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Medicine and Society

International Medical Commission, Bhopal: A model for the future

R. BERTELL, G. TOGNONI

INTRODUCTION
The International Medical Commission, Bhopal (IMCB) con-
sisted of 15professionals from 12countries. They were supported
by 9 others who formed the Indian National Advisory Committee
and by medical colleagues in the Medico Friends Circle.

Between 5 and 25 January 1994, the IMCB invested its
attention and expertise on assisting the people of Bhopal and the
governments of Madhya Pradesh and India in the long term health
effects and societal response to the health-related needs of victims
of the Union Carbide gas release of 2-3 December, 1984.

This paper deals with the origi n of the commission, its philoso-
phy and goals, and the need for such a commission at the
international level. In particular, the Bhopal disaster is seen to be
a violation of the fundamental right of people to life and health.
Unfortunately, it is not unique in industrial and technological
history. An International Medical Commission is, we believe, a
way to respond directly to the victimized communities and a
vehicle for representing them at an international level. This article
calls for an International Bill of Rights pertaining to Human
Health and Safety which would codify international laws to
prevent, as far as possible, the risk of such disasters in the future.

BACKGROUND
The International Medical Commission came at the request of
Carbide gas victim organizations: Gas Peeditb Stationary
Karamchari Sangh, Samiti, Zahreeli Gas Kand Sangharsh
Morcha, BhopaL Gase Peedith Mahila Udyog Sangathana,
Nirashrvit Pension Bhogi Karamchari Sangh and the Bhopal
Group for Information and Action, and as a response to the
recommendation of the Permanent Peoples Tribunal (PPT) held in
Bhopal in October 1992.

Financial support for the IMCB has come from small private
donations and voluntary organizations. All commissioners, who
are serving in an honarary capacity, were selected by the co-
chairpersons of the IMCB, Drs R. Bertell and G. Tognoni, on the
basis of their medical expertise and experience.

The commissioners notified the Government of India, the
Minister of Chemicals and Fertilizers, the Minister of the State of
Madhya Pradesh and the Indian Council of Medical Research
(lCMR) in November 1993 of their intention to set up a temporary
centre in Bhopal.

Before undertaking any work in India the Commission met the
Minister of Chemicals and Fertilizers, the Minister for Gas Relief

International Institute of Concern for Public Health, 710-264 Queens
Quay West, Toronto, Ontario MSJ IBS, Canada

R.BERTELL
Instituto di Richerche Farmacologiche, Mario Negri, 20157 Milano, Italy
G. TOGNONI
Correspondence to R. BERTELL

© The National Medical Journal of India 1996

and other officials who promised their cooperation. During our
stay in Bhopal, we also met the Chief Minister of Madhya Pradesh
and many experts on the disaster including Drs K. G. B. S. Gaur,
N. P. Mishra, M. P. Dwivedi, Satpathy, S. C. Jain, Ravi Shankar,
other government and private doctors, biochemists, botanists,
veterinarians, and medical specialists.

PHll..OSOPHY OF THE IMCB
The purpose of the IMCB was to contribute in any way possible
to the relief of the victims of the Bhopal accident and to suggest
ways in which such catastrophic accidents could be prevented in
the future or their effects mitigated. We envisioned these to
include the following.

Assistance to the victims
This may be through recommendations of diagnostic methodol-
ogy or treatment, clinical organization or hospital care. 1.2 It may
also involve identification of biological or biochemical markers
which attest to the patient's exposure to Carbide's gases even
when the patient has no documentation. Direct assistance to the
victims includes suggestions for equitable distribution of com-
pensation money and the need and form of sheltered work
required for long term rehabilitation.'

Prevention or mitigation offuture accidents
This would include an overview of the actual health consequences
of the accident or suspected consequences which were never
documented such as:4-6(i) independent evaluation of the findings
ofIndian researchers, especially when these were labelled contro-
versial, (ii) recommendations for further research and identifica-
tion of the relationship or lack of relationship between medical
epidemiological criteria and the use of data for judicial purposes
of attribution and compensation.>" (iii) suggestions for legisla-
tion to prevent such accidents in the future, (iv) ways of providing
for a timely international response including sharing of medical
expertise and international mediation to achieve equitable identi-
fication and compensation of victims,'? (v) critique of the prob-
lems and methods of attribution and compensation being used in
Bhopal in the light of occupational health practice in Europe,
North America or elsewhere. There may also be suggestions for
emergency preparation by Union Carbide and their response to
the release of the gases which would help in case of a future
problem. .

GOALS OF THE IMCB MISSION
The 14 commissioners accepted the general purpose and philoso-
phy of the Mission, and articulated the specific goals for Bhopal
during the organizational meeting in Delhi. Each commissioner
strove to accomplish these goals through teamwork.

With the assistance of the International Medical Team the
following outcomes were sought:
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1. Betterment of the lives of the victims including rational
diagnostic methodologies, classification of injury severity
and therapeutics. II

2. Clarification of the place and the form of international medical
assistance and documentation needed after a catastrophic
accident."

3. Recommendation ofthe legislation needed to protect the right
of humans to health and life in the face of technological and
industrial pollution; 13 and encouraging governments to include
prevention and accident potential in planning.

4. Mobilization of international assistance for planning adequate
and relevant research on the human health impact of major
accidents; such research needs to be open to scientific scrutiny
and globally distributed.

5. Establishment of a precedent for international protection for
medical research and researchers, especially against
interference from vested interests of corporations or
govemments.v':"

6. Legitimization of the voices of survivor organizations and
their full participation in relevant decisions, including those
relating to the health care system."

7. Recommending the type of data to be kept after a catastrophic
accident and its accessibility to health professionals and the
victims. 17

8. Promoting ethical and scientific standards for the collection
and preservation of information and reporting back to victims. 18

9. Recommendation for the proper role of the medical community
in the aftermath of a catastrophic accident especially when
permanent disability results. 10

10. Coordination of available medical, clinical, research and
judicial information to assist victims in establishing claims.

11. Publicly decrying double standards which allow dangerous
and unsafe industries to be located in developing countries
and catastrophic accidents to happen to poor people.

12. Alerting the Government of India to the need for full
environmental and public health impact studies prior to
allowing any potentially hazardous industry to set up in India
in the future.

INVESTIGATIVE METHODOLOGY
The commissioners divided their work in Bhopal as follows:

Epidemiological group: Drs S. D. Acquilla, R. Dhara,
I. Gillis, C. Sathyamala
A questionnaire was administered to 400-500 persons: those
identified by the government as Carbide gas victims, slum dwell-
ers near the Union Carbide factory, persons living 3-5 km from
the factory, persons living 5-8 km from the factory and slum
dwellers not exposed to the gas. Within each group a stratified
random sample in age groups 18-35,36-45 and 46-60 years were
selected for questioning. Every fifth interviewee was asked to
undergo clinical evaluation.

Clinical group: Drs L. Titov, B. Heinzow, P. Cullinan,
T. Calendar
Clinical testing of the respiratory and nervous system, immune
status and ophthalmological status was undertaken on 140 per-
sons sent for evaluation by the epidemiological group. Clinical
staff did not know from which group the patients had come. The
Bhopal eye hospital conducted all the ophthalmological st?die~.
Each patient clinically evaluated received a health book Withhis
or her clinical findings.
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Qualitativefamily life study: Dr I. Eckerman
One of the commissioners met with families to evaluate the
impact of the disaster on women and children, reproductive
health, standard of living, household economics and community
life.

Medical care: Drs M. Verweij and S. C. Mohapatra
Several commissioners met with local hospital administrators, the
Red Cross, private doctors, the eye hospital, the tuberculosis
hospital, and the Gandhi Medical School Dean and Faculty. A
selection of medical records were examined and medical special-
ists contacted. The availability and quality of medical care was
also discussed with victims.

Claims: Drs 1. laskowski and W. Zhengang
Two commissioners examined the laws and regulations relating
to claims, the claims court and local procedures for identifying the
gas victims.

Drug therapies: Drs R. Bhatia and G. Tognoni
Medical records of prescriptions were examined and government
therapy recommendations were studied.

Accident analysis: Dr 1. Havens
One commissioner, a chemical engineer, examined the physical
evidence in an attempt to identify the chemical reactions which
had taken place, the gases and toxic substances released in the air
at various times during the accident, and the direction and dis-
tance the plume travelled.

Review of studies and published literature on Bhopal
A team of Indian doctors reviewed the literature. A resource
centre was established for the commissioners with key docu-
ments, scientific reports, annual reports of the ICMR, books and
medico-legal documents. Every commissioner was provided with
a list of available papers and reports.

Several Indian doctors assisted with medical procedures,
patient interviews and group discussions. Their assistance with
cultural and Indian specific medical questions was invaluable.

FINDINGS
The commissioners will be reporting on their section of the IMCB
investigation and only the more general findings from a health
perspective are presented here.

The IMCB did not have in its terms of reference an evaluation
of the factual or legal aspects of the Bhopal case. In this matter, the
IMCB fully adopts the conclusions and recommendations of the
PPT, specifically those referring to the multinationals' policy of
double standards with respect to safety measures. The medical
and humanitarian characteristics of the IMCB, however, impel a
recognition of those elements which have played a decisive role
in the determination of health conditions.

The IMCB publicly and clearly condemns Union Carbide and
reiterates its full liability not only for the responsibility of the
deadly gas leak but also for the confounding role of its behaviour
with respect to the timely and effective application of the appro-
priate medical measures since the time of the accident.

We underline specifically:

The lack of transparency about the qualitative and quantitative
composition of the leaking gases. This contributed substantially
to the absence of a rational strategy of care in the acute phase and
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to the perpetuation of conflict and suspicion among professionals
and the population. The difficulties of care planning and delivery
were aggravated and the confidence of the population was further
disrupted.

The lack of emergency preparation which would have made
local health professionals aware of the potential toxic substances
and their antidotes, and the public aware of how to respond to such
an accident. Many people ran away from the plant but within the
moving toxic plume thereby increasing their exposure to the
leaking gas.

The policy adopted to determine compensation contributes
even now to the aggravation of the health status of the affected
population through the impact on the already very poor economic
and psychosocial conditions.

The secrecy surrounding the research studies on human health
undertaken by the ICMR. While this may have helped the govern-
ment in litigation it made the rational medical treatment of the
victims and the establishment of their claims for compensation
almost impossible. The suffering victims provided the data for the
research; they and the international medical community have a
valid right to the medical findings.

Findings specific to the various medical teams of the IMCB
will be given in their reports. However, many IMCB recommen-
dations arose from the common findings and the deliberations of
the whole commission. These recommendations agreed to by the
14 commissioners are given here.

RECOMMENDATIONS
1. A substantial reorganization of the health care delivery system

is required to recognize that the current needs of the affected
population are different from those in the initial phase of the
tragedy: (i) priority should be given to the implementation of
a network of community-based clinics which would more
equitably and efficiently provide routine care for the population
and avoid unnecessary pressure at the hospital level. This
would favour a policy of information and health education;
(ii) hospital-based resources should be reoriented, mainly on
an outpatient basis, to monitor those affected with chronic
conditions. A controlled evaluation of carefully planned
intervention including rehabilitation and pharmacological
strategies is needed.

2. The disease categories recognized as related to the gas release
should be broadened to specifically include neurotoxic injury
and post-traumatic stress disorders. Alterations in the immune
system should be formally considered in selected groups of
patients. Because of the possibly elusive characteristics of
these clinical conditions (which impose a heavy burden of
suffering and impairment), a decisive effort should be made to
clearly identify and characterize those who are affected in
order to assure them appropriate follow up care and adequate
compensation.

3. Urgent priority should be given to a critical review and full
utilization of the data which have been collected through the
many studies of the ICMR. Existing information should be
communicated to the population and submitted for publication
by the international scientific community. The IMCB is
specifically worried by the absence of long term outcome
studies on the paediatric and women populations who were so
severely affected by the gas release. A full report identifying
the achievements and information failures is due.

4. The gas victims have the right to timely access to their medical
records. Further, the often repeated commitment to a 'health

book' given to each individual should be implemented. This
would facilitate the recording of medical histories and the
continuity of care for those with chronic conditions.

5. Victims organizations and non-governmental organizations
(NOOs) who have been closely involved in the elucidation and
monitoring of the health of the people be adequately represented
in national and state commissions. These must be established
to implement new health care plans including the socio-
economic dimensions of health without delay.

6. In particular, the IMCB believes it is a mistake at this time to
increase the number of hospital beds in Bhopal. The victim
community has need for neighbourhood clinics, non-drug
respiratory therapy and sheltered workshops, not for hospital
beds.

We are fully aware that the more direct medical consequences
of the Bhopal disaster cannot be considered in isolation from
many other factors which contribute to the shaping of the health
and life ofthe gas victims. We, therefore, further recommend that:

7. The criteria for distribution of compensation be interpreted so
as to include as far as possible not only the medical but also the
social damage inflicted on all the victims; the distribution of
compensation be implemented equitably and swiftly so as to
be fully accountable to the population and to minimize the
already heavy socio-economic and psychological implications
of the unacceptably long delays, uncertainties, and conflicts.

8. Strategies be sought and implemented to allocate resources for
economic and social rehabilitation not only of affected persons
but also of the communities where they live, often in intolerable
conditions.

9. A thorough examination of all toxic waste buried by Union
Carbide on its site be made to assess its present and future
impact on surface and ground water and consequences on
public health.

IMPLICATIONS OF BHOPAL AS A MODEL
The negative characteristics of a post-disaster 'model case' ap-
plies to Bhopal not only with respect to the extent of the disaster
and to the degree of disregard for induced human suffering, but
also with respect to the delay of normalization of life for the
victims and the lack of application of appropriate methodology of
epidemiological investigation.

The tragedy occurred at a time when it had become increas-
ingly clear that:

1. Epidemiology should not be principally a discipline which
concentrates on diseases, but on populations.

2. It should not be exclusively preoccupied with the production
of clean, objective data, but should include the consideration
of the contexts where events occur and of the 'soft' variables
which could be the co-determinants and/or explanations of the
'hard' facts. The term 'community epidemiology' could be
seen as a synthetic expression of these trends.

In the context of the Bhopal case it is useful to propose some
suggestions and reflections on the implications of this type of
epidemiology.P-" It will be easier to appreciate the degree of
[non-]correspondence between what should/could have been
done, and what happened not only in Bhopal, but also in the
'technical community' (national and international, medical doc-
tors and others) which played such an important role (both with its
absences and presences) in the analysis, monitoring, and settle-
ment of the effects of the gas poisoning."
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We note the following important points:

1. The main term in the definition 'community epidemiology' is
the first one. As a living reality, the community is not in the
first place an 'object' of investigation and quantitative
measurements (for example: What happened? How many
died? How many must be considered disabled?), but a subject
which takes an active role in the investigation, understanding,
and interpretation of the facts, and enters into all proposals and
decisions regarding prevention, relief, or attribution of
responsibility.

2. Epidemiology is not a discipline which comes from outside
and which obeys primarily a priori and rigidly defined rules;
it is a technical resource which is made available but also
accountable to the specific community where the problem
which is the object of investigation has occurred or could
possibly occur in the future.

3. Findings (potential or factual hazards) must be 'given back' to
the index community: the purpose of this phase of
epidemiological investigation is not simply to comply materially
with the legal requirement of not hiding the information which
is available. As a collective subject, the community bas the
right of a qualified and fully transparent communication which
allows an increase of the degree of consciousness, autonomy
and self-determination. A purely material passage of
information on exposure to hazards would otherwise impose
on the community the additional and important hazard of an
hardly controllable stress. To achieve this quality of communica-
tion, the strategy of investigation needs, from the very
beginning, to be highly participatory: even if no physical harm
occurs, exposure to hazards should coincide with an increase
of abroader collective awareness, and not with the reinforcement
of the perception that the fate of the community is in 'other
hands' .23.24

4. Timing is another distinct feature of community epidemiology
as an expression of community-oriented medicine. Methods
should be adapted to the acuteness of the distress and the
chronicity of the conditions. The interaction of the technical
groups with the community should be based at each point in
time on the clear indication of the degree of knowledge (or
ignorance) which is available. This accountability is essential
also for assuring data collection activities are protected from
under- or over-reporting.

5. Respect for the above basic requirements of community
epidemiology has produced in fact a series of methodological
advances, such as the techniques of:
-rapid epidemiological assessment (REA): successive and
complementary sampling procedures, allowing better
progressive approximations for direct action and more
favourable conditions of dialogue, than exhaustive rigid
protocols.P-"
-identification and intensive use of 'privileged testimonies'
of the community, with whom in-depth investigations of the
variables which are not immediately evident can be performed
to provide a qualitative and quantitative understanding of what
happens or could happen;
-systematic case--control surveillance, where homogeneous
groups representing areas at different degrees of hazardous
exposure can be compared and provide useful information on
the degree of avoidability of different hazards, and of their
interaction with setting dependent (cultural, social, economic
or historical) variables."
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6. If practised along the lines proposed above, epidemiological
investigation of hazards does not aim principally at quantifying
risks per se, but at exploring and documenting the rights ofthe
community which are threatened and violated. An epidemiology
of rights is the mandatory strategy for strengthening the
capacity of the community to cope with its risks, and to create
a situation of true dialogue with the experts and authorities."

It is easy to see that the approach of community epidemiology
did not have a key role in Bhopal. Such failure could be traced
back to a lack of resources, aggravated by the attitudes and
policies of Union Carbide. However, Bhopal has given evidence
of the substantial incapacity of the international medical and
epidemiological community to put sufficient pressure on the
authorities and on public opinion (in India and USA principally),
so that appropriate measures could be adopted.

The re-victimization of the victims of Bhopal is also the end
product of this failure to use a community-oriented epidemiology.

Far from becoming a case for increased democracy and partici-
pation, the tragic experience of Bhopal has confirmed that the
medical community (after the dedicated commitment of the first
hours and days to the care of individual patients) is not yet able to
play the role of a true advocate of the fundamental human rights
of affected communities.

THE ORIGINS AND FUTURE POTENTIAL OF THE IMCB
The ideas and the implementation of the IMCB originate directly
from the work and the recommendations of the PPT which held its
conclusive fact findings session on Industrial and Environmental
Hazards and Humans Rights in Bhopal, 19-24 October 1992. The
judges of PPT heard in that session and in the two previous ones
in Yale, USA and Bangkok, Thailand, the testimonies from
17 countries. An International Medical Commission was recom-
mended to provide an independent, in-depth assessment of what
happened to the victims of Bhopal, and of what occurred which
prohibited and delayed appropriate care delivery.

In November 1994 the PPT, in session in London, England,
pronounced its verdict with respect to the Rights of Humans to
Life and Health in the industrial-technological age. The PPT
recommended that a Charter of such rights be circulated for
comments and finalized by June 1995. It will then be submitted to
the United Nations, the World Court and the Human Rights
Tribunal. The PPT further recommended that the International
Medical Commission remain involved in future investigations,
and that proper international incorporation be undertaken to
assure its continuance.

THECHARACTEIDSTICSOFTHEIMCB
The IMCB is an initiative which expresses the will of the people
to stand up in defence of fundamental rights, providing an
independent and documented analysis of the facts but even more
of their causes and implications. The IMCB, as well as the PPT,
is not sponsored by states, nor by state agencies. It is supported by
many NGOs and committed individuals from different parts of the
world who feel that in the present situation the rights of peoples
are often not adequately represented by the provisions of interna-
tional law and national legislation. Similar to the PPT, the
strength ofthe IMCB is therefore principally based on the solidar-
ity among peoples, as well as in the independence and scientific
reliability of the procedures and in the transparency of the com-
munication of the results.

There is little doubt that the Bhopal disaster has been a
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showcase of how the criminal defence of private interests by
Union Carbide, the insufficiency of international legislation against
such corporate interests, the contradictory forces and the vested
interests of many Indian institutions have led to a situation where
independence of judgement, scientific integrity, transparency of
communication have not been the rule.

It is the hope of the IMCB that the methodology which is
experimented with here could contribute to make the Bhopal
tragedy also the point of departure for an intemational shared
responsibility on health implications of industrial and environ-
mental hazards.

In the documents and policies of the World Bank and of the
International Monetary Fund, health is increasingly used as an
indicator and a variable which must depend totally on financial
and monetary constraints. The IMCB asserts a simple old truth:
the health of peoples is an inviolable fundamental right. In front
of new needs its defence should look for new, positive effective
forms of solidarity among those who are deprived of health and
among those who have technical and political responsibilities in
health planning and delivery.

According to its current membership and constitution in
response to the Bhopal need, the IMCB cannot assume the
responsibilities of a permanent body. Nor is its objective to
intrude into the policy and technical decisions which are the sole
responsibility of the various actors who are in Bhopal and India.

However, we commit ourselves to:

I. Provide a full report of the findings and recommendations to
the Government ofIndia, the Government of Madhya Pradesh,
victims' organizations, and all other interested parties including
the PPT.

2. Stand ready to assist the Government of India and medical
colleagues to implement the recommendations of the
commission.

3. Enlist the IMCB National Advisory Committee to follow up
the initiatives of the commission, keeping it informed of both
progress and problems.

4. Recommend research studies to be undertaken in India on the
long term effects of the gas exposure and clinical trials to
improve the quality of life of the victims.

5. Assure the wide circulation of our experience and findings in
Bhopal in the professional literature. The commission hopes
the Bhopal case will become an important tool for promoting
the medical awareness of industrial and environmental hazards
and to recognize the challenges they represent to the role of
health care workers.

PROPOSED INTERNATIONAL ACTIVITY OF THE IMCB
The commission recognizes that Bhopal is a tragic model of an
industrially-induced epidemic. It has expressed willingness, based
on its experience, to organize international teams when requested,
to provide technical assistance and on-site evaluation of other
such industrial/environmental disasters for the benefit of the
affected communities. This does not mean that the commission
wishes to undertake emergency relief functions at the time of a
disaster since there are excellent organizations such as Medicins
sans frontiers, the Red Cross/Red Crescent, and the UN Peace
Keeping Force, now addressing this problem.

Rather, the IMC envisions a role on three levels: (i) response
to victimized communities who appeal on the basis of chronic,
long term or permanent disability due to a disaster, compounded
by socio-economic stress and compensation litigation; (ii) repre-

sentation at the international level to point out legislative needs
required to implement what has been collectively called the
International Bill of Rights as this pertains to human health and
safety, (iii) working to define an appropriate community epidemi-
ology which would serve the needs of a victim community rather
than use the victim community to serve the needs of science.P:"

The International Bill of Rights includes: The Universal Dec-
laration of Human Rights, proclaimed on 10December 1948; The
International Covenant on Economic, Social and Cultural Rights
which came into force in 1976, and the International Covenant on
Civil and Political Rights, and its Optional Protocol, which also
came into force in 1976.

The key articles which the IMC hopes to implement are:

'Every human being has the inherent right to life. This right
shall be protected by law. No one shall be arbitrarily deprived of
life.' (Article 6, International Covenant on Economic, Social and
Cultural Rights.)

'The States Parties to the present Covenant recognize the right
of everyone to the enjoyment of the highest attainable standard of
physical and mental health.

The steps to be- taken by the States Parties to the present
Covenant to achieve the full realization of this right shall include
those necessary for:
I. The provision for the reduction of stillbirth rate and of infant

mortality and for healthy development of the child;
2. The improvement of all aspects of environmental and industrial

hygiene;
3. The prevention, treatment and control of epidemic, endemic,

occupational and other diseases;
4. The creation of conditions which would assure to all people

medical service and medical attention in the event of sickness.
(Article 12. International Covenant on Civil and Political
Rights).'

Protection of these rights requires an international body free of
industry or government pressures, competent to advise on health
and safety standards or practices before a new technological or
industrial undertaking, and able to mediate just and equitable
resolution and compensation of damage in the case of unantici-
pated disasters. The IMC is willing to undertake the organization
of such a body.

We are seeking encouragement from the international commu-
nity, new recruits among health professionals and financial back-
ing for more permanent IMC organization and operation. There
are no lack of problems and needs which the IMC must address.
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D. D. Prabhu
(3 March 1902-2 June 1995)

Dr D. D. Prabhu, popularly called
Duttprabhu, passed his matricu-
lation examination from the
Gibb's High School. Kumta,
North Kanara in the erstwhile
Bombay Presidency; Inter Science
from the Karnataka College.
Dharwar and qualified LCPS
from the TopiwalaNational Medi-
cal College. Bombay in 1928.

After trying to practice in dif-
ferent rural areas. he settled in
Ankola, where he was a general
practitioner up to 1971 when he
had to retire for health reasons.

Dattatraya P. Prabhu was born on 3 March 1902 in Shiroor
(Chandumath village) near Ankola in the north Kanara District of
Karnataka. He had an elder sister and two older and two younger
brothers. He completed his early education away from home and
decided to study medicine much against the wishes of his parents.

He went to Bombay-the Topi wala National Medical College
had just begun-to enter the licentiate course in medicine. He was
probably in the second batch, one year junior to the famous
surgeon, the late Dr A. V. Baliga.

After obtaining the Licentiate of the College of Physicians and
Surgeons (LCPS) of Bombay in 1928, he returned to his native
village and tried to set up practice in north Kanara in places such

as Halyal and Honnavar. However, he had to move to Ankola to
settle in practice.

He had a great interest in ayurveda, dentistry, obstetrics and
ophthalmology and possessed many dental instruments that he
used for extracting teeth as well as outlet and axis traction forceps
to assist in the delivery of babies. His knowledge of obstetrics
became useful to my wife and myself when we started practice in
Shimoga and were faced with a breach delivery. He would guide
us from outside the delivery room through the manoeuvre of
delivering a breach presentation according to classical textbook
methods. He believed that there were many ayurvedic remedies
for chronic ailments like degenerative bone and joint diseases and
would prescribe the medicines of that science. He said that
ayurveda had more to offer for chronic illnesses and allopathy was
better only for acute ailments.

He was a general practitioner in the true sense of the term. He
had to go far away from home to see and treat his patients. A
bicycle was his only means of transport, though later he bought a
BMW motorcycle. When he visited a remote village. he had often
to stay overnight in the patient's huts or in some nearby place of
shelter. He was reputed to be a very shrewd diagnostician and he
rarely demanded a fee.

He was fond of hunting and had bagged many a big game like
tigers and panthers with his twelve-bore double barrelled gun. He
also loved to play on his metal flute and on the 'dilruba'. He
slowed down his medical practice after suffering a myocardial
infarction in 1963, and stopped it in 1971. He died on 2 June 1995
at the age of93 and is survived by three sons and a daughter. Two
of his sons, of whom I am one, followed him into the medical
profession.

R.D. PRABHU
Shree Dutta Hospital

Tilaknagar
Shimo g a

Karnataka


