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I have considered just four major areas of immediate national importance.
The other areas which need attention are:

1. The factors contributing to the high incidence of low birth weight deliveries
in India.

2. The possible role oftrace element deficiencies (especially of zinc and calcium)
in the pathogenesis of growth retardation especially in the adolescent phase.

3. The nutritional implications of changing micronutrient composition of
foods following the application of intensive agricultural technology.

The vast scope for human nutrition research offers an exciting challenge to
Indian scientists. Most of the problems I have outlined are only relevant to the
developing world and we, in this country, are probably in the best position not
only to formulate the pertinent questions but to provide the appropriate
answers.
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The Consumer Protection Act Revisited
The letter from Dr Gogia' in this issue of the Journal raises certain important
questions about the Consumer Protection Act (COPRA). It would be improper
for me to comment on the judgment given by the consumer forum established
under the Act because I understand that this judgment is now under appeal,
but there are· certain fundamental problems relating to the position of the
medical profession vis-a-vis this. statute which need some elaboration and
clarification. I place below these views as a citizen who feels concerned about
the present unfortunate controversy.

The COPRA has come to stay. It has captured the imagination of the people.
They had for very long felt exasperated at not receiving a fair deal from manu-
facturers, undertakings and professionals in the matter of products and sirvices
for which they paid; they felt helpless at not being able to secure redressal, The
enactment ofthe COPRA has changed the scene.
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We must be clear about certain basic facts. The medical profession renders a
service. In my opinion this service is definitely categorizable under the
COPRA, because this service is usually given on the basis of payment. It is,
therefore, at par with the services given by other professionals such as lawyers,
architects, auditors and builders who charge their customers. A patient going
to a doctor for treatment on payment is as much a 'consumer' under the definition
incorporated in the Act, as he is a consumer of service rendered to him on pay-
ment by any other professional person or institution such as a bank, insurance
company or electricity or transport undertaking. These facts have been
clarified in pronouncements of the highest redressal authority established
under the COPRA. It has inter alia been clarified that the treatment of a patient
by.a doctor cannot be treated as a 'contract of personal service' which is of the
nature of a master-servant relationship. It would be inappropriate to
categorize the service of the medical profession as a 'contract' between the
patient and the doctor. Such a condition would certainly be contrary to the
spirit of the Hippocratic oath, but it would also be very inappropriate to place
medical treatment as a service rendered for 'commercial purpose' which is
excluded from the provisions of this Act.

Where there is 'deficiency in service', and this deficiency causes loss or
damage to the consumer, he or she is entitled to claim compensation under this
Act. The word 'deficiency' has been defined to mean 'fault, imperfection or
shortcoming or inadequacy in the quality and manner of performance'. The
fault or shortcoming will need to be positively established if an allegation is
made by the consumer in regard to the service for which he or she has made the
payment.

It will not be possible to put the clock back, by claiming that the medical
profession is not covered by the COPRA. In fact there has been a demand that
even where the provision of medical service is not 'for consideration', i.e. even
where the medical service is free such as in government or charitable hospitals,
it must be brought within the purview of the Act so that patients do not continue
to be victims of any blatant negligence or of incompetent doctors. Pressure has
been mounting on the government to this effect and these matters are
presently before the Supreme Court and the Delhi High Court. Detailed argu-
ments have been heard from both sides and we hope the pronouncements will
soon be forthcoming. Meanwhile, a number of cases continue to be reported in
the newspapers where the 'courts' established under this Act have awarded
compensation for negligence leading to fatalities or complications to patients.
An important decision of the civil court has recently been reported wherein,
under the Law of Torts , a large compensation was awarded in a case; which had
been instituted before the COPRA was enacted.

I earnestly hope that the present unfortunate controversy between doctors
on the one hand and lawyers and patients on the other will soon come to an end
and that their relations will once again be as harmonious as they have always
been. This will be greatly helped if the medical profession develops effective
and visible norms for self-regulation, for weeding out incompetence and areas
of negligence and for taking severe disciplinary action against the erring
practitioners. Let the profession itself establish that it is accountable to the
people for any lapses, and let systems emerge which will insulate doctors from
the exploitation of unscrupulous persons. We, from Common Cause, have
ourselves sought and caused to be incorporated in the proposed amendments
of the Act severe and deterrent punishment for false and frivolous complaints.
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