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News from here and there

Reforms in undergraduate medical education
The Medical Council of India (MCI) has proposed major changes
in the structure of undergraduate medical education. There is wide
disparity between the health needs of the community and the
availability of healthcare services. The present MB,BS curriculum
does not empower the degree-holder to handle day-to-day practical
problems at the secondary or tertiary level. To equip the graduates
with necessary skills to make healthcare available to those who
need it the most, especially in remote areas, the board of governors
of MCI constituted the Undergraduate and Postgraduate Education
Working Group in July 2010, which proposes to restructure the
MB,BS course with a 4-year course and 1-year internship inclusive
of 6 months’ electives. It also proposes to double the number of
seats in the undergraduate courses and to provide early clinical
exposure starting from the first year itself to the students through
a competency-based module. The 330 medical colleges have
about 35 000 seats; and, with the present intake, the shortage of
doctors by 2031 is projected at 954 000. The working group
recommends vertical as well as horizontal integration of healthcare
services by increasing the intake in medical colleges wherever
there is adequate infrastructure of teachers, equipment and clinical
load, and to augment infrastructure in relation to clinical load by
attaching established medical colleges to district-level hospitals
or secondary hospitals run by government agencies. It proposes to
use those hospitals as a base for training of undergraduates; up-
grading existing bigger district hospitals and augmenting their
infrastructure to become community medical colleges through
public–private partnership, as well as starting medical colleges and
hospitals in remote areas. The recommendations also emphasize
coordination between laboratory services and clinical sciences.

The need to reform the medical curriculum has been felt for a
long time and, through these reforms, the MCI aims to make
medical education in India on par with global standards by
removing the redundant and obsolete parts. The existing curriculum
is to be augmented by electives such as ethics and legal medicine,
bioinformatics, computer applications, community projects, HIV
medicine, sports medicine, laboratory sciences, research
methodology, accidents and emergencies, tissue culture, assisted
reproductive technology, genetics and immunology. The MCI
intends to start long distance fellowship programmes in areas such
as diabetic care, HIV medicine, geriatric medicine, hospital
infection control and hospital management. Contemporary
approaches to education such as skills laboratory, e-learning, m-
learning and simulation will be incorporated along with setting up
of learning facilitation centres and a large-scale faculty
development and capacity building programme, emphasizing on
performance-based incentives and grants. The faculty members
will have opportunities for interdisciplinary and dual/adjunct
appointments. To increase the existing consultant pool, it has
been suggested to hire the services of retired teachers and those
who have left government service, and to increase the age of
superannuation and inclusion of young and dynamic faculty.

With an improved and revised curriculum and detailed capacity

building, manpower (of global standards) can be increased by
putting in place the necessary infrastructure and faculty
development programmes. The expected outcomes of these reforms
are improved doctor:patient ratio, equitable distribution of doctors
in urban–rural areas and improved health parameters.

BHAVNA DHINGRA, New Delhi

Liberation treatment for multiple sclerosis
Multiple sclerosis (MS) is the most common neurological disease
to affect young adults in Canada. It is an unpredictable, often
disabling disease that affects vision, hearing, memory, balance
and mobility. Until recently, it was believed that there was no cure
for MS. An Italian vascular surgeon has now challenged that view.
In 2009, Dr Paolo Zamboni created a stir in the MS community by
hypothesizing that chronic cerebrospinal venous insufficiency
(CCSVI) in the veins leading to the head is the root cause of MS
and, therefore, repairing the drainage problems in these veins can
possibly alleviate MS. In Canada, opinion on the Zamboni treatment
or so-called liberation treatment is sharply divided among believers
and skeptics.

Despite increasing reports of people who have experienced
little or no benefit from the procedure, patients who are not
prepared to wait the 10 years or so that it might take to rigorously
test Zamboni’s theory, have been steadily flocking to countries
such as India, Cuba, Costa Rica and Mexico for treatment.

While the exact number of Canadian patients who have travelled
abroad for this treatment is unknown, the growing consternation
in Canada about medical tourism for CCSVI liberation treatment
has led the MS Society of Canada to warn patients that ‘anyone
who is going to take part in an experimental treatment should
consider doing that in the confines of a clinical trial setting
because there are safeguards in place for them’. But patients with
MS do not seem to be deterred by these warnings and the demand
for liberation treatment is such that provincial governments are
finding themselves under considerable pressure to support the
controversial procedure.

Canadian provinces have adopted different approaches to
appease patients with MS. Whereas the government of
Newfoundland has undertaken its own observational study of the
treatment in patients who intend to go overseas at their own
expense, the government of Saskatchewan has decided to go
ahead and commit $ 5 million towards funding clinical trials for
the liberation procedure; the first province in Canada to do so.
And despite the death of an Ontario man in October 2010 after
thrombi formed around the stent in his neck following liberation
treatment in Costa Rica (leading the federal Health Minister
Leona Aglukkaq to caution Canadians against travelling abroad
for the treatment), the New Brunswick government announced in
November 2010 that it would set up a fund to help people to pay
for the treatment. Alberta followed suit with its own announcement.
In December 2010, the provincial government in Alberta pro-
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claimed that it was committing $ 1 million to track the results of
at least 500 Albertans, including those who have travelled overseas
for the therapy, over the next 3 years. Albertan Health Minister
Gene Zwozdesky said the government will fund a $ 6 million
clinical trial if the results of the observational study are positive.

Time will tell whether the liberation treatment works, but for
now, medical tourism, as evidenced by the number of mushrooming
medical and surgical tourism service providers promoting the
therapy, appears to be flourishing. And as patients with MS hope,
data collected on patients undergoing this treatment abroad may
provide enough evidence for provincial governments to fund the
procedure here in Canada.

MEENAKSHI KASHYAP, Toronto, Canada

Patient safety during CT brain perfusion scans
On 9 November 2010, the US Food and Drug Administration
(FDA) issued recommendations to protect patients undergoing
computed tomography (CT) brain perfusion scans from excessive
radiation. The issue of excess radiation in this setting was first
brought to light in October 2009 when more than 200 patients
were found to have received 8 times the intended radiation at
Cedars-Sinai Medical Center, Los Angeles, California. Patients
and healthcare workers were alerted to the problem when some
patients reported hair loss or skin redness following their scans.
This prompted a year-long investigation by the FDA, following
which the agency reported finding a total of 385 patients from 6
hospitals who were exposed to excessive radiation during such
scans. However, the FDA admits that these were symptomatic
patients and might represent only a fraction of the problem. Other
patients may have received doses higher than expected levels, but
not high enough to produce obvious signs of radiation injury. The
FDA was also concerned that, over time, excessive radiation
exposure could increase the risk for long term radiation effects
such as cancer.

All reported cases of radiation overdose involved scanners
manufactured by GE Healthcare and Toshiba America Medical
Systems. The FDA did inspect these companies but found no
violations of FDA laws and regulations. FDA evaluation of the
manufacturers’ specifications for multi-slice CT scanners found
that there was no overexposure when these scanners were used
according to the manufacturers’ specifications. There was also no
evidence to indicate that the manufacturers were involved in
modification of the hospitals’ scanning protocols. A literature
review showed that the manufacturer-defined protocols provided
reasonable and appropriate image quality and dose. However, the
investigation did reveal improvements that industry could make
to its equipment, user information and training to improve the
safety of their equipment and reduce the likelihood of
overexposures. The FDA said that it is working with manufacturers
of CT scanners to improve their instructions and training
programmes for this complex equipment, and to provide software
safety checks that would prevent unreasonably high radiation
doses from being delivered unintentionally. In a letter dated 8
November 2010, the FDA communicated to the industry a need

for better instructions for use and more information to users about
manufacturers’ default protocols.

Based on its investigation, the FDA has made the following
recommendations (some of which are safety practices required for
all CT procedures and not just brain perfusion scans): assess
whether any of your patients received excess radiation during CT
perfusion scans; review your radiation dosing protocols for all CT
perfusion scans to ensure that the correct dose is planned for each
study. Any change to the default protocol should be cleared
through the facility’s quality assurance programme and be approved
for image quality and dose by the radiologist and physicist; if more
than one study is performed on a patient during one CT perfusion
imaging session, adjust the dose of radiation so that it is appro-
priate for each study; implement quality control procedures to
ensure that dosing protocols are followed every time, and that the
planned amount of radiation is administered; check the display
panel before performing each scan to make sure the amount of
radiation to be delivered is appropriate for the individual patient;
be certain and document that radiology technologists are trained
on the specific scanner and for the specific imaging protocol they
are using. They should understand the meaning of the dose index
reported on the CT control screen, as well as the expected ranges
for each imaging protocol and body scan region; CT operators
should be specifically trained on dose-saving features such as
automatic exposure control (AEC) before using them. If the user
activates AEC without carefully reviewing and adjusting the
associated parameters, the pre-populated (‘default’) values may
not be appropriate for that scan, which could lead to an
overexposure with more radiation dose than intended or an
underexposure with poor image quality. Protocols using AEC
should be reviewed by a radiologist and physicist; imaging
professionals responsible for conducting CT procedures must
define the equipment parameters needed to provide an adequate
image at the lowest dose possible. Many factors play into the
scanner parameters and dose used, such as patient size and age,
condition of the patient, scanner design, etc., and so there may be
a range of parameters and doses that are considered reasonable
and appropriate. While it is inappropriate to designate a maximum
dose, dose limit or universal optimal dose for brain perfusion
examinations or diagnostic imaging procedures in general, the
FDA provides information on how to determine if the dose
associated with a given protocol is reasonable. Each facility
should set its own alert level for brain perfusion studies beyond
which further review by a physicist, radiologist and quality
assurance committee may be necessary. Based on FDA’s review
of the literature, a reasonable alert level could be set at 1 Gy
computed tomography dose index (CTDI vol).

Earlier, in February 2010, the FDA had launched a campaign
called the ‘Initiative to reduce unnecessary radiation exposure
from medical imaging’. This campaign focuses on the 3 modalities
that account for almost 90% of annual radiation exposure from
medical imaging, namely CT, nuclear medicine studies and fluoro-
scopy. At the same time, the FDA does not want to dampen faith
in these imaging procedures. The agency stated that ‘a medically-
needed CT scan that does not expose the patient to unnecessary
radiation has benefits that far outweigh the radiation risks’.

HARESH MANI, Hershey, Pennsylvania, USA


