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DISCUSSION
Our study confirms the findings of an earlier report? that
younger patients with dyspepsia need not be subjected to
endoscopy as most (84%) of these patients do not have
any endoscopic abnormality; they have what is known as
non-ulcer dyspepsia." The other 16% have abnormalities
caused mostly by acid-peptic disease. These patients,
should be given a trial of antacids and/or histamine H2-

receptor blocking agents. This approach will be useful not
only in patients with acid-peptic disease but also in a
substantial proportion of the patients with non-ulcer
dyspepsia (NUD).6 However, ifthey do not show improve-
ment in 6 to 8 weeks time they should be evaluated by
endoscopy. This approach has been criticized on the plea
that many patients with NUD may have motor abnormali-
ties and therefore cannot be managed by Hrblockers.7
Here, it must be appreciated that motor abnormalities are
difficult to diagnose. Further, about 25% of patients with
NUD do not have a cause for their symptoms even after
being investigated by endoscopy and ultrasound, and
have what has been labelled as dyspepsia of unknown
origin or essential dyspepsia. 3.8

It has been suggested that patients with dyspepsia who
show a dramatic response to Hrblockers usually have
peptic ulceration and that patients should continue to take
these drugs on an 'on-demand' basis.? In a recent study
we noted 'on-demand' therapy to be effective, safe and
cheap for treating patients with duodenal ulcer. 10

Forty-two per cent of patients in the older age group
were noted to have endoscopic abnormalities; the most
important being gastric carcinomas (9%). These patients
presented with only dyspeptic symptoms and their clinical
diagnosis was 'dyspepsia'. They all had weight loss but so
did many of the patients without gastric carcinoma.

In another retrospective study of 106 patients with
gastric carcinoma, seen over eleven years, it was noted
that 7.5% of these were below 45 years of age. While they
also had dyspepsia in 58% of these 'young' cancer patients,
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other symptoms such as weight loss, anorexia, dysphagia
and signs such as palpable lumps, a nodular liver or ascites
were also noted. II Therefore, by following a policy of not
subjecting to endoscopy patients below 45 years of age
whose only symptom is dyspepsia, these 'young' cancer
patients are unlikely to be missed.

We suggest that young dyspeptic patients need not have
an endoscopy but should be treated first with antacids or/
and H2-receptor blocking agents for 6 to 8 weeks. Only
if they do not respond to this treatment, should they
undergo endoscopy. This will lessen the burden on
endoscopy units and will also make the procedure more
cost-effective, especially in developing countries where
financial constraints for health care are severe.
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Method. In order to gauge opinion in Delhi, we inter-
viewed 102 doctors who were working or had worked in
intensive care units and hence had experience of treating
patients 'beyond salvage'.

Results and Conclusions. Nearly three-fourths of the
doctors were already practising 'do not resuscitate' orders
and 80% were willing to practise such orders if it were made
a state policy. All of them felt the need to legally revise the
definition of death in order to recognize brain death.

INTRODUCfION
There are many patients admitted to intensive care units
(ICUs) who show gradual deterioration despite vigorous
supportive treatment and may linger on for days or weeks
before lapsing into multi-system failure, coma, brain
death and finally cardiorespiratory arrest. Fifteen years
ago, Gordon! suggested that cardiopulmonary resuscita-
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tion (CPR) should not be performed in patients beyond
salvage (PBS) in whom death was not unexpected. An
increasing number of western countries have developed
guidelines and policies for writing 'do not resuscitate'
(DNR) orders on case sheets of such patients and this is
now an accepted practice in ICUs-their use follows ethi-
cal and scientific guidelines.? This practice avoids the
wastage of resources and expertise and these patients con-
stitute the main source of donor organs for transplantation.

Although our health budgets are much lower than those
in western countries, our ICUs have become dumping
grounds for PBS mainly because

1. death is defined as irreversible cessation of heart activity
rather than brainstem activity,

2. there is a lack of awareness of the concept of brain
death amongst the general population, and

3. the law in India does not permit withdrawal of support
systems in this situation.

Thus relatives of such patients continue to experience
prolonged emotional trauma, lose wages and neglect
other dependent members of their families while
repeatedly visiting these dead-but-artifically ventilated
corpses. Our limited resources are being wasted and
transplantation of the heart, liver, lungs and pancreas are
not done because brain death is not recognized. A large
number of organs suitable for transplantation are wasted
in cremation grounds.

It has been assumed that there will be considerable
opposition from the medical profession against carrying
out DNR orders and introducing brain death legislation,
and removing organs for transplantation from heart-beating
cadavers. We decided to find out whether this assumption
was true.

SUBJECfS AND METHODS
We individually interviewed 102 doctors who were work-
ing in major hospitals in Delhi and who met our inclusion
criteria, i.e. they possessed postgraduate qualifications in
general surgery, paediatrics, anaesthesiology, medicine,
neurology or neurosurgery; they had worked in ICUs and
had not suffered a personal tragedy recently. We aimed
to elicit their opinions on (a) the present and future
practice of DNR orders in India, and (b) whether there
was a need to change the definition of death.

Total anonymity was guaranteed and the doctor was
told the purpose of the study, explained what the current
practice was in western countries and then asked four
questions (Table I). Each doctor was required to answer
each question carefully and the next question was posed
only when the previous question was answered clearly.

RESULTS
We found that all doctors agreed that the situation for
relatives of PBS was tragic and that the period of
emotional trauma should be kept as short as possible.

Only 26 (25%) doctors resuscitate PBS actively because
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TABLE I. Questions posed to doctors

Ia, Do you think that the situation for relatives of PBS in India is
tragic? YesINo

Ib. Do you think that the time period for which such a situation should
last should be as short as possible? YesINo

2. In the prevailing socio-legal conditions in India what do you do if
heart activity of a PBS ceases?
a. Resuscitate wholeheartedly
b. Resuscitate unwillingly
c. No resuscitation

3. Will you practice writing DNR orders on suitable PBS in the
future? YesINo
If yes, choose one ofthe following reasons
a. to avoid wastage of resources and expertise
b. to cut short the agony of the relatives
c. any other
If no, choose one ofthe following reasons
a. do not believe in the concept
b. illegal in India
c. lack of public awareness

4. Do you favour removal of organs for transplantation from patients
with brain death before cessation of heart activity? YesINo

(i) they followed their conscience and (ii) because of
prognostic uncertainties. An almost equal number (24;
24%) resuscitated PBS unwillingly. A little over half of
the doctors 52 (51%) did not resuscitate PBS at all as they
thought it useless.

In the future, half the doctors (52; 51%) confirmed that
they would continue to practise an unofficial 'no resuscita-
tion' policy on PBS in order to help reduce wastage of
resources and expertise (40; 39%) and to cut short the
agony of the relatives (12; 12%). Fifty (49%) of the doc-
tors would avoid writing DNR orders in future because
they did not believe in such a concept (20; 20%), wanted
legal protection (18; 18%) or wanted public approval first
(12; 12%).

All felt that organs for transplantation should be
removed after brain death and before the cessation of
heart-beat.

QISCUSSION
We conclude that there should be urgent public debate
on whether or not to practise DNR orders and to
recognize brain death. This should be followed by a suita-
ble modification of the law. The majority (75%) of doc-
tors we interviewed do not actively resuscitate patients
beyond salvage even though this was against the present
law, a further 5% would write DNR orders if the law were
changed.
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