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The Transplantation of Human Organs
Bill 1992

Sir-This long-awaited bill (no. LIX of 1992
introduced in the Rajya Sabha) is of vital
interest to the medical and legal professions. It
aims to provide for the regulation of removal,
storage and transplantation' of human organs
for therapeutic purposes. More important, it
proposes to prevent trade in human organs.

When passed, the law will apply only to the
union territories and the states of Goa, Himachal
Pradesh and Maharashtra (as these are the only
states to have passed resolutions on such con-
trol). Other states will have to adopt the law
before it can be enforced in them.

Medical and legal experts need to make con-
certed efforts to ensure that the proposed act is
made applicable in the other states so that
uniformity prevails throughout the country.

Clause 2 (f) under Chapter I (p. 2) suggests
that the law will permit removal of organs only
from individuals above the age of 18 years.
Since clause 3 (7) under Chapter II permits
parents of any person under the age of 18 to
permit removal of organs for transplantation,
the term defined in the earlier clause [2(f)
under Chapter I] should read 'voluntary donor'
instead of 'donor'.

The proposed law uses the criterion of brain-
stem death to judge the point at which the
removal of organs for transplantation can be
considered.' It defines brain-stem death as 'the
stage at which all functions of the brain-stem
have permanently and irreversibly ceased. 2 The
next definition is likely to lead to confusion.
'Deceased person means a person in whom
permanent disappearance of all evidence of life
occurs, by reason of brain-stem death or in a
cardio-pulmonary sense ... 3 Since the Act is
concerned only with removal of organs for
transplantation, the phrase 'or in a cardio-
pulmonary sense' is best deleted.

~The definition of 'hospital lso needs re-
thinking. As proposed in the bill, it embraces 'a
nursing home, clinic, medical centre, medical
or teaching institution for therapeutic purposes
and other like institution'." Chapter Y (Regis-
tration of Hospitals) notwithstanding, such a
definition is so riddled with loopholes as to
permit the meanest of institutions to claim
shelter under it. The capabilities of those keen
to make a fast buck make tightening of this
definition mandatory so that removal of organs
is only permitted in large teaching hospitals and
fully equipped private hospitals with more than
100 beds. The restriction under Chapter y5
should, in fact, be included under the earlier
clause defining a hospital. 4

Clause (6) under Chapter II also makes such
a definition mandatory. It is highly unlikely that
any hospitals other than those referred to above
will have the facilities for ensuring that no
mistake is made in the diagnosis of brain-stem
death.

Clause (2) under Chapter II is welcome. It

permits the person lawfully in possession of the
dead body of the donor to grant all reasonable
facilities to a registered medical practitioner for
the removal of organs for transplantation, thus
respecting the wishes made earlier in writing by
the deceased. To avoid dispute, which may
render the organs unsuitable for transplanta-
tion, this clause should make it mandatory for
the person lawfully in possession of the dead
body to contest the will of the deceased only on
production of written and witnessed proof that
the donor had subsequently revoked his deci-
sion to donate organs.

Clause (6) under Chapter II needs further
tightening. The criteria for the diagnosis of
brain-stem death must be defined here and not
left to central or state governments (as
suggested)" or by the committee to be consti-
tuted as per this clause. Internationally
accepted criteria for such a diagnosis are freely
available and should form a basis for the defini-
tion. The committee constituted should only be
permitted to lay down guidelines on the exact
procedures to be followed before brain-stem
death is certified using the defined criteria
provided by the act.

Clause 5 (1) on page 5 refers to unclaimed
bodies. It appears to serve no purpose except to
allow removal of bone as all other organs are
rendered unsuitable for transplantation within
a few hours of death. The object of this clause
should be clarified.

Clause 9 (1) under Chapter II (p. 6) is wel-
come. It deals with removal of an organ from
the body of a donor before his death and has
obviously been framed to prevent the obnoxious
practice of renal transplantation into unrelated
donors for profit. Subsections (2) and (3) clarify
the situations when the organ has been removed
from a dead body.

Clause 9 (4) (a) and (b) need further qualifi-
cation. The act must specify who can be
included on authorization committees by central
and state governments. It is essential that these
should be only experts of unimpeachable inte-
grity and competence in medicine, law and
social sciences.

Subsection 10 (2) under Chapter III (p. 7)
should include other bones (such as the iliac
crest and ribs) in addition to the eyes and the
ears. This will facilitate the development of
bone banks.

Clause 12 under Chapter III (p. 7) needs
further qualification. It must ensure that the
medical practitioner takes all the necessary pre-
cautions so that no harm befalls the recipient as
far as is possible under the state-of-the-art of
organ transplantation at the time. The current
prevalence of the acquired immune deficiency
syndrome and the possibility of slow virus infec-
tion of neural tissues are two examples where
such precautions are mandatory.
Offences and penalties' for malpractices are

too mild. A fine of ten thousand rupees is no
penalty whatsoever when the sums to be gained
run into hundreds of thousands of rupees. To

be an effective deterrent, the sum must be
raised considerably, perhaps to a minimum of
one hundred thousand rupees. Likewise, con-
sidering the fact that an organ transplant can be
a matter of life and death, imprisonment for a
term which may extend to five years is laugh-
able. Rigorous imprisonment for a much longer
duration is needed to 'give teeth' to. the act.
A provision for leniency by the judge under
exceptional mitigating circumstances will
ensure that undue harm is not done to an
unwitting offender.

10 March 1993 S. K. Pandya
Department of Neurosurgery

K.E.M. Hospital
Bombay
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Scientific Dishonesty in Indian
Biomedical Research

Sir-There have recently been an increasing
number of reports on major frauds and the
fading moral values of biomedical science, both
in the medical as well as the lay press. We there-
fore read with great interest and concern a
paper by K. Satyanarayana' and views of other
academicians--' published in your journal.

Cheating in medical research is not uncommon
in our country, though there are not many
recorded episodes in the literature. This is
mainly because we do not have the proper
machinery to unravel such shameful acts.
Exposure of fraud is taken to be in bad taste by
some scientists but if this state of affairs is
allowed to continue it will ruin not only medical
science but our entire health system. There
have been several recent instances in our country
where scientists have indulged in major fraud-
either fabricated research data or performed
other serious unethical acts." These include:
false claims made by a Delhi group of scientists
of having developed an antileprosy vaccine;
three doctors in Calcutta claiming to have
produced a test-tube baby; and submission of
a fake thesis by a biochemist of Rajasthan
University. In 1989, a doctorate was virtually
'bought' from Guru Nanak Dev University in
Amritsar in a record time of 12 days by a resi-
dent of England' using fraudulent means.
There was alleged connivance in this by three
faculty members and a Deputy Registrar. We
have recently been told by a colleague that a
referee, who had been sent a 'case report' by a
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medical journal for peer-review, changed some
contents of the 'case' and submitted it to
another medical journal as his own work. The
concocted case report appeared earlier than the
original one. The matter only came to light
when one of the original author's postgraduate
students presented the concocted case report
in a journal dub. We believe that such cases
of fraud are not uncommon in almost all our
medical colleges.

A serious act of falsification has recently
come to light. According to a report which
appeared in a popular fortnightly magazine.s
an academic fraud was committed in the pres-
tigious Postgraduate Institute of Medical
Education and Research, Chandigarh, when a
false claim of having cultured the herpes zoster
virus was made by an Additional Professor of
the Department of Dermatology along with
some other faculty members of the Institute.
The sad part of this story was that it was
reported that the Head of the Department, who
discovered the fraud had to resign while the
indicted faculty member stayed on because, it
is alleged, of his use of political contacts. In
contrast, in developed countries, there is close
scrutiny of such cases. If a commission of
inquiry finds some truth in an allegation of
fraud, the culprit is severely censured. In India,
such practices are so common that they are
ignored. If somebody tries to unearth falsifica-
tion, there is ample chance that the accuser
might have to vacate his or her official position.

'Low level' dishonesty is also rampant in
Indian medical research. Unethical practices
include undertaking poorly designed studies,
duplicate papers, slicing a research study into
several pieces to increase the number of publi-
cations, omission of findings contrary to the
general results and hiding inconvenient facts.
Medical faculty in our country depend mainly
on postgraduate theses of doubtful veracity for
their routine research publications. We believe

, that major fraud is more often committed in
research institutes whereas 'low-level' dis-
honesty is more prevalent in medical colleges.
Many factors motivate these acts, and include
the declining moral values of scientists, poor
biostatistical consultation, fading work-
culture, the acceptance of gifts by doctors from
drug companies? and the lack of strong ethics
committees at both institutional and national
levels. .

We should take urgent and effective steps to
check these practices. Scientists of the stature
of A. S. Paintaf and Raja Ramanna" have
publicly drawn attention to the fraudulence of
some of our research, the poor quality of
our papers and bemoaned the indulgence in
unethical practices by many of our well placed
scientists to achieve important positions.
21 February 1993 B. L. Verma

G. D. Shukla
Department of Biostatistics

and Psychiatry
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Jhansi
Madhya Pradesh

REFERENCES

Satyanarayana K. Fraud in biomedical science.
Natl Med J India 1992;5:34-6.

2 Deo MG. Hope for Indian science. Natl Med J
India 1992;5:252-3.

3 Kumar A. Fraud in biomedicalscience.Natl Med
J India 1992;5:243.

4 Gupta YP. Cheating in science. The Hindustan
Times 1987Oct 15.

5 Anonymous. Attempt to buy doctorate. The
Hindustan Times 1989Oct7.

6 Sandhu K. Overlooking ethics. India Today
11992Sep30.

7 Chen MM, Landefeld CS, MurrayTH. Doctors,
drugcompaniesandgifts.JAMA 1989;262:344&-51.

8 Anonymous. Ramanna cautions on government
meddling.The Hindustan Times 1991Ju128.

Supreme Court Judgment on
Self-financing Colleges

Sir-In a historic judgment the Supreme Court
has shown a pragmatic outlook and a commend-
able grasp of the ground realities prevailing in
India. The learned justices have addressed
themselves single-mindedly to the difficult task
of studying the different issues involved regard-
ing private professional colleges and capitation
fees.

In 1953, Dr T. M. A. Pai started the first ever
medical college based on the sound principles
of 'self-financing'. At that time there were only
32 medical colleges in this country and he knew
that hemmed in by a shortage of resources and
an increasing population, the government
could not afford to meet' the ever 'increasing
demand for professional colleges. He also knew
that collecting large donations to meet the out-
lay necessary for a professional college would
be impossible. There was little option therefore
but to make parents pay for the education of
their wards. Dr Pai decided to charge Rs 3000
as a capitation fee which was increased over the
years corresponding with the rise in costs. As if
in anticipation of the present Supreme Court
judgment he insisted that:
1. to get a seat the student seeking admission
should have passed the qualifying examination
in the first class,
2. the fee charged should never be more than
the actual cost incurred, and
3. the institution should meet the stringent
norms set by the Medical Council of India.

Thanks to these strict guidelines, the college
secured recognition from the Medical Council of
India right from the very first batch of students
and from the General Medical Council, England
within the next five years. Today the Kasturba
Medical College, Manipal is regarded as one of
the best institutions of its kind.

Inspired by the success of the Manipal experi-
ment, other private bodies all over the country
began to clamour for government sanction to
open professional colleges. Unscrupulous
managements out to make quick money
grabbed sanctions and there was soon a
mushrooming of such institutions. All decent
norms were cast aside and seats were sold to
the highest bidders. No attempt was made to
provide a minimal infrastructure. The backlash
was swift. The capitation fee issue hit the
headlines, there was an uproar in Parliament
and a demand for a blanket ban on private
professional colleges.

It is therefore reassuring that the Supreme
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Court has directed that 50% of the seats in
private professional colleges be made available
free and that the students admitted against paid
seats should pay additional fees for those
admitted against the free seats. As long as the
cost of running such a college is borne willingly
by affluent parents, the managements will have
no cause for complaint.

With the annual increase in population being
18 to 20 million, it will be a long time before the
government is able to satisfy the demand for
professional education through publicly financed
colleges. Its resources should be used to meet
the constitutional obligations to provide free
and compulsory education to all children
between the ages of 6 and 14.

This judgment will put an end to the
commercialization of higher education.

7 March 1993 T. Ramesh U. Pai
Kasturba Medical College

Manipal

Prejudice Against Reservation

Sir-Dr Mani's philosophy and the conclusions
he draws in his 'Letter from Madras'! are no
different from others who, in the name of
science, perpetuate caste prejudice in the lay
press.s-' However, we are disappointed that a
medical journal has printed and propagated
partisan views on sensitive social issues that
have not been substantiated by the available
evidence.

Dr Mani suggests that reservation creates
unemployment, and hence ifthis is abolished all
bright, 'open' category youths will be admitted
to medical courses and become employed later.
We request Dr Mani to go through the statis-
tics4•5 on the number of positions available for
professional education and employment in this
country and match these with the number of
bright candidates contesting for each seat,
excluding the socially and educationally back-
ward group. He will find that his hypothesis is
indefensible.

Table 1,6 provides evidence that even if
Scheduled Castes and Tribes are debarred from
competing for the available places, the number
of candidates remaining would be so high that
most of them would not be selected. Similarly
Table II,? which shows the representation
of Scheduled Castes and Tribes in the class I
services of the central government and public
sector undertakings, makes it clear that even if
these positions are shared among others, there
will be a large number who will remain
unemployed.

TABLEI. Scheduled Caste/Scheduled Tribe
candidates registered for joint entrance
examination for admission to the Indian
Institutes of Technology

Year Total Scheduled Scheduled
Castes(%) Tribes(%)

1979-80 51536 3.2 0.7
1980-81 59621 3.5 0.8
1981-82 49403 4.2 0.9
1982-83 54344 4.3 0.8
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TABLE II. Percentage of Scheduled Caste and
Scheduled Tribe representation in Class I
services of the central government and public
sector undertakings

Services Scheduled
Castes

Scheduled
Tribes

1971 1991 1971 1991

Central government 2.58 9.09 0.41 2.53
Public sector 0.52 5.76 0.17 1.29

Dr Mani has not only tried to denigrate the
consitutional provision of reservation but has
identified it, through his reductionist analysis,
to be the sole cause of frustration of bright
unemployed youths. He has conveniently
ignored the fact that people belonging to the
socially and educationally backward sections of
society might also be frustrated by the injustice
they suffer through institutionalized discrimi-
nation." The manifestations of this phenomenon
later are·that, despite there being a large pool
of suitable candidates for faculty posts, only a
very small number are appointed. For example,
Scheduled Castes and Tribes students have
been trained at the All India Institute of Medical
Sciences since 1956 but did not obtain a single
faculty appointment for the next 28 years."

It has become a fashion, even among scientists,
while evaluating the performance of their
socially and educationally backward country-
men, to discuss merit and efficiency in the
abstract using some absurd generalizations. 10.11

We could cite the recent securities scam to be
the result of our so-called meritocratic society,
at least none of the accused is from the socially
and educationally backward sections.

1 March 1993 L. R. Murmu
Shashi Kant

K. R. P. Ranga Rao
Departments of Surgery, Community Medicine

and Orthopaedics
All India Institute of Medical Sciences

New Delhi
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The Tragedy of Needless Pain

Sir-Every year approximately one minion
new cases of cancer are diagnosed in India.
About 80% of them present in the terminal
phases of the disease when their terrible suffer-
ing forces them to seek medical help. Cancer
pain is the most frightening pain which can
befall any of us. It is highly unlikely that for
many years to come, given the current state of
cancer treatment, coupled with the lack of
resources in India, that we will be able to
prevent or diagnose cancer early. Therefore,
the only realistic current approach would be to
provide relief of symptoms and especially to
alleviate pain. Severe pain can be so devastat-
ing that people would sooner be dead than have
to live with it.

We all must die. But that I can
save (a person) from days of torture
that is what I feel as my great and
ever new privilege for pain is a
more terrible lord of mankind than
death himself.

Albert Schweitzer

In the early 1980s, the World Health
Organization started a world cancer pain relief
advocacy programme.' A scientifically validated
simple and inexpensive approach was devised
which was easy to apply at the community level.
The 'Three-step analgesic ladder' approach was
field tested in over 2900 patients and proved
effective in relieving pain in at least 75% of
thern.? A judicious use of nonopioid drugs,
opioids, and adjunctive medication can relieve
the pain effectively. 3 Oral morphine is generally
considered to be the drug of choice for moderate
to severe pain." However, we seem to still
subscribe to the old myth that narcotics, so
effective as analgesics, are addictive sub-
stances .. The last 25 years of research has
reve~led that morphine, when given to patients
m pam, does not have the side effects previously
described in textbooks' and is rarely associated
with development of psychological depen-
dence." As Twycross has remarked, 'Morphine
does not exist to be kept on the shelf.' However
it is ironic that India, which is one of the largest
producers in the world of the raw material from
which medicinal opiates are made,' does
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not make them available to its citizens. Oral
morphine became available in India only in
1988. Unfortunately, few have access to it as
its supply is limited. Although India has in-
corporated cancer pain relief as one of the
key priorities of its national cancer control
programme," real progress in making simple
effective pain medications available has been
painfully slow.

The World Health Organization has organized
several educational programmes in India to dis-
seminate knowledge regarding the principles of
pain management. A philanthropic organization
started by Gillian Burn, Cancer Relief India,
based in London is making wonderful contribu-
tions including starting the Joy Burn Pain Clinic
in Trichur, Kerala. The states of Kerala and
Karnataka have state cancer control programmes
including measures for pain relief. However,
the vast majority of the patients across the
country continue to suffer needlessly. The quality
of mercy is essential to the practice of medicine
and it should not be abandoned. The major
medical institutions and physicians should take
the lead in establishing cancer pain clinics,
disseminating knowledge and influencing health
policy decisions especially regarding the avail-
ability of oral opioids. The art and science of
controlling pain are now accepted as legitimate
branches of medicine. Pain control should
become part of the teaching curriculum at every
level. I hope we can all join together to alleviate
so much needless suffering in our country.

I do not want a kingdom
I do not want a wife and children
I do not want rebirth
The only thing I would like is the abatement
of the pain
Of those who are suffering.

Gautama Buddha

25 February 1993 M.M. Haq
Anderson Cancer Center

Houston, Texas
USA
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