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about 19 000. The Institute has an active Medical Illustration
and Photographic Division which contributes to its academic
activities. Foreign students or visiting fellows from countries
such as Afghanistan, Bangladesh, France, Malaysia, the
Maldives, Mauritius, Nigeria, Rhodesia, Singapore, South
Africa, Sri Lanka, Tanzania and Thailand have been spon-
sored for training by various agencies including the WHO.
The strength of this Institute is the high calibre of its

students. This is evidenced by their high success rates in all-
India competitive examinations and in foreign entrance
examinations. Many of our alumni occupy important
academic positions both in India and abroad.
JIPMER has been providing medical care of a high quality

to the rural poor. 'However, the Institute has been lagging
behind in developing courses in the superspecial ties and a
great deficiency is the absence of a neurosurgical service.
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Another missed opportunity has been the lack of collabo-
ration with France. In the beginning there was provision for
a close link but this was not followed up.
I have been in this Institute for more than two decades and

have felt that sometimes our problems are not understood or
acted upon in Delhi. If the people's representatives from
Pondicherry had shown some interest in JIPMER, we would
have had a better deal. Even during the Nehru Centenary
Year nothing was done to improve the diagnostic capabilities
of our Institute.
Two decades ago when I was in the Johns Hopkins Medical

School in the USA, I had hesitated to join JIPMER. When I
returned to India I found the JIPMER students as good as
any I had taught in the United States and I have recently left
this Institute with a great sense of fulfilment.

Reproduction in Mentally
Retarded Females

Sir-A recent study in India has shown
that mentally handicapped teenagers
accounted for 2.1% (20) of all patients
who had abdominal hysterectomies over a
period of five years.'
The question of interfering or not inter-

fering with menstrual and reproductive
function in women with mental retardation
involves medical, psychosocial and legal
issues. Situations may arise where deci-
sions about reproductive function have to
be taken, not just by the individual, but
by others as well, because a mentally
retarded woman lacks the ability to dis-
charge parental duties.
At present, ethical issues are inherent in

the sterilization of persons with mental
handicap. The Committee of Bioethics of
the American Academy of Pediatrics has
issued the following guidelines- (based on
a statement by the American College of
Obstetricians and Gynecologists):
1. Prepubertal sterilization isnot indicated,
except under rare circumstances.

2. The indications for surgical steriliza-
tion based on presumed or anticipated
hardships to others must be viewed
with great reservation. The judgement
of hardship is very subjective and must
not simply be a matter of inconvenience
or preference for the easier of the two
alternatives.

3. When sterilization or pharmacological

control of menses is chosen, one must
advocate the least permanent and
intrusive method consistent with the
lowest risk to the patient.

4. Even if satisfactory informed consent
cannot be given by the patient, efforts
must be made by the personnel known
to her or by persons trained in com-
municating with mentally handicapped
patients to estimate the patient's ability
to comprehend and participate in the
decision-making process.
Mental handicap alone v= not, in

itself, justify either sterilization or its denial
and before eliciting informed consent
from such patients, certain precautions
are necessary. To ensure that the decision
is voluntary, multiple interviews may be
required, taking help from persons
trained in communicating with mentally
handicapped patients. If despite these, the
capacity to give informed consent remains
inconclusive, the matter should be referred
to a court of law.
Proxy consent for medical treatment

can be given by parents, immediate family
members or legal guardians. However,
reliance on proxy consent alone increases
the risk of sterilization abuse, because a
conflict of interest may exist. The physician
must therefore evaluate whether the best
interests of the patient will be served by
consultations with other professionals
such as paediatricians, neurologists,
psychiatrists, social workers and lawyers.
Where appropriate, an alternative pro-

cedure, alone or together with surgical
sterilization, should be considered. Train-
ing should be given in socialization, sexual
abuse avoidance, menstrual hygiene,
family counselling and sexual education.
To protect the best interests of the

patient, the following should be considered:
1. The mental incapacity should be a
permanent condition.

2. The patient is likely to be fertile and
may experience sexual intercourse
unless her social freedom is restricted.

3. Even if no health risks are associated
with pregnancy, there may be an un-
supportable burden on the patient as a
result of child bearing, parenting or
menstruation.
A debate on the subject is urgently

needed in India.
25 October 1992 G. R. Sridhar

G. Nagamani
Endocrine and Diabetes Centre
and Deoartment of Obstetrics

• and Gynaecology
Andhra Medical College

Vishakhapatnam
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Self·rmancing Colleges in India

Sir-The constitutional obligation (vide
Article 45) of universal primary education
remains, four decades later, an unfulfilled
promise. There are many reasons for this
sorry state of affairs. Many parents, par-
ticularly in rural areas, withdraw their
children from school to supplement their
meagre incomes. It is obvious that primary
education in its present form has lost its
relevance and is a road that leads nowhere.
Most of our primary schools are housed in
dilapidated buildings, blackboards are
often non-existent, and competent and
motivated teachers are scarce.
The 1986National Policy on Education

(NPE) aimed at involving 10% of the
student population in the vocational
stream by 1990--not even 5% of the
students have been brought into this
stream so far. Developing countries such
as Uganda, Kenya and Thailand invest
15% to 23% of their budget outlay on
education whereas India invests hardly
2%. Thus primary education, which is to
serve as the enduring base for our educa-
tional pyramid, is in disarray.
India now has the third largest higher

educational network in the world, with
193 universities and 7000 colleges, with a
total enrolment of over 40 lakhs and an
annual expenditure of about Rs 1000
crores. Higher education is being sub-
jected to higher pressures of demand and
consequently bigger gaps are anticipated
between expected requirements and the
possible ailocation of resources from
public funds. Some major financial deci-
sions are imperative. With the government
finding it difficult to ailot more funds, a
financial crisis is looming large in the
higher education sector. Yet the govern-
ment is spending 85% of the educational
budget on institutions of higher education.
In spite of reservation policies, it has been
calculated that higher education in India is
mostly the prerogative of the top 30%
income groups. Thus the poor tax-payer
pays for the higher education of the rich.
We would do well to recall the message of
Gandhiji: 'I am opposed to all higher
education being paid for from general
revenues.' The government is faced with
the dilemma of satisfying the growing
aspirations of our youth for university
education and its inability to meet these
aspirations with its meagre resources. The
tapering off of private (non-governmental)
resources for the development of higher
education has resulted in the system
depending increasingly on the government
for meeting about 80% of its expenditure.
The process of expansion has thus been
accompanied by a widening gap between
public and private funding of higher
education.

In a situation of resource scarci y, there
is an urgent need for looking at the effec-
tiveness of higher educational expenditure.
It is in this context that the concept of self-
financing gains importance. Manipal has
been a pioneering centre for self-financing
in higher education and has achieved a
remarkable degree of success. It was the
vision and courage of the late Dr T. M. A.
Pai who started a medical college so that
medical education became available
to those who were denied admission to
government institutions. But he insisted
on minimum quaiifying marks (high first
ciass) before a student could be consi-
dered for admission.
The success of the ManipaJ experiment

should really be a shining example to the
rest of the country. Unfortunately, proper
lessons have not been learnt. A number
of other self-financing institutions have
come into existence and many have fallen
short of Manipal's high standards. There
has also been a great deal of criticism
about the fees that are charged by these
self-financing institutions. The criticism
comes from those who are ignorant of the
true cost of education. We, in Manipal, do
not get a single paisa from the govern-
ment. We not only have to take care ofthe
running costs of our hospitals, but also
raise the funds to invest in buildings, equip-
ment, research facilities, and supportive
infrastructure. Our critics are unaware of
the real costs of education because they
are hidden from view in government-
funded ins itutions as the burden is quietly
passed on to the tax-payer. It is unfortu-
nate that this very ax-payer points an
accusing finger at the self-financing
institutions which are managing their
affairs competently, with their own
resources, with financial inputs from
parents who are prepared to invest in the
education of their children.
The institutions which do not care to

maintain the required standards, and
whose intent ions are not quite honourable
should be monitored carefully and, if.
necessary, closed.
Those that provide good education by a

compe ent teaching faculty and have good
infrastructural facilities, should be
encouraged.
I believe that bright students who can-

not afford to pay, should not be denied the
opportunity to study in these institutions.
They should be given loans to meet the
cos of education and the interest paid by
the government during the period of their
study. After passing out and getting a job
the loan and the interest accrued on it can
be repaid. This system is being followed
successfully in the USA and provides a
wholesome combination of opportunity
(through the loan facility) as well as
accountability.
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Instead of constantly meddling with the
running of educational institutions, the
government would do well to exercise
closer control over educational standards,
weed out the inefficiently run institutions
and encourage the others.
22 October 1992 T. Ramesh U. Pai

Chairman
Governing Council

Kasturba Medical College
Manipal
Karnataka

Single Unit Blood Transfusion

Sir-The availability of whole blood
makes it easy for a surgeon today to order
a transfusion without giving sufficient
thought to the indications for and hazards
associated with its administration.'
I examined the blood requisitions for

all patients, between June 1988 and May
1989, in the surgical services of the Institute
of Medical Sciences, Srinagar, Kashmir,
paying particular attention to adult
patients who received a single unit of
whole blood during their entire stay. The
patients were then divided into three
groups depending upon their preoperative
haemoglobin (Hb) levels (Table I) assum-
ing a 'safe' level to be 10g/dl.?

TABLEI. Preoperative haemoglobin level
in single unit transfusion

Haemoglobin (g/dl) n(%)

<10
10-10.5
>10.5

51 (10)
122 (25)
317(65)

The sing e unit blood transfusions were
classified at review to be conservative,
reasonable, questionable or unnecessary.
A conservative transfusion was one in
which one unit of blood was used when 2
to 3 units might have been justified or
when the Hb level was less than 10g/dl. A
transfusion was classified as being reason-
able if there was a possibility that massive
blood loss might occur, for example during
resection of large turnours. However, when
the blood loss during such an operation
was small, the transfusion was restricted to
one unit. Patients with 'borderline' Hb
levels of 10 to 10.5 g/dl, where the vital
signs were not stable under anaesthesia,
were also included in the reasonable
category. A transfusion was questionable
when whole blood was transfused which
might have been withheld but because of
a mild fall of blood pressure or a rise in
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pulse rate, one unit of blood was transfused.
A transfusion was unnecessary when there
was no evidence of hypovolaemia or cir-
culatory instability.
Blood transfusion was administered to

1720 patients (312 children and 1408
adults). Of the 1408 adults, 490 received
a single unit of blood transfusion repre-
senting 35% of the total group. Using the
classification outlined above, these 490
single unit blood transfusions were
evaluated as indicated in Table II. It was

TABLE II. Classification of single unit
blood transfusions

Category n(%)

Inevitable/conservative
Reasonable
Questionable
Unnecessary

51 (10.~)
108(22.0)
152(31.0)
179(36.5)
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found that only 32% of single unit transfu-
sions were conservative or reasonable.
Non-haemolytic transfusion reactions

(rigors, chills, pyrexia and urticaria)
occurred in 29 (2%) of the 1408 patients.
This included 9 patients (1.8%) who
received a single unit transfusion. In this
sub-group, the transfusion was considered
reasonable in 2, questionable in 3 and
unnecessary in 4.
In many instances administration of a

single unit of blood transfusion is a common
practice, rather than a carefully considered
step in the management of an individual
patient. Administration of a single unit of
blood may form part of an original intent
to transfuse a larger volume which becomes
unnecessary, e.g. if a lesion is discovered
to be unresectable or there is lesser blood
loss than expected. But often, a single unit
transfusion is an act of thoughtlessness. 3
In view of the shortage of blood and
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to avoid the hazards associated with trans-
fusion, there is a need to curtail the
unnecessary transfusion of single units
of blood.
22 October 1992 R. N. Makroo

WHO National Consultant
Transfusion Medicine

National AIDS Control Organization
Red Cross Building
Red Cross Road

New Delhi
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