‘ANTIA WAS A SOPHISTICATED BLEND OF
INTELLECT, HUMILITY AND COMMON SENSE.
How OFTEN DO YOU FIND SUCH A MAGICAL
COMBINATION IN A HUMAN BEING?’
—Kavery NamsisaN
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A LIFE OF CHANGE

Noshir Antia was born on 8 February 1922 in Hubli. After graduating in
medicine from the Grant Medical College he joined the Army Medical
Corps during the Second World War. After the war he went to England
to study surgery. On his return, he pioneered plastic surgery in [ndia. His
interest in biomedical research and the social aspects of medicine grew
while working at the J.]. Hospital in Bombay, and led him to establish the
Foundation for Research in Community Health {FRCH) and the Foundation
for Medical Research (FMR). He received numerous awards including the
Padma Shri in recognition of his efforts in diverse fields.

He died in Pune on 26 June 2007.

A Life of Change

The Autobiography of a Doctor
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To my dear wife, Arnie, the rest of our family
and the people of Bharat
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Foreword

As a student of the medical college in Trivandrum in
the 1950s, [ heard glowing accounts of plastic surgeries
performed by Dr Antia at the [.]. Hospital. We had no
opportunity to observe plastic procedures in Trivandrum then.
It was a quarter century later that I saw him at a meeting
chaired by Professor Ramalingaswamy at the Indian Council
of Medical Research (ICMR) headquarters. To my surprise
and contrary to one’s expectation of a super specialist,
Antia decried the glorification of curative medicine on that
occasion and made a fervent appeal for refocusing health
policy on the social realities of India. It was obvious that
he had unbounded faith in the native wisdom and decency
of ordinary Indians and profound concern 1or their welfare.
Indeed, the golden thread that runs through the many stellar
achievements of Antia is his unflagging concern for fairness
and the relief of human suffering. Though steeped in the
scientific traditions of modern medicine, Antia refused to be
dazzled by technology, which, according to him, is a good
servant but a bad master.

Antia’s life and beliefs were moulded by his birth and
upbringing in the small town of Hubli, and the opportunity
he had of mixing with the downtrodden in a government

X



x Foreword

school. Despite the poverty and deprivation in Hubli, he
enjoyed his school years and learnt to celebrate the egalitarian
atmosphere of the school as much as he prized the joys and
comforts of a generous home. ‘The Child is the father of
Man; and the childhood experience of simplicity in rural
life played no small role in shaping Antia’s attitude to the
practice of medicine. After graduating in medicine from the
Grant Medical College and serving a short stint in the army,
Antia moved to Britain where he served in British hospitals
"~ for nine years when the country was recovering from the
devastation of the Second World War, and luxury and waste
were frowned upon in the health service. The UK period
introduced him to the legendary Harold Gillies, the father
of plastic surgery, who undoubtedly inspired Antia’s choice
of a career in the new speciality. Similarly, the experience
he gained in the management of burns at the Birmingham
Accident Hospital and with A.B. Wallace in Edinburgh
had much to do with the burns unit he pioneered at the
J.J. Hospital. The seeds of clinical experience and investigative
medicine which were planted in the UK flourished to produce
a rich harvest on Antia’s return to India. Gillies, especially,
was the guardian angel who inspired and supported Antia
through personal visits, and helped in the establishment
of the famed Tata Department of Plastic Surgery (TDPS).
Antia’s tryst with leprosy and the turbulent story of building
TDPS against heavy odds make for an absorbing read even
after many years. The organization of the burns units at the
I.]. Hospital and Thane, despite opposition from jealous
colleagues and wooden administrators, was no less remarkable
for the simplification of treatment and reduction in costs.
Even if he had done nothing else, Antia’s contributions to
the facial reconstruction of leprosy deformities and treatment
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of burns would have undoubtedly earned him a place in the
hall of fame in surgery. His J.]. Hospital years were a saga of
courage, tenacity, industry and indomitable will, which s;hou%di
inspire generations of young surgeons as they face the uphil
task of building institutions in India.
For all the creditable achievements, surgery could not
contain Antia’s irrepressible spirit any more than a stable
can incarcerate a spirited steed. The correction ‘?f leprosy
deformities Jed him to immunological mechanisms, and
the quest took him away from the operating room to the
laboratories of the National Institute for Medical Research
(NIMR) under Sir Peter Medawar in London for two yef'irs.
Even though ‘many doubted the sanity of spch a radical
departure’, the research experience enabled Antia ‘to introduce
a research component in the TDPS and, more 1mportant1.y,
to establish the Foundation for Medical Research (FI\‘JIR)‘ in
Mumbai. Antia’s example of a surgeon’s guest for sc1ent1ﬁc
understanding is reminiscent of John Hunter’s statement in
the eighteenth century: ‘Now, the last pa.rt of Surgery, namel.y
operations, is a reflection on the heahng fu‘t.. It is a tacit
admission of the inadequacy of surgery: it is like an armed
savage trying to get by force what a civilized man would get by
stratagem. Antia laments that ‘the strange urge to underst.and
the scientific basis of medicine . . . had been almost entlreI}:
missing in my medical education in both Indla' and the QK.
This grave defect, alas, continues to cripple m.edlcal edut:a.tlon
in India which remains incapable of igniting the spirit of
enquiry among medical students.

Antia’s intense interest in the social aspects of healt‘h
care was triggered during the preparation of the classic
ICSSR—ICMR report by J.P. Naik. The interest soon fo-und
expression in Mandwa where illiterate women were trained
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to provide basic health care for their community. He set up
the Foundation for Research in Community Health (FRCH)
to support community health programmes, which included
Parinche where the broadest concept of health was applied,
comprehending rural development and needs. The rural health
programmes championed by Antia for many years are among
the foremost of those set up by NGOs in India, which have
moved of late to the centre stage of the massive National
Rural Health Mission (NRHM). The NRHM has been hailed
by the Government of India as a ‘people’s programme’ and
the FRCH and Antia, personally, were deeply involved in
its activities which may revolutionize health care and rural
development in India. No wonder he regards this as ‘one of
my most satisfying achievements towards achieving “Health
for All”?

Antia’s autobiography tells in a delightful style, laced
with humour, the story of an extraordinary individual who
distinguished himself in many fields and adorned whatever
he touched. The long list of his publications bears testimony
to the high quality of his scientific output and the wide range
of his interests. The story of his life has great relevance in
the “famine years of the soul’ today when the vital dogmas
of compassion, quest for knowledge, honour and kinship of
all life are eclipsed by a spell of selfishness and greed, which
regards medicine as an ally of commerce, commodifies the
human body, and rates medical innovations in terms of
profitability and physicians according to their professional
income. The cacophony of materialistic medicine has drowned
the disturbing fact that India enjoyed an intellectual free ride
ever since modern medicine came to India, and no medical
concept, discovery or innovation from India has made a
difference in two centuries to the practice of medicine
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worldwide unlike scores of contributions from abroad such
as tissue immunity, antibiotics, organ imaging and heart-lung
bypass. If this state of intellectual barrenness is to end, as it
must, by the efforts of young Indian scientists and physicians,
they desperately need role models to excite their minds and
spur them to high endeavours which would bring health for
all and glory to science. Antia stands tall as a role model, and
his autobiography should be read not only by medical students
and the medical fraternity but also by the larger community
of sociologists and all others interested in the progress and
welfare of Bharat. Antia was eighty-five when he passed away
in late 2007, but to his last day he was more active than men
half his age, and his mind scintillated and grappled with an
astonishing range of subjects from the Schwann cell to rural
health. To describe him, one must turn to the Bard:

[T]he elements
so mix’d in him that Nature might stand up
And say to all the world, ‘This was a Man,

May he continue to inspire thousands among us, young and
old alike, towards service of our people.

M.S. Valiathan
National Research Professor
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A Modest Beginning

f heredity plays any role in who we become and how we

develop, I am fortunate that at least one side of my family
had its head and heart in the right place. My mother’s family,
the Madons, had littte money but much wisdom embodied
in my maternal grandfather, Rustomji Hormasji Madon,
whom we admired and whose values I have tried to live by.
My paternal grandfather, Merwanji Nowrosji Antia, on the
other hand, was materialistic. He made a fortune in business
entirely on his own and was very proud of it.

My grandparents—on either side—lived in Thane, on the
outskirts of Bombay (now Mumbai). They lived according
to their values—one in a grand mansion, the other in a
modest old house, which was rented, in keeping with the
simple values my maternal grandparents practised. A happy
joint family system prevailed in my maternal grandfather’s
home, which has kept us cousins, his grandchildren, together
even to this day.

My mother, Soonamai, the only daughter among four
brothers, was allowed to study only up to the second standard
by her mother who wanted her to be a diligent housewife.
However, she had the innate wisdom of her father, which
book learning cannot impart. My father, Hormasji, was the

1



2 A Life of Change

youngest among five children—four sons and a daughter.
He was a gentle, meek person and was imposed upon by
the other members of his more aggressive family. He studied
at Sydenham College in Bombay, but did not graduate. He
took up a job with the Swiss company Volkart, which took
him away from his dominating father to the cotton-growing
town of Amaravati where his job was to purchase cotton of
the required quality for the company. He thus chose a very
-different path from his brothers: one a general manager
of the Tata Oil Mills in Ernakulam; the second a medical
colonel in the British army who eventually married and
settled abroad; and the third who worked in a small business
house in Bombay.

My parents married in 1920 and I was born on 8 February
1922 in the Tehmulji Nariman Hospital in the area around
Bombay Fort. Soon after, when [ was just a few months old,
we moved to Badnera, about five miles from Amaravati.
Later, when I was about a year old, in 1923, we moved to
Hubli, another cotton-growing area of the then Bombay
Presidency.

I thus came to know both sides of my family through our
annual visits to Thane and found myself more attached to my
mother’s father. I was not the only one who thought highly
of hin'. All of us in the family still think of him with love
and respect. He had graduated from the Poona Engineering
College and had joined the Indian For st Service where he
worked for twenty years before retiring. Soon after retiring,
he was persuaded by the ruler of Baroda, Sayaji Rao Gaikwad,
to take up the post of chief conservator of forests of his
state, a post he held for ten years. Sayaji Rao would insist
that Rustomji sit to his right at banquets. My grandfather
confessed to us that he was concerned about the jealousy,
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palace intrigues and politics that went on around him. His
own integrity, however, was appreciated, and he finally retired
on his own volition and settled down in Thane. He was given
Rs 29,000—a good sum in those days—and a horse-drawn
carriage (ghoda-gadi) in appreciation of his services. He died
in 1956, at the ripe age of eighty-six.

By the time I got to know him on our annual visits to
Bombay, he had settled in Thane. Later, when I came to
Bombay for my medical education, I lived with him in his
family home for four years.

My growing vyears, though, were spent in a very different
place and ambience. Hubli (now in Karnataka)} was a small
town in what was then known as the Bombay Presidency
and was an important cotton centre. We lived in what was
essentially an outhouse of the Portuguese Club. My father
earned about seventy rupees a month. The rent and my
school fees were seven rupees each. Another seven rupees went
to our old maid, Budhi, who looked after me like another
mother. I had a sister, Dosa, who was a mongoloid. She died
when she was fourteen years old, after she was badly burnt
by firecrackers.

In those days I saw poverty, the kind we do not see today
except in some pockets of the country. The majority were
reduced to walking skeletons frightened of everybody.

Budhi had only one sari a vear, which we provided her.
Like most of the poor, she could not even afford footwear.
People did not rebel, not because they were afraid to do so,
but because acceptance of their lot was part of their culture.
Poverty still exists today, on a lesser scale, but it is of our own
making though we have enjoyed more than half a century
of independence,

My first school was the missionary school in Hubli where
I started when I was four or five years old, following which,
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[ went to St Mary’s School in Keswapur run by the Jesuit
fathers. Here, discipline was strictly enforced and even minor
transgressions were met by a proper dressing-down from
Father Fulstopper. Anything major earned one a caning, and
since I got caned only once, T suppose [ was not too bad. I
always stood first or second in class, my biggest competitor
being a Hindu boy called Narayan,

When we were in the second standard, both of us got the
same marks in the final examination, but the teacher gave
him an extra mark in front of the whole class just because
he attended chapel and I did not. I rebelled against this
practice, not because 1 had anything against religion, but
because 1 thought it was unjust. I was upset and informed
my father that I would not go back to that school. My
parents, surprisingly, raised no objection. My father simply
transferred me to the Government Anglo-Urdu High School,
at the centre of the town.

The years I spent in this school were pleasant. Most of the
boys were Muslims. T took Persian as my second language
because my grandfather, Rustomji, urged me to do so. I
also studied Urdu, which was taught by an old maulvi who
was usually dressed in a shabby white coat. We would often
liven up a lesson by picking out bugs that were found on
his garment!

[ did fairly well in my studies. There was not much
competition and I rubbed shoulders with boys who were
mostly poor and had to walk barefoot several miles to school
and back. I used to walk about a mile and a half myself. Since
it took long to go home for lunch, my father had arranged for
me to have it at the Karnataka Bakery which was opposite to
the school and was owned by a friend of his. For an anna I
was provided a buttered bun. I sometimes asked for a second
one, and felt a little guilty knowing that most of my school
friends could not afford even one.
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It was a frugal but happy childhood. One did not worry
about where one lived and what one had or did. We ran all
over the place, we played gilli-dandu and hide-and-seek. I
read a lot, though books were hard to come by.

Hubli was a small town—an overgrown village actually. It
had several Anglo-Indian, Christian and Portuguese families
as well as Parsis. The Madras and Southern Maratha Railway
{MSM) workshop was the major employer. Some 150 Parsis
were emploved in the cotton gin press industry. They were
a close-knit community and my mother enjoyed visiting
them.

Caste, religion or class never cropped up in my interactions
with my friends. [ wanted my own children to experience this
egalitarian upbringing and tried to get them to attend what
the eminent educationist L.P. Naik called ‘neighbourhood
schoals” But I was firmly overruled by most of the family
and my son and daughter went to Bombay’s Cathedral
School and the Bombay International School. Early influences
mould one both consciously and unconsciously, and T think
I benefited from my interactions with the common people
in my vounger days.

When 1 was about eight years old, my father left Volkart
and joined the Railway Institute of the MSM workshop as a
bartender, where he served the often rowdy British expatriates
who worked as foremen and engineers. There were regular
dance nights at the institute and Indians were not allowed.
The men would get drunk and go berserk. I remember after
one such disturbance, my father called the senior foreman,
Mr Ford, who came with his revolver and threatened his drunken
employees with dire consequences if they did not behave.

My mother looked after us and fed us extremely well in her
quiet but remarkably efficient manner. She was an excellent
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cook and good food did not cost much. We ate simple
but delicious meals. Jam was a luxury, and occasionally we
opened a tin of Australian IXL Jam, which my father sold as
a sideline. My mother was a pillar of strength to my father;
the same strength that I see in our village women today, They
have remarkable self-confidence even under the most difficult
circumstances, while the men try to dominate the scene.

My father was good at both tennis and cricket. As a young
.boy I have memories of carrying a large kettle of tea and
hot bhajias made by my mother for both the cricket teams
to share during the tea break. The joy was in playing the
game than in winning. There was none of the ‘killer instinct’
considered indispensable in sports today.

Money was certainly not plentiful but we never worried
about it. Once my father told my mother, ‘Soonamai, what
shall we do? Our bank balance is only seventeen rupees.
She premptly replied, ‘Whats there to be afraid off We'll eat
channa-murmura’ (gram and puffed rice)! Fortunately, we
were not reduced to this spartan diet because a cheque of a
hundred rupees arrived the very next day from her brother,
Framroz, who worked as a forest conservator.

On our annual visits to both grandparents in Thane, my
maternal grandfather would give my mother a hundred
rupees with which she bought clothes and other items and
stocked them up for the coming year. Though my father
earned just seventy rupees a month, we were considered
well off since people earned as little as seven or ten rupees
a month. My affluent and overpowering grandfather,
Merwanji, wanted us to live with him after the death of my
grandmother, but I'm glad my father did not accept this
offer, except for a year.

I was then in my last year of matriculation and had to
continue my studies at the Esplanade High School just above
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what is now the Empire Restaurant, opposite the Victoria
Terminus (now Chhatrapati Shivaji Terminus). I used to
travel by train from Thane every day.

Merwanji Antia was a stern man of rigid habits. Every
Wednesday, he would travel by train from Thane to Victoria
Terminus, occupying the same window seat in the same
second class compartment. He would be met at the station
by his daughter Dina and her family. They would have tea
and cakes at the Parisian Dairy on Princess Street followed
by a visit to the Central Bank. -

Fverv summer he and his wife, my grandmother Meherbat,
would iloliday at the Fountain Hotel in Mahabaleshwar and
would occupy the same room reserved for them. On one such
visit, he met Vithalbhai Patel and his brother, Vallabhbhai,
the ‘Iron Man of India. During their conversation, my
grandfather made a contemptuous and tactless remark, ‘These
Congress dhotiadases [old fashioned Parsis of that era found
the dhoti worn by Congressmen particularly annoying], what
can they do?’ This angered Vallabhbhai, who replied angrily
that he would soon see what they would do. Whereupon
my grandfather whacked Vallabhbhai—who was to be our
country’s most eminent leader after Nehru—with his English
cherry\:vood walking stick, which we still possess as a family
heirloom!

It was during one such holiday in Mahabaleshwar that my
grandmother contracted typhoid and died.

It was not long before my father decided to move away
to Poona {now Pune), in 1936. There was no special reason
for choosing Poona except that it had a fairly large Parsi
community and my mother had several friends there. Al.so,
my uncle, Colonel Piloos Antia, a doctor in the Indian
Medical Service, worked in Ahmednagar, which was not
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too far away. It was also going to help my education since
I 'was now ready for college. It is interesting to note that as
a sentor British Army medical officer and in-charge of the
Army Hospital in Ahmednagar, my uncle was responsible for
looking after the health of Jawaharlal Nehruy, Rajendra Prasad
and other senior freedom fighters who were imprisoned in
the jail at Ahmednagar. We came to know this only after our
independence.

I did two years of intermediate science at Fergusson College
in Poona from 1938 to 1940. Poona’s population was about
a lakh then and I could cycle safely, twice a day, from Main
Street, where we lived, to Fergusson College. We lived in a
small flat above a chemist’s shop, which still exists, at the
end of Main Street.

My father, a remarkably poor businessman, opened a
small shop in the middle of Main Street called Universal
Presentation Novelties that sold knick-knacks and toys. During
the war years, when all the other shopkeepers increased their
prices by 200 per cent because the influx of British soldiers
drove up profits, my father made an increased profit of just
25 per cent, and that, he felt, was unethical. Our home was
a small but happy place thanks to my mother’s genius for
making everyone, including my friends, feel comfortable and
welcome.

I graduated with a BSc in 1940 and had to decide on a
career to pursue.

My first choice as a career was the forest service, as I
wanted to follow in the footsteps of my maternal grandfather
Rustomji Madon, and his son and my uncle, Framroz. But
boih dissuaded me, saying there was not much of a future
In it any more. So my next choice was engineering, but my
poor mathematics put paid to that career, Medicine was really

A Modesc Beginning 9

the third option and the 56 per cent I had obtained in my
BSc from Fergusson College was quite adequate to ge't me
admitted into any medical college in Bo.mbay at thaft time.

I joined the Grant Medical College m‘Bombay in 1940.
It was one of the oldest medical college‘s in th.e country—a
happy and friendly institution where friendship and sp?rts
were considered as important as the study of medu?me.
The Western system of medicine was taught and practised,
while all other systems like Ayurveda and h.omoeopath.y
were frowned upon. The Western system consisted of basic
medicine and surgery with a strong clinical base. T‘h.e drugs
we used were chiefly simple remedies, of herbal origin, such
as aspirin (willow bark), quinine (cinchqna)‘, opium, and
various tinctures like that of asafoetida, ‘10.d11?e and other
natural products, and compounds like _d1g1tahs (foxglove).
A few synthetic drugs like sulphonamides had just been
introduced as were a few new surgical techniques that had
been developed during the Second World War. Surgery was
of a very basic nature but served the requirements of most

of the patients.
pro"lP}l]anj(fugh clir?ical examination and a f‘ew simple tests
were sufficient for a reasonably correct dlagn(?sm for the
vast majority of patients. Salvarsan was the chief mtrav-enou;
injection for syphilis. Calcium gluconate gave a feeling o
warmth, which was much appreciated by patients and was
thus administered often, though it had no otlller remedial
role. Sulphonamide was the magic drug that' had just emerged
during the war. Penicillin was on its way. Slnu?le chloroforr_n
poured on to a cotton face mask was the prevailing anaesthesia

at boon to surgery.
an(llv[:r ?rl;:eraction with pgenicillin is worth a menjcion h‘er'e. .It
was discovered in 1944. The first time 1 saw this antibiotic



10 A Life of Change

being used was at the C.J. Ophthalmic Hospital in the
J.I. Hospital. As students we had to attend a certain number
of eye operations conducted by Dr Nanavati, the senior
ophthalmic surgeon. With him one day in the operating
theatre was a British medical officer. We students listened to
the two doctors discussing the wonders of a new drug, which
the British ophthalmic surgeon had brought with him. At the
end of the operation on the tear duct sac (dachryocystitis)
_ the British doctor opened a Petri dish in which there were
small pieces of gauze coated with a green fungus grown on
jaggery. Dr Nanavati picked up one of the fungus-coated gauze
pieces with his forceps and inserted it into the infected tear
sac, which he had just cleaned. The two surgeons discussed
this new magic cure for such infections. Only later did we
realize that this was the crude penicillin fungus Penicillium
notatum which the doctor had brought from England.

A couple of years later, penicillin, in the form of an
injection, was available for use in our wards. It was scarce and
hence expensive. As students, we had to inject 15,000 units
every three hours into patients who often came to us in the last
stages of pneumonia or peritonitis. The dramatic Improvement
within a few days had to be seen to be believed,

Years later, in 1956, I attended a lecture by Alexander
Fleming, the discoverer of penicillin, at the B.], Medical
College in Pune, The hall was packed to capacity with students,
doctors and the general public—all keen to hear about the
discovery of the medicine.

Instead of describing how he had discovered this wonder
drug, Fleming’s entire lecture warned us against misusing it.
He pleaded, even at that early stage, that penicillin, which
was -being used in mega-doses, would inevitably result in
resistance to the drug within the next few vears, If this could
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be prevented, he said, penicillin would remain a panacea for
another century. He said that it would be the drug of .ChO‘ICB
if not subjected to gross misuse, as was already beglm?mg
to happen. 1 have been privileged to see the very begmn‘lngs
of the antibiotics era and the wonders that it could achu.ave.
Unfortunately, market forces have captured ‘the I'I.'le.dl(.lal
profession, leading us to the end of the dramatic antibiotics
era. ‘

I studied medicine at a time when caring for patients was as
important as curing their diseases. Carel:ful docur_nen.tatlon of
the patient’s history and thorough physical ex.ammatlon of.ten
vielded a remarkably effective diagnosis 'tmthout resortlng
to expensive investigations as is the pra‘ctlcej today. Dr Fali
Moos, superintendent of the G.T. Hospital in Bombay was
my first clinical teacher. He taught us how to carefull.y e1.1c1t
the patient’s history followed by equally careful examination
and simple investigation of the patient. For example,)typhmd
can be detected early by observing the ‘rose spots on 'the
patient’s cheek, an early sign of the disease. An examination
of the patient’s stool is also revealing.

It is unfortunate that doctors today hardly look at, or even
listen to, their patients. They prefer a battery. of investigations
regardless of the cost and ability of the patient to bear such
expenses. Feeling the pulse, taking the blood pressure and
auscultation with a stethoscope are as much an expression of
human concern as the information they provide. Indigenous
systems of medicine like Ayurveda. have taught us 'the
importance of the relationship that exists between the r_m.nd
and the body. Unfortunately, modern Western me(_ilcme
understands disease only as a physical phenomenon Wlth?ut
realizing the importance of the relationship between the mind

and the physical body. We fail to appreciate the love and care
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that doctors used to provide which contributed greatly to the
healing process. There was implicit faith between the patient
and the doctor which is lacking today.

The main surgical specializations at the time were
ophthalmology, ENT ({ear, nose, throat) and dentistry. As
medical students in the early 1940s, we had to undergo two
years of study in anatomy and physiology, which 1 now think
was unnecessarily prolonged and resulted in a disjointed
form of education. For example, while one student would
be dissecting the foot, another would be dissecting the head
and neck while the lecture would possibly be on the vertebral
column. In physiology, too, while the practical may be on
one area, the lectures would be on another. This disjointed
method of education was more for the convenience of the
college and the teachers than for the students.

It was much later that the concept of ‘integrated teaching’
was introduced in medical education. It was pioneered jointly
by a professor of anatomy and a professor of physiology of
Birmingham University in the United Kingdom. Both were
army doctors during the Second World War. Marooned
for nine months in the famous siege of Tobruk in North
Africa, they devised a joint course of training in anatomy
and physiology, and came up with an integrated course for
pre-clinical education. '

I met them in 1947 in Birmingham, while I was on my
fellowship. Dr B.M. Desai, our anatomy teacher and later
the dean of the B.J. Medical College, had requested me to
meet them and find out more about this integrated course in
pre-clinical education. They described to me how they had
evolved this practical method of education, which I passed
on to Dr Desai.

I have always found that adversity is the stimulus for
original thought and action. If you are given everything on
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a plate, it stymies original thinking. ?f you are provided a
car, a big hospital and all other facilities, you genel_'aﬂy stop
thinking. The equipment and facilities ma.ke you t}{mk alolng
their lines like Frankenstein, swayed by scientific discoveries,
creates a monster in Mary Shelley’s novel. .

For necessity is the mother of invention. Comfort is an
opiate that is irresistible and demands more and more.
When something does not work, the answer generally lies
in doing the opposite, not in repeating the mistake. We Falk
about lateral thinking, but it is actually about-turn thinking.
These two doctors, marooned in the midst of a ear began
to look at ways of learning from the student’s point of view
and came up with a new method in teaching. Tt taug'ht me a
valuable lesson in original thinking, something that is rather

in short supply today.



Army Days

When I was in my second year at medical college, 1
almost exchanged the scalpel for a pair of wings. In

1941, the war in Europe was at its height and Britain was
in desperate need of young, educated pilots. We youngsters
were an enthusiastic lot who did not think much of danger
or death. One day, my cousin Phiroze Katrak, his friend
Hrishikesh Moolgaonkar (who later became the chief of the
Indian Air Force) and I, decided to enlist, We went off to
the air force’s recruiting office at Azad Maidan in Bombay,
and were accepted straightaway.

Moolgaonkar, of course, went on to make a distinguished
career in the air force. Phiroze, too, made flying his career.
He took part in the Battle of Britain and later became a pilot
with Air India. I, however, was prevented from joining the air
force by my uncle, Colonel Piloos Antia, who was annoyed
that I was leaving medicine. He wanted me to join the Indian
Medical Service like him and not the air force. He called
the then dean of Grant Medical Coliege, Colonel Jalal Shah,
who was his friend (and who later became the first chief of
medical services in Pakistan) to stop my recruitment, which
he did, much to my chagrin. Medicine was obviously fated
to be my profession. ’

14
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After [ came to know that [ had passed the MBBS exam,
I went to tell my father who was playing cards at the Parsi
Gymkhana in Pune as he usually did on most evenings. He
was very pleased, but his pragmatic response was, ‘Now, you
will never have to starve!’

I had no hesitation in deciding where I wanted to work.
This was 1944 and the British were recruiting doctors for the
imminent conflict in Burma, following the Japanese invasion.
They offered an irresistible sum of a hundred rupees a month
to final year medical students, who would have to join the
army medical services when they qualified.

Thus it was that I got a glimpse of life in the Army Medical
Corps. Together with fifty other young doctors, T was posted in
south Deolali where we were fitted into uniforms and taught
how to march. Some doctors had never worn anything but
dhoti and chappal, and had never seen a parade ground. They
were attracted by the pay, which was Rs 350 a month for a
second lieutenant.

My next posting was at a transit camp near Kalyan on the
outskirts of Bombay, in what is now the suburb of Ulhasnagar
and was then called James Siding. I was one of three medical
officers who had to look after a hundred healthy men in the
camp, mostly African soldiers awaiting repatriation to their
home in East Africa. There was nothing for me to do, so over
the weekends I would go to Bombay to meet my friends at
the J.J. Hospital. It was 1945—46 and Bombay was in ferment.
The Quit India movement was gathering momentum and
there was a lot of enthusiasm around Gandhiji. The naval
mutiny had brought the British army out onto the streets.
The Tommies stood with Sten guns behind sandbags at the
}J. Hospital junction and shot at pedestrians who pelted them
with stones. Some of the bullet marks can still be seen on
the outer wall of the C.J. Eye Hospital.
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I was posted next at the ordnance factory at Khadki, in
Pune, as medical officer. Again, there was not much work
since most of the patients were malingerers who complained
of non-existent ailments like backaches and stomach-aches, to
escape onerous duties. My non-medical assistant, David, solved
the problem by punching them in the back and stomach!

Life was dull once the war was over, and 1 was becoming
restless. 1 had begun to think seriously of going to the United
Kingdom to further my training in surgery. I was then posted
" to the orthopaedic surgery hospital in Aundh (2 IBGH) in
Pune. I repeatedly requested Colonel Farouki, who was in
charge of the hospital, for a discharge from the army so
that [ could go abroad. But since I was one of the last to
join the service, I would be the last to be released. Fed up of
my constant badgering, the colonel ordered my transfer to
Jabalpur. I knew that once there, I would be stuck for years
so I had to avoid the posting at all costs.

After the war, the Southern Command headquarters had
fortunately returned to Pune. The chief of medical services of
the Southern Command was General Arnott. I did not realize
that walking into the general’s office without an appointment
was a major offence. Yet one hot afternoon 1, a mere captain,
walked into the general’s office to speak with him. General
Arnott was out to lunch so I waited outside his .room. When
he came back and saw me he asked me what [ wanted. I
said I wanted to be demobilized. Surprisingly, he invited me
into his office and enquired, ‘What are you going to do after
you are demobilized?” I told him I wanted to specialize in
surgery in the UK but had been posted to Jabalpur. Maybe
I was lucky to have caught him in a happy mood because
he decided to help me.

He called his assistant director of medical services (ADMS),
a British colonel, and told him that I wanted to go to England
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for further studies, which he thought was a good idea. ‘He
has instead been posted to Jabalpur. Why don’t you arrange
for his release?” Arnott said.

The colonel was mad at me but could not say anything
in front of the general. Cleverly, the general also added in
front of the ADMS, ‘If you do not hear in two weeks’ time
of your release, just write to me.

I went to Jabalpur and sure enough, two weeks later, my
release orders came through. Some years later, after Arnott
had returned to England and I was working there, he invited
me for lunch to his club, the Athenaeum, in London, together
with my uncle Colonel Piloos Antia.

Several doctors, who had joined the army with me from
the Grant Medical College, wrote to me, years later when
I was in England, asking how they should apply for their
release. 1 wrote back: ‘Just walk into the general’s office and
say you want to be released from the army!

Life offers many opportunities. People often say they did
not have the opportunity to do what they wanted to do. [
think it is more a matter of taking the opportunity when it
presents itself. If I did not have the courage—or maybe it
was stupidity—to go and ask for my release, things may have
turned out very differently for me. There were several points
in my life when I could have taken a different path, and could
have ended up doing something totally different!

I went to England because | wanted to train in surgery. I
did not know why I wanted to do surgery. Maybe because it
was a spectalization with a high profile, and even some drama,
and England was the place to do it at that time.

When 1 left India, I did not have a job to step into in
England and the only money I had was Rs 40,000 given to
me as a loan from the Sethna Trust. Fortunately, I was able



18 A Life of Change

to earn my living in the UK by working as a houseman in
several hospitals for almost nine years. One did not have to
worry about work permits in those days. All I had to do was
get a letter of approval from the high commission in England.
I was thus able to earn enough and return Rs 30,000 to the
Trust which generously waived the remainder,

Learning the Ropes in England

n old steamer carried me to England in February 1947.

It was used to ferry soldiers during the Second World
War. It crammed in some 1,600 people, though its carrying
capacity was only about 400. I was quartered down among
the machinery somewhere.

The first thing I had to do after 1 reached London was to
find a place to live in. My college friend Dinshaw Ghadiali
accompanied me on these house-hunting trips. Prospective
landladies looked at us with some apprehension because there
were not many Indians around in those days. We eventually
found ‘digs, as they were called, in Ealing.

Our landlady was a short, plurnp woman who lived with an
older cousin—generally referred to as ‘the Crocodile’ behind
her back, for obvious reasons. But to us, both ladies were very
kind and motherly after they had overcome their initial fear
of non-white boarders.

England in the 1950s was very different from what it is today.
People had suffered during the war, and were compelled to live
frugally in its aftermath. Even the king, it was said, stuck to
his ration of just one egg a week. Petrol was strictly rationed.
Things were basic and simple—no one had the time or money
for frills.Yet the work that was being done in the hospitals, as

19
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soon discovered, was of a remarkably good quality. T was working
towards a diploma from the Royal College of Surgeons, and
to do this I had to work in various hospitals. The hospitals
advertised vacant house posts in the British Medical Journal
and I would choose where to apply. This way, I secured many
interesting jobs in different parts of the country.

I consider myself fortunate to have worked in England during
this period because it showed me how much could be achieved
with little money and facilities, and without compromising

" on quality. What T learnt suited my requirements and the
requirements of India when I returned nine years later,

My very first job was as locum to an eccentric eighty-
year-old Irish doctor who had a general practice on Walworth
Road in London, the very heart of cockney land. Most of
Dr O’Malley’s patients were poor and lacked hygiene. Once,
when [ was standing in for the doctor, and began to boil a
syringe before using it, the astonished patient asked me what I
was doing. I explained why it was necessary always to sterilize
the syringe. The patient learnt this lesson in hygiene so well that
on her next visit, she berated Dr O'Malley for his unhygienic
methods, which earned me the good doctor’s ire!

Apart from learning about medicine, I learnt a lot about
poor patients and the spirit of camaraderie between staff and
patients. My next job was at the Lewisham General Hospital
in south London, where I worked for a year. One winter’s day,
an old man came in saying he had fractured his arm. [t was
actually an old fracture with which he used to fool young house
surgeons like me. I got him admitted and the nurses washed
and looked after him with great care. About a week later, as [
was doing the rounds with my chief, Dr Jemison, he spotted
this old hobo and the two of them stared at each other for a
few seconds. The hobo just got up and walked out. I learnt later.

Learning the Ropes in England 21

that it was a sort of routine annual exercise for these homeless
people to seek the shelter and warmth of various hospitals‘ in
winter on some pretext or other. The staff knew what was going
on, but would not chase them out. Medicine had not become
impersonal then and the nurses and the members of the staff
cared for the patients and were tolerant of their foibles.

With Britain just recovering from the ravages of the
war, there was no money to build glittering hospitals. The
Birmingham Accident Hospital (BAH), where I also worked,
was housed in a hundred-year-old building. Yet the work
that was done here was excellent. It had earned by then an
international reputation for treatment of accident injuries
and burns. The equipment and facilities they had were not
sophisticated but they were highly functional. Many vears later,
Douglas Jackson, head of the Burns Unit, came to Bombay t?
inaugurate the Burns Association of India at the Sir Jamsed;ji
Jejeebboy (].J.) Hospital, where 1 was then working. .

In the six months I spent at the BAH’s famous Burns Unit
and a similar period at the Accident Unit, I learnt that it was
the motivation and efficiency of the doctors, nurses and the
rest of the team that accounted for the remarkable efficiency of
this and similar institutions. The staff of the National Health
Service, Britain’s efficient public health system, were all full-
time employees.

The different model that has evolved today has been
influenced largely by two institutions that were devised at
Bretton Woods after the Second World War. The World Bank and
the International Monetary Fund impose conditions even on the
exploited, impoverished, newly independent and economically
vulnerable countries of the world. This is the modern form of
colonization. The newly independent countries do not need
charity, but to be left alone to solve their own problems.
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In the nine years [ spent in the UK for my postgraduate
studies, I had the opportunity to meet and work under a
variety of eminent surgeons and understand various aspects
of surgery. I worked in eleven hospitals and with many
doctors, some of whom were famous in their fields. 1 also
encountered patients from various classes in different parts
of the country.

Some of the doctors T worked with were highly individualistic
and even eccentric. At the Birmingham Accident Hospital, T
was registrar to Ruscoe Clarke, a well-known orthopaedic
surgeon. He had a Jewish assistant named Joshua Horn. Both
were excellent surgeons and staunch communists. Many British
intellectuals in the 1950s sympathized with the Left. Ruscoe
Clarke’s operations would be carried out simply, elegantly and,
above all, at great speed, because at five o’clock in the evening
he would be out of the hospital and, standing on a soapbox
opposite it, harangue the crowd about communism!

Joshua Horn later went off to China and worked for fifreen
years in Beijing and started the first accident hospital in China,
T met him many years later on one of my subsequent visits
to the UK. He had seen both the old and the new China.
He could not face the new capitalist avatar and had returned
to the UK.

Equally enlivening were the patients 1 encountered. In
Birmingham, in the industrial heartland of England, the
‘Brummies’, as the inhabitants of Birmingham were called,
were tough, no-nonsense people with a sense of humour. |
once asked a patient to show me his other foot to compare
it with his injured foot. ‘Sorry, doctor, I can’t he replied, ‘I
have only washed the injured one’

I worked in Lancashire for some time where one of my
patients was a small-time farmer who came in with a bad
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attack of jaundice. T had operated on him thrice, but }'1is
health continued to deteriorate, so finally I asked my chief
to take over the case. But the old farmer objected and said,
‘He (pointing at me) has operated on me three times al.ready,
and knows my insides better than you, so I v_vant him to
operate on me. As he was wheeled past me on _hisc way to the
operating theatre, he put out his hand and said, C}ood luck
to you, doctor. Unfortunately, the plucky fellow died.

I earned around £200-300 a year, which was adequate, as
food and lodging were provided for by the hospital. Earn
and learn was my motto.

It was not a case of all work and no play. I made many
friends with the doctors and nurses and we would go out
together in the evenings and even on holidays. Yet T had no
doubt that 1 would go back to India, and I knew that n(.)body
was going to accompany me back. I enjoyed myself without
the danger of serious relationships.

Whenever I saved some money, [ set off for Europe, often
on my motorcycle with my friends Alan Mayhew, a <'iental
surgeon, and Wilfred Waldie, an orthopaedic surgeon, in tl.le
sidecar. We thought nothing of spending a night on a tarpaulin
on the banks of the Loire River in France as all hotels and
pensions were full up in the August holiday season. I als.‘.o
used these frequent trips to visit various surgical centres in
Europe and made several friends there. -

In the 1950s there were places in Britain that reminded
one of Dickens’s England. Batley, near Leeds in Yorkshire, was
like an eighteenth-century industrial township. I served as a
locum there for six weeks in the winter of 1952, The town
was situated in a valley, which was wrapped in perpetual smog

emanating from the mills that produced ‘shoddy’ a very coarse
woollen cloth. The streets were paved with cobblestones over
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which water from the mills flowed, often into the houses of
the workers. Not surprisingly, a majority of the people suffered
from arthritis and chest ailments,

The hospital where T worked was situated higher up on

the Yorkshire moor, where the proprietors of the mills and
their managers lived in great style, in brilliant sunshine
with Rolls Royces in their porches. I had no idea what life
was like in the valley until T went down through the dense
s$mog and discovered that almost half the people under the
age of forty had severe rickets. I had Never seen an instance
of mass-scale rickets anywhere. It results from vitarmin D
deficiency, which is caused by lack of exposure of the body
to sunlight. The inhabitants of Batley lived in this perpetual
smog emitted by the mills and never saw the sun. One way
of controlling rickets was to vitaminize butter with vitamin
D. However, no attempt was made to clear the cause of the
disease, which was the smog and poor living conditions. We

do something similar here in India. We are now medicalizing,

hot eradicating, poverty. We do not remove poverty; instead,
we build big and expensive hospitals to deal with its results.
This is proving to be a lucrative business because there is no
consumer resistance,

The presiding deity in the hospital at Batley was Lord
Moynihan of Leeds, one of Britain’s most famous surgeons.
He had devised a heavily curved gold-plated needle for the
manual suture of wounds, It may have been a wonderfi]
innovation, but if you did not know the technique, you usually
ended up, like [ did, piercing your thumb. In exasperation, |
once asked who was ‘the damn foo] who devised this needle’
My remark was met with a deathly silence!

There were not too many Indians in Britain in those days.
So we did not encounter overt exhibitions of prejudice. Byt
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| one had to put up with subtle manifestations of it. One of my

medical colleagues at Batley, the son of a priest, had always
been friendly, but, unknown to me, he harbogred serious
fears about the state of my soul. I discovered th.ls \Zv}len, one
Christmas Day, he looked pitvingly at me and said, Imds::)]xl"m
but there is no real salvation for yolu.’ I_ was more amused than
his narrow view of salvation. .
Offj?sdzirlg)i};al officer at the Royal Inﬁr-mary at P_reston, }11n
Lancashire, I was deputed to work as registrar for' Six mf)ntf §
to lan Orr who had been a missionary surgeon in India for
thirteen years and had ended up as a brigadier in the arr:iljytz
during the war. Despite being a missionary, he was arroga
and once told me, "You will go back and, ten years later, you,
will still be doing the same operation.yoju have learnt };lere.
The implication was that as a mere ‘n:cltlve .I would n]elver a';’e
the originality or ability to do anything different. There ln:ez
be some poetic justice in the fact that. 'flb0!.1t ten years ab \
he wrote to me saying he wanted to v151t‘ his son in Bom }a;y
and would I send him an invitation to give a talk so that he
ax exemption!
COl;liieZﬂ:ot registrarpto another seni()? surgeon at the‘ Prestﬁn
Royal Infirmary, Cunliffe Shaw, a typical British squire, who
looked down on the proletariat and so wc?uld often allow m}c;
to operate on his less well-off patients while he went off Klt
his girlfriend to the Isle of Man. He would let me do anything
I wanted because he couldn’t care less ab(:ut the patients la:r
what happened to them. He once asked me, ‘Do you kngw w| ‘)if
the Lancashire Evening Post is the most Eopular paper? I 5a1’d
maybe because it conveyed good news. Because it is a g(l)o
paper to eat fish and chips on, was his c0ntemptuou§ rep y.h
At the Bangaur hospital, an annexe of the Edinburg
University, situated roughly between Edinburgh and Glasgow,
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I worked under A.B. Wallace, a plastic surgeon, famous for
his ‘exposure’ treatment of burns. He initiated this treatment
because it was nature’s way of healing the surface after such
injuries. He believed that application of ointments and bandages
merely replicated the microbiologist’s method for culturing
germs and making them drug resistant. A micro-organism
multiplies every twenty minutes, producing almost 1,00,0000
organisms in twenty-four hours, Wallace hence suggested

. leaving the wound open. Nature forms its own dressing over
a wound in the form of a plasma crust and exposes the germns
to fresh air and light at a cool temperature so that they cannot
multiply. Efforts must be made to nurture the crust rather than
the micro-organisms.

Wallace had a perpetually enquiring mind even though he
had poor surgical technique. People from all over the world
came to study his radical new approach to the treatment of
burns.

With the advent of penicillin, Wallace used this new wonder
drug on burns, and mentioned this in one of his publications.
But he soon found that this form of treatment resulted in the
formation of a thick crust, which negated nature’s healing
process. He thus reverted to the original exposure treatment.
Visiting medical professionals were, however, surprised that he
had rejected a marvel of modern science like penicillin and,
much to his annoyance, quoted his own book back at him.
Such is the power of the written word.

Many doctors 1 worked with in England influenced me in
various ways, but none as much as Sir Harold Gillies. My interest
and expertise in plastic surgery, which was to accupy me for
many decades, and bring me recognition, owes a great deal to
the man who is acknowledged as the father of modern plastic
surgery. When I applied for the post of house surgeon under

Gillies at Rooksdown House near Basingstoke, I did not have
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the faintest idea about plastic surgery. It was new in England
of in India.
anc; ;rrlrlll:iiger my first meeting with Gillies clearly.. It was 13
March 1950. I was ushered into the presence of this old man
scrubbing up in a corridor that had bea:l Walled gff todfomcll
two operating theatres. The hospital administrator mtroduce
rospective house surgeon. o
me(;i?lié:espaskgd me where I came from. ‘From India; 1 said.

‘I don’t like Indian patients, was his abrupt comment. .

It turned out that a maharaja had recently c-:o.nsulted h}ilm
in Harley Street, and had then gone on_to visit tw.o c:it er
British plastic surgeons, but finally got himself operated on
i ork!

N Ilzie;:uiatelyf for me, Gillies's prejudice did got extend beyond
the maharaja and he accepted me as one of his house .sglrgzonsé
I learnt from him not just technique, but also the attitude o

: Sgi?ﬁzf ‘was a surgical genius and very unol:thodox as a
person. He had a knack for looking at most things froinn an
entirely different point of view. He always .wan.ted to -orv
what would happen if he did the same old thing in an entirely

i manner.
dlfiieriffas a well-established ENT surgeon at the famoucs1

St Bartholomew’s Hospital in London when h'e was depute

to undertake facial surgery for those wounded in the trenches;
of Flanders in the First World War. He treated 11,000 facn;li
injuries, by arranging to have them transferreid first t.o lt i
Aldershot Hospital and then to Quef:fl Mary’s Hospltaﬁ alt
Sidcup in Kent. Queen Mary’s Hf)spltal became the firs
plastic surgery centre and service in the world, and a new

ical speciality was born.

Surl%llcca)]rcigf to eZsure that soldiers with fa?ial inj\._lries ‘-Alrﬁre
transported from the battlefield directly to his hospital, Gilhies
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bypassed the bureaucracy by a simple but ingenious method.
He made out labels that read on one side, ‘Send this patient
to Harold Gillies at Sidcup’, and on the other side instructed
that all injuries of the jaw must be nursed in the face-down
position. These labels were given to the War Office and soon
many injured men began landing up at his hospital with
his labels fixed to their uniforms, This saved many lives by
preventing the tongue from talling back and choking the
_patient with blood.

Gilliess first book, Plastic Surgery of the Face, published
in 1920, demonstrated the excellent reconstruction of facial
deformities by various original techniques devised by him,
many of which have not been excelled even to this day.
Surgeons from all over the world came to see him work as
his fame spread.

Gillies did not develop ‘models. He used sound, basic
surgical principles of wound healing, such as gentle cleaning
of wounds with soap and water, and delicate handling of
tissues with ‘hooks’ rather than crushing them with forceps.
He knew that it is nature that heals wounds and the surgeon’s
job is to help, not hinder nature, His principle was to replace
in both quality and quantity the tissues that were lost, often
determining the extent of loss after correcting the distortions,
using the ‘mind’s eye) a euphemism for acute observation,

One of his most famous innovations was the ‘tube
pedicle’ besides devising ingenious local skin flaps, in what
he considered was a constant battle between ‘beauty and
blood supply’ All this was achieved without antibiotics or
sophisticated anaesthesia delivered by Sir Ivan Magill, a general
practitioner from Liverpool delegated to work with Gillies, It

needs to be emphasized in today’s over-sophisticated surgical
environment.
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After the First World War, Gillies went on to c%evelop the
new surgical discipline of plastic and reconstructive éurger(};
for civilian use, such as for congenital deformities, han
injuri burns. ‘
m];l{:eil:gda great sense of humour and‘played practiclrj
jokes, which could sometimes be embarrassing. He once t?
us about a wealthy client who wanted a brealst, reductlloln
operation. He said she ‘did not bat an eyelid 'whzln(f e
quoted five hundred pounds as his fee, so Ihe continued, o;
each breast. Though he practised co'smeuc surgery, he d(li
not promote it for he believed pla.stlc surgery v.va? ;1 God-
given gift to heal patients. In his b.lography, G'tlhes. urgeor:
Extraordinary, he says ‘reconstructive surgery is an attemp
to return the patient to normal. Cosmetic or beafny sui‘gelty
is an attempt to surpass the normal. No m,an 1s a plastic
surgeon unless he becomes an adept.af both. o

During the Second World War, G1111?s was appmzt; ¥
the British government to develop pl_astlc surgery and urns
units for his country in view of his unique contrlbutlfon
during the First World War. He developed four centres 0{;
this purpose. Most of these new ceptres were laruge an
well equipped. These he offered to l.ns younger co ealﬁuleci
who wanted to work in such hospitals. Thus, Archll a -
Mclndoe at East Grinstead looked after l.)urnt fighter pilots;
Professor Kilner was at Oxford and Ralnsforq Mowier.n at
St Albans. But Gillies himself preferred to wo-rk in the private
wing of the hundred-year-old mental hospital, Rooksdo;vn
House in Basingstoke. He wanted to prove that. the qua 1t);
of results has little to do with the size or SOphIStICE‘ltlon 0
the hospital; it is what you do that matters, deve!oplng ne&;
ideas and principles. He was opposed to 1aIrge buﬂc.imgsf and
unnecessarily sophisticated equipment as it often interfere
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with originality. He believed that it is only the ‘man behind
the knife that matters’

He was a multidimensional genius. He was a keen golfer
and a fly-fisherman of international fame, and often discussed
with a patient the finer points of how to tie a ‘fly’. He was also
an accomplished artist. He abhorred pomp and conventions.
Originality in thought and action were for him the spice of
life. A thinker and a practical joker, the unusual was the usual

. for him. He saw nothing strange in one of his anaesthetists
coming to work on horseback, or his ophthalmic surgeon
riding in on a steamroller. A dog belonging to the anaesthetist,
Dr Shakleton, would sit quietly in a corner of the operating
theatre hoping for a piece of a rib to be occasionally tossed
to it! Rocksdown House was, in some ways, a totally crazy
place, but it produced surgical results of an unusually high
calibre,

Fiercely independent, Gillies did not take kindly to being

told to do things differently, even when the person doing
the telling was the health minister of the country, Aneurin
Bevan, who was just trying to be helpful. While relaxing over
a cup of tea with us one afternoon, Gillies began grumbling
about Bevan, the man responsible for launching the country’s
remarkable National Health Service in 1948, ‘I am going to
sue Bevan because he has cast aspersions on my surgery!’
Gillies stormed. Poor Bevan had done nothing of the kind.
In fact, he had offered to build two new ultra-modern
operating theatres for Gillies, who was operating in what was
essentially a walled-off corridor with two operating tables.
Gillies demonstrated wonderful results in this simple set-up,
which doctors from all over the world would come to see. It
was his way of demonstrating that there s little relationship
between results and facilities.
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Bevan, however, was aghast that all these wonders of
modern surgery, pioneered in Britain, should have emanated
from this modest operating theatre. What would the
international visitors think? But Gillies cared little for what
anyone thought as long as the results were good. - -

Unconsciously perhaps, [ too imbibed many of his actions
and beliefs. T believe that it is possible to do good work
in a relatively unsophisticated environment, which T later
demonstrated at the Kondhwa Leprosy Hospital, near Pu_né,
where Gillies himself enjoyed operating during his last visit
to India in 1959. I had written to Gillies about my work
at Kondhwa where I only had the patients to assist me. He
replied: ‘So what’s so great about it? [ treated 11,000 fa{:ial
injuries during the First World War. It is only the man b:ehmd
the knife that matters. You can do anything, anywhere if you
want to. This is not a sentiment you will hear expressed too
often today.

Gillies visited India twice. Both his visits were at my request.
The first visit, with his second wife, formerly his theatre sister,
was at the invitation of Dr E.H. Coyaji, in November 1957,
when he performed many operations at the Jehangrr Nurs.ing
Home in Pune, and also delivered lectures to various medical
audiences including army and civilian plastic surgeons all
over the country.

His second visit was in November 1959. I had by then
established the plastic surgery unit at the J.J. Hospital in
Bombay and Gillies helped it get on its feet. A couple of
incidents that occurred during that visit are illustrative of
his personality and approach to his work. .

He was to operate on a child with a simple cleft lip. She
was the daughter of Dr Shah from Baroda. Gillies, as usual,
sat in the surgeon’s room prior to the operation sketching the
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operation he was to perform, intending as usual to improve on
existing procedures, to give the little touches and refinements
that distinguished his work. This was not unusual for him,
but it struck Dr Shah as very strange and he whispered to
me in Gujarati, ‘Is this the same world-renowned Dr Gillies?’
It baffled him that for Gillies there was no such thing as a
routine, even for a simple, well-established procedure.

On another occasion, halfway through an operation, Gillies
demanded a very fine silk thread, which he required for
threading a very fine Swiss needle, usually used in eye surgery,
that he had brought with him. We had to tell him that the
required silk thread was not available in India. He thought
about the problem for a full ten minutes in silence, and then
asked for the traditional twisted silk thread from which he
teased out a very fine single strand using two straight surgical
needles. He then calmly started stitching the wound.

Unfortunately, we do not encourage our students to think
of unconventional solutions, and to mnovate as Gillies did.
Five-star hospitals with their marble facades and array of
sophisticated equipments, provide the ‘latest” and the most
expensive service. It has increased costs astronomically but
with hardly any increase in efficiency or effectiveness. At the
same time, basic and appropriate surgery is out of the reach
of 90 per cent of our population.

The British medical profession still questions this new form
of trade in human suffering and hence enjoys much more
respect from its people than the medical health service in the
United States which, under the guise of science, has converted
medicine into a lucrative trade in human suffering. This is
being exported even to poor and needy countries with the
connivance of its medical mdustry.

This was entirely alien to Gillies, who not only influenced
me but generations of surgeons all over the world—not
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only the first-generation disciples ‘like MclndQe, Kilner ami
Mowlem, but also several succeedmg generations, many o
whom still practise the principles he 1n1tla'ted. Tl?er? have, n;
doubt, been some important advances since hls‘ time, sulc
as the transfer of tissue by the superflap and microvascu Callr
surgery. These are quantum advance.s that can b.e‘ n‘:ia t:
available to all if appropriately modified and utilized a
odest cost.
ren;r? rtll(xaeblll};nzlyears [ worked in Britain I received good overa}l
training in almost all fields of surgery exc.ept neurosurger}l.(
This helped me when 1 returne@ to Indlla and beg?n l*;vor
as a general surgeon at the jehangir Nursing Home n; UF;:.
Returning to India after nine years of a happy, care rer.; ife
was not such a big decision. I never had any doubts about
returning to my roots because I kn.ew that so much nl?)re
could be achieved here. I have never liked thle idea of \‘m; gl-g
under anybody, however glorified the position, and in India
e independent. . '
I C{I)L\l:r:siorry tc}? leave behind some of my deaF fnends with
whom 1 still keep in touch through letters e.md visits whene?e;
1 can—friends like Alan Mayhew and Wilfred Waldie, w1F
whom I have enjoyed a long friendship from our da}ys‘ in
Basingstoke and Birmingham. I also value my assoaatlﬁn
with a vast number of teachers, colleagues and students w 3
have helped maintain my faith in the inherent goodness an

sanity of the majority of our species.



Jehangir Nursing Home

Ihad always intended to come back to India, to be with my
parents, and to use the experience I had gained in the UK
for the benefit of our people. In the spartan conditions that
prevailed in post-war England [ had learnt that there was a
lot that could be achieved under very difficult conditions.
India was more ‘need-based’ as a society and so presented an
opportunity to do good work in less than ideal conditions.

It was my uncle, Colonel Antia, who put me in touch with
his old friend and medical colleague, Dr E.H. Coyaji, who
had established the Jehangir Nursing Home in Pune.

Dr Coyaji was a remarkable person. He was only a medical
graduate but was extremely well read and had a strong desire
to help the poor and needy. He often gave poor patients free
medicine and even money. His patients came from all strata
of society, including the elite of both Pune and Bombay, who
had implicit faith in his medical acumen and, above all, in
his honesty and integrity.

He saw his outpatients in a rented building on Main Street
(now Mahatma Gandhi Road) where the rich and the poor
stood in a queue for his advice. One of his richer patients was
the Maharani of Morvi who would roll up to the door in her
Rolls Royce, but had to await her turn like everyone else,
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Dr Coyaji had also built a simple but effective hospital
in an old building donated by the Readymoney family. The
Jehangir Nursing Home rendered efficient medical services to
all sections of society at a remarkably low cost. The motivation
was never profit.

It was here that I began work after returning from the
UK in 1955, on a salary of Rs 400 a month. I lived with my
parents in their small house. A folding cot in the corridor
became my ‘room.

[ found ample work in this small private medical institution
with its simple but adequate facilities. I had unlimited support
from Dr Covaji and the opportunity to put my training to
use. [ think it was an advantage to start surgery again from
scratch. The only surgical service in the hospital was provided
every fortnight by Dr Coyaji’s devoted colleague, the famous
Dr R.N. Cooper, who was a senior surgeon at the K.E.M.
Hospital and G.S. Medical College in Bombay. The Cooper
Hospital of the Bombay Municipal Corporation is named
after him.

I was appointed as Dr Cooper’s house surgeon, but after his
first visit, it was he who assisted me in all operations, often
asking me to demonstrate the varied skills 1 had acquired
during my nine-year stay in the UK.

It was fortunate that T did not jom a large, established
hospital where I would have been just another cog in the
wheel. I almost did so at one point. 1 had applied for a post
in the plastic surgery department of the most prestigious
medical institution in our country—the All India Institute
of Medical Sciences (AIIMS) in Delhi, which had just been
inaugurated. I went for the interview in Madras {(now
Chennai). Dr Lakshmanaswamy Mudaliar, the famous
physician, interviewed me. Curiously, the interview lasted for
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only a few minutes during which nothing of importance was
discussed. Forty-five years later, T am still awaiting the result
of that interview! I learnt later that a decision had already
been made to shift the plastic surgery department of AIIMS
to the adjacent Safdarjung Hospital. This was my first—but
not the last—experience of how bureaucracy works. Looking
at the controversies that have dogged this institution over the
years, I am glad that I did not join it.

At the Jehangir Nursing Home, a large room had been
" converted into an operating theatre with basic surgical
facilities; there was a smaller adjacent room for preparation
of materials, and an even smaller one for simple plasters and
other minor services,

Dr Coyaji was very supportive of my work, as was
Dr Cooper. Dr Bomi Billimoria, a well-known thoracic
surgeon, would come from Bombay to help me with chest
surgery problems such as digital mitral valvulotomy (a
procedure for valvular heart disease). I often discussed difficult
cases with colleagues like Dr Rusi Ichaporia.

Many procedures that I undertook at the Jehangir Nursing
Home were a simplification of what I had learnt abroad and
were new to our country, such as porto-caval anastomosis
(a procedure to prevent bleeding as a result of cirrhosis of
the liver). We worked with simple but effective support. For
example, the anaesthesia was administered by Dr Bharucha,
an elderly retired doctor from the Railway Hospital (his son,
S.P. Bharucha, became Chief Justice of the Supreme Court).
Dr Bharucha used the outdated but still useful and safe jam
jar’ technique of ether anaesthesia. This principle was later
used in the Epstein Macintosh Oxford (EMO) vaporizer
devised by Professor Macintosh of Oxford University.

Macintosh was a dour Scotsman who visited the J.J. Hospital
in Bombay when I was working there a few years later. He
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was taken to see the large, and generally empty, operating
theatres of the newly built five-storeyed hospital. Unimpressed,
Macintosh said he had not come to see operating theatres,
but actual operations and how anaesthesia was administered
during the operations. Since he threatened to depart in a huff,
Dr Vinay Bhargav, our senior anaesthetist, brought him to our
plastic surgery department, which was housed in a separate
building, where he was bound to see surgery in progress.

On the way to the theatre, I showed Macintosh my artist
sketching the brachial plexis used for local anaesthesia and
our facial prosthesis department. The irascible professor’s
temper was sorely tried and he flew into a temper insisting
that what he wanted to see was an operation in progress.
had a temper of my own, and promptly showed him the door.
He cooled down a little, and 1 took him into the operating
theatre where, fortunately, the EMO was being used to
administer the anaesthetic. He was delighted that his simple,
cheap and safe invention was being used, and spent the next
two hours happily explaining to the junior anaesthetists the
evolution, safety and efficiency of his invention. Before he
left, he apologized for his rudeness.

Unfortunately, the EMO is now disappearing from operating
theatres, and is being replaced by the more expensive Boyle’s
machine. The EMO costs Rs 500 and the Boyle’s machine,
Rs 15,000. The latter needs cylinders of ‘medical’ oxygen and
nitrous oxide, and calibration of the manometers at regular
intervals. The EMO only requires ether and air, and can also
be used in rural areas. But the medical establishment always
prefers the more expensive and complicated to the cheaper
and simpler alternative.

The advantage of Jehangir Nursing Home—a small,
compact hospital—was that it provided personalized and
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humane service at low cost and in a highly efficient manner,
In fact, I was once gently chastised by Dr Coyaji for charging
what 1 thought was a very reasonable fee of Rs 150 for a
hernia operation, which he thought was too much.

[ learnt to see patients as human beings with social,
emotional, economic and other problems. Once, after
performing a major colectomy operation on a patient, | had
asked him to come for a follow-up appointment. The patient

. did not keep it. When he came in two weeks later, T was
rather rude to him. But when he told me that he had to walk
twelve miles from his village since he could not afford the bus
fare, I felt ashamed of myself. I wondered how many people
would walk twelve miles just a few weeks after major surgery
to keep an appointment made without considering the social
and economic condition and problems of the patient.

It was while I was at the Jehangir Nursing Home that 1
started working with leprosy patients at the Kondhwa Leprosy
Hospital on the outskirts of Pune. Many deformities caused
by leprosy can be corrected by plastic surgery, but little work
had been done in this area in India then, except at Vellore.
Leprosy still carried a fierce stigma as it was erroneously
believed to be highly infectious even by the medical profession.
My parents were told by their friends to dissuade me from
working with such a hazardous disease. I asked Dr Coyaji,
somewhat hesitantly, for permission to borrow Jehangir
Nursing Home’s surgical instruments, gowns and gloves. |
thought he would refuse because of the fear it would create
among patients and staff if they knew the purpose. But
Dr Coyaji gave me unstinted support and assured me that
leprosy was not as contagious a disease as was generally
believed.

I'also had to discuss my desire to work with leprosy patients
with my wife Arnie. We had been married in 1957. She was
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a trained teacher of the handicapped and continued with her
work after our marriage. She supported me unconditionally.
without this support I may never have embarked on this
new area of work, which eventually had major national and
international repercussions. .

I had the freedom to choose my assistants. My assistant
in the operating theatre was a young girl of sixteen, who
had just finished high school. Throughout my career I have
found that T work much better with people who are not
already highly qualified. 1 can train fresh, willing and open
minds more effectively, for they are receptive to new ideas
and not confused by a mechanical education. They are also
enthusiastic as they are going up the professio-nal lfidder.
This young girl, Kitty Merchant, with her basic intelligence
and keenness to learn, was a much better assistant than the
matron, and proved to be one of the most efficient theatre
nursing assistants that I have ever had the pleasur'e to wor.k
with. Eventually she could, on her own, undertake sm.lple ski.n
grafts and suture minor wounds. Most doctors considered it
unethical to allow unqualified persons to undertake such wc?rk.
Yet throughout my career I have employed such non-medical
but trained individuals with considerable success. o

My three years at the Jehangir Nursing Home were satisfying
professionally, but they did have their prickly moments. The
atmosphere there, restrictive at times, partially prompted me
to contemnplate a shift to Bombay. The chief reason, thouglh,
was Sir Harold Gillies’s visit to Pune in 1957. It imbued in
me a desire to pioneer plastic surgery in India as he had
done worldwide.

1 could have developed a plastic surgery unit at the
government-run B.J. Medical College and Hospital in Pune,
and wanted very much to do so, but other surgeons opposed
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it. Fortuitously, Dr Shantilal J. Mehta, my former teacher,
who was dean of the J.J. Hospital in Bombay, wanted to
start a department of plastic surgery at the J.J. Hospital and
the Grant Medical College, my alma mater, was attached to
it. It would be one of the first such departments with this
speciality in India, so when he asked me to head it, 1 agreed
immediately.

It was thus a combination of factors that made me give up

_ general surgery and devote myself entirely to plastic surgery for
several decades. On hindsight, I now believe that all specialists
should continue to actively practise general medicine or
general surgery with special interest in any subject of their
choice. This will be a more holistic approach to medical care
than we see today where, increasingly, narrow specialization
has created doctors who fail to see the patient as a human
being; they see only that part of the patient which concerns
them. This is why 1 insisted that all my plastic surgery
students be trained in general surgery before they registered
for specialized training in my department even though the
university permitted otherwise.

By the time [ left the Jehangir Nursing Home in 1958, I
was earning Rs 4,000 a month as a full-time surgeon and
had been provided a small but very pleasant rented cottage
by Dr Coyaji. Though I was very comfortable in Pune, I had
this itch to move on to a new destination and work in a
relatively new speciality in India. So, though it was difficult
for me, my wife and also for Dr Coyaji, who had hoped that
I'would eventually take charge of the Jehangir Nursing Home,
the die was cast and I moved to Bombay.

Tryst with Leprosy

t was in Pune though that I first came to be associated
Iwith leprosy. It became the focus of my work soon after
1 moved to the J.J. Hospital in Bombay. But before I speak
more of my association with leprosy some information on
this disease is in order here.

Leprosy is an age-old disease stigmatized in every cultL}re
because of the unsightly, visible deformities that characterize
this disease. In fact, leprosy is far less contagious than
tuberculosis. Robert Cochrane, the famous leprologist, has said
that if those suffering from tuberculosis wore their infected
lungs outside their chest, they would face worse treatme.nt
from society. Except for a surgical colleague (who was easily
cured due to early diagnosis and treatment), no other surgeon,
doctor, nurse or scientist who has worked with me over the
years has ever contracted this disease.

Even in the case of couples where one of the partners
contracts the florid lepromatous disease and undergoes no
treatment, the chance of the spouse contracting the disease
is only about 17 per cent. With regular multi-drug treatment,
the chance of the disease spreading to others is extremely
Jlow provided the shame and fear surrounding this disease is
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removed so that patients can come forward for early diagnosis
and regular treatment. But though the multi-drug reginten is
now widely established, the incidence of new cases persists,
mostly at the lower rungs of the society, probably due to the
inherent low immunity of these sections of our population
to this infection. Early diagnosis by trained village health
workers and ensuring regular treatment after confirmation
of the diagnosis is the simple vet effective way to control this
disease at low cost than the expensive programme followed
by the government.

Though the deformity rate has reduced as a result of
treatment, the load of those already deformed, and the fear
of the disease, will persist for several decades. While surgery
provides dramatic results, especially for facial deformities,
damage to the nerves associated with sensory loss results
in unconscious damage to anaesthetic limbs and resultant
deformities of the hands and feet. The Foundation for Medical
Research (FMR), an organization I started years later, studied
selective nerve damage in leprosy.

Traditionally, missionaries and their institutions have cared
for leprosy patients. The disease disappeared from the West
even before the availability of the drug Dapsone in 1944,
as a result of overall improvement in social and economic
conditions in Western countries such as Norway where
leprosy was highly endemic. It was a Norwegian, Dr Armauer
Hansen, who discovered that the disease was caused by a
mycobacterium. In 1973, T attended the centenary celebration
of Hansen’s discovery, in Bergen, where he lived and worked.
[also saw the simple microscope that he had used.

My tryst with leprosy began in 1955, soon after I started
work at the Jehangir Nursing Home in Pune. One evening,
as I cycled into the foothills surrounding Pune, which I did
quite often, I came upon a government-run leprosy hospital
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at Kondhwa. It was then on the outskirt§ (?f the. city. The
hospital had at one time been run by missionaries. It lv.:'a;
taken over by the government after one of the priests ;
been murdered. Behind the barbed wire tha.t enclosed the
hospital—it was also guarded by an arrne.d pollceman—l~l ?(a\:\jr
a sea of faces with deformities. I was quite sure, as [ oode
at the patients huddled inside, that they <?0uld be restored to
normality using basic principles of pl‘astlc surgery. -
My reading of the literature available on this 51; Lecd
revealed that an orthopaedic surgeon name.:d Paul Bran Iha
corrected deformities of the hands and feet in leprosy patl_entsi
but not of the face. I could find no report§ of corre;tfl(_ma
surgery of the face except for a singl? case in South hrlc'a;.
T was keen to work with leprosy patients, not f)ut of charity
for the afflicted poor, but out of an intense desnje to exPl?re
a major field that was, until then,. uncharted in medicine
i 7 experience in reconstructive surgery.
um;egtni? viag not before another two years that I coul]cz
begin work at Kondhwa. In 1957, Dr Bandorawala tcmt
over the Kondhwa Leprosy Hospital from the governmen
and transformed it into a reasonably clean and efficient
institution. Later, his son-in-law, Dr Jal Mehta, took 0\-fer
from him and conducted operations here and started a ma}f;r
rehabilitation project with the help of Leela Moohlgaonkar, wife
of Sumant Moolgaonkar, the legendary hegd of TELCO (nom;
Tata Motors). Sumant Moolgaonkar provided many types o
equipment and placed orders for small c‘omponents tha}l: weri
to be used in his factory. Dr Mehta's wife, Mehroo (she W}?
Dr Bandorawala’s daughter), was a professQr of surgery att Z:
Sassoon Hospital in Pune. She was affectionately knou'rn ZL
‘Ward no. 9, after the ward she ran with clockwork efficiency

for many years.
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The same year, my mentor, Sir Harold Gillies, under whom
I'had studied in England, visited Pune and I took him to see
Kondhwa. I felt that the deformities could be corrected with
the help of plastic surgery. Gillies left a hundred-rupee note
in the visitors’ book with an annotation that read, ‘For Dr
Antia to start a plastic surgery unit at Kondhwa’

This gave me the impetus to overcome my own fear of
contracting this disease and begin work in a field of my
interest. On 13 March 1958, T operated on my first case

~ at Kondhwa. It was the correction of a nasal deformity on
an elderly lady who was mentally unstable and so, unlike
the other inmates, had no fear of subjecting herself to the
ministrations of a young surgeon of whom she knew little,
The other patients waited to see what would be the outcome
of the surgery.

The facilities with which I worked at Kondhwa were mintimal.
The fear of leprosy among my colleagues meant that I did not
have a surgical or nursing assistant or an anaesthetist. The
‘operating theatre” was just a glass-enclosed room. It had a
folding wooden table, which served as my operating table. My
assistants were the patients; one held the torch, another boiled
the instruments in a pan, and I encased a third in a gown and
gloves and made him my assistant. The absence of electricity
and running water did not pose any insuperable problem to
an over-enthusiastic surgeon keen to transform the appearance
of his patient.

Halfway through the procedure, the ancient folding table
broke and we had to complete the operation on the floor!
Years later, when I visited the offices of the British Leprosy
Relief Association (LEPRA), in London, and casually narrated
this incident, Dr Ross Innis, who was present, told me, ‘I know

why the table broke, Dr Antia. I tied the legs with string some
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twenty years ago, when I worked thej're. I use,d to take that
folding table to undertake deliveries in Pune! .

The operation on the elderly lady was a success, and this was
a great boost to the rest of the patients, wlTo $OON overcame
their undue fear of surgery. True, the cartilage .graft landed
on the floor, but after a quick wash it was rel}':stated and
worked admirably! T hardly used any antibiotics in Kondhwa
for it is nature that heals wounds if the tissues are handled
gently and the blood supply is not jeopardized.

In my next case | had to correct a depressed nose. The
post-nasal epithelial inlay had to be operated upon. The
depressed nose had to be brought forwar'd and supported
by a rubberized mould covered with a skin graft from the
non-hairy part of the inner arm. This had 'to be securely
maintained for at least three months. Having no dental
surgeon to make the mould and fix it on the teeth, as was
done in the UK, I innovated on the spot. I heated allo‘op of
wire obtained from a nearby chicken coop, inserted it in the
mould and wired it to another wire loop fixed on the frc?nt
teeth. This simple procedure proved to be more effective
than complicated dental appliances and is now.used by most
plastic surgeons all over the world, with one dlfferen.ce: they
use a stainless steel insert and steel wire instead of wire from
a chicken coop, and, of course it is far more expensive.

The dramatic result of this post-nasal epithelial inlay was
soon followed by a temporal muscle fascia sling for c-losmg
and opening of the paralysed eyelids of a leprosy patient, a
procedure described by Gillies in 1932 for o'th.er causes of
such paralysis. Replacing the eyebrows‘ and- giving a simple
rejuvenating facelift together with trimming of ear lobes
showed how plastic surgery could rehabilitate those with the
glaring deformities of the face seen in leprosy.
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During Gillies’s next visit to India in 1959, T brought him
back to Kondhwa to see what I had achieved with the hundred
rupees he had given us as donation in 1957. He not only
approved of my work, but insisted on operating on a patient
under the sparse conditions which were no worse than what
he had experienced during the First World War.

This was foliowed by co -ection of the paralysed hands
and feet, all under local or spinal anaesthesia. Later, as
part of the rehabilitation process, we designed footwear for

~ anaesthetic feet.

The patients may have been happy with the final results,
but sometimes the process scared them out of their wits. One
of my patients, a young man called Nabi, was so terrified
when [ fitted the plaster of Paris face mask on him that he
ran out of the hospital and onto the nearby railway bridge.
It was quite late at night and I had to chase afier him and
coax him to come back, explaining that the negative mask
was just to maintain a pre-operation record. The effort was
not wasted, however, as the face mask, which was sent to the
Wellcome Trust Medical Museum in London was eventually
instrumental in my being selected for the prestigious
Hunterian Fellowship.

I performed all these operations during my tenure at the
Jehangir Nursing Home. Soon, a trickle of surgeons started
coming to Kondhwa and, later, also to the J.J, Hospital
in Bombay, when I moved there, to learn this form of
reconstructive surgery—army doctors, doctors from Vellore,
Thailand, Papua New Guinea, the UK and the United States,
many of them deputed by the World Health Organization
(WHO).

After a few months, I managed to get myself an assistant.
He was a physiotherapist named Walter Jenmings, who had
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once suffered from leprosy. His paralysed hands had been
corrected by the surgeon Paul Brand. He served us first as
a physiotherapist, then as a surgical ass1§tant and faventually
undertook the entire tendon transplantation operation on the
hand by himself after [ had given the nerve block.

This was reported in the International Journal of Leprosy alnd
1 was accused of encouraging unethical practices by allowing
someone with no formal surgical training to undertake a
complicated surgery. But Jennings’s results were better than
my own because, as a physiotherapist, he knew more abo.ut
the tension requirements of the tendon grafts—the crucial

in the operation.
Stegvlen afterlljwent to Bombay in December 1958 to start‘the
first plastic surgery unit in western India at the J.J. Hospltal,
I would travel to Pune to see my parents every fortnlg}.]t and
also operate at Kondhwa, and was usually accompanied by
my students.

YThe leprosy patients were very happy and proud‘of the work
we were doing to correct their deformities. A touchpg example
of this was demonstrated when two ophthaln'nc. surgeons
from Los Angeles, who were visiting the Miraj M.ed1ca1
Centre, requested that I demonstrate the reconstruction of
the eyebrows with our new technique of f‘ree graft. When 1
arrived in Kondhwa from Bombay, I was 1nf0r.med that. no
patient desired to undergo this purely ‘cosmetic’ operation.
Yet, when the news went round that 1 was to demonstr-ate
this operation to two surgeons who had come from America,
six patients immediately volunteered.

In 1960, the president of the Royal College of Sufgeons (.)f
England, Holmes Sellors, and Benjamin Rank,. a plonet.er in
plastic surgery in Australia, visited Kondhwa while attendllngl a
conference of the Association of Plastic Surgeons of India in
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Pune. Holmes Sellors had seen Nabi’s mask at the Wellcome
Trust Museum, and after observing the patients we had
operated on and comparing the results with the pre-operative
photographic records, he invited me to deliver the prestigious
Hunterian Lecture at the Royal College of Surgeons in London.
1 delivered the lecture on ‘Surgery of the Face in Leprosy’ in
1962 and received a standing ovation.

My book, Surgical Management of Deformities in Leprosy
and Other Peripheral Neuropathies, written with Dr Behman
Daver and Dr Carl Enna, who spent several months with me
in Bombay, records this work. It was published in 1992. Carl
would sit in a room on the top floor of the Foundation for
Medical Research in Worli, and work with great discipline on
the manuscript. He would take a lunch break for just fifteen
minutes after which he would shoo us all away and resume
his labours. He disliked exercise, as many good Americans
do, and Arnie and [ could not persuade him to join us for
our rather brisk evening walks on the promenade at Worli.
On the last day of his stay with us, Arnie fell and broke her
shoulder during our walk. Carl was not surprised. ‘They walk
just too damned fast, he grumbled

My interest in several aspects of leprosy led to contacts
with leprologists in various parts of India and other countries.
I was elected the president of the Indian Association of
Leprologists (IAL) from 1981 to 1983. I was also invited to
write a chapter on surgical correction of deformities of the
face in Robert Cochrane’s edited volume, Leprosy in Theory
and Practice, a classic for the treatment of this disease.

Cochrane, a missionary, was born in China to British
parents. He possessed a lively mind and attitude, and a
notable scientific temper. He once told me that he hoped to
see leprosy reduced in the British Empire before his death.
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Some vears later he said that this had been achieved ‘together
with a reduction in the British Empire’

Cochrane spent six weeks in our department at the
].J. Hospital during which he helped involve several doctors,
hospitals and the public to control leprosy. The first conference
on leprosy was held at the Bombay University in 1965 during
Cochrane’s visit.

I have written about my experiences of treating leprosy
in several international and national journals, and presented
papers at national and international meetings. This helped
to widely disseminate knowledge about leprosy and, more
importantly, remove the stigma of leprosy, for surgery offers
the most intimate contact with the affected tissues.

It used to irritate me to see colleagues wearing gloves when
examining leprosy patients. Yet this bravado was sometimes
tempered with misgivings and I would often conduct self-
checks on my skin sensation or palpate the nerves at my
elbow to discern signs of thickening. Many leprosy workers
confess to such apprehensions.

My success, [ believe, lay in the fact that I was able to break
the stigma surrounding leprosy that had hitherto prevented
the admission of leprosy patients in a general plastic surgery
ward of one of the oldest and most reputable non-missionary
hospitals of our country, the J.J. Hospital and Grant Medical
College. This has had a countrywide effect. Medical and surgical
care of .leprosy is now part of the general medical wards of
most hospitals in India.

Much of medicine is unscientific myth as is currently
demonstrated in the reluctance of the medical profession in
our country to admit HIV/AIDS patients to our hospitals, with
surgeons demanding HIV tests of all patients prior to surgery.
After all, all professions are subject to hazards whether it 1s a
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surgeon or a signboard painter seated precariously on bamboo
scaffolding. The fear of doctors contracting diseases they treat
has created a substantial market for various protective measures,
which has now become a licrative business for the ‘health’
industry. This in turn increases the fear and stigma not only
amongst medical professionals but also in society at large and
has resulted in an increase in the cost of medical care. Whenever
the question of risk taken by doctors comes up, I remember the
- words of Professor Illingworth of the Royal Western Infirmary
in Glasgow. He was scrubbing up before undertaking a bilateral
adronolog, a major operation, when I asked him, ‘Professor,
what risk do you take in this operation?’

“The surgeon never takes a risk; it’s always the patient who
does, he replied.

Breaking Barriers: The J.J. Hospirtal

joined the Jamshedji Jejeebhoy Hospital in Bombay on 1

December 1958 at the invitation of Dr Shantilal Mehta, my
old teacher and the dean of the hospital. T was the hospital’s
first plastic surgeon and was provided eight beds scattered
all over the hospital—four in the male ward, two in the
female and two in a distant children’s ward. No separate
house surgeon or registrar was allotted to me, and I used the
existing ward staff of other surgical departments. In the two
decades that followed, we were able to make many changes
and build a department that commanded respect both at
home and abroad.

Since this was a government hospital and I was an honorary
surgeon, [ could not charge a fee from patients. Compared
to the Rs 4,000 I was earning as a full-time surgeon at the
Jehangir Nursing Home in Pune, my current honorarium of
Rs 250 every month was a pittance. In fact, in the first month,
I earned just Rs 150 for a cleft lip operation on a patient who
was kindly referred to me by Dr R.N. Cooper to my private
practice. [ worked for the privilege of being attached to my
alma mater (the Grant Medical College was attached to the
J.J. Hospital), which is one of the oldest and most respected
medical colleges and hospitals in India.

51
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Arnie and [ started our life in Bombay in two rooms loaned
to us by a friend of the family. Initially, we lived out of the
boxes in which our belongings had been transported from
Pune, until a chance meeting with a wealthy Parsi family, the
Seths, resulted in our moving into a reasonably large flat on
the first floor of their ancient family house overlooking the
sea at Malabar Hill.

It was a difficult period for me, and even more so for
-Arnie, who supported me without reserve. She had to leave
2 comfortable home in Pune and the security of a regular
income. I now realize the sacrifices she made in order to
fulfil my desire of building a new and problematic career
in plastic surgery in Bombay. I was deeply attached to my
work—-the more difficult it was, the more interesting I found
it. T had this rather seliish gambler’s streak that pushed me
to take career risks regardless of the consequences to myself
or my family, which had expanded, with the birth of our son
Rustom in 1959 and our daughter Avan in 1961.

My outrageous demands were generally tolerated (though
not always acted upon). For instance, I argued that both
children should go to a neighbourhood municipal school in
Bombay. This was anathema to everybody else in the family.
Educated in a government school myself, 1 felt that elite
schools alienate pupils from ordinary people and from their
own country by inculcating elitist values that are at odds with
the socio-economic conditions of the vast majority of our
people. This pressurizes youngsters to emigrate to the more
glamorous West with its entirely different socio-economic
climate, culture, and practices. I was fortunate that Rustom
escaped this contagion despite going to an elite schaol. This
was partly because of his habit of undertaking long treks
in the Himalayas during his holidays while studying at the
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Indian Institute of Technology (IIT) at Bombay. On his
treks he came in contact with the poor and their poverty.
My daughter, Avan, was a national cycling champion, and
often travelled with her team to different places in India and
abroad, roughing it out.

We lived in the Seths” house, Shanti, for eight years before
we went to England in 1968 to allow me to pursue my interest
in biomedical research. Fortunately, soon after our return from
the UK in 1970, we were offered a delightful apartment in
the pleasant surroundings of Worli, which we bought fo‘r a
pittance and where we spent almost thirty years before selling
it for a fortune when we moved back to Pune in the 1990s.
Friends and colleagues had warned me that it would not be
possible to survive on the entirely new speciality of pllastic
surgery. Nevertheless, I succeeded in gradually building a
reasonable private practice from the consulting room of my
brother-in-law, Dr Maneck Bhagat, an eminent paediatrician,
who permitted me its use in the early afternoons. j‘i‘few
years later, I was invited to join one of the most prestigious
polyclinics in Bombay at the Ben Nevis building on Warden
Road, where T shared a consulting room with Dr Gajendra
Sinh, a neurosurgeon. This was closer to my residence in Worli
and to the Breach Candy, Jaslok and Cumballa Hill hospitals
where T practised. The polyclinic and its eminent inmates were
kept in order by the super-efficient Motee Vakil, who often
had to chase up my patients to recover my professional fees
since I sometimes forgot to do so myself.

As time went by, my work as a pioneer in plastic surgery in
the city and the country came to be better recognized, which
helped me earn a more reasonable income that was restricted
only by the time and effort I devoted to the building of the
plastic surgery department at the J.J. Hospital where I was
often considered to be a ‘full-time honorary.
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Plastic surgery was a relatively new medical discipline in
India in the early 1960s. So, when the vast new J.]. Haspital
building that had been constructed at the instance of
Dr Shantilal Mehta was completed shortly after I started work
there, 1 wanted to obtain a wing in it for plastic surgery. In
1961., the bed strength of the plastic surgery department
had increased to sixteen, and a registrar as well as a house
surgeon were posted to the department, but the beds were
-still scattered all over the hospital.

Fortunately, Dr Archie de Quadros, who was then dean of
the: hospital, wisely advised me against moving to the new
building. “You are a very enthusiastic young man doing new
and unusual work, so don't come to the new building, he
jfold me. He said he would give me two or three full floors
in the old Balaram building that would allow me to work
independently, without disturbance or annoyance from other
colleagues as would inevitably happen in the new building,

I am glad T took his advice because I was indeed able
to build independent plastic surgery, burns and leprosy
units in isolation from the rest of the hospital in the old
buﬂlding, and in the way I wanted. I was away from the
prying eyes of subsequent deans and matrons who felt that
I was disturbing the overall pace of development of the rest
of the institution.

It 1s true that the plastic surgery department was developing
rapidly. In 1964-65, the Tata trusts gave us a substantial
grant to undertake two projects on leprosy and burns, and
renovate and refurnish the third and fourth floors of the
Balaram building to suit the requirements of the plastic
surgery unit, which from then on was known as the Tata
Depe.lrtment of Plastic Surgery (TDPS). As work increased
so did the requirement for space and staff. A veranda that’
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ran along the third floor was converted into a bacteriology
and biochemistry laboratory for the burns ward. We had
undertaken a survey of burns in Bombay and a few other
places in Maharashtra to understand the full extent of the
problem, and this brought in social workers. To cope with
the increasing load, we took on extra staff: M.R. Keswani and
V.P. Buch were appointed assistant honorary surgeons, and
Fruch Funibanda joined as honorary maxillo-facial surgeon.
When hand surgery was introduced, we obtained the services
of a physiotherapist and an occupational therapist.

From the beginning, the department of plastic surgery
adopted a total approach towards the patient. It was not just
about the correction of a deformity; rehabilitation following
surgery was considered as essential, if not more important.
When we started a workshop for patients we also required
the services of employment officers.

Funds also came in through the PL-480 grants of the health,
education and welfare department of the Government of the
United States. These were utilized to start a research laboratory
for leprosy and burns, and a prosthetic laboratory in 1967.
Many researchers, who joined the laboratory as postgraduate
research students, later helped me establish the Foundation
for Medical Research in 1974,

[ was adamant that T would treat the deformities of cured
leprosy patients along with other patients in the plastic surgery
ward. Leprosy was still a disease that people were unreasonably
scared of contracting. Even colleagues well disposed towards
me warned me against mixing leprosy patients with others.
They predicted that it would create uproar among staff and
patients and would also ruin my private practice. I disregarded
these warnings and personally wheeled a leprosy patient with

a deformed nose into the operating theatre to demonstrate
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what plastic surgery could achieve even for this disease, It
was the first time ever that a leprosy patient was treated in
the general ward of a non-missionary government hospital
and medical college.

No doctor, nurse or patient ever objected. This was just
another myth propagated by the medical profession. The
only objection to my admitting leprosy patients came,
ironically enough, from a dermatologist who was responsible
for the leprosy department in the hospitall Such myths

- and phobias are due to the lack of adequate scientific and
social understanding of diseases imparted during the course
of medical education. So great was the phobia that in the
outpatients’ dermatology department, a wall had been erected
to segregate leprosy patients from others. I just broke down
the wall, and again, no one protested at what was, admittedly,
blatant interference in another’s department.

These experiences proved that if you take the bull by the
horns and vigorously push an idea which you firmly believe
in, after careful thought and some pilot experimentation,
there is cooperation and even appreciation, no matter how
unconventional the idea.

I had occasion to demonstrate this when a minister from
Karnataka sent a message that he wanted me to perform
secondary cleft lip surgery on his twin sons. A letter soon
followed from the then health minister of Mabharashira,
Dr Rafiq Zakaria, that I should provide ‘red carpet’ treatment.
My response was to ask my senior nurse to indent for a red
carpet! Such pressure tactics have never cut any ice with me;
on the contrary, I was determined to treat VIP patients like
everybody else in my ward, So I asked the ward nurse to place
the two boys between my other leprosy patients.

To my surprise the father of the twins behaved in an
exemplary manner. He never entered the ward except during
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visiting hours and never demanded any preferential treatment.
Some years later, when I was passing through Bangalore, he
personally came to receive me at the airport and ar.ran.gecl
for me to have lunch at his home where he had also invited
the health minister of Karnataka. Several senior doctors of
the government medical college were also presen.t on the
occasion and both ministers stated that they were in favour
of leprosy patients being treated in the state’s government
hospitals. Unfortunately, they did not get much response
trom the doctors present, who were more interested in using
the occasion to seek petty personal favours from their health
minister.

The condition of our own state-run hospital, the
J.J. Hospital, left much to be desired. I once told the late
Rafiq Zakaria, then the health minister, that the state of the
operating theatres was abysmal. He said he wc.)ulcll make_an
inspection. I insisted that it should be a surprise inspection
and I would take him there myself. On the appointed day, I
went to pick him up at his house and was received by a very
pretty voung lady. In the car on our way to the hospital, I
complimented Dr Zakaria on his pretty daughter, only to be
told that she was his wife!

Plastic surgery also involved what is more commonly
known as ‘cosmetic surgery. One of my patients was Siloo
Maneckshaw, the wife of the famous Field Marshal Sam
Maneckshaw. She came for a face-lift, which we performed
quite successfully. Some vears later, she returned for a touch
up. It was one of my assistants who prepare.d her for ‘the
procedure, and I discovered to my dismay that instead of just
cutting a few locks of her hair, he had cut off a laT'g.e chunk!
Mrs Maneckshaw probably had to give up socializing for a
while until the hair grew back.
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She took the incident in her stride, and suggested that I
visit her husband next time I was in Delhi. Sam Maneckshaw
was the army chief then. I made an appointment to see him
some months later when I happened to be in Delhi. When
I arrived at the house, Maneckshaw was still out, but the
living room was full of little children belonging to his Gurkha
servants, watching television. After he came in, we chatted
for a while and he decided that I should meet someone high

. up in the government hierarchy. ‘Make an appointment for
the doctor with the clown, he told his assistant. The ‘clown’
was the deputy prime minister of the day, whom I met the
next morning, ‘

[ am often asked whether patients are actually operated
on for the wrong reason or whether it's just an assumption.
It does not happen often, but it did happen in one instance.
In the century-old J.J. Hospital building, the two surgical
theatres were side by side and all patients waited in a common
corridor before they were wheeled in. On one occasion, a
patient in need of a circumcision and another who needed
to get his tonsils out got interchanged. Both operations went
ahead, much to the horror of the parents of the two boys
who created quite a ruckus when they found out.

I myself was at the centre of a controversy and a lawsuit once
in my early days at the hospital when I did not have a ward
of my own. I had given explicit post-operative instructions
to the nurse that a patient who had undergone a pharyngeal
flap procedure should be kept in a face-down position. To my
horror, I found that the instruction had been ignored and the
twenty-four-year-old patient died after swallowing his own
blood. In a towering rage, I velled at the nurse, calling her
a ‘murderer’. The relatives of the patient heard what I said
and brought a malpractice suit for negligence.
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The case dragged on and had as many as nine hearings in
the coroner’s court, Even the Medical Protection Company of
the UK, which handled such cases for doctors, observed how
unusual it was to have so many hearings. It later emerged
that the case had dragged on because the coroner (who
was later caught on corruption charges) and my lawyer had
connived at the behest of a rival plastic surgeon. Ultimately,
the case fizzlea .t '

] played a part in what came to be called the ].J. glycerol
tragedy, in the mid-1980s, in which twelve patients died at the
J.J. Hospital after being administered toxic glycerol instead of
glycerine. Instead of acknowledging its mistake, the hospital
administration sought to keep it under wraps—a grossly
unethical thing to do. 1 wrote a letter exposing this in the
national press, which resulted in the case being probed by
the Lentin Commission, headed by Justice Bakhtawar Lentin,
the chief justice of the Bombay High Court. The daily press
reports of the shocking findings of the commission, and
Justice Lentin’s caustic comments on the manner in which
several important government functionaries worked, created
quite a stir not just in Bombay, but nationwide. The Lentin
Commission Report was a salutary lesson to the medical
profession on the perils of suppressing its misdeeds.

Working in a big hospital had its share of petty squabbles
and jealousies. Usually, I was too busy to get drawn into
these ego battles and allowed my work to speak for itself.
For example, when I had just joined the hospital, a senior
surgical colleague had declared that he would not refer any
case of cleft lip to me since he was sure that he had performed
far more operations than I had. But within six months, he
brought his own nephew to me for an operation for a cleft
lip deformity.
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Regrettably though, I have clashed with colleagues on some
occasions. I had to bar one of the deans of the hospital, as
well as the matron, from entering my department because
they invariably used this opportunity to obstruct and not
help the work of our department.

The ban so aggravated the dean that he threatened to
have the leprosy patients removed from our department, He
had the support of the hospital’s leprologist, who said [ was
spreading leprosy in the hospital! I confronted the leprologist

* by demanding to know why he had failed to identify fifteen
active leprosy patients who would normally be a part of the
2,000 patients unknowingly admitted to the wards of our
hospital. (Statistically, fifteen out of every 2,000 patients
admitted randomly to the hospital could have leprosy.) Also,
as a leprologist, he should be providing them the necessary
treatment. | also told the dean that if he made any attempt
to prevent leprosy patients from being admitted in my wards,
I would resort to a hunger strike and call the press.

My letters to Robert Cochrane during this period were filled
with my anger and frustration at being unable to further my
work in leprosy at the J.J. Hospital. There were times when I felt
‘totally cheesed off waiting to spend extended periods abroad
that would help me to see things in a proper perspective.” In
another letter I told him that 1 felt that ‘scientific medicine is
not possible in this country. This pessimism was engendered
to a large extent by the then dean of the J.J. Hospital,
Dr Virkar, who was undoubtedly a thorn in my flesh. My
letter of 9 July 1966 to Bob, as I called Robert, quoted Virkar
saying, ‘1.J. Hospital is not interested in helping leprosy work’
and ‘they are not interested in dealing with national problems
I suspected that the funding that my department enjoyed
from the Tata trusts had turned him a little green because
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he alleged that our department ‘has made the development
of the whole hospital lopsided and that other departments
should be given priority’ |

Another major problem arose when [ started getnr.lg
substantial funds for my department from the PL-480 a.ld
plan of the United States government. These substantial
funds were routed through the same obstructive dean, who
saw this as yet another opportunity to harass me. Event.ually,
I was so disgusted with the constant harassmen.t desplte.all
my hard work, that I sought an appointment with Shantilal
Shah, the well-known Gandhian, who was then the state
health minister.

1 was so upset that I could not utter a word as [ sat before
him in his office, and just offered him my letter of resignatlol.}.
He refused to accept it, and invited me that evening to his
residence where he tore up my resignation letter and asked
me how I wanted to have the PL-480 funds routed. He agreed
to my suggestion that the funds be routed through the house
of Tatas and not through the dean of our hospital. .

On the whole, though, my professional relationship w1Fh
most of my colleagues was cordial. Fortunately, 1 worked in
a separate building where they knew we were up to some
unusual work with the substantial funds we were fortunate
enough to attract. Though they showed no animosity, I was
often irritated by the timorous nature of my colleagues .and
their reluctance to oppose the dean or even the obstructions
of the head clerk of the hospital.

There was also reluctance to do anything that was a little
unconventional. Since my department was constantly treatin-g
bedsores of paraplegic patients referred from the orthopaedic
surgery department, I once suggested to a colleague, who
was the senior orthopaedic surgeon, that he should amputate
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both the lower limbs of such patients, since they only
hampered mobility. It would relieve the patient from carrying

unnecessary dead weight, equivalent to half of his or her body.

weight, and also relieve the pressure sores. I offered to provide
a plastic moulded seat and a platform on wheels from our
rehabilitation section to allow the patients to move about—a
method regularly used by beggars on the streets of Bombay
whose legs are often amputated under trains.

My colleague refused to take this—admittedly unusual—
~ advice saying it would cause psychological problems in the

patients. He had also refused to amputate the feet of leprosy
patients referred to him by my department because he was
afraid of contracting the disease. During a visit to the medical
college hospital in Kansas City in the USA, I saw that such
amputations were routinely performed on paraplegic patients
who were thus made ambulatory.

I had also suggested to a colleague in the neurosurgery
department that he operate on pituitary gland tumours
through the mouth as 1 could provide him ample access
through the palate. But he feared infection. Yet this approach
is now a standard procedure for pituitary surgery.

When you undertake any new or unusual procedure
you have to convince not only yourself about its safety, but
also the patient and your colleagues. Once the benefits are
demonstrated, all else follows. At Kondhwa, patients were
scared of subjecting themselves to my knife till I demonstrated
the good results, after which there was no hesitation,

I have experienced that there is usually a simple, if
somewhat unorthodox, solution to many of our problems.
As I have described elsewhere, the ‘soap and water’ treatment
and the remarkably versatile ‘fhoola’ beds for burns patients,
or the training of village women in health care, produced
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excellent results at remarkably low cost though they sougf.ilfed
strange to begin with. It is a pity that we have lost our abi ;ty
to solve our own problems and alwa?ffs look to the West for
ions that may be inappropriate for us.
501;1:11:; thinking )i(s prevalent in the upper echelon-s of oué
society. When we trained village health workers, we d1sc0ve1;ed
that they were not at all intimidated by what we ?XEEC ie _
them to do. This approach does not go down v\.relil with rule
bound government babus who try to show their unpokrtanlci
by threatening ‘action’ against you 1.f you darel to brea- rules
that were probably formulated during the.Brltlsh Raj.
Rehabilitation for leprosy and burns patients soon became
ork on for us at the TDPS. .
v Iatlrijazoawminor incident that made.me think serfous‘ly{
about the rehabilitation of leprosy patients as an esaent;a
part of reconstructive surgery. Though working at. t te
J.J. Hospital, I made regular trips to Pune to treat patle.n ]
at the Kondhwa Leprosy Hospital. On one of thelse trl]i::s,
Dr Funibanda, my dental colleague at the 1.]. Hospital, w 3
also happened to be an expert photographer,‘accompanﬁed
me. He wanted to film a plastic surgery operation. He calle
e Live Again.
theTt}illemmift day, wﬁiie strolling in Pune city, we came across
a group of leprosy-afflicted beggars. Two of ﬂ?em came up
to me and thanked me for having corrected their fieformltte:;
at Kondhwa. Instead of feeling proud of my achlevement,.ll
thought that if, even after reconstructive surgery, they were st
reduced to begging, my ultimate goal shquld be rehahilitation,
and that surgery was only an incident in Fhe process. t
At the Kondhwa Leprosy Hospital, we did have some sotr
of rehabilitation programme. About 300 leprosy patlffgz
male and female, together with their children, were provide
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shelter, food and clothing, Many of them had benefited from
my surgical skill in correcting deformities. Despite this, there
were several younger patients who were not accepted back
into their homes and families and continued staying at the
hospital.

When Dr Bandorawala took over charge of the hospital,
he started various activities such as weaving of bandages and
coarse cloth and carpentry to enabie the inmates to earn a

. living after they were discharged. But even though the gates
were now open and they could leave and start life afresh, many
preferred the security of the hospital even though they earned
a paltry sum of six rupees a month as pocket money.

This voluntary incarceration, which sprang from a real or
imaginary fear of facing the outside world, could hardly be
termed as rehabilitation. Yet, the patients were grateful. When
[left Pune for Bombay, they pooled their monthly allowance
of six rupees to give me a small silver platter as a gesture of
gratitude—a gift that [ value more than any monetary gain or
awards. While appreciating this gesture, [ felt that the ultimate
measure of success would be the acceptance of these patients
by their families and society, which would let them earn a wage
and help them regain their self-confidence and self-respect.

I'had no knowledge or training in the field of rehabilitation
and had to devise methods based on common sense and
learn from mistakes. But first, | had to find some space in the
J.J. Hospital for the rehabilitation work. Fortunately, when
Dr Shantilal Mehta was the dean, he had constructed a large
building for postgraduate medical research. Except for a few
rooms, most of this large building was unused and the rooms
were locked, which just showed the lack of interest in research
in our medical profession.

I felt that this vacant space could be used for our
rehabilitation activities. Since such activity had no precedent
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in a medical college, 1 had to go from pillar to po'st Jus:it. to
locate the keys of the vacant rooms. l_Zveryone, 1nc'lu nlllg
the dean, pretended they had no objection to my using ltrl i
space, yet each one referred me to the.head. of yet an(?t eI
department for the keys. Fed up of this f{'ultless e:r{lerclse,t
broke open the locks one day, and occupied severa e?p y
rooms. We later also started the medical r'esealjch. work of our
department for leprosy and burns in this bulldmg: g
Our rehabilitation activities had a dual purpose: devising
technical solutions for paralysed hands and feet of leprc.tsy
patients, and also for deformities from other causes like
ollowing burns. ‘
Cor;lizci’u].r—e:;) funds gprovecl to be a substantial windfalllﬁ
the early stages of what were, admittedly, our amateuris
rehabilitation activities. They allowed us to offer our patle'nts
both physical and occupational therapy, and to devise a variety
i habilitation. .
o f:’?:hiolfer}?elp of Hoshang Pavri, an occupational theraplsz
and the large plastic footwear industry of Bombay, we devmed
footwear that had a conventional exterior appearance an
concealed the deformities and ulcers of the fo’ot in leprosy,
unlike the traditional and ungainly ‘car tyre’ chappals of
Vel\lf(\)fze::llso provided rigidity in the form qf a moulded steel
shank, provided by the Godrej factory, w"hlch helped protect
and even heal the ulcers of the feet without the need for
ugly and smelly bandages. The plastic fothear could also be
washed under a tap. This activity has continued to th_e preser.lt
day and such footwear is now used for the anaesthetic footl in
diabetes patients and those suffering frorn 'other neuropatlgfs.
My friend and colleague Dr Frederick lflr'lseth made a film
about this footwear during one of his visits.
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To me, the proof of our success in rehabilitation was
provided by Varyam Singh, a leprosy-affected beggar with
multiple severe deformities of the face, hands and feet.
After multiple corrections of these deformities in our plastic
surgery ward for over a year, we provided him with our
footwear, which was still in the early experimental stages. At
the follow-up footwear clinic, this once helpless patient held
up his footwear, and looking straight into my eyes flung it
at me and demanded to know whether I would be prepared
‘to wear something so ugly! The students and the physical
therapists were aghast at his boldness and temerity and
could not understand why I congratulated Varyam Singh,
To me, it demonstrated the ultimate success of surgery and
rehabilitation because it had given him the self-confidence
and self-respect to speak out,

Since economic rehabilitation is equally important, we also
taught patients to produce steel washers for 2 client in South
Africa on a hand-operated press. Though not an economic
success, this project taught us how to adapt tools to fit the
insensitive deformed hands rather than merely undertake
reconstructive surgery.

Electromyography (EMG), a tool for the study of nerve
conduction was first established in India at TDPS since leprosy
chiefly involves the peripheral nerve, which is responsible
for the majority of the deformities of this disease. In 1963,
['arranged for our senior leprosy research officer, Dr Shobha
Pandya, to go to a rehabilitation centre in New York, and then

to Wing Commander Dr C.B. Wynn Parry in London to learn
this technique. She returned with a basic EMG machine for
our department. | persuaded the Bhabha Atomic Research
Centre (BARC) to copy this machine for wider use in India,
since there was nothing like intellectual property rights at
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that time. The first EMG conference in India was held at the
TDPS and chaired by Professor Baldev Singh, a neurologist
at the All India Institute of Medical Sciences.

Dr Piroja Wadia, who now heads the EMG Department at
the Jaslok Hospital in Bombay, was introduced to EMG ’F)y
Dr Pandya. Dr Pandya also served as the electromyographist
at the Bombay Hospital for almost twenty-five years,

Those who have passed through the portals of TDP.S,
particularly from the mid-1960s to the mid-1970s, will
remember its atmosphere enlivened by the large number of
young plastic surgeons from the US, the UK and Thailand| who
came to the TDPS to learn from the vast clinical material at
our disposal. Many stayed with us for several months. I have
maintained close contact over the years with some of them.

James Smith came from New York to do research on Fhe
peripheral nerve. He brought with him the dual operating
microscope sent by the American Leprosy Mission. He also
brought this red fluid in a tin, which turned out to be coloured
silicone dye. James wanted to study the blood sulpply to
the ulnar nerve and to do this he injected the dye into the
blood vessel and studied it under this fancy microscope. He

carried out this research on monkeys, and on one memorable
occasion, a monkey escaped from its cage in the research
department and created havoc in the wards. .
Hugh Johnson and Carl Enna from the US as also Jim
Evans and William Lennox from the UK, who are now
acknowledged authorities in plastic surgery, interacted and
collaborated with us at the TDPS. The department was
also visited by many senior plastic surgeons such as David
Matthews of University College Hospital, London, Dr Herb.ert
Conway, chief of plastic surgery at Cornell University Medical
College and Hospital, and Dr John Constable, professor of
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plastic surgery at the Harvard Medical School. The World
Health Organization often sent us leprosy surgeons from the
leprosy hospital in Bangkok.

Among my many colleagues, T remember Suresh Kamat with
great fondness. When the TDPS required an artist, we took
on Suresh, once a leprosy patient, whose clawed hands had
been corrected by Dr Paul Brand in Vellore. In fact, Brand had
recommended him. Suresh Kamat was extremely intelligent

-and in addition to drawing he also took up photography.
His photographs of patients and line drawings of operations
figure in all my books on surgery. His knowledge of surgical
operations was so profound that my students and trainees
often invited him to be present during operations to guide
them. He died of a brain tumour. With his death I lost a
colleague and a friend.

I consider the institutional development of the Tata
Department of Plastic Surgery, for twenty-one years, between
1959 and 1980, when 1 retired, my greatest contribution to
my speciality. In December 2006, I was invited to inaugurate
the forty-first annual conference of the Association of Plastic
Surgeons of India, which began with just five plastic surgeons
in 1959, and now has a membership of 1,000. Amongst the
600 surgeons present, I met many—across generations—with
whom I had interacted in various capacities—as examiner,
inspector of institutions and lecturer.

Innovative Techniques

y sister’s death has, perhaps, been the most traumatic
experience of my life. She was burnt to death by
firecrackers in the Diwali of 1946.

Professionally, [ was first exposed to burns when 1 spen.t
six months as a surgical registrar in the famous Burns Unit
of the Birmingham Accident Hospital (BAH) in the UK
in 1954, ,

The renowned Burns Unit at the Birmingham Accident
Hospital was run by the British Medical Research C(I)uncil
for the study of microbiology, pathology and epidemiology
of burns. It was started by Dr Leonard Colebrook, a
remarkable individual with an enquiring mind. I believe
he is one of the great unsung heroes of modern Western
medicine. As a surgeon—gynaecologist at the Royal Western
Infirmary in Glasgow, he was an anguished observer of the
havoc wrought by puerperal sepsis, caused by streptococcal
infection, in his maternity ward. Taking advantage of the
advent of sulphonamides, whose potential was so dramatically
demonstrated during the Second World War, he demonstrated
its ability to control puerperal sepsis.

The dramatic results he obtained led him to test the effect
of sulphonamides on microbiological infections in other
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diseases. Burns not only provided a rich source of infections,
which could be treated by this new antibiotic, but also allowed
him to observe its effect on the skin.

Unfortunately, by 1948, the unnecessary and excessive use
of antibiotics like penicillin and streptomycin began to pose
a new problem to the medical fraternity as microbes became
resistant to a variety of antibiotics, both topical and systemic.
This had already begun to annul the early dramatic results

. of the antibiotic era and led to the advent of a series of new
antibiotics, which met the same fate. Hence microbiology
together with the study of the pathology of burns and its
management by aseptic surgical techniques was a major area
of interest for a surgeon such as I who was hitherto trained
chiefly in the skin grafting of these injuries. Skin cover was
a major advance in the treatment of burns as demonstrated
by Sir Harold Gillies, and it had become a well-established,
routine procedure.

It took some time and effort for a junior surgeon, as T was
then, to appreciate that burn injuries needed research in many
different fields. So, when I was asked by an aged observer
during one of my routine ward rounds as registrar, whether
I would consider switching back to sulphonamides, I showed
my resentment at what I thought was an absurd suggestion.
I discovered later, much to my dismay, that my interlocutor
was none other than Sir Leonard Colebrook!

Sir Leonard’s ability to question all established methods
and techniques in every discipline resulted in the creation
of a unique epidemiological unit at the BAH to study the
cause and prevention of burns. The results of the research
conducted here eventually led to parliamentary legislation in
Britain that made the installation of fireguards in all homes
compulsory; it also led to the development of fire resistant
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nightclothes for children. Making ﬁreguards_ c?ompuljsory in
homes required determined Jobbying in the British Parliament,
a task in which Colebrook was ably assisted by his wife Vera. It
was worth the effort because this prosaic measure resulted in
a major decrease in accidents from burns in the UK and did
more for the control of burns than expensive and glamorous
surgical and medical technologies. .

Another important learning experience in this field was my
six-month stint as house surgeon to A.B. Wallace in Edinburgh
in 1954. It was important because it helped me develop a new
approach, based on medical and sociological research, to the
treatment of burns when I returned to India.

Wallace was known internationally for his Rule of Nine,
a simple and elegant method for estimating the extent of.
burns. He was also known for the ‘exposure’ treatment of
burns. As a plastic surgeon he had poor technique, but was
nevertheless a remarkable observer and thinker with an
inquisitive mind.

He once asked me about traditional treatment of burn
injuries in India. I felt ashamed to tell him that the b.u.rnt
area was covered with cow dung, since modern medicine
had taught me the danger of contracting tetanus from such
a dirty source. Wallace, however, explained that tetanus germ
was an anaerobic organism and hence would not grow on
the body surface. He added that we could learn from such
old practices, which had evolved over thousanc.is of years.
If people still used them there must be something valid in
them, he said.

He also explained why the doctor and especially the surgeon,
who ‘dressed’ wounds to prevent infection, was actually
creating the conditions of an incubation of germs—plasma,
warmth, darkness and humidity. Observation teaches us that
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the wounds of animals heal better because of constant licking
without the help of any surgical dressing.

Burns represent the most formidable form of trauma. It
has been associated with plastic surgery because the burnt
area needs resurfacing with skin grafting. While Sir Harold
Gillies had demonstrated this in the First World War, it was
Archibald McIndoe who produced the most spectacular results
during the Second World War with his treatment of burnt

_fighter pilots at his hospital in East Grinstead. And vet, as
shown by John Bull in Birmingham, and later by our own
epidemiological studies in Bombay, 80 per cent of all burn
injuries are household accidents—even in an industrial city
like Bombay-—due to the traditional habit of cooking at the
level of the floor. The loosely draped sari, drawn by convection
current inte the flame is generally the cause. Scalding of
children playing on the kitchen floor is also common.

Somaiya, a social worker with our Department of Plastic
Surgery at the J.]. Hospital conducted an epidemiological study
of 3,000 burns cases in 1962. It became the basis of one of
the earliest burns units in India and was dedicated solely to
the treatment of burn injuries. The unit was set up on one
of the floors of the plastic surgery department building.

I persuaded the Sir Dorabji Tata Trust to fund the air
conditioning of the entire ward. Such luxury was rare in
hospitals in those days and it brought considerable attention
to the ward. With substantial grants from the American
PL-480 funds, we also developed a thirty-bed ward for both
treatment as well as research in microbiology, immunology

and rehabilitation of the burnt patients, deformed because of
contractures. Our postgraduate research laboratories carried
out a lot of researches as well.

The American PL-480 funding enabled me as well as several
members of our staff to visit the Shriners Burns Units in the
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US and many others in the UK. It also provid.ed expens_ive
equipment like ‘turning frames’ and topical ointments like
sulphamylon, which were flown in from the US. Thanks to
these generous grants we could now employ a large number
of nurses and ancillary staff in addition to those provided
routinely by the J.J. Hospital.

All these smart additional facilities may have been expected
to greatly help and enhance the treatment of patients. It
certainly attracted considerable interest and helped. start
similar burns units in other parts of our country. But it also
led to two radical changes in our own approach.

We discovered that the air conditioning, of which we were so
proud, resulted in extensive cross-infection of patients by the
recirculated air. It was hindering and not helping recovery! We
dismantled the air-conditioned unit much to the annoyance
of our donor. Fortunately, the old stone building in Wh%Ch
the ward was housed had large windows on both sides which
enabled excellent cross-ventilation, while the flies were kept
out by extensive netting on the windows. Though anngyed,
Professor Choksy of the Tata Trust, our donor, appreciated
our reason for undoing their generous work and continued to
support us in our other activities, though it was a sad bh?w
to air-conditioning companies who were expecting lucrative
business in the future!

It also dawned on us that the latest treatment and
equipment for burns provided to us by the US govern.ment
increased the cost of treating burns tenfold. If we continued
with this method alone, we could certainly make our
department a showpiece, but it would make the treatment
of burns unavailable to most of our people. .

Knowing my penchant for simplifying the complicated,
the then director of health services of Maharashtra,



74 A Life of Change

Dr V.N. Rao, asked me to establish a burns unit at the Thane
Civil Hospital. Burns patients from the state’s hinterland were
to be filtered here before entering the island of Bombay,
A small, isolated, dilapidated building consisting of one
large room and a bathroom was offered to us. It had been
vacated by the ophthalmic department, which had found it
unsuitable as it was situated in a neglected part of the civil
hospital compound,
Here, we were able to demonstrate that simple and cheap
treatment could also be highly effective. The room was
partitioned to form a male and a female ward and the nurses,
ward boys and patients’ relatives were trained in the simple but
effective soap-and-water treatment that we had devised on an
experimental basis at the J.J. Hospital. This treatment required
the patients to wash themselves under a shower several times
each day and then remain ‘exposed’ on their beds without any
cover or dressing. Patients would be looked after and fed by
their own relatives under the overall care and instructions of
the nurse. If necessary, the patient, with the help of a relative,
could wrap a bandage soaked in a simple bleaching powder
solution around the burnt part after the shower. This made
expensive antibiotics unnecessary and reduced expensive,
time-consuming and painful dressings by nurses. The simple
soap-and-water treatment also considerably reduced the need
for skin grafting since exposure and continued washing reduces
infection and avoids repeated dressings, which pull off the
regenerating epithelium.

We taught nurses to estimate the extent of damage to the
burnt area of the body by using the simple Rule of Nine
formula, and a pinprick to measure its depth. Monitoring
during the shock phase was done by observing the sophisticated
devices provided by nature itself to ¢very patient, namely,
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urine output, thirst, restlessness and observing the CO]OU; of
the ears. In most burns treatment centres thf:se d;ys, ttese
highly sensitive and infallible indicators pr0v1_dedl g natu;e
have unfortunately been replaced fby exp;:lnswe aboratory
ry day or even more frequently. .
teS;;%I:;; T}Te }}r.].r}};ospital and at the Thane Civil Hospital,
patients with deep burns exceeding 50 per cent {f)f the body
surface were to be kept under sedatioln while an 1ntra.ven0us
drip was installed to appease the relatives. I felt that vigorous
resuscitation of such patients would only prolong their agong
and they would invariably succumb from other causes suc
as infection. This is particularly so in the case of wo-rllllf;n
who, having suffered homicidal burr1§, have lost the will to
survive. An exception could be made in the case of a young,
well-nourished individual who may have a reasonable chance
ire for survival.
angoci;il 1,300 patients treated by this method at the Thane
Civil Hospital under the supervision of Dr Swaran Arotra:i
then a postgraduate student of our department, d.emonstra e
that the mortality rate was the same as that in our n:;re
sophisticated unit at the J.J. Hospital. I—Ioweverl, the mgr}tln 11ty
and contractures were less at the Thane l?ospltal, which a 53
provided a psychological boost to the patient who was (:lar;;i1 ]
for by relatives rather than unknown hospital personnel.
these benefits came at a tenth of the C(‘)St of the far more
sophisticated burns unit at the.L]. Hospital. . _
The dramatic results of this humane z?nd hi'ghly cost
effective form of treatment have been published in national
and international journals. Interestingly, the doctors of.the
Thane Civil Hospital, my senior colleagues at the ].].. Hospital,
and plastic surgeons as a whole con.spicuously refrgmed_ fron;
using this simple method. In fact, it led to the resignation o‘
some of my senior colleagues. I had sent them to visit burns
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units in the US and the UK, where the cost of treatment was
US$5000 a day (as compared to a dollar a day in ours). On
their return, they felt that our method was retrogressive,

This was not unlike the experience of Charles Fox, a
general surgeon and an original thinker at the Columbia
Hospital in New York, who was introduced to me by
A.B. Wallace. I got to know Fox well during my visits to the
US as also during his visits to India. Fox had developed silver
sulphadiazine as a topical ointment for burns. This became a
major product for the pharmaceutical industry. But when he
tried to introduce zinc sulphadiazine as a much cheaper and
more effective alternative, it was rejected by doctors as well
as the pharmaceutical industry. T had stayed at Fox’s home
in New York where his wife Dulcy showed me how they had
originally prepared this compound in their kitchen!

In 1971, the Burns Association of India was inaugurated
in the Tata Department of Plastic Surgery ( TDPS) with my
old mentor, Douglas Jackson of the Birmingham Accident
Hospital, as our chief guest. Sadly, it has now bifurcated into
two rival associations.

The Tata Department of Plastic Surgery can claim to have
played a pioneering role in the development of burns care in
India in epidemiology, prevention, as well as in evolving a new,
cheap, cost-effective and humane model for thé treatment of
burns based on sound scientific principles. This is gradually
gaining acceptance among general and even plastic surgeons
in both urban and rura] hospitals of our country and possibly
elsewhere. I was Pleasantly surprised to find that this method
was being used in West Bengal when 1 visited the state for a
week at the behest of its government to help improve burns
care in the medical college hospitals of Calcutta and the
remote district of Bankura.
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I must mention the important contribu‘tion of my SEI;I-IO;
associate, Dr Manohar Keswani, .in pr(')motmg the pregez ;(Jid
of burns on a large scale, and in using water as a rh { ai
measure. His sustained efforts over the yearsdm ;s;renes;
at public meetings and through films to sprea aatjs o
about burns prevention, base.d on our departmte)nv ey
study of the cause of burns in tbe city of Bomhay,Sim .
greater acknowledgement. He -d1d not accept t !edressfng
soap-and-water therapy but devised the potato pee
forTlilirlleiposure of our staff to the more dranll:lcttlzn?ntg
expensive Western influence often ma_de them ret e
trust the simple, humane and co}it-iffectlve Ee;t;;,l:l; esm1 vied

own unit. | sometimes think it wou )
Z]:?rl:priate to send our staff to China, Vietnam an'd rlg;?i;n:;
countries that have made rzmarke.iblfe ad:a‘il;gi ;Zonditions
in other medical and surgica car :
t‘;rleali 21?6 comparable to and compatilbif ;vslthetrh:eiq;lllr;r?i:{l::
ntry like ours. A patient wit p

:):vzt; (}Er tge first time in Shanghai. The use of th;: b:;\);lllirrllz

leaf as a cheap and effective non-adhe_rent dressmgI or s

was demonstrated by Dr Chongchfet in Bangkok.1 cane e

personal witness to both these achievements. If e e%la:ncreaﬂ

in simplifying the complicated, the West could profit greatly

from our experience.



Quest for Knowledge

R?search provides the understanding, as well as the tools,

or solving problems. Fundamental research provides
deep insight into natural phenomena and also ideas for
philosophical reasoning. My early efforts to address problems
purely through surgery led me in due course to question the
underlying cause of these problems. Thus, the correction
of deformities caused by leprosy led to the study of the
underlying cause, hamely immunological damage to the tissues
and nerves. I then moved on to study the underlying social
and economic problems as they concern the origins as well
as the control of this and similar diseases.

I was initiated into biomedical research through my tryst
with leprosy, a disease that expresses itself in almost two
diametrically opposed forms—the infectious lepromatous
torm that is responsible for a majority of the facial deformities
that we see in this disease, and the less infectious tuberculoid
form that produces the deformities of the extremities.

As a surgeon, I had an almost unlimited opportunity to
obtain biopsies of the tissues involved in this disease, not
only of the skin but also of deeper tissues especially of the

nerves whose damage was the major cause of the deformities
of the hands and feet,
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At the J.J. Hospital T had access to 'the services of an
excellent neuropathology department, Wthh' was then head?g
by an outstanding neuropathologist an.d scientist, Dr. Dara
Dastur. This led to a fruitful cooperation and coordination
between our departments for almost a decade. Dr Dasttjlr
would attend surgical operations to observe nerve dar‘nage'm
vive, and I could observe and discuss the dam.age with him
under the microscope in vitro. In fact, the microscope hcelis
always fascinated me because it reveals a world that wle (;
not normally see. This experience attracted me to the fie d.o
biomedical research. It was evident to me from these studies
that the damage to the nerves in leprosy was the result of

i immunological response.
blp’l?lllf ;:Ei that fesulted from this coIlaborat.ion not only
provided a better understanding of the selective nature of
nerve involvement in leprosy, but also of the cause of th.e
differential sensory and motor loss that is peculiar to this
disease—it involves the Schwann cell and hence affects th;
peripheral but not the central nervous systctm. Asa re.sult 0
this observation we were able to devise surglc.al operations to
release the involved nerves at the site of the1‘r entrapment,

The most important contribution of this st}ldy was a
better understanding of the Schwann cell, the primary host
of Mycobacterium leprae. It modified the concept ‘_)f leprosy
from being a dermatalogical disease to.a neurological one.

This approach has not only helped in t.he understanding
of the cell with its unique association with M. I‘eprae, but
it has also proved to be useful in the understanding of the

ipheral neuropathies.
Oth;rrelri’:igary laboratoiiy studies in both leprosy and burns
undertaken in the plastic surgery departn_lent and the
postgraduate research building of the J.J. Hospital from 1962
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to 1968 demonstrated that the pathology of both leprosy
and burns is primarily moderated by the immune respolise
of the host who succumbs to the insidious manipulation of
the leprosy germ or to the massive physiological insult to the
body in thermal injury.

This preliminary experience created in me a strong urge to
understand the scientific basis of medicine, which had been
almost entirely missing in my medical education in both India
as well as in the UK. We doctors are chiefly technologists
attempting to apply the knowledge provided by science. But
quite often, we do not understand the basis of the science
that underlies medicine, though that does not stop some of
us from using highfalutin terminology to impress patients.

I did not want to switch over entirely from surgery to
laboratory research since | was interested in surgery as well,
But 1 belicved that research would help me understand the
biological and pathological aspects of surgery and eventually
of diseases betler. Above all, I wanted to see if a scientific
approach could help improve the work of our department and
stimulate a more scientific approach to medicine, especially
among students.

Not many people understood my urge to do research,
which was a far cry from surgery, Many doubted the sanity
of such a radical decision. Also, I felt that it would help
me get away from the routine of managing an already
well-established department and it would help my colleagues
to grow and take greater responsibility. It would demonstrate
that the plastic surgery department that T had nurtured for
over a decade could stand on its own feet.

Immunology was the logical choice as an area for my foray
into medical science, It not only involved leprosy and burns,
but also provided basic understanding of the interaction
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