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Although the quality of most Indian medical journals could do
with improvement, there are certainly a lot of them covering a
wide range of subjects. There is even an Indian Journal of
Gerontology (published quarterly, C 207, Arvind Marg, Tilak
Nagar, Jaipur 302 004, annual subscription Rs 150). One recent
issue has an interesting article entitled 'Retirement and aging:
Leisure activities and health ailments' (1997;11 :28-35) which
starts with an apt quote from Mark Twain: 'Age is a thing of mind
over matter. If you don't mind it don't matter.' The authors, Priya
Kanwar and N. K. Chadha, from the Department of Psychology,
Delhi University studied 135 individuals who were retiring within
3-4 years, had retired within the last year or had been retired for
more than 2 years. They found the main leisure activities for
approximately 60% were going to see films or watching televi-
sion, taking morning and evening walks and reading. Up to 48%
of them were looking after their children and grandchildren. Their
main health problems were physical and related to impairment of
vision and high blood pressure. These findings are an endorse-
ment ofthe close Indian family structure because a similar study
from the USA showed that health problems in the elderly were
emotional-loneliness, depression, boredom and alcoholism. This
is the kind of information that should be provided to our young
doctors who are so keen on settling abroad.

There is a ratherfrightening story in the New Yorker(Nov 24,1997;
90-105) about a Dr Michael Swango, a 43-year-old doctor from
Quincy, Illinois who was convicted of poisoning many of his

I colleagues with arsenic by adding insecticide to their drinks and
also suspected of killing many patients in the intensive care units
of at least five different hospitals by giving them intravenous
injections of muscle relaxants or stuffing pieces of gauze down
their tracheostomy tubes. Yet hospitals all over the USA as well
as Zimbabwe (where he went to evade investigation) employed
him without verifying his credentials. The main reason he was not
found out earlier seems that whenever he was discovered to be
'abnormal' the first action was to get him out of town rather than
to report him. The lawyers involved in the prosecution are angry
that doctors consider themselves part of a close circle and are so
reluctant to take action against one of their own kind. It surprises
us that such a doctor continued to practice in the USA where the
controls on the profession are so much more strict than in India.
What would have happened if Dr Swango chose to work here!

To provide incentives to consultants in the National Health
Service (NHS) of the United Kingdom, all of whom had lifelong
tenure and are paid the same salary, the government in 1948
instituted a system of 'distinction' awards. This is a pension-
able salary enhancement of £23 000 to £54 000 a year (Rs 15-35
lakhs) to reward those who have received wide recognition in
their specialty. The recommendations are made by an Advisory
Committee which receives nominations from the Royal Colleges,
Research Councils and regional committees. They assess whether
a candidate has achieved national or international recognition,
been active in research, reviewed papers, published books, edited
journals or contributed to the broader aspects of the NHS. A study
in the BMJby Esmail and Everington (1998;316:193-4) found
that although 14% of NHS consultants are non-white, only 5%
receive distinction awards indicating that they are being discrimi-
nated against. However, an editorial in the same issue of the
journal states that the figures are almost identical for female
consultants (5.7% women hold an award compared to 14.5% of
men), and vary greatly with specialties-20% of the consultants

in the attractive and more competitive branches such as general
medicine hold awards while only 10% of geriatricians and psy-
chiatrists have them. The explanation why non-whites hold fewer
awards may be because they are generally younger than whites
and have not yet had the time to excel. We do not deny that there
is discrimination in many departments of the NHS but what is
heartening is how it is exposed by careful studies as well as
acceptance and publication of such articles by major journals. It
seems to us very unlikely that such a system of incentives would
ever work in India although it is badly needed by the poorly paid
public sector consultants. As with appointments and promotions,
the Health Minister's 'well-wishers' would pick up all the awards.
Such a careful and objective study would surely be unnecessary.

There is an attractive monthly publication for laypersons called
Health Update being brought out by the Society for Health
Education and Learning Packages. ,What is unique about it is
that it focuses on a single disease and then discusses its
causes, clinical features, diagnosis and management in differ-
ent systems of medicine such as Allopathy, Ayurveda, Homoeo-
pathy, etc. Great pains have been taken to make the language
of the expert contributors understandable to the non-medical
reader and the editing, printing and especially the illustrations
are of the highest standard. A list is provided on the last page
of all the technical terms used with their definitions as well as
suggestions for further reading. A recent issue discussed pyo-
derma for which it seems that nature cure includes fasting for
three days with fruit juices as well as a salt-free diet to remove
the 'poisons'. The publication costs Rs 300 per year and can
be obtained from HELP, D-31 Defence Colony, New Delhi.

The more things change the more they remain the same. A report
by the Steering Committee of the National Audit of Acute Upper
Gastrointestinal Haemorrhage (Gut 1997;41 :606-11) assessed
the changes in practice and outcome in acute upper gastrointesti-
nal haemorrhage (UGIH) after national guidelines on its manage-
ment were circulated to 45 British hospitals. More than 3000
patients were studied and the guidelines included doing endoscopy
within 24 hours of admission, performing endoscopic haemostatic
therapy when indicated, monitoring the central venous pressure in
selected cases and management in a high dependency unit by a
team of physicians and surgeons. Although 91% of the hospitals
followed these guidelines, the mortality was 13.4% before they
did so and 14.4% afterwards. The group found the 'inability to
demonstrate an improvement in mortality disappointing' and
attributed this partly to the fact that the number of 'preventable'
deaths was small, meaning therefore that medical treatment did
not influence the outcome. Schiller et at. in 1970 also showed that
the mortality of UGIH had not changed in Oxford over the
previous 15 years, i.e. between 1955 and 1970, in spite ofthe so-
called advances in diagnosis and management that had taken
place. They also found it to be in the region of 14%. All this makes
us wonder whether setting up steering groups for certain diseases
and producing guidelines do patients any good at all. How does
this relate to other conditions? For instance, have the 'advances'
in early detection, diagnosis, surgery, chemotherapy and radio-
therapy made any difference to the mortality rates from colon
cancer? Doctors have become too rigid in their approach to
disease management. We need some lateral thinking which can be
provided perhaps by management consultants.
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