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On the revised Hippocratic Oath

The effort made by Pai and Pandya in modifying the Hippocratic Oath
is indeed laudable.1 The fact that the Oath has continued for such a
long period of time is testimony to its message of human compassion
and care, which has been at the heart of all students aspiring to be
doctors. Recent years have seen giant leaps in the advancement of
technology, and new drugs are replacing older ones at a very rapid
pace. The boom in the pharmaceutical industry has led to cut-throat
competition and a tendency to win by hook or by crook. The lure of
easy money or material gains has made a mockery of the very Oath
that should be the guiding force behind the practice of a doctor. This
was not the case when the Hippocratic Oath was written and hence the
need to modify it for the present time. The modified Oath suits the
present scenario. However, it is lengthy and needs to be edited
further. The authors have also mentioned that euthanasia is illegal in
India but a recent Supreme Court judgment has stated that passive
euthanasia should be considered for certain patients. A mention of
illegal determination of the sex of a foetus, which is prevalent in
India, should also be made. Finally, and of paramount importance,
eminent doctors of our country should set an example by following
the modified Oath in letter and spirit, so that it does not merely remain
of ceremonial value.
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A new Hippocratic Oath

I was delighted to see the recent article by Drs Pai and Pandya,1

arguing in favour of a new Hippocratic Oath for India and containing
a proposed new text. I think their proposed new Oath admirable.

I have two comments. First, concerning needless investigations,
the new Oath mentions corrupt dealings with laboratories and
imaging services, but it seems to me that such references are rather
too historically specific/contingent, that they apply so readily to our
own era that they may not stand for the future. Surely a more
general/inclusive wording would help the new Oath stand for
longer, say, if it applied to other forms of corrupt/questionable
practices, such as kickbacks, of which we are not yet aware and
which we might, therefore, not have contemplated/included. A
slightly less specific wording might help embrace future
developments.

Second, the new Oath mentions guinea pigs, but does not refer to
the need for respect and honesty towards the patient who takes the
risks involved in willingly becoming one. No one can make a truly
informed decision unless the doctor is honest about the risks as well
as the importance of the research. The need to think about that kind

of honesty would be beneficial for the doctor, too, as it would
encourage contemplation and inspire them not to be too sanguine or
too persuasive, to the possible detriment of the patient. The dangers
of medical over-optimism (especially with new treatments, which
have their own fashions, as we know) are not addressed here, where
‘modern’ is equated with ‘good’. Hope can be delusive, as the work
by Nick Cristakis on prognosis has shown. The examples of
thalidomide, which was a real bandwagon, and valium, which was
very widely used before people recognized its addictive danger, are
two examples (among many) of the new and the modern which were
not actually very good for many patients or their offspring. Of course,
these medicaments have their uses, but were inadequately tested
before being tried.

But, all that said, I admire the attempt to create a good new Oath
for India’s doctors. I hope it is widely debated, and that an improved
version is widely adopted. 

The profundity and simplicity of the Hippocratic ‘Above all do no
harm’ still stands. I dream of an oath that could be as brief and as
memorable as that!
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Revised Hippocratic Oath—
A step forward in the right direction

The Hippocratic Oath in its original form is of little practical
relevance in the rapidly progressing field of medicine. In fact, it
could be said that the Oath has not aged well. In this decade of
lawsuits and libel allegations, the Oath is an impractical entity
rooted in an ideal scenario. However, the reality is harsher and the
oath, if it had to change with the times, to give it some serious value,
forming as it does the stepping stone to becoming a full-fledged
doctor, would be close to, if not exactly similar to the one written
by Pai and Pandya.1 The oath proclaims fraternity among fellow
doctors as one of its strongest points. However, what it has fostered
among generations of doctors taking this oath is ruthless competition
and rivalry with each other. Human fallacy can never be a parameter
of judging the effectiveness of anything, but in this case, when the
words not only lose their value but are twisted to totally reverse their
meaning, a serious doubt has to be cast on the usefulness or even the
need for such an oath.

The modern oath defines properly the important medicolegal and
ethical responsibilities that every doctor should be aware of right
from the beginning while undertaking any kind of research that
directly or indirectly involves humans. With the dawn of the present
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century, this is indeed a valuable addition to the oath, due to the
growing role of medical research in almost every branch of medical
and allied sciences.

Another interesting addition which is of critical importance in the
present scenario is the one pertaining to the dealings of doctors with
professionals who share a vested interest in the field, primarily the drug
manufacturing and insurance companies. It is essential to ask for
transparency and clear dealings on the part of the doctor, as envisaged
in the new oath. However, in spite of everything, the old oath does have
a sentimental value for all would-be doctors, as they have heard the oath
being administered to their seniors every year at the convocation.

Nonetheless, in our opinion, the revised oath is a much needed
step forward in the right direction and in keeping with the times.
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Short-cut to a medical qualification?

The shortage of quality health services in rural areas is a major
challenge in India. The Ministry of Health and Family Welfare
(MoHFW) has repeatedly stressed upon this issue. Recently, the
government announced its intention to introduce the Bachelor of
Rural Medicine (BRM),1 a medical degree that could be obtained in
three-and-a-half years. The decision has raised quite a storm in the
medical fraternity.

There can be no short-cut to a medical qualification. The shortened
version of the course, Bachelor of Rural Medicine and Surgery
(BRMS), may compromise on basic sciences such as anatomy,
physiology, pharmacology, pathology and microbiology, which form
the backbone of medical science. It is on this solid foundation of basic
sciences that clinical subjects stand. Half-hearted efforts do not yield
half results, they yield no results. The human body is ultimately one
functioning unit, and a comprehensive understanding of various
disease processes that alter body physiology requires thorough
knowledge. Half knowledge is dangerous, and in this case, the price
may be paid by the patient.

The double standards that the government has set for rural and
urban health provision are also unacceptable. How can there be a
different set of doctors for rural areas? Lowering the standards is not
a solution. We already have a rural health scheme in place. Lack of
qualified personnel is not the problem, but getting the system to work
certainly is.

The reluctance of doctors to settle in rural areas is completely
understandable. A doctor, like any other professional, has career
aspirations. When he decides to settle down in a village, he is
compromising on many aspects of his life. Medical education is
expensive and by the time a doctor starts earning, he is already in his
30s. The schooling and education of the doctor’s children is often a
problem in rural areas. Lack of qualified supporting staff and the non-
feasibility of expensive medical equipment, compounded by people’s

inability to afford healthcare services, limits the scope of practice.
The government will have to give better incentives to doctors in

rural areas. It may be in the form of subsidized land, housing,
transport, taxation, provision for children’s education, etc. New
postgraduate courses, such as degree/diploma/fellowship in secondary
hospital medicine, community critical care, non-invasive cardiology,
diabetology, rural surgery, etc., can be started at rural hospitals.
These can have specialists from nearby medical colleges who come
to rural hospitals as visiting faculty for certain fixed days in a month.
Resident doctors undergoing these courses can definitely provide
better healthcare to rural people. We should not forget that Ayruvedic,
Yoga Unani, Siddi and Homeopathy (AYUSH) doctors form a major
workforce in rural healthcare. Integrating them into the system of
rural healthcare through proper channels is more practical than
forcing unwilling medical students to do so. In a country which still
depends on midwifery for basic obstetric care, ignoring AYUSH
doctors is incomprehensible.

Before forming new healthcare policies, the government needs to
review the existing resources and come out with long term practical
solutions rather than knee jerk reactions.
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Padma awards to doctors in India:
A few more thoughts

It is with a lot of interest that we read the analysis on the Padma
awards given to doctors in the past 10 years.1 The recent controversies
surrounding the Padma awards definitely demand introspection on
the awards process. The paper provides a good scientific analysis.1

However, there is scope for a little more examination to provide
further insight. We attempted to further interpret the data used by the
authors1 and have come up with these additional points:

1. In the past 10 years, almost half (68 of 137) of the awardees in
medicine have been from superspecialty fields (cardiology,
neurology, nephrology, urology, gastroenterology, etc.). This
group constitutes <1% of the total number of allopathic
practitioners in India. Superspecialty facilities are restricted
largely to the private sector and, barring a few exceptions, are
out of the reach of the masses and address only a small proportion
of the disease burden in India. On the contrary, India is faced
with many public health challenges—large numbers of maternal
and child deaths2 and a high burden of psychiatric illnesses.
There is a large number of doctors working to address these
challenges. However, this analysis shows that in the past decade,
only 12 (8.8%) doctors from these 3 fields (4 each in paediatrics,
gynaecology and public health—if we consider leprosy, nutrition
and administration as public health; given as others in Table II1)
and no psychiatrist has received a Padma award. Though the
awards are not selected on the basis of specialty, the contribution
should always be judged on the basis of the impact made on
society. Doctors working to counter the health challenges in
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India and to improve the health of large populations deserve
recognition for their efforts.

2. The analysis shows that almost all the awards were given to
clinicians. Doctors from the pre- or paraclinical streams of medicine
(i.e. anatomy, physiology, pathology, pharmacology, etc.) have
not received the awards in the past decade. Physicians in these
streams, too, have contributed immensely to advancing scientific
knowledge. Another aspect that is even more disturbing is that all
the doctors who have received the Padma awards hold postgraduate
medical degrees. Thus, the large majority of physicians who do
not have postgraduate medical qualifications have been ignored
even though they are the main service providers for the community
and contribute significantly to the healthcare system. If only those
who have specialized in a particular field and who have looked
after politicians1 get high national recognition, the medical pro-
fession will be polarized towards specialization and an unhealthy
desire to work only in certain geographical areas, even when there
may be a greater need for services elsewhere. Both these
implications are counterproductive for the larger national good.

3. Understandably, the Padma awards are merit-based and regional
representation is and should not be a criterion. However, as the
authors have rightly commented, a larger number of doctors from
Delhi get these awards than doctors from any other part of India.1

The main reason is apparently their proximity to politicians at the
Centre. Applying simple deductive logic, the states which have
reputed and prestigious institutions should be the most likely to
have awardees. Understandably, Union Territories such as
Chandigarh and states such as Tamil Nadu and Maharashtra lead
the awards list. Nonetheless, it is to be noted that these are the
states which have influential politicians at the Centre. No doctors
from union territories/states such as Puducherry, Orissa, Rajasthan,
Gujarat, West Bengal and Madhya Pradesh have received a
Padma award in the past decade. These states have at least 2
common features: first, during the past decade, they have largely
been ruled by a political party other than the one at the Centre and
second, these states (except for West Bengal) do not have any
reputed medical institution. Does this point towards political
interference or influence in the selection of the awards? Is there a
need to strengthen the existing institutions in these states, to
improve their quality and bring them to a level where they can
retain talent which wins national recognition?

4. The authors have highlighted that only 5 of 137 (3%) awardees
were women. Given the fact that one-third to half of all doctors in
India are women, their abysmally low representation on the
awards list warrants further analysis. Similar analysis is required
to understand whether the background (academic, research or
hospital setting) is a determinant for receiving a Padma award.

We suggest that the Padma awards follow the lead of the Nobel
prize,3 and go beyond awarding individuals to recognizing healthcare
institutions, professional bodies, charitable organizations, medical
journals, etc.

It is time that an in-depth analysis of the Padma awards is done.
The analysis of awards in the area of medicine may reflect deeper
trends in the selection of awardees in all categories. It is time that the
awards are selected on pure merit and not because someone knew
someone influential. The Padma awards are held in high esteem and
every effort should be made to retain the prestige attached to them.
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Use of albumin in patients with cirrhosis:
Misuse or misconception?

In patients with cirrhosis, infusion of albumin is recommended to
prevent circulatory and renal dysfunction following large-volume
paracentesis, and during an episode of spontaneous bacterial
peritonitis.1,2 However, it is often used indiscriminately to control
ascites, correct hypoalbuminaemia and after paracentesis.
Unfortunately, despite the lack of evidence, such practices are quite
prevalent in tertiary care hospitals in India. In view of the enormous
cost, inherent risks and uncertain efficacy, can we really justify this
practice? The available evidence suggests that hypoalbuminaemia
and consequently reduced vascular oncotic pressure has very little
role in the formation of ascites in patients with cirrhosis. The rate of
formation of ascites remains unchanged after the oncotic pressure
becomes normal following an infusion of albumin.3,4 Further, the
effect of infusion of albumin is short-lived and its transcapillary
escape rate is significantly higher in patients with cirrhosis compared
with normal subjects (10.2%/hour v. 5.4%/hour).5 The accelerated
rate of leakage of albumin into the extravascular spaces may even
promote fluid retention.

Albumin is widely recommended for the prevention of post-
paracentesis circulatory dysfunction in patients with cirrhosis.1

However, it does not consistently improve circulatory and renal
function in these patients. This may be related to inadequate correction
of effective hypovolaemia despite the increase in total blood volume,
because of the extreme splanchnic vasodilatation in these patients.6

Further, cheaper plasma expanders such as Dextran 70 have been
found to be equally safe and effective in such patients.7 The cost of
plasma expansion with albumin is significantly higher than that with
Dextran 70 (US$ 370 v. US$ 15).7 The risk of developing circulatory
dysfunction is small (about 20%) when <5 L of ascitic fluid is
removed, and the risk remains even if albumin is not infused.1,8

Hence, infusion of albumin is pointless.
Infusion of albumin should not be used to correct hypoalbu-

minaemia in patients with cirrhosis because it has no apparent effect
on morbidity or mortality. A meta-analysis has shown that
administration of albumin may even increase mortality in critically ill
patients.9 Also, human albumin is not a good nutrient and its infusion
may actually induce protein deficiency. Albumin levels can be
restored much more economically by enteral feeding using peptide-
based formulations. The unnecessary infusion of albumin not only
increases the cost of treatment but may also be harmful. Exogenous
albumin accelerates degradation of albumin and retards synthesis of
endogenous albumin.10 Albumin is also believed to have anticoagulant
properties, which might be detrimental to patients with a bleeding
tendency. Other risks associated with the infusion of albumin include
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transmission of viral diseases, hypersensitivity or allergic reactions,
volume overload, etc.
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Does medical school training desensitize young doctors?

A need for training in ethics, professionalism and communication skills
for doctors during their undergraduate and postgraduate years has often
been expressed.1,2 Despite the fact that the Medical Council of India
(MCI) regulations (1997) mention the need for such training in the
context of the institutional goals of an undergraduate MB,BS
programme, no formal curricula in ethics, professionalism and
communication exist in, our graduate programmes.3 Some universities
and medical colleges are making efforts to introduce medical ethics in
the curriculum.4 Most medical schools in the West have a course in, or
some content covering medical ethics and professionalism as a part of
the curriculum, to equip medical students and physicians with humanistic
values and skills involved in delivering good medical care.5

For the past 3 years, we have introduced a 2-hour panel discussion
on ‘How to be a good doctor?’ for undergraduate students in the first
week of their third semester, at the All India Institute of Medical
Sciences (AIIMS). This interactive session is conducted by 4–5
faculty members, and the issues of professional conduct, the doctor–
patient relationship, ethical and professional behaviour, communi-
cation and the role of a doctor in society, etc. are discussed. In the
initial part of the session (30–40 minutes), students are asked to
reflect on their experiences as patients or patients’ relatives and share
the reasons and/or the attributes of treating doctors which made these
experiences good or bad. Most of the attributes of a good doctor, e.g.
being humane, compassionate, sensitive, competent, honest, a good

listener and communicator, ethical and a team person, are brought out
by the students themselves.

This suggests that students experiences in medical school and with
the existing healthcare system desensitizes them and makes them
cynical. Western literature suggests that a majority of first and second
year students are very empathetic and humanistic, and choose medicine
because they want to provide quality care to patients. Unfortunately,
many lose much of their empathy and humanism during later years
when they go to wards and work with overworked and burnt-out
residents and doctors who model bad doctor–patient interaction skills.
It is this modelling, not only by the faculty but also by residents, also
referred to as the ‘hidden curriculum’, which constitutes the most
powerful influence on students’ understanding of professionalism in
medicine. Ample experience from the USA, where a curriculum in
ethics and professionalism has been in existence for many years, has
shown that the development of professionalism depends first and
foremost on what students observe and experience as they go about
their daily activities in the hospital wards and clinics.6

In India, the problem of the absence of teaching of ethics and
professionalism during the undergraduate and postgraduate years is
compounded by the declining number of role models as unethical
practices flourish, and this adds to the frustration of students for they
see a divergence between what is preached and what is practised.4,7

Therefore, the challenge today is to ensure that professional attitudes
and behaviours are in evidence in the clinical environments in which
medicine is practised and learnt.8

While formal curriculum, sessions and workshops for students to
promote ethical and professional behaviour are excellent initiatives,
ultimately the learning environment plays a major role in how they
behave with patients and colleagues. Students feel that contact with
professionals at the bedside, in the clinic, and in the operating room
forms a major component of learning about ‘what a professional is’.9

Since the most powerful learning is experiential and students are
close observers of the environment in academic health institutes, the
onus is on teachers and administrators to promote patient-friendly
initiatives and usher in effective clinical training. It is important to
create an institutional culture that values good professional behaviour
and upholds the required standards. The leadership of academic
medical institutions and the members of faculty, therefore, play a key
role in protecting the humane and professional attributes of our future
doctors. This will help to ensure that the students of today will be
proud rather than distressed that they have chosen to be the doctors
of tomorrow.10
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