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Aspirin for diabetes:
Are we adhering to ADA guidelines?

Cardiovascular mortality in people with diabetes is as high as
that in people who do not have diabetes but have coronary artery
disease (CAD). Thus, the term ‘CAD risk equivalent’ was
introduced.1 In 1997, the American Diabetes Association (ADA)
published guidelines recommending low dose (75–162 mg/day)
aspirin therapy as a primary prevention strategy for adults
with diabetes and at high risk for cardiovascular diseases (CVDs),
or for those with pre-existing CVD as a secondary prevention
strategy. The ADA also recommends other antiplatelet agents as
alternatives if there is a specific contraindication to the use of
aspirin.2,3 We have limited information on whether physicians in
India follow the ADA guidelines for the use of antiplatelet
drugs.

In this cross-sectional survey, approved by our Institutional
Ethics Committee, we asked 89 practising physicians (MD in
General Medicine), using a structured questionnaire, whether
they adhered to the ADA guidelines. In the questionnaire, we
provided 6 options for CVDs and 6 options for risk factors of
CVDs. The respondents were asked to mark the conditions in
which they would prescribe antiplatelet drugs to a person with
diabetes.

The survey indicated that while all the respondents would
prescribe antiplatelet drugs for people with diabetes and myocardial
infarction, a number of them would not prescribe it for primary
prevention of macrovascular events in people with diabetes
(Table I).

Aspirin therapy for pre-existing CVDs is well established
with a favourable risk–benefit ratio.1–4 Despite specific recom-
mendations by the ADA,2,3 this highly beneficial, relatively
inexpensive preventive strategy is underutilized in people with
diabetes. The published data suggest that the use of aspirin
is between 37% and 82%.5–10 In 1997, after the ADA published
diabetes-specific guidelines, the use of aspirin in people with
diabetes increased but this was not substantial (5.7%–
59%).5,7–10,11

Overall, the ADA recommendations for antiplatelet prophylaxis
in people with diabetes were not strictly adhered to by the
respondents to our survey. There could be several reasons for this
including a lack of awareness and the controversy regarding the
benefit of antiplatelet therapy in people with diabetes but with no
pre-existing CVD.4,12 It is also possible that our respondents
underestimate the risks of CVD associated with diabetes and
hence do not prescribe antiplatelet drugs.

Our survey suggests the need for increasing the awareness
among clinicians of the benefits of antiplatelet therapy in people
with diabetes.
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Search our soul (SOS): The next paradigm shift

 At first sight, one might have mistaken it for a marriage procession;
only the music was lighter, the movements more orderly, and the
giggling was missing. The mood was sombre but not sorrowful.
The general feeling was of contentment; of a story well told, a
project completed, or of justice delivered in time. This is not an
uncommon scenario in my village whenever an elder dies. Many

TABLE I. Prescribing practices for antiplatelet drugs for primary and
secondary prevention of CVD events in people with diabetes

Pre-existing cardiovascular disease Respondents who would prescribe
antiplatelet drugs (%)

Myocardial infarction 89 (100)
Stroke 83 (93.3)
Transient ischaemic attack 83 (93.3)
Peripheral vascular disease 58 (65.2)
Stable angina 83 (93.3)
Unstable angina 84 (94.4)

Risk factors for cardiovascular disease
Family history of coronary heart disease 35 (39.2)
Smoking 19 (21.3)
Hypertension 40 (44.9)
Microalbuminuria 17 (19.1)
Dyslipidaemia 36 (40.4)
Age >40 years 5 (5.6)
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of them voluntarily stop eating, declare that they are going to meet
their master and advise their kin to rejoice. Of course, not
everyone is so fortunate as to age gracefully and some might suffer
from disability, pain and infirmity that require medical intervention.
But do we doctors seem to understand the normal transition to
death adequately? Can there be an art of dying?

Death is considered the defeat of medicine and, therefore, must
be fought at all costs. We are unable to see the parallelism between
the art of living and the art of dying, possibly because our under-
standing of life and death is incomplete. It is not easy to flow with
the tide of time in the absence of a map, or some sort of under-
standing of the unseen. However, it is unrealistic to expect the
practice of medicine, as it stands today, to provide such a road
map.

Centuries ago, Heraclitus asserted, ‘You cannot step in the
same river twice, for the waters are forever flowing around us.’1

Since then, so much has changed in our understanding of science:
from Copernicus to Newton to Einstein, giant strides have enriched
our understanding of the world around us—matter is no more
inert, atoms have given way to electrons and quarks, space and
time have become curved space–time, but medicine has not
altered its morbid preoccupation with just the body, and in general
has not evolved the same way.

We have failed to grasp the full import of the metaphysical
leap made possible by developments in the basic sciences. The
understanding of a physicist has been enriched by an appreciation
of the fact that seemingly solid matter is mostly void, but that of
the physician has become more void as he continues to doggedly
pursue only the gross material sciences of the body. We have not
graduated to the question of the truth behind existence. This
question is considered beyond the domain of medicine, even
though it is central to our practice.

Every biological process that we analyse, whether it is birth,
growth, maturation, repair or regeneration, demonstrates that
there is an intelligence behind this inherent rhythm, regulation
and balance. However, we have been unable to make qualitative
inroads into the realm of this intelligence. Invariably, when the
questions raised by our practice assume a metaphysical hue, we
retreat. We have neither the courage, nor the conviction to pursue
these questions and to go wherever the quest leads us. Our peers
in physics have done so. They watched the empire of absolute
Newtonian physics crumble and boldly accepted the relativity of
matter and energy.

We have travelled far enough to glimpse the possibility of there
being a spiritual dimension to the body, but are unable to break
through to the other side. Perhaps the tools to ponder such
questions in medicine have progressively degenerated. Spiritual
truths are considered to be a question of an individual’s faith and
thus are not placed under scientific scrutiny. This conclusion
needs to be challenged. The human mind will discover the tools
and techniques for finding the answer if, in principle, scientific
truths are not allowed to be segregated from the whole truth.

Progress in medicine has stretched the limits of physical
existence so much that, perhaps more than ever, metaphysical
questions require systematic exploration. Medicine today would
do well to heed Forster’s advice: ‘Only connect.’2 We must realize
that it is difficult to connect fragments, and the fragmented view
of life leads to disconnectedness. A spiritual understanding of life
and death should, among other things, also increase the
connectedness of biological beings. Physicians have inordinately
delayed the exploration of the dimensions of life that remain
beyond the horizon of our minds. We need to take this step

more than others do as we are in the business of life, we are
the perceived wise men and we care for the truth!

The major religious texts contain enough valuable material on
the existence of a soul and the meaning of life. Imagine the impact
of the answers on transplant medicine, cloning and end-of-life
decisions. As men of science, we should not shy away from
whatever revelations can be found in this literature. The ostrich-
like attitude of doctors to issues such as life beyond our corporeal
existence has dehumanized medicine. The pursuit of ‘flesh and
blood’ medicine in isolation has led to the proliferation of clones
of robots as doctors, who treat patients as mere bodies to be
manipulated under scanners, to be titrated and to be fixed.

As society is ageing, we have more and more elderly people
demanding medical attention. The questions of life, death and the
spiritual dimensions of our existence come all the more to the fore
while dealing with these patients. It is imperative to find answers
also in order to create a better world—otherwise we may have Dr
Jekyll with a titanium heart, a porcine lung and a silly-cone brain
waiting to be cloned as Mr Hyde.

At the risk of appearing to be the devil’s advocate, let me tell
you that the soul exists; physicians merely need to discover it.

S. S. Kothari
Department of Cardiology

All India Institute of Medical Sciences
New Delhi

kothariss@vsnl.com

REFERENCES
1 Kahn CH. The art and thought of Heraclitus: An edition of fragments with translation

and commentary. Cambridge:Cambridge University Press; 1979:168.
2 Forster EM. Howard’s end. (1910) Chapter 22. New York:Buccaneer Books; 1984.

The outsourcing industry and health implications: Time
for a research agenda?

Denmark recently began treating breast cancer as an occupational
disease for women who work night shifts, and compensated
women who had worked night shifts over a long period of time and
developed breast cancers.1 The decision was taken after the
International Agency for Research on Cancer (a part of WHO)
in 2007 reclassified working night shifts from a possible to a
probable (group 2A) human carcinogen.2 The pathway is supposed
to be the increased production of oestrogen under artificial light,
which also suppresses melatonin production (important for the
body’s circadian rhythm and a vital antioxidant). This decision is
considered premature by some experts, who feel that the link has
not been effectively proven yet.3 Many are advocating further
research in this area, and countries such as the UK have already
started studies to investigate the link.2

This development should alert us to the health implications for
the large outsourcing industry in India. Though this industry has
been affected by the economic downturn, it still employs thousands
of men and women, who are required to spend long sedentary
hours seated before their workstations, working in a stressful
environment and often doing night shifts. Our knowledge of the
health effects of working in this profession is evolving. Studies in
other countries have shown that musculoskeletal pains, especially
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in the neck/shoulder and arm/hand region,4 headaches, and voice
disorders5 are common among call centre operators as a result of
the protracted monotonous work, psychosocial pressures and lack
of social support from colleagues. The studies also point to the
need to ensure controlled noise exposure while using headsets.6

Some small studies, as well as a review, have been carried out
on the subject in India. The symptoms reported are similar to those
reported abroad. These include visual strain, psychosocial problems
(such as burn out stress syndrome or BOSS), and musculoskeletal
pains.7–11 According to recent publications, the global financial
crisis, which has had negative effects on the business of outsourcing
companies, is leading to an increase in the occurrence of mental
health problems among those in the industry.12 The other problems
include addiction to smoking/nicotine and excessive use of
caffeinated drinks to remain awake during the night shift. Some
women have trouble balancing their work and family life.13

Night shift is common in other occupations as well, such as in
the police, nursing, maintenance services and railways. If there
are any reliable data on the long term health problems frequently
reported by these workers, retrospective analysis by experts could
perhaps throw some light on the health implications of working in
night shifts.

Given that a large proportion of fresh graduates are joining or
have joined the outsourcing industry, and given the specific work
conditions they are exposed to, I think there is a need to evolve a
comprehensive research agenda which looks at any existing
evidence and prospectively follows employees of outsourcing
companies over the long term to map the health effects. Other than
helping us examine the health complications caused by the nature
of the work, this would be useful for the development of company-
level guidelines to minimize the harmful effects. It would also
provide a basis for government policy decisions aimed at
introducing appropriate changes at these workplaces. High staff
attrition and frequent rotation of shifts between day and night
might make the planning and implementation of studies a
challenging task, but a suitable study design would take care of
these problems. The funding could come from the corporate taxes
paid by outsourcing companies, and if necessary, this could be
supplemented by small contributions from the employees, or from
the government or funding agencies. If the studies confirm the
finding that women working night shifts are relatively more
vulnerable to breast cancers, steps will need to be taken to promote
informed decision-making (especially among women with a family
history of breast cancer and hence, already at risk) with respect to
careers requiring night shifts. In addition, regular screening will
have to be encouraged and adequate, appropriate health insurance
or health scheme coverage provided by the employing company or
acquired by the employee directly.
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Tuberculosis is the exception to Occam’s razor

Occam’s razor states ‘Plurality must not be posited without
necessity’, or in other words, ‘Among competing hypotheses,
favour the simplest one.’1,2 Occam’s razor is named after William
of Occam (or Ockham, England). William was a fourteenth
century philosopher and theologian who studied logic in his youth
and made extensive use of it in his line of reasoning, and was one
of the leaders in medieval philosophical thought. Occam’s razor
finds its way into medical practice daily and medical students and
doctors are continually taught that most patients suffer from one
disease at a time and that a patient with multiple symptoms usually
has one illness.

Thus, if a patient has IgA nephropathy and dermatitis
herpetiformis, the single entity of coeliac disease is the likely
diagnosis rather than two separate diseases. Even apparently
diverse conditions such as paraganglioma, pulmonary chondroma
and gastrointestinal stromal tumour can be linked together to one
specific disease, the Carney triad.3 However, it is important to
keep in mind that there will always be exceptions to the principle
of diagnostic parsimony (as Occam’s razor is also called) and that
sometimes, patients can simultaneously have more than one
disease. Saint’s triad, consisting of diverticulosis, gallbladder
stones and hiatus hernia, is an example of an association between
three diverse, unrelated entities.

However, there is a distinctly common infectious disease
which may coexist with other common diseases and which is
often not considered by physicians in their differential diagnoses.
I can recall having seen a supraclavicular lymph node biopsy in
a patient with hepatocellular carcinoma with supraclavicular
adenopathy; mediastinal nodes in a patient with breast carcinoma
and mediastinal lymphadenopathy; and a radical neck dissection
specimen for suspected nodal metastases in a known case of
papillary carcinoma of the thyroid. In all of these patients, the
lymph nodes showed features of tubercular lymphadenitis. Thus,
in the first two cases, a clinically advanced (and inoperable)
malignancy was downstaged to an operable, treatable malignancy.
In the last case, it is difficult to state whether the management
would have changed because a neck dissection would probably
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have been performed as the patient had multiple neck nodes and
there existed the theoretical possibility that at least one of those
nodes contained metastatic papillary carcinoma. (The above list
of cases of tuberculosis coexisting with other pathology of
neoplastic origin, is, of course, not exhaustive.) But the possibility
of tuberculosis was never considered by the treating physician
because of Occam’s razor!

Tuberculosis has been described as the great mimic and
certainly, we are all aware of the diverse clinical manifestations of
the disease. It has also been called captain of all these men of death
(by John Bunyan, well before antitubercular chemotherapy
existed). Oncologists evaluating patients must always keep
tubercular lymphadenitis as an additional pathology in patients
who present with biopsy-proven cancers. Tubercular lymphadenitis
is often the exception to Occam’s razor.
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