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The future success of the health care system is also related to
the ratio of the population to teams of physicians. Before the
1991-96 war, this ratio reached international standards in some
segments, but changed considerably during and after the war due
to personnel moving to other countries, as well as total/partial
destruction of health care facilities and equipment. Domestic
sources and international aid will provide the means for rebuild-
ing medical facilities and procuring technical equipment, but
filling the shortage of health workers will be more difficult.'?
Therefore, in 1997, the Mostar University School of Medicine
was established, enrolling 45 students each year. There is also a
plan to found other university schools of biomedical sciences
such as dentistry, pharmacy, higher medical schools, and post-
graduate institutes. Federal health programmes, IS in accordance
with the strategic plans of the health care system of the Federation
of BH, support the development of three clinical hospital centres
with the development of university schools of medicine in Mostar,
Tuzla, and Sarajevos=-each of them covering a population of
800000 inhabitants. The curriculum of the newly established
Mostar University School of Medicine is substantially public
health oriented. Also, there is an obligatory subject on the basics
of medical research work and writing. Such an orientation needs
to be maintained.

ACKNOWLEDGEMENTS
We are indebted to Drs Ana and Matko Marusic who encouraged us to write
this letter and helped us in all phases of its preparation,

REFERENCES
Dayton Peace Agreement, Peace talks, Wright Patterson Air Force Base, Dayton
Ohio, 1-21 November 1995, In:CroatianMostar: Predsjednicko Vijece i Zastupnicki
dom Hrvatske Republike Herceg-Bosne. Dee 1995.

2 Smajkic A. Zdravstveno-socijalne posljedice rata u BiR Sarajevo: Svjetlost i
Federalni zavod za zdravstvenu zastitu BiH; 1997.

Letter from Mumbai

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 12, NO.4, 1999

Martinovic M. Destruction ofMostar Medical Center during 1992 Serbian aggression.
Croatian Med J 1994;35:56--8,

4 WHO-Ured za BiH. lzvjesce 0 ratnim stetama na infrastrukturi i objektima
primarne zdravstvene zastite u Federaciji BiR Sarajevo: Ured, 1997,
Sarac I, Bagaric I, Oreskovic S, Reamy J, Simunovic VJ, Lang S. Physician require-
ments for the Croat population in Bosnia and Herzegovina. Croatian Med J 1997;
38:83-7.

6 Ljubic B, Hrabac B. Priority setting and scarce resources: Case of the Federation of
Bosnia and Herzegovina. Croatian Med J 1998;39:276--80.

7 Medjuzupanijski zavod BiH. Yitalno-statisticki pokazatelji spostotkommigracijskog
pucanstva za opcine i zupanije u hrvatskim teritorijalno-politickim jedinicama
Federacije BiH u 1996. Godini. Mostar:Zavod, 1997.

8 Horton R. Croatia and Bosnia: The imprints of war-II. Restoration. Lancet 1999;
353:2223-8.

9 Gottstein U. International Physicians for the Prevention of Nuclear War (lPPNW)
delegate visit to the hospitals in Split, West Mostar and East Mostar, 1993. Croatian
Med J 1994;35:55-6,

10 Bradaric N, Smoljanovic M, Pavic S, Ivic I, Kalajdzoc M. Epidemiological and
clinical characteristics of a typhoid fever outbreak in the Lasva valley, central
Bosnia. Croatian Med J 1994;35: 177-82.

11 Van Rooyen MJ. International medical response to war in Bosnia and Herzegovina.
Croatian Med J 19.96;37:217-19.

12 Atias-Nikolov V, Saric V, Kovac T, Frankovic E, Mrsic V; Lukac J,et 01. Organiza-
tion and work of the war hospital in Sturba near the town of Livno, Bosnia and
Herzegovina. Milit Med 1995;160:62-9.

13 Marusic A, Marusic M, Lang S. White road for Nova Bila and Silver Bosnia: A
chronology of the humanitarian convoy. Croatian Med J 1994;34:3-7.

14 Medjuzupanijski zavod BiH. lzvjesce 0 broju medicinskog osobija no podrucju
hrvatskih politicko teritorijalnih=jedinica Federacije BiH. Mostar:Zavod, 1998.

15 Ljubic B, Hrabac B, Rebac Z. Reform of health insurance in the Federation of
Bosnia and Herzegovina. Croatian Med J 1999;40:160--5.

16 Zastupnicki dom Federacije BiH. Zakon 0 zdravstvenoj zastiti. Sluzbene novine
Federacije BiH 1997;29:605-25.

17 Ivankovic A, Rebac Z. Financing of dental health care in the Federation of Bosnia
and Herzegovina. Croatian Med J 1999;40:166--75.

ANTE IV ANKOVIC

FILIP CULO
Stipe Oreskovic Mostar University Hospital

and School of Medicine
Mostar

Bosnia and Herzegovina

ELECTIONS TO THE MAHARASHTRA MEDICAL
COUNCIL 1999
Introduction
The Maharashtra Medical Council (MMC) is a statutory body set
up by an Act of the State Legislative Assembly. It is expected to
perform, within this state, all that is expected nationally of the
Medical Council of India (MCI) or of the General Medical
Council (GMC) in Great Britain. In particular, it is expected to
ensure that medical education and practice in the state are of the
highest standards, In the era prior to 15 August 1947, the Council
was held in great respect. Its members were upright citizens and
represented the best in the medical profession. The high reputa-
tion of the medical colleges and hospitals and medical practice in
the Bombay Presidency were, in no small measure, due to the
influence exerted by the Council.

Over the past five decades, we have been witness to a progres-
sive decline in medical education and the care of sick patients.
This is especially true of hospitals and clinics intended to serve the

very poor. Barring the odd exception, there has been an alarming
deterioration of standards. Nowhere is this more obvious than in
the manner in which doctors treat patients. Ethical medical
practice is now a rarity. Unethical practices are rampant. As a
consequence, the patients get a raw deal.

Where does the ill-treated patient turn to for redressal? The
answer is at once demoralizing and pathetic. There is no help for
such an individual.

The courts are clogged. Associations of doctors are unwilling
to enter this field. The MMC, who should by statutory responsi-
bility be standing by to help such a person, has shown by its record
that it is both ineffective and hopeless. The recent elections to the
Council provide one more example of the manner in which the
Government of Maharashtra and the MMC view the role and
functions of the Council.

Elections to the Maharashtra Medical Council
The Council consists of twenty-two members. For obvious rea-
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sons, the state government has ensured that only nine of these are
elected. The government and agencies under its control nominate
the rest. Elections for the nine seats are to be held every five years.
This is not always the case. The last election was held in 1992-93,
after a lapse of over seven years.

Candidates are elected to these nine seats through a postal
ballot. Such a ballot requires an up-to-date list of registered
medical practitioners within the state who form the electorate. The
Council does not possess such a list. The currently available list
which was also used during the elections in 1992-93 is outdated.
It includes the names and addresses of doctors in Maharashtra
who have died or have moved out of the state or country. It lacks
the names and addresses of several that have been registered with
the Council and are currently practising in the state.

When queried, officials of the Council plead lack of funds for
sending out questionnaires and updating the register. The conse-
quences of such errors of commission and omission are evident.
With reference to the election, such a list ensures that a number of
ballot papers reach addresses where there is no qualified voter
whilst several legitimate voters are deprived of their right to cast
the ballot.

In 1992-93, I, along with eight other colleagues, contested the
election. We witnessed several malpractices by the Council and
by candidates who were ultimately elected to the Council. In
particular, reporters from dailies such as The Times of India
published unchallenged accounts of how thousands of votes were
delivered in bundles by individuals. One successful candidate
stated in public that he saw nothing wrong in his going around and
collecting blank ballot papers as he was doing a public service by
ensuring that these papers were not discarded by doctors into their
wastepaper baskets. The benefits derived by him from trade in
these blank papers (I'll put crosses against your name on the
papers I have if you'll do the same for me on the papers you have
collected) were, presumably, incidental and not to be considered.

A petition filed with the health minister was heard without our
being invited to present our side of the case-it was rejected.
Appeals against this order, filed with the Lok Ayukta and the High
Court, have yet to be heard and decided.

For the April 1999 election, the notification for a fresh election
was published in selected newspapers. No intimation was sent
individually to each registered medical practitioner in the state.
As a consequence, there were many who were unaware of the
impending election when the last date for filing nominations
approached.

A group of concerned doctors filed a petition with the Court in
the second week of June 1999, highlighting the malpractice
during the election in 1992-93 and praying for steps to ensure that
these did not recur. As the MMC sent out ballot papers this year,
further abnormalities came to light. Several doctors received
empty envelopes, devoid of ballot papers. Others received mul-
tiple ballot papers with varying registration numbers. In some
areas, neither envelopes nor ballot papers from the Council
reached the doctors, raising the suspicion that these had been
hijacked. The Court was provided evidence of these happenings.

At the request of the petitioners, the Court appointed a Deputy
Secretary in the Ministry of Health, Government of Maharashtra
(Mr Bagul), as an observer representing the Court, to oversee the
election process.

The Council displayed considerable ingenuity in dealing with
the Court's decision. The method for counting votes was changed
from manual counts to counting on computer and then, finally,
again to manual counts.
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The venue was changed from the premises of the Council to
St. George's Hospital. The timings for counting were such as to
ensure that few observers would find it convenient. Mr Bagul has
recorded the issuing of ballot papers in bulk by the officers at the
Council and the acceptance of ballot papers in bulk by them. He
ordered the Registrar ofthe Council, the Returning Officer for this
election to verify the signatures on the envelopes containing the
ballot papers returned to the Council to ensure that there were no
forgeries. The Registrar refused to comply with this order.

The Registrar has formulated a list of elected candidates. The
names included in this list deserve scrutiny, especially with
reference to their track records and probity.

The case filed in Court was last heard in the second week of
August and the judge is reported to have indicated that the entire
election process has been vitiated. He was inclined to cancel the
election and appoint an administrator. The lawyer for the Council
then argued that the Council had no funds for a re-election. The
lawyer for the petitioners has argued that the Council can easily
raise the required funds by recovering the overdue fees for
renewal of registration from a large number of doctors. The case
will now come up for hearing on 14 September.

A faulty system
The MMC announces its election in selected newspapers that do
not form part of the mainstream press. It is so much simpler to send
the notification to each and every doctor on its rolls. Of course, in
order to do this, it must have a constantly updated register!

Candidates are expected to announce themselves to the elec-
torate. In order to do so, they must, of necessity, incur consider-
able expense. There are over 75 000 voters in the state. A single
letter sent by a candidate to each voter entails the expenditure of
at least Rs 300000. During the present election, several candi-
dates sent three to four such letters to each voter. How can such
expense by individual candidates be justified? What will they
need to do to recover their investment? Contrast this with the
system followed by the GMC in Britain. Each candidate filing his
nomination to stand for election must, at the same time, submit a
brief resume of his career. The Council transmits the resumes of
all candidates along with the ballot paper to each voter. Individual
canvassing is frowned upon. Since the postal ballot in Maharashtra
has been proven to be open to misuse, the Council would do well
to follow the practice of the Bar Council. Booths are set up at
various locations where each lawyer must cast his vote in person.

Even if these and other faults were rectified, little will be
achieved until we, the members of the medical profession, set our
house in order.

The sorry state of medical professionals
It is obvious from our experiences during the present election and
that in 1992-93 that many doctors are not averse to handing over
blank ballot papers on request or demand. (In institutions such as
medical colleges, heads of departments command resident doc-
tors to produce specified numbers of blank ballot papers from
their colleagues. The residents readily comply as failure to do so
might jeopardize their careers.) During the present election, the
Dean of a private medical college issued written orders to ensure
that all staff members voted for a particular candidate.

A senior medical consultant told me of how, when he was
approached by a general practitioner who was standing for elec-
tion, he readily handed over his blank ballot paper. When I asked
him why he did so, he answered: 'You know very well that the
Council is incompetent and ineffective. What difference does one
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vote make? And if I give him what he wants, he will send his
patients to my consulting room. One has to be practical in such
matters.'

It appears that several doctors vote on considerations other
than merit. One candidate with a proven record of ethical practice,
was berated thus: 'You haven't even approached any of us
personally and you expect us to vote for you? The least you could
have done was to phone each of us and make your request. And
suppose I do vote for you, what will you do for me in return?'

A senior lawyer consulted by the petitioners wondered aloud:
'Is it worth fighting such a case in court when the majority of the
members of the medical profession do not care about who sits on
the Maharashtra Medical Council? Your doctors are no better than
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those whom we criticize for not voting in our Assembly and
Parliamentary elections. In fact, they are open to more serious
criticism as they aid and abet wrongdoers who seek their blank
ballot papers despite their considerable education.' Just as we get
the government we deserve, the profession will get the Council it
deserves. Unfortunately, the real losers belong to two other
categories. First, the patients and their families-as they stand
deprived of what is, by their right, an avenue of redress when
doctors wrong them.

Second, the medical students, the doctors of tomorrow, who
are now forced to study in institutions with progressively lower
standards.

SUNIL K. PANDYA

SPECIALIZE BEFORE YOU RETIRE
A recent survey amongst German students reveals that most
students study for about 36 hours per week, i.e. counting lectures,
time spent in the library and work done at home. Interestingly,
students in former East Germany appear to work two hours more
per week than those from the former West Germany. The amount
of time spent working varies among the different disciplines,
being highest in medical and biology students (40 hours) and least
in those studying the arts or humanities.

To Indian students, this may seem rather little time spent on
studying. Indian students (the studying kind) are known to chalk
up 60 hours or more a week. The difference here is that most
German students, besides studying, also work to finance a sub-
stantial cost of their living. Thus, while universities are free (even
for foreign students once you get in), most students still have to
work to cover their day-to-day cost of living.

For some there will be support from the state or from their
families. Yet many students choose to increase their source of
income by working part-time. (You need to finance that car or the
annual vacation in Australia, South Africa or some other exotic
venue!) Occasionally, students make so much money working
part-time, reaping all the benefits of being a student in terms of
discounts, taxes, health insurance, etc., that they hardly have time
for classes. It is, therefore, not uncommon for students to interrupt
their studies for a couple of years and decide to have a family or
tour the world. As a rule, German universities are very lenient
with 'long-time' students, who have occasionally been enrolled
for 15 years or more.

For medical students, working part-time in a hospital or home
for the elderly is the rule rather than the exception. Practically
everyone has at some time worked as a so-called 'Nachtwache' ,
which literally translates into 'night watchers'. Very often, this
involves being responsible for a ward with 25 to 36 patients,
where it is still not uncommon to start washing patients at 4 in the
morning, in order to be done by the time the daytime shift arrives
at 7 a.m. When I was in medical school, the night shift at the
dialysis unit of our hospital was practically run by trained students

who were on call in case there was need for emergency dialyses
(this was the case most nights). This job involved setting up the
dialysis machine, running the dialysis and cleaning up everything
afterwards.

By the time you get through medical school, most medical
students have had substantial hands-on experience in most of the
menial tasks involved in patient care. Whether or not this makes
them better doctors is clearly debatable. But at least they would
have touched a real patient by the time they finish medical school.

The German system is notorious for being theoretical, and it is
by no means uncommon to find 10 to 15 students crowding
around a patient while one of them describes what he thinks are
the physical findings to the others. In fact, you can graduate from
medical school without ever having seen a Babinski sign in real
life (you're considered lucky if you've seen iton a video). You are
indeed expected to seek your hands-on patient experience by
participating in a 'Famulatur' (clerkship) during the semester
vacations, which in Germany make up around 4-5 months a year.
It is not uncommon for German students to seek foreign clinical
clerkships in order to get close enough to a patient to discover
whether the signs and symptoms they have been reading about
really exist.

Perhaps this poor clinical training during medical school also
accounts for the fact that in Germany you need to undergo 4-8
years of postgraduate training before you are considered ready to
qualify as a specialist. Given that you have already had 13 years
of school, and 6 to 7 years of medical university.It is not surpri-
sing that you are often in your late thirties by the time you
complete your subspecialty. If at any time you should pause to
squander time on research or actually write a thesis (by no means
mandatory), you may well be 40 before you can call yourself a
cardiologist, MD.

No wonder, the average German student is apparently in no
hurry to accelerate the course of his or her studies. To a young
person starting out to become a doctor it may appear that a
specialist is something you become shortly before you retire.
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