he had eight children and was
under debt to his zamindar. Having
learned from our driver that we were
doctors, he asked us if we could make
arrangements for him to sell a kidney
to pay back the loan. On another oc-
casion, while walking through the
narrow alleys of a settlement in search
of a vendor’s house, we stopped to ask
directions from a man selling vegeta-
bles from a small pushcart. After pro-
viding directions, the man said that
he could see we were doctors and in-
quired if we could help his friend sell
a kidney. We found these encounters
deeply disturbing.

The zamindars. We also observed
a curious phenomenon that we came
to label “vicarious kidney anxiety”
among some of the zamindars who
had vendors in their employment.
They often asked us to check them
for abdominal and back pain, which
they invariably related to problems
with their kidneys. In one dera, the
zamindar requested that we examine
his mother, whom we met in a room
full of female relatives who had all
gathered to be seen by the “Karachi
doctors.” As soon as we entered, a
ten-year-old boy asked us if we had
come to check his kidneys, too, fol-
lowed by a woman who inquired if
we had brought “machines” to test
their kidneys. Another woman in the

room was convinced that the pain in
her abdomen was related to her kid-
neys, despite an ultrasound report she
showed us that revealed normal kid-
neys. Before leaving the dera, we were
approached by the zamindar’s cousin,
who said his check-up in “a big hospi-
tal in Paris” was normal but that he
was convinced his back pain was re-
lated to kidney disease. We had simi-
lar encounters with zamindars in
other deras. The psychosomatic anxi-
eties of the vendors seem to have
seeped, as though through osmosis,
into their employers.

The community at large.
Throughout the study we also inter-
acted informally with many people in
the town of Sargodha and the areas in
which the deras are located. Many
were aware that laborers in the district
sold their kidneys to private hospitals
in cities and expressed mixed opin-
ions about the vendors. Some consid-
ered the practice to be related to
poverty and illiteracy of vendors—
“they are too ignorant to know what
they are doing to themselves.” Some
expressed anger at the government for
not taking steps against poverty and
leaving villagers open to exploitation.
But many were far less sympathetic
and tended to look with disapproval
and disdain upon vendors and their
families. We were told that “these
people waste the money” they receive
from selling their kidneys by using it
for cell phones, extravagant weddings,
and large dinners celebrating circum-
cision ceremonies for their sons. A
few also expressed resentment at the
vendors and “foreign TV and news
agencies” that came to the area to
make documentaries that give Pak-
istan “a bad name.”

The International Debates

Is this study, conducted in the re-
mote deras and villages of Punjab,

relevant to international debates on
kidney commerce and regulated mar-
kets for organs? We believe it is. The
presence of power differentials within
societies based on economic and so-
cial status is a global issue, one that is
on the increase both within and
among countries. The communities
of vendors we studied exist in a milieu
that may be specific to Pakistan, but
their lives, and the circumstances in
which they live them, reflect an ex-
treme example of the variations of
economic disparities and social in-
equalities that are universal realities
from which no country can now be
considered entirely exempt. 

All studies to date clearly indicate
that it is the most disadvantaged and
the most vulnerable in any society
who resort to selling a kidney, and
that they do so only when they are
left with no other alternatives to feed
their families, pay off debts, or get
health care. When we consider
whether to legalize some form of kid-
ney commerce, then, we should not
overlook the fact that it is always the
poor and the disadvantaged who end
up exercising a “right” or “freedom”
to sell their kidneys. Margaret Lock
has called attention to this problem:
in her comments on the “crisis” of
organ shortages and the debate about
instituting organ markets in the Unit-
ed States, Lock criticizes market pro-
ponents for “studiously avoiding any
discussions of inequities, dissent, and
above all, the lived experience of those
at center stage.”32 To us, this reflects a
failure of collective obligations toward
the less fortunate and society’s abne-
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The vendors we studied may be specific to Pakistan, but their lives, and the

circumstances in which they live them, reflect variations of economic 

disparities and social inequalities that are universal realities from which no

country can be considered entirely exempt.
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gation of responsibilities toward its
most needy.

Although studies about social ram-
ifications for those who sell a kidney
are rare in academic literature, those
that are available also reveal, as ours
does, unequivocally poor outcomes
for vendors.33 Our study adds to this
picture by providing insights into the
psychosocial consequences of selling
an organ that reach beyond the ven-
dor, to the family and the communi-
ty. The sale of a kidney by one family
member can inevitably lead to subtle
and not-so-subtle pressures on others
to follow suit, and it carries with it
the potential for the eventual stigma-
tization of individuals and of whole
communities as organ “sellers.” Peo-
ple always exist within families and
communities, and it seems to us that
our findings in the deras of Punjab
would be equally pertinent, in vary-
ing degrees, to other societies. We be-
lieve that international discussions
about organ commerce will remain
reductive and shallow if they contin-
ue to be framed solely as transactions
between two individuals, without
taking into account the real possibili-
ty that there may be broader ramifica-
tions for families and societal ethos.

Equally important is that the Pak-
istani experience of kidney commerce
over the last two decades confirms
that the practice leads to the gradual
erosion of altruistic donation. In the
first several years following the initia-
tion of kidney transplantation, the
majority of organs in Pakistan were
donated by family members driven
by love and emotional connections
with the patient. By the late 1990s,
with the option of transplants with
kidneys bought from unrelated
donors, donation by family members
dropped precipitously, as had also
happened in other countries that in-
troduced commerce in kidneys, in-
cluding Iran, Israel, and Hong
Kong.34 In light of these experiences,
we believe it is unrealistic to argue
that certain societies would somehow
remain immune to this phenomenon.
As Gabriel Danovitch has written,

organ vending “does not cohabit well
with altruistic living donation.”35

Finally, in our opinion, Anglo-
American philosophical principles
have exerted a disproportionate influ-
ence in discussions about organ mar-
kets. They have helped make a legalis-
tic language, resting on rules and reg-
ulations, the dominant way of think-
ing about those markets. American
proponents of kidney markets have
long promoted this procedure-orient-
ed approach, but recently some com-
mentators in developing countries
have employed it as well. The central
premise is that the buying and selling
of organs can be made ethical
through proper monitoring and regu-
lation.36 Alexander Capron, com-
menting on the connection of social
science and American bioethics, states
that “bioethics literature is more con-
cerned with who may decide than the
morality of the decision, more often
framed in terms of one’s right to do
something than in terms of what is
the right thing to do.”37 The observa-
tion is certainly apt for the arguments
that support organ commerce and
regulated organ markets.
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