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epidemics of IE, dengue fever and Chikungunya fever in different
parts of the country were some of the important areas of his
research.
The Vector Control Research Centre, Pondicherry under Dr

Dhanda's leadership has recorded an unprecedented growth in
research activities particularly in lymphatic filariasis for which
the World Health Organization provided funds. Field trials for the
use of ivermectin, a new antifilarial drug, rapid assessment
procedure for the estimation of filaria prevalence, the socio-
economic impact of filariasis and the use of DNA probes for the
early diagnosis of filariasis were some of the major projects
initiated by him.
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Apart from being a distinguished scientist, Dr Dhanda en-
deared himself to one and all by his affable manners, extreme
humility and remarkably cool temperament. A strict disciplinar-
ian, he had immense concern for others, respected and encouraged
junior colleagues and had a unique sense of humour. His towering
personality left a lasting impression on all those who came in
contact with him. In his death, the scientific fraternity of India as
awhole and the community of medical entomologists in particular
have become poorer. He left behind his wife, a son and a daughter
and a host of admirers who remember him with reverence.

R. LALL

Vector Control Research Centre
Pondicherry

Guidelines-A means for empowering the lay person
and the judiciary

INTRODUCTION
As medical specialties multiply, it becomes increasingly difficult
for an expert in an unrelated field to decide upon who is or is not
qualified to offer a competent opinion on diagnosis and therapy,
perform diagnostic procedures or surgery. The problem is espe-
cially complex when recommended measures carry high risks of
morbidity and mortality.
It is unfair to the public to have unleashed upon it persons

claiming to be experts in procedures such as coronary angioplasty
and endoscopic surgery merely on the strength of having attended
an hour-long demonstration or a day-long course. Instead of
having the procedure carried out by one who has laboured to
master it through experiments on cadavers and animals before
turning to humans, the patient is made an unknowing guinea pig
of a novice. The memory of a surgeon in Mumbai who was asked
to treat a patient's haemorrhoids and went on to remove the gall
bladder through an endoscope with fatal consequences is fresh in
many minds.

TRADITION
Our universities have traditionally offered certified training
programmes, ensured that the curriculum for each course is at par
with the best anywhere in the world, ascertained that institutions
were recognized to conduct such courses only after meeting
rigorous criteria for excellence and, at the end of each course,
evaluated trainees to ensure that they had absorbed the prescribed
minimum in terms of knowledge and expertise. Candidates show-
ing a high degree of proficiency were provided certificates deem-
ing them fit to practice in that branch of medicine. Overseeing the

activities of all universities were the central and state medical
councils. They, in turn, ensured that universities were performing
their tasks conscientiously.

FAILURE OF TRADITIONAL MEASURES
Standards adopted by the councils and universities have shown a
steady deterioration. The causes are many and need not be
discussed here. Suffice it to say that as a consequence of their
dereliction of duties, the lay person not privy to inside information
finds it very difficult to separate the expert from one who claims.
without basis, to be one.
Since we deal with human lives and now have available a wide

range of double-edged treatment modalities, it has become neces-
sary to enable an interested individual to differentiate between an
expert and a 'quack'.

A TIME-TESTED METIIOD FOR EVALUATING AN
'EXPERT'
One tried-and-tested method is that of guidelines. National and
international associations of doctors belonging to each specialty
offer criteria that must be fulfilled before an individual can claim
expertise in that field. These guidelines help individuals, groups
and institutions to evaluate the credentials of any claimant and
verify whether or not he meets the requirements.
It is also possible and necessary to lay down mandatory tests

for specified illnesses, indications for tests that are potentially
hazardous or are very expensi ve and nationally approved forms of
therapies. The management of tuberculosis, myocardial ischaemia
and end-stage renal failure are some examples.
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Public announcement of such guidelines empowers the lay
person and expert alike. Such guidelines, revised from time to
time, also assist in upgrading standards. As advanced techni-
ques--often associated with greater hazards-become available,
guidelines ensure that only those in the field who have continued
to make headway in their own education and have striven to
acquire the newer skills are permitted to practice these techniques.
Equally important, such guidelines also serve the courts-

those catering to consumers, civil courts and those dealing with
crime. Finally, guidelines enable assessment of the manner in
which medical councils and universities are going about their
appointed tasks.
Since most technical advances are imported into India, it

behoves us to study guidelines drawn up in the country of origin
and other western countries. We can build on them to acquire
relevance in this country.
We need such guidelines in every branch of medicine. Our

national associations and societies representing the specialties
and those representing the general population of doctors must put
together clear, definitive and incisive guidelines on who is quali-
fied to practice, the expertise needed before an individual can be
termed a specialist and the training and personal experience
necessary before a doctor can undertake highly specialized forms
of tests or treatment, especially when these have built-in hazards
to the patient.
I provide an example of such guidelines drawn from the

neurological sciences. These were produced after several sessions
of brainstorming within the Neurological Society of India-the
national body representing those working in this field. The
guidelines were finally presented to the general body of the
society and unanimously ratified.

GUIDELINES FOR NEUROSURGICAL TRAINING OF THE
NEUROLOGICAL SOCIETY OF INDIA, DECEMBER 19861
(with editorial changes)
Aim of training
To equip the student with knowledge, skills and attitudes neces-
sary to function as an independent clinician, consultant and junior
teacher and to continue research in the chosen field.

Objectives
- Acquaintance with current literature on relevant aspects of
basic, investigative and clinical neurosciences.

- The acquisition of performance skills and ability to interpret
findings of relevant tests.

- Ability to make adiagnosis, plan tests and treat neurosurgically
treatable illnesses by relevant current techniques.

- Acquaintance with allied and general clinical disciplines to
ensure appropriate and timely referral.

- Ability to teach the subject to juniors.
- Ability to identify areas where research is needed, frame and
carry out research protocols in neurosurgery.

- Awareness of one's limitations.

Training programme
Training must be on a full-time basis in a residency programme.
Minimum requirements for a training unit in neurosurgery are:
The existence of a separate department with 30 beds and an out-
patient clinic where at least 1000 patients attend each year. The
department must be a part of a well-equipped general hospital
with casualty services and investigative facilities, well-equipped
departments of biochemistry, pathology, microbiology, neurol-
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ogy, ophthalmology, otorhinolaryngology, general medicine,
general surgery, paediatrics, behavioural sciences and forensic
medicine. The radiology department must be able to provide all
the necessary facilities and should be equipped with a skull X-ray
unit, myelography unit, image intensifiers and facilities for selec-
tive angiography. Facilities for interventional neuroradiology,
DSA, CT, MRI and ultrasonography are desirable. The availabil-
ity of two neuroradiologists is desirable. The department of
anaesthesiology must be able to provide all necessary facilities.
The availability of two trained neuro-anaesthetists is desirable.
There must be a separate operation theatre dedicated to neuro-

surgery with all the equipment needed for surgery on the skull,
spine, brain, spinal cord and peripheral nerves. An operating
microscope, bipolar coagulation unit, microsurgery instruments,
monitors and an X-ray unit with an image intensifier are essential.
A neurosurgery intensive care unit with at least three beds, a
faculty of three teachers, at least one of whom must be a teacher
recognized by the university are mandatory. For every recognized
teacher one candidate can be registered for training every year
subject to a maximum of one trainee for every four indoor
patients.

Criteria for eligibility to the neurosurgery training programme
leading to the MCh degree
MB,BS for the course with a duration of 5 years.
MS (General Surgery) for the course with a duration of 3 years.

Minimum rotation schedule of trainees outside the
neurosurgery department
Department of Neurology 12 weeks (8 weeks in first

year, 4 weeks in final year)
4 weeks
52 weeks (for 5-year course)
6 weeks

Department of Neuropathology
Department of General Surgery
Visits to other departments of
neurosurgery within India

Elective posting in allied branches 6 weeks
(The document also provides details on the training to be given

to each student in neuroradiology, clinical neurophysiology,
neuropathology, neurobiochemistry, immunology and neuro-
anaesthesia. )

Essential prerequisites for permitting the candidate to appear
for the MCh examination in neurosurgery
Properly indexed log book of work done, rotation schedule out-
side the neurosurgery department and internal assessment. One
paper of a standard that would merit publication in Neurology
India. One laboratory or research project of a standard that would
merit publication in Neurology India.

Evaluationfor MCh neurosurgery
Internal assessment (weightage 25%): To be carried out inde-

pendently by all teachers in the department of neurosurgery and
in those departments through which the candidate has rotated. The
results must be entered in the candidate's log book using a
standard marking system. The course director must note his final
evaluation.

Theory question papers (weightage 25%): Marks to be equally
distributed among all papers.
A. For the five-year course
Part I. One paper after 18 months. Topic covered: principles
and practice of general surgery.
Part II. One paper after 36 months. Topic covered: basic.
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Part Ill. Two papers after 60 months. Topics covered: clinical
neurosurgical practice including neurology, neuroradiology
and neuropathology.

B. For the three-year course
Part I. At the end of 18 months. Topics as in Part II for 5-year
course.
Part II. At the end of 36 months. Topics as in Part III for 5-year
course.

The patterns of questions and weightage is: Essay type 20%, short
notes 30% and multiple choice questions 50%.

Practical examinations (weightage 50%): The marks would
be distributed as follows: clinical 34%, operation performed by
candidate 33%, and radiology, pathology, viva voce 33%.
The document also provides details on the system to be used

in evaluating each candidate's performance.

WORLD FEDERATION OF NEUROLOGICAL SOCIETIES'
GUIDELINES FOR THE DEVELOPMENT OF
DEPARTMENTS OF NEUROSURGERy2
I. Departments should be hospital-based with designated neuro-
surgical beds.

2. Departments should be in an institution with other related
disciplines so that appropriate consultative services are
available: medicine, surgery, paediatrics, pathology, radiology,
obstetrics-gynaecology, ophthalmology, otolaryngology,
orthopaedics, anaesthesiology and neurology.

3. Radiology should have facilities for (a) angiography, (b) CT or
MRI or pneumoencephalography, (c) myelography.

4. Departments should have access to a critical care unit.
5. Operating rooms should be equipped with: (a) operating table;
(b) unipolar and bipolar coagulating instruments; (c) general
neurosurgical instruments; (d) microsurgical instruments;
(e) magnification (operating microscope); (f) head holder.

6. Nurses trained in neurosurgical nursing on inpatient units and
in the operating room.
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7. Access to library with current texts andjoumals to provide the
best in patient care.

8. Neurophysiological diagnositcequipment: EEG, EMG, evoked
potentials, intracranial pressure monitoring.

SUMMARY
We need national guidelines covering all branches of medicine.
These must encompass the qualities and qualifications necessary
as prerequisites for an individual undertaking study towards
proficiency in any branch. They must also cover the curriculum,
course material and methods of evaluation. Finally, they must
include methods for re-certification at intervals on the basis of
prescribed continuing medical education programmes.
Similar guidelines are also needed to ensure that novel inves-

tigative and therapeutic measures, especially those associated
with a certain risk are carried out only by thoroughly trained and
fully competent individuals.
It is possible that other professional associations have already

issued similar guidelines. If so, we could collate these and do our
best to ensure that they become public knowledge.
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ADVERTISEMENT

Centre for Liver and Digestive Disorders and The Scottish Liver Transplant Unit,
Royal Infirmary of Edinburgh NHS Trust

Diploma in Hepatology
Application for a Diploma in Hepatology Course starting in January 1997 are now invited. This
course of Iyear will include lectures, modular tutorials, practical demonstrations, teaching ward
rounds, research/audit exposure and a clinical or laboratory-based research project. This course
is aimed to provide detailed training in clinical hepatology. Amaximum of 8 places are avai lable.
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