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Male circumcision: Perspectives of doctors in
southern India

India is estimated to have the highest number of HIV cases in the
world1 and transmission is predominantly through the sexual route.
Recent studies from Africa and India indicate that male circumcision
may significantly reduce the risk of transmission of HIV and other
sexually transmitted infections (STIs); and of acquiring urinary tract
infections, and cervical and penile carcinoma.2–9

Ritualistic male circumcision is practised in some communities in
India. However, advocating male circumcision for reducing the risk
of acquiring STIs in the future is controversial, especially among
communities where circumcision is not backed by sociocultural
sentiments, and more so when the procedure symbolizes religious
identity with another community.

Since recent studies show a protective effect of male circumcision,
we studied its cultural acceptability among doctors in southern India.
After a pilot study and refining the questions, data were collected
with the help of a semi-structured interview schedule. Informed
consent was taken and participants were interviewed at their place of
work. Qualitative thematic analysis was done manually.

We sought answers to the following issues:

1. Were you approached in the past one year with requests for male
circumcision, and for what reasons?

2. In view of the data from recent studies showing that male
circumcision reduces the risk of transmission of HIV by 60%
among young, sexually active, heterosexual men, would you
consider recommending preventive circumcision?

3. What conditions would prompt you to recommend it?
4. In your opinion, what should a health policy advocate for with

respect to male circumcision?

Twenty-three doctors belonging to various specialties in
government, private and not-for-profit hospitals were selected
purposively. There were 8 women and 15 men, aged 28–65 years
belonging to various religious backgrounds: Muslims (2), Christians
(4) and Hindus (17).

Factors influencing the acceptance of male circumcision
In southern India doctors had been approached for circumcision
either for medical or religious reasons. Doctors were guarded about
recommending preventive circumcision to the general population,
although they were willing to recommend it to patients attending STI
clinics. Their reservations ranged from increased strain on the health
systems, financial burden (Rs 500 on an average), religious beliefs of
patients, stigma and increased sexual freedom perceived by the
patients after circumcision. One doctor was worried if his advice
would be misconstrued as a scheme to make money. They suggested
the need for more scientific data, especially from India, for sensitizing
the medical fraternity before they could even advise the general
public. Providing complete information about circumcision with
continual emphasis on condom use may positively influence its
acceptance. In a South African study 60% of uncircumcised men
were willing to undergo circumcision when briefed about its benefits.10

Although male circumcision has religious and cultural implications,
we found that if any one group in India has the influence to tackle it
objectively, it is doctors. Our sample size was small and the results
of the study may not be generalizable, but such studies may facilitate
a ground for objective discussions. While it may be premature, even

hasty, to suggest policy changes, considering that doctors did not
oppose the idea and some even supported it, more research is needed
to study the acceptability of male circumcision among the general
community to determine if it is feasible to implement this practice in
India.
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Extensively drug-resistant tuberculosis:
Are we prepared enough?

Madhukar Pai’s editorial1 brings the issue of extensively drug-
resistant tuberculosis (XDR-TB) to the fore. The recipe for XDR-TB
has been simply stated in an article in the New England Journal of
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Medicine, ‘…the inappropriate use of second-line drugs in a patient
for whom first-line drugs are failing. Patients then spread the infection
to close contacts, who acquire primary XDR tuberculosis’.2 With
India having the highest number of tuberculosis infections, and the
indiscriminate use of second-line drugs, especially in the private
sector, XDR-TB will soon be a major public health problem for us.
Research presented at the recently held American Thoracic Society
International Conference 2007 in San Francisco from Mumbai’s P.D.
Hinduja Hospital and widely reported in the international and national
press3,4 paints a grim picture. XDR-TB was shown to account for 8%
of all multidrug-resistant (MDR) tuberculosis cases in the study
sample (compared with the global standard of 2%), with a mortality
of 40% at the end of 1 year in those with XDR-TB. More such
research is needed throughout India to have a better assessment of the
extent of XDR-TB.

The recent high-profile case of an American with XDR-TB who
travelled by air across 2 continents, and raised fears of possibly
having infected co-passengers forced governments in the West to
take this threat seriously.

The latest Revised National Tuberculosis Control Programme
(RNTCP) status report TB India 2007 has proclaimed 100%
geographical coverage in India by the programme.5 This is laudable,
and has involved innovative partnerships with non-governmental
organizations (NGOs), private practitioners and corporate houses.
However, the programme will need to plan more assiduously to
counter the threat posed by XDR-TB. Policy-makers and RNTCP
officials will need to take additional steps to aid international efforts
to control this looming epidemic of XDR-TB, which currently is very
difficult and expensive to treat. Strengthening the existing RNTCP
and directly observed treatment, short-course (DOTS) is key to
countering XDR-TB. This should be accompanied by a comprehensive
national plan to combat XDR-TB, similar to the regional plans
developed by countries in southern Africa.6

Immediate steps are needed to increase the number of laboratories
that can detect XDR-TB. Continued efforts should be mounted to
promote compliance in the drug treatment of tuberculosis to prevent
cases of MDR- and XDR-TB from increasing. There is a need to
develop indigenous low cost diagnostics that can detect XDR-TB
rapidly as present tests can take 6–16 weeks for confirmation.7 The
National AIDS Control Organization (NACO) would need to be
involved as well, given that those with HIV infection have low
immunity and are more susceptible to tuberculosis. India has a large
number of people living with HIV/AIDS (PLHA), and XDR-TB can
be a major threat to their health. XDR-TB has already shown high
mortality rates among those infected in South Africa, which also has
a raging HIV/AIDS pandemic.

It is common knowledge that poverty, overcrowding and
malnutrition play an important role in tuberculosis. These need to be
collectively addressed by India, a nation with a supposedly ‘booming’
economy. In India, investment in social services and health is still
abysmal, and issues and concerns are often off the political radar.

While several steps might be under way in the field of tuberculosis
control in India, XDR-TB should bring a sense of urgency. Inaction
in containing XDR-TB at this stage could prove to be a costly mistake
for public health in our country.
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Shortage of faculty in medical colleges: The solution
might lie in sharing resources over the short term

Dr Ananthakrishnan’s thoughtful essay1 charts out in detail the
problem of shortage of faculty in medical colleges and provides
solutions. I think one of his suggestions ‘Serious consideration needs
to be given to sharing faculty between different medical colleges in
critically deficient areas’ is the key to address the problem in the short
term, even as ameliorative steps are taken to address the dearth of
senior faculty over the medium and long term.

A few years ago when I was completing MB,BS from a government
medical college in Karnataka, the whole state had only a couple of
professors in the departments of community medicine (PSM) in all
the government medical colleges. This not only affected the quality
of teaching, but also meant that there were very few allotted
postgraduate seats in the departments.

Encouraging recruitment of young faculty and retaining them in
the face of competing private sector lucrative jobs or practice, the
attraction of migrating abroad or the disappointment of delays and
politics of recruitment in government medical colleges would require
much introspection and action plans at various levels—the Medical
Council of India (MCI), and the Central and state governments. It
would take time to groom young faculty and retain them so that they
fill the crucial shortage in senior positions at the associate professor
and professor levels in many subjects.

In the case of non-clinical or paraclinical subjects that might not
require the faculty member to be available for patient care and
teaching at all times in a college, sharing senior faculty members
across government medical colleges might be part of the solution in
the interim. With the advent of specialized state medical universities
such as the Maharashtra University of Health Sciences (Maharashtra)
or the Rajiv Gandhi University of Health Sciences (Karnataka),
special posts with tenure such as ‘university professors’, etc. can be
created. This will help promote a state-level model of resource
sharing in non-clinical subjects with a shortage of senior faculty.

In Canada, a regional resource model in the field of bioethics
(which, being a growing field, also has a shortage of trained personnel)
has been created in the province of Alberta with the establishment of
the Provincial Health Ethics Network (PHEN),2 which offers expertise,
resources and guidance in the field of ethics to the whole province.
This successful initiative is being replicated in other Canadian
provinces.

In India, a regional hub with senior faculty members available to
medical colleges through the medical university might optimize
resources at the state level. In my opinion, while priority to access
these faculty members should go to government medical colleges, it
can be extended to private medical colleges as well based on the local
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context and requirements.
We all know that the solution for faculty shortage does not lie in

the modus operandi employed by some private medical colleges of
getting medical teachers already employed in other institutions to be
on their rolls for the sole purpose of passing MCI inspections. In a
recent move, the MCI has published a list of such teachers and
removed their name temporarily from the Indian medical register.3

Resource sharing of faculty in areas with considerable shortage can
help to some extent in ensuring that we impart quality medical
education to future physicians.
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The entrance examination fiasco in Tamil Nadu

The change from the common entrance test (CET) to a plus two
marks-based system of admission to professional colleges in Tamil
Nadu was made with the stated social objective of securing a greater
representation of students from rural areas among those selected. It
was felt that students from an urban background, with facilities of
good schools, good teachers and excellent coaching centres, had an
unfair advantage in the CET.

The review committee suggested abolishing the CET. However,
this would have raised the issue of equating the marks obtained in
different board examinations with their different standards of
evaluation. The committee, therefore, recommended a process of
normalization based on the highest mark secured by a candidate in a
subject in a particular board. One doesn’t know whether they
considered the following facts.

1. This process, which was in place at the Birla Institute of
Technology and Science (BITS), Pilani for several years had
been abandoned in favour of a CET-based system. Did the
committee try to find out why?

2. The relative standards of marking in different boards is better
indicated by the mean score with two standard deviations of
students rather than the highest score. For example, in one board,
500 students may get centum in a subject, whereas in another
there may be only a single brilliant candidate who gets centum
with the mean scores being drastically different. However, with
the current system of normalization, the single candidate securing
centum would have negated the chances of other students
belonging to that board from benefiting from the process of
upward normalization. It is apparent from the proportion of
students securing a centum that the relative standards of evaluation
of the two boards is different.

3. In the system of entrance examination, if a candidate for some
reason such as ill health does not do well in the board examination,
he has another chance to exhibit his knowledge in the CET.

4. There is a real possibility of clumping of marks at the highest
level when the plus two marks alone are considered. In the recent
board examination, at the higher score level of >95 there were
hundreds of students with the same score. When other methods
fail to resolve the issue, there is a ridiculous possibility of
measures such as computer-generated random numbers for
selection from among the candidates who have the same marks.
This is blatantly unfair to the candidates.

Before recommending a change it would have been a simple
statistical exercise to retrospectively review the records of the
previous 3–5 years to see whether the rural/urban divide would have
been neutralized if the plus two marks had been taken as the standard
for admission instead of the CET marks. I suspect the answer would
have been in the negative since one always sees the urban and semi-
urban students getting the highest ranks every year in the plus two
examinations. From previous records, the committee could have also
assessed the possibility of clumping of marks. They could have
studied whether a combined CET and plus two marks-based system
would have been better. Some years ago the Tamil Nadu government
wanted to implement reservation for rural students. This was struck
down by the courts as being unconstitutional.

For reasons best known to them, the committee recommended a
normalization process. From reports in the media it appears that
students from an urban background still have the upper hand. The
original laudable objective remains unachieved. It is not too late to
study the problem in depth before the next academic year and suggest
changes if the experiment has proved to be a failure. In the age of the
Right to Information (RTI) Act, the citizens deserve to know the full
details of the objectives for bringing about a change in the system of
admission and how far these objectives were achieved by that
change.
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