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ANGELIC DOCTORS
O would some power the giftie gie us to see ourselves as others see
us.—ROBERT BURNS

We of the medical fraternity like to think of ourselves as pure
as gold. The reputation of the profession is being ruined by a handful
of venal doctors, who hanker after gifts from the pharmaceutical
industry and prescribe expensive drugs so that they can qualify for
the freebies, but the majority of us are saints. The Citizen, Consumer
and Civic Action Group (CAG) is a Chennai-based non-governmental
organization (NGO) formed several years ago to protect citizens’
rights in a number of areas. They recently decided to turn their
attention to the high costs of healthcare, and conducted a few studies
in Chennai to look at the factors influencing these and to formulate
methods of controlling them. On 21 January 2011, they organized a
National Seminar on the Regulation of Promotional Practices by
Pharmaceutical Companies. I was unable to attend the deliberations,
but the organizers were kind enough to give me the gist of the studies
they had done in this area, the details of which were presented and
discussed at the seminar. They have also kindly permitted me to share
this information with the readers of this Journal.

The CAG surveyed 92 practising doctors, 33 medical
representatives, 20 laboratories, 20 pharmacies, 9 hospitals and 100
members of the lay public. Many aspects were analysed. I mention
some of them below.

The sources of information about drugs: Most doctors relied on
journals, though the survey did not go into the actual journals used.
However, 50% of doctors said they valued inputs from medical
representatives.

Did gifts influence prescribing? Sixty of 92 felt it was all right
‘to accept gifts as reminders’, and only 14 felt the ‘practice was
wrong’. (Our halo is slipping.)

Did gifts lead to irrational prescribing? Forty-one said ‘yes’,
35 said ‘no’ and the rest ‘did not answer’. Forty-three agreed that
these gifts ‘would increase costs to the consumers’, 31 said ‘no’,
and the others kept silent, but yet two-thirds saw ‘nothing wrong
in accepting the gifts’.

Who should sponsor Continuing Medical Education (CME)
programmes? Seventy-eight were in favour of pharmaceutical
companies footing the bill for CMEs organized by medical
associations, as it is difficult to get sponsors from other sources.

My personal view is that we could well afford to contribute our
mite and thus keep clear of questionable sponsorships. I remember
my young days, when meetings were held in the medical college
(which did not charge us for the use of the hall), and we members
contributed a small sum to meet the expenses of a speaker if we
needed to get one from elsewhere. With a hundred members such
subscriptions would add up to enough, and at least in a city like
Chennai there is a wealth of talent and no need to call a speaker
from elsewhere. Surely, alcohol is not a necessary additive to the
learning process.

Does financial support from diagnostic centres lead to
unnecessary tests? The majority of doctors felt it does. This tallies
with the fact that most centres continue to offer kickbacks to doctors
for referrals where expensive tests are concerned. Most doctors
accept the incentive and some even demand it, suggesting that their
conscience is not strong enough to suppress their greed even when
they are aware that incentives lead to unnecessary tests.

The CAG also looked at the medical reps’ (representatives’)
perspective. The reps know all about the numbers of patients each
doctor sees, and the prescribing habits of individual doctors. They
agreed that the companies grade doctors according to the income
accruing to the company from doctors’ prescriptions. The reps also
claimed that they briefed doctors impartially about the merits and
demerits of their drugs. (If they do, I have yet to meet one of those
who took part in this survey. I have heard the merits of their drugs
and the demerits of the alternatives.) All the reps felt that doctors are
influenced by their promotions and gifts. They rated the factors
guiding the choice of drugs by the doctors on a numerical scale: the
services rendered by the company topped the list at 23, followed by
effectiveness 20, cost 15 and brand name 11. They were clear that
their sales went up where they gave gifts or sponsored some activity.
Of the 33 reps questioned, 22 felt doctors expect gifts, 12 said they
offered gifts in appreciation, and 11 said doctors demand gifts.
Companies spent between `500 and `5 lakh per year on each
individual doctor; the trendsetters and those with big practices
being the leaders.

Eleven of 20 diagnostic facilities gave monetary incentives to
doctors for patients referred.

All the 20 pharmacies surveyed said pharmaceutical companies
gave them incentives in the form of free extra supplies of drugs,
from 1 lot for every 10 sold to 10 for 10; 13 of 20 recommended
brands to their customers. Sixteen said they did so on the basis of
efficacy and 12 admitted that cost did play a part in their
recommendation.

This is a small sample, but in my opinion a very important one.
I am not aware of any such study having been done in India, and it
helps to put on a firm footing what many of us have always known,
but have been unable to quantitate. I hope the authors of the report
will publish it and make it widely available to us, the members of
the profession, so that we can see ourselves as we really are. We
have trampled our halo in the mire.

THE PRESERVATION OF TAMIL CULTURE
I was horrified to see a photograph in The Hindu of 12 January 2011.
Under the caption ‘Festive spirit’ was a photograph of a large group
of children, smartly clad in school uniforms, watching with obvious
enthusiasm as two fighter cocks were slaughtering each other. The
legend read ‘Cockfights, for some, are a colourful symbol of Tamil
culture. This event was part of the Pongal celebrations at Velammal
Matriculation School, Mogappair West, on Tuesday’. Tamil culture
is indeed hoary with tradition, and there is much we should strive
to preserve. Cruelty to animals is not one such. Cockfighting is
illegal under the Prevention of Cruelty to Animals Act of 1960, but
when has the law deterred any of us from doing what we want to do?

I have written in the past about the ‘sport’ of jallikattu, or bull
baiting. A bull is made to run wild through the streets of a village,
and young men vie with each other to hang on to the bull for a
specified period of time, while the bull attempts to shake its riders
off. Many people die in this pursuit, and many others are injured.
Should we persist with a tradition that leads to the death of so many
young men, and maims thousands more, with no useful outcome
whatsoever except that someone makes money. Can we at least say
that, unlike in Spanish bull fighting, the bull is not killed or in any
way injured? I am afraid that would not be true. To spice up the
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action, it is common for the bull to be stimulated by feeding it
alcohol, and by irritating its mucous membranes with chilli powder
in the eyes and the nose. A crazed bull can also injure itself by
running into obstacles and stumbling awkwardly, and who can
gauge the psychological stress the poor animal must undergo?

In 2008, the Animal Welfare Board of India approached the
Supreme Court in an effort to get jallikattu banned. The Board
claimed that the practice violated the Prevention of Cruelty to
Animals Act. The Government of Tamil Nadu countered that this
was an old tradition with religious overtones, and promised that no
animal and no person would be injured. Medical and veterinary
facilities would be made available wherever jallikattu took place.
The Court permitted jallikattu to continue.

However, the Board did not take this reverse lying down. The
following year, they produced photographic evidence to the Court
that the practice continued unchanged. People and animals were
injured. Twenty-one people died and 1614 were injured during the
jallikattu season in 2008. The Court agreed that this was indeed
cruelty to animals, and banned the sport, but reversed itself within
2 weeks on an appeal submitted by the government. The Court
wanted Doordarshan and officials of the Board to be permitted to
take videos of the event in different places. Organizers would have
to make a deposit in advance to cover the treatment of injuries to
man and animal, and to provide compensation to the families of
people who died.

While these restrictions had some effect, they were inadequate.
Official government records state that during 2010, 12 persons died

and more than 1600 persons were injured in this activity. It seems
odd to me that a government should support any activity that kills
so many and maims thousands, while being cruel to animals. The
plot gets ever more murky. A resident of a village where jallikattu
was planned approached the Madras High Court to appoint an
official to see that political parties were not permitted to take over
the running of jallikattu. He says they vied with each other to
distribute towels and banians (vests) with the imprint of the party.
The court has not yet pronounced on this plea.

In my youth, the people of Madras (present Chennai) were
known for their courteous manners, and were by and large gentle
folk. No longer. Citizens of Chennai are now aggressive and rude.
Much of the change may be related to the film culture that dominates
our lives. I do not know what the Censor Board of Film Certification
does. Tamil films and television programmes are full of mindless
and extreme violence, and no Indian film is restricted to adults only,
or even cautions that parental guidance is needed. Our children are
exposed to these images. And our government is now making
matters worse by encouraging cruelty to animals, and by introducing
them to the worst aspects of Tamil tradition in schools.

The newspapers of 17 January 2011 have reported on the first
day of this year’s jallikattu season. A posse of police was on duty
to ensure that the event was held in compliance with the Tamil Nadu
Regulation of Jallikattu Act, 2009. The result: 1 killed, gored to
death by a bull, 68 injured.

M. K. MANI

CARVING NATURE AT ITS JOINTS: THE CHALLENGES
OF CLASSIFYING MENTAL DISORDERS
Clinical assessments would be much easier if patients presented
with symptoms exactly as described in textbooks. Unfortunately,
they do not. Attaining clinical wisdom to distinguish health from
disease and normal from abnormal usually involves much more
than just learning the descriptions of diseases in classification
manuals or textbooks. This is a particular challenge when assessing
people presenting with mental health problems, since (at least so
far) diagnoses are largely based on clinical history and mental
state examination; there are no laboratory results or biological
markers for clinicians to base their decisions on.

Classification systems such as the WHO’s International
Classification of Diseases (currently ICD-10) and the American
Psychiatric Association’s Diagnostic and Statistical Manual
(currently DSM-IV) form the basis of psychiatric training and
influence clinical practice. The complex and precise rules for
making each diagnosis are often seen as gospel truth (at least by
trainees—and they make great questions for examinations). But
as these two widely used major classification systems of mental
disorders get reorganized and revised in the coming years, there
is a growing debate on the limitations of the concepts enshrined
in these classification manuals. The eminent psychiatrist, Sir
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David Goldberg states that an ideal classification system for even
common mental disorders has eluded psychiatry over the past 100
years, and we seem to be ‘merely drawing lines in the fog, not
carving nature at its joints’.1 The editor of the British Journal of
Psychiatry, Professor Peter Tyrer, provocatively wishes that
classification systems would ‘revise the nosology … in such a way
that the current labels can be cast into oblivion’.2 What is wrong
with the current classification of mental disorders that it invokes
such strong statements, and what is to come?

Most clinicians would agree that symptoms of diseases are
usually distributed on a continuum of severity, with no clear or
definite boundaries between normal and abnormal. However,
despite this knowledge, everyday clinical decisions require
dichotomous thinking—whether to give the patient a diagnosis or
not, whether to treat or not, and so on. Research populations, too,
are often divided into 2 categories, i.e. those who have a disorder
(the cases under study) and those who do not (the ‘non-cases’ who
are often implied as being normal for the purpose of that study).
Thus, there are 2 major approaches—dichotomous categories on
the one hand (one can either be pregnant or not), and continuous
dimensions on the other (continuously distributed symptoms). On
the face of it, these appear straightforward and both appear to have
their place in practice. In psychiatric nosology, however, the




