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Too many people

I was sorry to read that Dr D. Banerji apparently
did not understand some important points in my
book.' He states that I admonish two of the most
prestigious scientific academies in the world. In
fact, my remarks were exactly the opposite. I
supported the efforts made by the Royal Society
and the American National Academy of Sciences
in trying to urge politicians to do something about
population growth. I used as an example the poor
relationship between society and scientists-the
similar worry of the Union for Concerned
Scientists. Dr Banerji goes on to criticize my
apolitical analysis. My argument in favour of a
scientific approach is because politicians always
have an alternative and often hidden agenda. I
believe that one of the main reasons why so little
has been done in a practical sense to curb the
population increase is the compartmentalization
preferred by scholars who often write in a style and
in a language that cannot be understood by an
educated individual from a different discipline.

My discussion of Lee Kwan Yew certainly had
nothing to do with praising quackery; it pointed
out that the proof of the pudding is in the eating.
The Singapore methods may be criticized but they
have been effective without the extreme harshness
of the Chinese approach. Dr Banerji criticizes
science in general and my argument that the misuse
of science is the main cause of most of the dilemmas
we face. He says that I ignored Maurice King's
articles and yet he clearly could not have read my
book very well because there is a reference to the
work of King and Elliot and I have discussed these
problems with both these authors. It is very sad
that Dr Banerji turns his back completely on an
attempt to examine and at least partially unravel
the complicated interaction of science, the
population explosion and the rape of the earth. A
fierce protection of territorial areas by scholars in
the widely different areas that are relevant to
population control enables most politicians to
ignore the problem.

20 December 1995 Roy CaIne
Department of Surgery

University of Cambridge Clinical School
Addenbrooke's Hospital

Cambridge
United Kingdom
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Mushrooming nursing homes

I am surprised to see such a biased and totally one-
sided view on nursing homes published in your
Journal.' Dr Pandya's letter gives the impression
that all nursing homes are bad and all nursing

home owners are greedy exploiters. We all know
that there are many good nursing homes. I, too, am
a nursing home owner and would like to point out
some of the errors in the letter.

I believe that there are many reasons for setting
up a nursing home, besides making money. In my
case, it was because I had no place to practice
surgery if I did not have my own nursing home.
The system of 'honorary attachment' had been
withdrawn. The only alternative would have been
to do general practice in spite of my being an
FRCS. If some one else had started a hospital
where I could admit and manage patients, I would
have been happy.

The problems of managing a nursing home
along with professional work can only be
understood by another nursing home owner. In the
initial days, all my professional earnings were
used to keep the nursing home going. Besides,
why should anyone feel that making a profit is a
sin? Is not earning a profit the very basis of every
enterprise? It is unfair to make the word 'profit'
synonymous with 'exploitation'.

We have about 17-19 beds in our nursing home;
enough for my wife's and my practice. How can
we admit anyone else's patients? There may be
other nursing homes catering to the practices of,
for example, three practitioners in one specialty.
Is it right to expect the nursing home to admit
surgical patients, or patients of a fourth practitioner
who may take away the beds? Besides, the nursing
home owner may not be able to provide other
facilities expected by each of the practitioners.
Our operation theatre (OT) and nursing home has
all that I, my wife and our anaesthetist need. Any
other anaesthetist would be uncomfortable in the
same theatre because he or she is used to more or
different gadgets and assistants. Similarly, another.
surgeon in our OT may feel tense and uneasy if his
or her favourite pair of scissors, clamps, or forceps
are not available.

I do not understand why a recent graduate
should not establish a nursing home. None of the
postgraduate curricula, as far as I know, include
training on the establishment of a nursing home.
There are still very few trained' hospital admin-
istrators in our country. Our local government
hospital which has over 400 beds has a resident
medical officer (RMO) who also acts as an
administrative officer. I remember that the J.J.
Group of Hospitals was also being administered
by an RMO who was only a medical graduate, a
poor substitute for a qualified administrator. He
was a frustrated doctor who could not practice
medicine.

As far as the funds required for starting a nursing
home are concerned, the income tax department
looks into the matter. It would certainly be good if
there was a periodic inspection of hospitals and
nursing homes to provide accreditation, but the
concerned authorities would generally be corrupt.
A good accreditation agency might even help to
improve our bigger hospitals. Just as there are no
instances of any nursing home -owners being
penalized, there are numerous instances of
malpractice in corporate and government hospitals
that pass unnoticed. Thus, the sordid aspects of

medical care, can be found not only in nursing
homes but also in the major hospitals and teaching
institutions.

I do not believe in the need to follow western
standards blindly to provide safe-and effective
treatment to the majority of our patients. How can
we explain our good clinical results when:

1. Hardly any surgeon scrubs his hands with sterile
water;

2. Most kidney transplant units in India do not
carry out all the tissue-matching tests used
abroad;'

3. Most orthopaedic surgeons perform internal
fixations without image intensifiers.

Even big hospitals are no models of cleanliness.
Let us stop picking on small, minimally-equipped
nursing homes as long as they give safe and
satisfactory service.

Dr Pandya is correct in pointing out that nursing
and other paramedical personnel in nursing homes
are generally unqualified. However, after being
trained by the nursing home owners, most of them
become quite proficient in their designated areas.
In Karnataka, qualified nurses have to sign a bond
to work only in government hospitals. The Hubli
nursing home owners did in fact start their own
school to provide proper academic background
and training to their nurses. However, the Nursing
Council objected to this school which ultimately
had to be closed. Fifteen years have passed and yet
there is no increase in the number of nurses
available to the private sector.

There is also a shortage of qualified anaesthesists.
Forty-five per cent of rural surgeons operate with
the help of unqualified but trained anaesthetists?
and manage primary and secondary surgical
procedures admirably.

We have trained nearly all our staff. Our OT
technician passed his SSLC after he started working
with us. He is so proficient in his work that he is
often the only assistant I have during surgery. This
state of affairs exists in many other rural nursing
homes. In fact, the Association of Rural Surgeons
ofIndia has promoted this idea of employing local
people. Recently, I came across an article where
an American surgeon explains a similar situation
in his practice in the USA.·

When we started practice in 1970, all maternity
hospitals had a nursery attached to maternity wards.
The idea was, we were told, that the tired mother
needed rest and the baby needed to be disciplined.
Our patients did not favour this separation and it
suited us well since we had no spare room for the
purpose. We have had no regrets at all with this
arrangement. Look at the present situation. In the
West it is now considered better to keep the baby
with the mother from the day of delivery in spite
of the inconveniences to the tired mother! Do we
need everything to come from the West to be
accepted? Some of the age-old practices in our
country are time-tested though not always
explicable in the language of western medicine.
That does not mean that they should be discarded.

General nursing is another example. In India it
is common to find relatives performing many of
the services that would be the nurse's work in a
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western hospital; in fact, the patients are much
more comfortable. It is possible to have a small
efficient nursing home to manage the primary and
secondary medical and surgical problems with
only the basic facilities. What is most important is
that the physician in charge must have the patient's
interests foremost.

It is good to know that the Centre for Enquiry
into Health and Allied Themes (CEHA T) has been
started. I am surprised that they are finalizing the
guidelines based only on their small study at the
Kalina campus on 23 April 1995. It would have
been better if they had sent questionnaires to
different parts of the country. It may be unwise to
consider that the standards and practices accepted
in Bombay will be accepted allover the country.

23 November 1995 R. D. Prabhu
Shree Dutta Hospital

Tilaknagar
Shimoga

Karnataka
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Dr Pandya's reply

Dr Gogia' points out that 70% of medical care is
provided by the private sector. It is precisely
because such large numbers of patients are being
treated in nursing homes and private hospitals that
the need to regulate their function arises. It is
imperative that uniform standards are set up in this
country, which include minimum requirements
that must be fulfilled before such homes and
hospitals can be permitted to operate. On the one
hand, we have establishments that are nursing
homes in name only, and on the other are those
providing excellent services.

DrGogia's argument that nursing homes provide
employment to thousands of doctors does not
make the need for excellent patient care any the
less important. On the contrary, it makes it all the
more necessary for the employers of these
thousands of doctors to ensure that they function
efficiently and provide medical attention of the
highest quality to their patients. If a surgeon
performs poorly in a nursing home, the same strict
action should be taken against him as would be the
case in larger centres. Indeed, since smaller units
such as nursing homes do not facilitate interaction
between a range of consultants, resident doctors
and students, it is all the more important to adhere
to standards.

Since most nursing homes maintain no records
and there is no access to data on the degree of

satisfaction gained by patients attending them,
Dr Gogia needs to substantiate his conclusion that
'most patients treated in nursing homes get better'.

Dr Prabhu! refers to the problems faced by those
setting up nursing homes. The present situation,
where corruption is almost the rule and the
enforcement of law feeble, worsens the lot of the
owners of nursing homes. This, however, cannot
be an excuse for practising poor medicine under
substandard conditions. It should, instead, prompt
owners of nursing homes throughout the country
to form a group that can force the authorities to
improve conditions. Such a move will be
meaningful only when they can show proof of
their own excellence and high standards, which is
difficult at present.

The making of profit is not a sin except when it
is at the expense of the sick and dying and when,
instead of improving their health, doctors and
those running nursing homes deprive them oftheir
meagre holdings and send them on to public
hospitals in a moribund state. No one would object
if the doctor or the owner of a nursing home made
a profit after providing services of the highest
quality. Admission policies to nursing homes
should and must be decided by those setting them
up but should be publicly stated and adhered to
without exception. The report on the meeting in
Bombay merely quoted the complaint made by a
consultant paediatrician at the meeting about the
difficulties he faced in getting his patients admitted
to a nursing home after he had protested against its
unethical practices.

Who should be permitted to set up a nursing
home? What minimum standards should be met
before such a nursing home can be permitted?
What should be the pattern as regards staff? Should
each nursing home be permitted to train its own
staff or should there be regional training centres
for attendants and other staff at nursing homes?
What should be the mechanisms for reviewing the
work done in nursing homes and how can we
ensure that such reviews and continuation or
withholding of accreditation can be achieved
without corruption? All these and other questions
can be resolved only after a nationwide debate
involving owners of nursing homes, other experts
in the fields of medicine, accounting, law,
architecture as well as the society at large.

The meeting organized by CEHAT in Bombay
was merely the first step in initiating such a
debate. We hope that Drs Prabhu and Gogia and
the many others who own, run and work in nursing
homes will come forward to participate in
discussions that will help improve the lot of
patients.

Attempts to streamline the functioning of nursing
homes do not, in any way, minimize the need to
improve and streamline public and private
hospitals. Both tasks are vital to the well-being of
the sick and both deserve urgent attention.

24 December 1995 Sunil K. Pandya
K,E,M. Hospital

Parel
Bombay

Maharashtra
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Reply to Dr Ritu Priya

This is in reply to Dr Ritu Priya' s allegations, I did
not advocate 'stigmatization against any individual
or group'.':" This rather dogmatic sentence crept
into my letter for reasons unknown to me. I What
I did say in response to Dr Ritu Priya' s article] was
that HIV is transmitted in homosexual men and
professional blood donors in India, based on the
studies carried out in my laboratory."

The homosexual men included in our study
were indeed highly promiscuous and gave a history
of changing partners two or three times a week.
We have a copy of the unpublished raw data
collected by my colleagues in Bombay. Of course,
I am not suggesting that every homosexual man in
India is promiscuous. As far as Dr Ritu Priya's
suggestion that a group of 'heterosexual men with
STD' should have been included in our study, I
wonder if a more appropriate control group would
have been homosexual men without a history of
SID or promiscuity. However, because of the
inherent reluctance to acknowledge homosexuality
in India, it was not possible. The objective of our
study was to investigate if we really have a problem
of HIV transmission in homosexual men in India.

I would like to draw attention to the published
reports' .•which clearly indicate that in India trans-
mission of HIV does occur in homosexual men
and by transfusion of blood and blood products.

About our report on the presence of HIV
antibodies in professional blood donors, I did send
acopy of our article to Dr Ritu Priyaandresponded
to her letter, when I visited the National Institute
of Virology briefly in June last year. However,
while the antibody to HIV in voluntary donors is
either non-existent' or very low,' the same in a
group of professional blood donors' was alarmingly
high. Again, these subjects gave a history of
exposure. The report" from the National AIDS
Control Organization (NACO) that Dr Priyaquotes
in her letter, stating that.'NACO too has stopped
the emphasis on professional blood donors and
homosexual men as high risk groups', is surprising
because the report suggesting that HIV trans-
mission in India does take place by transfusion,
was also compiled by the NACO.~ It showed that
the major route of transmission of HIV in India is
heterosexual but transmission through transfusion
also exists. It was mentioned that we still have to
depend on professional blood donors to meet the
requirement of blood for transfusion.! Dr Priya's
contention that the 'obvious reasons of post-trans-
fusional transmission of HIV is (contaminated)
needles at blood banks or (haematological
laboratories), for testing haemoglobin levels and
drawing blood' is certainly a possibility but it has
been shown that the transmission of HIV through
contaminated needles is low compared to sexual
transmission.'

Finally, I am neither advocating stigmatizing of
any particular group or blaming any individual or
group for transmission of HIV in India. But we
cannot ignore scientific findings. Also, we cannot
afford to deny that we have a real problem of HIV
infection and AIDS in India.

3 January 1996 J. Nandi
Department of Virology

University College London Medical School
London

United Kingdom
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Medical Council of India

I believe that if the Medical Council of India
(MCI) had done its job properly the medical scene
of the country would not have been one of total
chaos and anarchy. Had the MCI taken action
'against negligent doctors the draconian Consumer
Protection Act (CPA) would not have been
necessary. Because of the CPA, non-medical
persons are pronouncing judgment on medical
matters. Why is medical administration in the
hands of non-medical men, and why are we their
puppets? Simply because of the MCI.

The MCI seems to be completely under
govemment control. The establishment of half-
baked private medical colleges is aglaring example
of this complete surrender to ruling powers. Is the
MCI not aware that an MD (radiodiagnosis) is
being awarded by colleges which do not have
facilities for conventional radiology, because most
of the X-ray machines are not functioning or X-ray
plates are out of stock. There are, of course, no
facilities for ultrasonography, computerized
tomography arid magnetic resonance imaging.
Most state medical colleges are awarding this
degree without any modem imaging equipment.
We have all become either fatalistic or so
complacent that we are not concerned about the
future of medicine in India.

20 November 1995 Atul K. Agarwal
Northern Railway Hospital

Charbagh
Lucknow

Uttar Pradesh
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Are clinical skills redundant?

Medicine today is a marriage of high technology
and clinical art. A clinical diagnosis can often be
made after a careful history and a competent
physical examination. Having made a diagnosis,
the doctor must then ask: What more do I need to
know? What is the most appropriate test? What
will it tell me? Is it safe? Failure to proceed in this
way leads to a burgeoning of investigations.

Over a hundred years ago, Anstie commented
that the sphygmograph should be 'used in
conjunction with the strictest and most diligent
observance of other means of clinical research'.'
Uncritical dependence on results from mechanical
aids and measuring devices can be dangerous.'

A warning in this regard appeared in the house
magazine of the American College of Physicians:
'an intern is working at a big city teaching hospital.
He is called to see an elderly man with dyspnoea.
The patient begins to tell his story. At first, the
intern appears to be taking notes; as we look more
closely we see that he is entering key words into a
portable computer. Instead of examining the old
man, the intern touches various parts of the body
with a probe and records physical data, an
electrocardiogram and a set of diagnostic images.
Later, the intern loads the data into a computer
terminal at the nursing station. Seconds later, the
computer tells him that the patient has pneumonia.' J

Many would argue that this would be the way for
the future, but what would happen when there is
computer failure or a power breakdown?

Given our limiied financial resources and
infrastructural constraints, judicious use of high
technology is imperative. The problem is urgent
because as technology becomes more complex,
more basic skills are needed which will be difficult
to restore once they are lost.

If periodic assessments of competence to practice
are to be introduced these should include an
assessment of clinical skills as well as knowledge
of the latest advances in diagnosis and treatment'

A common complaint heard in our hospitals,
especially referral centres and 'institutes of
excellence', is that the doctor on duty did not
spend. adequate time communicating with the
patient. We must heed the desperate voice of the
patient trapped in technology crying 'speak to me'
and not just stick to various algorithms and time-
tested formulae.

25 December 1995 Ravi Mehrotra
Department of Pathology
M.L.N. Medical College

Allahabad
Uttar Pradesh
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Chronic ulcerative gingivo-stomatitis
due to Corynebacterium ulcerance

Infection due to Corynebacterium ulcerance
presents as acute pharyngitis with the formation of
a pseudomembrane at the site of infection.' We
report here a patient with chronic ulcerative
gingivo-stomatitis due to C. uicerance.

A 21-year-old female presented with a 3-month
history of chronic ulcerative gingivo-stomatitis.
On examination, ulcers covered with grayish white
exudate forming a pseudomembrane were seen on
the tonsils, pharyngeal walls, and the inner sides
of both upper and lower lips involving her gums.
Direct smears stained both by Gram's and Albert's
staining methods showed organisms suggestive of
coryneforms. A swab rubbed over the pseudo-
membrane was cultured on blood agar, Loeffler's
serum slope and blood potassium tellurite medium.
The growth was identified as C. ulcerance on
colony morphology and biochemical characters.
The strain isolated was found to be haemolytic and
was urease positive.'

She was not suspected to have a bacterial
infection and so not investigated for this. She was
thought to have vitamin deficiency and subse-
quently candidiasis, so she was given vitamins
and local antifungal agents to which she did not
respond for three months. When the lesion was
proved to be due to C. ulcerance she was given
erythrornycinx-cthe antibiotic of choice for
treating the infection-to which she responded
dramatically within five days.
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