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Dr N. H. Keswani set up a department on the history of
medicine at the All India Institute of Medical Sciences, New Delhi
but I am not aware of any journal published by it.

Stray papers on the history of medicine in India do appear in
various Indian journals from time to time. Those in Current
Science (Bengaluru) and Indian Journal of the History of Science
(New Delhi) attract attention. I am not aware of any systematic
series advancing our knowledge of our past except for the illustrated
series of papers on our medical colleges and their hospitals and the
essays of ancient Indian medicine by Dr B. S. Mehta in Housecalls
published by Dr Reddy’s Laboratories and edited by Dr Ratna Rao
Shekhar.

Most official publications deal with strictly local forms of
medical practice, predominantly in the fields of Ayurvedic and
Unani disciplines. While these must continue in an objective and
verifiable form, we must not ignore developments that have led to
our present state of modern medicine as well.

If you were to discuss the history of medicine in India with
students in most of our medical colleges you will either encounter
puzzled faces or, at best, references to Çaraka and Susruta. An
examiner for the degree of MCh in neurosurgery took it upon
himself to ask each candidate about the history of the department
in which he had trained. He expressed his dismay at the fact that
not more than one in ten could even name the founder of the
department let alone describe his contributions to neurosurgery.

If you ask around for books on the history of medicine in India,
chances are you will be referred to those by Dr Kenneth Zysk or
Dr Dominik Wujastyk. A few may recall Dr Valiathan’s recent
works on Çaraka and Susruta and Dr Farokh Udwadia’s volumes
The forgotten art of healing and other essays and Men and
medicine. Few will discuss Dr D. V. Subba Reddy or Dr P.
Kutumbiah, author of Ancient Indian medicine (Orient Longman,
Bombay 1962) or Lt General S. L. Bhatia or others of this
meritorious band who have contributed in their own modest ways.

It is a sad commentary that while we see a proliferation of
institutes under the Indian Council of Medical Research and
projects funded by it and other agencies such as the Department
of Science and Technology and Department of Biotechnology, we

see no sustained effort at the study and analysis of past contributions
in medicine in particular and science in general.

As with the medical humanities in general and with medical
ethics, our knowledge on the history of medicine in our country
needs constant emphasis and accretion. We should have provided
for these earlier but it is not too late to correct the situation.

MEDICAL LAW CASES—FOR DOCTORS

This journal, now in its third volume, deserves study. The subtitle
on its cover states that it is ‘the medical law reporter for Indian
doctors’. It is published by the Institute of Medicine and Law at
the Guru Nanak Institute of Professional Studies in Mumbai. It is
edited by Mr Mahendrakumar K. Bajpai, Advocate, Supreme
Court of India. I have with me the issue dated June 2010.

As its subtitle indicates, the journal provides recent judgments
of the Supreme Court of India, the high courts and the various
consumer dispute redressal commissions in Delhi and the various
states on matters medical.

The issue dated June 2010 features, among other judgments,
those on the liability for failing to preserve samples for
investigation, writing medical records completely and clearly,
medical negligence in infection following surgery and other
procedures, and transferring patients who are in critical state.

In the abstract and advice reports, the facts of the case are
followed by the allegations made by patient or family, the doctor’s
defence, the findings of the court and, in a separate table, the
journal’s suggestions of precautionary steps to be taken by doctor
or institution. These suggested precautions are linked to the
relevant portion of the judgment by a tab. The full text of the
judgment is provided separately in the same issue.

I commend this journal for your study.
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THE AGEING PHYSICIAN

Marcus Welby, M.D. has been a general practitioner for more than
28 years. He has an old-school, unconventional, holistic-medicine
approach that is misunderstood by his mentee but cherished by his
patients. However, his practice is fictional and was aired as
Marcus Welby M.D., a highly popular American television series
in the early 1970s. Given the success of the programme, there is
a perception that patients prefer experienced, patient-centred
physicians such as Dr Welby. Marcus Welby M.D. stopped
running in 1976 and very few medical shows shared its success
until Doogie Howser M.D., the story of a 16-year-old surgeon,
captivated the attention of the American audience in the early
1990s. Although no studies have investigated whether patients

prefer older or younger care-givers, a report from 20051 asked the
parents of 200 children what kind of physician they preferred.
They found that only 21% of parents desired a ‘most experienced’
doctor to care for their children. The debate about younger versus
older physicians is not new, but the fact that 1 in 5 US physicians
in 2009 was >65 years of age, is sparking a debate about the effect
of ageing physicians on American healthcare.

The American population increased from 203 to 300 million
from 1970 to 2008 with a simultaneous increase in the number of
physicians from 330 000 to 924 000. While there was a 408%
increase in physicians older than 65 years of age, there was only
150% growth among physicians aged 35–44 years. Accordingly,
concerns regarding ageing physicians arose pertaining to their
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cognitive ability and skills. One such isolated incident, recently
published in The New York Times,2 reports an 82-year-old surgeon
who was forced to surrender his medical license after accusations
and complaints arose from complications patients experienced
under his care. The article suggests that there is a critical need for
systematic screening of elderly physicians to identify those who
are cognitively impaired.

Although doctors are requested to report impaired senior
colleagues, in reality this does not happen as doctors are reluctant
to report senior physicians who are often their mentors and sit on
hospital committees or insurance company boards. To avoid such
reporting bias, some hospitals provide their physicians with
malpractice insurance up to the age of 65 years with the hope that
paying their own way would make them reconsider continued
practice. Other hospitals require mandatory cognitive and physical
examinations for physicians older than 70 years or even retirement.
Although retirement is mandatory in many other professions by
65 years of age, many doctors argue that because of prolonged
training, which may extend until 38 years of age, forced retirement
at 65 years is unfair and may cause the public to lose experienced
physicians.

Many specialty boards require physicians to recertify every 7–
10 years. However, senior physicians may qualify under a
‘grandfather’ clause obviating the need for recertification. A 2002
study in Academic Medicine3 analysed the scores of 391 randomly
selected internists on their recertification examination. This study
observed an inverse relation between age and score; however, the
association vanished when only questions relating to stable medical
knowledge over the past 30 years were considered. A second
study4 compared 18 ‘expert’ to 17 ‘novice’ physicians and assessed
the accuracy of their differential diagnosis. The results showed
that when participants knew only contextual information of a
case, experienced doctors produced 50% more correct diagnoses.
The discrepancy between the diagnostic skills of experienced
physicians and their lower average recertification examination
scores may be explained in part by this. It is possible that older
physicians rely on their experience to form diagnoses, while
younger doctors make use of newer diagnostic modalities, which
are generally over-represented on examinations. Recent
publications point out that young doctors are more likely to use
‘evidence-based medicine’, using treatments based on clinical
trials, while older doctors base decisions more heavily on prior
training and experience. In the same token, young doctors are
more comfortable using hand-held computers, electronic medical
records and searching online databases.

Some critics point out that older doctors in general do not blindly
follow protocols and algorithms, but instead use common sense and
experience providing cost-effective patient care. Compared to
younger physicians, experienced doctors may stay more relaxed
when facing complications. A study in Aging and Mental Health5

collected 158 questionnaires from physicians surveying work-
related emotional stress. Analysis concluded that older doctors
reported much lower psychological distress and burnout, which
they attributed to greater work experience. Although some studies
reported lower cognitive skills in older groups,6 when individual
scores were analysed, few older physicians could not meet current
practice standards of care. This select group of elderly physicians
may have decreased the overall score of the group, giving a false
impression that the majority was impaired.

Surgical specialists employ not only their erudition, but also
their manual skill in performing operations. The relationship

between operative mortality and age of the surgeon has been
explored in a 2006 study in the Annals of Surgery.7 The study
included data on 461 000 patients who underwent one of 8
commonly performed surgical procedures. Investigators found
that for most procedures, the surgeon age over 60 years was not
correlated with mortality. It was observed that for complex
procedures, higher complication rates were related to low procedure
volumes. A 2010 study in the Journal of American College of
Surgeons8 reported that a group of 168 senior surgeons (>60
years) performed lower on average than younger surgeons in a
series of tasks assessing attention, reaction time, visual learning
and memory. However, individual score analysis showed that the
majority of older physicians performed similar to their younger
counterparts. The study revealed the high variability in cognitive
function among older doctors and that most physicians over 60
years conserve their cognitive skills.

Considering all the above factors, advocates for patient safety
believe there should be restrictions and comprehensive evaluations
for doctors starting at 65 years of age. However, their critics believe
that age should not be the sole factor when determining competency.
Senior physicians argue that they and their patients have ‘aged
together’, and have a mutual understanding given their age, as well
as the number of years they have spent caring for a given patient.
Specifically, they point out that older physicians routinely provide
preventive care to many patients and their families, while younger
physicians are often not interested due to their increasing attention
to new technologies. In some states and communities, patients are
concerned that senior physicians will be forced into retirement by
their age alone. In rural communities, senior physicians provide
dedicated care and are highly respected for both their skill and
compassion. Unfortunately, younger physicians are hesitant to
work in these remote and often underserved areas.

Although there is no simple and straightforward answer to this
debate, all who are involved agree that every physician should make
an attempt to discuss any observed changes in cognitive skills with
their senior physicians and report those who are unable to provide
the standards of care. This is imperative not only for the general
safety of patients, but also to preserve the reputation and credibility
of senior physicians, many of whom practised for several decades
providing care to thousands of patients and their families.
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