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allegations made by prominent individuals, including
judges, in some countries were withdrawn without
explanation. Such accounts were described as 'rumour
mongering' and also as tools of the old 'cold war' where
one country was said to spread disinformation about
another. We are all aware that the absence of hard
evidence acceptable in a Court of Law, does not indicate
that an offence has not been committed. Delegates repre-
senting official national organizations who rejected the
allegations of criminal practice and who offered to provide
evidence for such rejection have, however, not been
forthcoming over the past 8 months.

It would be well to remember that we are presently
concerned only with commerce in kidney transplantation
in India. In the years to come, we will face similar problems
with liver, pancreas and other transplants. An American
economist, Mr Emmanuel Thorne, writing in the Wall
Street Journal" stated that the total cost of the organ
transplant programme in the USA was nearly 1billion US
dollars but that this would be dwarfed by the new foetal-
tissue transplant technology which raises even more serious
ethical concerns. Can one imagine, on the basis of our
present experience, what will happen when this foetal-tissue
transplant technology comes to India in the not too distant
future-the tremendous corruption and the horrendous
ethical and criminal actions that will follow if our present
uncontrolled commerce in human organ transplant
continues to prevail?

Some proponents of organ commerce, and they are not
a few, advise that those against it should refrain from the
buying and selling of human organs but permit others to
participate in an open market. One is reminded of the
infamous Dred Scott decision of Chief Justice Roger B.
Taney of the USA, who in 1857 'commented that no one
who objected to slavery was obliged to own slaves!"?
Whereas, there may on occasion be conflicting opinions
regarding the choice of recipients, the world community
has largely condemned the commercial trafficking in
organs of healthy donors and the exploitation of the
distressed and sick recipients and their families. Such a
condemnation was reported Ia+year by the 42nd World
Health Assembly of the WHO on 15 May 1989.

The way is clear. Increased education of the public in
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an attempt to popularize cadaveric organ transplant
programmes, increased research in immunological
suppression of heterograft rejection and concerted
campaigns at improving and designing effective biografts
or artificial organs. Commercial trafficking in human organs
must be banned for its intrinsic evil, the complications, the
degeneration of societal values and also for its probable
negative effect on cadaver transplant programmes.
Legislation in relation to transplants is urgently needed to
provide for cadaveric transplant programmes, determina-
tion of brain death, restriction of 'live organ' transplants,
maintenance of a national registry of donors and recipients,
penalization of commercial trafficking in human organs,
recognition of transplant centres and health personnel
experienced in transplant procedures. In this way, we can
ensure that medical ethics and human rights will be
upheld; that our time and age, will not see the concept of
the survival of the fittest extended to the survival of the
richest with justice to none.
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Doctor or deity?

Sir-With rapid developments in medical
sciences certain incurable diseases of
yesterday have either been eradicated or
the life-span of patients improved. During'

periods of paliiation of some diseases such
as cancer or cardiovascular disorders, new
therapeutic '.modalities have been dis-
covered which have completely changed
the course of these fatal diseases. TheSe
.includedrugs SlJ,-fh as.immunosuppressive

agents, steroids and cyclosporine and
technological advances like ventricular
assist devices, mechanical hearts and
operations such as heart, lung, liver,
kidney and pancreas transplants. Is it fair
therefore that the treating physician
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pronounce verdicts such as 'Your patient
will not live for more than six months' or
to tell a mother 'Your child will die within
9 months'. We know that certain diseases
usually have a fatal outcome, but don't we
also know as doctors that the course in a
serious disease may vary from a few months
to.a few years during which period a cure
might be discovered. Then why pronounce
a death sentence with such incomplete
knowledge? Does the doctor realize what
happens to the psyche of the person to
whom this pronouncement is made? The
whole world becomes completely different
for the patient and other members of the
family. They start running around to get
help from all possible sources, medical,
spiritual or metaphysical, in the towns and
cities, approachable by road, sea or air.
The course of the disease may then be
changed by nature, faith, doctrine or
dogma.

Should the doctor therefore assume the
role of a deity in prophesying the number
of days his patient is going to live? Instead,
knowing the serious nature of the disease,
is it not more desirable to tell the relatives
(or the patient) that the life-span in that
particular disease varies from six months
to six years, but with rapid advances being
made by medical science some effective
therapeutic discovery or invention may
emerge')

30 April 1990 H. S. Wasir
New Delhi

Unattended deliveries in Himalayan
villages

Sir-In view of the high perinatal mortality
in India,' a task force has recommended
that first level intranatal care for normal
domiciliary deliveries be rendered by a
trained traditional birth attendant (TBA)
or a female health worker. 2 Training
for safer deliveries in many developing
countries has focused on the TBAs.3
However, even an untrained TBA does
not conduct the majority of domiciliary
deliveries in some regions such as South
India."

We retrospectively studied 271 deliveries
in a population of 22 922 in 3 districts of
Himachal Pradesh in North India. We
found that less than half the deliveries had
been conducted by a TBA and about a
quarter by a relative or neighbour (Table I).
Forty-one (15%) mothers had tied and cut
the umbilical cord themselves. Ofthese 19
had inadvertently been left alone during
labour. In anticipation of a possible
unattended delivery, 13 of them had
carried a blade and piece of thread on
their person from the ninth month of
pregnancy. The other 22 mothers had tied
and cut the cord as a ritual despite the
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TABLE I. Birth attendant responsible for cord
care in 3 districts of Himachal Pradesh
(North India)

District TBA' Relative/ Self Nurse/ Total
neighbour doctor

Mandi 65 IS 14 11 105

Sirmour 49 54 23 10 136

Kullu 16 4 4 6 30

Total 130 73 41 27 271
(%) (48) (27) (IS) (10) (100)

* Traditional birth attendant

presence of a TBA or a relative.
Whereas relatives may be expected to

perform clean deliveries after training, we
feel that even a well informed woman
equipped with a pre-sterilized cord kit is
not capable of conducting her own delivery
hygienically. During expulsive contractions
she is likely to hold on to available support
thereby rendering her hands unclean. If
alone, she may not find time to spread a
clean sheet to receive the baby and may
subsequently be too exhausted to properly
tie and cut the cord. Several factors
contribute to women in this region finding
themselves alone when in labour. Regular
physical work up to term is believed to
ensure smooth unobstructed delivery; in
hilly regions a pregnant woman working
outdoors may even go out of sight and
earshot of her family. Relatives too may
be away at work and in sparsely inhabited
areas there may be no other woman
nearby. Except for the husband, other
men do not assist a lone woman in labour.

Unattended deliveries carry a consider-
able risk of perinatal mortality. Hence in
addition to TBAs at least one relative per
fertile family should receive basic training
and cord kits. A pregnant woman near
term should always remain near her family
and the ritual of mothers themselves tying
and cutting their babies' cords must be
strongly discouraged during antenatal
checks and through the media.

20 July 1990 S. D. Iyengar
R. P. Kumar

Department of Community Medicine
PGIMER, Chandigarh 160012

REFERENCES
1 Ministry of Health and Family Welfare,

Government of India. India's population:
Demographic scenario. New Delhi:
Government of India Publications, 1988:25.

2 Ministry of Health and Family Welfare,
Government of India. Report of the taskforce
on minimum perinatal care. New Delhi:
Government of India Publications,
1982:1-29. .

3 Du Gas B, Mangay-Maglacas A, Pizurki H,
Simons 1. Traditional birth attendants: A
field guide to their training, evaluation and
articulation with health services. WHO
Offset Publications 1986;95:1-109.

4 Brey KH. the missing midwife: Why a
training programme failed? South Asian
Review 1971;5:41-52.

VOL. 3, NO.4·

Vitamin C and sperm agglutination

Sir-The presence of spermatozoal
autoantibodies in the serum or semen may
produce infertility in the male by aggluti-
nating or immobilizing the spermatozoa.'
Occasionally on examination of the semen
agglutination is noted but the presence of
spermatozoal autoantibodies has not been
demonstrated in the sera or semen of such
subjects. Vitamin C therapy in high doses
(500 mg four times daily) is said to be use-
ful in relieving such non-immunological
sperm agglutination.?

We studied subjects showing non-
immunological sperm agglutination in
their semen to see whether this was so.
The subjects were men who were attending
our infertility clinic. Those who showed
sperm agglutination on microscopic
examination of their semen were screened
for spermatozoal antibodies in their serum
and semen by Kibrick's" method. Those
who had a negative Kibrick test were
divided into 2 groups-30 were given
vitamin C 500 mg four times for at least
two months and 30 control subjects were
given placebo treatment. Semen analysis
was repeated at monthly intervals. After
two months of treatment the agglutination
disappeared completely in 22 out of 30
(73 % ) of the subjects given vitamin C and
in none of the controls. This difference
was significant (p<0.002).

Ascorbic acid is present in human
semen but its role is not known. It has
recently been shown to prevent aggluti-
nation of spermatozoa by keeping an
anti agglutinin present in the semen in a
reduced state. This reduced form of
antiagglutinin becomes attached to the
surface of the spermatozoon which loses
its ability to attach to the cell surface.?

We suggest that the administration of
vitamin C in high doses may be effective
in relieving the non-immunological
agglutination of spermatozoa.

28 June 1990 A. R. Chaudhari
RamjiSingh

T. M. C. Rao
Department of Physiology

Mahatma Gandhi Institute of Medical Sciences
Sewagram, Wardha 442102
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