
98

to justify their choice rationally. Likewise, individuals
wishing to study in vitro fertilization must expect a question
such as: 'India faces major problems from over-population.
Why do you wish to worsen this situation?'

How will your study help your institute and India?
Grant giving agencies both here and abroad lay great
store on the candidate learning something that will help
advance the local state-of-the-art. Barring a few excep-
tions, most agencies expect that the candidate will return
to his country of origin and use the training provided to
improve services, teaching programmes and research at
home.

A clear statement is expected of the candidate. If he is
likely to retain his present position in a teaching institute
and has already made precise work plans after return to
India based on what he will learn abroad, he stands a better
chance of success. Should the selectors conclude that the
candidate has no desire to return to India and aspires
to the scholarship merely as a means to escape from this
country, the application will be turned down. As a general
rule, candidates from teaching institutions, especially
those in the public sector, stand a better chance of winning
the scholarship than those from the private sector simply
because the benefits of training abroad will be passed on
to a larger number of persons desperately in need of them.
(I must hasten to add that one of the recommended candi-
dates, at the selection I refer to, works at a private,
non-teaching hospital. She is highly motivated, has already
done excellent work in her field at a colony housing the
very poor and on her return, is very likely to continue to
work among them whilst training others in her field.)

EPILOGUE
We conducted our appraisal in two parts. The first consisted
of written information provided by each applicant in
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response to a questionnaire. The second was a personal
interview. The initial assessment helped to whittle down
the numbers. Candidates manifestly unsuited=-on account
of their poor qualifications, lack of direction, immaturity
or failure to exploit locally available facilities-were
eliminated at this stage.

The quality of the candidates called for the interview
was excellent and selection from them was often difficult.
It is of interest that the ranking made on the basis of the
written data was generally maintained at the interviews
except for one striking exception. One young articulate
lady could not justify her written claims.

Impartial observers at the interview commented on the
physical attitudes of some candidates and drew some
lessons from them. I offer these for what they are worth.
A candidate lolling sideways in his chair, throwing off
answers carelessly and with a degree of disdain was among
those deemed unsuccessful. Most successful candidates
sat erect, paid careful attention to what was asked,
answered politely but firmly and were not rattled by pro-
vocative queries from the selectors. In this respect the
reader might wish to consult the section on 'Giving a good
impression' in the chapters entitled 'Take a clinical exami-
nation" and 'Be interviewed? in How to do it published
by the British Medical Journal.

Those injecting gentle-at times self-deprecating-
humour elicited warm responses from the selectors as did
the transparently sincere individuals who were well
versed in their subjects.
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Iodine deficiency in India

Sir-The article on 'Iodine deficiency
in India'! was very comprehensive and
informative. I would like to make some
comments on the issue of 'Iodized oil-an
interim alternative' described in it.

The authors mention that in specific
hyperendemic areas iodine 'can be most
effectively supplemented by iodized oil
administration as iodized oil costs less
than Rs 2 per person per year and it is
a safe and acceptable method of iodine
prophylaxis. Further, they describe that

administration of iodized oil as a public
health measure offers a satisfactory
interim method for prophylaxis until an
iodized salt programme can be effectively
implemented.

These statements require a critical
scrutiny in the light of some observations
made in India and other developing coun-
tries. These are:
1. The experience of the iodized oil injec-

tion approach in some Asian countries
shows that salt iodation programmes
in these countries have considerably

slackened, while the injection prog-
rammes have maintained their original
schedules." It appears that iodized oil
injection has come to stay although
introduced as an interim measure.

2. It would not be correct to say that some
areas are 'inaccessible' to common salt.
Salt famine has not been reported even
in the remotest of areas. It would be
strange to suggest that areas 'inaccessi-
ble' to common salt (iodated) would be
easily accessible to a periodic massive
injection programme. 2
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3. The cost of iodized oil injection has
been estimated to be about 35 times
higher per person per year than the
cost of salt iodation. The injection
programme requires disposable syringes
and considerable health manpower for
its implementation. It will be impossible
for poor Asian countries to sustain an
iodized oil injection programme with
their own resources.s-'

4. Iodized oil injections given in the latter
half of pregnancy, according to the
observations of Kochupillai et al.? may
not only be ineffective in a proportion
of cases, but may even prove positively
undesirable.? For instance the delivery
of a massive dose of iodine through
injections to pregnant women in the
last trimester of pregnancy may be
unsafe and unethical. 2

Time-bound iodine administration
intervention is required specifically in
iodine deficient pregnant mothers. If
iodized oil can be provided to them why
not iodated salt?

It is essential, therefore, that before we
take a decision to include iodized oil
administration in our National Goitre
Control Programme its disadvantages
should be very carefully examined.
25 February 1990 Umesh Kapil

New Delhi
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The authors' reply

Sir-Dr Kapil disagrees with some of the
statements made by us in our article 'Iodine
deficiency in India'! regarding the use of
iodized oil in a prophylactic programme in
hyperendemic areas.

The basic objective of an iodine defi-
ciency diseases control programme is to
provide iodine supplementation. Of the
many methods available, the two most
commonly practised on a large scale are
iodized salt and iodized oil. These are
complementary and not competitive

methods. In many countries, a combina-
tion of these are being implemented. The
factors that determine the choice of one or
more methods are the severity of iodine
deficiency disorders, the feasibility of
the method and the time required for
implementation of an effective salt iodiza-
tion programme.

There are three countries in Asia (i.e.
Nepal, Indonesia and China) where iodized
oil injection programmes have been under-
taken on a large scale. These measures
are being taken in areas where iodine
deficiency is very severe. It is now known
that severe iodine deficiency results in
thyroxine deficiency. If this is present
during pregnancy and in early infant life-
the critical period when the development
of the brain and central nervous system
takes place-it causes irreversible damage
and leads to mental deficiency and other
disorders that constitute the syndrome of
endemic cretinism.

The use of iodized oil has advantages
over iodized salt because the effect of a
1 ml intramuscular injection of iodized oil
lasts for a period of five years.? The effect
of iodized salt is not achieved due to tech-
nical, logistic and operational problems
that lead to instability of iodine in salt
caused by various factors. These factors
are: (i) the type of salt used for iodization,
(ii) the type of packing used, (iii) the time
and conditions prevailing for transport of
iodized salt from the place of manufacture
to the consumer and (iv) the way the
iodized salt is stored by wholesalers, retail-
ers as well as by the consumers. Therefore,
a very vigilant and a continuous monitoring
system is essential for a salt iodization
programme to succeed. The global experi-
ence has repeatedly demonstrated that
though apparently 'simple' this requires
time and sustained effort. The salt iodiza-
tion programme has to cross many hurdles
and these include the trade practices of
the salt industry, the profit margin of the
maufacturers and traders and the motiva-
tion and education of the consumers.

The major objective of the iodized oil
injection programme in countries where it
is undertaken is to provide iodine supple-
mentation as an interim emergent measure
to a vulnerable population living in an
iodine deficient area. These are women in
the reproductive age-groups and infants
and children during their critical periods
of mental and physical development.
Since the effect of iodized oil lasts for a
period of five years, this 'lead time' can be
utilized to streamline a salt iodization
programme. In certain countries, stream-
lining of the salt iodization programme
has not been achieved in this 'lead time'.
So these countries are continuing with an
iodized oil programme till an effective salt
iodization programme is implemented.
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In Nepal, surveys have been carried out
by our team in 15 districts where both
iodized salt as well as iodized oil injections
have been used as prophylactic measures. 2

We observed that whenever the iodized
oil programme had been implemented
effectively, no cretins were born. However,
in areas where a salt iodization programme
had been in operation for as long as 14
years, there were cretins who were less
than 14 years old. This shows that cretins
continue to be born in areas despite a salt
iodization programme and this is due to the
absence of a monitoring system. We
analysed and found that the amount of
iodine in iodized salt samples was between
5 and 8 parts per million (ppm) against a
minimum recommended level of 15 ppm
at the consumer point. Similar observations
have been reported from China, Indonesia
and Australia.? We are aware that there is
no salt famine but stability of iodine in salt
in these remote areas is a major problem.
The difference in supplementation of
iodine by injectable oil and salt is that the
oil injection needs to be given only once in
five years while in case of salt iodization
the required quantity of iodine has to
be supplied every day with constant and
efficient monitoring. This factor is also
responsible for the better cost-effectiveness
of an iodized oil programme compared
with a salt iodization programme.

The safety of iodized oil injections in
pregnancy has been discussed in several
studies and these show that iodized oil
given in early pregnancy has beneficial
effects. Thus, in a well designed study
carried out in a severely iodine deficient
area in Zaire, it was demonstrated that in
population groups which had been given
iodized oil injections (treated group) even
as late as the fifth month of pregnancy ,4

there was alan:

1. reduction in perinatal mortality per
1000 from 188 in the untreated to 98 in
the treated group.

2. reduction in infant mortality per 1000
from 250 in the untreated to 167 in the
treated group.

3. improvement in birth weight by 200 gm
in the treated group and

4. increased development quotient in
children born to mothers who had
iodized oil injections.

In a study carried out in iodine deficient
areas of southern Tanzania ,5 the incidence
of Neonatal Chemical Hypothyroidism
(NCH) was reduced from 10% (before
iodized oil injection) to 2% when iodized
oil injections were given to pregnant
mothers as late as the eighth month of
pregnancy.

The only study which has reported con-
trary findings appeared in the Nutrition
Foundation of India Bulletin= This report
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has obvious and glaring weaknesses in its
study design and conclusions. These
shortcomings might have been easily
corrected if this article had gone to a peer
reviewed journal. This fact has been
pointed out succintly by Thilly et al. in
'Strategies for combating endemic goitre
and Iodine Deficiency Disorders (IDD)'.1
To quote,'Recent preliminary results in
India have indicated that the administra-
tion of iodized oil during the last three
weeks of pregnancy may have an inhibiting
effect of the Wolff-Chaikoff type, and
delay correction of hypothyroidism until
after birth. Complementary studies are
required in order to evaluate these findings,
but they are not sufficient, in themselves,
to interfere with the administration of
iodized oil during pregnancy in areas
where severe goitre with cretinism prevails.
This is one of the most valuable acts which
may be performed during a prenatal con-
sultation in these endemic areas. Two
points should be emphasized. A Wolff-
Chaikoff effect is possible and evenproba-
ble, but in all probability its duration
is limited and it has no pathological
consequences on brain maturation. The
level of iodine exposure following one
dose of iodized oil is supraphysiological,
but it returns within several weeks to intake
levels observed in the United States and
definitely in Japan. It is incomparable to
the pharmacological iodine doses-about
100 to 200 mg of iodine-administered
daily in the rare cases of enormous goitre
described in neonates'."
12 March 1990 , M. G. Karmarkar

C. S. Pandav
NewDelhi
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Excessive publication

We have read with interest the article
'Excessive publication in the medical
sciences in India' by K. Satyanarayana.!
We share the genuine concern of the
author that publications in the biomedical
sciences in India are generally of a poor
quality. However, this paper does not
take cognizance of the wide range of
medical writing and projects a distorted
view on several issues. The author makes
some sweeping statements and arrives at
unwarranted conclusions that Indian
medical journals are of 'low quality' and
of low impact, which serve little useful
purpose as articles appearing in them
remain mostly unread.

The author's observation that scientists
of the Department of Paediatrics, All
India Institute of Medical Sciences, New
Delhi, are prolific writers is true because
we are indeed lucky to have hard-working
and dedicated colleagues who are inves-
tigating prevalent childhood problems in
addition to carrying out their heavy clinical
responsibilities. The paper conveys a
wrong impression that we are churning
out a large number of low-quality articles.

1. The author has chosen the Science
Citation Index (SCI) as the only quality
filter by which to judge medical publica-
tions, although the SCI covers a whole
range of diverse disciplines. Indian medical
students and faculty generally consult the
Index Medicus and not the SCI. The wider
net of the Index Medicus is more suited to
serve the needs of doctors be they basic
researchers, clinicians, medical students,
medical teachers, laboratory scientists or
community health professionals.

2. The author's view that local journals
have little international impact is much
distorted. Should all publications be
aimed at an international audience? What
about the national audience-is this not
also important? Medical professionals
present their research through journals to
share their clinical experience with their
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own colleagues; and our experience may
be quite different from that of doctors in
developed countries. For instance, the
haemolytic uraemic syndrome presents
very differently in Indian children from
the descriptions available in the western
literature. Is it not important to share this
information with Indian paediatricians
who can be reached more effectively
through Indian Pediatrics or the Indian
Journal of Pediatrics which are read by
more than 6000 doctors, rather than
through Nephron which reaches only a
few libraries in India? How many of us can
afford to subscribe to even a single inter-
national journal? We believe that scientific
discoveries which are relevant to the
needs of our country should be published
in our own journals. We must also not
forget that most 'local' journals are the
official publications of our national societies'
and should, therefore, be used as tools for
continuing medical education. They also
serve as forums for discussion on policy
issues and as catalysts in the implementa-
tion of our national programmes. The
government has also realized that our
academic societies and their publications
are the most cost effective means by which
they can reach physicians. In continuing
medical education editorials, review
articles and annotations, have their own
place and Dr Satya narayana's assessment
would have been fairer if such literature
had been evaluated separately rather than
clubbed together with research papers.

3. Even when the citation in SCI-
indexed journals is taken as a yardstick of
quality publications, the record of the
Paediatrics Department, AIIMS, merits
commendation and not skepticism. It is a
creditable achievement that a clinical
department has over one-third of its publi-
cations in SCI-indexed journals (Table IV
in the article reveals that) and this is
particularly striking when another depart-
ment of Paediatrics has only 4.5 per cent
of their publications in these journals.
The proportion of our research papers
appearing in SCI-indexed journals would
probably be much higher if editorials,
annotations and review articles had been
excluded and only original papers consi-
dered for analysis. A comparison of our
publications with those from other clinical
disciplines would have been of interest.

4. Both Indian Pediatrics and the
Indian Journal of Pediatrics have been
included in the Index Medicus for years, a
privilege not given to several other Indian
journals belonging to major specialities
including Surgery; Radiology and Imaging;
Orthopaedics; and Community Medicine."

5. The author has given incorrect infor-
mation regarding the editorship of Indian
Pediatrics. A faculty member of our
department took over as editor only in
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1985 and the editorial office was not at the
AIIMS during the major part of the period
(1980-85) reviewed. The contention that
we .publish in Indian Pediatrics and the
Indian Journal of Pediatrics because these
are not only Delhi-based but also published
from AIIMS, is therefore misleading.
While it is for the editorial boards of the
two journals to respond to this insinuation
in more detail, we know that the review
system of these journals is fair and does
not favour papers from the AIIMS.

We believe that the urge and enthusiasm
of junior colleagues to write in academic
journals should be encouraged, not
curbed. The Department of Paediatrics,
AIIMS, has published as many as 51
papers in SCI journals in the three years
from 1986 to 1988. This almost equals the
number of publications in the preceding
five years covered by the author. There
were 181 publications during this period,
of which 155 appeared in journals cited in
the Index Medicus. This record is remark-
able by any standards. Indeed, amongst
all departments of AIIMS itself, the
Department of Paediatrics ranked second
in the total number of publications as well
as for publications in journals covered in
the Index Medicus (AIIMS Annual
Report, 1987-88). The Department is
currently working on over a dozen
research projects funded and supported
by the national and international agencies.
Thus our research output is likely to grow
further in both quantity and quality.

The poor quality of medical publications
in our country is a direct result of the poor
quality of research in medical sciences.
This malady is deep rooted and has several
causes. Most medical institutions do not
provide the conducive environment, the
freedom, the emoluments, the infrastruc- .
ture and the administrative support which
are some of the fundamental prerequisites
for the growth of excellence in research.
An increasing number of our best medical
students are going into private practice
and several of our best basic biomedical
scientists are emigrating to countries
where they are given opportunities to
work and their talent is recognized. The
faculty in our medical colleges are only
peripherally involved in academic pursuits,
private practice is often the more impor-
tant concern. Not surprisingly, most Indian
research papers are based on postgraduate
theses=-hardly a way to investigate serious
issues!

We agree with the recommendation of
the author that appointments and promo-
tions should be linked to the quality of
publications rather than their number.
However, for the clinical faculty in
medical institutions, there should also be
a reliable system for assessing their per-
formance as clinicians and as teachers.

Finally, it is for the leaders of our pro-
fession who sit on selection committees
to promote excellence by basing their
decisions on genuine merit alone rather
than on extraneous factors. This will soon
render the criticisms against excessive
publications of low quality irrelevant.
28 February 1990 Meharban Singh

V. K. Paul
P. K. Singhal
M. K. Bhan

New Delhi
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II

Sir-Apropos the article 'Excessive publi-
cation in the medical sciences in India' by
K. Satyanarayana, I I, as the editor of
Indian Pediatrics, take strong exception to
a number of irresponsible statements
made by the author.

Indian Pediatrics is the journal of the
Indian Academy of Pediatrics. It is a
monthly publication with a circulation
of about 5500, and has been publishing
regularly for the last 26 years. The journal
has an international circulation and is
widely respected, particularly in the
developing countries. It is indexed by the
Index Medicus and the Excerpta Medica
as well as by several other services. The
journal is located at Delhi (according to a
decision of the Indian Academy of Pedia-
trics) and is published from the All India
Institute of Medical Sciences because the
present editor, who took over in 1985, is a
Professor of Paediatrics at the AIIMS. The
appointment of the editor is made by the
Executive Board of the Indian Academy
of Pediatrics.

All material submitted to the journal for
publication is subjected to peer review;
usually two referees examine every manu-
script. The decision to publish an article is
essentially based on their recommenda-
tions. In 1989, more than 130 referees
from various parts of the country assisted
the editor. It is absurd to even obliquely
refer to such a prestigious publication as
a 'very local' and a 'low quality' journal.
Dr Satyanarayana should have verified his
statements before casting aspersions and
making such disparaging remarks.

It iswell known that a substantial number
of unimportant articles are included in
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various journals published from the
economically advanced countries. It is
incorrect to state that publications in
Indian journals are automatically inferior
to those published in journals from the
USA or Europe. The quality of an article
must be judged on its own merit and not
necessarily on the basis of the journal in
which it has appeared. On several occasions
articles rejected by Indian Pediatrics have
appeared in 'foreign' journals.

There are a number of other baseless
remarks; 'excessive publication' (who
decides what is excessive?); 'most of these
papers will remain unread' (by whom?),
'local journals which have very little inter-
national impact' (what is the definition of
international impact?). The discussion is
full of preaching and platitudes; we have
heard all this before.

I strongly feel that wrong statements and
irresponsible views should not have been
published, even in a 'very local journal'.
8 March 1990 R. N. Srivastava

New Delhi
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Dr Satyanarayana's reply

I am pleased that my article has initiated a
much needed debate on the rapid deterio-
ration of our scholarly communication
system. The National Medical Journal of
India had rightly commented editorially
the unfortunate emphasis on publication
volume ' ... if. the present lamentable
emphasis on the quantity of publications
persists, the dismal experience ofthe West
will be repeated'. I

Dr Meharban Singh and his colleagues
generally share my concern about the
quality of biomedical research and publi-
cation in India. They in fact go a step
further in offering valid explanations for
its present status.

I do not wish to comment any more on
the quality of Indian medical research and
Indian journals. These issues should now
be debated more widely by medical scien-
tists elsewhere. However, I do not think
that exclusion of editorials and case
reports would have made any significant
difference to the conclusions of my study.
I stand by my comments that too many
research papers are being published and
that this is detrimental to the health of
these disciplines.

It was never my intention to run down
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any individual, department or a journal.
These departments were chosen for
reasons indicated in my paper.

Dr Singh et al. themselves confess that
Indian medical research is by and large of
poor quality and that publishing in Science
Citation Index (SCI) covered journals is
indeed 'creditable'.

Dr R. N. Srivastava seems to have for-
gotten that not so long ago he wrote that
a large number of papers of indifferent
quality are published just to increase
numbers." He also stated that 'many of us
submit our outstanding work to journals
published in the USA or European coun-
tries'. Lamenting that the Indian journals
(including his own) were unable to attract
better papers he urged Indian paediatri-
cians to 'submit at least some of their
better articles to their own journal'.
28 March 1990 K. Satyanarayana

New Delhi
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Treatment decisions: Theirs or ours

Sir-Cardiology is a field where there is
no clear consensus on many issues, espe-
cially on the choice between conservative,
interventional and surgical management
for a variety of disorders. The main reasons
are: (i) We cannot extrapolate results of
studies onto individual patients because of
infinite variations in their haemodynamic
characteristics, (ii) we do not consider
socioeconomic factors, especially when
applying results of western studies to our
population, and (iii) the reported results
of different well-designed studies are
often so different.

Cardiologists find themselves being
bombarded, and often overwhelmed, by
statistical data at every step of patient
management. The statistical conclusions
of two different investigations on similar
clinical material are often diametrically
opposite. Take the case of the R-on-T
phenomenon in acute myocardial infarc-
tion; some consider it to be very serious, 1

while others do not? Several controversies
abound such as the place of. digoxin in
ischaemic heart disease.v' or balloon
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dilatation for aortic coarctation; one group
reports a high incidence of aneurysm
formation" while another does not. 6

Innumerable examples of this kind may be
increasing our knowledge but not our
wisdom.

What about the socioeconomic aspects?
The indications for cardiac surgery, balloon
valvotomy and percutaneous transluminal
coronary angioplasty (PTCA) in our
country, especially in public hospitals,
cannot be the same as those cited in stan-
dard textbooks and journals. Western
studies have become increasingly wary
about performing balloon valvotomy for
valvular aortic stenosis, especially in
young adults with good left ventricular
function (where they would advise valve
replacement). However, we must do
balloon valvotomy in patients who cannot
afford cardiac surgery. As regards PTCA,
the policy of keeping a cardiac surgical
team and table on standby in case an
immediate operation is reqired needs to
be reviewed. Under the conditions preva-
lent in our teaching hospitals where there
are such large numbers of patients and the
cardiac operation theatre is always over-
loaded, it is unrealistic to keep one table
vacant. Therefore we should do PTCAs
without such a standby-a practice already
being followed in some centres where the
standby concept exists only on paper.

What is the place of beta blockers in
acute myocardial infarction and in the
post-infarct period? The Beta-blocker
Heart Attack Trial showed unequivocally
that this drug was beneficial, so much so
that the trial had to be stopped halfway to
enable all patients in the control group to
be given beta blockers. A large number of
cardiologists including those in my hospital
started using beta blockers more frequently
in patients with myocardial infarction.
However, we soon observed that our
patients are unusually susceptible to the
negative inotropic and other side-effects
like bronchospasm. Many patients went
into left ventricular failure with doses of
propranolol as low as 10 mg thrice daily.
Even in patients with hypertension, the
high doses of up to 400 mg daily of propra-
nolol recommended in western textbooks
were never required. Our patients with
moderate or severe hypertension needed
doses ranging from 60 mg to 120 mg daily.
If given higher doses, they invariably
developed severe bradycardia or heart
failure. At this stage we had two options:
to restrict the use of beta blockers in
myocardial infarction or to continue using
the drugs. Proponents for the continuing
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use said that since we had not statistically
analysed our experience or reported it in a
reputed journal, we did not have enough
evidence to advise restricting the use of
the drug. While this argument does have
merit, we must realize that in public hos-
pitals in our country there are constraints
of time, research facilities and finance. It
is impossible for us to publish unusual
observations however important they
might be. This does not detract from the
value of making such observations or in
their influencing future treatment deci-
sions. The final word on this issue of beta
blockers has not been said, but a study
which supports our observations has been
published by a Chinese group," which
found their population to be highly sus-
ceptible to the effects and side-effects of
propranolol.

We must apply common sense before
taking treatment decisions. Let us not
blindly accept all new western knowledge
but temper it with the wisdom of experi-
ence, keeping foremost in our minds that
our patients are poor, our society is very
different and our health care system rather
inadequate.
10 January 1990 Yash Y. Lokhandwala

Department of Cardiology
KEM Hospital, Parel

Bombay
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