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MEDICAL COUNCIL OF INDIA ON HYSTERECfOMY IN
ras MENTALLY RETARDED
In early 1994 it became public knowledge that at the B.J. Medical
College and Sassoon Hospital in Pune, doctors had performed
hysterectomies on a number of mentally handicapped women
committed to state care. There were two ostensible reasons for
performing this operation. Firstly, those in charge of their care
feared that these women might be sexually violated and conse-
quently become pregnant. Secondly, these women were unable to
attend to their personal hygiene and were, at times, found smear-
ing menstrual products over themselves and their surroundings.

Subsequent hue and cry
Once these operations became common knowledge, there was
public outcry that these women had been treated like beasts. Many
questioned the rationale for such operations.

Removal of the uterus would prevent pregnancy but could not
ensure that these women were not raped. Several social scientists
demanded the identification of all those who had the opportunity
for seeking sexual gratification at the expense of these women.
The finger of suspicion, they stated, pointed at the males who were
in control of the institutions where these women were confined-
the very people who had engineered the hysterectomies.

As regards soilage of their own persons and their surround-
ings, it was pointed out that these women menstruated for just
three or four days a month. If the attendants could not keep them
clean during these few days, how did they cope with several other
occasions when these women passed urine and faeces? If, on the
other hand, they could cope with these daily emissions, why could
they not manage those produced during four days each month?
And what did these attendants propose to do to those mentally
handicapped who suffered from diarrhoea and dysentery? Excise
parts of the gastrointestinal tract as well?

Most felt that these hysterectomies were measures carried out
in blatant violation of handicapped women's autonomy, and
amounted to physical assault and battery.

Guidelines on such hysterectomies
Since no guidelines existed in India on hysterectomy in the men-
tally handicapped, we undertook a survey and sought opinions
and advice from a variety of experts. The findings and conclusions
were published.P

We expected debate on these suggested guidelines. To our
surprise, we have obtained no response from the Maharashtra
Medical Council and the Medical Council of India (MCI) even
though copies of our findings were sent to them. Worse, these
bodies, statutorily created to safeguard the interests of the public
and ensure that members of the medical profession follow the
straight and narrow path, made no inquiry on their own and issued
no statement regarding these operations. It was as though they
were not concerned about these surgical procedures which had
been performed in the absence of any scientific rationale.

Better [ate than never
It was only after the National Human Rights Commission issued
a directive to the MCI to investigate the practice ofhy.sterectomy
in the mentally handicapped that its councillors bestirred them-

selves. Though nothing has been heard officially from the MCI
the following news item has appeared:

'More than two years after the shocking practice of removal of
the uterus from mentally deficient women in Pune was exposed,
the Medical Council ofIndia (MCI) has concluded that the act was
unethical. After a marathon debate lasting two years, the MCI
concluded that "this is not the way to deal with personal hygiene,
social or other problems faced by such group of persons".

'Surprisingly, the Maharashtra Medical Council, under whose
jurisdiction the events took place, failed to institute an official
probe of its own. Its president, A. V. Sangarnnerkar, confirmed
that he had received a communication from the MCI and said that
it will be placed before the next executive committee meeting of
the council for consideration.'

RE-USING DISPOSABLES INTENDED FOR SINGLE USE
Rising costs and stationary or reduced budgetary allocations have
forced us to seriously consider scientific and safe means for
reducing expenditure. One ofthese is the re-use of items intended
by the manufacturer for single usage.

Materials re-used
In our Department of Neurosurgery we have re-used the following
materials which the manufacturer had intended for single use
only: rubber gloves, endotracheal tubes used in general anaesthesia,
arterial catheters with and without balloons, arterial sheaths,
guide wires and oxygen masks.

Rubber gloves. These have been re-used ever since the depart-
ment started functioning in 1957. Currently the following precau-
tions are observed:

Each glove is washed at the end of an operation so that all body
fluids (including blood) are scrubbed off the surface ofthe glove.
It is then soaked in sodium hypochlorite solution for at least four
hours. Later, each glove is tested for punctures and if there isa leak.
it is either used for glove drains or discarded. The remaining are
dried and sterilized either by autoclaving or in an ethylene oxide
chamber. We prefer sterilization in an ethylene oxide chamber as
this ensures longevity. Gloves that are repeatedly autoclaved tend
to perish faster.

We do not put the date of sterilization on the packets contain-
ing the gloves for we have a very high rate of usage. We often
chafe at the fact that gloves sterilized by ethylene oxide need a
'cooling off' period before they can be used.

Endotracheal tubes used in general anaesthesia. Most neuro-
surgery involves positioning of the head in flexion or rotation.
The endotracheal tubes used are specially made to remain patent
even when the tubes are kinked. All such tubes are imported.

After use these tubes are washed, dried and inspected to ensure
that there is no residue of body fluid on the external or internal
surfaces of the tubes. These are then soaked in 3% glutaraldehyde
solution for 12 hours. We would have preferred to sterilize them
using ethylene oxide but do not possess a number large enough to
allow us to let them be kept unused over the six days or more that
such sterilization necessitates. The tubes are then washed in tap
water and re-used.

These tubes are discarded after they show evidence of physical
decay in the form of loss of elasticity, rubber that is giving way or
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leakage of the inflatable cuffs. On an average, this occurs after
fifteen to twenty re-uses.

Arterial catheters with and without balloons, arterial sheaths
and guide wires. As our department is an important centre for
interventional angiography, we use arterial catheters with or
without balloons and sheaths extensively. After use the catheter
is flushed ten times under pressure using an arterial infusion
pump. When some obstruction is encountered, a large guide wire
is used to force the matter out. Finally, oxygen under pressure is
blown through the catheter to force any residual matter out of the
catheter and dry its inner surface. If there is the slightest suspicion
of retained matter, the catheter is cut into pieces and discarded.

The guide wire is cleaned under running water for over 15
minutes immediately after it is removed from the artery. Each
catheter, sheath and guide wire is inspected and destroyed if there
is any evidence of physical damage in the form of roughening of
the tip, fraying, kinking or reduced elasticity.

Catheters, sheaths and guide wires are then immersed in 3%
gluteraldehyde solution overnight. They are then washed in tap
water. The catheters and sheaths are subjected to powerful suction
to dry their inner surfaces. Each catheter, sheath and guide wire is
then packed into separate plastic envelopes which are sealed.
These are sterilized in ethylene oxide.

Each sheath is used about ten times, large arterial catheters five
to ten times and thin, inner catheters two to three times. The
common teflon-coated guide wires are used at least fifteen to
twenty times but the newer 'glide' wires can only be used two or
three times.
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Oxygen masks. Oxygen masks are cleansed after each use by
washing and drying.

Observations
We have found no evidence that re-use after sterilization has, in
any way, contributed to complications in our patients.

There are several items, many of them imported and expen-
sive, which when re-used after careful cleansing, inspection for
evidence of wear and tear and re-sterilization, result in consider-
able saving. Such savings enable us to improve services and even
spur development of our facilities.

Manufacturers may not approve of this approach for it will,
inevitably, reduce their profits. However, it does not concern us.
In adopting this approach we are not breaking new paths. Such re-
use is already accepted practice even in affluent countries.t"
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INDIAN RESTAURANTS IN GLASGOW
Most people coming to Glasgow are amazed at the large number
of Indian restaurants or, in the local patois, 'curry-houses' (de-
fined as restaurants serving Indian subcontinental food). I am not
quite sure why Indian food is so popular in Glasgow but it is true
that it has become an integral part of Glaswegian cuisine. So much
so that some of the ubiquitous fish and chip shops have expanded
their menu to include such culinary delights as 'pakora and chips'
and 'popadoms and spiced onions'. This fondness for Indian food
extends to the rest of Scotland and Britain, but Glasgow probably
has the second highest concentration-after Bradford-ofindian
restaurants in Britain as measured by Indian restaurants per head
of the Asian population. The definition of Asian includes people
whose origins lie in the Indian subcontinent-Bangladeshis,
Indians and Pakistanis.

The food in Indian restaurants is not the fare you might actually
find in Bangladesh, India or Pakistan. Certainly, it is based on
north Indian food but adapted for the British market with an
emphasis on meat dishes. 'Tandoori' dishes are popular but the
names of some other offerings from Indian restaurants would
bamboozle an Indian linguist. The food is quite unlike that made
at home but it is good-my only gripe is the lack of fresh green
chillies in the dishes when I eat in any of the establishments.

Nevertheless, in this type of restaurant, Indian food has its own
distinctive charm and is compelling for curry afficionados, par-
ticularly when the pub closes. Fortunately, there is a move in
Indian restaurants towards providing both more authentic Indian
food and a diverse Indian cuisine, including the fine tradition of
vegetarian food and regional varieties. All in all, my four children
(aged 3, 5, 7 and 10) seem to love Indian restaurant food and we
duly celebrated Diwali in a dosa-house near Glasgow University.

Indian restaurants tend to be concentrated where the Asian
population is. In Scotland, the Asian population has been increas-
ing over the past few decades. This was due to the initial migration
of male breadwinners from the subcontinent followed by their
families, and subsequently the increase has been due to second
and third generations of Asian children being born here. It is now
estimated that 45% of the Asian community in Scotland was born
in the United Kingdom. The 1991 Census, which for the first time
aslcedpeople to classify their ethnic origin, showed that all ethnic
minorities formed 1.3% of the total Scottish population of 4.9
million. IOf the 62 634 ethnic minority people in Scotland, the 3
largest groups are Pakistani (34%), Chinese (18%) and Indian
(16%). The Bangladeshi community forms only 2% of the ethnic
minority population. A majority of the Asian population lives in
the West of Scotland with most living within the city of Glasgow.


