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per capita in any state. Naturally, this unnerved the doctors
and we held agitated meetings to decide what to do. We did
not discuss how we might improve our performance so that
there should be no conceivable reason for a legal action.
The accent was on defensive medicine: obtaining second
opinions, doing more investigations and getting patients to
sign exhaustive consent forms for every procedure, detailing
all possible complications.

A group of medical practitioners filed writ petitions in the
High Court praying that doctors should not be judged by
consumer courts, and a number of patients responded with
counter-petitions. On 18 February, a division bench of the
Court ruled that 'the services rendered to a patient by a
medical practitioner or a hospital by way of diagnosis or
treatment, both medical or surgical, would not come within
the meaning of services as defined under See 2(1)(0) of the
CPA,' and 'a patient who undergoes treatment under a
medical practitioner or a hospital by way of diagnosis and
treatment, both medical and surgical, cannot be considered
to be a consumer within the meaning of See 2(1)(d) of the
Act.' The Court declared that there wasno doubt that doctors
should be accountable, but this should be in the ordinary
course of law.

There was a strong reaction from both sides--doctors
welcoming the decision and patients and consumer groups
deploring it. One would think the profession would take
advantage of this respite to set its house in order before
public opinion forced newer and more comprehensive legis-
lation which brought us back into the consumer courts, but
all that has followed has been a sense of relief. We have
dismissed the experience as a bad dream and returned to our
old ways.

The daughter of an acquaintance recently underwent an
operation at one of the government hospitals in the city,
where treatment was supposed to be 'free of charge'. My
acquaintance paid no money to the hospital or to the doctor,
but had to givesomething to every other person who had any-
thing to do with the patient, and ended up paying Rs 945.
Perhaps this was poetic justice because she declared her
income to be under Rs 500 a month when it is actually more
than Rs 2000and she is, therefore, not entitled to free treat-
ment. Although she has no right to complain, I wonder what
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happens to the genuinely poor, for whom these hospitals are
intended!

The daughter of a domestic servant delivered her first child
at the Kasturba Gandhi Hospital for Women, popularly
known as the Gosha Hospital. I gave her a letter to a doctor
working there, and she said the doctor looked after her very
well. I was, therefore, displeased when I heard that she went
to a private hospital for her second delivery. They charged
her Rs 1000 and when I remonstrated with her paying so
much she told me that she had in fact paid more than Rs 1000
for her 'free' first delivery. This included tips to ward girls
and ayahs for bed pans, to nurses for being allowed to see her
baby and to stretcher-bearers for transporting her to different
departments for various tests and procedures. At the private
hospital there were no such 'hidden' payments.

No wonder anyone who can scrape together the money
avoids government hospitals and goes to the private sector.
However, is he any better off here? A welder came to me in
a pitiable shape two days ago. He had lost a lot ofweight ,was
vomiting, had renal pain and oliguria. Someone had done a
serum creatinine and found it to be raised. An intravenous
urogram was then done despite ultrasound facilities being
available at every street corner in Madras. No less than 15
plates were taken, at horrendous expense, which predictably
did not show any excretion of dye. He was then referred for
an upper gastrointestinal endoscopy which was, as expected,
normal. He was made to pay for each one of these procedures
in advance.

Is there not a crying need for consumer courts which
should cover us all, private and public sector hospitals and
practitioners?

Malpractice is not confined to the medical profession. Some
months ago, the newspapers reported the case of a Health
Secretary who had Rs 8 million hidden in his house. We have
heard no more of this matter and the gentleman isback at his
desk. Perhaps there were sound and legitimate reasons for
him to have so much money lyingaround at home but should
not the public be informed what these reasons were?
Bureaucrats stilI call themselves public servants. Can a
person with such a dubious reputation enforce honesty in his
subordinates?

M. K. MANI

Whatever one may think of the British Government's
National Health Service (NHS) reforms, they have at least
provoked discussion on a wide range of issues.

One can start with junior hospital doctors' hours of work.
The government's target is 72 hours a week by the end of
this year. This long-standing problem was brought into
prominence again by the sudden death of a 27-year-old
doctor after working an 86-hour week; three months after his
death the date for the inquest has not yet been fixed. The

British Medical Association (BMA) after a random poll of
junior doctors, found that 1200 of them were still working
83 hours a week or more, but the Department of Health
insists that only 91 doctors are working these hours. The
BMA's calculations are based on hours actually worked,
while the Department of Health bases its figures on hours
contracted to work. Until these two bodies can reach agree-
ment on the facts, it seems unlikely that any progress will
be made.
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Community Care for the mentally ill is a good idea which has
gone disastrously wrong. Once again, a tragedy brought the
problem onto the headlines; a known schizophrenic patient
was discharged from Guy's Hospital without adequate super-
vision and killed a young man, who wascompletely unknown
to him, in a London tube station. Before discharge from a
psychiatric unit a 'care plan' is supposed to be constructed, in
which the patient is found appropriate accommodation in the
community and is supervised by a designated individual
or team. Not only are there inadequate facilities in the
community for such patients but there is such a shortage of
acute psychiatric beds, particularly in the inner cities, that ill
patients may be discharged prematurely and at short notice,
without a 'care plan' in order to make room for more urgent
cases. On other occasions a hospital bed can only be found
hundreds of miles away from the patient's home.

An all-party committee of Members of Parliament has
severely criticized the system, and has made a number of
recommendations. These are: 'ring fencing' for mental
health services funds released by the closure of hospitals
(however, the collapse of the housing market has made many
sites unsaleable); a review of the mental health services in
the inner cities; a social deprivation score to be included
as a weighting factor in resource allocation; publication by
the Department of Health of an operational definition of
serious mental illness, for strategic planning; the collection
and analysis of information and service provision; and
improved communication between local authorities about
mental health services.

It is, of course, not only psychiatric beds which have been
closed or are intended for closure. A number of famous
teaching and specialist hospitals in' London are threatened
with closure or amalgamation. Guy's Hospital, whichhas just
completed a new building, is to move to St Thomas' and
St Bartholomew's is not only to lose its Accident and
Emergency Department, but most of its units will move to
the Royal London Hospital. These are only a few of the
changes recommended by the Tomlinson Report which was
largely based on an earlier report by the King's Fund.
However, the King's Fund has now changed its opinion and
saysthat London should be receivingan additional $35million
annually. It is believed that a confidential report by the NHS
executive has come to similar conclusions. If accepted,
this revised estimate would not necessarily reprieve the
threatened hospitals, since the emphasis is on upgrading
primary, rather than secondary and tertiary care. Neverthe-
less, there are repeated horror stories of patients lying on
stretchers (and falling off them) in accident and emergency
departments, due to a lack of inpatient beds.
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There has recently been concern about the safety of
chorionic villus sampling (CVS) and its possible connection
with limb reduction defects (LRD). In 1991 Firth et al:l
described 5 cases, occurring over a period of 3 years, of
LRD with in some cases oromandibular hypogenesis, all
associated with CVS between 56 and 66 days of gestation.
This group has now reviewed 75 cases from the literature-
with the same deformities. Thirteen had an absent limb or a
defect in the humerus or femur, 9 had a defect through the
radius or tibia, 25 had a defect of the digits and 6 had a lossof
terminal phalanges or nails. There was an inverse correlation
between the age at gestation when CVS was performed and
the severity of the malformation; the mean gestational age at
CVS ranged from 56 days for the most severe deformities to
72 days for the least severe.

There was a similar correlation for the oromandibular
hypogenesis syndrome, though limb defects sometimes
occurred alone. Terminal transverse LRD have a back-
ground frequency of 1.8 per 10 000 live births, and are,
therefore, very uncommon. Analogous defects to those
described by Firth et al. have been produced by temporary
clamping of a uterine artery in the pregnant rat.! which
causes, initially, haemorrhagic lesions of the distal structures
and subsequent necrosis and resorption. Quintero et al."
during embryoscopy after CVS saw ecchymotic lesions in a
human foetus on the calvarium, face, thorax, and distal
segments of the limbs after transvaginal CVS, before
termination. These lesions were not related to embryoscopy
alone. At subsequent embryoscopies with CVS a partial
separation of the placenta was made, causing a subchorionic
haematoma. In six of seven foetuses subjected to this
procedure (followed by planned termination in each case)
haemorrhagic lesions developed on the face, head and
thorax. It appears that chorionic trauma causes some type of
vascular damage in the foetus; whether this is due to the
release of vasoactive peptides, amnion puncture, emboliza-
tion of trophoblastic fragments, or vigorous contractions of
the uterus causing damage to the foetus, is as yet unclear.
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