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s. R. K. Malik MS, FRCS, FAMS, FCOphth (UK)
(26 March 1931-30 May 1993)

S. R. K Malik was born on 26 March 1931 in
Rawalpindi. Educated at the University of Agra
(MB,BS 1954; MS 1957), he became a Fellow
of the College of Ophthalmologists of the
United Kingdom in 1960 and a Fellow of the
Royal College of Surgeons and the Academy of
Medical Sciences in 1979. He served as Assis·
tant Professor of Ophthalmology at the All
India Institute of Medical Sciences, New Delhi
(1959--62) and then moved 10 the Maulana
Azad Medical College (MAMC), New Delhi,
as Associate Professor of Ophthalmology
(1962-4) and later became the Head, Depart-
ment of Ophthalmology, Guru Nanak Eye
Centre (1964-74). Dr Malik was honorary'
Ophthalmic Surgeon to the President of India
(1974-87); Chairman, Southeast Asia Region,
International Agency for the Prevention of
Blindness and Vice-President, Afro-Asian
Council of Ophthalmology. He was also Presi-
dent of the All India Ophthalmological Society
(1989) and the National Society for the Preven-
tion of Blindness (1986-92).

S. R. K. Malik was an outstanding ophthalmic surgeon.
During his tenure at the MAMC he pioneered the use of
various techniques which are widely available today but were
novel and revolutionary at that time.

To meet the challenge of corneal blindness, he established
a Keratoplasty and Corneal Care Unit in 1965 where 1500
patients underwent operations in a period of eight years.
Apart from optical keratoplasty, he also started therapeutic
keratoplasty and the sight of many patients with corneal
ulcers was saved.

In 1967 he established the technique of fluorescein angio-
graphy by which the changes in diabetic, hypertensive and
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anaemic retinopathies were better understood. Today, the
Retinal Care Unit is very active. Every year about 125 cases
are treated. The unit has facilities for indirect ophthalmoscopy
and is equipped with a photocoagulator cryosurgical unit and
other modern equipment. It was due to Dr Malik's initiative
that a fully equipped contact lens and low visual aid centre
was set up to manufacture contact lenses and fit them at cost
price. This unit has recently been manufacturing soft contact
lenses and prostheses.

It is difficult to think of the Guru Nanak Eye Centre
without him. He developed this 225-bedded eye centre and
nurtured it to its present position of eminence.

Dr Malik was one of the first ophthalmologists in this
country to realize that eye camps were important. He found
that a large number of patients with cataract came to city
hospitals, but could not afford surgery. He helped to organize
200 eye relief camps over the last thirty years where about
20 000 operations were performed free of charge.

He presented papers at national and international confer-
ences and was on the editorial board of many journals. His
numerous honours included the Distinguished Service
Award for Meritorious Work, awarded by the Asia Pacific
Academy of Ophthalmology, as well as the Padmashri.

To build a closer contact between the eye surgeons in
India and Pakistan he formed the Indo-Pakistan Intraocular
Implant Club, the first meeting of which was held in June
1993. However, before this meeting, he died in a tragic
car accident on the Delhi-Meerut Highway on his way back
from Hardwar. He is survived by his wife, two daughters
and a son.

T. K. MALIK
Department of Surgery

Maulana Azad Medical College
New Delhi

Sir-During a train journey from Delhi to
Chandigarh, we were surprised to find that
nearly 80 per cent of the names on the reservation
list were doctors who were off to Chandigarh's
famed Postgraduate Institute of Medical
Education and Research to appear for its post-
graduate entrance examination.

The scene in the train was reminiscent of a
mobile medical library as everyone was reading
a medical book. The disconcerting fact, how-
ever, was that none of these' was a standard
textbook; most were multiple-choice question-

answer (MCQ) books written by some 'experi-
enced teacher' or other.

Having some knowledge of medical MCQ
making, we looked at these books more closely.
A scrutiny of the sections related to our special-
ties revealed that many of the questions and
answers were obviously flawed. Some candidates
were aware of the inaccuracies but preferred to
follow them as their past experience had shown
that many questions set in the examination
were taken directly from such books. The books
were very similar to those used to prepare for
entrance examinations to various MB,BS
courses.

These prospective postgraduates seemed to
rely more on what they read in the last few
hours before the entrance examination than on
what they had so assiduously learnt over the
previous five years. Is this the kind ot maturity
our undergraduate education inculcates? Most
candidates felt that the examination system
was full of irregularities; that examining
authorities did not take their task seriously;
that questions were frequently erroneous; that
cheating, copying and even impersonation were
commonplace. Many examining authorities do
not even take simple precautions to avoid this,
e.g. having more than one set of papers with the
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same questions arranged in different order.
We learned that candidates nowadays spend

most of their internship period studying for
these examinations instead of working in the
wards. Those who fail examinations may,
therefore, be double losers as they have lost
learning opportunities as well. Even those who
pass lose the chance of picking up clinical skills
in specialties other than their own.

They also waste a large amount of time and
money in travelling all over the country appear-
ing for a variety of admission tests. Most candi-
dates we talked to were on the second leg of
their journey having arrived in Delhi from all
over the country nearly a week earlier to take
the entrance examination at the All India
Institute of Medical Sciences, New Delhi.
Thus, they would have been away from their
institutions for nearly two weeks. Such prolonged
absences must surely have affected the day-to-
day working of their hospitals.

We need to find solutions to these problems.
Is it really not possible for us to improve the
content and fairness of our postgraduate tests?
Can we not have a single common entrance test
conducted by an impartial and competent central
board of examinations?

1 August 1993 Rakesh Aggarwal
Amita Aggarwal

Departments of Gastroenterology
and Immunology

Sanjay Gandhi Postgraduate Institute
of Medical Sciences

Lucknow
Uttar Pradesh

On Organ Transplantation

Sir-Our ethical belief, unlike Dr K.C. Reddy's, 1

is not based on 'western' Hippocratic tenets nor
on an obscure interpretation of the Vedas by
some 'Vedic-scholar'. It is based on one simple
fact: whenever a medical protocol is devised, it
should be applicable to the rich and poor alike.

Dr Reddy asserts that there are certain
'realities' in this country. Let us examine how
'real' these are:
1. 'There is no cadaver transplant programme.'
True. This is because most nephrologists have
taken the easy and more lucrative option of
removing a poor man's kidney and putting it into
a rich man. A cadaver transplant programme
means hard work, trying to convince our legis-
lators .about the need for it, getting an Act
passed, creating an infrastructure where trauma
victims can be treated and organizing facilities to
maintain a patient who is brainstem dead till a
suitable recipient is identified. Whereas all that is
required fora live unrelated transplant is a rich
recipient.
2. 'Long term-haemodialysis is not a practical
alternative.' Dr Reddy is wrong. For the rich who
do not have a related donor and in the absence of
a cadaver transplant programme, long term
haemodialysis and, much better, 'continuous
ambulatory peritoneal dialysis' are alternatives.

More research is likely to make these techniques
cheaper and more comfortable.
3. 'No state governments in India have a pro-
gramme for prolongation of life for those with
renal failure even though there are an estimated
number of 80000 new patients per year with
ESRD.' Dr Reddy is wrong again. In the city of
Madras, from where he writes, the Government
General Hospital undertakes live-related trans-
plants absolutely free of cost to the poor and has
done around 250 live-related donor transplants.
Moreover, it does not have any separate budget
allocated for its renal transplant programme.
4. 'Treatment programmes for ESRD are found
mainly in private institutions and are available
only on payment.' True. Apart from Madras,
only a handful of central or state government
hospitals have renal transplant programmes.
5. 'Related live kidney donation is encouraged,
but unfortunately many potential recipients have
no willing or suitable related donors.' This state-
ment is not based on facts. A study done in the
Government General Hospital, Madras showed
that 73% of patients had related potential donors
and 47% had related donors willing to provide a
kidney.? .
6. 'Most transplantation in India is a one-shot
affair ... ' This statement is not only wrong, it is
dangerous. Renal transplantation is not like

. most operations, where after suture removal
the patient is forgotten. Someone who has
undergone renal transplantation is a patient for
ever. The attitude of considering renal trans-
plant to be a 'one-shot affair' has resulted in
major disasters. A study on Kuwaiti patients
with renal failure who fly to India (and else-
where) to have an unrelated donor transplant
showed that 'Most of the transplants on
patients were carried out in private hospitals in
India and elsewhere by unqualified doctors in
poorly equipped and unrecognized hospitals.'
As a result, all the patients who returned to our
centre alive within three days to two weeks
after transplantation, came back with open
wounds, graft rejection, sepsis and other serious
medical, surgical and technical complications,
which are rarely seen in transplantation surgery
today. Six patients are known to have died
shortly after operation, 4 in India, 1 on the
plane from India to Kuwait and 1 soon after
arrival in our centre. Two of the 3 patients
received 2 failed grafts each 15 days prior to
death. Thirteen other patients lost their grafts
from complications of transplantation: 6 in

. India within 24 hours and the remaining 7
within the first few months after transplanta-
tion. Another 14 patients came with serious
surgical complications including massive
wound infections, urinary fistula, ureteric
obstruction, renal artery stenosis, limb amputa-
tion and venous thrombosis. Almost all the
remaining patients came back with acute rejec-
tion, sepsis or other medical problems. It is
clear that in the pursuit of making maximum
profit and because of lack of adequate facilities
and expertise at these hospitals the patients are
quickly sent off once the bills have been paid.?

So much for Dr Reddy's realities. He asks
what we should do with those patients who have
no willing suitable, live and related donor. He
forgets to add the word 'rich'. The poor will
never be able to buy a kidney nor can they
afford long term dialysis in private hospitals.
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We agree with him that there are about
80 000 new patients in India with ESRD every
year. Only 1% of them can afford a private
renal transplant operation which costs about a
lakh of rupees today. Among this 1%, half have
willing related donors. Dr Reddy's arguments
relate to the 0.5% who do not have live-related
donors. We are more interested in the 99% of
patients with ESRD who are too poor to afford
any private treatment. These (and incidentally
the rich as well) will be the major beneficiaries
of a cadaver transplant programme.

Commerce in human organs is a nefarious
trade with built-in scope for exploitation. After
much deliberation, and considering the argu-
ments raised by Dr Reddy, the council of the
Transplantation Society-an international body
of transplant surgeons-has banned unrelated
donor transplants for money. What can be more
eloquent than their statement: 'When patient
care is relegated to the laws of the marketplace,
particularly when the less privileged can be
exploited to improve the health of the more
privileged-all in society are diminished. '4

30 August 1993 J. Amalorpavanthan
Department of Surgery

Madras Medical College
Madras

Tamil Nadu

Thomas George
Railway Hospital

Trichy
Tamil Nadu
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II

Sir-Dr Reddy has raised a genuine and
complex question, which in my opinion con-
cerns our fundamental rights.' These need
much wider discussion by experts in law, ethics
and medicine. We cannot follow the rules and
practice of western countries. We live under
completely different conditions and are bound
by different traditions. I think the problem of
trading in human organs has become prominent
here because there has been a sharp decline in
our moral values. Unless we first build up our
moral character, every regulatory measure is
going to fail and any discussion will be fruitless.
If we strictly follow humanitarian principles,
patients dying from organ failure will be saved.
However, when we start exploiting the needy
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only the rich will benefit and our society will
become more corrupt. We should not be blind
to the increasing commercialization of
medicine. Our policy-makers and professional
bodies must identify the reasons for the trade in
organs and do something quickly to control it.

12 August 1993 Atul K. Agarwal
Charbagh
Lucknow

Uttar Pradesh
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III

Sir-I had an intense feeling of deja vu on
reading Dr Reddy's article! which proposed,
that 'rewarded gifting'-a euphemism for con-
trolled commerce in organ transplantation-
should be considered ethical in India. The issue
has been debated, dissected and rejected
unanimously by the Rajya Sabha in May this
year. Obviously, 'rewarded gifting' is not a
dead issue until the Lok Sabha sets its seal
on the subject.

I can imagine the frustration and dejection of
Dr Reddy. A caring physician, he was unable
to offer his patients with end-stage renal disease
(ESRD), the best treatment that modern
medicine could offer, i.e. kidney transplanta-
tion. However, when faced with such a situation,
I have often found it beneficial to think of the
problem in the national perspective.

India is a vast country with a few people
living in luxury, and the majority in abject
poverty. Infant mortality is high, life expec-
tancy low and there is a high level of morbidity
due to a variety of causes. In such circumstances,
how can national or state governments give
priority treatment to patients with ESRD? If
this were done, would the demands of social or
distributive justice be met? Certainly not.

Another complicating facet of Indian society
is that corruption is rife at all levels and the
health care community is certainly no exception.
It is only the governmental and municipal
hospitals that are not profit-making. But they
are dirty, inefficient and generally provide
medical care of a low quality. Thus, the private
clinics have become highly profitable centres
but as regards the doctors manning these
centres, the less said about them the better.

Dr Reddy challenges the view that organ
transplantation is unethical if money changes
hands. A response seems due. Believers in a
Divine Being hold that the human body is
sacred and God-given into human stewardship.
It is not given to dispose of or sell at will. Under
no circumstances is it a valuable property asset
for the individual. Thus, the sharing of organs
should certainly be possible, even laudable, but
the selling of organs should never be allowed.

He says that treatment for ESRD was avail-
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able mainly in private hospitals on payment.
This is not true for Bombay and some other
urban centres. Even if it were true, and 're-
warded gifting' implemented, how would the
poor with ESRD purchase their live unrelated
donor kidneys? Through' the 'state funded
autonomous bodies with statutory powers'
envisaged by Dr Reddy which would certainly
not have enough funds to go round. Let us face
it. Rewarded gifting is for the middle classes,
the rich and for the wealthyfrom overseas.

I keep asking myself, however, what will all
this trade do for India's poor who are fortunate
not to have ESRD. According to Dr Reddy,
recourse to rewarded gifting represents a better
and safer option to them than turning to pros-
titution, criminal activity or begging. Does that
mean the poor in our country who do not have
ESRD and who do not sell their organs are
either prostitutes, criminals or beggars?

He rightly says that there is no proper
cadaver transplant programme in India. The
reason is because the performance of live un-
related organ transplantation undoubtedly
hinders the development of cadaver organ
transplantation.

The determination of brainstem death, using
the simple UK criteria, is not a difficult matter
for specialists in internal medicine, neurology,
neurosurgery or anaesthesia. In India this need
not be restricted to large centres such as the All
India Institute of Medical Sciences as suggested
by Dr Reddy. Most of our Indian hospitals with
Intensive Care Units (ICUs) manned by trained
staff will certainly be able to diagnose brain
death provided they use the tests which have
received universal approval. I would strongly
advocate that hospitals and clinics with ICUs
start training programmes for the determina-
tion of brainstem death.

It is, nevertheless, true that the supply of
organs will not keep up with the demand and
for this reason various schemes are being con-
stantly devised to increase organ yield. I am not
at all surprised at Dr Reddy's assertion of this
fact and the statement that some transplanters
in the West are considering the possibility of
some sort of rewarded gifting. A disturbing
thought, however, comes to mind: Where will
the 'gifted' organs come from? Turkey,
Bangladesh, Sri Lanka, Somalia or India?

I have little doubt that if rewarded gifting
is permitted in the country, and especially if
our results of transplantation are good, then
foreigners and non-resident Indians will
increasingly travel to India for the, operation.
Failing which, it is also likely that with improve-
ment in methods of organ preservation, Indian
organs will be flown to other parts of the world
and perhaps, contribute to our foreign exchange
earnings! I must admit that I was struck by
the honest and down-to-earth statement of
Radcliffe-Richards quoted in italics by Dr Reddy
which read: We should be eliminating not the
trade but its abuses. Can one imagine that in our
country, trade in human organs will not be
accompanied by abuses?

I would advise Dr Reddy to remain a caring
and ethical physician. He should stimulate his
colleagues to vociferously demand that Parlia-
ment and State Legislatures legally approve the

, concept and criteria of brain death urgently. If
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they do not, we in the medical profession
should challenge the government by starting
cadaver organ transplant programmes and
submitting petitions to the Courts which have
abundant examples of case-law and precedents
from the UK, the USA, Canada and other
European countries to review and follow.

There can be no simple solution to the
management of patients with ESRD in our
country. What .is needed is the upliftment of
our society, the eradication of poverty, the
education of our people, reduction of govern-
mental sloth and the coming together of the
medical profession to galvanize public opinion.
This may take decades but till then we can start
by accepting the internationally recognized
concept of brainstem death, establish a national
cadaveric organ transplantation programme
and suppress the iniquitous trade in human
organs.

2 September 1993 C.J. Vas
Holy Family Hospital

Bombay
Maharashtra

REFERENCE

Reddy KC. Should paid organ donation be banned
in India? To buy or let die! Natl Med J India 1993;
6:137-9.

Continuing Medical Education for
General Practitioners

Sir-Practising in rural areas where the facilities
are limited is very different from practising in
hospitals in big cities. The kind of education
given to our medical students especially in 'non-
standard' medical institutions and the absence
of legal checks has made a medical consultation
highly unsafe for patients in villages.

Take the example of antibiotics. In rural
areas and in government hospitals doctors still
prescribe the basic antibiotics mainly because
of a lack of funds. In private clinics and dis-
pensaries attached to big companies, doctors
prescribe the most expensive antibiotic and
cause great harm to the patient and to society.
Minor skin ailments and upper respiratory tract
infections are treated with second or third
generation cephalosporins and other potent
antibiotics which should be reserved for more
serious conditions. There is no check on these
doctors' prescriptions. The patients do not
understand the harm being caused to them. On
the contrary, they feel satisfied at getting the
latest and most expensive drug. It is time that
continuing medical education programmes
should be made compulsory for all family physi-
cians. It is also necessary that some form of
random check of what is being prescribed is
carried out. The result is a great misuse of
drugs. It should be the duty of large medical
organizations to update their members and
there should be a provision to assess the capa-
bility of a doctor so that he or she can provide
treatment in a prudent manner.

S August 1993 Kumud Chaddali
Centre for Advanced Technology

Indore
Madhya Pradesh


