
152 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 22, NO. 3, 2009

happened to him after that is unknown. The airline was very
grateful and I was delighted to be given an upgrade for my next
international flight.

I have, since this experience, spoken to many colleagues who
have had to deal with emergencies on long-haul flights and have
heard many stories, some amusing and some frankly hair-
raising. It occurs to me that one is only required to do one’s best.
But it also occurs to me that anyone could do anything to another
person if they claimed to be a doctor and took charge of a
medical emergency on board an aircraft. One is not required to
show evidence of a medical qualification under these
circumstances. Or to provide evidence that one’s professional
judgement is not impaired by alcohol, sleeping pills or anything
else. It is also interesting to think about the degree of responsibility
that one takes on, and how this is viewed by the airline. One
doctor decided to send an airline an account for services rendered,
after he had dealt with an emergency. The airline refused to pay,
so the doctor took them to court. He lost: the airline was not
required to pay.

I am also conscious of the risks that all passengers face when
they travel long distances at high altitude. Not only is there the

well-known risk of deep vein thrombosis and pulmonary embolism,
but there are the less severe but annoying risks of superficial vein
thrombosis in varicose veins, abdominal distension, sleep
disturbance, hypoxia (especially for those with sleep apnoea),
hypotension from sitting up, oedema of the legs and nosebleeds
from drying of the nasal mucosa. I have always been sceptical
about the assertion that flying causes dehydration (other than of
mucosal surfaces). Urine volume does not seem to diminish and
ankle volume does the opposite.

And then there is the fear of flying, which I am fortunate not
to suffer from. A friend of mine who is an international aid worker
experiences terror with every one of her many international
flights. Her method of dealing with it is to sit by herself and not
converse, curl up in a foetal position, and drink vodka.

Flying enables doctors to travel to conferences, participate in
international projects and meet colleagues from all parts of the
world. It is, however, a mixed blessing and at times, I feel
nostalgia for the good old days of sea travel.

GARRY WARNE
12 June 2009

Letter from Chennai

(p<0.00000001), rising steadily from 17.8% among illiterates to
75.9% among graduates. This was probably due to a greater
awareness about kidney disease and the possibility of
transplantation, for only 33.7% of those who were unaware were
willing to donate organs against 70.6% of those who were already
aware that this could be done (OR 4.74, p<0.0000001). Further,
72.2% of those who had a patient with kidney disease in their own
family were willing to donate against 52.2% of those who had
none (OR 2.25, p<0.02). This convinced us that it would be
possible to obtain cadaver donors from the better informed
members of the community, and therefore we would have more
donors from private hospitals than from government hospitals.

The proof of that argument has come now, from the statistics
of the government’s Transplant Co-ordinator. Of the 60 organs
transplanted, 16 went to the Apollo Hospital and 16 went to the
government hospitals—Stanley and Government General Hospital.
However, only one donor came from Stanley and none from the
General Hospital, confirming what we had found on the survey
years earlier. The new rules that govern the distribution of
deceased donor organs favour government hospitals. I spelt them
out in detail in my last letter, and will not repeat them, except to
remind you that government hospitals get priority for organs
harvested in private hospitals that do not have transplant
programmes themselves. There has been some grumbling from
private hospitals about this, but I am not discontented. If awareness
is the key to donation of organs, there is no better way of spreading
awareness among those who use government hospitals than to
have transplants done on patients there. The knowledge will
certainly spread, and in the long term we will see more donors
from their ranks.

TAMIL NADU SHOWS THE WAY
In my last letter, I wrote about the spurt in deceased donor organ
donations in Tamil Nadu stimulated by donation of the organs of
the son of a noble doctor couple. The trend I spoke hopefully about
has indeed been maintained. A month ago, the Transplant Co-
ordinator of the Government of Tamil Nadu released the statistics
for the preceding 5 months. Sixty organs have been transplanted
from 22 donors. The debt we owe the aforesaid couple cannot be
overstated. Not only did they set the example, they have followed
up by speaking to a number of different organizations to add their
persuasion to their action.

Apollo Hospital continues to lead in this regard. Of the 22
deceased donors, 11 originated from this one hospital. In the days
gone by, when the debate was raging over the ethics of unrelated
live donor organ donation, one of the points made by the proponents
of that system was that deceased donor organ donation would
never succeed. Whatever donations did come, they argued, would
come from the poor in government hospitals and would go to the
rich in private hospitals. I disputed this strongly, and averred that
the flow of organs would go the other way. The debate was
inconclusive, and ultimately became redundant when unrelated
donations allowed hundreds of such transplants to be done.1–4

I was sure of the accuracy of my prediction. Three decades ago, the
National Kidney Foundation of India commissioned the Tata
Institute of Social Sciences to survey public opinion about cadaver
renal donation in the city of Bombay (now Mumbai);5 54.7% of
the people surveyed expressed willingness to donate their organs
after death and 41.2% were not willing. The rest could not make
up their mind. There was a highly significant increase in the
willingness to donate organs with a higher level of education
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We were always able to maintain renal transplantation with
live donors, but only deceased donors can sustain the liver and
heart transplant programmes. While live donors can give a part of
their liver, the risks of this procedure are far greater than the
donation of a kidney, and it is better to use deceased donors. To
my knowledge, there have been 2 donor deaths among the hand-
ful of live partial liver donors in India. With the availability of
deceased donor organs, 14 liver transplants and 6 cardiac transplants
were done in Chennai in the past 5 months. The transplant co-
ordinator also made known that 26 corneas and 14 heart valves
were harvested. Why, I wonder, were the other 18 corneas not
used?

The government is now moving with commendable vigour to
promote deceased donor organ donation. A meeting was called of
representatives from all the transplanting hospitals (50 have been
registered so far) to discuss how the implementation of the Act
could be made more effective. Mr P. W. C. Davidar, one of the
secretaries involved in the programme, made an important point
that the certification of brain death should be promoted even when
organ donation is not involved. I cannot stress this enough.
Several brain dead people continue to occupy beds in critical care
units, adding to the expenses of the families and creating a
shortage of space for people who could be saved.

These matters are all important, and will play a major part in
the days to come. It seems odd that the newspapers picked on
what I think was the least important of the decisions for their
headlines. The Hindu announced in bold type across the page:
‘Annual fee to be charged from hospitals that receive cadaveric
organs.’

I have only one regret. If only the predecessors of the present
team of medical administrators had shown the same zeal when
the Act was introduced 14 years ago, we would have progressed
so much further down the road. But better late than never. And
to all the other states of India, if Tamil Nadu can do it, surely you
can too.

IGNORANCE OF THE LAW
After some pressure from the Indian Medical Association (IMA)
and the Government Doctors’ Association, the Government of
Tamil Nadu passed the Tamil Nadu Medicare Service Persons
and Medicare Service Institutions (Prevention of Violence and
Damage or Loss to Property) Act, 2008, which was deemed to
have come into force on the 18th day of July 2008. That did not
deter a group of hooligans from violence against medical personnel,
in 3 separate incidents. When the victims made a representation
to the Collector and the Superintendent of Police, they declined
to act because they were unaware of the law. The local branch
of the IMA had to give them a copy of the Act. Once they came

to know about the Act, the officers took action and arrested
the miscreants.

The Tamil Nadu IMA State President, in the IMA’s monthly
newsletter, has advised all branches of the IMA to have a copy of
the Act, as well as the Government Order against arrest of doctors
and the Supreme Court judgment that complaints against doctors
in consumer courts should be directed through a committee of
experts formed for this purpose. I would go a step further, and
suggest that every hospital and nursing home should prominently
display in its lobby the Prevention of Violence Act with the
penalties for its infringement. Deterrence is better than punishment
of offenders after the damage is done.

PARTY GAMES FOR UNIVERSITIES
Readers of my letters will be aware that government colleges in
Tamil Nadu play a game of musical chairs with inspectors from
the Medical Council of India (MCI), with a limited number of
professors moving from one college to another ahead of the
inspection team. The MCI caught on to this game, and responded
by suspending the licences of a number of these peripatetic
professors.

Engineering colleges affiliated to the Anna University (Tamil
Nadu’s engineering university) have apparently decided that this
is an excellent idea. A college with a vacancy among its teaching
staff takes a loan of a professor from another college to tide over
the inspection. The Vice Chancellor apparently was not in party
mood. He announced that the university would create a database
of all professors with the colleges at which they worked, so that
inspection teams could decide on the authenticity of the staff–
student ratio at the colleges they visited. The Hindu of 22 April
2009 reported that it elicited some information about the
engineering colleges under the Right to Information Act, 2005.
The university requires that the college should have a qualified
principal, a 1:15 faculty:student ratio, and at least 2 professors or
assistant professors, and 2 lecturers for every 60 students. A large
number of colleges had adequate equipment, laboratory and
library facilities, but failed to maintain the faculty requirement.
The university plans to publicise the failings of all these colleges
on its website, so that prospective applicants could be forewarned.
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