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5. When will the common man be treated in such a manner that
no extraordinary measures are necessary for any person, no
matter how exalted his position?

DEPOLARIZATION AND REPOLARIZA TION OF THE
BRAIN
During a recent visit to Chennai, I learnt something new in
neurosurgical therapy not to be found in any textbook or journal.

Most patients who have had a severe head and brain injury
complain of residual symptoms at the end of their stay in hospital
-difficulty in concentrating on the task at hand, difficulty in
remembering names and dates, some degree of physical clumsi-
ness, etc. We have learnt by experience that these symptoms settle
with the passage of time.

Some neurosurgeons in Chennai have a novel form of therapy
for such patients. When the patient narrates his tale of woe during
the first follow up examination after going home from the hospital,
the neurosurgeon clucks sympathetically and nods his head wisely.
'I quite understand your problem,' he says. He goes on to explain
that a severe injury of the kind the patient suffered results in
depolarization of the brain. The depolarized brain is unable to
function effectively, and hence the symptoms. 'And I have the
right cure for you,' he announces triumphantly. Of course, the cure
necessitates several daily visits to the neurosurgeon at a certain
cost per visit.
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What is the cure? 'I am going to repolarize your brain using
metered quantities of electricity carefully administered at two key
points. You will actually feel the repolarization as it occurs and at
the end of the course you will have been relieved of all your
symptoms.' (He does not add any observation on the resultant
reduction in the weight of the patient's purse.) Two heavy duty
electric batteries, each of 1.5 volts, are included in a circuit that
also includes two coloured bulbs that flash alternately once the
circuit is completed. At the end oftwo wires lie thin, sharp needles.
When the needles are inserted into the upper and lower ends of the
temporalis muscle, the circuit is completed. The current flowing
through the temporalis imparts a unique sensation to the patient.
A timer is set beside the patient as the consultant moves on to the
next patient awaiting repolarization. When the timer sets off an
alarm, the treatment for the day is over, the needles are removed
and the patient asked to return the next day.

One of these enterprising consultants has gone a step further.
He volunteers to use his own batteries but points out to the patient
that since they have been used on earlier sufferers like him, it
might be best for the patient to bring his own new set each time for
maximal effect. I was told of the queue that forms outside his
chamber each morning by a column of patients, each clutching his
two new batteries.

S. K. PANDYA

Helicobacter pylori does not cause gastric carcinoma
in India

Several studies performed over the last decade have established a
causal role of H. pylori in the pathogenesis of duodenal ulcers,
gastric ulcers and chronic gastritis. 1 It has also been linked to the
development of gastric adenocarcinoma and gastric mucosa-associ-
ated lymphoma in developed countries.P The seropositivity rate in
the Indian population is nearly 90% by the age of 30 years." Despite
the high prevalence and early acquisition of this infection in the
general population of the developing world, the limited number of
studies available show contradictory findings between the infection
and occurrence of gastric carcinoma.V Based on histopathological
examination, Prabhu et al. from Mumbai" have shown that the H.
pylori detection rate in tissues of gastric carcinoma was significantly
lower than that of non-ulcer dyspepsia. However, they did not
compare the H. pylori antibody levels between the two groups. We,
therefore, studied this to ascertain the serological evidence of H.
pylori' infection in patients with gastric carcinoma, acid peptic
disease and healthy young adults.

We studied 76 subjects, comprising 36 patients with gastric
carcinoma (confirmed by histology, mean age 53.6 years), 24
patients with acid peptic disease (diagnosed by endoscopic exami-
nation and positive rapid urease test, mean age 45.3 years) and 26
healthy adults (without any signs and symptoms of acid peptic
disease for at least 1 year, mean age 49 years).

All the serum samples were maintained at -20 °C till they were
examined by enzyme-linked immunosorbent assay (ELISA) using a
commercial kit (UBI-Magiwel TM). While determining titres of
anti-H. pylori IgG, instructions given by the manufacturer were
strictly adhered to. The results are given in Table I.

TABLEI. Anti-Helicobacter pylori IgG levels in different groups

Group Mean (SD) antibody
level (JU/ml)

Seropositivity'

Number Percentage

Healthy young adults
Acid peptic disease
Gastric carcinoma

64.05 (20.80)'
71.73 (47.67)'
40.05 (26.22)'

23
20
14

88.5'
83.3'
38.8'

a v. b p>0.05; b v. c: p<0.05; a v. c: p<0.05 t cut-off point for positive: >40 IU/ml

Various hypotheses can be made based on the significantly lower
mean levels and seropositivity rates of IgG against H. pylori in
gastric carcinoma patients as compared to that of patients with active
infection, i.e. acid peptic disease and individuals living in an
endemic area (controls). First, H. pylori may not be responsible for
gastric carcinoma in India because the incidence of this malignancy
does not correlate with the magnitude of seroprevalence in the
community and the considerably lower detection of H. pylori
bacteria in malignant tissue as reported by Prabhu et al? Second, it



may be possible that the bacteria initiate the process of carcinoma
leading to intestinal metaplasia. This makes further colonization by
H. pylori unfavourab1e resulting in lower detection of the bacteria
as well as the immune response against it. Third,. H. pylori strains
prevalent in India may be less or non-carcinogenic as compared to
western isolates, and factors other than H. pylori infection may be
responsible for intestinal metaplasia and subsequent gastric carci-
noma.' The fourth possibility may be that patients with this carci-
noma may be poor responders to H. pylori antigens but this seems
unlikely, as Prabhu et at.5 observed low detection of H. pylori
microscopically in malignant tissues. Lastly, the carcinogenic effect
of H. pylori may be counteracted by some unknown dietary and/or
environmental factors in tropical countries such as India.
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Helicobacter pylori and gastric carcinoma: Evidence
for the link

There are many difficulties in associating H. pylori with gastrointes-
tinal diseases merely by comparing the frequency of occurrence in
disease with normal prevalence rates, in view of the high natural
prevalence seen in developing countries such as India. Hence, the
criteria for establishing a cause-and-effect relationship has to be
different from the usual. Support for the role of H. pylori in gastric
carcinoma comes from cross-sectional studies, longitudinal studies
and some studies paralleling the epidemiological features of cancer
and H. pylori infection. J.2 Geographic studies of H. pylori preva-
lence and gastric cancer in Peru, Mexico and Colombia have shown
high colonization rates of H. pylori in those populations where
gastric cancer rates reach almost epidemic proportions.t-' Cross-
sectional studies report a prevalence rate of 50%-100% for H. pylori
infection in patients with adenocarcinoma of the stornach.l" In an
analysis of papers on H. pylori and gastric cancer published before
1998, a risk ratio of 2.5 for gastric cancer was observed in people
seropositive for H. pylori antibodies, suggesting that gastric cancer
is 2 or 3 times more common in those chronically infected with H.
pylori? Longitudinal studies in cohort populations too have shown
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a remarkably consistent evidence that H. pylori infection increases
the risk for later development of gastric malignancy.v' In an exten-
sive review of gastric cancer and H. pylori the Eurogast Study Group
felt that the presence of H. pylori confers an approximately six-fold
increase in the relative risk of gastric cancer incidence."

We agree that reports from India linking gastric cancer and H.
pylori based on cross-sectional studies are conflicting.v'? However,
one cannot ignore a high correlation between H. pylori and gastric
cancer reported from countries where the natural prevalence is low.
It is likely that the aetiology is multifactorial and H. pylori is but one
of the aetiological factors. Therefore there is no reason to believe
that gastric carcinoma in India is different from gastric carcinoma
elsewhere. The jury is still out on this issue.
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Some reflections on the development of psychiatry in
India

The spread of western medicine in India during the colonial period has
been commonly viewed as a hegemonistic enterprise, marked by a
wilful neglect of and opposition to the indigenous systems of medi-
cine. The mid-nineteenth century experience of the state's responses
to epidemics and infectious diseases seems to confirm this percep-
tion.' Similar issues have been raised with regard to the management
of psychiatric disorders. The setting up of 29 mental asylums in India
in the nineteenth century suggests a large role of the state in the care
of the mentally ill. The perception of this need is missing in the
indigenous systems of care, which were then prevalent. The history of
asylums in India, and their European? and Indian! clientele has been
studied earlier. However, till recently, there were few accounts of non-
asylum based western modes of treatment in India. Honigberger, a
doctor from Germany who lived in Punjab in the early part of the
nineteenth century, encountered mantar (healing by magic or spells),
which he believed was a form of animal magnetism, for the treatment
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of rheumatic and nervous pains. Towards the end of his stay in India,
he travelled to Calcutta, but was unable to meet James Esdaille, whose
experiments with mesmerism had attracted attention."

The Mesmeric Hospital of James Esdaille-" is an example of the
spread of western ideas of neurological and psychological function-
ing in India. The wide acceptance by the Rajahs and Baboos, and its
use at the Civil and Jail Hospitals suggests that the procedure
enjoyed some popularity, despite the scepticism and hostility of the
established medical profession. In addition to surgery, it was used
for symptoms such as nervous headache, palsy of one arm, palsy of
one half of the body and somatic complaints, which would today be
called 'functional'." Esdaille felt that the local population was
peculiarly sensitive to mesmerism, as they were simple, unsophis-
ticated children of nature. He was respectful of the local traditions,
and participated in a session with a magician, famous for curing
hysteria. However, he was strongly opposed to the idea of public
mesmeric performances, but was forced to conduct one.

The implied critique by mesmerism of the somatic preoccupa-
tion of western medicine, and the suggestion of an underlying
similarity with certain Indian traditions may have challenged the
moral superiority (and moral authority) dynamics of the colonial
establishment. The emphasis on materialism and scientific natural-
ism in the nineteenth century had led to a crisis of faith and a certain
acceptance of spiritual ideas. The appeal of spiritualism was di-
verse. Women, otherwise denied a role in the power structure of
contemporary society, could become mediums and acquire a certain
status. Similarly, working class spiritualists could avoid submission
to a dominant culture and control their own religion, culture and
education." The specific anti-authority potential in India was obvi-
ous. The empirical and material sciences in India were considered
of some value, but the western and Indian approaches to the 'mind'
were too far apart to allow any synthesis in medical practice. This
was not an explicit view in the early part of the empire. 0' Shaugnessy?
was content to explore the possible therapeutic uses of cannabis with
the help of the mullah and the priest, but critical of Esdaille's efforts
to apply western psychological ideas in an Indian setting. On the
whole, there was a lively debate on the issue. Mesmerisers were
appointed to the State hospitals, for example, the dispensary on
Sukea street in Calcutta seemed to have enjoyed official sanction.
Three Indians trained in mesmerism were employed at Rs 6 per
month at this dispensary. Esdaille himself rarely 'mesmerised'
Indian patients, and relied on the native trainees.s'

The events of the 1857 mutiny had several ramifications. The
interaction between the Europeans and Indians changed drastically.
The civilizational intent of the Empire became more explicit. Even
western ideas that were in contradistinction to scientific naturalism
and formed the moral justification of the Empire, were viewed with
suspicion. Racial issues intruded, stopping recruitment of Indians
into the medical services for a while. In October 1858, a few months
after the suppression of the mutiny, the practice of mesmerism was
abruptly abolished, and the three mesmerists employed at the Sukea
street dispensary dismissed. Orthodox medicine asserted itself, and
one post was converted to that of an Assistant Compounder."
However, the public fascination with unorthodox remedies from the
West reappeared in the immense popularity of medical practices
such as homoeopathy.

All these developments were contemporaneous with Charcot and
Breur in Europe, where Freud would soon take the field of subjective
psychology to dizzying heights, and heralded a dramatic change in
the notions of psychopathology. In India itself, native doctors were
treating patients with hysteria, II criticizing the theoretical basis of
prevailing ideas, and pointing out the use of faith in successful
treatment. 12 The abrupt termination of mesmerism, and subsequent
relegation of all notions of a subjective interiorness in Indian
patients, has had far-reaching consequences. By the end of the
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century, treatment for hysteria would include being pinched, pricked,
burnt with a match, etc., with no improvement." Instead of being
viewed as simple children of nature, the local Indian population was
now thought to be seeped in superstition, highly imaginative and
credulous, especially under the influence of a Sahib. 14

Even in modem times, except for grossly deviant symptoms,
there has been little indigenous effort to understand psychological
symptoms as an entity comparable equally to symptoms elsewhere.
Psychological symptoms and signs are viewed with suspicion, and
thought to be pretense. On the other hand, there has always been an
underlying assumption that Indian symptoms are somehow different
and culture-specific. The historical roots of these attitudes can be
traced back to the turn of the nineteenth century. Indian medical
professionals, trained in medical colleges in India and Britain,
became a part of the local power elite that identified itself closely
with the Raj. They were perhaps influenced strongly by the Victo-
rian emphasis on naturalistic, rather than the 'spiritualistic' views
regarding psychological phenomena." Faith healing, whether by

fakirs in Calcutta, or at seances in London, were both worthy of
contemptive dismissal" by medical authorities. In subsequent years,
the progress of physiological and medical science became a focus of
the emerging Indian state. The inner psychological space of the
patient remained neglected by doctors. This scepticism regarding
psychological issues, both western and 'native', however, became a
part of the Indian medical establishment, which has had a very
grudging acceptance of all matters psychological.
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