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Abstract:

In forensic identification, the mouth allows 

for a myriad of possibilities. Dental data is vastly 

used for positive identification of person, but 

nowadays other oral data such as palatal prints 

and lip prints are used for the process of 
1,2identification  Lip prints might be used in the 

manner of fingerprints since it is claimed that no 

two persons have identical lip prints. The various 

constituents of blood are not only involved in 

physiological functions but provide us useful 

information to differentiate species, probable 

identification of a person and exclusion of 

suspects. Comparison between lip prints and 

blood groups was taken up in the study to 

establish a correlation between the two, as this 

aspect could prove to be a valuable step towards 

identification.

Key words-  Blood groups,  Forensic 

identification, Lip prints

Introduction:

Identification is important in any medicolegal 

investigation, both civil as well as criminal cases 

and is based on certain physical characteristics 

unique to that individual. The study of furrows or 

grooves present on the red part or the vermillion 

border of the lips is called as lip prints or 

cheiloscopy also known as queiloscopy.  

Cheiloscopy is derived from the Greek word 

.

cheilos means lips, skopein means to see.  Le 

Moyne Synder (1950), pointed out that lip prints 

have certain individualistic characteristics like 

finger prints. Production of lip prints on the 

objects is based on locard's principle i.e. when 

any two objects come in to contact; there is 

always a transfer of materials from each other.  

Both visible and latent prints can be used for 

studies similar to those used for fingerprints. The 

blood alone is a very important entity in 

medicolegal practice for identification of an 

individual. Various blood groups are available 

among that ABO blood group system is the 

primary and most important because it is most 

common, conspicuous and easily detectable. The 

whole population of the world can be grouped 

into four groups based on ABO blood group 

system namely groups A, B, AB and O. Both 

divided in to Rh positive and Rh negative 

depending on Rh antigen.   

Materials and Methods:

150 male and 150 female students in the age 

group between 18 and 24 years were examined. 

All of them were of Mysore origin who were 

students of JSS Medical College. Informed 

written consent was obtained from subjects prior 

to taking the prints and blood for grouping. 

The subject was asked to open her/his mouth and 

lipstick applied in a single motion on both upper 

and lower lips evenly. The subject was asked to 

rub the lipstick evenly on all parts of the lips. The 

glued potion of the cellophane tape was applied 

gently over lower lip with even pressure for few 

seconds to allow the print to form on the tape. The 

tape was carefully lifted from the lip; avoid any 
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possibility of smudging of the print. If the print 

was satisfactory then the strip of cellophane tape 

was pressed gently over the white bond paper 

with a finger in order to obtain a neat and optimal 

print. The above steps were repeated for the 

upper lip and the print was struck above the lower 

one on the same piece of bond paper. Then the 

subject's name & other details in the form of left 

and right sides were noted. A line was drawn at 

the center of the two lines i.e. the center of the lips 

running vertically downwards to a point below 

the cellophane tape. 5mm on either side of the 

line, two parallel lines were drawn and all three 

were joined at the lower end. These lines showed 

10mm of the lower lip i.e. the area to be studied.

The piece of bond paper with lip prints was 

placed under the foldable magnifying lens and 

the middle 10mm of the lower lip was studied. 

The grooves in this area were classified 

according to Tsuchihashi's   classification of lip 

print types I,II, III, IV and V.

Type I – clear-cut grooves running vertically 

across the lip

Type II- The grooves fork in their course

Type III- The grooves intersect

Type IV- The grooves are reticular

Type V-  The grooves do not fall into any of the 

type I to type IV and cannot be differentiated 

morphologically.

Exclusion criteria:

Cases with any evidence of disease and injury of 

the lips that was likely to cause a change in the lip 

prints were excluded from the selection for 

studies. 

Results:

The chi-square was applied to test whether there 

was any association between the type of lip print 

and blood group of the subjects. It is calculated as

TABLE 1: In the total study population, among 
the different lip prints, the commonest was Type 
II (31%) followed by Type I(22.5%), Type
III(16.5%), Type IV (15.5%) Type I' (10%) and 
Type V (5%).

Table 2 : Correlation of lip prints with blood 
groups cross tabulation.

 

Discussion:

Different Lip Print Classifications Available 
Are; 1.martin Santos, 2. Suzuki And  
Tsuchihaschi, 3. Renaud , 4. Afchar-bayat, And 5. 

2Jose Maria Dominguez .

The Determination Of The Pattern Depends 
On The Numerical Superiority Of The Lines In 
The Study Area. Manipady (2002) In His Study 
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Found That among the Indian population highest 
incidence was of type II(62%), followed by type I 
(15.9%). The lowest incidence was shown by 

3type III (3.4%) . Dr. N Umamaheshwari (2005) 
has done her study on lip prints in Chennai found 
that, no one has got single type of lip prints in all 
the compartments and no two individual or more 
than two individuals have similar type of lip 

4
prints.  

Latent or invisible lip prints at the crime scene 
have been a source of interest for some time in 
investigation. The secretion from tubule-acinar 
sebaceous glands, as well as saliva which is 
almost always present on the lips contributes to 
the formation of latent prints when the lips are 
applied to the suitable surfaces. Segue MA, 
Feucht MM, Ponce AC and Pascual FAB (2000) 
studied latent lip prints produced by permanent 

5or persistent type of stain . Same authors 
continued work on latent prints by analyzing the 
effectiveness of reagent called lysochromes in 
developing lip prints. It was found that 
lysochromes are more effective than 
conventional powders in developing older prints 

6on porous surface such as paper .

Lip prints are one of the methods, which help 
in identification.  In the present study lipstick-
cellophane tape method was used for recording 
the prints, as it was simple and better for the 
purpose of recording the grooves on the lips for a 
large number of subjects with less cost. 

In the present study it was observed that each 
lip print is different in each individual, even in the 
small area of lip taken for the study. This is in 
concurrence with various previous studies all go 
whom have found that no two individuals have 
the same lip print, not even in uniovular twins.

In the present study it was also observed that 
out of total prints studied including both males 
and females Type II was the most frequent (31%) 
followed by type I (22.5%), Type III (16.5%0, 
Type IV (10%) and Type V (5%). Manipady 
(2002) study on Indian and Chinese individuals 
lip prints, found that highest incidence was of 
Type II (62%), followed by type I (15.9%). The 
lowest incidence was shown by Type III (3.4%). 
The findings of the present study were similar to 
his study except that the lowest incidence shown 
in present study is Type V. 

Dr. N Umamaheshwari (2005) study on lip 
prints found that, no one has got single type of lip 
prints in all the compartments and no two 
individual or more than two individuals have 
similar type of lip prints. She found that Type II 
was predominant (38.13%) and Type IV(0.8%)is 
least common. The findings of the present study 
were similar to her study except that the lowest 
incidence shown is Type V.

The present study compared the type of lip 
prints with the ABO and Rh blood groups of the 
subjects. It was found that there was no 
correlation in the total subject population. 
Therefore the blood group of the subject cannot 
be predicted by her/ his lip print.

Conclusion:

The following conclusions were drawn based 
on this study. Lip prints are useful in personal 
identification and they differ from person to 
person even not similar in uniovular twins. There 
is no correlation or association between blood 
groups and lip prints. The predominant type of lip 
print in Mysore origin population is type II 
(branching type) constituting 31%.
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Abstract :

Pesticide poisoning is a major public health 

problem in developing countries; its usage has 

increased in recent past and thus increased even 

its misuse to commit suicide. This retrospective 

study was carried out at Dept of Forensic 

Medicine, Govt. Medical College, Miraj, 

Maharashtra, with the fatal pesticide poisoning 

cases from 2001 to 2008. During the study period 

a total 3757 medico legal autopsies were 

conducted, amongst them poisoning cases 

constitutes 383 (10.19 %) cases. Out of these 383 

poisoning cases 320 cases were due to fatal 

pesticide poisoning (83.55 % of poisoning 

cases). All collected data was analyzed in all 

possible aspects, to identify risk factors, most 

common offending agent, etc.

Key Words: Pesticide Poisoning, Suicide, 

Medico legal autopsies, organophosphates, 

organochlorines , carbamate  

Introduction:

Pesticides are compounds that are used to kill 

pests which may be insects, rodents, fungi, 

nematodes, mites, ticks, molluscs, and unwanted 

weeds or herbs. They are used in most of the 

countries around the world to protect agriculture 

and horticulture crops against, damage; they are 
1

also used as domestic insecticides . Acute 

poisoning by pesticides is becoming a serious 

global problem. Pesticide poisoning account for 

an estimated three million cases of severe 

poisoning worldwide in each year, with 

approximately 200,000 deaths. More than 90 % 

of these cases are reported from developing 
2,3countries, such as India .  It is developing a level 

4which can be called a “Social Calamity” . 

Study from UK report 1% pesticide 
3poisoning deaths, South Africa reports 9.7% , 

1 3Morraco 4.2% , 66 % in Iran , while various 

studies from India show figures up to 
4,5,6,7,8,9,1070% . Although the poisoning deaths and 

deaths in road traffic accidents are very nearly the 

same, great public concern is given to road traffic 

accidents only, thus poisoning deaths being 

neglected. Therefore, an alarm for early 

diagnosis, treatment and prevention so also 

research needs to follow. Reporting of data is 

crucial in reducing the burden of pesticide 

poisoning in any country. As complete 

knowledge about the nature and magnitude of 

problem in particular area is essential for doctors 
10

in hospital practice . 

The aim of his study was to determine the 

epidemiological profile of fatal pesticide 

poisoning in and around Miraj, as this part of 

Maharashtra has large agriculture area and 

patients other than locals come from Karnataka 

(bordering areas) to Miraj for treatment.  

Methods: 

This retrospective study was carried out at 

Dept of Forensic Medicine, Govt. Medical 

College, Miraj, Maharashtra. We examined all 

available files of inquest papers, autopsy reports, 
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histopathological examination reports, case 

papers and toxicological analysis into the fatal 

pesticide poisoning cases from 2001 to 2008.

We used standard proforma to obtain data 

from the records to ensure consistency for the 

whole sample. Information collected includes 

age, sex, type of institution, place of death, 

medical attention received, cause and manner of 

death, report of chemical analysis. We extracted, 

if present any other relevant information, such as 

history of psychiatric illness, drug or substance 

abuse. All collected data was analyzed.

Results: 

The present study reveals that out of total 

3757 medico legal autopsies conducted, 

poisoning cases constitutes 383 (10.19 %) cases. 

Out of these 383 poisoning cases 320 cases were 

due to fatal pesticide poisoning (83.55 % of 

poisoning cases). The percentage of pesticide 

poisoning deaths ranges 9% to 10.4%. (Table 1)

Young adults belonging to age group 21-30 

constitutes the majority 122 (38.12%) of victims 

followed by 31-40 (69, 21.56%), 11-20 (49, 

15.31%), 41-50 (42, 13.12%), 51-60 (18, 

5.62%), 61-70(13, 4.06%), 71-80(6, 1.87%) was 

observed. Below ten years of age only one case 

was found. (Figure 1) Significant decrease in the 

higher age groups observed. Males outnumbered 

females, the male female ratio being 2.7:1. (Table 

2) The only case found in the age group below ten 

years is 10 month old female baby who was given 

pesticide by her mother, constituting dyadic 

death. Maximum age observed was 80 years.

259 (81.56%) victims were from rural area 

while 61(18.44%) were from urban area. (Table 

3) Out of 320 total pesticide poisoning cases, 230 

(71.87%) were married, 88 (27.5%) unmarried 

and only two (0.63%) widowers. (Table 4)

History recorded at the time of admission and 

police inquest revealed that 311 ( 97.18%) cases 

were of suicidal in nature followed by 

occupational exposure resulting in accidental 8 

(2.5%). Only one case (0.32%) of homicidal 

pesticide poisoning was observed. ( Table 5) 

Survival period after admission in hospital were 

shown in table 6. Different causes for deliberate 

consumption constitutes family quarrel, failures, 

and financial problems, disease conditions like 

AIDS in 6 cases, mental illness and alcoholism.

Results of chemical analysis were shown in 

Table 7. Endosulfan, Dimtheoate, Dichlorovus 

consists of maximum in number. In this part 

chemical analysis is done at Regional Forensic 

Science Laboratory, Pune while the cases which 

were from Karnataka region to Forensic Science 

Laboratory, Banglore. Report of chemical 

analyzer was negative in more than 4 days of 

hospitalization. Drawback in this study was that 

in 157 cases chemical analysis was negative. So 

nature of offended pesticide on chemical analysis 

was not possible to determine in these cases. 

Discussion:

Committing suicide is one of the oldest way 

of sacrificing their life by consuming different 

poisonous substances which are easily accessible 

to them compared to hanging or other methods. 

The morbidity, mortality in any case of acute 

poisoning depends upon number of factors such 

as nature of poison dose consumed, level of 

available medical facilities and time interval 
7

between intake of poison and medical attention . 

In this study out of total 3757 medico legal 

autopsies 383 cases were of fatal poisoning in 

which 320 cases were due to pesticide 

consumption. History and police inquest 

revealed that 311 (97.18%) cases were of suicidal 

in nature followed by accidental 8 (2.5%). Only 

one case (0.32%) of homicidal pesticide 

poisoning was observed.  Pesticide poisoning is 

significant in number as they are preferred in 
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most of the suicides because of their rapid action, 

ready availability and knowledge of lethal 

potency. Homicidal pesticide poisoning is rare 

owing to disagreeable odour and taste. In this 

study one case comprises of homicidal pesticide 

poisoning in a 10 month old baby due to 

Endosulfan, perpetrator in this case was mother 

who also committed suicide by consumption of 

Endosulfan, in the year 2002 thus forming a rare 

phenomenon of dyadic death using pesticide. In 

dyadic death or homicide suicide death after 

committing homicide perpetrator commits 

suicide. Cause in this case was family quarrel.

Maximum number of cases were found in the 

young adults of age group 21-30 is consistent 
1,3,5,6,7,8,9,10,11,12with other studies . The reasons for 

this trend may be that young adults are more 

susceptible to frustrations caused by highly 

competitive society, failures in exams, love 

affairs, scolding by parents, inability to live with 

unfulfilled expectations etc. 

The sex incidence affected with fatal 

pesticide poisoning was more with male which 

outnumbered females the ratio being 2.7:1 and 
1,3,5,6,7,8,9,10,11,12,13tallies with other studies . Males out 

numbered the female as male are often exposed 

to stress and strain of day to day life, occupational 

hazards, and easy availability of pesticides. 

Female cases were due to dowry demands, 

family quarrels and failures. Three cases were 

associated with pregnancy out of which one was 

of unmarried girl.

It was observed in the present study 259 

(81.56%) cases were from rural area and 

61(18.44%) cases were from urban area. The 

maximum pesticide poisoning in rural area may 

be due toilliteracy, large family size, ignorance, 

complete dependence on the fate of their crop 
7

both in the field and market . As well as easy 

availability of pesticide compounds. Out of 320 

total pesticide poisoning cases, 230 (71.87%) 

were married, 88 (27.5%) unmarried and only 

two (0.63%) widowers. Early marriages in rural 

community, social customs, limited resources, 

poverty may lead to married male to consume 

pesticides than unmarried population. This 

finding is also consistent with previous 
5,6,7,8,9,10,11,12

studies .

Chemical analysis revealed Endosulfan (41), 

Dimethoa te  (33) ,  Diachlorovus  (32)  

outnumbering offending agents. This trend 

however varies with the area concerned and easy 

availability. The studies carried out in Chennai, 

Pune, and Mumbai showed Tik 20 (Diazinon), 

study in Aurangabad revealed Monocil, thimate, 

Endosulfan, and Dimethoate in decreasing 

frequency. In Sri Lanka, dimethoate, 

Methamidophos, Malthion, Monocrotophos and 

Fenthion were reported.( as quoted in Manish 

Nigam et al) In 157 cases chemical analyzers 

reports were negative. It was observed that 

generally after four days of hospitalization 

chemical analysis was negative. This finding is 

consistent with Manoj Mohanty et al. This may 

be due to the poison being completely 

metabolized to by products that is no longer 

demonstrable during analysis when the person 

survives for more period. 

In the present study 62 cases were brought 

dead. This finding is consistent with B D Gupta 

and P C Vaghela. Most of the victims found dead 

at their farms. This may be due to distance 

between place of incidence and hospitals, strong 

desire to commit suicide, improper referral from 

Primary Health Centers without treatment giving 

reason of inadequate antidotes and facilities, lack 

of awareness.  

Conclusions:

1. Out of total 3757 medico legal autopsies 

conducted, poisoning cases constitutes 383 

(10.19 %) cases. Out of these 383 poisoning 

cases 320 cases were due to fatal pesticide 
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poisoning (83.55 % of poisoning cases).

2. Pesticides were used maximum to commit 

suicide, consisting 311 (97.18%) victims.

3. Male outnumbered female with male female 

ratio being 2.7:1, the highest incidence being in 

the age group of 21-30 years.

4. Most victims were from rural area, married 

population outnumbering the unmarried.

5. Considering the chemical analysis most 

common offending agents found were, 

Endosulfan (41), Dimethoate (33), Diachlorovus 

(32). In 157 cases chemical analyzers reports 

were negative. Usually after 4 days of survival 

chemical analyzers report was negative. 

Pesticide poisoning is a major public health 

problem in developing countries; its usage has 

increased in recent past and thus increased 

misuse to commit suicide. So it is important to 

strengthen the preventive measures by educating 

people through education programmes, 

promoting poison information centers, 

establishing toxicological units in the hospitals 

and upgrading the peripheral health services and 

research needs to follow for the reported data.   
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Table 1: Annual poisoning deaths, pesticide 

poisoning deaths in comparison with total 

unnatural deaths:

Table 2: Age and gender distribution of fatal 

pesticide poisoning

Table 3: Residence

Table 4: Marital status

Table 5: Manner of death:

Table 6: Survival time after hospitalization

Table 7: Results of chemical analysis

* In some chemical analyzer's reports, only 

organophosphates or organochlorine was mentioned.

Year Annual 
autopsies 

Poisoning 
cases 

% of
poisoning. 

Pesticide 
poisoning 

% of
pesticide 
out of
poisoning 
(% total 
autopsies) 

2001 517 60 11.60 48  80 (9.28) 
2002 462 51 11.03 45 88.23(9.74) 
2003 498 34 6.82 32 94.11(6.42) 
2004 453 48 10.59 33 68.75(7.28) 
2005 419 46 10.97 41 89.13(9.78) 
2006 423 40 9.45 27 67.5(6.38) 
2007 485 47 9.69 42 89.36(8.66) 
2008 500 57 11.4 52 91.22(10.4)  
Total 3757 383 10.19 320 83.55(8.51) 
 

Age Group Total % Male % Female % 
0-10 01 0.31 00 00 01* 1.62 
11-20 49 15.31 26 11.20 23 38.33 
21-30 122 38.12 83 35.77 39 45.34 
31-40 69 21.56 54 23.27 15 17.44 
41-50 42 13.12 38 16.37 04 4.65 
51-60 18 5.62 16 6.89 02 2.32 
61-70 13 4.06 09 3.87 02 2.32 
71-80 06 1.87 06 2.58 00 00 
Total 320 100 232 100 86 100 

 

Year Total Rural % Urban % 
2001 48 39 81.25 09 18.75 
2002 45 34 75.56 11 24.44 
2003 32 28 87.5 04 12.5 
2004 33 27 81.81 06 18.19 
2005 41 30 73.17 11 26.83 
2006 27 22 81.48 05 18.52 
2007 42 35 83.33 07 16.67 
2008 52 44 88.46 08 11.54 
Total 320 259 81.56 61 18.44 

 

Year Pesticide Married % Unmarried % Widower % 
2001 48 34 70.83 14 29.17 00 00 
2002 45 34 75.55 11 24.45 00 00 
2003 32 22 68.75 08 25 02 6.25 
2004 33 20 60.60 13 39.40 00 00 
2005 41 32 78.04 09 21.96 00 00 
2006 27 19 70.37 08 29.63 00 00 
2007 42 32 76.19 10 23.81 00 00 
2008 52 37 71.16 15 28.84 00 00 
Total 320 230 71.87 88 27.5 02 0.63 
 

Year Suicide Accident Homicide 
2001 48 00 00 
2002 43 01 01 
2003 31 01 00 
2004 33 00 00 
2005 40 01 00 
2006 26 01 00 
2007 39 03 00 
2008 51 01 00 
Total 311 08 01 

 

Survival No of cases % 
Brought dead 62 19.37 
0-12 hrs 59 18.43 
12-24 hrs 06 1.87 
24-48 hrs 58 18.12 
48-72 hrs 34 10.62 
72- 96 hrs 17 5.31 
96-120 hrs 26 8.12 
> 5 days 58 18.12 
Total 320 100 

 

 Pesticide Total no. %  
Dimethoate 33 10.31 
Dichlorovus 32 10 
M onocrotophos 15 4.68 
Quinolphos 06 1.87 
Chlorpyriphos 04 1.25 
Propenophos 01 0.31 
Triazophos 01 0.31 
Endosulfan 41 12.81 
M althion 02 0.62 
Carbamate 06 1.87 
Paraquate 03 0.93 
*Organophosphates 08 2.5 
*Oraganochlorines 11 3.43 
Nil 157 49.06 
Total 320 100 
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Abstract:

Body piercing and inserting body jewelry is 

often noticed by the doctor during his clinical 

forensic medical examination and also at 

autopsy. It has been part of human culture since 

time immemorial. However, very little is known 

amongst doctors as regards it and even less 

scientific medical literature about it is published. 

We have attempted to highlight some of the 

reasons for body piercing, the methods used, the 

parts of the body pierced and its various health 

complications, in this article.

Keywords: Body piercing, body jewelry, human 

culture, health complications.

Introduction:

Body piercing is the practice of puncturing or 

cutting a part of the human body, creating an 
1

opening in which jewelry may be worn .

History: 
2

Body piercing predates human history . In the 

book of Genesis of the Bible 24:22, Abraham's 

servant gave a gold earring to Rebekah, wife of 

his son Issac. In Exodus 32, Aaron marks the 

golden calf from melted earrings. Deuteronomy 

15:12-17 mandated the use of ear piercing as a 
3

mark of slavery . The oldest mummy discovered, 
4that of Otzi the Iceman, had an ear pierced . The 

Aztecs, Mayans and Incas all inserted a variety of 

jewelry in the nasal septum. Egyptian royalty 

pierced their navels. Greek and Roman slaves 

were forced to undergo piercing of the foreskin 

while French women are credited with 

introducing nipple rings during Louis XIV's 

reign. The Kamasutra mentions genital piercing 

in males. Folklore describes the origin of Hafada 

(scrotal piercing) to African and Middle Eastern 

puberty rituals. Till today, a few tribes in Borneo 

still continue the practice of piercing the glans 
5

penis with a bone . Ear piercing has existed since 

ancient times, both in the Western world and 

Indian culture. However it popularized in the 

1900s in North America, Europe and Australasia 

due to the gay, hippie, punk and gangster 
1subculture . 

Reasons and myths on body piercing:

Body piercing is done for various purposes: 

religious, spiritual, fashion, eroticism, 
1,6,7,8

conformism or subculture identification . 

There is a myth that most people get pierced for 

self harm or because of sexual deviance. In fact 

one survey revealed that 79% of body piercers 

were aged 29 or over and 58% were married or in 

a long term relationship. Less than 20% saw 

themselves as masochistic, sadistic, fetishist, 

exhibitionist or narcissistic and a little more than 

half thought themselves adventurous because of 

the way it looks and feels and because the 

piercings usually provide exciting new 
5sensations .

1,2Methods :

1) Standard Needle Method: A surgical needle is 

inserted into the body part being pierced and with 

the needle in situ the jewelry to be worn is pushed 

through the opening following the back of the 
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needle. This method is commonly followed in the 

USA.

2) Indwelling Cannula Method: The piercing 

needle contains a cannula and the jewelry is 

inserted into the back of the cannula and pulled 

through the piercing. This method is commonly 

followed in Europe.

3) Dermal punching: It involves removal of a 

circular area of tissue into which the jewelry is 

placed.

4) Piercing gun: The mechanism is by blunt force 

trauma by piercing gun which shatters the 

surrounding cartilage for the entry point of the 

jewelry and over time deforms the ear which is 

known as 'Cauliflowering'.

Parts of the body with healing time :

1) Ear lobes – 1-2 months.

2) Eyelids – 1-2 months.

3) Nasal septum – 2-3 months.

4) Tongue – 3-4 months.

5) Lips – 3-4 months.

6) Nipples (Male/Female) - 3-6 months.

7) Navel- 4-6 months.

8) Penis meatus- A) 1-2 months- The consort of 

Queen Victoria, Prince Albert was believed to 
8

have this piercing .The ring is inserted through 

the meatus to exit out on the dorsal side of the 

urethra. This ring was used to secure the penis to 

the side of the trousers to avoid any unsightly 

bulge in the tight- fitting pants then in vogue. B) 

Reverse Prince Albert-1-2 months.

9) Glans penis- A) Apadravya-6-8months - The 

piercing is vertically through the glans from front 

to back. B) Ampallang- 6-8 months- The piercing 

is horizontally from side to side of the glans 
7,8

penis. C) Dydoe – Lateral piercing in pairs . 

10) Scrotum- A) Guiche. B) Hafada –3-4 

months.

1,2

11) Frenum -2-5 weeks (7,8).

12) Foreskin – 2-3 months (7,8).

13) Clitoris hood – 1-2 months.

14) Clitoris – 4-6 months.

15) Labia minora-1-2 months.

16) Labia majora- 3-4 months.

Complications:

1) Acute inflammatory reaction: There may be 

allergic reaction to products used in jewelry and 
9

to clean jewelry . Nickel allergy is the most 
10 11common . It can induce asthma . Local Argyria 

or silver poisoning has been reported.

2) Infection: A) Bacterial particularly 

Staphylococcus Aureus. B) Parasitic and 

protozoan C) Cellulitis(Ludwig's Angina) in 
12tongue piercing . D) Endocarditis in nasal 

13 14
piercing . E) Viral: Hepatitis B and C and HIV . 

15
F) Soft tissue infection G) Septicaemia . 

16H) Toxic Shock Syndrome .

3) Trauma: A) Excessive scar t issue- 

Hypertrophic scar and keloid formation after 

improper piercing, cleansing and stretching. B) 

Urethral rupture from avulsion of penis in Price 
1 7A l b e r t ' s  p i e r c i n g  a n d  s u b s e q u e n t  

18
paraphimosis . C) Milk duct damage in nipple 

piercing.

Medicolegal and ethical issues:

Body piercing and tattoos are the commonest 

form of body modifications which get a special 

note in any medico-legal examination. As part of 

the external features of the person they play a 
19vital role in the identification of the individual .

In India there is no legal or social binding/ban 

for body piercing and some moderate varieties of 

piercing are accepted in Indian culture. However 
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regulations related to body piercing have been 
14,19

enacted in developing countries . 

Another pertinent ethical issue in the developed 

countries as regards body piercing has been 

informed consent before the procedure 

especially on account of the numerous  and 

sometimes fatal complications arising after from 
14

the piercing .
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1) Multiple penile piercings 2) Labia majora piercing

6) Multiple navel piercings.

3) Nipple ring piercing

5) Eyelid piercing

4) Nipple rod piercing
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Abstract:

Brain finger printing is a good tool for the 

defense counsel to (disconnect) dissociate the 

innocent from crime. But in India, the 

prosecution is using it to (connect) associate a 

suspect with crime. Therefore a genuine debate 

or discussion is needed before it is accepted as 

scientific evidence by the court of Law. This is 

b a s i c a l l y  M i s a p p l i c a t i o n  T h r o u g h  

Misunderstanding of the Technology. A sincere 

effort has been made to initiate a healthy and 

useful debate or discussion among the 

professionals who are supposed to use in the 

course of discharge of their solemn duty. 

Introduction: 

Rapid advances in the field of diagnostic 

medicine over the past  decade have 

revolutionized diagnostic imaging, diagnosis 

and treatment of diseases. Neuroscience is no 

exception. With the introduction of computers, 

microchips and gadgets, giant steps have been 

taken in this specialized field. Thus, scientists are 

gaining a new understanding of brain function 

and structure, and uncovering exciting and 

challenging insights into the nature of human 
1.behavior

Advances in magnetic resonance imaging 

(MRI), electroencephalography (EEG), and 

other modern techniques, can, for the first time, 

reliably measure changes in brain activity 

associated with thoughts, feelings and behaviors, 

in principle allowing researchers to link brain 

activity patterns directly to the cognitive or 

affective processes or states they produce.

Brain is the processing unit comparable to 

CPU of a computer with a very large hard disk 

capacity which can store vast quantities of 

information. The sensory organs are input 

devices which record the events in the brain. 

Motor functions are output device which are 

comparable to output devices like a monitor or 

printer. Many a times the human brain fails to 

recall things that are stored in the brain – 

forgetfulness; this is inspite of the data stored in 

brain. The defect lies in the recalling process and 

not in the brain (storage – hard disk). In such 

condition a newly developed technique called 

Brain fingerprinting can be used effectively to 

retrieve the stored data successfully. 

In every criminal act, the brain is always 

active, helping in scheming, planning and 

coordinating during the execution of a crime.  

Participation of the brain in the criminal activity 

is the basis for usage of Brain finger printing in 

resolving criminal matters.  During interrogation 

of a suspect or accused, his memory may fail, i.e., 

he may not be able to recall, it doesn't mean the 

suspect is lying or concealing the truth with an 

intention. It may be a genuine failure to recall the 

events. Such failure doesn't occur in brain finger 
2printing .               

Brain Fingerprinting is based on the 

principle that the brain is central to all human 

acts. In a criminal act, there may not be many 

physical evidences at the crime scene, but the 

'brain' is always there recording the sequences of 

the crime. The basic difference between a 

criminal and innocent person is that the criminal 

has the details of the crime stored in his brain, 

whereas the innocent does not. The test does not 

determine what someone is thinking or even 
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whether they are lying or not. It does, however, 

determine if a person recognizes specific things. 

The test does not plant any ideas or images into 
2

the subject's mind .

Background: Brain fingerprinting:

Brain Fingerprinting testing is a scientific 

technique to determine whether or not specific 

information is stored in an individual's brain. 

Here the tests are conducted by eliciting specific 

response from the suspect's brain. When details 

about a crime, training or other types of specific 

knowledge, mixed in a sequence or otherwise is 

presented, the brain responds by eliciting brain 

waves when any image or sound is familiar. This 

is done by measuring brain-wave responses. The 

subject/suspect undergoing the test does not have 

to talk or respond physically. The presence of  the 

p300 wave or MERMER (memory and encoding 

related multifaceted electroencephalographic 

responses) in an EEG shows that the specific 

knowledge is stored in the suspect's brain. If the 

suspect recognizes the details of the crime, this 

indicates that he has a record of the crime stored 

in his brain. Investigators use the details that the 

person being tested would have encountered in 

the course of committing a crime, which an 

innocent person would have no way of knowing. 
3Thereby the innocents can be easily indentified .

The Name:

The name Brain finger printing suggests 

that it is a tool for identification, similar to DNA 

finger printing. It appears as if the contents of the 

brain are gathered to establish the identity of an 

individual. But in fact only the brain waves are 

mapped or traced. It is also painfully close to 

"brain washing." Some people like to call it 

"Threat Recognition Testing" when used to 

identify the  terrorists ,or "Evidence Recognition 

Testing" when used to investigate crime.  But the 

most appropriate I feel, would be “Brain Wave 

Mapping”.

Claims by the users: 

Brain Fingerprinting testing is based on 

well-established science. The users or promoters 

of brain fingerprinting claim that it is accurate, 

scientific, thoroughly tested, peer reviewed and 
5

proven .

1.  If properly and scientifically used ,it is 

100% accurate. 

2. The suspect is not drugged as in the case of 

Narcoanalysis.

3. This technique is very safe and does not 

require the co operation of the suspect to a large 

extent.

4. The test is excellent at clearing the innocent 

and,when properly administered, can determine, 

if not always guilt, then at least what knowledge a 

subject possesses, allowing for further 

investigation. 

5. The testing is computerized, could require 

no human intervention, and is not racially, 

ethnically, or culturally biased. 

6. Testing could take as little as 10 minutes, 

but could be expanded to cover more items, thus 

adding the detail necessary to separate security 

risks from non-risks. 

Counter claims/ Lacunae or short comings:

1. Brain finger printing is a relatively new 

technique requiring discussion in different 

platforms by experts/peers.

2. It tells us whether specific information is 

stored in the suspect's brain or not. It does not tell 

us when and how the information got stored. 

3. It is purely dependent on the investigator's 

skill and judgment. The investigator must 

independently gather the information regarding 

the crime and crime scene and pick up images 

and information which have not been picked up 

by the police or prosecution. It may appear trivial 

but the perpetrator of crime must have this piece 

of information in his memory.
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4. If the suspect's memory isn't functioning 

[because] if he or she was stoned while 

committing  the crime, the suspect will certainly 

not remember it the next day, let alone years later, 

in such cases brain fingerprinting is not  the right 

tool to adopt.

5. It cannot be used as a screening tool. It is 

not possible to subject all the suspects to brain 

finger printing. In such case it may turn out as 

Orwellian crime fighting tool. (Orwell's 1984 

described a society in which innocent people 

were constantly in fear of an extremely 

controlling government that did not value the 

truth.) 

6. It may impede on the privacy of the suspect 

and may amount to human rights violation.

7. Brain Fingerprinting testing does not prove 

guilt or innocence. It only tells whether the 

suspect is familiar with crime scene, crime 

weapon and victim. This familiarity in no way 

goes on to prove that suspect is guilty. 

8. The test does not determine what someone 

is thinking or even whether that person is lying or 

not. It does, however, determine if a person 

recognizes specific things.         

9. The admissibility in the court of law is still 

a matter of discussion. 

10. In a case where there are two people at a 

crime scene and only one of them committed the 

crime, brain finger printing cannot be used to 

identify the real culprit and also to determine why 

the innocent person was at the crime scene. 

11. Proponents of the theory of false memory 

syndrome suggest that it is possible for a person 

to create false memories, often as the result of 

other stresses in their life, such as, anger or peer 

pressure. A false memory is a memory of an event 

that did not actually occur or is a distort of an 

actual experience which can be caused by 

repeatedly thinking about and visualizing such 

event or experience.

Scenario in India:

At present this excellent forensic tool is 

being used extensively by the prosecution, too 

much hype has been created around the brain 

fingerprinting test without even bothering to take 

suggestions from  the body of experts in the 

fields. Little is known about brain finger printing 

among the forensic experts in India and even 

little is discussed in different forums. The theory 

of proof beyond reasonable doubt before 

convicting a person accused of a crime takes a 

beating due to abuse of understudied and 

improperly administered brain finger printing 

test.

As far as admissibility of this scientific 

evidence is concerned there is no clear picture 

among the protectors of Law. Indian Judiciary 

accepts Medical Experts evidence as only a 
1suggestion of Opinion of a Doctor .  As such 

individual judges are capable of corroborating 

the  sc ient i f ic /  exper t  evidence wi th  

circumstantial evidence and decide whether to 

accept or refuse to accept the expert evidence. 

Judges can deal with complex scientific matters 

only after they have been acquainted with the 

basic scientific or technical knowledge. The 

knowledge gained by repeated exposure to 

scientific matters will equip the trial judge to 

effectively discharge his "gatekeeping" role 

envisaged for the Judge to ensure that an expert's 

testimony is both reliable and relevant1.

There are no set rules (unlike in the USA 

where they have Doubert's Guideline) to 

determine, whether a particular scientific 

technique/forensic tool is admissible or not per 

se. It is therefore a matter to be considered after 

thorough discussion among the peer group.

 Constitution of India - Article 20. (1) No 

person shall be convicted of any offence except 

for violation of a law in force at the time of the 

commission of the Act charged as an offence, nor 

be subjected to a penalty greater than that which 

might have been inflicted under the law in force 
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at the time of the commission of the offence. 

(2) No person shall be prosecuted and punished 

for the same offence more than once.

(3) No person accused of any offence shall be 

compelled to be a witness against himself.

No person accused of any offence shall be 

compelled to be a witness against himself as per 

the protection granted by Article 20(3) of the 

Constitution. Therefore, a suspect of the crime 

cannot be compelled to disclose facts, which he 

can recall from his memory, likely to implicate 

him in a crime in which he was involved. A 

person accused of an offence, therefore, cannot 

be compelled to subject himself to EEG test for 

finding out whether the information relating to 
4the offence is stored in his brain .

The trial court also cannot compel the 

suspect/accused to undergo the test. Now the 

pertinent question is the accused are regularly 

made to undergo these tests by the prosecution. 

Later stages this whole exercise may become 

futile and a waste of time and money. Anything 

short of obtaining informed consent of the 

accused might raise a constitutional issue of 

violation of the fundamental rights guaranteed by 

Article 20(3) of the Constitution.

On the determination of admissibility of 

scientific evidence, these questions need to be 

satisfied:

(i) whether a theory or technique can be or has 

been tested so that it is fool proof or 100% 

accurate. 

(ii) whether it has been subjected to peer 

review and publication; 

(iii) whether a technique has a high known or 

potential rate of error and whether there are 

standards controlling its operation; 

(iv) whether the theory or technique enjoys 

general acceptance within a relevant scientific 

community.

(v) whether the witness is indeed expert in the 

field;

(vi) whether the field is a genuine area of 

science;

(vii) Whether, given a positive answer to (v) and 

(vi), his particular depositions are credible. 

(viii) There would also be question of credentials 

of the expert witnesses. 

The above list is neither definite nor 

exhaustive. Depending on the nature of 

issues/matter before the court, the presiding 

officer should satisfy himself about pertinence of 

the test and expert's expertise on the subject. An 

expert witness is not a witness of fact. His 

evidence is really of an advisory character. His 

task is to provide necessary scientific criteria to 

the presiding officer (judge) for testing the 

accuracy of the conclusions.

Brain finger printing is great forensic tool 

which primarily helps in dissociating an innocent 

person from the crime rather than associating a 

person with the crime. This important point is 

totally disregarded in India. The prosecution is 

busy subjecting suspects in all high profile cases 

without any application of mind. The people who 

administer this test, rely solely on the images and 

information passed on by the police without 

bothering to independently acquire the 

information by visiting the scene of crime. I 

reiterate that this is a fantastic tool for the defense 

counsel to use to get acquittal for his innocent 

suspects.
5Three Phases of Brain Fingerprinting

1. Brain fingerprint Crime Scene Evidence 

Collection. 

2. Brain Fingerprinting Brain evidence collection 

3. Brain Fingerprinting Computer Evidence 

Analysis 

Conclusion:

1. The faulty analysis and presentation of 

scientific evidence would deprive the innocent of 

intellectual due process from judges and 
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undercut the proper functioning and credibility of 

the judicial system. An innocent convicted on the 

basis of such scientific evidences is mockery of 

our criminal justice system. Just as any other 

evidence requires application of mind and 

appreciation, the scientific evidence, if 

intelligibly put forth by the expert, should not 

pose any problem for the courts to decide the 

question of admissibility and evaluation of such 

evidence. If the scientific expert is able to 

intelligibly articulate the nature of evidence, 

there is no reason why the court should not be 

able to understand and appreciate it. The task of 

the Court is to industriously understand the 

scientific evidence and assess its value, without 

being affected by commercial publicity and hype 

surrounding  the scientific inventions.

2. More and more centers for conducting 

brain finger printing should be established by 

private entrepreneurs with well qualified 

personnel so that innocent suspects are protected. 

Defense counsels should opt for brain finger 

printing or say brainwave mapping. 

3. If labs are established in the private sector, 

brain finger printing technique could be used for 

diagnosis of Alzemier's disease, pre employment 

screening of  VVIP security staff, in cases of 

cheating spouses etc,. 

4. Classically the test should be administered 

meticulously in three stages :

a. Brain fingerprint Crime Scene Evidence 

Collection. – Test administrator should 

personally visit the crime scene and acquaint 

himself/herself with facts of case and pick up 

evidences which are important and missed out by 

the police/ Investigating Officer.

b. Brain Fingerprinting Brain evidence collection 

- set of images or sounds used by the 

administrators of test should be formulated by the 

administrators themselves. Should never rely or 

depend solely on the information provided by the 

police or I.O.

c. Brain Fingerprinting Computer Evidence 

Analysis – with a bit of training and experience, 

analysis and interpretation of findings should not 

be a problem.
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Abstract:

The Mental Health Act was enacted in 1987 

to amend the law regarding the treatment and 

care of mentally ill persons, it replaces the Indian 

Lunacy Act of 1912 and came into effect from 

April 1993.It consists of ten chapters which give 

information ranging from definitions of some 

terms, to various guidelines to be followed in 

establishing psychiatric hospitals, to prescribing 

the penalties for infringement of provisions of the 

Act. Chapter 3 and 4 of MHA lays down the 

guidelines for admission of mentally ill persons 

only to psychiatric hospitals which have acquired 

the license from the authorities mentioned in the 

Act.  This is not appropriate even in normal 

situations let alone in case of emergency 

situations. The paper highlights the probable 

reason for decreasing number of psychiatrists in 

India and also the need for amendment of the 

Mental Health Act in respect to chapter 2 to 5 of 

the Act.        

Key words: Mental Health Act; Mental illness; 

Admission; Treatment; 

Introduction:

The Mental Health Act (MHA) 1987, was 

enacted to consolidate and amend the law 

relating to the treatment and care of mentally ill 

persons, to make better provision with respect to 

their property &affair, and for matter connected 
1

therewith .

The Mental Health Act came into force with 

effect from 01-04-1993 in all states and union 
2

territories of India .  It replaces the Indian 

Lunacy Act 1912, which had earlier replaced the 

Indian Lunatic Asylums Act of 1858

The mental Health Act is divided in to 10 
3chapters consisting of 98 sections .

CHAPTER 1: It deals with various definitions. 

The act uses the term “mentally ill person” 

instead of more offensive “lunatic” and 

“mentally ill prisoner” instead of “criminal 

lunatic”. Also the term “psychiatric hospital” is 

used in place of “mental hospital”.

A mentally ill person is defined by the act as a 

person who is in need of treatment by reason of 

any mental disorder other than mental 

retardation.

CHAPTER 2: It deals with the procedures of 

establishment of mental health authorities at the 

centre and state levels.

CHAPTER 3: It lays down the guidelines for 

establishment and maintenance of psychiatric 

hospitals and nursing homes. Private psychiatric 

hospitals and nursing homes can be run by only 

on a valid license which has to be subsequently 

renewed every 5 years. An inspecting officer will 

periodically inspect the hospital or nursing home 

to check for any irregularities
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CHAPTER 4: It deals with the procedures of 

admission and detention in psychiatric hospitals.

CHAPTER 5: Deals with inspection, discharge, 

leave of absence and removal of mentally ill 

person. 

CHAPTER 6: Deals with management of 

properties of a mentally ill person. It deals with 

issues regarding appointment of manager or 

guardian to look after the mentally ill person as 

well as his properties.

CHAPTER 7: Deals with liability to meet the 

cost of maintenance of mentally ill person 

detained in psychiatric hospitals.

CHAPTER 8: Deals with issues relating to the 

protection of human rights of mentally ill 

persons.

CHAPTER 9: Outlines the penalties for 

infringement of guidelines.

CHAPTER 10: Deals with miscellaneous 

matters.

Discussion:

Fundamental Flaws Of Mha:

Although an improvement  on i t s  

predecessor, the 1912 lunacy act, the MHA of 

1987 suffers from some fundamental flaws. It 

appears to have been drafted on the basic premise 

that the mentally ill are violent, that they are a 

danger to themselves and others, that the mental 

illness is incurable and the subject loses his/her 

reasoning and the power of judgment and 

therefore loses his/her fundamental rights under 

the constitution.

The attitude of the society towards persons 

afflicted with mental illness has changed 

considerably and it is now realized that no stigma 

should be attached to such illness as it is curable, 

particularly, when it is diagnosed at an early stage  

Today two decades later, we know that mental 

illness is just like any other illness. Thus, 

mentally ill persons are to be treated like any 

other sick persons and the environment around 
4them should be made as normal as possible .

Mental disease is due to chemical 

disturbances in the brain, which can be picked up 

by sophisticated scans and corrected with 

p h a r m a c o l o g i c a l  t r e a t m e n t  a n d  a n  

understanding, loving supportive milieu which 

itself helps the brain correct its chemistry.                          

In a majority of cases all the symptoms can be 

brought under control just as in the case of 

diabetes, hypertension etc. In many cases total 

cure too can be achieved and we have today many 

people functioning normally and doing their jobs 

while taking medicines for the mentally illness 
5just like any other disease .

The MHA does not provide them the freedom 

of getting admitted to any hospital. Chapter 3 and 

4 of MHA condemns them to be admitted only in 

the psychiatric hospitals. This is irrelevant even 

in the normal circumstances leave alone the 

situation in cases of mass disasters like the 

tsunami disaster in which three patients were 

rushed to private nursing home in Cuddalore for 

acute worsening of their psychiatric illness. It 

was with great reluctance that the nursing home 

agreed to admit them. Because the nursing home 

did not have license to treat the mentally ill; both 

the doctor and hospital risked losing their right to 

practice for they were acting illegally and could 

be prosecuted under MHA even though they 
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occupied moral high ground.

Thus under MHA these patients risk losing 

their fundamental rights guaranteed by the 

constitution of India. This has to change. The 

expected changes will come only when there is 

demand from the public for the needy change. It 

depends on the awareness among the general 

public. A very few will be suffering from such 

severe, emergency psychiatric condition and 

among them hardly anyone will ask for changes. 

The other counter part of the scenario is 

Psychiatrist, who are repeatedly recommending 

through their organization, which has not yet 

fetched any positive reply from the Government 

authorities.

Most of the mental illnesses can be cured or 

controlled in less than 90 days and the patients 

continue to keep well with the medication and the 

provisions of MHA are needed only for 5% who 

remain chronically mentally ill despite treatment 

and need to be protected from exploitation by 

unscrupulous elements.

It must be remembered that a mentally ill 

person has an inherent right to ask for repeated 

examination of his mental condition in order to 

secure his release from hospital if found 

reasonably cured.6 The Mental Health Act thus 

provides the right to discharge when he is cured 

but does not provide the right to get admitted in a 

hospital of their choice or to be treated by 

psychiatrist of their choice. And at least in 

emergency service the MHA has to authorize or 

make some arrangements for the immediate 

treatment as it is done in other cases as first aid. 

This first aid has to be done to relieve the 

violence, so that the relatives/ attendants can 

transport the patient to psychiatric nursing home.

Role Of Private Sector:

A second basic flaw with the MHA 1987 is 

that it is totally divorced from reality and perhaps 

this is so because it was drafted by the law givers 

and government psychiatrists who were probably 

not in touch with ground realities in private 

psychiatry. Importantly it is the private sector 

hospitals which cater to the bulk of the mentally 

ill needing hospitalization.

As in all branches of medicine in the field of 

psychiatry also the private has more hospital beds 

than the government. The beds from Government 

sector available nation-wide are around 20000, 

while in the private sector there are around two 

Lakh psychiatric beds.

The MHA is very lax on government general 

hospitals and mental hospitals but chapter 3 of 

MHA bars private nursing homes from treating 

the mentally ill without license and to get a valid 

license empowering one to run a private hospital 

for the mentally ill, one has to satisfy impossible 

criteria. For example, one clinical psychologist 

has to be there every ten beds. But India has only 

700 psychologists. Even though   Indian 

Psychiatric Society in the year 1989 has 

recommended a code of ethics for psychiatrists 

which states that patient welfare is of paramount 

concern to psychiatrist and no psychiatrist should 
7

refuse to treat in emergency conditions . But the 

number of psychiatrists in India is very less for 

our population. In other words, most of the 

mentally ill being treated today in private nursing 

homes are being treated illegally!
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With just about 3000 psychiatrists for our 

billion populations there is a need to retain every 

single one of our psychiatrists. However, because 

of the obstacles created by MHA 1987 fresh 

psychiatrists have no choice but to emigrate to 

the west where one can practice ones profession 

with peace of mind. Because the government 

does not have jobs for all of them and they can not 

start their own nursing home as not only is the 

license so wrapped in the red  tape that it takes 

years to get and its provisions are just impossible 

to fulfill.

The WHO and  all the mental health 

professionals have been calling for inclusion to 

the basis of treatment of mental illness; that the 

entire stigma be removed and awareness 

programmes be started so that society at large 

views mentally illness as no different from other 

illnesses.  Finally, the certification of the 

mentally ill person regarding his mental illness 

has to be done by a psychiatrist only. This is 

because it is beyond the expertise of any other 

specialty other than psychiatrist. This has to be 

stressed in amending the new Law.

Conclusion:

Hence considering all the above issues of 

MHA especially with regards to the rights of 

mentally ill persons regarding their admission/ 

emergency treatment aspect and also with respect 

to the criteria to offer a license to a psychiatrist 

one can conclude that the situation needs urgent 

modifications in the existing MHA act of 1987 to 

make the mentally ill person live more 

comfortably just like any other person and enjoy 

the rights of the constitution.
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Abstract:

Determination of identity, cause of death and 

the time since death in an unidentified   putrefied 

body is a challenge for a Forensic experts. 

Careful examination of the spot evidence that is, 

the clothes and articles on the body can help 

revealing the identity and narrow down the cause 

and manner of death in that person. A spot post 

mortem examination was conducted by the 

Forensic Medicine department of JSS Medical 

College on a putrefied body in Mysore.  

Examination of the clothes and pocket contents 

showed the presence of a container of Quickphos 

(Aluminium Phosphide ) tablets with 1 tablet 

missing  which narrowed down the cause and 

manner  of death and a rubber stamp was also 

found which determined the identity of the 

person immediately. 

K e y w o r d s :  A l u m i n i u m  p h o s p h i d e ,  

Identification, Spot evidence, Personal effects

Introduction:

Identification means determination of the 

individuality of that person. It can be complete or 

partial. It is challenging to determine the identity 

in a body where the time interval between 
1

examination and death has been long .The 

establishment of identity has many facets, some 

of which have no medical content, such as the 

recognition of clothing, documents and personal 
2,3

property . It can be of great importance in 

putrefied bodies, where primary examination of 

the spot evidence namely the personal effects can 

serve in positive identification and they can even 

help us in narrowing down the cause of death. 

Case report:

A spot post mortem examination on an 

unidentified body was conducted by the Forensic 

Medicine department of J.S.S Medical College. 

Body of and adult male measuring 178cm was 

found in an advanced decomposed state.

On external examination the body was 

distended, discolored and was in prone position. 

The head and the face of the body were 

skeletonised and below neck the body was 

discolored and distended .All the fingers of the 

left hand were eaten away up to the proximal 

phalanx by maggots and, the gnawed out ends of 

both the bones of the right hand above the wrist 

joint were visible as they were eaten away by 

predators. Distention of the abdomen and 

genitals were seen. Maggots were crawling all 

over the body and its vicinity. No external 

injuries were noted. Internally the organs were 

intact and softened. Examination of   the 

personal effects and pocket contents revealed a 

Quickphos ( Aluminium phosphide) container 
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with one tablet missing, a  rubber stamp seal 

bearing the following address “B.K.S electricals, 

electrical contractor, license no 25607, 

Bidaragudu grama , Doora post , Nanjangudu 

taluk” , a gold plated Titan watch showing time 

and date as Sunday 28 1PM., Gold flake cigarette 

packet and a Vodafone sim card.

The viscera were preserved and sent to FSL 

for analysis. The colour tests and UV- 

spectrophotometric tests revealed the presence of 

phosphide ions in stomach and its contents, 

portion of intestines and its contents and portions 

of liver and kidney. Therefore the cause of death 

was attributed to be due to the consumption of a 

substance containing phosphide ions.

Discussion:

Importance of examination of the personal 

effects of the deceased is neglected by the 

forensic expert leaving it to the investigating 

agencies. Careful examination of personal 

effects can lead to an almost positive 

identification of the deceased and they can give 

us a probable cause and manner of death.. 

Presumptive identification   using personal 

effects, clothing is a preliminary step towards 

positive identification. Later techniques like 

DNA analysis, Odontology, Prints (  Finger 

Prints , Hand Prints , Foot Prints ), Radiology, 

Implanted Medical devices may be used for 
3,4

identification . Aluminium  phoshphide  

container with one tablet missing pointed the 

manner of death towards suicide which was 

further confirmed on visceral analysis. Literature 

says that even a tablet of Aluminium phosphide 

can be fatal. Aluminium phosphide poisoning is 

more common in the northern parts of the country 
5than in southern part . 

Conclusion:

The article highlights the importance of 

examination of the personal effects of the 

deceased which can help reveal the identity. In 

this case it lead to narrow down the manner  of 

death  to suicide  and even the cause of death 

which was further corroborated by the police 

history got after the deceased was identified and 

also by the visceral analysis at the RFSL.
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Abstract;

Accidental penetrating wound over the 

abdomen is an unusual event, but may be 

encountered in case of accidental fall over the 

projected ends of railings, spikes of garden walls 

or from falling against broken glass.

In the case being discussed here, a pedal cyclist 

got accidental penetrating wound over the 

abdomen by a broken bicycle pedal, causing 

traumatic rupture of the left common iliac artery 

and consequently leading to death of the 

individual.

Keywords: Penetrating wound, pedal cyclist, 

accidental injury, fatal injury.

Introduction:

Penetrating wounds of the abdomen may 

be produced by a cutting or a stabbing instrument 

by a firearm, by the horns or claws of an animal or 

by fall on a sharp projecting point. A single 

wound may result injuries to more than one 
1organ . 

Accidental penetrating wounds may occur 

when a person falls on a pointed weapon or 

object. There will be corresponding cut or tear 

over the covering clothing's. The weapon or the 

object is always present at the place of 
2occurrence, often in situ in the body . 

Case report: A 22 year old man was brought to 

Mandya Institute of Medical Sciences mortuary 

with history of accidental fall over the deformed / 

broken bicycle pedal (Fig1). According to the 

history, the person was riding the bicycle with his 

son in inebriated state. In an attempt to lift his son 

who had fallen off the bicycle, the deceased 

accidentally fell on the broken pedal, which 

resulted in a punctured wound over his left side of 

the abdomen, later on leading to the death of the 

cyclist.

On post mortem examination the following 

findings were observed:

External examination:

1. A penetrating wound measuring 4.5 × 2 × 6 

cms was present over the left iliac fossa 6 cms 

away and above from the left anterior iliac spine. 

(Fig – 2).

2. Abrasion measuring 3× 2 cms present over 

the back of left elbow.

Internal examination: 

On dissection of the abdomen, peritoneum 

was lacerated (fig-3) below the external injury 

No.1, and the common iliac artery on the left side 

was torn just above its bifurcation(fig-4). 

Peritoneal cavity contained 750 ml of fluid blood 

mixed with clots. 
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Discussion: 

An instrument (eg: knife) that has an edge 

and a point can both incise and stab. Accidental 

stab and incised wounds tend to be single. These 

wound typically involve major arteries or veins 

in the extremities and the neck, but puncture 

wounds and multiple cutaneous injuries also lead 

to fatal exsanguination.  Alcohol is a factor in 
3,4,5

adult accidents . 

Anju Jaiswal et.al, studied pattern of 

injuries among 43 bicycle riders showed that 

91% of bicycle riders sustain injuries due to 
6spokes and 83% had soft tissue injury .

Amputation of the toes was the common 

injury noted by Subramanyan on 25 children 

treated with bicycle injuries – in those who hang 
7their legs on either side of the spoke wheel . Mark 

et al reported 2 cases of common femoral artery 

injury (non pulsatile haemotoma of the femoral 

artery) secondary to bicycle handle bar trauma.

Very few cases of non-missile penetrating 

injuries are reported in the forensic literature. The 

case presented here is unique in terms of 

mechanism of injury. The individual was seated 

on the bicycle with his son. In an attempt to lift 

his son from the ground who had fallen the 

individual falls accidentally on the broken 

bicycle pedal which penetrates the abdomen and 

ruptures the common iliac artery, which turns our 

to be fatal. 
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Abstract:

Tuberculosis usually takes a chronic, cachexic 

and exhausting course. In this article a young 

doctor dies of massive haemoptysis and on 

autopsy diagnosed as miliary tuberculosis.

Keywords: Sudden natural death, Miliary 

tuberculosis

Introduction;

Death is said to be sudden or unexpected when 

a person not known to have been suffering from 

any dangerous disease, injury or poisoning is 

found dead or dies within 24 hours after the onset 
1

of terminal illness (WHO) . These sudden 

unexpected deaths, especially in younger age 

group not only cause grief to the relatives but also 

they become suspicious as to the cause of death.

A forensic pathologist during medico legal 

autopsy not only deals with unnatural deaths but 

also sudden natural deaths. Most of the victims 

are young healthy, with no previous history of 

medical illness, usually there is sudden onset of 

symptoms and is brought to emergency medicine 

department in a gasping state or dead on arrival. 

Autopsy of these cases may show that victim was 

suffering from chronic illness, that could have 

been treated, however there is no history of such 

illness available from next kith or kin. 

Case report;

A young medical professional aged 22years 

had an episode of massive haemoptysis was 

brought  to hospital in state of shock ,patient did 

not respond to resuscitative measures and  was 

declared dead. Previous history of treatment for 

allergic bronchitis by a chest specialist present.

Autopsy findings: 

External findings; Dead body was that of a 

female aged about 22 years, moderately built and 

nourished, rigor mortis present all over the body, 

post mortem staining was not visible, lips and 

nail beds pale. Evidence of treatment like endo 

tracheal tube, intravenous cannula were found in 

situ

Internal organs were pale, trachea showed 

frothy blood, both lung surface showed 

haemorrhagic and multiple grey white areas. Cut 

section of lungs showed multiple nodules 

ranging from 0.2cm to 0.5cms, with areas of 

necrosis involving both the lungs diffusely, with 

a cavitation at apex of left lung filled with blood.  

The findings were consistent with miliary 

tuberculosis with cavitation. The lungs were sent 

for histo- pathological examination to confirm 

the diagnosis. 

Microscopic examination of left lung showed 

multiple granulomata distributed throughout the 

parenchyma. The granulomata are composed of 

epitheloid cells, lymphocytes and langhans type 

of giant cells with large areas of necrosis. Some 

of the granulomata are seen in proximity with 
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blood vessels. The intervening areas of 

parenchyma shows large areas with inter alveolar 

haemorrhage with many haemosiderin laden 

macrophages; some of the aleovalar spaces 

contain amorphous eosinophlic material and 

many foamy macrophages. The ziehl Neilson 

stain showed numerous acid fast bacilli. Section 

of right lung showed large areas of intra alveolar 

haemorrhages, the rest of parenchyma showed 

emphysematous change and alveolar spaces 

contain amorphous eosinophlic material. Few 

necrotising granulomata were seen.HPE opinion 

consistent with miliary tuberculosis.

Discussion:

Sudden death due to respiratory causes is 

r e la t ive ly  in f requen t  and  compr i ses  
2

approximately 10% of all sudden natural deaths . 

Massive haemoptysis occur in following 

conditions;

1. Neoplasm's or inflammatory lesions of 

nasopharynx;

2. Tumour and carcinoma of the bronchus with 

erosion into a pulmonary artery;

3. Cavitary tuberculosis;

4. Cavitary lung abscess (Non tuberculous 

bacterial);

5. Bronchiectasis;

6. Aortic aneurysm with erosion and rupture into 

a pulmonary bronchi or the oesophagus (leading 

to haemtemsis)

Tuberculosis is easily diagnosable upon 

autopsy due to the characteristic lesion. Camps et 

al reported on the haemoptysis which was due to 

rupture of a blood vessel inside tuberculosis 
3

cavity resulting in “occasional deaths” . The 

probable cause of death in this kind of cases 

could be due to 'shock' after profuse bleeding or 

by an 'asphyxial' mechanism after inspiriting a 

small amount of blood from the ruptured blood 
4

vessel .

Usually in tuberculosis, the disease takes a 

chronic, exhausting and cachexic course and 

rarely sudden death. In the present case reported 

the victim was a young doctor, had consulted a 

specialist for her cough and diagnosed as allergic 

bronchitis. But tuberculosis was diagnosed only 

after death. Medical science has advanced; 

innovative diagnostic investigations and drugs 

are available for treatment. But tuberculosis is 

easily diagnosable and treatable. However in this 

case the victim (a doctor) could have ignored the 

symptoms and the treating doctor also missed the 

diagnosis because the disease could have 

progressed aggressively after the initial 

diagnosis of allergic bronchitis.

To conclude, even though gradual control of 

tuberculosis is in progress, still death and 

disability exists. Usually the disease is seen in 

low socio economic group and immune 

comprised individuals nevertheless it can affect 

any one. Tuberculosis should be excluded in 

patient presenting with respiratory infection and 

other than screening once, should  followed up 

subsequently to prevent this kind of sudden 

natural deaths that is preventable.

Sudden death due to miliary tuberculosis as 

principle cause of death is occasional, hence this 

case is reported.
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Abstract :

Starvation results from acute or chronic 

deprivation of regular and constant supply of 

food. A case is presented wherein an elderly 

female was reported to have died of starvation.

Key words: Starvation; Human Rights.

Introduction:

Starvation results from deprivation of regular and 

constant supply of food (severe reduction in 

vitamins, nutrients and energy intake) which is 

necessary for maintaining body's nutritional 

balance, resulting in organ damage and 

eventually death. It includes both subnutrition 

(insufficient food quantity) and malnutrition 

(insufficient food quality). Symptoms and effects 

of starvation are referred as inaniation while 

cachexia denotes acute loss of body weight . 

As per WHO, hunger is the gravest single 

threat to world's public health.  Currently it is 

said to affect one billion people worldwide . 

According to United Nations Food and 

Agriculture Organization, in 2007 there were 923 

million hungry people in the world . An average 

adult requires about 1800 calories per day , below 

which effects of starvation manifests. Life is 

endangered if more then 40%  of body weight is 

lost although with due allowance for rate of loss . 

Lack of food is likely to cause death within 50-60 

days if adequate water is available and within 10 

days if water is also unavailable . These effects 

depends on age, sex, environment and existing 

nutritional status of the individual . A case is 

reported wherein dead body of an elderly female 

1

2

1

3

4

3

was recovered under suspicious circumstances. 

Postmortem examination suggested death due to 

starvation.

Case Report:

Dead body of an elderly female aged around 

75 years, measuring 151 cms in length and 

weighing 23 kgs was found in her courtyard in 

the early hours of morning. Body was completely 

emaciated with prominent ribs, depressed 

intercostals spaces and scaphoid shape 

abdomen.(Figure 1) Facial bones, ribs, vertebrae, 

collar bone, scapula and iliac crests were 

prominent with skin stretched around them. 

Pressure sores were present over back of 

shoulders, gluteal region and iliac crest. (Figure 

2) Scalp hairs were brittle. Eyeballs were sunken, 

teeth were missing & anal orifice dilated. No 

external injuries were present on the body. All 

other natural body orifices were intact.

On internal Examination, dura matter was 

thickened and brain was oedematous. (Figure 3) 

pleura was thickened and adhered to lung. 

Epicardial fat was depleted over heart with 

prominent vasculature and patent coronaries. 

Abdominal subcutaneous fat, mesenteric fat and 

buccal pad of fat were depleted, tongue was white 

and coated, stomach was empty and gall bladder 

was distended with bile. (Figure 4) The cause of 

death was opined as starvation.

Discussion:

Basic cause of starvation is energy imbalance 

between energy intake and energy expenditure 

which can be seen in various situations like: 

anorexia and bulimia nervosa, coma, depression, 

prolonged fasting, natural calamities, war and 
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intentional deprivation . When food intake 

ceases, the body's glycogen stores are used up in 

about 24 hours. Victims loose body mass due to 

utilization of fat and muscles for energy 

production in order to maintain the vital 

functions.  Individuals may present with vitamin 

and mineral deficiency features. Abdomen 

becomes scaphoid, person becomes irritable and 

lethargic. Body movements become painful due 

to muscular atrophy and dry cracked skin. Person 

becomes too weak to move and thus less 

interactive with the environment. This completes 

the vicious cycle of starvation-weakness- further 

starvation. 

In present case the victim was living alone 

and her body was found under suspicious 

circumstances in her courtyard. Probably she was 

too weak to look after and feed herself. Suspicion 

of foul play was ruled out by absence of injuries 

on the body and no evidence of poisoning on 

internal examination. Based on external and 

internal appearance and after ruling out other 

causes, cause of death was opined as starvation. 

Right to food is a basic human right provision of 

which is the state's responsibility . In Indian 

constitution article 21 guarantees this right to the 

individuals.
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Introduction :

“A Good teacher is one who teaches well, but 

a great teacher is one who inspires the Students”

-Dr.S.Radha Krishanan

With a boom of medical education in India, 

there are ample of opportunities for young 

doctors to take up the profession as a medical 

teacher. Unfortunately even with good 

opportunities and pay scale many doctors do not 

choose it as their first choice, but always a second 

one.

Who ever chooses to be a medical teacher 

lands in a medical college without any prior 

teaching experience or training in teaching 

methodology. Hence there is need for training the 

young entrants for the better future of medical 

education. This article deals with one most 

important step of teaching i.e. preparation & 

delivery of a good lecture.

What is a Lecture :

“A Lecture is a carefully prepared oral 

Presentation of facts, organized thoughts & ideas 

by a qualified person”.

Lecture is the commonest and basic method 

of teaching in any form of education.

Important ingredients of a good Lecture :

Advance planning :

This is the first step towards a good lecture that, 

we must plan it well in advance, So as to place the 

facts in an order. Hurriedly prepared lecture can 

not be a good lecture at all. Planning will make 

way for passing the desired message in a well 

defined, simple and clear manner.

Relevance: 

The material to be presented should be 

relevant to that group of target students. The 

contents must be factual and based on scientific 

facts. This requires a good review by the teacher 

to gather the facts.

Presentation :

This is the most important step which can be 

done either just as a oral presentation or 

complimented with visual aids (OHP, charts, 

models, projection etc.,)

Every lecture has to be started with few 

introductory sentences regarding the topic, so as 

to seek the attention of the students on the core 

part of the topic. It may be a simple introduction 

or an actual case or hypothetical situation etc. 

This should be followed by main body of the 

speech developed gradually with appropriate 

visual aids. Before closing the lecture 

recapitulate the main pints and complete the 

lecture in time.

A GOOD LECTURE CLASS PREPARATION 

AND DELIVERY

* Dr Jayashree. G .Pawar   ** Dr. G. S. Pawar

* Associate Professor, Dept Of Pathology, J J M medical college, 
Davangere.

** Professor & Head, Dept. of Forensic Medicine, 
S S I M S, Davangere, Karnataka



A GOOD LECTURE CLASS PREPARATION AND DELIVERY

-33-J.Kar.Med.Leg.Soc. Jan-Jun 2010 Vol 19(1)

Clarity & Audibility: 

It is absolutely necessary to make the subject 

crystal clear, by clear diction, direct speech, 

familiar words and short sentences. Do not 

confuse by using unnecessary words or lengthy 

sentences. The sound of the speaker should be 

audible to the students in last row.

Speed of lecture:

It is advised to use 100 to 120 words per 

minute for easy hearing, assimilation and 

understanding. Speed variation may be there 

depending on the content of the lecture. You can 

be slow when introducing and emphasizing some 

points. It you feel some are of less important the 

rate can be faster like brushing up.

Fluency :

It is a cream of any lecture. Smooth, 

uninterrupted, and easy flow of words looks 

natural and is a must. The fluency can be 

achieved with some efforts. With enriched 

treasury of words, phrases, quotations and ability 

to put them together will help to achieve this.

Attitude of the teacher:

The teacher must not just have but also show 

enthusiasm and interest in the subject, topic 

proper and most important in the students. 

Teacher's style of teaching plays important 

role as it keeps the curiosity of the students alive 

and thus the attention of the class. The ability to 

put proper words, phrases, in proper places with 

touch of humor is a must. The body language of 

the teacher will bring color and power to the 

presentation. The teacher must look around 

entire class, not just concentrate at one place, and 

keep the eye contact all the time. Do not hide 

behind the podium. Feel free and confident from 

with in. Do not look at inert objects like, fan, 

window etc. while talking to the class.

Explanation : 

Always make it a point to emphasize on 

important points by means of slowing down, 

pausing, voice variation or proper gestures. Make 

use of case reports, anecdotes or relevant 

examples for explaining the points.

Re-capitulation :

Most important thing which many teachers 

do not do is that they do not recapitulate or 

summarize the things at the end of the lecture. 

Salient and important points must be 

summarized before ending the lecture. A brief 

point regarding further reading of books or 

articles should be mentioned. This will retain the 

take home points in minds of students, which 

they will remember for long time.

Conclusion :

There are only few who are born teachers, 

while rest of us has to take some trouble and put 

some efforts to be a good teacher. Medical 

teaching as a dynamic process requires lots of 

planning and preparation. So prepare in advance, 

choose current topic, have confidence, maintain 

eye contact and this will it self make your lecture 

a memorable one.  



Forensic science has benefited from Galton's 

pioneering anthropometric research.  The system 

of fingerprinting in use today resulted from his 

work.

Francis Galton was born is Birmingham, 

England, the son of Samuel Galton, a 

businessman, and Vlotetta Galton.  After 

schooling in Boulogne, he began to study 

medicine in 1838 and also read mathematics at 

Trinity College, Cambridge.

The death of his father in 1844  he abandoned 

further medical study to travel, he published 

Topical South Africa and the Art of Travel 

(1855).  Brought him fame as explorer, and in 

1854 he was awarded the Gold Medal of the 

Geographical Society.  He was elected fellow of 

the Royal Society in 1856.

Galton published Meteorographica in which 

he described weather mapping, pointing out for 

the first time the importance of an anticyclone.

Meanwhile, Galton had developed an interest 

in heredity, Galton made detailed studies of 

families conspicuous for inherited ability over 

several generations.  These studies laid the 

foundation for the science of eugenics (a term he 

invented), or race improvement.

Finding that advances in the study of heredity 

were being hampered by the lack of information, 

Galton started anthropometric research, devising 

instruments for the exact measurement of every 

quantifiable faculty of body or mind.  1884, he 

finally set up and equipped the Biometric 

Laboratory at University College, London.  He 

measured such human traits as  of sight and 

hearing, color sense, reaction time, strength of 

pull squeeze, and height and weight.  The system 

of fingerprints in universal use today delved from 

this work.

Galton used his considerable fortune to 

promote his scientific interests.  Founded the 

journal Biometrika in 1901, 1903 he established 

the Eugenics Laboratory in the University of 

London.  He died at Haslemere, Surrey, In 1911.  

He bequeathed $45,000 to found a professorship 

in  eugenics in the hope that his disciple and pupil 

Karl Pearson might become its first occupant.  

This hope was realized.

Francis Galton
2/16/1822 - 1/17/1911

ENGLISH SCIENTIST,
EXPLORER, BIOMETRICIAN
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History of Forensic Medicine and toxicology

Mathieu  Bonaventure Orifila [1787 – 1853 ] 

professor of medicinal and forensic chemistry  of 

Paris university , publishes Traite des poisons. He 

is considered as Father of modern toxicology.  He 

is credited as first to use microscope in 

examination of blood and semen.

Bateman 1817 first describes ecchymoses 

when he observes dark purple blotches and 

determines that they are due to exravasation of 

blood in to the skin.

Purkinji John Evangelist  1823; professor of 

anatomy at University  Breslau in his thesis 

discusses Nine types of fingerprint patterns, but 

he do not mention there value for personal 

identification.

William Nichol 1828; invents polarizing 

microscope .

Sir Robert Christison 1797 -1882 ; professor 

of Forensic Medicine gives expert evidence in 

the trial of William Burke. He also published “ 

Treatise on Poisons” [1829] in English language. 

It was regarded as standard work for many years.

Thomas Bell  [1928] first describes “pink 

teeth” ,presumes that they are pathognomonic of 

Hanging or Drowning.

Lambert Adolphe Jacques Quetelet .1830; 

Belgian statistician reaffirms the belief that no 

human bodies are exactly alike.

Henry  Goddard 1835; of Scotland yard first 

uses Bullet comparison to catch a murderer. He 

noticed a visible flaw in bullet which was traced 

back to mould.

James Marsh [1794- 1846] a English chemist 

develops a test to detect the presence of arsenic in 

the tissues. It is one of the sensitive tests for 

Arsenic.

Henry  - Louis Bayard [ 1812- 1852] 

published first reliable procedure for the 

microscopic detection of Sperm. He also 

describes microscopic characteristics of different 

substrate fibers. He was conferred with doctor of 

medicine in 1836. After  the death of d'Angers 

took over a large part of his Forensic Practice.

John Davey  [1839] experiments with dead 

soldiers in Malta and Britain using mercury 

thermometer . It is one of the first attempts to 

determine the time since death from the cooling 

of the body.

Orilfila [ 1787 – 1853] now the Dean of Paris 

medical faculty[1840] is summoned by the court 

in Lafarge case. He applies the Marsh Test  

correctly and finds Arsenic in the corpse. Marie 

Lafarge sentenced for life imprisonment. After 

10 years in jail was released by Napoleon III in 

1850 and dies in 1851 still declaring herself as 

innocent. 

Britain passes Arsenic act to control the 

availability and sale. This was commonly used 

for homicidal purpose but purchased in the 

pretext of Rat Killer.

Jean Servais Stas – 1850 . Chemistry Professor 

and student of Orifila from Brussels successfully 

identify a vegetable poison from the body tissues 

of a murder victim had chemical burns in his 

mouth and tongue. It was Nicotine . the killer was 

convicted on Stas's testimony.

Tiechmann [1823 – 1895 ] professor of Anatomy 

at Gottingen , Germany , in 1853 describes the 

crystallization of  blood compounds called as 

Hemin crystals. Simple and specific test 

developed by Tiechmann to detect blood in stains 

of cloths and other items.

HISTORY OF FORENSIC MEDICINE AND TOXICOLOGY
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Book Review

TEXT – BOOK   OF FORENSIC MEDICINE AND TOXICOLOGY 

Dr. NageshKumar .G . Rao

Forensic Medicine is an important subject for II MBBS students in India.  The student is already 

burdened with three other big subjects during this period. Students as such get very little time to read 

Forensic Medicine.  They are on look out for simple, concise and illustrated book which will fulfill their 

needs and also covers all aspects of Forensic Medicine and Toxicology.  Text book of Forensic 

Medicine and Toxicology by Dr Nageshkumar Rao is a boon for them.  It is the book where both 

Forensic Medicine and Toxicology are presented across in a simple & lucid manner which can be easily 

grasped by the undergraduate students.  Author has used good quality photographs, excellent diagrams, 

and charts thus made it more appealing & readable.  Excellent paper quality, multi colored prints by the 

publishers makes it very attractive. It has very impressive looks, anyone who sees this book for the first 

time, feel like going through it at once.

It is well written are illustrated text book useful for both Undergraduates & Post graduates of 

Forensic medicine and even to the teachers of Forensic Medicine.  It is very much useful & suitable for 

lawyers, medical officers, and police officers dealing with   Medico-Legal Cases as a court room 

reference.  This book is recommended to all and congratulations to Dr. Nageshkumar Rao for this 

brilliant work.

We wish him best of luck for this future endeavors and expect him to give more such excellent 

books in Forensic Medicine and Toxicology.

 Publishers  ; JAYPEE , NEW DELHI.

PRACTICAL FORENSIC MEDICINE

By Dr. NageshKumar .G . Rao,     .

Our senior Friend Dr. Nageshkumar G. Rao is  a successful author of several books in Forensic 

Medicine.  Practical Forensic Medicine is the another great addition to that list. As such there are very 

few books which deal with the practicals in Forensic Medicine.  It is usual for the Undergraduate 

students to rely on the past notes of their seniors to prepare and face the practical examinations.  This 

book, to large extent will solve that problem, as it deals in detail with all the practical aspects of the 

Forensic Medicine.  The author has used photographs, charts, tables, drawings, appropriately and 

generously so as to make it more illustrated and interesting.  It is not just helpful to the medical students 

but also useful for the medical officers, lawyers & police officers as a ready quick reference while 

dealing with Medico-Legal cases or attending the courts for giving evidence.  It is  a commendable  

effort  by the author.  The quality of the papers & printing is good with very few spelling mistakes.  I 

congratulate Dr. Nageshkumar Rao for this book that too third edition great!

Publishers ; JAYPEE , NEW DELHI
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KARNATAKA MEDICO LEGAL SOCIETY

FORENSICON – 2010

TH STXVIII  STATE LEVEL CONFERENCE ON 20  & 21  November, 2010

The organizing committee cordially invites you for the XVIII Karnataka Medico Legal Society 

Conference to be held at M.S. Ramaiah Medical College, MSRIT Post , Bangalore-54

th st
                                           Until 30  Sep 2010    until 31  Oct 2010         SPOT REG

Delegate Fee                           Rs. 1000/- Rs. 1200/-                       Rs.1500/-

Co-delegate and PGs             Rs.  700/- Rs.  900/-                        Rs.1200/-

(Kindly Avoid -SPOT REGISTRATION)

Please send Demand Draft (DD) drawn in favour of “Forensicon 2010” payable at Bangalore to 

–The Organising secretary, Department of Forensic Medicine, M.S. Ramaiah Medical College, MSRIT 

Post Bangalore-560054

Note- 1. PG Students should enclose Bonafide Certificate from their HOD.

          2. Accommodation details will be intimated later.        

********************************************************************************

For Scientific Presentation- Oral paper/Poster presentation

Presentations open for Faculty, Post Graduates and Under Graduates*. (*limited to 05 papers only)

Email to – OLE_LINK1OLE_LINK2forensicon2010OLE_LINK1OLE_LINK2@gmail.com

th
Last date for sending abstract (not exceeding 200 words) - 15  Oct 2010

MS Word- Font type- Times New Roman, Font size- Title and Presenter address – 12,Text- 10

Poster presentation- space allotted- 2x3 feet
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TH
PARTICIPATION IN THE 18  ANNUAL CONFERENCE OF KAMLS

Dear Sir/ Madam,

We are glad to announce that the XVIII Annual State Level Conference of the Karnataka Medico Legal 
th st

Society is being held at our prestigious Institute on 20  and 21  Nov 2010.

Our Society came into existence in 1992 and has members across all professions namely the Doctors, Police 
and the Legal Fraternity. Since then it is credited with having hosted numerous Conferences, CMEs, and 
Workshops. We are confident that the deliberations in this conference would focus on newer trends in the field of 
Forensic medicine & Toxicology which would be beneficial to the participants in updating their knowledge and 
in improving of the scientific temper. This endeavor is possible with the support of committed institutes and like 
minded patrons. About 200 Delegates are expected to attend the conference from across the state and also other 
states.

We look forward to your support and participation in making this Conference a success.

A souvenir to commemorate the event would be brought out and a trade exhibition would also be held.

Souvenir Advertisement tariff:
1. Inner side of Front cover page (Colour)  Rs.12,000/-

2. Outer side of back cover page(Colour)   Rs.15,000/-

3. Inner side of back cover page (Colour)   Rs.10,000/-

4. Full page (B & W)                                  Rs.   3,000/-

5. Half page (B &W)                                  Rs.  1,500/-

Sponsor Tariff:
1. Breakfast        Rs. 15,000/- ( Includes  complimentary ½ page ad)

2. Lunch             Rs. 20,000/- ( Includes complimentary  full page ad)

3. Tea session     Rs.   5,000/- ( Includes complimentary  ¼ page ad)

4. Banquet          Rs. 50,000/- ( Includes complimentary  back page colour ad)

Trade exhibition Stalls Rs.   5,000/- (10'x6') area with tables chairs and electrical points

In anticipation of a positive response.

Thanking You,

Yours Sincerely,

Organizing Secretary                                            Organizing Chairperson

Mob: 9880628952                                                 Mob: 9886095459

 Cheque/DD to be drawn in favour of “Forensicon 2010” payable a Bangalore and sent to the Organizing  
  Secretary, Dept of Forensic Medicine, MS Ramaiah Medical College, MSRIT Post, Bangalore- 560054.

UG/PG Awards*
The Heads of the Dept of Forensic Medicine are requested to send the attested photocopy of the Marks Card 

of the toppers in Forensic Medicine (UG and PG) - Regular batch, for the awards to be given away during the 
th

Conference to the address given below by 30  Sep 10.

Dr. Harish.S
President, KAMLS
Professor and HOD
Dept of Forensic Medicine
M.S.Ramaiah Medicl College.
M.S.R. Nagar, MSRIT POST, Bangalore-560054



KARNATAKA MEDICOLEGAL SOCIETY(KAMLS)
Regd.No.295/91/92

FEW FACTS ABOUT KARNATAKA MEDICO-LEGAL SOCIETY(KAMLS)

The said society was formed in the year-1990 and was registered in 1991-92. from the day of 
inception passing through the rough weather it has come a long way. Presently we are a body consisting 
of 581 Life members from Medical, Dental, Judiciary, Police and Scientific field from all over the state. 
Few Forensic Specialists from the neighboring states of Kerala, Maharashatra, Goa and Tamilnadu are 
also life members of KAMLS. We expect to grow with time and acquire a huge stature successfully 
accomplishing the aims and objectives for which it was formed.

AIMS AND OBJECTIVES 

To,

1. To organize in a body all person who are interested in the discipline of Forensic Medicine to 
facilitate mutual acquaintance and collaboration among themselves.

2. To maintain the honour and dignity of the members of the society. To promote professional 
fellowship, Co-operation and exchange of view amongst members and to safeguard the interests 
in the sphere of their activity.

3. To promote study and research in Forensic Medicine and to share professional experience of the 
members among themselves.

4. Maintain uniformity of medico legal services throughout the state of Karnataka.

5. Raise standards of Medico Legal training imparted in the Medical Colleges of the state of 
Karnataka.

6. Guide Medical officers in the performance of their Medico legal work.

7. Suggest up gradation of the Government laws guiding Medico legal practice from time to time.

8. Obtain affiliation with similar associations at both National and International levels.

9. To exchange technical expertise with Forensic Scientist and Legal experts to improve the scope 
of the Criminal investigation.

10. To create better understanding among the public.

MEMBERSHIP

Anybody who is an Indian National and a Registered Medical Practitioner, Doctor involved 
with Medical Education in any discipline, Registered Dental Practitioners, Nurse….Etc, Students in 
those fields, Scientists working at Forensic Science Labs, Advocates and Police personals can be a 
members of Karnataka Medico legal Society.

MEMBERSHIP  FEE

To be a “LIFE MEMBER” one has to pay an one time amount of Rs.510/- towards the 
registration charges. All The registered Life Members will be entitled to free subscription of the Journal 
of Karnataka Medico Legal Society. Demand Draft in favour of "Karnataka Medico Legal Society", 
payable at Bangalore.
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To 

   The Secretary,

   KAMLS

I, ________________________________________________________, wish to enroll myself as a 
Life member of the Karnataka Medico legal Society. I am enclosing herewith the member-ship fee of 
Rs.1010/-(Rupees One Thousand and ten only) by Demand Draft bearing No.________________ 
dated___________________ drawn on ___________________________ bank payable at 
________________________ 

Signature of the Applicant

Personal Particulars of the Applicant with Two passport size photographs:

Name :

Date of Birth : 

Qualification :

Designation :

Address for correspondence :

Permanent Address : 

Telephone / Mobile No.:                                                       E-mail : 

Payment should be sent to:

Dr. Harish S.

Professor & Head, Dept. of  Forensic Medicine

M.S. Ramaiah Medical College

M.S.R. Nagar, MSRIT Post, Bangalore-560 054.
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Paste one  over here,
Other attach with 

the application

Application for Life Membership
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