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News from here and there

Malaria menace in Mumbai
Malaria, once restricted to distant suburbs ignored by the municipal
corporation, has been rising steadily in numbers over the years.
The vector-borne disease is now commonly reported in private
hospitals in south Mumbai and other upscale sections of the city.
The 2010 outbreak seems to be the worst in recent years. Since
January 2010, about 20 000 cases were reported by the Municipal
Corporation of Greater Mumbai (BMC)—4000 in August alone—
with more than 40 deaths due to malaria as of 30 August 2010.

There has also been an increase in the proportion of the more
serious falciparum malaria which requires hospitalization and
possibly intensive care. Nor are the city’s doctors surprised when
they see a patient with dengue fever. H1N1 was the subject of
public panic in 2009. In 2010 it has not merited much column-
inches of news coverage. Gastroenteritis and leptospirosis too
have taken a back seat to plasmodium.

The poor quality of the surveillance programme suggests that
official figures may be underestimates. Many people receive
presumptive treatment without being tested. Others may not receive
any treatment at all. The problem is exacerbated by rampant
construction activities, the collapse of civic cleaning services, and
overuse of antimalarial drugs leading to drug resistance.

The city’s health services are stretched to breakpoint as beds in
both public and private hospitals fill up. The municipality’s King
Edward Memorial (KEM) hospital and Lokmanya Tilak Municipal
General hospital set up pandals in their compounds to house
patients. The BMC also reports a step-up in door-to-door
surveillance. Rounds of pesticide ‘fogging’ convey the message
that the municipal corporation is taking action, though fogging is
insufficient without other preventive measures such as cleaning
up debris, and it is not known whether all the areas that need
coverage get it. There is talk of filling vacancies for civic cleaning
staff but there is no evidence of increased cleaning activities, and
piles of garbage continue to grace the roads. Conditions in civic
hospitals are such that the dean of the KEM hospital felt the need
to get doctors to sweep the hospital’s corridors.

Political parties are making the most of the situation. The Shiv
Sena has blamed migrants from outside the state for importing
malaria into the city and the municipal corporation for allowing the
migrants entry. These views were echoed by the rival Maharashtra
Navnirman Sena. Both parties have announced clean-up drives.

SANDHYA SRINIVASAN, Mumbai, Maharashtra

US Preventive Task Force updates recommendations for
osteoporosis screening

The US Preventive Task Force (USPTF) had previously published
recommendations for osteoporosis screening in 2002. Recently,
the task force updated these recommendations. Members of the
task force searched the Cochrane Central Register of Controlled
Trials and Cochrane Database of Systematic Reviews through the
fourth quarter of 2009, MEDLINE from January 2001 to December

2009, bibliographies of retrieved articles, and Web of Science
with the aim of determining the effectiveness and harm of
osteoporosis screening in reducing fractures for men and
postmenopausal women without known previous fractures; the
performance of risk-assessment instruments and bone measurement
tests in identifying persons with osteoporosis; optimal screening
intervals; and the efficacy and harm of medications to reduce
primary fractures.

Interestingly, the review showed that between January 2001
and December 2009 there were no published trials of the
effectiveness of osteoporosis screening and no studies evaluating
potential harms from screening. Fourteen risk-assessment
instruments were identified that modestly predicted low bone
density, while 11 modestly predicted fractures. Performance of
simple and complex instruments was not significantly different.
Ability of dual-energy X-ray absorptiometry (DEXA) to predict
fractures was similar in both sexes. Although calcaneal
ultrasonography was also found to be able to predict fractures,
results correlated poorly with DEXA.

Use of bisphosphonates, parathyroid hormone, raloxifene, and
estrogen reduced the incidence of primary vertebral fractures in
postmenopausal women. For non-vertebral fractures, evidence
was less convincing that these medications reduced risk. For
bisphosphonates, there was a lower risk for non-vertebral fracture
observed with analysis using alternative pooling methods. Further,
bisphosphonates were not consistently associated with serious
adverse events, whereas raloxifene and oestrogen were associated
with increased thromboembolic events, and oestrogen was
associated with additional adverse events.

Prevention trials were found lacking in men. The only
medication tested for primary fracture prevention in men with low
bone density was parathyroid hormone, which was associated in
one study with a trend towards lower fracture rate.

The authors (Nelson et al., Ann Intern Med 2010;153:99–111)
state that ‘Although methods to identify persons at risk for
osteoporotic fractures are available and medications to reduce
fractures are effective, no trials directly evaluate screening
effectiveness, harms, or intervals.’

HARESH MANI, Hershey, Pennsylvania, USA

 Advanced technology used to cheat in examinations
Advances in technology can be put to positive use—as well as
employed for criminal activities. The police in Kadapa and
Kurnool districts of Andhra Pradesh averted an audacious attempt
made by miscreants for leaking the Engineering, Agriculture,
Medical Common Entrance Test (EAMCET) 2010 examination
question paper. Several students were caught for trying to enter
the examination hall with bluetooth-enabled devices concealed
under their shirts. Further enquiries confirmed that the modus
operandi was allegedly conceived by a final year medical student
and two dental surgery students, the prime accused confessing to
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having carried out a similar attempt during EAMCET 2009 as
well. The gang had attempted to carry out the exercise using 305
microphones, 50 mobile phones, 10 batteries and 15 connection
boxes. The microphones were stitched to 100 shirts using copper
wires to be provided to candidates who were willing to be
accomplices in this scam.

In another incident, a different group of con-men attempting to
dupe students by claiming that they have questions of EAMCET’s
medical stream test was also nabbed. Nefarious use of technology
rather than hard work and preparation seems to be preferred to
studying! Readers of this column would also remember a similar
episode earlier (Natl Med J India 2003;16:179; available at
www.nmji.in/archives/volume%2016-3%20may%20june%20
2003/16-3%20final%20pdf/News/news.pdf, accessed on 3
September 2010).

ALLADI MOHAN, Tirupati, Andhra Pradesh

Medical women gather to discuss professional inequity and
globalization of medicine

The year 2010 marks the 28th International Meeting of the
Medical Women International Association (MWIA). Held in
Muenster, Germany, this formidable meeting of female physicians,
residents and medical students from across the globe discussed
strategies to improve the health of girls and women, as well as
challenges that face women in the profession.

Indeed, in the past century one of the most profound changes
in the medical profession has been the increasing participation of
women. In 1919, the MWIA was formed to ensure that women in
the medical profession could find support among their colleagues
across the world.

The theme of this meeting was ‘Globalization in Medicine—
Challenges and opportunities’. Many of the topics were of particular
relevance to the health issues facing the diverse subcontinent of
India. Dr Manju Mataliya, MWIA Vice President of Central Asia,
who represented India and Thailand, was pleased with the outcomes
from this meeting, particularly the new resolution encouraging
the international media to report violence against women.

‘We have special problems of violence on women in India like
child marriages, dowry deaths, female foeticide, and sexual abuse
like rape, molestation, and marital assaults. Trafficking of young
girls for flesh trading is also rampant.’ Mataliya noted.

Mataliya reflected: ‘MWIA as an organization can send
resolutions to the authorities concerned and express their voices.
But ultimately it will be up to all of us to collectively fight in our
own countries, protect our women and give proper support, care,
love and counselling.’

For more information about the Congress and the MWIA, visit:
www.mwia2010.net and www.mwia.net

PAMELA VERMA, Vancouver, Canada

 Health is a basic human right, believes
the Government of Assam

Assam is all set to have 50-bed model hospitals in all its 126
assembly constituencies. With a promise of being equipped with
the best of medical facilities, the project has an outlay of `300
crore and is expected to be completed by 2013. Because of this
scheme, the Medical Council of India has granted permission to

start a new government medical college at Jorhat, Assam. The
medical college will have an intake of 100 students each year.

From October 2010, a phone call is all that will be needed to
access medical advice in Assam. A round-the-clock phone helpline,
‘104 service’ will address healthcare problems including
psychiatric counselling. The Hyderabad-based Health and Medical
Research Institute (HMRI) is in a private–public partnership with
the Government of Assam for the Call-a-doctor service. The ‘104-
service’ will dispense prescription through text messages, although
only over-the-counter products will be prescribed. Assam becomes
the second state after Andhra Pradesh to implement this service.

These projects are a consequence of the unique, ‘Public Health
Bill’ which was unanimously passed by the legislative assembly
in Assam on 31 April 2010. The legislation has the provision to
‘provide for protection and fulfillment of the rights in relation to
health and well-being, health equity and justice, including those
related to all the underlying departments of health as well as
healthcare and for achieving the goal of health for all and for
matters connected therewith or incidental thereto’. It seeks to
make mandatory for all government and private nursing homes to
provide free health services during the first 24 hours of emergency.
The Act which comes into effect on January 2011 guarantees
people the right to appropriate medicines and the right to effective
measures of prevention, treatment and control of epidemic and
endemic diseases. It empowers the state health department to fix
accountability and responsibility in cases of recurring outbreaks
of epidemic diseases. The act also makes it compulsory for all new
development projects in the state to pass a health impact assessment
test. Assam is the only state to have formulated this act which
defines health as a basic right of the people.

SIBASISH DEY, Guwahati, Assam

NICE UK explores possibility of emulating clinical
guidelines development model in India

The National Institute for Health and Clinical Excellence (NICE)
in the United Kingdom (UK) has now been working for more than
a decade in developing evidence-based guidelines for clinical
practice and setting standards for healthcare in UK. A part of the
National Health Service, NICE was set up on 1 April 1999. NICE
recommendations are developed through a consultative process
and involve independent committees. This Journal recently
published an editorial looking at the possibility of having a NICE
healthcare model in India (Natl Med J India 2010;23:3–6). NICE
International has been set up as a branch of NICE and focuses on
offering advice to governments and health agencies outside UK in
developing local healthcare policy, and providing technical support
and inputs on a not-for-profit fee-for-service model. NICE
International draws on the extensive experience within NICE in
its work, and works collaboratively with academic organizations
and non-profit partners.

NICE International has initiated work in India and has conducted
outreach in various parts of the country, including Kerala and
Andhra Pradesh. In Kerala, the organization has interacted with
the state government and local clinicians to look at clinical
guideline development as part of the National Rural Health
Mission (NRHM) reforms under way in the state. In Andhra
Pradesh, NICE International conducted a 2-day workshop with
the Indian Institute of Public Health, Hyderabad for senior
clinicians, policy-makers and government officials from the state
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Ministry of Health and Family Welfare and discussed the possibility
of developing clinical practice guidelines in the state.

Dr Kalipso Chalkidou, Director NICE International visited
Mumbai on 12 August 2010 as part of a series of meetings with
various stakeholders in the country. At the meeting, hosted by the
Foundation for Medical Research (FMR), she spoke about the
work being done through NICE International and invited clinicians
to share their views on the possibility of the NICE model being
adapted to serve local healthcare needs in India. She mentioned
that discussions were under way with senior leadership within the
Union Ministry of Health and Family Welfare, and other agencies
such as the National Health Systems Resource Centre (NSHRC).
The challenges of developing practice guidelines in India with a
fragmented and heavily privatized healthcare market were
deliberated. The process of developing guidelines and the open
public feedback model used by NICE was also explained by
Dr Chalkidou.

Dr Chalkidou explained the role NICE International could play
in healthcare reform in India. She highlighted that India was faced
with an ageing population, a growing burden of chronic disease
and an increasing number of new and expensive technologies,
ranging from vaccines to diagnostics and drugs, coming in the
market. The Indian government, at the union and state levels was
committed to increasing public investment in health and broadening
access through its National Rural and (in the near future) Urban
Health Missions. At the same time, health insurers were keen to
improve quality and reduce unwarranted variation in the services
they offered to their populations. Policy-making based on evidence,
using transparent and inclusive mechanisms free of vested interests
and external influences could help improve quality, efficiency,
access and equity in health provision and outcomes. Drawing on
its UK and international experience, NICE International aimed to
support senior clinicians and policy-makers as well as commercial
and patient groups engage in evidence-informed decision making
at different levels in the country. The objective was not to export
the NICE or the NHS model to India but to help policy-makers and
clinicians involved in healthcare reforms in India to review and
adopt any aspect of the NHS/NICE process or methods to their

own setting. NICE International could also support technical and
institutional capacity building and forge links with professional
and government organizations in India where the UK’s expertise
may be of relevance and value.

ANANT BHAN, Pune, Maharashtra

Medical insurance for the poor: Not a panacea in
Tamil Nadu

One year after the introduction of the Chief Minister’s health
scheme for life-saving surgeries, some of the problems with the
scheme, which may be relevant for medical insurance in general,
have become clear. The scheme covers families which are below
the poverty line. A maximum pay out of ̀ 100 000 is possible over
a period of 4 years, for 4 members of a family.

In the first few months after the scheme was launched, Star
Health Insurance, the company which is implementing the scheme,
charged that many hospitals were performing hysterectomies which
were not medically indicated. In the last week of August 2010, the
company issued a circular with guidelines as to which hospitals and
which surgeons could perform total knee and total hip replacements.
Personal communication with other doctors and orthopaedic industry
representatives suggest that a number of surgeons with insufficient
training were performing joint replacements under the scheme. It is
also interesting to note that Star Health has been able to negotiate
a price of ̀ 35 000 for an American make knee joint commonly sold
in the market for upward of `50 000.

The insurance company pays a fixed amount for a particular
surgery. If there is a complication, it is not covered. If the patient
develops a complication unrelated to the surgery, it is not covered.
A photograph of the patient with the operation scar has to be sent
to the company before payment is sanctioned. Due to the difficult
processes and low payment rates, many hospitals have dropped
out of the scheme.

GEORGE THOMAS, Chennai, Tamil Nadu


