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Awareness or brain death and organ
transplantation among office-goers

in New Delhi

The results of transplantation of various organs
continue to improve and major organ transplan-
tation has become the treatment of choice for
many conditions. However. worldwide demand
for organs will always be more than the number
of potential organ donors.' Since the latter are
almost always 'brain dead patients' maintained
on ventilators, the concept of 'brain death' is
central to the establishment of any transplanta-
tion programme. With the passage of legislation
by the Indian Parliament in 1994, 'brainstern
death' is now legal in lndia.'-' It recognizes
brainstem death based on the United Kingdom
criteria which have the advantage of being
simple, clinical, unequivocal and capable of
confirmation." Discussing organ donation with
relatives of brain dead patients is difficult"
However, awareness of the concept of brain

death and organ transplantation makes the task
of the motivator easier. The present study
assessed the awareness of the concept of brain
death and organ transplantation among office-
goers of New Delhi.

Two hundred and sixty-six persons, working in
various offices of New Delhi, were administered
a questionnaire. The purpose of the study was
made clear to them and they were assured of
confidentiality. No personal data except for age,
sex and education were recorded. The
questionnaire was used as a tool to assess their
knowledge of various aspects of brain death and
organ transplantation. These data were coded and
then analysed.

The study dealt with 266 persons (159 males,
107 females). The mean (SO) age was 36.7
(13.4) years and 59% were graduates, 28.3%
were postgraduates, while 12.7% were under-
graduates. An overwhelming majority (96%) of
the respondents had heard about organ trans-
plantation and 88% were aware that organ
transplantation is legal in India. Most of them
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FIG 2. Awareness of brain death among office-goers in New Delhi

(93%) agreed that organ donation is good for
society, while 80% agreed that the concept of
organ donation was justified. A large number of
them (81%) were willing to donate their organs
and 61 % agreed to carry a donor card with them
(Fig. 1).

Eighty-one per cent of them had heard about
brain death while 68% of them had some under-
standing about it. A large number of them (78%)
agreed that life cannot return after brain death,
while 56% of them agreed that brain death is
equivalent to death. Only 58% of persons con-
sidered that the concept of brain death was
justified. We were encouraged to find that 79%
of the people did not consider their religion to
be a hindrance to the concept of brain death.
However, only 29% of them knew that brain
death was legal in India (Fig. 2).

About the awareness of choice of an ideal
candidate for organ donation, 41 % chose a brain
dead individual as an ideal candidate, while 31 %
and 28% considered live and cadaver, respec-
tively, as ideal candidates for possible organ
donation. Most of the respondents were aware
of kidneys (93%), eye (90%), and heart trans-
plantation (68%). They had less awareness about
liver (34%), lungs (19%) and pancreas (8%)
transplantation. Willingness to donate an eye
was very high (90%) and this decreased to 42%
for kidneys, 25% for heart, 19% for liver, 13%
for lungs and 10% for pancreas.

As the family members of potential organ
donors are exposed to extraordinary stress,
effective communication is vital. A great deal of
information in a short period of time needs to
be passed on to them and to people largely
unfamiliar with the concept of organ
transplantation. The manner in which organ
donation is discussed will depend on the relatives'
awareness of the entire process.'

Our study in a major urban Indian city suggests
that there is widespread acceptance of organ
transplantation. However, education of various
aspects of brain death, its immense importance
for organ donation and the legal status of brain
death in India needs to be highlighted. Our
findings cannot be a reflection of the extent of
knowledge of the entire country, but worse can
be expected in rural and under-privileged urban
areas of smaller towns and cities.

Without effective public information, trans-
plantation programmes in India may continue
to encounter irregular availability of organs.
Hence, it is necessary that the government,
non-governmental organizations, public health
personnel and hospitals take on the task of
educating the Indian public on the availability
and benefits of transplantation and thus the legal
status of brain death in our country.

5 December 1997 N. Wig
P. Aggarwal

S. Kailash
R. Handa
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All India Institute of Medical Sciences
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Systemic lupus erythematosus in
Indian patients

I read with interest the article 'Systemic lupus
erythematosus in Indian patients: Prognosis, sur-
vival and life expectancy'.' However. I have some
reservations regarding the manner in which the
SLE disease activity index (SLEDAI) was con-
structed. SLEDAI or SLAM (systemic lupus
activity measure) was not designed as a procedure
for case-note review. but as a measure to evaluate
patients prospectively in a standardized. repro-
ducible manner. The case-note SLEDAI or
SLAM scores tend to usually underestimate and
sometimes overestimate disease activity
compared with the SLEDAI or SLAM obtained
at the time of the patient's visit.2.l
Misclassification has been reported in as many
as 59% of encounters.' It has also been noticed
that the same physicians record symptoms
which were perceived as mild or less imponant
only when they first appear, but not when they
persist. Also, an evaluation by a rheumatologist
may be more complete in recording manifesta-
tions than a non-rheumatologist. Hence, the
case-note or chart review SLEDAI may not
correspond to the patient-visit SLED AI.

23 November 1997 R. Handa
Department of Medicine

All India Institute of Medical Sciences
New Delhi
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Author's reply

We have reviewed the articies',l quoted by Dr
Handa. These papers highlighted the variability
of SLEDAI scores when assessed by direct ques-
tioning v. abstraction from case notes in retro-
spect. Wluka et al. have taken the 'direct'
assessment by a team of 'non-rheumatologists'
as the gold standard. They have inferred that the
SLEDAI values obtained by chart abstraction
were under-reported or overestimated. In our
opinion, the only logical conclusion is that the
values obtained by the two methods are indeed
different. but, unless these values are analysed
against a 'gold standard', it is not possible to say
which method is superior. However, the point
made is important and needs further study.

We are grateful to Dr Handa for focusing our
allention on these papers which were published
after our paper was submitted for editorial review.

3 December 1997 Allca Ganesh
Department of Medicine

Christian Medical College and Hospital
Vellore

Tamil Nadu
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Hepatitis C virus infection in blood
donors: To screen or not to screen?

Hepatitis C virus (HCV) has been the focus of
much debate recently, especially in relation to
blood banks. The Supreme Court judgment. 'WP
(civil) no. 91 of 1992, in the case of Common
Causev, the Union of India and others', on the
revamping of blood banks in India was the first
step in the right direction. Directive no. 16 of the
judgment envisaged enacting legislation for regu-
lating blood banks in the country. Subsequently,
the Drugs Controller General (India) formulated
revised rules under the Drugs and Cosmetics Act
to make testing of blood for HCV mandatory with
effect from July 1997.'

However, following doubts expressed at vari-
ous fora, the order was retracted. It was felt that
more in-depth deliberation among blood transfu-
sion officers, technologists and administrators was
needed, to work out a time-frame and techno-
economical analysis. particularly in government
sector blood banks. Till that time. the test will
remain voluntary.' For unknown reasons, no one
has been made responsible to carry out the techno-
economic analysis and determine the time-
frame.

The issue was discussed at the III Maharashtra
Chapter Conference of the Indian Association of
Medical Microbiologists held on 26 and 27 Sep-
tember 1997 at the BJ. Medical College, Pune.'

The main objections against mandatory HCV
screening of blood donors were raised by Dr
Anant Phadke, President of Lok- Vidnyan
Sangathana, and Dr D. B. Wahi. Medical Direc-
tor and Trustee, Jankalyan Blood Bank, both
from Pune. It was stated that the prevalence of
HCV in the population was low (0.1%-0.05%)
by RIBA and possibly only half of these were
PCR-positive. The specificity of the ELISA
screening tests was also low with a false-positive
rate of 15%. Only 25% of the ELlSA·positive
blood units may actually harbour the virus as
tested by PeR. Moreover. the test for HCV is just
one of the many screening tests recommended
for blood donors [others being the IgM antibody
to hepatitis B core antigen (lgM anti-Hllc),
human T-Iymphocyte virus (HTLV) I and 2,
etc. in addition to the mandatory tests for
hepatitis B surface antigen (HBsAg), human
immunodeficiency virus (HIV), RPR and
malaria]. It was suggested that HCV leads to
chronic liver disease in 20 to 30 years. Given the
life expectancy of approximately 60 years in
India, the cost-effectiveness of this test has
been worked out to be Rs 66 664 per year of
human life saved, compared to Rs 500 and Rs
2083 for HIV and hepatitis B virus (HBV) infec-
tions. respectively. With an average per capita
income in India of around Rs 10 000. HCV screen-
ing is by no means cost-effective. The press reo
lease by the conference said that the cost of a life-
saving unit of blood should not be pushed up so
much by screening that it becomes out of reach for
the common man. Hence, it should not be made
mandatory in all circumstances.

We feel this reasoning is flawed on several
counts and is an attempt to compromise the quality
of health care. While the prevalence of HIV infec-
tion in most of India (except the two epicentres-
Mumbai-Pune and Manipur) is low (0.77% in
1995),' HCV infection has been reported much
more frequently (1.5%-4% ).'.' Our results ofHCV
screening amongst voluntary blood donors show
an alarming 2.97% positivity (unpublished data).
Taking an average prevalence of 2%, and using
the same calculations as were projected in the
conference, the cost of each year of human life
saved drops to only Rs 1800. The high cost of
screening used in the calculations reflects our
dependence on imported kits. Indigenous produc-
tion of these would mitigate the financial burden
significantly.' No one has taken into account
the cost of living with and dying of end-stage
liver disease, which is not easy to estimate."
Since our per capita income is so low, someone
may suggest that our health services are not
cost-effective and need to be withdrawn. So
much for the directive principles of our
Constitution that ask for improved public health.

23 November 1997 A. C. Anand
P. S. Dhot
V. C. Ohri

Departments of Medicine.
Blood Transfusion and Microbiology

Armed Forces Medical College
Pun-:

Maharashrra
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What is good prescribing?

Parish in 1973 stated that good prescribing
should be 'appropriate, safe, effective and eco-
nomic'.' These terms are inadequate for present
day prescribing: 'appropriate' is ambiguous;
'safety' and 'efficacy' are too absolute; and
'economic' ignores the phannaco-economic
concept of drug treatment. To improve the
present scenario, a new definition is needed
describing what a prescriber should try to achieve
practically, e.g. maximize effectiveness,
minimize risks and costs, and take into
consideration patients' preferences (patients'
suitability) while prescribing.

Maximizing ~fftCtiv~nus is achieved by phar-
macological manipulation of the body as quickly
and as completely as possible to improve a condi-
tion. While writing a prescription and on subse-
quent follow up the doctor should try to gain
maximum effectiveness from the therapy he is
going to deliver.

MinintilJltion of risk includes the probability of
an untoward incident resulting from drug therapy
rather than an adverse drug reaction (noxious and
unintended responsej.t-' The approach is more
rational as it attempts to find out effects that are
more uncomfortable than debilitating, e.g. dry
mouth.

Pharmaco-econornics is an emerging field and
comprises economic appraisal of drug treatment,
such as cost-effectiveness, cost-benefit, cost-utili-
zation and cost-minimization evaluations.' Pres-
ently, costs of equivalent medications vary. Cost-
minimization analysis may be a pragmatic solu-
tion for this, but other aspects like quality of life

(cost-utilization analysis) should also be taken
into account IS it has an immense impact while
prescribing for chronic conditions.

Pati~nt's choice is one of the aspects of good
prescribing because, after consultation with the
physician, it is the patient who decides whether or
not to have the prescription dispensed. Therefore,
the patient should be able to specify what he wants
from the treatment, whether in terms of route of
administration, effectiveness, side-effects, fre-
quency or whether the treatment should be used at
all.

Conflicts do occur while trying to attain all the
objectives at the time of prescribing, the common-
est being between effectiveness and risk. An at-
tempt should be made to balance the clinical
benefits and risks. Conflicts may also arise while
taking care of the patient's choices and cost-
minimization. For example, a frail old lady may
not like to swallow large but cheaper tablets, but
the doctor does not like to write the more expen-
sive liquid formulations when he takes care of the
cost factor. On the other hand, patients may press

. the prescriber for a lJabneot that is hard to justify
pharmacologically, such IS demanding a branded
rather than an equivalent generic product or an
antibiotic when suffering from a viral infection.
These conflicts (also called 'therapeutic dichoto-
mies') have resulted in long-standing debates with-
out an easy solution. Resolving these situations is
at the heart of judging the quality of prescribing.
A consensus may be reached on how to balance
effectiveness, risks, cost of drug treatment for a
condition, including the patienl's choice. Making
a judgement on the .quality of prescribing is
difficult to conduct at a distance. Ironically,
complying with the patient's choice of treatment
has been highlighted IS a characteristic of doctors
classified as 'poor' prescribers, yet this need not
be so.'

23 November 1997 Ashok Kumar Moharana
Department of PharmlCology

Postgraduate Institute of Medical Education and
Research

Chandigarh
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'Spices instead or meat'

While it is true that certain western countries have
a higher per capita income and a different lifestyle,
it is also a fact that these developed countries have
high crime rates (some of the most appalling
crimes against humanity), drug abuse, and many
other problems which do not make for a 'devel-
oped' state. The media projects the concept of
developing and developed countries in a way that
there will probably never be a time when the
developing countries will become 'developed'.

The pattern of diseases also seems to be acquir-
ing the stigma of 'developing' and 'developed'. It
is true that infectious diseases are more common
in countries which have a low per capita income.
However, Alzheimer's disease and colon cancer,
which are prevalent in the western world, have
nothing to do with 'development'.

The health budget of a small county in one of the
European countries with a population of 2-4 mil-
lion will be more than the total budgetary alloca-
tion in all sectors for a state in India with a popula-
tion of 30-40 million. Medical equipment and
drugs have to be bought at international prices. No
amount of 'integration', 'empowering', 'advo-
cacy' or 'sustainable models' can bridge this huge
gap. These terms are used freely by many agencies
which provide peanuts to the millions of people in
the 'Third World'. The analogy of the 'curry' is
appropriate in this context. Spices can gi ve flavour
and attract customers, but chunks are needed to fill
the stomach. Will the planners and strategists
wake up to the reality that 'spices cannot replace
meat'!

3 November 1997 Cherian Varghese
Cancer Epidemiology and

Clinical Research Division
Regional Cancer Centre

Thiruvananthapuram
Kersla

Erratum
In Volume 10, Number S, September-October 1997 issue of the journal, in the 'Letter from Chennai'
on page 242, please read:

'Whereas it is expedient to provide for the regulation of removal, storage and transplantation of human
organs for therapeutic purposes and for the prevention of commercial d~alings in human organs ... '
(emphasis mine).

Section 9. (\) of the Act says,
'Save as otherwise provided in sub-section (3), no human organ removed from the body of a donor

before his death shall be transplanted into a recipient unless the donor is a near relative of the recipient.'
, This makes it legal to use live donors for transplantation to near relatives.

A near relative is defined in Section 2. (i)
'''near relative" means spouse, son, daughter, father, mother, brother or sister.'


