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As modern medicine has advanced, so has the demand to supply everything that it has 

discovered. This includes human organs. Since the first successful organ transplantation in 1954, 

the demand for organs has continued to grow exponentially, with the United States Department 

of State reporting that around 114,00 organ transplants are performed each year, even though less 

than 10% of the people who need organ transplants receive one. However, these numbers come 

from reported or registered organs transplantations and do not include transplants that occur 

through organ trafficking. The supply of organs is considerably lower than the demand, which 

has led to the rise of organ trafficking globally, with countries such as Pakistan and Bangladesh 

becoming capitals of organ trafficking. As organ trafficking continues to expand globally, it 

creates a market for organs that targets impoverished people living in underdeveloped countries, 

while serving those from first world countries. The demand of organs is far higher than the 

supply, with many of those on the transplant waiting lists ending up dying before they are able to 

have surgery. This has left many people with a difficult choice; die or buy. A similar choice is 

posed to those who are coerced into selling their organs through brokers.  

 Organ trafficking takes place in Pakistan and Bangladesh for a number of reasons, the 

most prominent related to economic, social, and cultural structures. When examining why these 

countries are the source of organs globally, these aspects cannot be examined separately. To do 

so would be to ignore the overlapping structural issues and inequalities that characterize these 

countries and much of their population. In Pakistan, the social roles of men as the sole 

breadwinner often influence their decision to sell their kidneys. Likewise, the cultural shame of 

not being able to provide their families prevents them from talking about their experience with 

law enforcement. In Bangladesh, a severe lack of education and similar feelings of shame and 

embarrassment push people towards organ donations. These inequalities are taken advantage of 
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and used to perpetuate organ trafficking by coercing sellers. Taking advantage of vulnerable 

groups push people who are already in desperate situations to become involved in the extreme 

dangers of organ trafficking.  

Alongside structural inequalities, a lack of global effort to prevent the trade in organs is 

precisely` what has allowed it to flourish in impoverished countries across the globe. There is no 

global law or method of prosecution in regard to organ trafficking, which allows each country to 

have their own set of rules and regulations. This creates a system that often lets the perpetrators, 

buyers, and brokers remain free from prosecution while the victims are subject to potential 

criminalization for participating in the sale of their own organs. That fear of reprisal alongside 

the embarrassment associated with selling a kidney is the reason that people do not report the 

crimes they are subject to. Brokers and buyers rely on this submissive behavior for the market to 

continue working. 

This thesis will examine the complex, multi-dimensional set of vulnerabilities that are 

exploited in order to coerce individuals into selling their organs and how those vulnerabilities 

lead to the relatively invisible crime that is organ trafficking. This situation will be addressed by 

examining social and cultural practices, economic structures, and legal system of both Pakistan 

and Bangladesh. The second part of this thesis will examine whether open market solutions are a 

feasible option to prevent the coercion of vulnerable communities or whether they further enable 

those communities to be taken advantage of. Finally, there will be a brief discussion into how 

current research in organ trafficking has been marginalized by what many people consider to be 

more important types of trafficking. By acknowledging that there is more to organ trafficking 

than a simple exchange of money and organs, a number of issues can be addressed that might 

begin to help the prevention of organ trafficking on a global scale. 
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** 

A strong influence on organ trafficking in Pakistan is their economy. Before Pakistan was 

their own country, they were a part of the Indian subcontinent which was subject to British 

colonial rule for over one hundred years until they gained their independence in 1947 as a result 

of the partition of India and Pakistan which split the subcontinent into two distinct nations (BBC, 

2018). However, colonialism left lasting impacts that prevented the country from being able to 

fully recover and create a flourishing economy. From 1950 to 2000 Pakistan created eight five-

year economic plans, of which only one succeeded. This was in part due to the fact that “after 

independence, the civil service of Pakistan continued the same structure of colonial 

administration. It retained the same class structure, the same elite character and the same colonial 

pattern of administration” (Chaudry & Chaudry, p. 54). As Pakistan struggled with the formation 

of their new nation and the establishment of an economy, they received assistance from the 

United States. This had a large impact on Pakistan. As Chaudry and Chaudry (2012) argue, the 

“economic growth model was much serving [sic] the geopolitical needs of the US, by becoming 

[a] ‘client state’ of America, [Pakistan] raised its dependency on foreign aid and the promise of 

economic prosperity and self-reliance got never fulfilled” (p. 52). This increasing reliance on US 

aid became an issue in later years when the United States decreased their funding.   

As Chaudry & Chaudry (2012) argue, the five-year plan enacted from 1960-1965 did end 

up succeeding and led to increased financial growth for several years. It was in the following 

period that Pakistan became involved in a war with India and then with Bangladesh as it fought 

for their independence. Spending money on war and losing economic participants almost led to a 

recession, but Pakistan was able to rebound until 1973, the year of the Global Oil Crisis. This 

crisis was the cause of decline in US aid for several years until they were able to continue their 
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support. Following this period of time, Pakistan suffered from an unstable political system that 

led to poor governance and the need for loans from the International Monetary Fund (IMF). 

Through this period of economic uncertainty, the rural people of Pakistan had to resort to other 

ways to find funds as the money that they make from working was not nearly enough to support 

their families. As Rai and Ofzal (2007) state: “Poverty has built this trade, particularly the kidney 

trade. The bulk of the Pakistani population lives below the poverty line, with a huge proportion 

living in rural feudalism” (Rai & Ofzal, p. 10). They also note that Pakistan ranks sixty-eighth on 

the Human Poverty Index. The financial situations of rural Pakistani people are what led them to 

organ trafficking at the beginning; when the financial situation was combined with “rural 

feudalism,” selling organs becomes the only feasible option for many people.  

Bangladesh was also a part of the Indian subcontinent and therefore subject to British rule 

until 1947 as well. When the partition happened the Bangladesh provenance was made part of 

Pakistan (BBC, 2018). While subject to colonial rule, many of their own industries such as their 

weaving industry were destroyed by creation of jute mills in Europe (Humphrey, 1990, p. 20). 

With the Bangladesh provenance now considered as a place for dumping cheap British goods 

and no place for artisanal crafts, “agriculture became the only occupation available to an 

overwhelming majority of the population and for many has meant a life of poverty as a tenant or 

landless laborer” (Nyrop, 1975, as cited in Humphrey, 1990, p. 20). After the Indian 

subcontinent gained their independence and Bangladesh became East Pakistan, they were still 

governed by West Pakistan in an echo of former colonial rule. West Pakistan “pursued a policy 

emphasizing the preeminent role of the private sector in industrial development, with 

government playing a catalytic, supportive and regulatory role” (Humphrey, 1990, p. 22). 

Combined with the priority on development by West Pakistan – where East Pakistan only 
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provided raw materials and a market – it seemed as if nothing had changed for East Pakistan 

from the days of colonial rule. This is what led to the Bangladesh Liberation War.   

Like Pakistan, the war had a number of negative impacts on Bangladesh. With large parts 

of their capital destroyed and roads untraversable, inflation worsened and improvements within 

the agricultural system didn’t grow fast enough to support the rural population. There were few 

trained managers able to take over the abandoned Pakistani factories and many people were hired 

for the positions without experience and only temporarily. The situation was worsened by the 

lack of people with sufficient experience in government roles. There was a push for 

nationalization in which the government “overreached itself by assuming responsibility for 92 

percent of the economy and deliberately adopting politically oriented policies which ensured that 

the private sector would stagnate and could not play a supportive, collaborative role” 

(Humphrey, 1990, p. 36). With the lack of income and inability to support a successful economy, 

poverty continued to rise in Bangladesh, which coincides with the creation of microloans, 

something that would ultimately cause more harm than good. As Moniruzzamn (2012) notes, 

back in 2012, 78% of inhabitants in Bangladesh live on less than two dollars a day, a fact that 

has contributed to both the creation and continuation of organ trafficking in the country.  

 The economic situation in Bangladesh led to the rise of microloans, especially within 

poorer communities. Microloans were created in 1976 by Dr. Muhammad Yunus after realizing 

that “a lack of access to credit was one of the main causes of poverty in Bangladesh” (Ali, 2014, 

p. 177). This led to the establishment of the Grameen Bank in 1983, founded on the ideology that 

“poverty is not created by the poor; is it created by the institutions and policies which surround 

them” (Ali, 2014, p. 179). The goal of microloans was to alleviate poverty and increase gender 

equity as “recent data shows that almost half of the population (49.64 percent) in Bangladesh 
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cannot earn more than US$1.25 per day” (Ali, 2014, p. 178). Since then, several Non-

Governmental Organizations (NGO) have been established with the sole purpose of supplying 

Bangladeshi people with microloans and do so by receiving foreign funds. However, since the 

rise of microloans, there have been reports of coercive loan recovery strategies, high interest 

rates, false reports on loan recovery, and system failures that allow multiple loans to be taken out 

across several different organizations. All of these play a part in helping the growth of organ 

trafficking throughout the country, despite laws prohibiting it.  

 In his article examining the practices of NGO loan recovery, H M Ashraf Ali discovered 

several different practices performed by several different microloan NGOs that are both 

physically and psychologically violent towards defaulters in order to get them to pay back their 

loans. Many of these loans are taken out in order to support a family, such as buying food, 

getting medical services, dowries, or for income generating activities, but loans are often taken 

out in order to pay off other loans. When the defaulter is unable to pay off their loan, the NGO 

uses coercive strategies that lean on cultural and social norms and what Ali refers to as an 

“economy of shame” (p. 178). In Bangladesh, many women take out loans for their husbands and 

the NGOs rely on “group liability” as a way to make sure loans are repaid. These groups of up to 

50 women are broken down into groups of 5, with a group leader who is typically of a better 

financial status (Ali, 2014). That group leader is in charge of giving consent for other group 

members to take our loans and to take liability for those loans, which then gives the group leader 

the authority to collect loans from defaulters, with the strategy of pooling money from other 

borrowers in the group. Defaulting on loans becomes an issue for the whole group because if the 

money is not paid back, then no one in the group is allowed to take out a loan (Ali, 2014).  
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This system takes advantage of and manipulates women into becoming aggressive and 

coercive and allows the NGO loan collectors to avoid being the ones responsible towards loan 

defaulters. When the loans go unpaid, the women will resort to shameful language, breaking into 

houses and selling personal items. In Ali’s interviews with female borrowers, one woman 

recalled how they insulted her and used abusive language as they took items from her house to 

sell in order to pay back the loan. The women will also shame defaulters with statements such as 

“why can’t you pay if you can eat?” (Ali, 2014, p. 179). These coercive recovery strategies play 

a large role in the decision to sell an organ for money in Bangladesh. Monir Moniruzzaman 

found in his research that “NGO officials from Grameen bank, BRAC and ASA, among others, 

pressure organ sellers into replaying loans, resorting to tactics such as sitting all day at the 

defaulter’s house, verbal harassment and threatening to file a police case” (Cousins, 2013, p. 43). 

On top of the pressure of coercive strategies is the administrative issues within microloan NGOs. 

There is no way to cross check if someone has taken out a loan at another organization, which 

results in people taking out multiple loans and incurring great amounts of debt. In her article, 

Sophie Cousins (Cousins, 2013) talked with several organ sellers, one of whom borrowed from 

eight different NGOs, forcing him to sell his kidney as a way to pay off his loans.  

 While financial considerations play a large part in why people consider selling their 

kidneys, it is the coercive and exploitative nature of the brokers that gets them to follow through. 

In Bangladesh, classifieds are posted in newspapers looking for people to sell their kidneys. 

These advertisements prey on the desperation of people and their lack of education. In the 

interviews, Moniruzzaman had one of the sellers speak about how they had no idea what a 

kidney is, where it is located, how it functions, or that it could even been sold. The lack of 

knowledge regarding kidneys allows for sellers to be exploited by the brokers and the buyers 
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who sellers will contact after seeing the advertisement. The brokers or buyers tell potential 

sellers that it is a heroic act and will be rewarded generously, further coaxing the sellers by 

telling the story of the sleeping kidney (Moniruzzaman, 2012). The story goes: 

 

A person has two kidneys: one works and the other one sleeps. If one kidney is infected, 

the other kidney automatically starts working. But if one kidney is damaged, the other 

one will be damaged, too, because of the polluted blood. Therefore, everyone can be 

healthy with only one kidney. During the operation, the doctor first starts a donor's 

sleeping kidney with medicine. The "newly awakened" kidney stays in the donor's body 

and the "old" kidney is removed and given to the transplant recipient. (p. 75) 

 

This portrayal of the kidneys makes it appear that selling a kidney has a benefit to both parties 

and tells none of the potential effects of only having one kidney. The lack of information given 

to sellers is quite common in both Bangladesh and Pakistan,  

In Pakistan, social structures play a role in who works and makes money for the families, 

which limits who can work and what work they can do. Farhan Yousaf and Bandana Purayastha 

have written about gender norms in Pakistan and how in “traditional male dominated rural areas 

of Pakistan, men are expected to be the decision makers and providers for their families” (Yousaf 

and Purayastha, 2015, p. 643), citing the absence of adequate social protection networks, 

alternate livelihood options, and failure to implement labor laws as the reasons why there is such 

a disjuncture in gendered ideology and reality. Men are expected to be able to support their 

families but are unable to do so in the current economic climate and are therefore pressured into 

finding other sources of income such as organ trafficking. The United Nations Office on Drugs 
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and Crime (2014) reported that poor men are the targets of organ trafficking in both Pakistan and 

Bangladesh. For example, men in Pakistan belong to the Musali caste, which consists of 

domestic work, bonded labor, and begging, the type of work that is not conducive to paying off 

debts.  

In already impoverished rural area, feudal lords will offer loans to local men and have 

them work for them in order to pay off the loan (Yousaf and Pukayastha, 2015). However, as 

they begin working, their pay is very little and the interest rates on the loan are very high, 

making it almost impossible to pay it off. This is when men are approached about selling their 

organs for money and most agree to the sale; despite the embarrassment associated with selling a 

kidney, they do so “in order to protect their family members, especially women and children, 

from hunger, illness and sexual abuse by moneylenders” (Yousaf & Purkayastha, 2015, p. 647). 

Men are targeted and taken advantage of due to the gender norms that put a focus on providing 

as a way to prove masculinity. Many of the donors also do not understand the medical procedure 

they are about to undergo. Yousaf and Purkayastha (2015) interviewed many sellers in rural 

Pakistan and all of them stated that the doctors never informed them about the health impacts of 

removing a kidney. 

After being taken advantage of to obtain the organ, donors are further exploited through 

the lack of aftercare and how much they are actually paid compared to what they were offered. 

The aftercare of donors is severely lacking and is worsened due to the living conditions of rural 

Pakistan. As Yousaf and Purkayastha (2015) state: “due to unhealthy living conditions and lack 

of post-transplant care, some donors, in the long run, themselves require dialysis or transplant” 

(p. 648). These long-term health issues create even more issues for Pakistani men because it 

prevents them from working. Many of Yousaf and Purkayastha’s (2015) interviewees were 
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workers in brick kilns, where “the men who sell kidneys are later too ill or feeble to carry out the 

work in places like brick kilns; with their lack of options for other employment, they are unable 

to fulfill their role as breadwinners” (p. 646). The inability to work becomes a significant issue 

stemming from the fact that many of the donors are not given the amount they were promised by 

the broker. Deductions are made for food and medicine and the amount that they receive still is 

not enough to pay off their debts. Donors also use their money for medical services after their 

procedure because they were not taken care of.   

 Lack of aftercare is also an issue for Bangladesh donors. Poor aftercare occurs for several 

reasons, including the embarrassment associated with selling a kidney. Leaving quickly after the 

surgery allows people to provide easier excuses for their absence and gives them the opportunity 

to save face within their community. If a person is caught having donated a kidney, they are 

stigmatized and called “kidney man” by others in their community (Moniruzzaman, 2012). 

Sellers in Bangladesh also have expenditures deducted from their pay like the Pakistani donors, 

so they leave early because it is cheaper for them to shorten the hospital stay. The lack of 

aftercare results in many different health issues, such as pain, weakness, weight loss, and 

frequent illness (Moniruzzaman, 2012). One of Cousins’ (2013) interviewees reported being 

partially paralyzed and having only one fully functional eye, which Cousins states is a direct 

result of poor aftercare.  

 Coercion becomes a larger issue when examining the global policies of countries and 

how to determine when consent becomes coercion. There is a much discussion surrounding what 

is coercion and there are arguments that sellers consent when they offer to donate their organ, 

even though this could stem from external pressures. Ana Manzano et al. (2014) discuss the 

difficulties that lie behind coercion in that “victims may consent to the removal of their organs, 
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but they may be under duress or without being fully aware of risks and long-term health 

impacts,” further suggesting that  “the duress may be external, but it may also be internal because 

vulnerable populations are the sources of trafficked organs” while also noting that there could be 

deception about the amount of money being paid (Manzano et al., 2014, p. 601). Moniruzzaman 

(2018) also states that the argument that sellers make a free choice is incorrect because his 

research found that “sellers’ agency was markedly limited and their decision-making capacity 

deeply constrained by the desperation of poverty, coercion of debt, and threats of violence” (p. 

326). 

 Mixed ideas about coercion across the globe is only a part of why organ trafficking goes 

unreported. Manzano et al., (2014) discuss the reasons why organ trafficking is an invisible 

crime and how it reflects the “dark figure of crime” which describes how only a small fraction of 

the crime is visible. They site globalization, jurisdiction, and law enforcement as some of the 

reasons for this small percentage, stating: “organ trafficking offences are complex and span 

several jurisdictions with sellers originating in different continents to the recipients” (Manzano et 

al., 2014, p. 601). There is also no clear legal framework for prosecution and conviction. 

Countries like Pakistan that rely on aid from the United States have had long-term policy gaps in 

the past in order to continue to receive aid. One of the conditions of aid from the United States is 

ranking on the Trafficking in Persons Report. In order to improve their ranking, Pakistan passed 

legislation based on the Trafficking Victims Protection Act, which does not include organ 

trafficking as a form of human trafficking (Yousaf & Purkayastha, 2015).  Since then, however, 

the United Nations “Protocol to Prevent, Suppress and Punish Trafficking in Persons, Especially 

Women and Children” was updated to include organ trafficking as a form of human trafficking. 
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In the same year, 2010, Pakistan adopted the Transplantation of Human Organs and Tissues Act 

(THOTA) which criminalizes the selling and buying of organs (Yousaf & Purkayastha, 2015).  

 This act, which was seen as step in the right direction, has in fact done little in helping 

sellers since it criminalizes the sellers themselves and there are reports of failure to enforce the 

legislation (Yousaf & Purkayastha, 2016). With this legislation, coerced sellers are unable to 

come forward as victims of this crime because of the sentence that is attached to it. Manzano et 

al. (2014) found that “victims are unlikely to take actions against traffickers because they may 

perceive themselves as being complicit in the offence or fear reprisal from concomitant 

offences” (p. 601) The same issue of victim criminalization is present in Bangladesh under their 

Organ Transplant Act. This act “imposes a ban on trading body parts and publishing any related 

classified. The act explicitly states that anyone violating this law could be imprisoned for a 

minimum of three years to a maximum of seven years and penalized with a minimum fine of 

300,000 Taka” (Moniruzzaman, 2012, p. 70). The criminalization of victims shows a very 

narrow view of organ trafficking; there is no consideration of the vulnerabilities of victims and 

what put them in the position in the first place for having to resort to selling an organ. There is a 

focus only on the individual instead of the system as a whole.  

 Embarrassment is another important reason why organ trafficking goes unreported. In 

Pakistan, admitting to selling an organ does two things: it makes the men less attractive laborers, 

and it also forces them to admit that they have failed in their role as the breadwinner for their 

family (Yousaf and Purkayastha, 2015). In Bangladesh, donors fear being made fun of and 

become socially isolated from their community to avoid this (Moniruzzaman, 2012). For both 

groups, talking about selling organs or going to the authorities is not feasible because it would 

mean admitting their own shortcomings or subjecting themselves to the scrutiny of others. 
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** 

 This lack of consideration of structural inequalities in creating victims of organ 

trafficking is what has led to the opinion that an open market is not a feasible solution for the 

prevention of organ trafficking. As Yousaf and Purkayastha (2016) argue, “The causes of 

vulnerability and the cycle of exploitation further suggest that regularizing organ transplantation 

alone might not be sufficient” (p. 196). This is idea shared by those who are against an open 

market, arguing that “it purportedly capitalizes on the distress of those in need. Proponents of 

this position claim that since the poor can only participate in organ trade as sellers, it is an 

exploitative practice.” (Moniruzzaman, 2018, p. 324). Moniruzzaman (2018) cites M. K. Mani, 

an Indian nephrologist, who argues that paid transplantation dehumanizes the donor and turns 

them into a “biological machine” (p. 324).  Those who do support an open market argue that it 

would “save the lives of the dying patients, lessen exploitation of paid donors, and eliminate the 

black market in organs” (Moniruzzaman, 2018, p. 329). However, this argument fails to look at 

the structural contexts that push people into participating in illegal organ trafficking in the first 

place.  

 Iran is currently the only country in the world to have an open market, which was started 

in 1988. The program does initial examinations, gets informed consent, and then introduces 

donors and recipients so that they can discuss a price. Iran will also pay donors $300 for their 

altruism and provide a year of health insurance as well.  While in theory this could be a 

successful system, there are reports of a problematic system that continues the exploitation of the 

poor while offering no long-term aftercare, lower quality of life of donors, extra payments from 

recipients to donors, and a low amount of altruistic donations (Moniruzzaman, 2018). Many of 

these issues are similar to those that currently occur in illegal organ trafficking, which 
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demonstrates that a regulated market does not necessarily protect donors. Regulated markets in 

their current state continue to ignore structural issues that push people towards selling their 

organs while only focusing on individual motivation.  

A regulated market would also fail to solve the problem of transplant tourism. Transplant 

tourism as defined by the Declaration of Istanbul is the “travel for transplantation that involves 

organ trafficking and/or transplant commercialism or if the resources (organs, professionals and 

transplant centres) devoted to providing transplants to patients from outside a country undermine 

the country's ability to provide transplant services for its own population” (The Declaration of 

Istanbul on Organ Trafficking and Transplant Tourism, July, 2018, p. 2). The buyers are often 

from the United States or Europe and the donors come from countries like Pakistan or 

Bangladesh. This follows Scheper-Hughes’ (2000) observation that “the flow of organs follows 

the modern routes of capital: from South to North, from Third to First World, from poor to rich, 

from black and brown to white, and from female to male” (p. 193). The Declaration of Istanbul 

states that ‘transplant tourism violates the principles of equality, justice and respect for human 

dignity and should be prohibited’ (cited in Ambagtsheer et al., 2013, p. 8).  

Even though transplant tourism violates laws regarding organ trafficking, it also 

continues to allow for the exploitation of people in impoverished situations. Many of the 

participants comes back from their transplants with complications and need aftercare from their 

own doctors. Many of the doctors that participated in Ambagtsheer et al.’s (2013) study did not 

offer much information about their patients due to doctor patient confidentiality. In fact, doctors 

are not required to report the crime to police, which further suggests how there is a lack of regard 

for the donors themselves. Doctors play a strong role in the continuation of organ trafficking 

because they do nothing to stop it, their patients come back from other countries with no 
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explanation about their surgery or what happened, and they are never subject to prosecution. It 

becomes a victimless crime for those taking advantage of sellers because of their privileged 

status as doctors in the world. Buyers are also not criminally liable in their resident state; they are 

only liable in the state from where they purchased the organ (Ambagtsheer et al., 2013). The 

legal consequences disappear once the buyer leaves the country where the purchased the organ 

and had the operation but continue to be felt by those who sell their organs as they are living in 

the country in which they sold their organ.  

There is also the issue of clarification in the definitions of transplant tourism. The 

Declaration of Istanbul “considers ‘travel for transplantation’ as the legitimate ‘movement for 

transplantation purposes,’ ‘travel for transplantation’ becomes ‘transplant tourism’ if it involves 

‘organ trafficking and/or transplant commercialism’” (cited in Ambagtsheer et al., 2013, p. 12). 

Ambagtsheer et al. (2013) also point out that is nearly impossible to prove if the transplants 

involved commercialism and/or trafficking since most patients do not report to their doctors if 

the organ was purchased or not and all patients come back with is a letter about the procedure 

and medications used from the doctor who performed the surgery. As Moniruzzaman (2012) 

discovered in his ethnographic work, many of the sellers have to pretend to be related to the 

organ recipients, with one man going so far as to be circumcised so that he could pass as the 

recipient’s brother despite the fact that they did not practice the same religion. Ambagtsheer et 

al. (2013) cite Cronin et al. and their research, finding that “of 245 patients from the United 

Kingdom who underwent transplants abroad, 68 received their organ from a related donor, the 

majority of which were reported as ‘cousins’” (p. 13). In pretending to be related, the operations 

appear to be illegal, which makes it extremely hard to discover if there is organ trafficking 
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occurring in hospitals. Even costs of the procedure cannot prove if trafficking or commercialism 

occurs.  

The desperate condition of many patients is why they go abroad to have their transplant 

performed, but it is when they come back that their blatant disregard for others can be seen. The 

act of transplant tourism is unethical because it allows for people from wealthier countries to 

take advantage of people living in difficult conditions and then return to their own countries 

without a thought of what happens to the people from whom they purchased their organs. The 

question is also why they choose these countries for transplants. Ambagtsheer et al. (2013) found 

that many of the recipients had ethnic ties to the countries they chose to go to and were driven by 

the idea that non-western countries had different values on the sale and purchase of body parts. 

However, in research undertaken by Yousaf & Purkayastha and Moniruzzaman, this is not true. 

When people go to Pakistan to purchase kidneys, people are not agreeing to it because they do 

not have an issue with selling their organs; they are agreeing to it because they have no other 

choice. As discussed above, many of the sellers were ashamed of selling their kidneys and it was 

not their first choice to make money. Thus, the perception that the countries people are travelling 

to for the purchase of organs are less concerned about the sale of body parts is false and further 

shows just how little the recipients acknowledge their crime. This raises the question whether 

knowledge of the impact selling an organ actually has on sellers deters recipients from buying 

them, whether it changes anything, and whether people from wealthier countries are truly taking 

advantage of impoverished peoples across the globe?  

Outside of the open market, there are other suggestions for the prevention of organ 

trafficking and transplant tourism that target structural issues. Yousaf & Purkayastha (2016) 

suggest that interventions should not solely rely on deterrence. Rather, there is also a need to 
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protect the rights of disadvantaged groups. This protection consists of empowering victims and 

treating them as victims and people who are in need of support and protection like other victims 

of trafficking, instead of portraying them as criminals (Yousaf & Purkayastha, 2016). Their last 

suggestion is to invest more money in preventing kidney failure, serving to reduce the need for 

kidney donations to begin with. Nancy Scheper-Hughes, a medical anthropologist with extensive 

research in organ trafficking, argues that the prosecution of brokers is ineffective because they 

are easily replaceable. Instead, she suggests: “Legislation and prosecution must instead focus on 

transplant professionals – the surgeons, hospitals, and insurance companies – that claim 

immunity by saying either that they can’t police the trade, or that they are not responsible for 

monitoring what goes on behind the scenes, or that they’ve been deceived” (Scheper-Hughes, 

2013, para. 22). This aligns with one of Manzano et al. (2014) arguments that the high-status of 

surgeons is part of the reason that organ trafficking goes unreported.  

The relative silence of organ sellers is part of what makes research about organ 

trafficking so difficult. Many of the authors referenced here, such as Moniruzzaman and Yousaf 

and Purkayastha, have done ethnographic work and struggled to find people who were willing to 

talk with them. There is a need for more research in the field of organ trafficking in order to 

continue exposing the interlocking vulnerabilities of communities who are most at risk. Organ 

trafficking has been an invisible crime for too long and part of that is due to “separate 

discussions about women related to sex trafficking and men on labor trafficking” (Yousaf and 

Purkayastha, 2015, p. 640). Gonzalez et al. (2020) argue that “the differences in terms and 

definitions (before the Declaration of Istanbul and the WHO Glossary) make it difficult to 

conduct research consistently and in a homogenous manner. Additionally, the hidden and illegal 

nature of THBOR [trafficking in human beings for the purpose of organ removal] poses serious 
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challenges to research on this topic, as it is complicated to gather reliable information—and often 

when the data is available, it is suppressed for political expediency” (p. 9). More research about 

organ trafficking would allow for more solutions to the problem because it would display the 

root of the problem and allow for solutions that address that problem instead of adding to it or 

ignoring it completely. 

** 

Pakistan and Bangladesh are both major sources of organ trafficking globally, and this is 

due to a number of reasons that create an extremely vulnerable group of people who are targeted 

to become ‘donors.’ Coming from the background of colonial rule, both Pakistan and 

Bangladesh struggled form their economies before the two eventually separated in the 

Bangladesh Liberation war. Both suffered significant economic loses from the war, which were 

meant to be solved by outside support in Pakistan, and microloans in Bangladesh. However, 

these two solutions have only aided in the creation of organ trafficking. The support from the 

United States in Pakistan pushed the government to create laws that excluded organ trafficking 

as a type of human trafficking in order to appear higher up on the TIP Report, which then allows 

them to continue receiving aid.  

When examining social structures, education, economic histories, and laws regarding 

organ trafficking, it is easy to see that organ trafficking is a combination of many different 

pressures that allow for its continuation and its relative invisibility. The idea of an open market 

that has been presented as an option does not account for any of oppressive structures that lead 

people to organ trafficking to begin with. While there is possibility of making the surgeries safer 

and more successful by having better aftercare, this does not change the fact that the people 

participating are poor, often uneducated, and feel pressure to support their families. This is why 
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there is a need to increase research around organ trafficking. This is no easy task as many people 

do not want to admit to their involvement. The most productive way to prevent organ trafficking 

is to better understand it and acknowledge that this isn’t a simple choice or decision a person 

makes because they are lacking money. It stems from historical and structural conditions that 

must also be addressed.  
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