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ADVERTISING IN MEDICINE
When I first registered with the Madras Medical Council
in 1959, I received a set of commandments, one of which
was that I should not advertise. The instructions related to
this were provided in considerable detail. I should not have
more than one board on the premises, unless there was more
than one establishment with the same gate on the street,
in which case there could be one board there and another
one on the door of my own consulting room. There were
limitations on the size of the board too, so one could not
put up a huge hoarding. Direct advertising, of course, was
taboo.

How was one to let people know that one was in practice
and was ready and willing to see patients? A method which
was and still is frequently used is to have family and friends
insert a notice in the newspapers on a suitable occasion. I
reproduce two from the Indian Express of 13 November
1994. 'Welcome back, Dr. A. MD, MAMS, FIAMS, DSc.
Hony Chief Diabetologist, and Dr. B, MD, Consultant
Diabetologist, C Hospital, after attending the 15th Inter-
national Diabetes Conference held at Kobe, Japan. Inserted
by family & friends.' And this one with a photograph: 'Bon
Voyage, Dr (Mrs) D, Medical Director of E Eye Clinic &
Director of F Engineers Pvt. Ltd., is leaving for further
specialization in microsurgical procedures during November
1994. We wish her all success. Friends and relatives.'

What purpose do these notices serve? One would assume
that the friends and relatives of the one would wish her
success, and the family and friends of the other two would
welcome them back. That is what friends are for. Does the
public at large need to be informed that these doctors
have the affection of their family and friends? Clearly the
advertisements are to inform the populace that the pair are
back in business, and the lady will soon be able to do some-
thing more for them. Surely it is not unreasonable to make
these facts known. It was always regarded as permissible to
state in a press notice that one is available. I do not think
there is any need to conceal this under the guise of a public
assertion of what should be private affection. Why not simple
notices in the papers that Dr A and Dr B will be available
for consultations from November 13, and that Dr D will not
be available during November 1994, but will be back on
December I?

It used to be thought that a consultant was someone who
was consulted by other practitioners. Therefore, what he or
she needs to do is to let doctors know that he is there and,
maybe provide them, in a fairly subtle way, an idea of his
quality. A legitimate way of doing this, which is useful both
to practitioners and to their patients, is to take part in
continuing medical education by delivering lectures to
medical associations. This is a strictly professional activity
in which the public is not involved. However, it is being
increasingly recognized that doctors should also educate the
public. It was easy to do this anonymously in the old days
when the only way was through the printed word but, it is
obviously not possible to talk on television and preserve
anonymity.

In a previous letter from Madras, I said that our code of
medical ethics is based on the British system. While the
Medical Council of India has not given us detailed guidelines
on how to regulate ourselves, we can borrow these from the
General Medical Council (GMC) of the UK. A pamphlet on
Professional Conduct and Discipline issued by that body has
much interesting information and advice. It states the view
of the Council that 'advertising is not only incompatible
with the principles which should govern relations between
members of a profession but could be a source of danger to
the public. A doctor successful at achieving publicity may
not be the most appropriate doctor for a patient to consult.
In extreme cases advertising may raise illusory hopes of a
cure'. How would the GMC react to the practices I have
dealt with above?

'Advertising may arise from notices or announcements
displayed, circulated or made public by a doctor in connec-
tion with his own practice, if such notices or announcements
materially exceed the limits customary in the profession.'
Under these circumstances, the examples I have given of
the insertions by family, friends and well wishers are
probably commonplace and have been so for decades,
and may be condoned, though I would think they are
unnecessary .

With regard to teaching the public, the GMC allows that
'the public has a legitimate interest in the advances made
in the science and art of medicine'. It agrees that readers,
listeners and viewers are entitled to be given information as
to the professional standing of a doctor who writes a book
or article or gives a talk, provided that this information is
not given in a way which implies that he is the only or the
best person practising in his particular field ..

I will not discuss a form of canvassing for patients which
the profession openly frowns upon, though many people
indulge in it. That is the employing oftouts at railway stations
and other public places. No one has a good word to say for
this pernicious habit, even those who practice it.

Modern life has raised many more problems. What of a
doctor who works in a hospital or nursing home? Can the
institution advertise the fact that he or she is on its staff?
The council is of the view that, 'if a doctor owns or holds
shares in an organization which advertises diagnostic or
clinical services to the lay public: (i) the doctor should not
also work for it in a clinical capacity; (ii) the doctor should
not in communications addressed to the lay public use or
permit the use of his professional qualifications as an
advertisement for the organization ... '. This is a situation
increasingly common in modern Indian life. Many doctors
own nursing homes in which they are the main or the only
medical workers. With the growth of corporate hospitals,
there are many doctors who hold shares in hospitals in which
they work. How are we responding to these pressures?

I regret to say, the answer is 'commercially'. On 23 August
1994, the Indian Express of Madras released a 'Marketing
Feature' entitled 'Nutrition, Medical and Health Care'. I
reproduce some passages from this 32-page booklet, which
is also replete with advertisements by hospitals which talk
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about the services provided by them. One laboratory talks
of the cytogenetic studies it offers and stresses that it does
not perform sex determination. This is unexceptionable. A
hospital says its prescription is 'Excellent medical care.
Personalized service' and adds that its 'highly qualified,
trained and dedicated team of doctors and nurses, state of
the art medical equipment and professional staff make sure
that every patient receives the best treatment'. A bit shaky,
but no names mentioned, and perhaps acceptable.

But what do you make of this? Under his own name,
Dr G, Director, H hospital, says, 'By the expert diagnosis
Dr G gained the confidence of people of Madras, this is
being proved by the crowd we have seen, and such mammoth
building in very short space of time and his 24 hours attention
to the patients.' (Reproduced verbatim, spelling, punctua-
tion, and all except the names.)

The I hospital states that 'the gastroenterology department
under the care of Dr J has become so popular that patients
from North get admitted to I for his personal care.' The K
hospital states that 'Newer diseases are also growing at a
rapid speed. To face the challenge a great urge for technical
expertise is growing in the annals of the medical profession.

Letter from Johannesburg

83

Dr K through his several orientations at various levels
around the world has proved on more than one occasion
that many such challenges can be faced/overcome through
advanced and improved technology.'

These are only some of the gems from a section of one
of the country's leading newspapers, avowedly intended to
be read by the public. What impression of our 'noble'
profession does it convey? We are rather less decorous than
the butchers and the bakers. Admittedly, the times are
changing. Is this the norm of the profession today? Maybe
those who disapprove of such advertising are hopelessly out
of date. Many authorities have called for the inclusion of
business management in the medical curriculum, saying
modem doctors, especially those who run hospitals or
are in Government service, need these skills as they have
to manage people. Should we include an internship in an
advertising agency? I call on the Medical Council of India
to lay down a clear code of conduct for the profession, taking
into account changed social mores. Once enunciated, the
code should be rigidly enforced, so that we can go back to
being an honourable profession.

M. K. MAN!

DIETARY TRENDS IN EMERGING CITY AFRICANS:
IS URGING A 'PRUDENT' LIFESTYLE A NON-
STARTER?
In Africa there is increasing migration from rural to urban
areas. Big cities such as Accra, Lagos, Nairobi, Harare,
Johannesburg are rapidly increasing in size. In South Africa,
the proportion of the African population now dwelling in
towns and cities has reached about 40%.

In the past, indeed, up to two or three decades ago,
Africans who lived in rural and, to a lesser extent, in urban
areas consumed a relatively traditional diet. In southern
Africa, this included large amounts of plant foods-cereals
(maize, sorghum, millet), bread (usually brown), various
beans and vegetables and fruits in season. Consumption of
dairy produce was low and meat was eaten infrequently-
once or twice a week or less. Nowadays, in both rural and
urban areas, the diet is changing from one, which was a
'prudent' diet, to one which is approaching a western
composition. Can anything be done, by way of education,
to control this trend, which is associated with a rising
frequency of diseases of prosperity?

The magnitude of the change, which is insufficiently
appreciated, is rapid in South Africa. Dental caries scores
of 10 to 12-year-old urban African children, very low in the
past, now exceed those of corresponding white children.
Obesity, previously uncommon, has increased considerably
in women although not in men. About half of urban African
women now have a body mass index ~30. Although blood
pressures in rural areas levels have risen little, in urban areas

the frequency of hypertension (28%) is now higher than
that in the white population (25%). Diabetes which was
previously rare, is now detected in 7.5% of the rural elderly
and in 6% of admissions of African adults at the Hillbrow
Hospital, Johannesburg. Rises are occurring even in rural
areas in breast and prostate cancers which may be diet-
related. Incidence rates, remain, even in urban areas, far
lower than those in the white population and despite rises
in serum cholesterol level, cases of coronary heart disease
are extremely rare.

Other important changes in lifestyle, particularly in the
big cities, include diminished physical activity, and in men,
a rise in smoking and alcohol consumption.

It is near certain that the disease pattern of the more
prosperous of local Africans, especially urban dwellers,
will shortly resemble that now manifest among African
immigrants in the United Kingdom and, in time, approach
the pattern displayed by African-Americans.

Is it possible to preach a 'prudent' lifestyle to populations
in transition-who are eager to attain, in all respects, the
enjoyments of the white population? In a recent question-
naire survey which we carried out on the dietary choices of
young African men in Johannesburg, it was revealed that
the majority would love to have eggs, bacon and sausages
for breakfast everyday; they wish for more butter and other
fats, and for far more sugar and carbonated drinks. The
desire for more fruit and vegetables, while certainly present,
was secondary to these choices. Scarcely did anyone wish
to eat more beans, peas and lentils. So intense were the


