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illustrate this better than the Government of Tamil Nadu. For the
umpteenth time, authorities announced ‘strict implementation’ of
rules governing visiting hours at government hospitals. Each patient
would be given one attendant pass, permitting the attendant to stay
with him round the clock while he is admitted in the hospital, and one
visitor pass that will permit entry during visiting hours. The Dean of
the Government General Hospital vowed that the pass system would
be implemented strictly. In the same breath he added that it would be
hard to turn away visitors from the districts and insist on their coming
only during visiting hours. How is the watchman at the gate to decide
whether a visitor is from the city or the district?

It is not that this discipline cannot be maintained. Even private
hospitals can maintain discipline, despite the fact that most of their
patients pay for their treatment, and expect more facilities and
privileges. Most private hospitals yield to pressure and allow floods
of visitors, but some, of which Sankara Nethralaya is one notable
example, enforce the rule rigidly and ensure that inpatients have a
peaceful atmosphere, and a lower risk of infection.

Sixty years ago, I entered the Madras Medical College and the
Government General Hospital for a stay of nearly 12 years as a
student, houseman, demonstrator, postgraduate and Assistant
Physician. While discipline and cleanliness was far better than it is
today, we noticed ups and downs depending on who was the dean
at that time. Dr R.G. Krishnan and Dr P.R. Balakrishnan were true
disciplinarians, and under their rule the General Hospital rivalled
hospitals abroad in cleanliness and in its adherence to rules governing
visitors. All it needs is the will to enforce a rule, and the effort to
make surprise visits to the hospital at odd times to make sure the
enforcement worked round the clock. With today’s laissez faire
attitude, I fear the dean’s boast will just be empty words.

THE OMANDURAR ESTATE MULTISPECIALTY HOSPITAL
With a touch of her wand, Cinderella’s fairy godmother transformed
a pumpkin into a carriage, six mice into stately coach horses, and a
seventh mouse into a liveried footman. Our fairy godmother has
perhaps taken longer, but the transformation she has wrought is
gargantuan. She metamorphosed a legislative assembly and office
complex into a multispecialty hospital. These transformations have
not been without their drawbacks. Cinderella’s coach and six
turned back to its natural state at the stroke of midnight. This
transformation faced obstructions in the courts, but Dr Jayalalithaa
made a clean sweep of all the cases, and the hospital has been
functioning, seeing outpatients for some months now. Apparently

the wards and theatres are now ready, and admissions should start
before long. Estimates of the cost of the buildings vary but `700
crore seems about the average guess. If that is correct, the additional
cost of `26 crore to convert it into a state-of-the-art hospital
building seems quite reasonable. I wonder when this will be
properly audited, and whether the government auditors will have
the guts to give us an impartial report.

We are told that this will be a truly green building. There are 500
toilets. 1.4 lakh litres of the daily usage of 3 lakh litres will be
recycled for use in the garden and for flushing toilets. The rather
ugly dull yellow exterior is supposed to be an eco-friendly heat
reflector that will cool the interior by around 4 °C, and make
airconditioning so much less expensive.

Equipment worth `75 crore has been bought and more is in the
pipeline. Meanwhile, staff is being recruited, and controversy has
risen again.

The state government announced that doctors for the new
multispecialty hospital would be appointed on contract, and not
from the regular government service. Salaries would be higher than
those in the Government General Hospital. The hospital director
would be paid `2.5 lakh a month, substantially more than his/her
counterparts in the Tamil Nadu Medical Service. Dr Karunanidhi of
the DMK and Dr Ramdass of the Pattali Makkal Katchi assailed the
announcement, saying this recruitment would subvert the reservation
system in the state. Dr Karunanidhi felt this would be more than the
chief secretary to the government earned, and thought that
inappropriate. He threatened to take his objection to the streets, and
said the DMK would organize a public protest.

This round too goes to the CM. She cited a Supreme Court
judgment of 2013, which held that ‘application of rule of reservation
may not be advisable in regard to various technical posts, including
posts in super-specialty in medicine, engineering and other scientific
and technical posts’. For good measure, she said her predecessor
DMK government had also appointed 540 doctors and medical staff
outside the reservation system.

For a person who so strongly upholds the reservation system, I
wonder why our former CM, and for that matter almost every
politician, when he needs medical assistance, goes to a private
hospital which appoints its staff without a thought for reservations,
instead of to the Government General Hospital where appointments
are strictly on that basis.

M.K. MANI

Letter from Glasgow

THE GIFT OF LIFE
I have a friend who has had a lung transplant and so I know, at a
personal and a professional level, the value of organ donation. In my
own small way I try to increase its awareness. ‘Organ donation—
the gift of life’ is a strapline I use at the bottom of my emails to
highlight organ donation in the UK. It is strange just how many
otherwise rational people find organ donation a squeamish topic
and carrying an organ donation card a bothersome task. Yet, by
voluntarily donating your organs after death, it can have such a

profound impact on the many recipients of the donated organs.
Being of Indian heritage it troubles me greatly that in the UK

people of Black, Asian and some other Minority Ethnic (BAME)
groups are more likely to need an organ transplant and yet two-
thirds are unwilling to give permission for their relatives’ organs to
be used compared with 43% of the rest of the population1 of the UK.
I do not need to highlight that, for example, South Asians in the UK
are more likely to suffer from diabetes and some forms of hepatitis
which may require a kidney or liver transplant if their organs fail.
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The evidence suggests that some BAME groups, mistakenly, think
their faith precludes organ donation.1 All the major religions
support organ donation although an individual’s interpretation of
religious beliefs may be an issue. There is much work to be done but
it is not all bad news because generally the number of people on the
UK Organ Donor Register (ODR) in the UK and Scotland is rising
(albeit more slowly than some would like). I am aware of some of
the problems that India faces in relation to organ donation with
issues of the lack of organ donors,2 and the issue of presumed
consent as a solution to organ shortage.3 However, these problems
are not insurmountable and need to be defeated to counter the
pernicious trade of selling and buying organs for transplantation.

Altruism was used by Richard Titmuss, the great British social
scientist, to describe the donation of blood,4 voluntarily and without
payment, by people to others in need to save or to improve their
lives—and it is just as applicable to the voluntary donation of
organs. I find it heartening that in a world in which violence,
injustice and the abuse of power often batter the health and hopes
of many, the altruism of people in donating their organs shines
through. In the main, this is donation after their death but some are
living donors, usually donating for relatives. The selflessness of
people and their humanity in voluntarily donating their organs
provides a powerful antidote to the naysayers.

I always carry my Organ Donor Card in my wallet which
signifies that I am on the UK ODR which now has 19.5 million
adults,5 or 31% of the UK population. The figures are slightly better
for Scotland with the number of people on the ODR at 2.15 million,
or 41% of the population. In Lanarkshire, where I work, we have
some ground to make up with 198 000 people on the ODR, or 35%
of our population.

In addition to the Organ Donor Card, I also always carry some
leaflets about how to join the ODR so that I can slip the issue into
unsuspecting conversations to encourage people to sign up. I do
understand why some people find the talk of organ donation
difficult because it is a slightly unsettling feeling reading the card,
carrying as it does your instructions in the event of your death. But
this taboo about talking about organ donation is one we need to
overcome. The fact that others could ever benefit from my death
does make me feel good and I would hope that is felt by other people
on the ODR. However, what really makes me emotional is when
parents have donated their dead child’s organs for donation thereby
offering others the gift of life when that gift has been taken away
from their child. Families who make such a brave decision at such
a critical time deserve our utmost respect and admiration.

In early 2013 the document ‘Taking Organ Transplantation to
2020: A UK Strategy’6 was published after being signed off by the
health ministers of the four countries (England, Northern Ireland,
Scotland and Wales) in the UK. It was in 2008 that a target was
set of increasing deceased donor rates by 50% by 2013. This was
achieved, resulting in a 30.5% increase in transplants. And yet this
is not enough with over 7000 people still on the UK national
transplant waiting list (although the waiting list peaked in 2009–10
at just under 8000). About 1300 people have died during the past 12
months waiting for a transplant or became too ill to receive one. The
strategy re-emphasizes the need to change further attitudes and
behaviours to organ donation, the care required to support organ
donation in hospitals, and the need to ensure that as many organs are
usable as possible and safely transplanted.

The UK strategy of organ donation has also been supported by
other activities in the UK. In December 2011, the National Institute
for Health and Clinical Excellence (NICE) published its guideline7

on organ donation to help clinicians, hospitals and service

commissioners. Included in its recommendations are issues such as
the identification of potential donors, assessing best interests,
seeking consent for organ donation, approaching those close to the
patient with all the appropriate information and at an appropriate
time and setting, and how the identification, referral and consent
processes should be organized. The NICE guideline also makes
research recommendations including those related to joining the
UK ODR, the reasons why relatives refuse consent for organ
donation, improving the identification and referral of potential
donors, and on the experience of consenting for organ donation.

To date, the UK ODR has been an ‘opted in’ system of people
making a conscious decision to be on the ODR. In the near future
this will change and there will be an interesting natural experiment
in the UK. From 2015, Wales will be one part of the UK which will
have a legal framework for ‘deemed consent’8 for deceased donation.
Adults (those >18 years of age) will have deemed to have given
consent to organ donation unless they stated they do not want to be
a donor (opted out). It will be instructive to see if Wales has an
increase in organ donation which is much greater than the other
three countries in the UK. If that were to be the case, then they may
wish to follow Wales’ example.

In the UK, we have improved organ donation but still have a long
way to go yet to meet the needs of patients waiting for a transplant.
As part of that on-going improvement, it is important to share the
experiences in organ donation from different countries in order to
build the evidence base. By doing so, we all can learn by taking
account of the evidence base and adapting or adopting practices as
appropriate. Finally, I also believe that as doctors we have a duty to
try and increase voluntary organ donations which helps to meet the
needs of patients whose lives would be saved or transformed by a
transplant. We can help that process by ensuring we—and our
families—are registered as organ donors.
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