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Letter from Mumbai

STAFF NURSE ARUNA SHANBAUG
The petition brought before the Supreme Court of India by Ms
Pinky Virani, the proceedings of the Court and its decision are
now public knowledge. Countless commentaries on various aspects
of the case have been written and televised.

I beg your leave to highlight some relevant points that need
reiteration.

The Court’s judgment
Since the judges have to function within the law as it has been laid
down, they had no option but to dismiss Ms Virani’s proposal for
cessation of feeding of Nurse Shanbaug with the express intention
of causing her death. While doing so, they went a step further than
was required by law in the interest of humane conduct. They
disagreed with the Attorney General of India that ‘passive
euthanasia’ should never be permitted. The judges used the
precedent of Vishaka’s case1 and opined: ‘…we are laying down
the law in this connection which will continue to be the law until
Parliament makes a law on the subject’.1 The judges have laid
down precise steps to be taken when the parents, spouse, other
close relatives or ‘next friend’ request the discontinuation of life
support. This bold and much-needed step of the Court deserves
acclaim.

Unlike the judges of the Supreme Court, those forming the
Government of India are not moved by the plight of those in
distress and do not deem it necessary to act on their behalf. Those
emphasizing the right to life and those fighting on behalf of
patients who want inevitable death expedited have been
campaigning over years for changes in the law. No action has
followed, despite the appointment of a Law Commission and the
submission of its report.2

Another glaring deficiency in existing law (The Transplantation
of Human Organs Act, 1994) that has been referred to in this and
other journals remains unaddressed. What about the patient who
is ‘brain dead’ but is not a candidate for donating organs? Silence
on the part of the law on this issue has led to countless dead bodies
being ventilated and ‘treated’ on already scarce intensive care
beds for days till the electrocardiogram shows a flat trace. The
definition of brain death provided in the Act of 1994 has given rise
to fear in the minds of doctors and heads of institutions, and
consequently has led to this irrational and expensive practice,
which deprives patients whose lives could be saved if they could
gain access to a bed in the intensive care unit. All that is needed
is a simple modification whereby the definition of brain death is
supplemented by a clear statement that once the diagnosis is made
and the organs are not to be used for transplantation, all ‘treatment’
must cease and the body must be handed over to the relatives.

There are other issues that readers may wish to raise for
discussion in this journal. The question remains: How is the
government to be propelled into action on such issues, which
neither bring in votes, nor lucre?

PATENTS IN INDIA
In the 1990s, Dr Nilima Kshirsagar and I worked on a project
based on a pioneering contribution made by Dr B. K. Bacchawat.
He had developed an indigenous technique for the preparation of
liposomes in which drugs could be embedded for delivery to

patients. He was on the lookout for someone who could use the
fruits of his labour in clinical practice. Dr Kshirsagar, then
Professor of Pharmacology at K.E.M. Hospital, Mumbai, and I
volunteered to take up this task and, principally through the
efforts of Dr Kshirsagar and her team, successfully incorporated
amphotericin into liposomes.

Animal experiments and clinical trials confirmed the safety
and efficacy of our preparation. We were granted a patent for our
technique. We looked forward to seeing this drug put to use,
especially for the poorer patients in India. Our trials in patients
with kala azar had shown encouraging results and we were aware
of the poverty of patients in Bihar suffering from this disease.

The Department of Biotechnology, our funding agency,
authorized Lifecare Innovations Pvt. Ltd., Gurgaon to manufacture
this drug commercially. The company was supported by a grant
from the Ministry of Science and Technology under the Programme
Aimed at Technological Self-Reliance. I understand that this
product has stood the test of time and remains in use.

Not all proven innovations are as fortunate. The Vector Control
Research Centre, Puducherry, a cell of the Indian Council of
Medical Research, isolated an indigenous strain of Bacillus
thuringiensis var. israelensis. The centre found the strain ‘highly
lethal to a variety of mosquitoes that transmit filariasis, malaria,
dengue and other vector-borne diseases. The Pasteur Institute,
Paris rated this strain ‘as the most toxic (to mosquitoes)’.3 Further
tests showed the bacillus to be fit for mosquito control. This was
confirmed by other national and international agencies.

You might imagine that this bacillus was instantly adopted and
pressed into service. You are wrong. The National Vector Borne
Diseases Control Programme, for reasons best known to it, has
approved a product imported from Russia and rejected the claims
of the Puducherry experts. Dr P. K. Rajagopalan alleges that the
indigenous product was blocked from being marketed to protect
the interests of one firm in New Delhi.3 As Dr Rajagopalan
ruefully commented, ‘It is thus one government organization with
the responsibility of public health sabotaging the efforts of
another government research organization committed to taking
indigenous research to the health of the nation.’

REQUIREMENTS OF THE MAHARASHTRA MEDICAL
COUNCIL ON CONTINUING MEDICAL EDUCATION
The Central government notified regulations in the Gazette of India
on 16 April 2002 that state: ‘A physician should participate in
professional meetings as part of continuing medical education
programmes, for at least 30 hours every five years, organized by
reputed professional academic bodies or any other authorized
organizations.’ Since the above provisions have become mandatory,
it became necessary for the Maharashtra Medical Council to issue
necessary guidelines in regard to their implementation.4

This directive is intended to enable the doctor to remain au
courant with the dynamic changes in medical science and remain
aware of the fact that there is no end to learning.

To help doctors meet this requirement—a necessity for retaining
their names on the register of the Council—several agencies and
institutions have rushed to organize meetings lasting one or two
days. They take good care to emphasize the number of ‘points’
(credit hours) those attending the meeting would earn.
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The experience of a person who has attended one of these
programmes may be of interest to readers.

Our humble physician approached the organizers, wishing to
register for such a one-day meeting. He paid the registration fee
and obtained his receipt. He then informed the organizing
committee official that since he had his outpatient clinic that
morning, he could attend only after he had completed it. ‘Of
course,’ said the official, ‘you cannot neglect your patients. Please
come to the conference venue before the meeting starts and sign
the attendance register. You can then go to the outpatient clinic.’
Pleased with this helpful response, he complied with this
suggestion. At the registration counter, he was surprised to see a
registrar signing not only his own name but also that of his chief.
Pulling the registrar aside, he asked why this was being done.
Sheepishly, the registrar replied, ‘What can I do, sir? My boss
asked me to do this as he cannot come in person.’ When asked why
the ‘boss’ could not sign when he was free and could attend, the
registrar stared at the interrogator. ‘But sir, he is not going to come
at all.’ Needless to add, the ‘boss’ got his certificate of ‘points’.

This is not all. Most such meetings terminate with a ‘vote of
thanks to the sponsor (sic)’. You will not find it difficult to guess
that this term refers to the pharmaceutical company footing the
organizational bill and providing the obligatory writing pad and
ball pen to each registrant.

An incident tickled our physician who conscientiously sat
through several hours of presentations. A prominent neurologist
at the lectern was talking about connections between neurones
and synapses and their intricacies when, all of a sudden, the
projector ceased showing his images on the screen and announced,
instead, that it was searching for a source (of images). A swarm of
‘experts’ from the organizing committee and the audience gathered
around the projector and pushed whatever buttons were visible on
the device in a variety of sequences. Similar manipulations were
carried out on the computer. Both devices were turned off and
restarted. All these manipulations were fruitless. When restarted,
the projector refused to show the slide. It was about 10 minutes
later (or so it seemed to everyone in the audience) that a humble
resident identified the cause—the cable connecting projector to
computer had been disconnected. The synapse, it appeared, had
disintegrated. Connection re-established, the slide reappeared,
the speaker droned on and many members of the audience resumed
their disturbed slumber.

THE KING’S SPEECH
When this film gained prominence in the run-up to the Academy
Awards (it won those for Best Picture, Best Director and Best
Actor), there was special interest in the medical aspects portrayed
in it.

In the film, Mr Lionel Logue, the clinician who is one of the
protagonists, practises in a part of his residence in the basement
of 146 Harley Street. The family is close-knit, the father playing

with his sons whenever time permitted. He also successfully
passes on to them his own love for the works of William
Shakespeare. He inspires them to learn through their own efforts.
When young Valentine, his second son, asks him, ‘What’s the
ilio-tibial tract, Dad?’ he gives him the simple instruction, ‘If you
don’t know, look it up.’

The character of Mr Lionel Logue, confident of his abilities,
straightforward in his dealings and irreverent of authority, even if
it be royal blood, is well brought out by Mr Geoffrey Rush. Many
have expressed the opinion that Mr Rush deserved an Academy
Award even more than Mr Colin Firth (who plays the role of the
Duke of York, later to become King George VI). Physicians
would do well to follow his lead when dealing with the rich,
famous and powerful. Early on in the film, when he is told that he
must go to the Duke of York to help him overcome his disabling
stammer, he sticks to his rule that treatment can only be carried out
in his own consulting room. ‘My game, my turf, my rules,’ is his
succinct summary of his conditions. When confronted with the
description of his methods as ‘antipodean, unorthodox and
controversial’, he replies simply, ‘I succeed.’ Yet another lesson
to be learnt from him lies in the quotation from Shakespeare with
which he greets the Princess of York: ‘Poor and content is rich and
rich enough.’ (Iago in Othello Act 3, Scene 3)

For those who have long known the National Hospital for
Nervous Diseases at Queen Square, London (now known as the
Institute of Neurology and National Hospital for Neurology and
Neurosurgery), the film had yet another fascination. Mr Lionel
Logue was the father of Mr Valentine Logue, the much-respected
professor of neurosurgery at Queen Square from 1965 to 1978.
The film shows the young man who was to be professor as very
studious, being addressed by his father as ‘Doctor’. He was born
in Perth, Western Australia, in 1913. He was the second of three
brothers and came to London with his parents in 1922. Three
neurosurgeons from Mumbai, each of whom ended up as professors
in the teaching hospitals, had the privilege of working with him in
London.

The brief glimpses provided of the family life of Logue in the
1920s will prove of interest to all those who knew and respected
Professor Valentine Logue.
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