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Speaking for Myself

Killing for the State: Death penalty and the medical profession*

A call for action in India

ANANT BHAN

INTRODUCTION
14 August 2005 marks the first anniversary of the execution by
hanging of Dhananjoy Chatterjee in Kolkata, West Bengal. It was
the first execution in India after a gap of 9 years. Execution in India
involves the participation of the medical profession on an intimate
basis. This is a violation of professional ethics and also against the
best interests of the patient; in this case, the prisoner. Physicians
have a moral responsibility to protest the existence of the death
penalty and the involvement of the medical profession in this
process. While this issue has been analysed in international
biomedical journals such as the Lancet, BMJ, N Engl J Med, etc.,
discussion has primarily focused on the role of the medical
profession in executions in the USA. India should join the ranks
of the increasing number of countries that have abolished the death
penalty. I will attempt to explore the issue in India, the ethical
dilemmas it raises and suggest avenues for change.

India has had a turbulent history since Independence. The
assassination of popular political leaders such as Mahatma Gandhi,
Indira Gandhi and Rajiv Gandhi, as well as numerous other
murders have been followed by execution of the perpetrators; in
the case of recent murders, those on trial may be sentenced to
death. This has served to fuel public opinion in favour of the death
penalty, as evidenced by a recent survey by the Law Commission
of India of a cross-section of the Indian public. Most respondents
were in favour of executions, and of public executions (e.g. in a
marketplace or ground) rather than in the confines of jails.1 This
mentality is reminiscent of the rhetoric of ‘an eye for an eye’ in the
land of Mahatma Gandhi, who had said that if we followed that
rhetoric, we would all soon be blind!

HISTORICAL PERSPECTIVE
The death penalty in present-day India is the continuation of a
tradition that has existed since ancient times. There are accounts
of executions in ancient texts such as the Arthashastra and
Manusmriti. In the kshatriya warrior and ruler tradition, the death
penalty was often awarded to prisoners or convicts, sometimes by
gruesome methods such as trampling of the head under an
elephant’s foot. Later, the death penalty was used extensively
during the British rule, at which time the Indian Penal Code and
the Criminal Procedure Code (which still apply today) were
drafted. Interestingly, even though the death penalty was abol-
ished totally in Britain in the late 1990s (following abolition for
murder in 1965), it persists in India as a legacy of the colonial past.

At present, hanging is the mode of execution in India. Death by
a firing squad is permitted when the death penalty is given by court
martial in the armed forces.

The Law Commission of India in a report (187; Oct 2003) 1 has
suggested that the Criminal Procedure Code be amended to
provide lethal injection as an alternative mode of execution. This
is based on the presumption that lethal injection is a more humane
method of execution than hanging.

ROLE OF THE MEDICAL PROFESSION
Globally, the central role of doctors in carrying out the death
penalty became evident only after 1789. In the spirit of post-
revolution democracy and egalité, French doctors Antoine Louis
and Joseph-Ignace Guillotine developed a device to behead the
condemned—the louisette or the guillotine—used in France be-
tween 1792 and 1977 (before capital punishment was abolished in
1981), and for nearly two centuries the medical role in executions
was driven either by a desire to lessen the suffering of the
condemned (and thus of the witnesses) or by a more mundane
willingness to play the part insisted on by the State—to assist in
the bureaucratic aspects of transforming a prisoner into a corpse
and to certify the death.2  In the late 1880s a New York dentist,
Alfred Porter Southwick, chaired a committee which recom-
mended the use of the infamous electric chair, and the lethal
injection as a mode of execution was first described by Dr Stanley
Deutsch, an anaesthesiologist at the University of Oklahoma,
USA. The role of Nazi physicians in the large-scale executions in
concentration camps, where they monitored the gassing of con-

Grounds for the death penalty in India
• Murder
• Gang robbery with murder
• Abetting suicide of a child/insane person
• Waging a war against the government
• Abetting a mutiny by a member of the armed forces

Legislations under which the death penalty
can be awarded

• (Prevention of atrocities against the) Scheduled Castes/
Scheduled Tribes Act

• Narcotics Act
• TADA—Anti-terrorism act
• Death penalty proposed for manufacturers of spurious

drugs

Note: This list is illustrative and might not cover all the grounds and
legislations under which the death penalty might be given in India.
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demned inmates and conducted lethal experiments, is well docu-
mented.

Indian physicians, especially those working in jails, are in-
volved with the medical care of prisoners on death row (awaiting
execution). A major aspect of the death penalty which involves
physicians is determining who is eligible and who is ineligible for
execution.3 This is done through certifying ‘fitness’ of the prison-
ers for execution. Psychiatrists may be asked to do a mental status
examination, again to certify psychiatric fitness for execution.
Physicians may also be asked to treat prisoners who are ill,
including making them healthy for the purpose of execution.
Physicians are also involved in the process of execution, in
pronouncing and certifying death after execution and (in some
countries) in removing the prisoner’s organs for transplantation.
Surreptitious harvesting of organs, often without prior consent of
the executed prisoner and/or his/her family, has been documented
in China, and has been raised as an issue by several human rights
groups. It was also the focus of a series of articles in the New York
Times by Craig Smith in 2001. In some jurisdictions, forensic
specialists are called upon to carry out autopsies on the bodies of
the executed prisoners (as an execution is treated as homicide,
even though it is State-sanctioned).

HANGING AS A MODE OF EXECUTION
Hanging, the commonest method of execution in India, may
involve breaking of the neck (drop-hanging causing instant un-
consciousness without breathing, and quick death), or one or more
of the following:

• Closing the airway
• Closing the carotid arteries
• Closing the jugular veins
• Carotid reflex (which reduces the heartbeat when the pressure

in the carotid arteries is high) causing cardiac arrest

However, hanging can be a cruel method of execution as,
contrary to expectations, death is often not instantaneous. It can be
painful, prolonged and gruesome with the prisoner struggling
through the process of slow asphyxiation. The body fluids might
be discharged during the process, and the eyes and tongue often
protrude. During this agonizing period, the attending physician is
expected to be a mute spectator as his/her patient torturously dies
slowly in front of him/her. The Supreme Court of India abolished
the ‘half an hour rule’ wherein the jail physician was supposed to
examine the hanged prisoner after half an hour of hanging for the
purpose of pronouncing death. This was done to honour the dignity
of the dead prisoner who should not be left hanging a long time
after death, awaiting pronouncement by the physician.4

ETHICAL DILEMMAS
Participation of medical professionals in the death penalty raises
many ethical concerns. It conflicts with the role of a physician as
a healer. It is contrary to the best interests of the patient/prisoner
and is a violation of the Hippocratic oath, which all Indian
physicians take on graduation. It violates the ethical precepts of
beneficence (doing good for the patient) and non-maleficence (do
no harm). Non-participation, but being present at the time of
execution, is akin to tacit approval, as the hangmen/prison war-
den/police personnel have to continue participating in the process.

Jesani and Vadair stressed in an article, ‘The abolition of the
half an hour rule has effectively meant that physicians have to
continually monitor every minute or so after the hanging whether
the prisoner is dead or still alive! This means two things for the

doctors: Firstly, the doctor would be examining the prisoner who
is in the hanging position. Secondly, in order to bring down the
body as soon as it is dead, the frequency of such examination will
be high. Now what should a doctor do when he or she finds a
person, hanging with life still in his body? Should the doctor tell
the prison authorities that he is still alive and so keep him hanging
so that he can die? Or should a doctor, in compliance with his or
her oath of upholding ethics, get the body down and try to
resuscitate the convict? And can any court order the doctors to
violate their professional ethics by suggesting that the doctors
allow the hanging person to die, even after finding him or her alive
on medical examination, and not make efforts to resuscitate
simply because he or she is ordered to die by a court of law? Simply
put, when the doctor faces an ethical dilemma due to two conflict-
ing orders (the administrative or legal order to allow a person with
life to die and the ethical duty to save), which one should be
upheld? This is a fundamental issue as the humanitarian and noble
basis of the medical profession is founded on the autonomy and
assertiveness shown by the profession in upholding its ethics in
the face of all odds.’5

According to the Maharashtra Jail Manual, the jail superin-
tendent can also take the physician’s advice on the height of the
drop for hanging to ensure an instant death.6 This indicates that the
physician concerned is being made a consultant for the execution
of the prisoner, often a patient under his/her care.

INJECTION AS MODE OF EXECUTION
A lethal injection is a ‘cocktail’ of an anaesthetic agent (a
barbiturate, usually sodium thiopental), a muscle relaxant
(pancuronium, tubocurarine or succinyl choline), and potassium
chloride (to cause cardiac arrest). With this method, however, far
from a comfortable demise, in a few cases the execution has been
botched and gruesome deaths have occurred. Furthermore, there
is mounting evidence that even when the execution by lethal
injection appears peaceful to observers, the pancuronium-induced
paralysis may merely mask suffering. Paralysis prevents the
expression of pain, but the sensation of suffocation, the pain of
cardiac arrest, and the terrifying sensation of paralysis can be
experienced, especially when an insufficient dose of sedative is
given.7

If lethal injection becomes the chosen method of execution in
India based on the recommendation of the Law Commission, it
would lead to greater complicity of the medical profession. As
LeGraw and Grodin point out, a state cannot execute anyone by
lethal injection without harnessing medical knowledge, tech-
niques, equipment and, if not licensed people, then people trained
by licensed professionals.8 In a BMJ article, Jonathan Groner
pointed out the uniqueness of lethal injection as a process that
mimicked the medical procedure of intravenous induction of
general anaesthesia and would require medical skill to be able to
install intravenous lines especially in prisoners with poor vascular
access.9 Physicians, nurses or medical technicians will have to
initiate, monitor and participate actively in the process of execu-
tion. This would also involve the selection of sites for intravenous
access and placement of intravenous lines. The medical commu-
nity in India, especially representative bodies such as the Indian
Medical Association should take up the issue and oppose any such
move by the government. Through taxes, society and citizens pay
for the professional education of medical professionals. Participa-
tion of medical professionals in the death penalty is a perversion
of biomedical knowledge and skill. No physician, nurse or para-
medical worker is trained in educational institutions to be able to
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conduct an execution by lethal injection, and hence administering
this would be an experiment on the convict.

ROLE OF THE JUDICIARY
The Supreme Court of India has ruled that the death penalty will
only be given in the rarest of the rare cases. However, arguably
this doctrine is defined not objectively but subjectively by the
judges’ perceptions. It is also heavily influenced by public opin-
ion. Defendants are often financially indigent and cannot defend
themselves, or afford competent legal counsel. Worldwide, there
has been a fear that the death penalty can be a means of the
increasing State-sponsored violence. We in India have to be
careful that this is not allowed to occur.

The efficiency of the death penalty as a deterrent for lowering
the crime rate anywhere in the world has repeatedly been proven
wrong. In Canada, for example, the homicide rate per 100 000
population fell from a peak of 3.09 in 1975, the year before the
abolition of the death penalty for murder, to 2.41 in 1980. In 2000,
whereas police in the US reported 5.5 homicides for every 100 000
population, the Canadian police reported a rate of 1.8.10 This is
reflective of a better policing system and other social factors in
Canada rather than any effect the existence of the death penalty as
a form of punishment may have in preventing crimes. There has
not been much difference in terrorist or criminal/communal/caste
violence in India because of the death penalty. The Justice Malimath
Committee for Law Reforms in India incidentally opined against
the death penalty for rapists as it was seen as an ineffective
deterrent and also a temptation to kill the victim to prevent the
rapist being identified, and put on trial by the State and put on
death row.11

Human dignity and liberty are often considered as supreme
principles and as absolute norms in any politically organized
society. The death penalty directly contradicts these principles,

and is a misconception of justice. Justice differs from vengeance.
While vengeance could manifest as revenge, justice is served
through an effective penitentiary and rehabilitation system.

ROLE OF THE MEDIA
The media also play an integral role in the construction of public
opinion. In the build up to the August 2004 execution by hanging
of Dhananjoy Chatterjee, there was media frenzy to the extent that
the whole event took on the feel of reality television. There were
daily interviews with a very harassed and traumatized family of
Dhananjoy, and with the celebrity hangman Nata Mullick, who is
in his eighties. An unfortunate result of all this attention was that
at least three awestruck children died in mock enactments of the
hanging.

WHAT CAN BE DONE?
As of June 2004, a total of 118 countries (including Canada,
Mexico, Australia, Russia, South American nations and most
European nations) have abolished the death penalty in law or
practice. Many countries, however, still retain the death penalty.
Advocacy against the death penalty in India has so far been carried
out by human rights and civil society organizations. Court cases
aiming at abolishment of the death penalty have been unsuccessful
so far. The medical professionals involved in the death penalty are
part of the State’s penal machinery, and are intrinsic to the killing
enterprise.

The World Medical Association has clearly stated its opposi-
tion to the death penalty through a ‘Resolution on Physician
Participation in Capital Punishment’ as far back as 1981. The
Indian Medical Association, even though it is an active member
of the WMA, to my knowledge has maintained silence on this
subject.

The medical profession in India should oppose the death

Elements of the death penalty policy of selected professional associations12

Association Policy

International bodies
World Medical Association It is unethical for physicians to participate in capital punishment, in any way, or

during any step of the execution process. (Resolution on physician participation in
capital punishment, 2000, revising 1981 resolution)

World Psychiatric Association A psychiatrist [should never] participate in legally authorised executions nor partici-
pate in assessments of competency to be executed (Declaration of Madrid, 1996)

 International Council of Nurses Opposes nurses’ participation; calls on national nurses’ associations to work for
abolition (1989, restated 1998 as ‘ICN Position Statement: Torture, Death Penalty
and Participation by Nurses in Executions’)

Selected national organizations
American Medical Association Opposes all medical participation except certifying death
American Psychiatric Association Calls for moratorium (2000)
American Nurses Association Opposes nurses’ participation (1984)
American Public Health Association Health personnel ‘should not be required nor expected to assist in legally authorised

executions’ (1985); calls for abolition (1986); reiterates opposition to health profes-
sional participation in executions (1994, 2000)

British Medical Association Opposes the death penalty worldwide (2001)
Philippines Medical Association Opposes medical participation in judicial execution (1997)
Nordic Medical Associations Oppose all participation by doctors in the death penalty (1986). Opposes the death

penalty worldwide (2005)

Used with permission of the authors (updated to 2005)
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penalty and also any plans of further medicalizing it by introduc-
ing lethal injections as a mode of execution in India. The physi-
cians and paramedical staff of the jail, torn by their dual loyalty (to
their patient, the prisoner v. their employer, the State) need to be
supported so that they can refuse to participate in any future
executions. This is to ensure that they are not punished by the
government or demoted for non-participation, and their job secu-
rity is not affected.

Physicians have an obligation to morally protect society. Doc-
tors failed to do so in Nazi Germany with disastrous conse-
quences.13 A study in the US showed that a surprisingly large
number of physicians reported willingness to be personally in-
volved in executions of capital cases.14 Separate surveys showed
that a surprising number of doctors were unaware of any ‘official’
moral or ethical objection to capital punishment.

There is thus a need to raise awareness, network and support
activism. This requires mobilizing medical professionals by orga-
nizing, educating and personalizing the issue. Positive political
changes have been brought about in the past by concerted efforts
of medical organizations such as the Médecins Sans Frontières
(MSF), and Physicians for Human Rights, etc. and serve as a hope
that the death penalty can also be abolished using this technique.

As India rapidly progresses we need to leave behind the
troublesome vestiges of our colonial past such as the death
penalty. The medical profession has a moral duty to participate in
this campaign, and help India become abolitionist at the earliest.
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