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Rising trend of non-communicable diseases in
low socioeconomic areas

I read with interest the article titled ‘Changing profile of disease
contributing to mortality in a resettlement colony of Delhi’ by Saha
et al.1 The article deals with the causes of death in a low socioeconomic
area over 11 years and describes the rise in non-communicable
diseases in such areas. The authors say that poverty has resulted in the
migration of people to urban areas. I do not know whether this is due
to poverty or due to other causes such as unemployment, deteriorating
climatic conditions or the political situation prevailing in some areas,
which drive people to migrate to the capital city.

According to the authors, tuberculosis has been the commonest
cause of death. The cause of tuberculosis cannot be solely attributed to
smoking but it may have resulted from other causes such as a lowered
immune status of the population. Alcohol addiction is a common
feature in these resettlement colonies, which the authors do not
mention. There is also no mention of hypertensive diseases, which are
rampant in these populations, and lead to cardiovascular diseases.
Among communicable diseases, skin infections and parasitic infestations
need to be highlighted as they constitute the majority of such diseases.

Accidents among the younger age group as highlighted in this
study may have occurred because of illiteracy and lack of awareness
of traffic rules by the younger generation. Accidents are usually
confined to events on the road, i.e. road accidents, but in this
study accidents were clubbed together with poisoning, which is
inappropriate. Poisoning may be accidental but the numbers would
certainly be less than those for road traffic accidents.

This study has some flaws such as its failure to explore the
demography, education, occupation, consumption patterns of alcohol
and tobacco, data on physical activity, dietary habits, hypertension,
which were defined by a previous study.2 Most of the communicable
diseases in resettlement areas are treated by quacks (unlicensed
practitioners) and the incidence of such diseases may not have been
recorded in any official study. The measurement of body mass index
(BMI) is critical to define the risk categories in any population, but
it does not find a mention in the present study. Interestingly, a recent
study in India has described changing lifestyles as a result of rising
incomes to be a significant risk factor for non-communicable diseases.3

The same study had defined some important factors such as social
gradient, stress, social detachment, improper working conditions,
unemployment, lack of social support, addiction, food, lack of proper
transport and illiteracy to be social determinants for any non-
communicable disease,3 which is also the WHO definition. The
authors could have included these issues in their study.

REFERENCES
1 Saha R, Nath A, Sharma N, Badhan SK, Ingle GK. Changing profile of disease

contributing to mortality in a resettlement colony of Delhi. Natl Med J India
2007;20:125–7.

2 Shah B, Mathur P. Risk factor surveillance for noncommunicable diseases (NCDs):
The multi-site ICMR–WHO collaborative initiative. Presentation made at Forum 9,
Mumbai, India, 12–16 September 2005.

3 Gupta R, Kumar P. Social evils, poverty and health. Indian J Med Res 2007;126:
279–88.

Srijit Das
Department of Anatomy

Faculty of Medicine
Universiti Kebangsaan Malaysia
50300 Kuala Lumpur, Malaysia

das_srijit23@rediffmail.com

Ethics of surgical innovation and research:
Knowledge and attitude of surgeons

Despite a large pool of clinical material, medical research from India
is limited. This may be due to a lack of structured exposure to the
principles, tools and ethics of biomedical research during medical
training. Further, with more than 80% of medical care in the
unorganized private sector, widespread illiteracy and absence of
institutional ethics committees (IEC) in several large hospitals,
ethical issues are often ignored.1,2

This is even more complex in relation to surgical research, since
there is no consensus on what constitutes ‘surgical innovation’ and
how it differs from ‘surgical research’. Though stringent norms
govern the introduction of new drugs, no norms exist for validation
and approval of new surgical procedures.3 In this scenario, ethical
conduct of surgeons is the best safeguard for patients’ interests.

In a pilot study, we used a 10-point questionnaire to assess the
knowledge and attitude of surgeons in Delhi towards issues such as
research and innovation in surgical practice, and ethical principles
underlying research. The questionnaire was distributed among
surgeons attending an annual meeting of the Delhi Chapter of the
Association of Surgeons of India. They were asked to answer each
question as either ‘Yes’ or ‘No’, and to anonymously return the
completed forms in drop-boxes. Chi-square test was used for inter-
group comparisons, with a p value of <0.05 taken as significant.

Of the 100 questionnaires distributed, 45 complete responses
were returned. Though a majority (73%) of participants were aware
of the existence of national guidelines for ethical conduct of research
in India, only a few had read these (Table I). The respondents’
opinions were nearly equally divided between whether an innovative

TABLE I. Outcome of survey on awareness and attitude of
surgeons towards biomedical research and surgical innovation

Question Yes No

Are there national guidelines for ethical conduct of 33 (73) 12 (27)
research in India?

If ‘Yes’, have you read these guidelines? 9 (20) 36 (80) 

If you wish to perform an innovative surgical 25 (56) 20 (44)
procedure do you think it is research?

Do you think innovative procedures are currently 15 (33) 30 (67)
governed by ethical guidelines that govern drug trials?

Do you think that a new surgical procedure must first 38 (84) 7 (16)
be cleared by an institutional ethics committee?

Have you always taken an informed consent from 36 (80) 9 (20)
the patient before performing an innovative
surgical procedure?

Have you ever suppressed critical information about 8 (18) 37 (82)
a surgical procedure from patients for fear that he
may go elsewhere?

Have you ever undertaken a study that involves 12 (27) 33 (73)
an innovative surgical procedure?

Have you ever had a formal exposure to principles 11 (24) 34 (76)
of biomedical ethics?

Do you think such an exposure is helpful only in 12 (27) 33 (73)
research and does not help change your approach to
the practice of surgery? 

Values in parentheses are percentages
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surgical procedure should be considered as research or not. Only a
minority of surgeons had participated in studies evaluating innovative
surgical procedures. Most surgeons felt that such a procedure must
first be cleared by the IEC and indicated that they had obtained IEC
permission before doing studies involving innovative procedures.
Most surgeons felt that innovative procedures are not regulated by
law. Nearly one-fifth of surgeons admitted having suppressed critical
information about surgical procedures from their patients. Most
surgeons had received no prior formal exposure to biomedical ethics,
and favoured such an exposure. The responses were no different in
surgeons with experience of more or less than 10 years.

The results of our study indicate that Indian surgeons receive little
exposure to ethics, principles and guidelines of biomedical research.
This is despite all postgraduate surgical trainees undertaking a
research study (that often involves human subjects). However, it was
heartening that a vast majority were in favour of introduction of such
exposure.

The other important aspect of our study was an evaluation of
attitudes to ‘what constitutes a surgical innovation’. There are
important differences between formal research and innovation. The
former is an activity designed to test a hypothesis, has a formal
protocol and set procedures, and permits conclusions to be drawn
thereby contributing to general knowledge, whereas the latter is any
procedural deviation from standard surgical practice aimed at
benefiting a specific patient in a particular scenario.4 While biomedical
research is prospective, surgical innovations occur real time. Also,
the results of formal research are generalizable whereas the benefits
of surgical innovation apply to one specific patient.5 For research, a
formal protocol for patient protection is mandatory; in contrast, in
surgical innovation, a patient’s protection depends entirely on the
competence and integrity of the treating surgeon.5

However, the issues of patient protection and ethics related to
innovative surgery remain controversial.6–8 This was also reflected in
the results of our study, with 56% of respondents stating that an
innovative surgical procedure constituted research, highlighting the
prevalent confusion about definitions of biomedical research and
surgical innovation. It may be important to take steps to remove this
misunderstanding.

In conclusion, there is an urgent need to teach principles of
biomedical research and research ethics during surgical training, and
to define and regulate surgical innovations in India.
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Medical education in India: The way forward

I am saddened, though not surprised, to read the protectionist views
expressed by Jain et al.1 in relation to the delivery of medical
education in India. I fail to see the reasoning behind an arbitrary
figure of 50% as a cut-off percentage for non-medical teachers as
suggested by the authors or a figure of 30% as suggested by the
Medical Council of India.2 A qualified non-medical graduate in a
relevant specialty should not be denied an opportunity to teach in a
medical college solely based on the existing demographics of the
institution.

I also do not understand why sharing of faculty between medical
colleges is unreasonable. The fact that some teachers may simply
appear on paper has little to do with the sharing of faculty members.
This practice goes on in many colleges even without a formal sharing
of teachers.

The measures suggested for medical graduates returning from
abroad appear unduly harsh and punitive. If these individuals adjusted
quickly in completely alien circumstances while working abroad,
why should they not be able to adapt to the needs of their own
country? Also, how many teachers in medical colleges in India who
have never ventured outside the country undergo formal training in
teaching–learning methodologies before taking up their jobs? Finally,
the suggestion to offer postgraduation to women in specialties
commonly perceived to be less attractive and less challenging only
reinforces the gender stereotype. It is disappointing when people
assume that women might perhaps consider taking up jobs commonly
(even though incorrectly) perceived as secondary.

Anyone who has the ability and the competence to teach should
be allowed to teach. I see no reason why non-medical experts on
infectious diseases or public health should not teach in medical
colleges. We also need to look at the intensity of teaching in our
medical schools and perhaps limit the number of didactic lectures
while encouraging bedside informal teaching. Lectures could even
be packaged into compact discs or made available on institutional
websites. Mechanisms could easily be put in place to answer any
queries that the students might have. These measures would reduce
the need for teachers, allow students to revisit lectures, and spare the
precious time of the existing faculty for research, service and career
development.
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