
Correspondence

Dr Kotnis and China

On the front page of The Times of India, 10 December 2009, I read
the headline: ‘Dr Kotnis in China’s top ten friends list’, according to
an internet poll organized by China Radio International (CRI) based
on a collection of 56 million votes between 31 August and 10 October
2009 as part of the 60th anniversary of the Chinese People’s Republic.
Dr Dwarkanath Kotnis from India, along with Dr Norman Bethune of
Canada, who treated Chinese soldiers during the Sino-Japanese war
of 1938, won the heart of Mao Ze Dong with their selfless service.
Dr Kotnis died at the age of 32 after spending 4 years in China. On
his death, Mao said ‘The army has lost a helping hand, the nation a
friend. Let us always bear in mind his international spirit.’

I personally experienced the impact of Dr Kotnis in China during
my two visits—first in 1984 and the second in 2004.

I was selected by the Government of India for training in Nuclear
Medicine in Canada for 1 year under the Colombo Plan Fellowship.
In 1984, Professor Leonard Rosenthal of Montreal (with whom I had
trained), invited me to be part of a Canadian Nuclear Medicine
Physicians’ delegation for a 4-week tour of the Peoples’ Republic of
China under a people-to-people programme. We visited all the
prominent medical centres in various parts of China and gave lectures
on various topics in nuclear medicine, a new specialty at that time, in
China. I had the novel experience of speaking a sentence in English
which was immediately translated into Chinese. I was impressed that
even technical terms such as ‘thallium’ and ‘technetium’ were
translated into Chinese. Wherever we visited, seeing that I was an
Indian, I was greeted with ‘Hindi Chini Bhai-Bhai!’ Clearly this was
the impact of Dr Kotnis. Due to the impact of Dr Norman Bethune,
the Canadian doctors were equally well received. Dr Bethune is also
in the recent list of the top 10 foreign friends of China.

In October 2004, I visited China again, this time for the Asia
Oceania Congress in Nuclear Medicine. I was keen to visit the
Dr Kotnis Memorial in Shijiazuang, Hebei Province 125 miles north
of Beijing. The Indian Consulate in Beijing was very helpful but did
not have any information to be able to guide me for my visit. It was
through the help of a Chinese nuclear medicine physician from that
region that I could arrange my visit to the Kotnis Memorial Centre.
Very few Indians had visited this centre before me. One conspicuous
name that I noticed among previous visitors was Shri Sushil Kumar
Shinde (the present Union Minister for Power). Standing in front of
Dr Kotnis’s big portrait, I noticed the script at the bottom: ‘Dr Kotnis
graduated from the Grant Medical College in 1936.’ Noting that I was
a former Dean of the same College where Dr Kotnis had graduated
from, I suddenly became a very important person for the Chinese. My
lecture to the Faculty of Medicine was announced by putting Chinese
posters in various parts of the Dr Kotnis Indo-China Friendship
Hospital and Medical Centre. Since I was unprepared for this honour,
I downloaded my editorial on ‘Evaluation of coronary artery disease’
published in 2003 in the Journal of the Association of Physicians of
India and made copies to be distributed to the faculty of the Hebei
Medical University who attended my talk. This time there was no
need for a translator in Chinese; clearly China had come a long way
since 1984.

Unlike the aggressive and unfriendly posturing of the Chinese
political and military class, I found the Chinese medical community
friendly and cordial. This suggests the need and scope for people-to-
people diplomacy as an important policy initiative to deal with our
neighbours such as China and Pakistan. The friendliness and cordiality
that Indian visitors experience from the common man in Karachi and

Lahore when they go to watch India–Pakistan cricket matches there
is spontaneous and a more important indicator of public perceptions
than the hostile and aggressive postures taken by the Pakistani
politicians and government agencies. People-to-people diplomacy
may succeed where professional politicians and diplomats fail. This
is a silver lining to the dark clouds that surround us in our relationship
with difficult neighbours.
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Ragging in medical colleges: Call for adopting a zero-
tolerance policy

All of us in the medical profession in India have witnessed ragging in
medical colleges in one form or the other. However, ragging that led
to the death of a student (Mr Aman Kachroo) at the Dr Rajendra
Prasad Government Medical College (RPGMC), Tanda, District
Kangra, Himachal Pradesh was indeed tragic.1 Similar incidents have
happened in the past too2 and it is believed that ragging in medical
colleges is more ‘extreme’ than in other institutions. Many factors
could lead to a culture of ragging. Epidemiologically speaking, the
agent (senior students), host (junior students) and environment
(college and society), each could contribute to the practice of ragging.

COLLEGE

There has been a tradition of ragging in medical colleges. Some
colleges have failed to implement the recommendations of the
Raghavan committee3 either due to ignorance or casualness.
Overworked and understaffed administrators often find it difficult to
implement anti-ragging measures. An inefficient security system may
be another factor. Wardens may fail to carry out their duties due to
lack of incentives. At times, a less than stable administration may lead
to an environment of laxity and indiscipline. Ineffective institutional
mechanisms to help freshers, poor relations between the students and
faculty, and failure to take strict action against those indulging in
ragging also contribute to the practice of ragging.

Senior students

The ‘tradition’ of ragging has been handed down over the years.
Seniors demonstrate their power and authority by ragging juniors.
Some senior students, who indulge in substance abuse and have
behavioural or psychological problems, are more likely to resort to
ragging.

Freshers

They often do not report instances of ragging to the college authorities.
This could be because they are not aware, have little trust in the
college administrators, fear being ragged more by seniors or simply
accept ragging as a process of being inducted into the student
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fraternity. The absence of adequate support systems in a college
enhances the fear among freshers to take any step against ragging.

Curbs on ragging in medical colleges

The University Grants Commission (UGC) in 1999, based on a
directive from the Supreme Court, recommended banning the practice
of ragging in educational institutions. In 2006, the Supreme Court of
India constituted the Raghavan committee to recommend measures to
eliminate ragging. In May 2007, the committee submitted a wide
range of recommendations to be followed at various levels.4 Based on
these recommendations, the Medical Council of India (MCI) issued
guidelines to all medical colleges in 2009.5

Many measures to root out the menace of ragging were taken after
the death of Mr Aman Kachroo. The media played an important role
in creating awareness that led to the adoption of anti-ragging measures
across India. The UGC issued its regulation on curbing the menace
in April 2009.6 The punishable ingredients of ragging are clearly spelt
out in this version. It calls for a zero-tolerance policy towards ragging
and specifies the measures to be taken by institutions before, during
and after the process of admission. It recommends that ragging be a
cognizable offence under the law. The regulation articulates incentives
that can be offered to institutions complying with strict enforcement
of anti-ragging measures in the form of additional financial grants. It
also lays down incentives for wardens who carry out their
responsibilities effectively. Punishment of different types has been
proposed for students who indulge in ragging; this could be in the
form of suspension, withholding scholarships or results, debarring
participation outside the college, cancellation of admission, rustication,
expulsion and a fine of Rs 25 000–100 000.

In May 2009, the Supreme Court stated that heads of institutions
will have to face penal consequences if timely steps are not taken to
prevent ragging and punishing those who indulge in ragging. The
other recommendations by the Supreme Court were that faculty of
medical colleges had an equal responsibility to act against ragging.
It emphasized the need for college personnel and staff including
employees in messes and canteens to be made aware of anti-ragging
guidelines and their enforcement. It also suggested that small groups
of fresher students be attached to staff members of a college for
regular interactions so as to build confidence and handle difficulties
faced by them.

The Ministry of Human Resource Development in consultation
with the UGC, MCI and other regulatory bodies set up a round-the-
clock anti-ragging helpline (Phone: 1800-180-5522; email:
helpline@antiragging.net).7 The helpline is operational in 10
languages since June 2009. A web-based anti-ragging database was
also created which would store all complaints with respect to ragging
along with the action taken. Dr Rajendra Kachroo, father of Mr Aman
Kachroo, has initiated a civil reform ‘aman movement’ to eradicate
ragging.8 The movement, in collaboration with government agencies,
tracks the implementation of anti-ragging guidelines in colleges. It
also organizes lectures, media programmes, participates in discussion
forums and has prepared short videos to increase awareness about the
problem of ragging.

It’s time the medical fraternity takes a firm stand to completely
root out the practice of ragging from medical colleges. A concerted
and coordinated effort is required from all stakeholders to enforce a
zero-tolerance policy towards this menace.
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Public health in India: Law alone is insufficient
for social change

This is in response to the paper by Hazarika and colleagues on Public
Health Law as a tool for social change.1 While the thesis that law can
promote public health goals is good in itself, it is insufficient to
achieve the goals without a functional public health infrastructure
and cadre of trained and empowered staff.2

Our health system was designed on the pattern recommended in
1946 by Joseph Bhore who chaired the first National Commission on
the Health System. He did not want public health infrastructure
abolished, but the health system design resulted in dismantling it in
the name of integration with healthcare that the Commission
recommended. The next Commission (1962) chaired by A. L. Mudaliar
wanted that defect corrected and recommended the establishment of
a Department of Public Health in independent India’s Ministry of
Health and Family Welfare (MoHFW). Apparently, the medical elite
in power or position did not allow its implementation, in the hope that
medical technology would fix all health problems, and for that
purpose more medical colleges were needed. Today India has some
300 medical colleges, yet the health problems are worse than ever.

Tamil Nadu adopted the Mudaliar Commission recommendation
and created a public health infrastructure, a public health cadre and
career pathway, and a training institute. The Department of Public
Health and Preventive Medicine in Tamil Nadu has become a model
for all other states and the Centre.3

Instead of establishing a public health subsystem within the health
system, the MoHFW adopted the selective disease control strategy
promoted by the World Bank. India has special agencies to control
tuberculosis, malaria, leprosy, childhood cluster of vaccine-
preventable diseases and human immunodeficiency virus (HIV)
infection. Each agency has its own independent infrastructure, staff
and monitoring methods. They are neither integrated among
themselves nor with the healthcare subsystem. Barring the success of
HIV control, all other programmes have faltered precisely for the
reason that they are not integrated or inter-phased with healthcare.
Polio eradication, achieved by every other member nations of the
Southeast Asia Region by 2000, has not been achieved by India even
in 2010. The fundamental defect, illustrated by this anomaly, has to
be corrected.4,5

In spite of being the world’s fifth largest economy, India has a
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dismal record in human health parameters. The Human Development
Index (2009) places India at 134 among 182 countries evaluated.6

Malnutrition and maternal mortality are among the worst in the
world. There is no programme to control the many infectious diseases
that are rampant. Without a public health subsystem the nation will
not be able to address the increasing prevalence of non-communicable
diseases.

In short, India needs to overhaul its health system to include
public health and to ensure equity and quality in healthcare. The
Government of India should appoint the third National Commission
on Public Health and Healthcare so that a comprehensive review and
analysis of the situation can help re-design the health system.4,5,7
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Cortical venous thrombosis due to aquired
hyperhomocysteinaemia

We read with interest the report of a single case of cortical venous
thrombosis due to aquired hyperhomocysteinaemia by Sasidharan
and Mohamed.1 For the past 6 years we have been speaking about the
frequency of acquired hyperhomocysteinaemia due to vitamin B

12

deficiency in vegetarian diets at various neurology fora. We have
previously published a series of 640 patients of both arterial and
venous ischaemic stroke,2 in which 80% of the patients had raised
homocysteine levels and in nearly 60% of these deficiency of vitamin
B

12
 was demonstrated. In the others, either vitamin B

12
 levels were not

done or the patients had received vitamin B
12

 and hence had normal
vitamin B

12
 levels with raised levels of homocysteine. In another

series of 163 patients with stroke, 25 patients had venous sinus
thrombosis with 20 of them having raised homocysteine levels.3 We
have also compiled a consecutive series of 85 cases of venous sinus
thrombosis seen at our centre (unpublished data). In this series,
homocysteine levels were tested in 56 patients and were found to be
>15 mmol/L in 38 (68%), >35 mmol/L in 17 and >50 mmol/L in 10
(17.9%). In 49 of these patients, vitamin B

12
 levels were measured

and found to be low (<200 pg/ml in 26 [53.1%]) and borderline (200–

300 pg/ml in 8 [16.3%]). The main cause of these was a vegetarian
diet.

In our patients with ischaemic stroke, acquired hyperhomo-
cysteinaemia is more frequent than hypertension and diabetes, and
in patients with venous sinus thrombosis it is more frequent than
pregnancy, the puerperium and the use of oral contraceptive pills or
hereditary thrombophilia.

Unfortunately, this major risk factor for ischaemic stroke (arterial
and venous) is less well known, so we thank the authors for reporting
the case.
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Nurse practitioners: Worth considering in India?

In view of the debate generated by the proposed 4-year degree course
of Bachelor of Rural Medicine and Surgery, it is perhaps time to look
at the concept of ‘nurse practitioner’. This programme was initiated
in the USA in the 1960s, in response to the shortage of doctors. The
programme has grown with time, and has been effective particularly
in underserved areas. Nurse practitioners are nurses who undergo
specialized training including clinical attachments. They specialize
in a number of areas and can prescribe medicines, including controlled
drugs, independently in most States of the USA. They are permitted
to administer anaesthesia, oversee childbirths and do specialized
psychiatric and geriatric care. Of course, they do all this in collaboration
with a qualified physician, but the physician need not be physically
present when they are managing the patient, prescribing medicines,
etc.

Looking at the work done by the registered and qualified nurse
practitioners in the USA and in other countries, this concept could
easily be incorporated into our healthcare set-up, in the niche sought
for the 4-year Bachelor of Rural Medicine and Surgery graduates.
The present BSc Nursing course is a 4-year course, which includes an
extensive curriculum of basic ‘pre-’ and ‘para-’ medical sciences as
well as clinical exposure. These graduates get wide experience in the
hospital setting, though different in nature from that of medical
students, and are adept in dealing with sick patients.

I suggest that a BSc Nursing graduate, with 3 years of professional
experience, could be a candidate for advanced training as a nurse
practitioner (i.e. a 2-year course with 1 year of clinical attachment
such as an internship). Most of them would be in their mid-twenties
and would be able to do justice to their course and have a long
working life.



124 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 23, NO. 2, 2010

However, the training would need close monitoring—ideally
jointly by the medical and nursing councils—a process that would
require some compromise of territoriality by both. Given the right
opportunities and status, the nurse practitioners would be able to
serve their communities well. Since most nurses are women, this
would also help in the empowerment of women—it is well known that
women are more effective than men in catalysing social change
within a community.
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Impact of personalized medicine on diagnostics and
therapeutics

Recently, Ge et al.1 proposed a genetic basis for the observed
variability in hepatitis C virus clearance in patients of different ethnic
groups who had received the same treatment. Briefly, a polymorphism
in the IL28B gene encoding interferon -3 was correlated with the
observed differences in effectiveness of treatment. Nearly half of the
observed differences in positive outcomes to treatment between
patients of European and African descent could be attributed to the
higher prevalence of a favourable IL28B genotype within the former
group.

The availability of a genetic explanation for the differential
response to medication adds to the growing case for the need for
considering personalized medicine, based on ethnicity. However, in
principle, gender, or even age group, could be a basis for personalized
medicine. In animal trials, the important principle of age and gender
matching for meaningful controls and data interpretation is widely
recognized.

Advances in predicting outcomes of drug administration at the
individual level will certainly make prescriptions less routine and
more precisely directed. Regarding the drugs in the market, such
knowledge enables the accurate delineation of patient groups who
would benefit from treatment, and spares others in whom, at worst,
adverse reactions may result. This presents the biotechnology and
pharmaceutical industries with an economic opportunity to develop
better diagnostic devices and kits to enable providers and patients to

make informed choices regarding a particular medication in the
market.2 The epidemiological data on drugs in the market could also
be analysed to discern and understand differences in patient responses
to treatment.

The situation with future drug development is different. While
drug development remains just as expensive, the market for any given
drug has, on an average, shrunk due to the considerations outlined
above. Any medicines developed will be, on average, more expensive
for the (now smaller) target population and drug companies will be
faced with a lower return on investment (see DCHS report).2 Therefore,
a company may choose to focus on the development of drugs that are
less likely to be influenced by patient genotypes, or target diseases
that affect a large enough population (e.g. hepatitis C, estimated to
affect 170 million people worldwide as reported by the WHO). 3 On
the other hand, diseases that affect smaller (or poorer) population
groups or those that are likely to be strongly influenced by patient
genotypes are less likely to be targeted for drug development because
the market size might fall below a perceived threshold that ensures
profitability.

Personalized medicine seems to generally encourage the
development of diagnostics and dampen that of therapeutics. Would
we now end up with even more orphan diseases than before? Would
corporate social responsibility in the biotechnology and
pharmaceutical industries now have to be measured by the amount of
funds allocated to finding cures for newly orphaned diseases? What
can governments do, other than adopting more orphan diseases?
Thus, civil society needs to take cognizance of these possibilities and
act proactively, rather than reactively, and engage with corporations,
government and consumer organizations to address these issues.
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