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Editor-in-Chief: Prof. Rakesh K Gorea

From the Editor’s Desk

th

It is my extreme pleasure to present before you the 10 issue of the International Journal of Ethics, Trauma &
Victimology. With this issue we have successfuly completed the five years of its publication and it is proud
moment for those involved with this journal.
I convey my thanks to all those who have patronised this journal in these five years. I convey my thanks to all
the autors, reviewers and members of the editorial board for making this venture succesful. I also convey my
thanks to EC of Society for Prevention of Injuries and Corporal Punishment [SPIC] and EC of Indo Pacific
Academy of Forensic Nursong Science for supporting this Journal [INPAFNUS].

.
Rakesh K Gorea
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Editorial

Identification of venomous bites and stings
Citation: Gorea RK. Identification of venomous bites and stings. Int J Eth Trauma Victimology 2019;5(2):6-10.
doi.org/10.18099/ijetv.v3i02.1
Abstract
Bites and stings on human beings are causing a lot of morbidity and mortality in human beings. Sometimes this
is due to venom or allergic effects and at other times it is simply due to the fear that this may be venomous. The
aim of this study is to identify the stings or bites on human beings. Bites by different animals and insects
produce different kinds of wounds and identification of stings from the wound may be possible. Some of these
also produce systemic effects too. These symptoms may help too in the identification of the biter or stinger and
it can be found that the same is venomous or non-venomous. Examination of the agent causing these bites or
stings too can help in its identification. Literature is reviewed to find out local findings, systemic findings due to
toxicity or allergic reactions and examination of the venomous agents if available for examination. Identification
of the causative agent will help to allay the fears if it can be identified that bite or sting is non-venomous. If it is
venomous proper treatment can be initiated at the earliest. This will help to reduce mortality and morbidity.
Keywords: Stings; bites; venomous; anaphylactic reaction; identification.
©IJETV. All rights reserved
Introduction
Incidence of snake bite is probably 421,000 cases of snake envenomation all over the world each year and out of
these cases 20,000 deaths are reported (1) but this may be underreporting as all cases are not reported. Most
commonly envenomation occurs in South Asia, South East Asia and sub-Saharan Africa and in India it is very
common (1). There are about 3000 species of snakes all over the world (2).
All snakes have teeth but fangs are present in the venomous snakes (3). Fangs are of three types in the snakes.
First variety is of rear fangs type in which teeth have a midline groove on the back which is leading to the back
of the upper jaw e.g. Hognose and Boomslangs snakes. Secondly there is variety of Front Fangs which are
movable which are hollowed out and kept folded in mouth e.g. Rattlesnake and Gaboon viper and these are
brought out when the venom is to be injected and are most advanced types of fangs. Third variety is of front
fixed fangs and attached by a duct to the venom glans e.g. Cobra and coral snakes (2). Poisonous rattle snakes
have rattle on their tails (3).
Different creatures cause bites and stings. Stings and bites to the humans may occur in water as well as on the
land (4). Some dangerous ants of the Victoria Region of Australia are: Jumper ant, green head ant, bulldog ant,
blue ant (5).Bees in Victoria region of Australia are European honey bee and native Australian bee (5). Insects
like mosquitoes, centipedes and ear wigs may also be venomous (5).
In the Hymenoptera group stings may be caused by ants, bees, wasps, hornets and yellow jackets (6). Bees are in
Apoidea group, ants are in Formicidae group and wasps, hornets and yellow jackets are in Vespoidea group
(7).
Bites can also be from leeches and these bites are non-poisonous any doctors may come across it due to infected
bite mark, fear or allergy to leeches (5).
Fishes too can cause toxicity by their venomous spines (5) and these may vary in different parts of the world and
in the Victorian region of Australia are goblin fish, cat fish, gurnard scorpion fish, Fortescue, cobbler fish, rabbit
fish, zebra fish, stingrays, rat fish and red rock cod (5).
Bites by blue ringed octopus may not be felt immediately but numbness of tongue or lips may be the first
symptom and unable to see or speak (5).
Sting by a jelly fish may look like a small puncture wound or contact dermatitis which is minor (8) but painful
(9). Tentacles may be adhering to the skin (5). Venom containing Nematocysts are the organelles through which
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jelly fish causes envenomation (8). Sting by Stingray will look like a deep jagged wound which will be quite
painful (8). In sea urchins sting may break in the wound (8). Corals may cause lacerations (8).
Itchy and inflamed skin may be caused by Caterpillars too and hairs of the creature can get embedded in the skin
(5). Scorpion bites may just be red and itchy in Australian region but may be poisonous in south America region
(5). Spiders usually causes local reaction and only some may cause widespread reaction (5). Ticks may also
cause bites (4)
Skin lesions may help in identification of the stings. Lesion may vary from itchy papule (4) to localized swelling
(6).Pin prick marks of sea snake are difficult to see (4).Spiders have two horny fangs which can inject poison or
venom (4). Scorpion has a sting which is needle sharp and is curved and is located on the terminal part of the tail
which is distal segment of the abdomen (4). Centipedes have two claws through which they inject the venom (4).
Honey bee a sting which is barbed and is left behind at the sting site along with the poisonous sac. It a small
black with white poisonous sac attached at its free end. Wasps sting is not left behind and similarly sting of the
hornet is not left behind (4). Caterpillars have sharp spines or hairs which have venom and moths also have
similar structures and multiple spines or hairs can damage the skin. Blister beetles can cause blisters when
rubbed on the skin (4).
Fangs of the elapids are short and fixed covered by mucous membrane whereas fangs of the vipers are long and
erectile. In viper bite local swelling is there if poison is injected and same is true with cobra bites but swelling is
delayed for one to two hours and is associated with local pain but this pain is not diagnostic. Presence of two
puncture marks or blisters and local necrosis around the site of envenomation indicates bites by elapids and
vipers (4). Systemic features do come to our help in diagnosing stings. Spit which is blood stained and local
hemorrhages due to non-clotting blood indicates viper and whereas ptosis and palsy of the glossopharyngeal
indicates bite by elapids (4).
Bites and stings do not cause poisoning always but only in some cases (4). Stings by insects rarely cause death
(6).Toxic effects of stings and bites are usually vasculo-toxic, neurotoxic, cardio-toxic or myo-toxic (4). If
vasculotoxic then stings are from viper family, if neurotoxic then usually these are elapids, sea snakes are
usually myotoxic (4). Hemolytic activing of venom of stinging insects of varies from low to very high and in the
wasps it is very high where as it is low in ants (10). LD 50 (24 hours) of stinging insects may vary from
0.25mg/kg to 71mb/kg (11). In bee and wasp venoms there can be cross reactivity too (12).
If stings are from other than snakes then usually locally these are vascultotoxic, or automic neurotoxic and
rarely cardiotoxic and amount of venom also changes the picture clinically (4).
Ticks have a saliva which is neurotoxic and cause paralysis (4). Bee venoms have mainly Mellitin which can
change the permeability of the capillaries (4).
There are about 350 species of spiders around the world but 5 out of these are more toxic and produce lethal
results and are usually in south America, USA, Africa and Middle East and Asia (4). Disulfide-rich insecticidal
peptides are present in the venom of the spiders which act on the nervous system and paralyzes the victim insect
usually (13).
In one of the studies in south India though 1000 cases are reported but no death from scorpion has been reported
(14).
There are no absolute differences between venomous snakes and non-venomous snakes but one can learn to
differentiate these two varieties in their own regions by the knowledge. Nonvenomous snakes have teeth but
venomous too can have teeth and can cause bite marks and usually teeth are used for defensive bites and Boas
and Pythons can cause lacerations which can be very large which are otherwise non venomous and in the similar
category are Bull snakes and King snakes(15). Head of the Venomous snake is triangular roughly and wedge
shaped (3) whereas in non-venomous snakes it is roughly slender but sea snakes and coral snakes have a special
delivery system of venoms and most deadly snakes rarely bite people and the deadliest snake The Inland Taipan
never killed any person on record because snakes may have slender head and some nonpoisonous snakes may
look like poisonous snakes (16). Venomous snakes are very docile (17).
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Eyes of the nonvenomous snakes are round where as in venomous snakes’ eyes have vertical cat eye slits with
the exception of coral snake. Vipers have a pit or smooth cap between their eye and nose and undivided scales
on the under surface of their tales but in the nonvenomous snakes these may be divided (3) .
Asian Cobra and saw scaled vipers have killed most persons(1).
“Rhymes Red to Yellow kill a fellow and Red to Black Friend of Jack; Red on Black Venom Lack and Red on
Yellow Deadly Fellow” (16).
Some species of Cobra can damage the eyes of the victim by spitting venom from a distance up to 2 meters (16).
Gaboon Viper has the longest fangs about 2 inches (1).
Dogs and bats also causes bites and may cause systemic diseases like rabies (4) but are not causing poisoning.
Bees sting once only and bees die after stinging and losing barbed stings. Whereas wasps, yellow jackets and
hornets can sting multiple times (7)
Deaths due to insect bites in H group are mostly due to anaphylaxis. Though deaths can occur due to massive
envenomation (20 stings/Kg in majority of mammals) by insects (7).
Major part of the venom of wasps and bees is protein, whereas in ants it is alkaloids in nature. Reaction can be
local, regional, systemic anaphylactic or delayed type hypersensitivity. As death can occur due to anaphylaxis so
cases of stings should be kept under observation (7).
Insect skin allergy code is 989.5 according to ICD-9 CM coding (18).
Insects have been used in the arousal of sexual activity and ants too have been used to increase the sexual
enjoyment (19).
Scorpionblitz in 2nd Century against Roman emperor has been used by Mesopotamians to halt his march (20).
It is said that Entomological wars have been fought by the USA against Koreans to spread disease and destroy
crops (21). History of use of insects in wars are not new but used in wars against Crimean for minor plague, bees
to attack directly, and Japanese also used it world war 2. Rat fleas, screw worm larvae, house flies, Colorado
potato beetle, and ticks have been used as biological weapons (22).Scorpion bombs too have been used against
the enemies in wars Bug pits have been used to torture prisoners (20).
Death caused by Honey bee stings have been reported when person known to be allergic to honey bee was found
dead with approximately 50 sting marks and similar number of dead bees on the body (23).
Death from stings and bites is 17 times more in Rhodesia than roadside accidents stings and bites can cause
local trauma, systemic disease, and envenomation along with local skin lesion (4).
So we are out to kill these insects but these may be future for the food security and these may be produced in
farms to have the edible insects(24).
Identification from the local lesion is very poor and in one of the studies only 3.1% of the participant volunteers
could identify correctly from the local lesion photograph and honey bee is most correctly identified insect (6).
Material and methods
Search was done on google and google scholar and using the authentic information from the websites of
educational, institutional or government medical organization in this paper.
Discussion
Fear is a great factor when somebody gets sting or a bite and to ally the fear it is very important to identify the
type of sting or bite. Envenomation do occur but it may not be with all the bites. To reduce the morbidity and
mortality we need to know that death can occur by fear, allergic reaction or anaphylaxis. So awareness and
prompt treatment will help in reducing this morbidity and mortality. Identification of the bite of the insect will
help in the proper management of the treatment.
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Conclusion
Stings and bites are caused by a variety of creatures. Some of the stings and bites are venomous and other are
non-venomous. Some bites and stings produce local effects and some produce local as well as systemic effects.
Study of these effects will help in the diagnosis and accurate management of the cases so that ill effects from the
stings and bites can be reduced. More studies and tests need to be developed to identify the sting and bite marks.
Dr. R K Gorea
MD, DNB, PhD
Conflict of Interest
None
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Introduction
Cardio Pulmonary Resuscitation (CPR) was first
used in 1960 in basic life support procedure
consisting of compression, ventilation and
defibrillation. CPR is recommended as an
emergency intervention for unexpected respiratory
arrestor cardiac arrest. The CPR strategy aims to
help patients who experience respiratory arrest or
cardiac arrest to stay alive. Modern RJP has had
many major changes and development in
conducting resuscitation. The number of people
who can be saved is still constant. Only 10% of
patients can survive after receiving resuscitation.
The factors that influence the success of CPR
include the ability of health workers, response time,
quality of CPR, availability of emergency
equipment, client condition, location of care, and
hospital policy. Trained health workers improve
CPR results. The ability of health workers to make
decision to do CPR is also important to help
patients to stay safe. The faster a patient who
experiences cardiac arrest is given basic life support

with CPR less than 5 minutes from the moment
he/she experiences cardiac arrest so the possibility
to stay alive is great. The study conducted by
Punjab, India states that the number of patients
who have the most survivor of cardiac arrest are
patients who receive CPR as early as possible,
duration of CPR less than 20 minutes, young age,
male and presence of arrhythmias. Cardiac arrest
for patients who are being treated at the hospital
has the possibility of life until he/she is repeated at
15-20%. Factors that influence success, including
the presence of arrhythmias, time of delivering
drugs, time to be found, and the provision of basic
life support are understood as the airway
management, ventilation and compression, namely
cardio pulmonary resuscitation. The presence of
arrhythmias and the time to determine drug
administration so far are more important. Age, sex,
location of cardiac arrest and condition indirectly
affect the level of patient safety. CPR result is not
only affected by resuscitation efforts but also the
condition before CPR is given. The causes of death
after resuscitation include central nervous system
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damage in one third of cases, myocardial damage,
sepsis and other complications.
In the Islamic view, death and life is a certainty that
deserves and is believed by humans as Muslims.
Acceptance in the context of theology, for example,
is actually the death and life are a chain of life that
is interconnected,
erconnected, namely something that
represents the transition stage between two
regions (pole A as a region of death and pole B as a
region of life). These two regions, between death
and life, in the language of Qur’an is an equal part
towards eternal life.
e. Therefore, the two
understandings of death and life become more
distinctive, if not said to be identical, where Qur’an
has played an important role in informing these
two words based on any context as manifestation
that is certainly respected. This atte
attention is
considered important, by Qur'an, even though it is
classified as an ordinary case of “human destiny” death and life - but it still has the same magnetism
in context as a creation. It means, there is someone
who creates death as the creation of a life (1).

Meaning:
“Have they not considered how Alla
Allah begins
creation and then repeats it? Indeed that, for Allah,
is easy. Say, [O Muhammad], Travel through the
land and observe how He began creation. Then
Allah will produce the final creation. Indeed Allah,
over all things, is competent (2)”
According the Islamic view, every human being
bein will
face five stages of life, starting from: [1] something
that does not exist, then [2] in the womb, then [3]
in the world, then [4] enter in gbarzakh
barzakh (grave) and
finally [5] entering the after life. And this final day is
the final stage of human life (3).

Meaning:
“Every soul will taste death, and you will only be
given your [full] compensation on the Day of
Resurrection. So he who is drawn away from the

Fire and admitted to Paradise has attained [his
desire]. And what is the life of this world except
excep the
enjoyment of delusion (4).”
From this case, this study is very important to be
conducted to know the effectiveness of cardio
pulmonary resuscitation in the identification of end
of life for patients at hospital and reviewed
according to the Islamic religion.
Material & Method
This study is qualitative research.
earch. It is to find out
how effective the use of Cardio Pulmonary
Resuscitation in dealing with end of life. The
population is taken from the medical record data of
adolescent patients (10-19 years), young adults (2025 years) full adults (25-65 years) who have
performed Cardio Pulmonary Resuscitation (CPR)
from 2013-2017 at RS Juwita Bekasi. Sampling is
done by using non-probability sampling technique.
Non-probability sampling technique will be
determined purposively, namely the sample is
taken according to the established criteria. The
determination of total sample is done by evaluating
qualitative data based on the medical record from
2013-2017 at RS Juwita Bekasi.
Result
The result of the data obtained from the study on
the effectiveness of conducting Cardio Pulmonary
Resuscitation is taken in the medical record of the
Emergency Installation of RS Juwita Bekasi from
2013-2017. The result of this study is obtained from
secondary data collection. The determination of
total sample is done by evaluating qualitative data
based on the medical record from 2013-2017 at RS
Juwita Bekasi. This study uses non-probability
sampling technique. Non-probability
probability sampling
technique will be determined purposively, namely
the sample is taken according to the established
criteria, namely pulmonary and cardiac arrests.
This study is conducted by taking medical record
data of patients in the Emergency Installation of RS
Juwita Bekasi from 2013-2017 and carried out for
26 days, starting on February 12,2019 until March
15,2019.
The following is the medical record data taken
according to the criteria of respiratory and cardiac
arrests in 2013-2017: From the table 1, 98 patients
with various diagnoses are in it, including
respiratory and cardiac arrests. There are 2 patients
with 40 and 43 years old on indication of cardiac
arrest diagnosed as myocardial infarction, then 1
patient with 42 years
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Table 1: Medical Record Data of Patients at RS Juwita Bekasi in 2013-2017 that have been
Conducted Cardio Pulmonary Resuscitation
NO

AGE

INDICATION

DIAGNOSIS

1.
2.
3.
4.
5.
6.
7.
8.

40
43
60
67
56
59
45
45

Cardiac Arrest
Cardiac Arrest
Cardiac Arrest
Cardiac Arrest
Cardiac Arrest
Cardiac Arrest
Cardiac Arrest
Cardiac Arrest

9.
10.
11.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

41
62
55
56
42
38
65
45
37
35
40
47
50

Cardiac Arrest Heart Failure
Cardiac Arrest Heart Failure
Cardiac Arrest Heart Failure
Cardiac Arrest Heart Failure+ HT
Cardiac Arrest Arrhythmia
Cardiac Arrest Cardiogenic Shock
Cardiac Arrest Cardiogenic Shock
Cardiac Arrest Cardiogenic Shock
Cardiac Arrest Coronary Heart
Cardiac Arrest Sudd. Cardiac Arrest
Cardiac Arrest
Angina Pectoris
Cardiac Arrest Cardiomyopathy
Cardiac Arrest Cardiomyopathy

Successful
Not Successful
Not Successful
Not Successful
Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful

21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45
46.
47.
48.

18
54
43
21
43
46
55
34
56
60
56
45
50
51
40
48
50
45
40
60
41
55
32
30
59
55
56
32

Cardiac Arrest
PJR
Respiratory Arrest Meningitis
Respiratory Arrest Meningitis
Respiratory Arrest Meningoencephalitis
Respiratory Arrest Meningoencephalitis
Respiratory Arrest Meningoencephalitis
Respiratory Arrest
CKF
Respiratory Arrest
CKF
Respiratory Arrest
CKF
Respiratory Arrest
CKF
Respiratory Arrest
CKF
Respiratory Arrest CKF+ Anemia Gravis
Respiratory Arrest
CKF+ Anemia
Respiratory Arrest CKF+ Pulmonary Edema
Respiratory Arrest
Bronchopneumonia
Respiratory Arrest
Bronchopneumonia
Respiratory Arrest
Bronchopneumonia
Respiratory Arrest
PPOK
Respiratory Arrest
PPOK
Respiratory Arrest
PPOK
Respiratory Arrest Bronchiectasis
Respiratory Arrest Bronchiectasis
Respiratory Arrest Bronchiectasis
Respiratory Arrest Pneumonia
Respiratory Arrest Emphysema
Respiratory Arrest
Emphysema
Respiratory Arrest Ca Pulmonary
Respiratory Arrest Asphyxia

Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful

Myocardial Infarction
Myocardial Infarction
Myocardial Infarction
Myocardial Infarction
Myocardial Infarction
Myocardial Infarction
Myocardial Infarction+ HT
Myocardial Infarction+ HT

CARDIO

PULMONARY RESUSCITATION RESULT

Successful
Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
Not Successful
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49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.

28
62
55
59
65
26
45
40
28
26
45
40
28
19
45
40
28
26
45
40
28
19
52
55
50
35
40
38
45
52
41
33
29
35
20
43
35
28
30
48
55
52
25
29
50
42
54
30
43
36

Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Cardiac Arrest
Cardiac Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest
Respiratory Arrest

Asphyxia
Not Successful
Hypovolemic Shock Not Successful
Hypovolemic Shock Not Successful
Stroke
Not Successful
Stroke
Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Severe Head Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
Traumatic Brain Injury Not Successful
with heart failure and conducted Cardio Pulmonary
old diagnosed as arrhythmia and 1 patient with 41
Resuscitation as many as 3 patients are
years old diagnosed with heart failure successfully
unsuccessful. Regarding the diagnosis of traumatic
performed Cardio Pulmonary Resuscitation. In
brain injury and severe head injury are found that
myocardial infarction, 6 patients are unsuccessful at
the most are not successful at Cardio Pulmonary
Cardio Pulmonary Resuscitation. Patients diagnosed
Resuscitation.
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Discussion
From the result of table 1 above found 4 patients
for indication of cardiac arrest with the diagnosis of
2 patients with myocardial infarction, 1 patient with
heart failure and 1 patient with arrhythmia succeed
after doing cardio pulmonary resuscitation (CPR)
from 94 patients who do not succeed. This is in
accordance with the journal reported by the
American Heart Association, namely, efforts to
reduce mortality due to cardiac arrest, appropriate
management is needed in the treatment of patients
with cardiac arrest. One of the treatments
developed is cardio pulmonary resuscitation. Until
now CPR is very vital management in the case of
cardiac arrest. American Heart Association states
that the incidence of cardiac arrest can occur
anywhere, handling CPR at the time of the incident
can help reduce the risk of death. Cardiac arrest can
be very deadly, but when CPR and defibrillation can
be given as soon as possible, in many cases the
heart can be retracted (5).

irregular heart rhythms (ventricular fibrillation
ortachycardia).

In the result, there are many traumatic brain injury
and severe head injury and unsuccessful after doing
Cardio Pulmonary Resuscitation (CPR) found. This is
related to the research in the United States as
much as 70% of out-of-hospital cardiac arrests
(OHCAs) occur at home, and about 50% are not
witnessed. The result of bad OHCA, only 10.8% of
adult victims with non-traumatic heart attack who
have received resuscitation efforts from emergency
medical service (EMS) are able to survive to the
hospital. Heart attack at the hospital or In hospital
cardiac arrest (IHCA) has better results, with 22.3%
to 25.5% of adults still surviving (6).

Conclusion
Based on the result of the study that has been
carried out it can be concluded that the use of
Cardio Pulmonary Resuscitation is found to be
ineffective in dealing with end of life at RS Juwita
Bekasi.

Decision about Cardio Pulmonary Resuscitation
(CPR) is very complicated and often made in
seconds by medical personnel without knowing
whether the patient has advanced directives or not.
Advanced directives are legal document that is
written before patients suffer from an
incapacitating disease. The instruction in this
advanced directives can release medical personnel
in making decision, in other words the advanced
directives are statement about the patients
preferenceregarding what medical action should be
performed or not done when the patients are in
incompetencystate. Some studies show that giving
CPR often goes against the patientspreference.
Though every decision must be made with
compassion, based on ethical principles and
scientific references that exist. The result of several
studies on CPR turn out that the result of CPR until
now is still poor. CPR can be very successful at heart
surgery, cardiac arrest is witnessed directly,

At the beginning and end of resuscitation,
differences in ethics and cultural norms must be
considered. Although the ethical principles about
beneficence, non-maleficence, autonomy and
justice can be accepted in all cultures, but the
priority of these ethical principles can vary between
different cultures. In the United States,the most of
the emphasis is on individual autonomy. In Europe,
more emphasis on autonomous health care
providers is their duty in making decision when
problems arise. Whereas in Asia the community
group decision dominates decision made when
problems arise. It is said that resuscitation is a
blend of effort between scientific data and social
values where at the same time there is an effort to
maintain cultural autonomy. So the doctor must
play an important role in making decision based on
the scientific data and patients’ preference.

Suggestion
It is hoped that there will be further study on the
effectiveness of Cardio Pulmonary Resuscitation in
the process ofend of lifeand it is hoped that the
doctors will provide the best understanding and
information of the impact after doing Cardio
Pulmonary Resuscitation (CPR) to the of patients
familyin the process of end of life.
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Introduction
Sudden death is defined as an unexpected death of
a person within a short period (one hour) after the
onset of terminal illness. WHO define sudden death
as when a person not known to have been suffering
from any dangerous disease, injury and poisoning;
dies within 24 hours after the onset of terminal
illness (1). Sudden death is natural death and it
excludes all deaths due to poison and injury.
Incidence of sudden deaths has been steadily
increasing all over the world including India.
Pathology in sudden death is concealed and find
out only at the time of post mortem examination
(2). The purpose of this study was to analyse
sudden deaths. The analysis of sudden deaths may
be useful indicator to provide invaluable
information in the interest of public health by
identifying public health risks and monitoring
disease trends (3).
Material and Methods
A prospective autopsy study of 50 cases of sudden
deaths was observed at MBS Hospital associated
with Government medical college, Kota Rajasthan.
Information regarding death was collected from

history by relatives, inquest paper and treatment
record and correlate with detailed post mortem
examination and histopathology findings.
Inclusion criteria
Dead body brought for post-mortem at MBS
Hospital mortuary with history of Death within 24
hours after onset of symptoms and fulfil the criteria
of sudden death.
Exclusion criteria:
Death due to trauma, poisoning and diagnosed
disease was excluded.
Results
Total 50 cases of sudden death were observed out
of which 39 cases were male and 11 cases were
female. This study was done for 50 cases of sudden
death in which the most common age group was
observed in 51 years to 60 years accounting 16
cases (32%). Out of 16 cases 14 (87.5%) cases were
male and 02 cases were female. out of 50 cases 36
(72%) cases were observed in the age group of 31
years to 60 years.
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sudden deaths
male

2%
4%
2% 4%

female

causes of sudden
death
CVS
20%
RS

22%
78%

GU
10%

CNS
GIT

58%
metabolic

Fig.1. Pie chart no.1 showing % of male female in
sudden death
Table 1: Distribution of
age
Age
Male
(years)
<10
00
11- 20
01
21- 30
03
31- 40
07
41- 50
10
50-60
14
>60
04
Total
39 (78%)

sudden death
h according to
Female

Total

01
02
02
01
02
02
01
11(22%)

01
03
05
08
12
16
05
50(100%)

Out of 36 cases only 05 cases were female.
Our study showed that 29 deaths (58%) were due
to cardiac pathology followed by 10 cases (20%)
due to pathology of respiratory system and 5
deaths (10%) as a result of disease of central nerve
system. 02 deaths were observed due to pathology
of genito- urinary system and 01 case observed due
to pathology of alimentary system. In two cases
cause of death was notascertain. One death
observed due to hypoglycaemic coma due to
administration of excessive insulin.
Table 2: Showing
howing distribution of cases according to
system involved
System

Male

female

Total

Percentage

CVS

28

01

29

58%

CNS

03

02

05

10%

Respiratory

06

04

10

20%

Alimentary

O1

00

01

02%

Genitourinary

00

02

02

04%

Metabolic

00

01

01

02%

No cause

01

01

02

04%

Total

39

11

50

100%

Fig. 2. Pie chart
rt no.2 showing percentage of sudden
death with system involvement.
Out of 29 deaths due to cardiac pathology 28 cases
(96.5%) were male and 01 case was female. The
microscopic findings showed coronary arteries
disease in 20 cases (68.9%), myocardial infarction
infa
in
04 cases (13.7%). 01 case for each reported with
myocarditis,
left
ventricular
hypertrophy,
obstructive cardiomyopathy, rapture of infarction
and valve disease. Most common effected age
group for coronary artery disease was 31 years to
60 years and
nd for MI 40 years to 60 years of age.
Table 3: Showing
howing number of cases
pathology
CVS
Male
Female
pathology
CAD
20
00
M.I.
04
00
Myocarditis 01
00
LVF
01
00
OCM
01
00
Rupture of 01
00
infarction
Valve
00
01
pathology
Total
28(96.5%) 01(3.5%)

with CVS
Total
20
04
01
01
01
01
01
29(100%)

We observed 10 cases (20%) of sudden death due
to pathology of respiratory system. Out of 10
deaths 06 (60%) cases were male and 04 (40%)
cases were female. 06 cases showed findings of
pneumonia, 01 case with laryngeal oedema,01 case
with pulmonary embolism,01 case with aspiration
of gastric content and 01 death due to chocking by
foreign body.
Our study showed that 05 deaths (10%) due to
involvement of central nerve system. Out of which
02 death due to pontine
ne haemorrhage, 01 cases
with cerebral haemorrhage, 01 case with cerebellar
haemorrhage and 01 death due to meningitis. 02
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deaths were observed with pathology of genitourinary system out of which 01 death due to
rupture of ectopic pregnancy and one death due to
rupture of uterus.
Table 4: Showing number
of respiratory system
Pathology
Male
Pneumonia
03
Laryngeal
01
oedema
Pulmonary
00
embolism
Aspiration
01
Choking
01
Total
06

of cases with pathology
Female
03
00

Total
06
01

01

01

00
00
04

01
01
10

Table 5: Showing no. of cases with CNS pathology
CNS pathology
Male
Female
Total
Cerebral
01
00
01
haemorrhage
Cerebellar
00
01
01
haemorrhage
Pontine
02
00
02
haemorrhage
Meningitis
00
01
01
Total
03
02
05
Discussion
When a healthy person is found dead without any
history of trauma, disease and poison, creates
suspicious of foul play and in few cases treating
physician cannot determine cause of death. In such
cases after complete autopsy outcome may often
reveal some natural disease.
In present study out of 50 cases of sudden death 39
cases (78%) were male and 11 cases (22%) were
female. Same findings also observed by Thomas et
al (73.9%) and Nondrum et al (79.6%)and less than
Shanti et a l(94%) and Naresh et al (84.8%)
(2)(4)(5)(6)(7).
Our study showed most of cases belongs to age
group 51 to 60 years of age followed by 41 to 50
years of age. Similar results also observed by others
authors (2)(5)(6)(8)(9).
Cardiovascular causes were observed the most
common cause of sudden death with male
predominance in this study. Similar findings also
noted by Sandesh et al, Nondrum (7), Kuller (10)
and Sibini (11) et al. coronary artery disease was
the main pathology amounting 40% with male

dominance. These findings consist with other
studies (4)(5)(7)(8)(11).
Out of 50 sudden deaths, 10 cases (20%) died due
to involvement of respiratory system. These
observation were similar to other studies
(4)(6)(11)(8). Sandesh et al (25.7%) and Nareshet al
(27.2%) observed little higher numbers of sudden
deaths due to respiratory pathology. Narayan also
said that sudden deaths due to respiratory system
pathology contribute about 15 to 23 % of total
sudden deaths (1).
Conclusion
This study concludes with:
1. Male were significantly more than
female. ( 78% male and 22% female )
2. Age group of 41 to 60 years of age
were most vulnerable to sudden
death.
3. Cardiovascular system account about
58% of total sudden deaths.
4. Coronary artery disease was the most
common cause of not only
cardiovascular deaths but also of all
sudden deaths.
5. Deaths due to causes of respiratory
system were 20% and central nerve
system was 10%
This type of study can be useful in death of an
apparently healthy person and relatives complain
of negligence of hospitals and also helpful in
investigation of any criminal offence and custodial
deaths. In young person atherosclerosis of coronary
arteries, high blood pressure and cardiac
component are the important factors for sudden
deaths. During intense physical activity and
emotional liable person the sympathetic
stimulation and adrenaline release trigger for
sudden death. So detail autopsy examination and
proper histopathology examination should be done
in sudden deaths.
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study on student’s attitudes towards vaccine programs promoted
by the government, 44 students answer doubtfully or 31.2%. The
students’ attitude agrees with the provision of vaccines is 33.1%.
The students’ attitude in giving informed consent before the
vaccination is 70.8% or 109 students choose this attitude.
Education before giving the vaccine is as many as 89 students
choose doubtful attitude. While the students’ attitude that the
tahnik method can be an alternative as a substitute for vaccines is
89 students (57.8%) state disagree.
Conclusion: The lack of students’ knowledge towards Aluminum
content, Thimerosal and formaldehyde in vaccines, but the
students know that long-term side effects of Hepatitis B Vaccine
contains Aluminum, Thimerosal and Formaldehyde can cause
damage to the central nervous system. Regarding the students’
attitude towards Hepatitis B immunization, the students agree
with the immunization program promoted by the government but
they agree that if informed consent is taken and do not know the
sanction if they block or reject the immunization program from the
government.
Keywords: Knowledge; attitude, Hepatitis B Vaccine.
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developing for the diagnosis and treatment process
Introduction
based on the immunological approach. Medical
Immunology develops very quickly, both at the
student at YARSI University learns about vaccines
cellular and molecular level, and has succeeded in
given to the Body Defense Mechanism and Tropical
revealing new things and phenomena through
Disease blocks in semester 2 and 3 (1).
various studies. The progress of this discipline has
now been widely applied in the medical field in
The Ministry of Health (Kemenkes) of the Republic
aspects of prevention, diagnosis and treatment.
of Indonesia changes the concept of complete basic
Understanding the basic principles of immunology
immunization to complete routine immunization.
is needed to understand immunity related diseases
and to apply the latest method that is rapidly
Int J Eth Trauma Victimology 2019; 5(1):20.

Provision of immunization is adjusted to the age of
the child. For complete basic immunization, infants
under 24 hours are given Hepatitis B immunization
(HB-0), the age of 1 month is given (BCG and Polio 1),
the age of 2 months is given (DPT-HB-Hib 1 and Polio
2), the age of 3 months is given (DPT-HB-Hib 2 and
Polio 3), the age of 4 months is given (DPT-HB-Hib 3,
Polio 4 and IPV or injectable Polio), and the age of 9
months is given (Measles or MR). For advanced
immunization, infants under two years (Baduta), the
age of 18 months is immunized (DPT-HB-Hib and
Measles/MR),
grade
1
of
elementary/madrasah/equal
given
(DT
and
Measles/MR), grade 2 and 5 of elementary
school/madrasah/equal given (2).
Regulation in Indonesia according to the MINISTRY
OF HEALTH OF THE REPUBLIC OF INDONESIA
NUMBER 12 OF 2017 REGARDING MANAGEMENT OF
IMMUNIZATION, Article 32 paragraph (3) Arrival of
people in Immunization services both indoor and
outdoor after being given an explanation as referred
to in paragraph (1) and paragraph (2) is an approval
for Immunization(3). Law Number 36 of 2014 Article
69 paragraph 2 Public health services as referred to
in paragraph (1) which is Government program does
not require approval of action (4).
Government regulation relating to mandatory
immunization in Indonesia is found in Law No. 4 of
1984 regarding Plague, article 5 paragraph (1) letter,
namely: “Plague prevention effort includes:
prevention and immunization. “The only thing that
can be done to achieve this goal is immunization. In
Article 14 regarding the criminal provision states
that,
(1):“Anyone who intentionally obstructs the
implementation of plague as stipulated in this Law is
threatened with imprisonment for a maximum of 1
(one) year and/or a fine of a maximum of IDR
1,000,000 (one million rupiah).”
(2):“Whosoever due to his negligence results in the
obstruction of the implementation of outbreaks as
stipulated in this Act, is threatened with a maximum
imprisonment of 6 (six) months and/or a maximum
fine of IDR 500,000 (five hundred thousand rupiah)
(5).
Vaccines as we understand them in Islam include
preventive medical treatment (wiqayah), therefore

vaccines are subject to legal treatment, but to date
there are two opinions in the world, namely provaccine and anti-vaccine opinions. These differences
of opinion are seen from vaccine safety issues,
halalness, and conspiracy theories (6). As a Muslim,
studying is a worship as said by the Prophet
Muhammad (H.R. Ibn Abdil Barr) thus, it is good to
be a state leader, including scientists who are
obliged to find out about the effects of good or bad
actions for future generations of children (6).
Material &Method
The design of this study uses a cross sectional
research design. The population of this study is
students who are registered as active students of
Faculty of Medicine, YARSI University year 2015.
Inclusion criteria in the form of active students of
Faculty of Medicine, YARSI University year 2015,
students who have attended IPT and MPT blocks, are
willing and signed research informed consent.
Exclusion criteria in the form of respondents who
have not/have not passed the IPT and MPT blocks,
are not willing as respondents, students of Faculty of
Medicine, YARSI University outside the year 2015
and students of Faculty of Medicine, YARSI
University who have not attended the lecture of IPT
and MPT blocks.
Result
Data Characteristics of Respondents
The results of this analysis are presented in
the form of a table taken from the
respondents’ characteristic data consisting of
154 respondents in the students of Faculty of
Medicine, YARSI University year 2015.
Based on table 1 shows that the
characteristics of respondents with male 77
are 50% respondents and women 77 are 50%
respondents. The majority of respondents in
the 2015 class are 154 respondents 100%,
class of 2014, 0 respondents 0%, year 2016, 0
respondents 0%, and force 2017, 0
respondents 0%.
Based on respondents who have followed and
passed the IPT block as many as 154 respondents
100%, respondents who have not participated in
the IPT block are 0% 0%, and have not passed the
IPT block as much as 0 respondents 0%.
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Table 1: Characteristics of Respondents
Characteristics
Sex
Male
Female
Subtotal
Year
2014
2015
2016
2017
Subtotal
IPT and MPT Blocks
Passed
Not Following Yet
Passed
Not Passed/Repeat
Subtotal

Frequency

Percentage
(%)

77
77
154

50%
50%
100%

0
154
0
0
154

0%
100%
0%
0%
100%

0
154
0
154

0%
100%
0%
100%

Table 2: Respondent Frequency Distribution based
on Knowledge Question Item
Know
Not
Frequency
Knowledge
Respondents

of

Frequency

(%)

Hepatitis
B
vaccine contains
37
Aluminum,
Thimerosal
&
Formaldehyde

24%

The long-term
side effects of
the
vaccine
contain
111
Aluminum and
Thimerosal
causing
CNS
damage

72%

Provision
of
vaccines
does
not
require 106
informed
consent based

69%

117

43

48

Frequency

of

Not

Frequency

Know

(%)

(%)

(n)

on
applicable
regulations
in
Indonesia

(%)

(n)

Knowledge
Respondents

(n)

Know

(n)

Know

76%

28%

Doctors
who
reject vaccines
can be punished,
based
on 42
applicable
regulations
in
Indonesia

27%

112

73%

Knowing
that
tahnik
is
a
preventive
action
that 122
stimulates
immunity
in
baby

79%

32

21%

31%
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Table 3: Respondent frequency distribution based on attitude question item
Sikap
Respondenn

S
a
n
g
a
t
T
i
d
a
k

Program vaccine
yang digalakan
pemerintah

S
e
t
u
j
u
n
1
6

F
r
e
q
u
e
n
c
y

T
i
d
a
k
s
e
t
u
j
u

F
r
e
q
u
e
n
c
y

R
a
g
u

%
1
0
.
4
2
0
.
8
3
.
9

n
4
8

%
3
1
.
2
2
0
.
8
5
.
2

n
4
4

3
2

r
a
g
u

Setuju dengan
pemberian
vaccine

3
2

Perlunya
pemberian
Informed
consent
Edukasi sebelum
pemberian
vaccine

6

5

3
.
2

3

1
.
9

8
9

Cara
tehnik
depat Manjadi
aktarnatif
pemberian
vaccine

5

3
.
2

8
9

5
7
.
8

3
8

8

Discussion
Analysis of Univariate Data
Knowledge
This study aims to determine the level of
knowledge and attitudes of students of Faculty of
Medicine, YARSI University, year 2015 about the
Hepatitis B vaccine seen from the point of view of
medicine and Islam. Knowledge of the Hepatitis B
vaccine is very important to be known by
students of Faculty of Medicine, YARSI University
year 2015
Based on table 2, show item questions related to
knowledge about the Hepatitis B vaccine. It can
be seen that from the five questions posed by
researchers the highest assessment of the tofu
category is in item number five, namely the
question about tahnik is a preventive action that
stimulates immunity in infants. In the question
Hepatitis B Vaccine contains Aluminum,

2
8
4
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e
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e
n
c
y

S
e
t
u
j
u

F
r
e
q
u
e
n
c
y

S
a
n
g
a
t
s
e
t
u
j
u

F
r
e
q
u
e
n
c
y

%
2
8
.
6
1
8
.
2
2
.
6

n
3
4

n
1
2

%
7
.
8

1
1

7
.
1

1
0
9

5
7
.
8
2
4
.
7

5
0

%
2
2
.
1
3
3
.
1
1
7
.
5
3
2
.
5
1
1

7
0
.
8
4
.
5

5
1
2
7

1
7

7

5

3
.
2

Thimerosal and Formaldehyde, knowledge of
students who answered did not know as many as
117 students (76%), and those who knew only 37
students (24%). On the question of the long-term
side effects of vaccines containing Aluminum and
Thimerosal causing CNS damage, it was found
that students who answered knowing Aluminum
and Thimerosal side effects caused only 43
student CNS damage (28%), while 111 students
did not know the long-term side effects of
Aluminum content and Thimerosal in vaccines or
around 72%. In the question about Vaccination,
there is no need for informed consent based on
applicable regulations in Indonesia, 106 students
who answered this or 69%, while 48 students or
around 31% did not know about the need for
informed consent on vaccination as a government
program. On the question about Physicians who
reject vaccines can be convicted, based on
applicable regulations in Indonesia, the results of
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42 students or 27% who know this while most of
the remaining 112 students or 73% do not know
the regulation. On the question about the
knowledge that tahnik is a preventive action that
stimulates immunity in infants, it is found that
122 students or 79% of students know that in
Islam there are ways to improve immunization in
infants, while 32 students or 21% of the rest do
not know the case.
Attitude
Attitude variables describe the tendency of
respondents to make decisions or approve things
based on the results of fruit thought. When filling
out the questionnaire, it is expected that the
respondents can for a moment think about the
impact of the Hepatitis B vaccine caused by
vaccinating. In this case the researcher wants to
know the attitude of the respondents to the use
of Hepatitis B vaccine more likely to agree or vice
versa. Presented as follows:
From table 3, it can be seen that student attitudes
toward the vaccine program promoted by the
government, 44 students answered doubtfully or
31.2%. The attitude of students agree with the
provision of vaccines is 33.1%. The attitude of
students in giving informed consent before the
vaccination was 70.8% or 109 students chose this
attitude. Education before giving the vaccine as
many as 89 students chose an attitude of doubt.
While the attitude of students that the tahnik
method could be an alternative as a substitute for
vaccines, 89 students (57.8%) stated they do not
agree.
Research Limitation
1. In this study using analytical cross sectional
design, so that the shortcomings cannot know
the cause and effect of the variables studied
and the topics studied.
2. The research questionnaire using the SPSS
method, does not describe well and broadly
how the knowledge and attitudes of the
respondents studied.
3. The design of the research used by univariate
type researchers has deficiencies only
describing extensive and not detailed data
results such as in the bivariate or multivariate
method.
Conclusion
The lack of students’ knowledge of Aluminum
content, Thimerosal and formaldehyde in vaccines,
but students know that long-term side effects of
Hepatitis B Vaccine contain Aluminum, Thimerosal
and Formaldehyde can cause damage to the

central nervous system. While the attitude of
students towards government policies regarding
the Hepatitis B vaccine, the attitude of students
towards the vaccine program promoted by the
government is hesitant, but agrees with
vaccinations which require informed consent.
Because of the lack of knowledge given at the time
of taking the Block of the Science of Tropical
Disease (IPT) and the Body Defense Mechanism
(MPT), students chose to be hesitant in giving
education before giving vaccinations. Students
know Vaccine does not require informed consent
based on applicable regulations in Indonesia, but
students do not know that Doctors who reject
vaccines can be punished, based on applicable
regulations in Indonesia. Students' knowledge of
tahnik is a preventive action that stimulates
immunity in infants is good but the attitude of
students that the technique can be an alternative
as a substitute for vaccines is disagree.
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Introduction
Cannabis is a genus of a plant under the family of
Cannabaceae, which has three species recognized
as Cannabis sativa, Cannabis indica, and Cannabis
ruderalis (1). Cannabis sativa is the species that
produce at least 113 identified different
cannabinoids with the most notable cannabinoid is
the tetra hydrocannabinol (THC). THC is the
principal psychoactive substance that contributes
to the hallucinogenic effects of cannabis, which
also limits its use due to the side effects. Apart
from THC, there is another crucial cannabinoid
substance in the plant, which is cannabidiol (CBD).

Fibre type Cannabis sativa contains less than 0.3%
THC by dry weight is called hemp or industrial
hemp are the primary producer of CBD, and it is
legalized by the 2018 Farm Bill in the United States
of America (2). Unlike THC, CBD does not cause a
psychoactive effect, but it has specific applications
in managing illnesses such as managing pain
(chronic and neuropathic), diabetes, cancer, and
neurodegenerative diseases lie Huntington’s
disease (3). There are few terminologies related to
drugs derived from cannabis which are including
but not limited to marijuana, hemp, ganja, weed,
grass,
mariajúana
(4).
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History of cannabis use around the world
The use of cannabis in medicine can be dated back
to the 2900 B.C, where the Chinese Emperor Fu
Hsi, could be the first to make a medical reference
to cannabis (5). Subsequently, there was evidence
showing cannabis pollen on the mummy of
Ramesses II, who died in 1213 BC. However, the
palaeobotanists disagree that the crops have been
a native species and suggested it was introduced
to the mummy (6). Evidence of cannabis use in
India traced back to 1000 BC, which is generally
mixed with milk to be used as an aesthetic and
anti-phlegmatic agent. Within the Sushruta
Samhita , cannabis is used as an anti-phlegmatic
and treatment for leprosy(7). In 200 BC, ancient
Greece uses cannabis as the remedy for oedema,
earache and inflammation. Subsequently, the
usage of cannabis is increasing in popularity
among many physicians across the continent. The
usage includes but not limited to gastrointestinal
symptoms, neurological symptoms, pain reliever
and also sedation effects. Cannabis came to the
United Kingdom by 1849 by Dr. William
O’Shaughnessy, who introduced it as the healer for
many ailments such as muscle spasm, menstrual
cramps, tetanus, epilepsy and other (8). By the 19th
century, in 1850, the usage of Cannabis in the
western world is prevalence that it had made its
way into the United States (US) Pharmacopeia,
which is the official public document regulating all
prescriptions and over the counter medications in
the US. Cannabis made its way into The Lancet in
1889 when Dr E.A Birch outlines the usage of
cannabis for the treatment of opium and chloral
hydrate withdrawal symptoms. However, from the
1910s towards the 1930s, due to the increased
rate of Mexican immigrants into the US and
associations of Cannabis use among Africans, the
US politicians had instilled unfounded fear towards
cannabis. Even when the American Medical
Association opposed the Marihuana Tax Act and
continues to support the use of cannabis in
medical research, the Marihuana Act was passed
in 1937, where it imposes regulation and tax on
any activity related to cannabis whether on
growing, selling, and buying. The regulation and
tedious law requirements had hinder physicians
from prescribing cannabis for patients, and
subsequently, cannabis was removed from the US
pharmacopoeia after 87 years of usage in
medicine. For a few years, the usage of cannabis is
mainly for recreational use, and since then,
penalty and enforcement had been stringent to
curb usage of cannabis as recreational drugs. The
discovery of CBD in 1964 by the Israeli scientists
had lured multiple researches into CBD, a

component of cannabis that does not have the
psychoactive substance. In the UK, the Wootton
Report finds that long term use of cannabis in
moderate amounts has no harmful effects and is
considered less dangerous compared to opiates,
amphetamines, alcohol, and barbiturates (9).
There were ongoing debates between the medical
fraternity and the lawmakers and enforcers in the
use and allowance of research on cannabis. It was
not until in 1976 when Robert Randall was allowed
to cultivate cannabis for the treatment of his
glaucoma. Randall was the first American citizen
being
granted
FDA-approved
access
to
government supplies of medical cannabis for the
treatment of a pathological medical condition (10).
Materials and Methods
This study adopts electronic library-based research
by going through scientific databases such as
PubMed, Google Scholar and Web of Sciences to
provide insight into debunking myth related to
Medical Cannabis and subsequently assessing the
current acceptance and usage of Medical Cannabis
in Malaysia by looking into other sources such as
online news and reports. The keyword Medical
Cannabis was used in combination with history,
myths, advantages, disadvantages and Malaysia.
All original articles, discussion and scientific
documents were included without a time
limitation.
Results
Debunking myth related to medical cannabis
One of the myths regarding cannabis is that it is
nondependent. The myth is supported by the fact
that there is only nine per cent of first-time users
for cannabis will use it again in comparison to
other drugs such as alcohol (15%), cocaine (17%),
heroin (23%) and nicotine (32%)(11). Secondly,
due to the long half-life of THC (25-57 hours) (12),
cannabis users will require less ‘dosage’ in 24-48
hours interval, in contrast to the half-life of
nicotine which is only 2 hours (13). Nicotine users
need repeated ‘dose’ of it more compare to
cannabis. Furthermore, physical symptoms related
to cannabis addiction are less apparent in
comparison to other CNS depressants such as
alcohol and benzodiazepines(14). However, on the
other hand, there are studies that have shown
there are substantial addictions towards cannabis
and significant cannabis withdrawal symptoms
(15). Degree of dependences are linked with the
age of first exposure, with those who started to
smoke cannabis in adolescents are 2 to 4 more
likely to be addicted compared to those who
started to smoke in adulthood (16).
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The second myth related to cannabis use is that it
is safe to drive under the influence of cannabis as a
comparison to other substances such as alcohol.
This delusion might be contributed due to the fact
that most traffic offenders are mostly tested for
alcohol instead of THC. Therefore, less association
of cannabis with traffic offenders compared to
alcohol. However, specific epidemiological studies
on the effect of cannabis on drivers have
demonstrated that drivers under the influence of
cannabis are still impaired. A study by Lenne,
Dietze, & Trigss,( 2010), for example, has shown
that as task intensity of driving increases, the
drivers will become more impaired, and high doses
of cannabis were associated with decreased mean
speed, increase variability in headways and longer
reaction time (17).
Carroll (2016) argued that cannabis is the lesser of
two evils compared to alcohol; therefore is he is
forced to choose the substance that his child is
going to be addicted to, he would choose
cannabis. However, choosing the lesser evil is still
choosing evil, when considering the effect of
cannabis on teens which is promoting broadspectrum underachievement, we should not
choose what is less toxic but focus on the fact that
cannabis also minimizes and reduce the optimal
development of human potential (18). There are
abundant data to suggest that long-term use of
cannabis may cause a significant reduction of an
individual’s potential (19)(20)(21)(22)(23)(24)(25).
However, there are counter-argument to this fact,
such as cannabis users are mostly among the
lower socio-economic status (SES); therefore, the
Intelligence Quotient (IQ) level is due to the
economic status and not contributed by cannabis
use. But then, Moffitt, Meier, Caspi, & Poulton
(2013) have done a study studying the relationship
between low SES, IQ status and cannabis use, the
study concluded, even is SES remains unchanged,
IQ status is still lowered by the cannabis use by at
least 10 (26).
Choosing the lesser evil is unjustified due to the
fact that evil will lead a person to another evil.
Early cannabis use may lead to addiction to other
harder drugs such as cocaine, heroin and
methamphetamine. However, Panlilio, Zanettini,
Barnes, Solinas, & Goldberg (2013) proved
differently in which while the use of cannabis may
lead to the usage of another gateway drug,
nicotine, but cannabis does not increase the use of
cocaine and heroin, a result that could be
challenged (27). Cannabis use will reduce
dopamine responses in the brain and
cardiovascular responses, causing blunted reward

and heightened negative response (28). Therefore,
in any cannabis use, that is followed by heroin use,
the combination will result in the user needed to
use more heroin to produce the same reward
“high” effect. In other experiment, rats were
introduced to cannabis, subsequently introduced
to cocaine. These rats will be more anxious and
restless compared to cocaine user alone.
Therefore, even when it is said that cannabis use
does not lead to cocaine and heroin addiction, it
actually affected the condition of heroin and
cocaine abuser by making them more likely to find
more heroin to satisfy their needs while cannabis
will heighten the adverse effects among cocaine
abuser making them more paranoid, angry, hostile
and anxious.
Current acceptance and usage of medical
Cannabis in Malaysia
There are various legislations and policies
developed to counter the misuse of dangerous
th
drugs in Malaysia. In 19 February 1983, the
problem with drug addiction in Malaysia was
declared as the main threat for national security
because it was identified if without strict
regulations, drug menace will be epidemic to
Malaysia (29). Under the Dangerous Drugs Act
(DDA) 1952 (previously known as Dangerous Drug
Ordinance), cannabis is listed as one of the main
dangerous drug similar to cocaine (coca leaves),
opium (raw opium) and morphine (poppy straw)
and the other substance are listed in schedule 1 of
the act. DDA is the principal legislation in Malaysia
covering the penalties, procedural and evidential
matters in order to regulate the importation,
exportation, manufacture, sale and use,
possession, cultivations and the uses of premises
(30). It is an act that primarily use by law officers
to detain, restrict and prevent anybody from being
involved in drug trafficking activities whether as
the trafficker, seller or user. The Dangerous Drugs
Act(Forfeiture of Property (1988) are used to “curb
the money laundering of the illegal drug trafficking
(30)”. Poison Act, (1952), “controls the
manufacture, importation, transport, possession,
compounding, sale, storage, and use of poisons”;
drugs that are not listed under the First Schedule
of the DDA 1952 (31). This is where the substances
used in agricultural, industrial, and medical
purposed falls in. “Supply, possession or
administration of certain psychotropic substances
can only be done through medical practitioners,
dentists, and veterinarians” according to the
(Poison Act, 1952) (31). Dangerous Drugs
(Hospital, etc.) (General Exemption) Order,(1952)
exempts “any public institutions supported by any
public authority, public funds, charity or voluntary
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subscription where dangerous drugs are dispensed
by a registered pharmacist, or in his absence, by a
registered medical practitioner.” That Order also
provides provisions for the safe custody, handling
and records of the dangerous drugs in question.
Drug Dependants (Treatment and Rehabilitation)
Act 1983 mainly covers the treatment and
rehabilitation policy of drug users.
The landmark change in the judicial system of
Malaysia is when an American citizen was
apprehended in Kuala Lumpur for the possession
of Cannabis. However, with the assistance of a
physician from the US, he was able to escape the
death penalty and only ends up with 5 years jail
and without any canning punishment despite the
fact that he has over 500 grams of cannabis under
his possessions(32). This could be the leading case
that introduces the term Medical Cannabis in the
Malaysia system and the first case that a death
penalty is reversed on the basis of a medical
condition (33). Schimdt (2018) conducted a
questionnaire among the public in Malaysia on the
attitude toward medical cannabis. In the study, it
was identified that 81% of the respondent which
are from the public agree for legalizing cannabis
and said that it would be best for medical
purposes however, 32% of the respondent
admitted that they have been using cannabis for
recreational purposes despite that cannabis is
currently illegal in Malaysia. Another compelling
argument in the study is that; he concluded the
study by stating that cannabis was not directly
prohibited in Islam, Islam only prohibited any
substances that might harm the body, if cannabis
is proven to have health benefits, and thus, by
right it is not prohibited by Islam.
Discussion
The future of medical Cannabis in Malaysia
The recent case that had sparked controversies in
Malaysia with regards to Medical Cannabis in the
case of Mohd Zaireen Zainal who was the founder
for Malaysian Cannabis Education Movement.
Zaireen was initially charged for drug trafficking
when he was caught at his house with possession
of 1.1 kg cannabis and 58.5ml of THC. He was
found guilty for trafficking by the high court in
2014 and a similar decision was upheld by the
court of appeal. However, there was an uproar
among the non-government organization pleading
the Prime Minister to pardon all his charges (34).
In the federal court, the court had decided that
there were no elements of trafficking in his
context as he was only producing it for medication
purpose; to help those with chronic pain or as a
supplement for general well-being. The court had

approved his possession as for medical purposes;
hence, freed him from the death penalty. This
certainly raised another issue in which he was
never a medical practitioner nor he ever studied
medicine before. Does, this mean any layperson
could grow cannabis at their backyard and process
it for medical purposes, without proper
prescription or qualification? As the consequences
from the case, we have seen changes in attitude
towards cannabis use in Malaysia. If previously,
various legislation was developed to curb
recreational use of cannabis in Malaysia, however,
there are now opinions to allow cannabis for
medical purposes and also recreational purposes
in Malaysia (35). The latest stand for National AntiDrugs Agency is that plantation of cannabis for
medical purposes is only possible after permission
from the Ministry of Health (36). The ministry of
health agrees that government work toward
decriminalizing personal possessions, personal use
of drugs and drug addicts are not similar to
legalising drugs. Therefore, medical cannabis can
only be made available in Malaysia for medical
treatment, medication and research but not in
terms of planting and cultivation for other
purposes (37).
Conclusion
From argument on debunking myth regarding
Medical Cannabis, it is evident that there is lack of
evidence proving the therapeutic benefit of
cannabis, while most of the data appraising the
effectiveness of cannabis are often based on a
single study or personal observation (38).
Therefore, the significant change of attitude
towards the acceptance of cannabis in medical
practice is unjust and improperly evident. The
evidence of its adverse health effects, even if it
does not cause death are abundant, ranging from
its effect on mental health, cognitive effects and
respiratory system (38)(18). The cannabis plant
may have a different amount of THC depending on
the way it is cultivated. It is difficult for
enforcement officers to ensure that all plants grow
will only contain a certain amount of THC, and
there are possibilities of the license being abused,
for example, the patients who obtained
permission to grow their own cannabis for medical
purposes might have grown different strain of
cannabis which might have higher amount of THC
which is related to all the adverse side effect, or
they might have abused their license to sell homegrown cannabis for others who use it as
recreational drug.
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Similar to changing the landscape at the
international level, there are changes in
acceptance of cannabis use in Malaysia from the
unscientifically proven medical use of cannabis
among the traditional medicine practitioner that
contributed to the abuse of cannabis in 1900s
century. Consequences on the development of
various legislations to curb the abuse of the
dangerous drug, the number of drug abuser
reduce and exhibits positive feedback towards the
social development of the country. However, there
were recent controversies that spark the interest
of the public toward the legalization of medical
cannabis. Regardless, of the public opinion,
legalization of cannabis should only be done if
there is satisfying evidence to prove its health
benefit overrule its adverse effects.

8.

Russo E. The Pharmacological History of
Cannabis.Handbook of Cannabis. 2014. 23–43
p.

9.

woottonreport1969.pdf [Internet]. [cited 2020
Mar
11].
Available
from:
https://peopleofstort.files.wordpress.com/2014
/09/woottonreport1969.pdf

10.

Randall R, O’Leary A. Marijuana Rx: The
Patients’ Fight for Medicinal Pot. New York: Da
Capo Lifelong Books; 1998.

11.

van de Giessen E, Weinstein JJ, Cassidy CM,
Haney M, Dong Z, Ghazzaoui R, et al. Deficits in
striatal dopamine release in cannabis
dependence. Mol Psychiatry. 2017;22(1):68–75.

12.

Grotenhermen F. Pharmacokinetics and
pharmacodynamics
of
cannabinoids.
ClinPharmacokinet. 2003;42(4):327–360.

13.

Benowitz NL. Pharmacology of nicotine:
addiction, smoking-induced disease, and
therapeutics. Annu Rev PharmacolToxicol.
2009;49:57–71.

14.

Bachman JG, Johnson LD, O’Malley PM.
Explaining recent increases in students’
marijuana use: impacts of perceived risks and
disapproval, 1976 through 1996. Am J Public
Health. 1998;88(6):887–892.

15.

Mason BJ, Crean R, Goodell V, Light JM, Quello
S, Shadan F, et al. A proof-of-concept
randomized controlled study of gabapentin:
effects on cannabis use, withdrawal and
executive function deficits in cannabisdependent adults. Neuropsychopharmacology.
2012;37(7):1689–1698.

16.

Chen C-Y, Storr CL, Anthony JC. Early-onset drug
use and risk for drug dependence problems.
Addict Behav. 2009;34(3):319–322.

17.

Lenné MG, Dietze PM, Triggs TJ, Walmsley S,
Murphy B, Redman JR. The effects of cannabis
and alcohol on simulated arterial driving:
influences of driving experience and task
demand. Accid Anal Prev. 2010;42(3):859–866.

18.

Alcohol or Marijuana? A Pediatrician Faces the
Question - The New York Times [Internet].
[cited 2020 Mar 11]. Available from:
https://www.nytimes.com/2015/03/17/upshot/
alcohol-or-marijuana-a-pediatrician-faces-thequestion.html?smid=nytcore-iphoneshare&smprod=nytcore-iphone&_r=0

19.

Bray JW, Zarkin GA, Ringwalt C, Qi J. The
relationship between marijuana initiation and

Conflict of Interest
None declared
References
1.

2.

Hemp vs Marijuana: The Difference Explained
(2019 Update) [Internet]. [cited 2020 Mar 11].
Available from: https://medium.com/cbdorigin/hemp-vs-marijuana-the-differenceexplained-a837c51aa8f7
McGrath J. Hemp and the 2018 Farm Bill
[Internet]. Law Offices of Jennifer McGrath.
2019 [cited 2020 Mar 11]. Available from:
https://www.jennifermcgrath.com/hemp-2018farm-bill/

3.

Bridgeman MB, Abazia DT. Medicinal cannabis:
history, pharmacology, and implications for the
acute care setting. Pharm Ther. 2017;42(3):180.

4.

Editor CL/ AO. Pot patois: A comprehensive
etymology of marijuana [Internet]. The Pitt
News. 2015 [cited 2020 Mar 11]. Available
from:
https://pittnews.com/article/1195/opinions/po
t-patois-a-comprehensive-etymology-ofmarijuana/

5.

Deitch R. Hemp- American History Revisited
(HC). New York: Algora Publishing; 2003.

6.

Clarke R, Merlin M. Cannabis: Evolution and
Ethnobotany. Amsterdam: University of
California Press [Internet]. 2016 [cited 2020
Mar
11].
Available
from:
http://drugtimeline.ca/event/cannabis-pollenfound-mummy-ramesses-ii-who-died-1/

7.

Russo E. Cannabis in India: Ancient Lore and
Modern Medicine. In: Cannabinoids as
Therapeutic Missoula: Birkhäuser Basel. 2005.
p. 1–22.

Int J Eth Trauma Victimology 2019; 5(1):29.

20.

21.

dropping out of high school. Health Econ.
2000;9(1):9–18.

30.

Dangerous Drugs (Hospital, etc.) (General
Exemption) Order. 1952.

Lynskey M, Hall W. The effects of adolescent
cannabis use on educational attainment: a
review. Addiction. 2000;95(11):1621–1630.

31.

Poison Act. 1952.

32.

On the Near Hanging of a Medical Marihuana
User [Internet]. [cited 2020 Mar 12]. Available
from:
http://rxmarijuana.com/nearhanging.htm

33.

Medical Marijuana - The Malaysian Perspective.
Kuala Lumpur: SEGi University - Google Search
[Internet]. [cited 2020 Mar 12]. Available from:
https://www.google.com/search?q=Medical+M
arijuana++The+Malaysian+Perspective.+Kuala+Lumpur%
3A+SEGi+University&oq=Medical+Marijuana++The+Malaysian+Perspective.+Kuala+Lumpur%
3A+SEGi+University&aqs=chrome..69i57.591j0j
8&sourceid=chrome&ie=UTF-8

34.

A public appeal to the Malaysian PM Mahathir
Mohammed [Internet]. ANPUD. 2019 [cited
2020
Mar
12].
Available
from:
http://www.anpud.org/a-public-appeal-to-themalaysian-pm-mahathir-mohammed/

35.

Malaysia in talks to become first in Asia to allow
medical marijuana | The Star Online [Internet].
[cited 2020 Mar 12]. Available from:
https://www.thestar.com.my/news/nation/201
8/09/26/malaysia-in-talks-to-become-first-inasia-to-allow-medical-marijuana

36.

Malaysian Can Now Grow Marijuana / GanjaIn
Malaysia - Obtained Permission From Health
Ministry [Internet]. The Coverage. 2019 [cited
2020
Mar
12].
Available
from:
https://thecoverage.my/news/malaysian-cannow-grow-marijuana-ganja-malaysia-obtainedpermission-health-ministry/

37.

Medical marijuana advocacy group launches
survey for M’sians [Internet]. Malaysiakini.
23:24:00+08:00 [cited 2020 Mar 12]. Available
from:
https://www.malaysiakini.com/news/495136

38.

Wilkinson ST. More Reasons States Should Not
Legalize Marijuana: Medical and Recreational
Marijuana: Commentary and Review of the
Literature. Mo Med. 2013;110(6):524.

Shaw P, Eckstrand K, Sharp W, Blumenthal J,
Lerch JP, Greenstein D, et al. Attentiondeficit/hyperactivity disorder is characterized
by a delay in cortical maturation. Proc Natl Acad
Sci. 2007;104(49):19649–19654.

22.

Fergusson DM, Boden JM. Cannabis use and
later
life
outcomes.
Addiction.
2008;103(6):969–976.

23.

Meier MH, Caspi A, Ambler A, Harrington H,
Houts R, Keefe RS, et al. Persistent cannabis
users show neuropsychological decline from
childhood to midlife. Proc Natl Acad Sci.
2012;109(40):E2657–E2664.

24.

Daly M. Personality may explain the association
between cannabis use and neuropsychological
impairment.
Proc
Natl
Acad
Sci.
2013;110(11):E979–E979.

25.

Filbey FM, Dunlop J. Differential reward
network functional connectivity in cannabis
dependent and non-dependent users. Drug
Alcohol Depend. 2014;140:101–111.

26.

Moffitt TE, Meier MH, Caspi A, Poulton R. Reply
to Rogeberg and Daly: No evidence that
socioeconomic status or personality differences
confound the association between cannabis use
and IQ decline. Proc Natl Acad Sci.
2013;110(11):E980–E982.

27.

Panlilio LV, Zanettini C, Barnes C, Solinas M,
Goldberg SR. Prior exposure to THC increases
the addictive effects of nicotine in rats.
Neuropsychopharmacology. 2013;38(7):1198.

28.

Madras BK. Dopamine challenge reveals
neuroadaptive changes in marijuana abusers.
Proc Natl Acad Sci. 2014;111(33):11915–11916.

29.

Kamarudin AR. The misuse of drugs in Malaysia:
Past and present. J Anti Dadah Malays.
2007;1:1–24.

Int J Eth Trauma Victimology 2019; 5(1):30.

Recent amendments in the acts related to medical practice
Manoj Kumar Pathak, Professor and Head, Department of Forensic Medicine, Institute of Medical Sciences,
Banaras Hindu University, Varanasi, U.P., India
Rohini, Research Scholar, Department of Forensic Medicine, Institute of Medical Sciences, Banaras Hindu
University, , Varanasi, U.P., India
Citation: Pathak MK, Rohini. Recent amendments in the acts related to medical practice. Int J Eth Trauma
Victimology 2019; 5(2):31-43. doi.org/10.18099/ijetv.v3i02.6
Article history
Abstract
Introduction- The Indian Penal Code, 1860 governs the
Received: Dec 14, 2019
substantive part and the Code of Criminal Procedure, 1973 along
Received in revised form: Feb 19, 2019
with the Indian Evidence Act, 1872 governs the procedural part of
Accepted: Feb 27, 2019
the criminal law of the country.
Available online: May 28, 2020
Material and Methods- A thorough study was made from the
Corresponding author
available online resources and books.
Result- It is worth mentioning that the amendments in laws from
Prof. Manoj Kumar Pathak,
time to time make it flexible for implementation in present
Professor and Head, Department of
context.
Forensic Medicine, Institute of Medical
Conclusion- Indian Penal Code is derived from British Penal Code
Sciences, Banaras Hindu University,
which is primitive in present context. So, many laws prevailing in
Varanasi, U.P., India
India, codified as IEA, CrPC, and IPC needs amendment from time
to time.
Phone:+919450179177
Email: drmanojpathak@gmail.com;
Keywords: IPC, CrPC, Amendment; HIV Act; Medical Indemnity Insurance; POCSO Act, 2018; Criminal Law.
Amendment Act, 2018.
© IJETV. All rights reserved
Introduction
Indian Penal Code (IPC) 1860: It is a
comprehensive code that deals with substantive
criminal law of India. It defines various offences
and prescribes code for punishment in the court of
law.
Criminal Procedure Code (CrPC) 1973: It deals with
procedures of investigation and the mechanism for
punishment of offences against the substantive
criminal law.
Indian Evidence Act (IEA) 1872: It relates to
evidence on which the court come to conclusion
regarding facts of the case. It is common to both
the criminal and civil procedure(1).
In the state of Jammu & Kashmir, Ranbir Penal
Code is enforced.
The Indian Penal Code, 1860 governs the
substantive part and the Code of Criminal
Procedure, 1973 along with the Indian Evidence
Act, 1872 governs the procedural part of the
criminal law of the country. These Acts have been
amended several times to keep pace with the
changing needs of society.

An amendment is a formal or official change made
to a law, contract, constitution, or other legal
document. It is based on the verb to amend, which
means to change for better. Amendments can add,
remove, or update parts of these agreements.
They are often used when it is better to change
the document than to write a new one (2).
History
Medicine and laws have been related from the
earliest times and the bonds which united them
were religion, superstition and magic. The Charak
Samhita (about seventh century B.C.) lays down on
elaborate code regarding training, duties,
privileges and social status of physicians.
Manusmriti laid down various laws including
punishment for various sexual offences and
recognized mental incapacity due to intoxication,
illness and age. Between Fourth and third century
B.C., Arthshastra of Kautilya defined penal laws
and regulated medical practice(3).
Law –medicine problems are found in written
records in Egypt, Sumer, Babylon, India and China
dating back 4000 to 3000 B.C. A Chinese material
medica of about 3000 B.C. gives information on
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poisons. The code of Hmmurabi, king of Babylon is
the oldest known medicolegal code. Rig veda and
other Vedas mention about crimes like incest,
adultery, abduction, killing an embryo, murder,
drunkenness and their punishments. Hippocrates,
the “Father of Western Medicine” was born and
practiced in the island of Kos in Greece, discussed
lethality of wounds(4).
In the sixth century A.D. the Justinian Code
(Roman emperor) and Institutes regulated the
practice of medicine and surgery, and established
the function of the medical expert for legal
procedure. The first medicolegal autopsy was done
in Bologna (Italy) in 1302, by Bartolomeo de
Varignana. George Bishop of Bamberg, proclaimed
a penal code in 1507, where medical evidence was
a necessity in certain cases. Caroline Code was
proclaimed in 1553 in Germany by Emperor
Charles V., with which expert medical testimony
became a requirement rather than an option.
The first book on Forensic Medicine was published
in 1602 by an Italian physician, Fortunato Fedele
(5).
In India first autopsy was performed by Edward
Buckley on 10th August 1714 in Madras (6).

and the alarmingly increased number of abortions
taking place the Ministry of Health and Family
Welfare, Government of India instated a
Committee in 1964 led by Shanti Lal Shah to come
up with suggestions to draft the abortion law for
India. The recommendations of this Committee
were accepted in 1970 and introduced in the
Parliament as the Medical Termination of
Pregnancy Bill, which was passed in August 1971
as the Medical Termination of Pregnancy Act.
The Medical Termination of Pregnancy Act, 1971
The Medical Termination of Pregnancy (MTP) Act,
st
1971 came into force on 1 April, 1972 and
provides the legal framework for making CAC
services available in India. Termination of
pregnancy is permitted for a broad range of
conditions up to 20 weeks of gestation as detailed
below:




Material and Method
A thorough study related to various acts related to
medical practice was made from various books,
available online resources and bare act. Various
related research articles were reviewed for
understanding the present status of the law and its
amendments.
Result and Discussion
The Medical Termination of Pregnancy Act, 1971
In India, abortion is legal in certain circumstances.
It can be performed on various grounds till 20
weeks of pregnancy and termination can be
allowed after 20 weeks in exceptional cases only.





Abortion law in India
Before 1971 (Indian Penal Code, 1860)
It was criminalized under Section 312 of the Indian
Penal Code, 1860, before 1971. It was a punishable
offense and criminalized women/providers, with
three years in prison and/or a fine, and the woman
availing of the service facing seven years in prison
and/or a fine except in cases where abortion was
carried out to save the life of the woman. After the
legalization of abortion in 15 countries in 1960s



Environmental: When continuation of
pregnancy is a risk to the life of a
pregnant woman or could cause grave
injury to her physical or mental health;
Eugenic: When there is substantial risk
that the child, if born, would be seriously
handicapped due to physical or mental
abnormalities. It can be indicated in cases
of exposure of mother teratogenic drugs
(warfarin) or radiation exposure(10 rad)
in early pregnancy, exposure to German
measles, chicken pox, viral hepatitis or
other viral infections if contacted within
st
1 trimester, structural, chromosomal or
genetic abnormalities or the parents have
inheritable
mental
condition
or
chromosomal abnormalities.
Humanitarian: When pregnancy is caused
due to rape (presumed to cause grave
injury to the mental health of the
woman);
Social: When pregnancy is caused due to
failure of contraceptives used by a
married woman or her husband or the
unplanned pregnancy with low socioeconomic status.
Therapeutic: In order to prevent injury to
the physical health of pregnant women
such as in cases of cardiac diseases,
intractable hyperemesis gravidarum,
epilepsy, insanity, toxemia of pregnancy,
cervical or breast carcinoma, malignant
hypertension.

The MTP Act further specifies –
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(i)
(ii)
(iii)

who can terminate a pregnancy;
till when a pregnancy can be
terminated; and
where can a pregnancy be
terminated





MTP Act, Amendments, 2002
The Medical Termination of Pregnancy (MTP) Act
1971, was amended in 2002 to facilitate better
implementation and increase access for women
especially in the private health sector.
1.

2.

3.

The amendments to the MTP Act in 2002
decentralized the process of approval of a
private place to offer abortion services to
the district level. The District level
committee is empowered to approve a
private place to offer MTP services in
order to increase the number of providers
offering CAC services in the legal ambit.
The word ‘lunatic’ was substituted with
the words ‘mentally ill person’. This
change in language was instituted to lay
emphasis that "mentally ill person"
means a person who is in need for
treatment by reason of any mental
disorder other than mental retardation.
For ensuring compliance and safety of
women,
stricter
penalties
were
introduced for MTPs being conducted in
unapproved sites or by untrained medical
providers by the Act.

Inspection of private place: It is a
provision that an approved place can be
inspected by the Chief Medical Officer
(CMO), as often as may be necessary.
Cancellation or suspension of a
certificate of approval for a private
place: As per the MTP Rules 2003, the
CMO of the District shall make a report of
the fact to the Committee giving the
detail of the deficiency or defects found
at the place and can suspend or, cancel
the approval of the place, if satisfied that
the facilities are not being provided
properly.

Proposed Amendments to the MTP Act, 2014
In 2013 a national consultation was held which
was attended by a range of stakeholders further
emphasized the need for amendments to the MTP
Act. In 2014, MoHFW shared the Medical
Termination of Pregnancy Amendment Bill 2014 in
the public domain. The proposed amendments to
the MTP Act were primarily based on increasing
the availability of safe and legal abortion services
for women in the country.





Expanding the provider base
Increasing the upper gestation limit for
legal MTPs
Increasing access to legal abortion
services for women
Increasing clarity of the MTP law

MTP Rules, 2003

Surrogacy bill

The MTP Rules facilitate better implementation
and increase access for women especially in the
private health sector.

Lok Sabha has finally passed the Surrogacy
(Regulation) Bill on December 19, 2018. This bill
states some rules to control surrogacy in the
country and has completely banned the
commercial surrogacy, only allowing for altruistic
surrogacy. The main aim of this bill is to protect
women from exploitation.





Composition and tenure of District Level
Committee: The composition of the
committee stating that one member of
the committee should be a Gynecologist
/Surgeon/
Anesthetist
and
other
members should be from the local
medical profession, non-government
organizations, and Panchayati Raj
Institution of the district and one member
of the Committee should be a woman.
Approved place for providing medical
termination of pregnancies: it deals with
equipment, facilities, drugs, and referral
linkages to higher facilities required by an
approved place for providing quality CAC
and post abortion services.

Background
The bill was first introduced in Lok Sabha as The
Surrogacy (Regulation) Bill 2016 on 21st November
2018. In 2017, it was then referred to
Parliamentary Standing Committee on Health and
Family Welfare. 102nd report of the bill was
placed in Rajya Sabha and Lok Sabha last year.
Provisions of Surrogacy (Regulation) Bill 2016
 The bill is applicable to all the states of
India except Jammu and Kashmir.
 The bill provides the constitution of
National Surrogacy board and State
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Surrogacy board for regulation of
surrogacy process.
The bill ensures regulation of surrogacy in
India, prohibiting commercial surrogacy.
It allows altruistic surrogacy to Indian
married couple who cannot bear
children.
The bill is providing g surrogacy to only
Indian citizens. Thus, Foreigners, NRI and
PIOs
are
not
allowed.
Homosexuals and Single parents are also
not allowed for surrogacy and bar the
couple who already have children.
The couple seeking surrogacy should
possess a certificate of essentiality issued
by
appropriate
authority.
The bill provides that women can only
surrogate once in her lifetime and her age
should be in between 25 to 35 years.
The bill also provides provision for the
custody of the child to be born which will
be passed by a court of the Magistrate of
the
first
class
or
above.
The bill contains the provision of penalty
and imprisonment if the person violated
the law.

Juvenile Justice Act
It replaced the Indian juvenile delinquency law,
Juvenile Justice (Care and Protection of Children)
Act, 2000, and allows for juveniles in conflict with
Law in the age group of 16–18, involved in Heinous
Offences, to be tried as adults. The Act came into
force from 15 January 2016.
Background
In December 2012, Delhi gang rape left
tremendous impact on public perception of the
Act. One of the accused, who was a few months
younger than 18 years of age, was tried in a
juvenile court. The accused had proved to be most
brutal in the incident and causing threat to the life
of the victim. Demands for a reduction of the age
of juveniles from 18 to 16 years were also turned
down by the Supreme Court, when the Union of
India stated that there is no proposal to reduce the
age of a juvenile.
On 31 July 2013, Subramanian Swamy, a BJP
politician filed a Public Interest Litigation in the
Supreme Court of India seeking that the boy be
tried as an adult in a court.
On 22 April 2015, the Cabinet cleared the final
version of the bill proposed by Minister of Women

and Child Development, Menka Gandhi who
opined that a new law which will allow 16-yearolds to be tried as adult for murder and rape,
would scare them as most of them thought that
they will take away with it. The new bill proposed
to allow minors in the age group of 16-18 to be
tried as adults if they commit heinous crimes.
The bill allowed a Juvenile Justice Board, including
psychologists and sociologists, to decide whether a
juvenile criminal in the age group of 16–18 should
be tried as an adult or not. The bill introduced
concepts from the Hague Convention on
Protection of Children and Cooperation in Respect
of Inter-Country Adoption, 1993 which were
missing in the previous act and also streamlined
the adoption process of orphaned, abandoned and
surrendered children
The bill introduced foster care children in India,
who are in conflict with the law and families
providing such care will be monitored and shall
receive financial aid from the state for the same. In
adoption, disabled children and children who are
physically and financially incapable will be given
priority. Parents giving up their child for adoption
will get 3 months to reconsider, compared to the
earlier provision of 1 month.
Under Section 15, special provisions have been
made to tackle child offenders committing heinous
offences in the age group of 16-18 years. The
Juvenile Justice Board is given the option to
transfer cases of heinous offences by such children
to a Children’s Court (Court of Session) after
conducting preliminary assessment. The provisions
provide for placing children in a ‘place of safety’
both during and after the trial till they attain the
age of 21 years after which an evaluation of the
child shall be conducted by the Children’s Court.
After the evaluation, the child is either released on
probation and if the child is not reformed then the
child will be sent to a jail for remaining term. The
law will act as a deterrent for child offenders
committing heinous offences such as rape and
murder and will protect the rights of victim.
Penalties
A person giving alcohol or drugs to a child shall be
punished with 7 years imprison and/or Rs100,000
fine. Corporal punishment will be punishable by
Rs50,000 or 3 years of imprisonment. A person
selling a child will be fined with Rs100,000 and
imprisoned for 5 years.
Criminal law amendment Act, 2018

Int J Eth Trauma Victimology 2019; 5(1):34.

The Criminal Law Amendment Act, 2018 is also a
consequence of such barbaric incidents which
shook the conscience of the entire nation. The
demand for making anti-rape laws more stringent
had started developing due to various child rape
incidents. The Bill was passed by the Parliament on
6th August 2018. The President gave assent to the
Bill and thus, the Criminal Law (Amendment) Act,
2018 came into force.
This followed the Criminal Law (Amendment)
Ordinance, 2018 and brought amendments in four
major Acts.





The Indian Penal Code, 1860
The Code of Criminal Procedure, 1973
The Protection of Children from Sexual
Offences Act, 2012
The Evidence Act, 1872

The Indian Penal Code, 1860
After the amendment, Section 376 deals with
three categories of punishment for rape, apart
from rape of women by police officers, public
servants, member of the armed forces, etc.
 Punishment for the rape of a woman to
be a minimum ten years rigorous
imprisonment which may extend to
imprisonment for life. {Section 376(1)}.
 Punishment for rape on a woman under
sixteen years of age is rigorous
imprisonment of a minimum twenty years
which may extend to life imprisonment.
{Section 376 (3}
 Punishment for rape on a woman under
twelve years of age has also been added,
which is minimum twenty years rigorous
imprisonment and may extend to
imprisonment for life. The offender in
such cases can also be punished with
death penalty. {Section 376AB}
Thus, for the first time, death penalty has been
introduced for the offence of rape considering the
gravity of the offence.


Further, Section 376DA and 376DB have
been added by the amendment which
deals with punishment for gang rape on a
woman under sixteen years and twelve
years respectively. The punishment in
such cases has to be invariably
imprisonment of life. However, for gang
rape on a woman under twelve years of
age death penalty can also be awarded.



Clause (i) of Section 376(2) has been
omitted.

The Code of Criminal Procedure, 1973
There have been simultaneous amendments in the
Cr.P.C to meet the ends of justice in such cases of
rape.
 If a person is accused of rape on a woman
of less than sixteen years of age, he shall
not be granted anticipatory bail under
Section 438 by a High Court or a Court of
Session.
 The amendment has provided for speedy
trial and investigation.
o The investigation has to be
mandatorily completed within
two months.
o The appeal in rape cases has to
be disposed within six months.
 Moreover, the amendment has also made
two changes in Section 439 of the Code.
o A provision has been inserted
which states that the High Court
or the Session Court has to give
notice to the public prosecutor
within 15 days of which it
receives the bail application of
an accused of raping a girl under
16 years of age.
o A sub-section has been inserted
which makes the presence of
informant or a person authorized
by him mandatory during the
hearing of bail application of the
accused in such cases.
The Protection of Children from Sexual Offences
Act, 2012
 Section 42 of the Act which deals with
alternative punishment
has been
amended to include Sections 376AB,
376DA, and 376DB.
The Evidence Act, 1872
 Section 53A and Section 146 have been
amended to make the provision of the Act
to be in consonance with the
amendments in other Acts.
Comments
After the amendment, the minimum
punishment in both the sub-sections
376(1) and 376(2) is ten years of
imprisonment and thus, there remains no
difference.
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This is gender neutral legislation as it
defines a ‘child’ as the one who is under
the age of 18 years. The maximum
punishment
under
this
Act
is
imprisonment for life and the maximum
punishment for a sexual offence under
IPC for minor girls has become death
penalty. Thus, a difference has been
created by the amendment of 2018 as
punishment for rape on minor girls has
become more stringent as compared to
rape on minor boys.
The amendment in Cr.P.C provides that
no anticipatory bail shall be granted in
cases of rape on a woman less than
sixteen years of age. Thus, now the
accused has no provision to get an
anticipatory bail even if there are chances
of being booked under a false case.

against persons below 18 years of age, who are
deemed as children. The Act for the first time,
defines “penetrative sexual assault”, “sexual
assault” and “sexual harassment”. The gravity of
the offence is increased, if it is committed by a
police officer, public servant, any member of the
staff at a remand home, protection or observation
home, jail, hospital or educational institution, or
by a member of the armed or security forces.

The Act has come into force on the 14th of
November, 2012, along with the rules framed
there under. The Act is a comprehensive law to
provide for the protection of children from the
offences of sexual assault, sexual harassment and
pornography, while safeguarding the interests of
the child at every stage of the judicial process by
incorporating child-friendly mechanisms for
reporting, recording of evidence, investigation and
speedy trial of offences through appointment of
Special Public Prosecutors and designated Special
The Protection of Children from Sexual Offences
Courts. The Act incorporates child friendly
Act, 2012
procedures for reporting, recording, investigation
and trial offences. The Act provides for stringent
The Protection of Children from Sexual Offences
punishments which have been graded as per the
(POCSO) Act, 2012 deals with sexual offences
gravity of offence.
Table 1: Punishment for offences for using child for pornographic purposes
Offence

POCSO Act,2012

2018 bill

Use of child for pornographic purposes

Maximum 5 years

Minimum 5 years

Use of child for pornographic purposes resulting in
penetrative sexual assault

Use of child for pornographic purposes resulting in
aggravated penetrative sexual assault




Minimum 10 years
Maximum
life
imprisonment

life imprisonment

No change

Minimum 20 years
Maximum
life
imprisonment or death

Use of child for pornographic purposes resulting in
sexual assault

Use of child for pornographic purposes resulting in
aggravated sexual assault

Source:https://www.prsindia.org/billtrack/prote
ction-children-sexual-offences-amendment-bill2019

Minimum: Six years

Minimum: Three years

Maximum: Eight years

Maximum: Five years

Minimum: Eight years

Minimum: Five years

Maximum: 10 years

Maximum: Seven years

The transplantation of human organs act, 1994
An Act to provide for the regulation of removal,
storage and transplantation of human organs for
therapeutic purposes and for the prevention of
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commercial dealings in human organs and for
matters connected therewith or incidental
thereto. Human organ and tissue transplantation
was started in India in 1962. Initially, the organ
transplant was unregulated, and organ trafficking
was rampant. The act governing the
transplantation was passed in 1994. This has been

subsequently amended in 2011, and new rules
came into force in 2014. The act was initiated at
the request of Maharashtra, Himachal Pradesh,
and Goa (who therefore adopted it by default) and
was subsequently adopted by all states except
Andhra Pradesh and Jammu and Kashmir.

Table 1: Differences in THOA 1994 and Transplantation of Human Organs and Tissues Act 2014

Advisory committee
Appropriate authority
Authorization committee

THOTA 1994
No
Mentioned
State

Video
Definition of brain death
Brain death declaration team

No
Yes
Neurology/neurosurgeon

Hospitals

Transplanting centers

Which hospital

-

Registration of hospital

Organ retrieval

Scope of donor
Swap donations
Pledge
Conselling for donation
Medico-legal cases
Number of forms
Role of doctor

“near-relative” means spouse,
son, daughter, father, mother,
brother or sister
No
No
Mentioned
Not mentioned
13
Needed for organ retrieval

Transplant coordinators
Organ retrieval charges
Scope
Penalties
Registries

Mentioned
Organs
Less
Less
No

THOTA 2014
Yes
Defined: who and what
Included
hospitals
of
>25
transplantation/year
Video recording
Yes
Added physician, anesthetist,
intensivist.
Added non-transplant retrieval
centers
Any hospital with RMP and ICU
facility
Yes for organ retrieval but not
needed for tissue retrieval
Near
relative
included
grandparents, grandchildren
Yes
Yes, form 7
Mandatory
Simplified
21
Yes for organ retrieval not for
tissue
Mandatory
Recipient/govt./ NGO
Organs and tissues
More
Yes

Source:http://www.ijtonline.in/viewimage.asp?img=IndianJTransplant_2018_12_2_84_235594_t2.jpg
Besides, the other provisions areOther than near-related donors- donors expect
those defined under near-related donors come
under this category. Permission in such cases is
granted only by the authorization committee.
Donor or recipient from other state-When the
living donor is unrelated and if donor or recipient
belongs to a state, other than the state where the
transplantation is to be undertaken, verification of
residential status by Tehsildar, or any other

authorized officer for the purpose with a copy
marked to the appropriate authority of the state
of domicile of donor or recipient is required as per
Form
20.
Foreign donors-All such cases are dealt by
authorization committee. Such transplantation is
permitted only in near-related donors. In case of
foreigners coming for transplantation in India, the
transplant is permitted in India with permission
from a senior embassy official of the country of
origin who certifies the relationship between the
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donor and the recipient, and in case, a country
does not have an embassy in India, and the
certificate of relationship is issued by the
government of that country.
Deceased donor- Deceased donation can be either
after brain death (brain stem death) or after
cardiac death.
Penalties- Penalties for the removal of organ
without authority, making or receiving payment
for supplying human organs, or contravening any
other provisions of the act have been made very
stringent in order to serve as a deterrent for such
activities. These may be in the form of financial
penalties, imprisonment, or suspension of license.

1.
2.

3.
4.
5.

Unauthorized removal-5-10 years/ penalty up to
Rs 20 lacs.
Commercial

dealing-2-7

years/10,000-20,000
6.

Pre-Conception
and
Pre-Natal
Diagnostic
Techniques (PCPNDT) Act, 1994
It is an Act of the Parliament of India enacted to
stop female feticides and arrest the declining sex
ratio in India. The act banned prenatal sex
determination. Sex can be determined by
 Amniocentesis
 Chorionic villous biopsy
 Ultrasonography and image scan
The main purpose of enacting the act is to ban the
use of sex selection techniques after conception
and prevent the misuse of prenatal diagnostic
technique for sex selective abortions.
Amendment in 2003
Pre-Natal Diagnostic Techniques (Regulation and
Prevention of Misuse) Act, 1994 (PNDT), was
amended in 2003 to The Pre-Conception and PreNatal Diagnostic Techniques (Prohibition Of Sex
Selection) Act (PCPNDT Act) to improve the
regulation of the technology used in sex selection.
Prerequisite for doing PCPNDT
1. History of two or more abortions.
2. Age of pregnant female is above 35 years.
3. History of exposure to teratogenic drugs,
radiations or infections.
Implications of the amendment are

7.

Amendment of the act mainly covered
bringing the technique of pre conception
sex selection within the ambit of the act
Bringing ultrasound within its ambit.
Nursing homes or RMP or hospital where
ultrasonography is used has to display the
board stating “hospital does not do sex
determination”.
Empowering the central supervisory
board, constitution of state level
supervisory board.
Written consent of pregnant women is a
most to undergo PC and PND technique.
Provision
for
more
stringent
punishments. Doctor contravening the
provisions of Act shall be punished for 3
years imprisonment and fine of Rs 10,000.
Any person seeking help for sex
determination shall also be held guilty
and a provision of punishment for 3 years
and fine of Rs 50,000 is made under the
Act.
Empowering appropriate authorities with
the power of civil court for search, seizure
and sealing the machines and equipment
of the violators. Doing sex determination
test amounts to misconduct by Medical
Council of India.
Regulating the sale of the ultrasound
machines only to registered bodies.

HIV Act
The Human Immunodeficiency Virus and
Acquired
Immune
Deficiency
Syndrome
(Prevention and Control) Act, 2017, often
shortened to the HIV/AIDS Prevention Act or
simply the HIV/AIDS Act, is an Act of the
Parliament of India that prohibits discrimination
against individuals who are diagnosed with
HIV/AIDS. The law makes India the first country in
South Asia to prohibit discrimination against
people living with HIV/AIDS, and also makes India
the largest country to have such a law.
The process of drafting a law to prevent and
control the spread of HIV/AIDS was first begun in
2002. The current bill originates from a draft bill
created by the Lawyers Collective, a nongovernmental organization. The draft bill was
officially presented to the National AIDS Control
Organisation (NACO) in 2006.
Legislative history
The Human Immunodeficiency Virus and Acquired
Immune Deficiency Syndrome (Prevention and
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Control) Bill, 2014 (Bill No. III of 2014) was
introduced in the Rajya Sabha on 17 February
2014 by then Minister for Health and Family
Welfare, Ghulam Nabi Azad. The bill was moved in
the Rajya Sabha by Minister for Health and Family
Welfare, Jagat Prakash Nadda and passed by the
House on 21 March 2017. The bill was passed by
the Lok Sabha on 11 April 2017. Nadda termed the
enactment of the bill as "historic". He added, "It is
not the cases that before coming of this bill, these
HIV infected people were not empowered but with
the passage of this bill they will get more powers."
The bill received assent from then President
Pranab Mukherjee on 20 April, and was notified in
The Gazette of India on 21 April 2017.
Provisions
The Act prohibits discrimination against persons
living with HIV/AIDS for the purposes of
employment,
access
to
educational
establishments, healthcare and insurance services,
renting property, or running for public or private
office. The law also bans any form of expression
that is deemed as inciting hatred against people
infected with HIV/AIDS.

The law prohibits conducting an HIV test, medical
treatment or research on a person without their
informed consent and also prohibits a person from
being forced to disclose their HIV/AIDS status,
unless mandated by a court order. However, no
informed consent will be required by licensed
blood
banks,
medical
research,
and
epidemiological purposes where an HIV test is
conducted anonymously and not for the purpose
of identifying a specific HIV positive individual. It
also mandates the Union and State governments
to provide HIV prevention, testing, treatment and
counseling services to any individual who is under
the care or legal custody of the State.

It states that mental illness be determined "in
accordance with nationally and internationally
accepted medical standards (including the latest
edition of the International Classification of
Disease of the World Health Organisation) as may
be notified by the Central Government."
Additionally, the Act asserts that no person or
authority shall classify an individual as a person
with mental illness unless in directly in relation
with treatment of the illness.
The act effectively decriminalized attempted
suicide which was punishable under Section 309 of
the Indian Penal Code.
Provisions
1. The Mental Healthcare Act 2017 aims at
decriminalizing the Attempt to Commit
Suicide by seeking to ensure that the
individuals who have attempted suicide
are
offered
opportunities
for
rehabilitation from the government as
opposed to being tried or punished for
the attempt.

2.

3.

4.

The Mental HealthCare Act, 2017
In India, the Mental Health Care Act 2017 was
passed on 7 April 2017 and came into force from
29th May, 2018.The law was described in its
opening paragraph as "An Act to provide for
mental healthcare and services for persons with
mental illness and to protect, promote and fulfill
the rights of such persons during delivery of
mental healthcare and services and for matters
connected therewith or incidental thereto." This
Act superseded the previously existing Mental
Health Act, 1987 that was passed on 22 May 1987.

5.

Previously, under Sec. 309, it was
punishable with upto 1 year simple
imprisonment with/without fine.
The Act seeks to fulfill India’s
international obligation pursuant to the
Convention on Rights of Persons with
Disabilities and its Optional Protocol.
It looks to empower persons suffering
from mental illness, thus marking a
departure from the Mental Health Act
1987. The 2017 Act recognises the agency
of people with mental illness, allowing
them to make decisions regarding their
health, given that they have the
appropriate knowledge to do so.
The Act aims to safeguard the rights of
the people with mental illness, along with
access to healthcare and treatment
without
discrimination
from
the
government. Additionally, insurers are
now bound to make provisions for
medical insurance for the treatment of
mental illness on the same basis as is
available for the treatment of physical
ailments.
The Mental Health Care Act 2017 includes
provisions for the registration of mental
health related institutions and for the
regulation of the sector. These measures
include the necessity of setting up mental
health establishments across the country
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to ensure that no person with mental
illness will have to travel far for
treatment, as well as the creation of a
mental health review board which will act
as a regulatory body.
Any person or organization should not
establish or run a mental health
establishment without being registered
with the Authority under the provisions of
this Act.

•
•
•

•

Fine
Rs.
5,000-50,000
for
first
contravention
Fine Rs. 50,000- 2 lakh for second
contravention
Fine Rs. 2-5 lakh for every subsequent
contravention.
Any healthcare professional knowingly
serving such establishment to be fined Rs.
25,000.
Anyone contravening any of the
provisions/ regulations/rules of this actimprisonment
upto
6
months
with/without fine upto Rs. 10,000 [first
contravention], and for any subsequent
contravention- imprisonment for upto 2
years with/without fine (Rs. 50,000-5
lakh).






New terms used
in Mental Health
Act, 1987

Mental
hospital

Psychiatric
hospital

Lunatic

Offences and penalties:•

Older
terms
used
in
Indian
Lunacy
Act, 1912

The Act has restricted the usage
of Electroconvulsive therapy
(ECT) to be used only in cases of
emergency, and along with
muscle
relaxants
and
anaesthesia. Further, ECT has
additionally been prohibited to
be used as viable therapy for
minors.
The responsibilities of other
agencies such as the police with
respect to people with mental
illness have been outlined in the
2017 Act.
The Mental Health Care Act 2017
has additionally vouched to
tackle stigma of mental illness,
and has outlined some measures
on how to achieve the same.

Criminal
lunatic

Mentally ill person

Mentally ill person

The Medical indemnity Insurance,2002
Professional indemnity is an insurance plan to
financially safeguard medical practitioners against
legal costs and claims for compensation by the
patients in case of a legal row. Legally, it is an
exemption from liabilities for damages. The
uncertainty in the amount of compensation to be
paid is one of the greatest fears. At times, the
amount is quantified based on the mental trauma
and stress that the course of events has caused to
the patients. In such cases, patients’ expectation
of
monetary
compensation
is
huge.
Due to the rise in litigations and frivolous charges,
doctors are driven to take indemnity insurance,
every year, some of them to the tune of lakhs of
rupees.
Objectives
To look after and protect the professional interests
of the insured doctor.
To arrange, conduct and pay for the defense of
such doctor.
To arrange all other professional assistance
including pre-litigation advice.

National medical commission bill
The Medical Council of India (MCI) is established
under the Indian Medical Council Act, 1956 in
order to maintain standards of medical education,
give approval to establish medical colleges,
medical courses, and recognise medical
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qualifications and is also responsible for the
regulation of medical practice, including
registering doctors in an All India Medical Register.
Over the years, there have been several issues
with the functioning of the MCI with respect to its
regulatory role, composition, allegations of
corruption, and lack of accountability. In 2009, the
Yashpal Committee and the National Knowledge
Commission recommended separating the
regulation of medical education and medical
practice. The recommendation stated that the MCI
should not be responsible for regulating medical
education and should be a professional body that
conducts qualifying examinations for entering the
medical profession.
The Parliamentary Standing Committee (2016),
and Expert Committees under the Chairmanship of
Prof. Ranjit Roy Choudhary and the NITI Aayog
(2016) have suggested legislative changes in order
to overhaul the functioning of the MCI. The NITI
Aayog recommended changes in the composition
of the MCI and creation of several autonomous
Boards in order to address different functions such
as medical education and qualifying examinations,
medical ethics and practice, and accreditation of
medical colleges. The National Medical
Commission Bill, 2017 was introduced in Lok Sabha
on December 29, 2017. The Bill repeals the Indian
Medical Council Act, 1956.
Highlights of the bill


The Bill sets up the National Medical
Commission (NMC). The NMC will
regulate medical education and practice.
It will determine fees for up to 40% seats
in private medical institutions and
deemed
universities.



The NMC will consist of 25 members. A
Search Committee will recommend
names to the central government for the
post of Chairperson, and the part time
members.



Four autonomous Boards have been set
up under the supervision of the NMC.
These Boards will focus on undergraduate
and postgraduate medical education,
assessment and rating, and ethical
conduct.



There will be a National Licentiate
Examination for doctors to obtain a
licence to practice after graduation. This

examination will also be the basis for
admission to post-graduate medical
courses.


Medical Councils will receive complaints
relating to professional or ethical
misconduct against a doctor. If the doctor
is aggrieved of a decision of the State
Medical Council, he may appeal to
successively higher levels of authority.

Right to Information (RTI)
Right to Information (RTI) is act of the Parliament
of India to provide for setting out the practical
regime of the right to information for citizens and
replaces the erstwhile Freedom of information
Act, 2002. Under the provisions of the Act, any
citizen of India may request information from a
"public authority" (a body of Government or
"instrumentality of State") which is required to
reply expeditiously or within thirty days. The Act
also requires every public authority to
computerise their records for wide dissemination
and to proactively certain categories of
information so that the citizens need minimum
recourse to request for information formally.
This law was passed by Parliament on 15 June
2005 and came fully into force on 12 October
2005.
Information disclosure in India is restricted by the
Official Secrets Act 1923 and various other special
laws, which the new RTI Act relaxes. Right to
Information codifies a fundamental right of the
citizens of India. RTI has proven to be very useful,
but is counteracted by the Whistleblowers Act.
Scope and application
The Act covers the whole of India except Jammu
and Kashmir, where J&K Right to Information Act is
in force. It covers all the constitutional authorities,
including executive, legislature and judiciary; any
institution or body established or constituted by
an act of Parliament or a state legislature. It is also
defined in the Act that bodies or authorities
established or constituted by order or notification
of appropriate government including bodies
"owned, controlled or substantially financed" by
government, or non-Government organizations
"substantially financed, directly or indirectly by
funds". Private bodies are not within the Act's
ambit directly. As of 2014, private institutions and
NGOs receiving over 95% of their infrastructure
funds from the government come under the Act.
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Execution
The Right to information in India is governed by
two major bodies:




Central Information Commission (CIC) –
Chief Information commissioner who
heads all the central departments and
ministries- with their own public
Information officers (PIO)s. CICs are
directly under the President of India.
State Information Commissions – State
Public Information Officers or SPIOs head
over all the state department and
ministries. The SPIO office is directly
under the corresponding State Governor.

A citizen who desires to seek some information
from a public authority is required to send, along
with the application (a Postal order or DD
(Demand draft) or a bankers cheque) payable to
the Accounts Officer of the public authority as fee
prescribed for seeking information. If the person is
from a disadvantaged community, he/she need
not pay.
Consumer Protection Act, 1986
Consumer Protection Act, 1986 is an Act of the
Parliament of India enacted in 1986 to protect the
interests of consumers in India. It makes provision
for the establishment of consumer councils and
other authorities for the settlement of consumers'
disputes and for matters connected therewith
also. The act was passed in Assembly in October
1986 and came into force on December 24 1986.
The day is celebrated as consumer protection day.
It is established at three different levels:
 District forum headed by district judge,
situated in each district of the state. The
jurisdiction to entertain complaints is
limited to those where the value of
services is between 20 lacs-1 crore.
 State commission headed by a judge of a
high court, situated in the capital of each
state. It can entertain the complaints in
the limit of 1-10 crore
 National commission is the apex
consumer body headed by a judge of the
Supreme Court, situated in New Delhi and
run by the central government. It
entertains the cases where the value of
the services is above 10 crore.
Appeals

Any appeal against the order of the district forum
or the state commission under this act must be
filed within 30 days.
Any person who is aggrieved by an order of the
National Commission has a right to appeal to the
Supreme Court within a period of 30 days from
date of the order.
Penalties
For non-compliance of any order by these
commissions, the person is punished with
imprisonment ranging from 1 month to 3 years.
For false complaints, the complainant has to pay a
penalty to opposite party not exceeding Rs 10,000.
CPA and medical services
Services rendered at a government hospital,
health centre or dispensary, non-governmental
hospital or person availing the service is outside
the purview of the expression ‘service’.
The medical services delivered on payment basis
fall within service.
Hospital and nursing homes, which provide free
service to some patients who cannot afford to pay
and for those who can pay comes under the act
When a person has an insurance policy for medical
treatment and all charges are borne by insurance
company, the service rendered by a doctor would
not be free of charge.
Conclusion
Indian Penal Code is derived from British Penal
Code which is primitive in present context. So,
many laws prevailing in India codified as IEA, CrPC,
and IPC needs amendment from time to time. In
April 2013, the prevailing rape law in country was
replaced by Criminal Law Amendment Act. In
2014, the MTP Act was amended and under
special permission from high court, MTP can be
done up to 24 weeks of pregnancy. In 2016, the
new surrogacy bill came into force in country with
many changes. In 2017, the Mental Health Act
repealed the Mental Health Act of 1987. Human
DNA profiling bill was also introduced to the
parliament. On September 10, 2017, HIV Control
and Prevention Act came into force. In 2018,
Criminal Law Amendment Act came into force and
according to this act minimum punishment for
rape became 10 years and in cases of rape with
child less than 5 years of age, there is a provision
of death penalty. Meanwhile there has been
amendment in article 377 and 476. Keeping in
view, the modern era of society, nature and
criminality of the act committed by criminals is
changed a lot. Many atypical crimes are
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committed nowadays, making the judiciary
puzzled in awarding punishment. There is much
uproar in the parliament regarding amendment
and scraping of article 35 and 370, prevailing in the
state of Jammu & Kashmir. Hence, it is high time to
amend the age old CrPC, IEA, IPC to cover the
atypical and heinous crimes within the ambit of
law.
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Introduction
Forensic Pathologists usually deal with criminal,
suspicious, accidental and suicidal deaths; along
with that, at times we also deal with wide range
natural deaths. Many of these are sudden,
unexpected, clinically unexplained or otherwise
obscure.
The definition of a sudden death varies according
to authority and convention. The World Health
Organization defined sudden death as: death
within 24 hours from the onset of symptoms.
However, this 24hours time is much too long for
many thus some clinicians and pathologists
accepts sudden death as death within one hour
from the onset of illness (1).
Almost 50% of sudden death is attributed to
diseases of the cardiovascular system and out all
the cardiovascular diseases, coronary artery
disease and valvular heart diseases are the most
common ones (2).
Free heart wall rupture occurs in approximately
5% of the cases and over 10% in patients who died
in the hospital by STEMI (ST-Elevation Myocardial
Infarction) (3) (4). While rupture of left ventricle

following myocardial infarction (MI) has been
reported by many authors, the right ventricular
rupture is a rare complication after MI (5) (6).
Reports for this type of cases are very few in
number (7). Literatures are available which
describes cases of ventricular rupture from
myocardial infarction, accidents and therapeutic
causes (6) (8) (9). Mechanical trauma, myocarditis,
mediastinitis, cardiac and extracardiac surgical
complications, are some of the other causes of
ventricular rupture (10) (11) (12) (13) (14).
Trauma, atrial infarction, fatty degeneration of the
muscle, valvular heart disease, tumor of the heart
and aneurysm of the atrium were reported as
some of the causes of right atrial rupture (15). On
rarest occasions rupture of the left atrium was
found, following mitral valvular heart disease (15).
Case reports
Case one: An unknown male of about age 60 years
was brought for autopsy by the railway police. As
per the history, he was suspected to fallen off
from a running train; the body was found lying
near the railway tract. External examination of the
body revealed a compound fracture of both bones
left leg (Figure 1.a) and a laceration over back of
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right knee. From external findings, it was
presumed that the person died because of
haemorrhagic shock following fracture of the limb
bones. But once chest cavity was opened, the
whole situation was completely different. The
pericardial sac was full with clotted blood of
around 400ml (Figure 1.b). Examination of the
heart showed a laceration over posterior wall of
left atrium with dilatation of its cavity (Figure 1.c).
The mitral valve was found to be stenosed with
vegetations of its leaflets (Figure 1.d).There was
severe oedema and congestion of pulmonary
parenchyma. On histopathological examination
calcification of mitral valve leaflets was present
(Figure 1.e).
Fig 1c.
Fig 1c. A laceration over posterior wall of left
atrium with dilatation of its cavity

Fig. 1a. Compound fracture of both bones left leg

Fig. 1d. The mitral valve stenosed with vegetations
of its leaflets

Fig. 1b. Pericardial sac full with clotted blood

Fig 1e. Calcification of mitral valve leaflets
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Case two: This was a brought dead case of 56
years old male, who had a sudden attack of chest
pain with dyspnoea. He was a known diabetic with
hypertension for about last 10 years. In
accordance to the rule of our Institute for brought
dead cases, an autopsy was done. During autopsy
the heart was found to be enlarged with more
than 500 ml of clotted blood inside the pericardial
cavity. The left ventricle showed concentric
hypertrophy with a maximum wall thickness of
23mm. There was a single full thickness and two
partial thickness ruptures of the left ventricular
wall (Figure 2.a).
Fig 2c. An atheromatous plaque with leucocytic
infiltration
Histopathological examination showed 50%
obliteration of lumen of left anterior descending
artery of heart (LAD) (Figure 2.b) by an
atheromatous plaque with leucocytic infiltration
(Figure 2.c).

Fig 2a. Single full thickness and two partial
thickness ruptures of the left ventricular wall

Case three: A 52 years old male was declared
brought dead after a sudden fall from a rickshaw.
The person was not known to be suffering from
any disease. On opening the chest cavity, the heart
was found to be enlarged with blood clot of
around 300ml inside the pericardial sac (Figure
3.a).

Fig. 2b. 50% obliteration of lumen of left anterior
descending artery of heart

Fig. 3a. The heart enlarged with blood clot inside
the pericardial sac

Int J Eth Trauma Victimology 2019; 5(1):46.

Histopathological examination revealed narrowed
lumen of RCA with hemorrhage and atheromatous
plaque formation (Figure 3.d). The atheroma also
showed mixed leucocytic infiltration (Figure 3.e).

Fig. 3b. Right ventricle showed a full thickness
rupture
The Heart weighted 525grams and right ventricle
showed a full thickness rupture (Figure 3.b). On
dissection it was found that there is narrowing of
the lumen of right coronary artery (RCA) with
almost 80% blockage (Figure 3.c).

Fig. 3e. The atheroma showing mixed leucocytic
infiltration
Discussion
Rupture of the free wall of the heart has been
reported to be the cause of death in 4-13% of
cases of acute MI (16). The incidence of this
complication as a cause of death is second only to
cardiogenic shock and arrhythmias (17).
Left ventricular rupture is the second leading
cause of in hospital death among patients with
acute MI (18). This complication is almost
universally fatal, and the diagnosis is seldom made
before death; therefore, a high index of suspicion
is required to detect this potentially devastating
complication.

Fig 3c. Narrowing of the lumen of right coronary
artery (RCA) with almost 80% blockage

Fig. 3d. Narrowed lumen of RCA with hemorrhage
and atheromatous plaque formation

Depending upon severity, rupture of free wall of
heart cases usually presents with a sub-sternal
chest pain of 30minutes to 6 hours duration.
Physician on examination can elicit hypotension,
increased venous pressure, feeble or absent heart
sounds, pulsus paradoxus and cardiogenic shock
(19). An associated abrupt sinus or nodal
bradycardia strongly suggests rupture of the heart
and cardiac tamponade (20). While transthoracic
echocardiography showing free fluid in the
pericardial sacis the most confirmatory and
sensitive procedure to detect cardiac rupture, wall
defects with echogenic mass in the effusion can be
detected only in expert hands. Yet again in such
cases right cardiac catheterization may show equal
pressure in the both the right cardiac chambers
(21) (22). Rupture of heart results is sudden
haemopercardium and abrupt hemodynamic
deterioration due to cardiac tamponade, and
usually death occurs within a very short time

Int J Eth Trauma Victimology 2019; 5(1):47.

following rupture. Rarely patient survives for more
than an hour. Prompt recognition of the
complication based on clinical features and
emergency surgical intervention is absolutely
necessary to save live in such cases. Even after
timely surgery, both intra and post operative
mortality is very high. Lopez-Sendon and
colleagues reported an immediate operative
mortality rate of 24% and a hospital mortality rate
of 52% (23).
Almost 85% ventricular wall ruptures occur within
1st week and 40% within 24hours of onset of MI.
An increase in the wall tension in the zone of
ischaemia and necrosis leads to dilatation and
thinning of the myocardium, which ultimately
causes rupture (24). London and London' found in
a study of 1000 cases of fatal MI that 50% of
ruptures occurred within 3 days and 89% within 14
days (16). Though the anterior wall of the left
ventricle is involved more commonly, in one of our
cases we found rupture of posterior wall (25).
Krumbhaar et al (25) and Devenport (26) found
that the atrial rupture occurred in only 51 (7.18%)
cases in the 710 combined cases of spontaneous
rupture of heart they had reported. The right
atrium was involved in 38 (74.51%) cases and left
was found ruptured in rest 13 (25.49%) cases.
Kohn RM et al reported total 60 cases of atrial
rupture mostly due to infarct, fatty degeneration,
trauma, vulvular heart disease, tumour and
aneurysm (15). These conditions of atrial rupture
is hardly diagnosed during life and is suspected
only once in 80 cases and is frequently confused
with ventricular rupture (15) (27).
Possible risk factors for Cardiac Rupture:
Age: Myocardial rupture (MR) rarely occurs under
the age of 50 years. Kohn RM et al found only 5
cases (29.4%) of atrial ruptures following infarction
in patients below the age of 50 years. Oblath and
colleagues did not find a single case of ventricular
rupture below 50 years of age in their study on 80
cases of ventricular rupture (28).
Sex: Mixed response is seen amongst various
studies conducted on rupture of heart. Kohn RM
found 48 (68.6%) male cases in their study of 70
atrial rupture cases. In contrary to this, Obalth et
al and Griffith GC et al (29) reported more cases of
MR in women with 58.75% and 53.9% cases
respectively.
Pre-morbid conditions of heart: pre-existing
diseases of the heart like MI, hypertension,
vulavular heart disease etc. can increase the

chances of MR. To some extent a higher BMI and
diabetes mellitus also contribute to it.
Conclusion
Rupture of heart is a near fatal complication in
persons suffering from MI as well as valvular heart
diseases. It is however seen that there is reduction
in morbidity due to myocardial rupture during the
last decade or two, because of the better
management of acute episode of myocardial
infarction and more particularly due to the use of
vasopressors and anticoagulants. The physician
must be alert and well aware of signs and
symptoms of cardiac tamponade, as it can be
managed by timely surgical interventions.
It can be suggested now that newer techniques for
diagnosis of impending MR should be developed.
During therapeutic cardiac interventions as well as
in patients with higher risk of rupture with more
than 50 years age and sustained chest pain
suffering from MI there should be a requisite
protocol under which these patients should be
evaluated. Treatment has to be directed towards
prevention; that is reduction in size of the infarct.
For a better and timely intervention of such case,
tertiary health care facilities with provision for
management of such cases should be created in
difficult areas. Lastly, periodic cardiac check up
comes up as the solitary way to prevent such
complications and save precious lives.
Abbreviations:
STEMI: ST elevation myocardial infarction
RCA: Right coronary artery
MI: Myocardial Infarction
MR: Myocardial Rupture
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Letters to the Editor
Respecting dead by the contagion
Citation: Bhullar DS. Respecting dead by the
contagion. Int J Eth Trauma Victimology 2019;
5(2):50-51. doi.org/10.18099/ijetv.v3i02.8
The human race in recent times is witnessing one
of the worst disasters world-over being ravaged by
COVID-19 pandemic which is expected to claim
more than 3.5 lac human lives this May end in 210
countries. A pandemic does not recognize
international boundaries, continents, races,
religions, sex or seasons, almost affecting the
populations simultaneously with two distinctive
characteristics i.e. transmissibility and severity and
both of which are proving to be considerable in
the present scenario. The curse of civilization that
is, densely populated metropolitan cities,
extensive trade routes, increased communication
between nations, people,
ecosystems and
urbanization in the developing world, all have led
to rapid transmission of this highly infectious
disease.
Although, the notable pandemics of the past have
taught us about the preparedness, readiness and
response strategies to combat the present Corona
virus pandemic using a combination of
containment, quarantine, postponement or
cancellation of large-scale public gatherings and
other mitigation activities but it has led to a severe
global
socioeconomic
disruption,
the
postponement or cancellation of sporting,
religious, political and cultural events, and
widespread shortages of supplies exacerbated by
panic buying. Misinformation about the virus is
rampant online, and there have been incidents of
xenophobia and discrimination (1).
Discrimination on the basis of age, sex, race, caste,
religion, social status, nationality etc. is a world
phenomenon but discrimination against dead
bodies by own relatives or near and dear ones has
emerged a new type of discrimination and
challenge witnessed by COVID-19 pandemic
especially in India wherein the relatives refused to
cremate the Corona positive bodies of their own
beloved ones. While India has taken proactive
steps to ensure dignity and safe disposal of dead
bodies, the novel corona virus pandemic has
thrown open many ethical and logistic challenges
for the policy-makers. As the COVID-19 pandemic

grows in India, the safe disposal of dead bodies of
infected patients is essential. Experts point out
that currently there are gaps in communicating
this information to semi-urban and rural areas.
The guidelines issued by Government of India
must now be made clear at the grass root level to
health workers and religious leaders (2). Although
standard protocols on the handling of bodies
(hand hygiene, use of body bag and protective
gear like masks, gloves, disposable gown and eye
protection) are similar, the ministry’s guidance is
more mindful of sentiments of family members of
the deceased, and recognises the need for
sensitivity by crematoria staff. This is where the
professional bodies of forensic medicine experts
should step in and play the proactive role to create
awareness among the masses on safe disposal of
corona positive dead bodies, alleviate the fear of
contracting the infection in the cremation
atmosphere, easing the panic of corona dead and
keeping in mind the emotional sentiments, assist
the families in disposal of their dear dead in
accordance with the guidelines and protocols.
The World Health Organization (3), Centre for
Disease Control and Prevention (CDC) (4) USA and
Public Health England (5) have issued similar
guidelines. The WHO guidance emphasises upon
the dignity of the dead, respect and protection for
their cultural and religious traditions and their
families throughout, avoiding hasty disposal of a
dead from COVID-19. Further, the authorities
should manage each situation on a case-by-case
basis, balancing the rights of the family, the need
to investigate the cause of death, and the risks of
exposure to infection, says WHO.
In many countries, the next of kin of COVID-19
patients are often not allowed to visit hospitals
and see their dying relatives, another
unprecedented global crisis which has raised
ethical concerns. Such patients are dying alone.
Sometimes multiple members of a family are
affected or quarantined. If someone dies in such a
family, the other family members are unable to
pay their last respects. “It is very difficult for
everyone involved,” H. Clifford Lane, Deputy
Director for Clinical Research and Special Projects
at the National Institute of Allergy and Infectious
Diseases, Bethesda, Maryland, USA, told Nature
India. Some UK hospitals are helping loved ones
share final moments, in person, where it's safe to
do so, provided that suitable protection is in place,
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or by video link. “Preventing the spread of COVID19 is vital, but we should not allow the ‘COVID fog’
to entirely cloud other important considerations,
such as protecting psychological and emotional
health,
or
recognising
and
honouring
relationships,” Richard Huxtable, Director of the
Centre for Ethics in Medicine at University of
Bristol in UK told Nature India.

possibility of data breach raises serious security
and ethical concerns. MukeshChoudhary, a cyber
security expert, who heads CyberopsInfosec, told
Nature India that the government audits and
certifies any app as ‘safe to host’ before uploading
it on a live server for the public to use and, hence,
security and confidentiality are not compromised
by the app.

According to Bhan, a medical doctor who
researches global health, health policy and
bioethics, India has no triage protocols yet, though
several groups are considering these issues. He
feels the country definitely needs to frame broad
guidelines to prepare for this worst-case scenario.
If India faces the eventuality of a difficult triage
situation to prioritise patients, there are lessons to
be learnt from the UK, where ventilators and ICU
beds are in short supply. Huxtable says although
national ethical guidance is emerging in the UK,
individual hospitals are developing their own
detailed protocols for triage in intensive care.
Many hospitals are involving clinical ethicists to
draw up their plans and sharing them to ensure
consistency and fairness. The Italian model of
triaging solely on age is problematic, says Martin
Utley, a professor at the Clinical Operational
Research Unit of University College London, UK. It
is illegal in the UK as per ethical guidelines issued
by the British Medical Association (6).“Also, since
any triage protocol would eventually preclude
certain patients from intensive care, difficult
decisions take a toll on the mental health of
doctors."
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Close surveillance and isolation of infected
patients in China, Singapore and South Korea
helped control the spread of disease and limited
the death toll. The Indian government recently
launched
the
COVID-19
tracking
app
“AarogyaSetu” that allows digital monitoring of
movement of people in real-time and their
contacts in hotspots. While this ensures safety, the
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