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Revised Hippocratic Oath

This is with reference to the article by Drs Pai and Pandya suggesting
a revised Hippocratic Oath.1 I would like to offer the following comments.

1. This is a very good suggestion in view of the declining standards
of ethics in healthcare in India. The overall healthcare scenario is
changing rapidly and there is a worrisome trend towards
corporatization, which minimizes or almost excludes the ethical
role of doctors. Many a time, this corporatization forces young
medical practitioners to adopt unethical practices just for the
purposes of survival. Even 60 years after Independence, this Oath
is largely on paper. Though the authors mention that every
medical graduate takes this Oath, this is not true. To the best of my
knowledge, almost no medical college has this type of ceremony.
It is high time some remedial measures were taken. The most
vexing aspect of this issue is the implementation of the Oath or
Code of Ethics. Most colleges do not even have copies of the code
and medical graduates have never seen or read the code. Doctors
usually read it when there is some complaint or medicolegal issue.

2. The Medical Council of India (MCI) has proposed that its Code
of Ethics and the Oath should be provided to each and every
graduate and that the graduate should file a written undertaking
with the MCI that she/he has received the booklet and will abide
by the clauses of the code. This is necessary as implementing the
code is not easy legally unless there is such an undertaking. This
procedure should be adopted as soon as it is approved by the
Ministry of Health and Family Welfare and notified.

3. It is also important to include in the Oath a clause that ‘I will
follow all the rules, regulation and laws of the country’. This is
necessary as many doctors are not aware of the basic laws
applicable to healthcare. Therefore, it is essential to include ethics
and medicolegal aspects in the curriculum.

4. The Oath mentions that graduates will keep up to date with
developments in the medical field. Section 1.2.3 of MCIs Code of
Ethics prescribes 30 hours of continuing medical education (CME)
in 5 years for every graduate. However, of the 27 State Medical
Councils, only 5 have some mechanism for accreditation and for
awarding CME points. The MCI has prepared guidelines for
accreditation and for awarding CME credits that will soon become
operational.

5. The relationship between doctors and the healthcare industry is
another aspect of healthcare which needs transparent and practical
solutions. The MCI has amended its Code of Ethics to make the
relationship between doctors and the healthcare industry more
healthy, transparent and practical. These amendments will become
operational when notified by the Ministry of Health and Family
Welfare.

6. There is a need for a paradigm shift in the way we practise if we
want to prevent young doctors from falling prey to unscrupulous
and unethical elements in the profession, as well as the various
commercial incentives offered by the healthcare industry. We
need to encourage the concept of group practice, wherein a senior
practitioner takes a junior as a partner and not as an assistant. This
can give financial security to young practitioners at the beginning
of their career. It is necessary to understand that a large majority—
almost 80%—of young doctors are keen on ethical practice.
However, they are forced into unethical and commercial ways
because they find it difficult to survive as there is no professional
and social support. Society at large also needs to understand that

if it wants ethical doctors, then it should have mechanisms and
ways to support these doctors. Like others, doctors have to pay
market prices for everything, including the education of their
children. It is easy to advise and preach ethics to young practitioners,
but we need a professional and social environment that is conducive
to ethical medical practice.

7. There has been a phenomenal increase in complaints of professional
misconduct. However, very few state councils, which are peer
group regulatory bodies, have effective ethics committees. The
MCI has prepared Standard Operating Procedures (SOPs) for
ethics committees that will soon be sent to all the state councils.
The MCI is in the process of creating a database for keeping track
of all complaints of professional misconduct in the country. Along
with creating more awareness and educating students, regulatory
mechanisms have to be strengthened to implement the Code of
Ethics and improve public confidence in regulatory mechanisms.
Over the past year, the MCI has managed to dispose of all the
complaints of professional misconduct that were pending from
1999–2000 in a transparent and democratic manner.

8. The Oath mentions that medical practitioners should limit their
practice to their specialty. However, in a country as diverse as
India, we need to have regulations which are not likely to put
patients in danger. Many rural areas have only doctors of general
specialties and these doctors look after all ailments. The MCI has
recognized this problem and many new specialties and courses are
being considered for recognition. Indian healthcare is at a
crossroads, and surviving globalization and economic liberalization
without reducing the availability of and access to healthcare in the
rural areas is a major challenge. We need to be proactive in
creating a cadre of various specialists across the country to treat
old as well as new emerging lifestyle diseases. This is possible
only if we manage to restore ethical standards in the profession.
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Limitations of the study of calcium profile in the
fasting stage and without a tourniquet

This refers to the data on measurement of serum calcium, inorganic
phosphate and alkaline phosphate levels in a group of healthy
subjects, with and without tourniquet, and in fasting and postprandial
states by Bhadada et al.1 The authors concluded that these
measurements can be done at any time of the day, irrespective of food
intake, and also when blood is drawn using a tourniquet. I wish to
point out some limitations of their study and data analysis that may
limit, or even invalidate, their conclusions.
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First, the authors compared 4 sets of data in their 64 study subjects
(before and after meals, with and without tourniquet) using Student
t-test. This statistical test is meant to compare data from independent
samples, and not 2 or more pieces of data from the same set of
subjects.2 Also, data comparing 2 different methods for a diagnostic
test require the use of measures of agreement such as Kappa statistic
or intra-class correlation, and not the usual tests for comparison of
means or proportions. Thus, lack of a difference using Student t-test
does not prove lack of interference by meals or tourniquet.

Second, the authors do not specify at which time of the day the
blood specimens were collected. There is no mention that specimens
were collected at different times of the day. Thus, the conclusion that
these measurements can be done at any time of the day does not
appear to be supported by any data.

Third, the study enrolled only healthy subjects, and did not
include any persons with abnormally high or low calcium or phosphate
levels. Notwithstanding the problems referred to above, their findings
do not exclude the possibility that food intake or application of
tourniquet affects calcium or phosphate levels in persons with abnormal
calcium homeostasis.

Further, no data have been provided on absolute sensitivity and
discrimination ability of the assay used, or on variation in levels of the
analytes studied in different specimens collected over a period of time
from the same subject. These data would have helped to place the
study’s results in perspective.

It is essential to study a substantially large group of subjects with
a wide variety of disease states besides healthy subjects, before one
can suggest that the long-established practices for collection of blood
specimens for measurement of calcium and phosphate levels be
changed. Moreover, such studies would need to be done in several
centres and with equipments that use different principles of
measurements and those from various manufacturers. Till then,
caution would be advisable.
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Authors’ reply

We are grateful for the constructive comments provided by
Dr Aggarwal on our study published in a previous issue of the
Journal.1 However, we do not agree with the use of the kappa statistic
for agreement between two measurements. We are of the opinion that
the kappa statistic should be used to compare agreement between two
categorical values and hence, is not applicable to our study2 as our
data comprised continuous variables.

We collected all the samples in the morning, between 8:00 a.m.
and 9:00 a.m. We agree that the results of our study should not be
misinterpreted to mean that the calcium profile can be done at any
time of the day.

Any new method should first be investigated in healthy individuals

rather than in patients. It would be a good idea to replicate our study
in patients with disorders of calcium homeostasis.

We were unable to present the study in detail because of word
constraints and would be happy to provide more information to
anyone who writes to us. We have already reported the limitations of
the study and we agree that our findings need to be confirmed in a
larger group of subjects with a wide variety of diseases.
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Validity of MCQ tests

The article ‘Postgraduate (PG) entrance for dummies’ in the January
2011 issue of the Journal1 made for interesting reading. While a
number of important points emerge from this paper, including some
regarding the very concept of basing our decisions on just one
examination of doubtful utility, I refer particularly to the issue of
objectivity which has deeply invaded our psyche.

Some time ago, a letter published in this Journal,2 recommended
using only objective methods for assessment as they were claimed to
be more valid than subjective ones. The present paper1 has only
strengthened the accepted view that there is nothing like ‘objectivity’
in assessment and all assessments are inherently coloured by thoughts,
beliefs and values of the assessor or institution. If we were to ask 10
experts to write multiple choice questions (MCQs) on, for example,
toxic effects of antibiotics after giving them the course objectives and
blue-prints, it is extremely unlikely that they will make identical
questions. Even if we provide them with stems, still it is unlikely that
they will provide similar options. Are they really objective (the
dictionary meaning is not influenced by personal feelings, interpretations
or prejudice)? If the questions were not influenced by personal biases,
then every entrance examination should have had similar questions—
but it does not happen. Even if we claim that the questions are randomly
picked by a computer then it is wise to remember that the computer also
uses the logic of a person who programmed it.

There have been instances where even the key of the MCQs used
in entrance examinations has been challenged in courts of law and
this could be one of the reasons why many examining bodies shy away
from disclosing what they consider to be the correct answer. On the
one hand, such practices award unfair marks to students (threatening
validity of the test) and, on the other hand, they encourage students
to learn medicine from MCQ books rather than from standard texts
and patients. Many of the questions attributed to entrance examinations
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of reputed institutions test only trivia—something which has been
published as a rare case report in one journal becomes a ‘high level’
MCQ. When we ask participants at our training workshops to analyse
published MCQs, a good number of questions attributed to premier
medical institutions get rejected outright because of design flaws.

I doubt if any of the questions used in such high stakes examinations
are discussed by experts. Even when they are, not everyone agrees to
them and then either the question is removed or only those are included
on which there is agreement, again threatening the validity of the tests.

The issue has been deliberated extensively by educationists.3

What we actually do is to decide on the questions subjectively but try
to mark them objectively in a bid to reduce measurement error. This
has been called ‘objectification’ and there is no evidence that
objectified tests give any better valid or reliable results. On the
contrary, there is enough evidence to suggest that objectification
tends to distort student learning.4

This phenomenon is a reflection of the trust deficit between teachers
and taught and is happening in a country where a Guru, traditionally,
occupied a higher pedestal than God. MB,BS students are examined by
56 examiners during their course but at the end no one—simply no
one—believes those marks. Have we ever thought why we waste so
much of time, effort and money on university examinations if the
results have to be dumped in favour of a MCQ test?
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Balancing rational care with consumer beliefs:
Tightrope walking

We write from a rural primary care practice setting in Kanchipuram
district in Tamil Nadu. We serve a community of about 50 villages
spread over 2 blocks. Located about 3 km from the nearest primary
health centre (PHC), 8 km from the nearest district hospital and 20 km
from a medical college hospital, we have an outpatient clinic and also
a basic 24-hour emergency service, which is run by doctors during the
day and trained nurses at night. The clinic offers specialized counselling
services for all kinds of illnesses. It also acts as a resource centre
which provides information on various disease conditions and disease
prevention strategies to patients through pamphlets, brochures, posters
and video shows. We use rational and evidence-based protocols,
which have evolved in consultation with medical advisors from
various fields, for the management of common problems in primary
care. These are documented and also periodically shared with other
private practitioners in the local area.

In this context, we are increasingly facing the challenge of
balancing rational practice with the beliefs and expectations of
patients. One of the issues which is often discussed during the

monthly debriefing sessions of the hospital staff is the patients’
demand for ‘injections’ and ‘saline’ for the alleviation of all ailments.
The town nearest to the rural area that we serve has many private
practitioners as well as unauthorized practitioners who thrive on
giving ‘gulcose (sic)’ injections for every common cold, cough,
headache or fever. When the poor farmer goes to the clinic after a hard
day’s labour, he is told, ‘You need 2 bottles of “gulcose” to feel fit for
tomorrow’s work.’ The practitioner charges anywhere between `10
and `30 for an injection and `100–150 for a bottle of saline. What
medicines are given in the injections, what ‘gulcose’ is administered
and why, is arbitrary and challenges one’s rationality. The mystification
of healthcare is so high that the poor villager is left groping for
choices and blindly believes the practitioner. A few success stories of
miraculous recoveries have made the rural community at large throng
to these private practitioners, and it has become the norm to believe
that ‘injection’ and ‘saline’ can cure every ailment.

Not a day passes in our clinic when we are not asked to give
‘injections’ and/or ‘saline’ for cough, cold or fever by these poor
village folk, who have been proselytised to believe that injections and
saline constitute miracle cures for ailments and do not give importance
to time-tested home remedies. In this scenario, we face the following
dilemmas:

• Mr X, an agricultural labourer, has a health problem and strongly
believes that only an injection can relieve him. He demands an
injection. We can explain to him that it is not necessary, but is it
ethical to refuse him what he believes is the best for him? This is
a challenge to the patient’s right to choice and autonomy.

• As long as my intention in giving the ‘injection’ or ‘saline’ is not
to make a profit, but only to give a psychological benefit, which is
also referred to as the placebo effect, is it wrong to make a
compromise with rationality of practice?

• If I refuse to give an ‘injection’ to Mr X and he goes to an unautho-
rized practitioner to get an injection anyway, will I be promoting
unhealthy and harmful injection practices? Should I instead give
him what he wants, at least in a safer and healthy way, using sterile
disposable needles, thus minimizing the risk of transmission of
disease?

• We talk about partnership with the patient and his participation in
healthcare, and a provider–consumer model between a doctor and
a patient. The patient believes that he needs 2 bottles of intravenous
infusion and tells us, ‘I will pay whatever it takes, but please give
me the infusion.’ Should we give the infusion?

• On the other hand, by giving him the ‘injection’ every time, are we
positively reinforcing his injection-seeking behaviour? In that
case, how to break the habit? Where to draw the line?

There is no doubt that every organization should have standard
practice guidelines and these should be periodically reinforced to
ensure rational practice. However, it is also our opinion that rationality
has to be contextualized to the social milieu. ‘While it is wise to be
strong, it is foolish to be rigid’. The strength is in flexibility. Let us
take a scenario in which an elderly woman with a strong belief that
only an injection can cure her arthritis sits in the clinic, refusing to go
home with a prescription of painkiller tablets. We have found that
negotiation helps a great deal in handling this kind of situation. It can
be useful to make a deal with the woman that we will give her an
injection during her next visit if there is no relief with the tablets.
Another strategy which we have used and which seems to work is to
give patients complete information about the illness. We also tell
them in which specific situations an injection would be absolutely
necessary. This helps them decide whether they are in the category
that needs an injection. Sometimes we tell them, ‘You do not need an
injection, but I will give it to you to satisfy you.’ The fact that the
doctor is doing something to please them gives them immense
satisfaction, and builds their trust and faith in the doctor. Nevertheless,
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it also drives home the message that the injection was unnecessary.
We have seen that if one ‘gives in’ once, the rigidity of the demand
for ‘injection’ slowly fades in the subsequent visits.

Recently, the husband of one of our patients complained to us that
his wife had developed an injection abscess after an intramuscular
injection at our clinic for non-specific body aches, and that he had to
spend a considerable amount of money on its treatment. When we
pointed out that the staff sometimes tends to give unnecessary
injections when pressurized by patients, his response was: ‘We are
illiterate. I haven’t seen the inside of a school. We believe that an
injection will cure us of our illness. You are the educated doctors.
Isn’t it your responsibility to point out to us that our belief is wrong
and treat us appropriately?’ This threw all our discussions and
techniques overboard. Should medical practice in rural India be
guided by the ‘provider–consumer’ relationship or should we still be
following the ‘paternalistic approach’? This has to be decided on the
basis of our interactions with the patients. The role we play as
practitioners has to be individualized to the patient.

While we continue to work at the patient interface in the clinic
explaining the ‘correct’ approach, we have also made a sustained effort
at communication and advocacy on the ‘injection–saline’ practice
through posters and pamphlets, which are displayed at various places
in the clinic. Through our community health leadership training
programmes, we conduct sessions for the members of the community
on how to be a discerning health consumer. We also talk about rational
care. One can make a dent in the profit-driven ‘injection–saline’
practice only through synergistic efforts and interventions in the arena
of individual patients and public health. We have found this problem
disturbing and are sure that other practitioners are also facing similar
problems. We hope our communication will initiate a discussion on
this matter and help evolve a wider consensus and understanding.
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Medical research output in India: Where are we?

‘The IITs are surviving because of their students. There is hardly any
worthwhile research from our IITs. The faculty in the IIT is not world
class. It is the students in IITs who are world class. So the IITs and
IIMs are excellent because of the quality of students, and not because
of the quality of research or the faculty.’

These are the now famous words of Mr Jayaram Ramesh, the Union
Minister of Environment and Forests, spoken while inaugurating a
research facility in the private sector on 23 May 2011.

In this context, it is interesting to examine the research output in
the medical field in India. There are no hard data to quantify the
qualitative or quantitative research output from the over 300 medical
colleges in the country. In the absence of data, the only reliable
information is from Pubmed, which gives us an idea of the indexed
research papers in medicine from India (Table I).

TABLE I. Number of articles indexed in Pubmed (in 5-year lots)
Period World India (%) China (%)
1989–93 2 032 867 12 079 (0.6) 7409 (0.4)
1994–98 2 132 408 13 282 (0.6) 11 436 (0.5)
1999–2003 2 679 233 26 016 (1.0) 52 018 (1.9)
2004–08 3 512 133 51 815 (1.5) 1 65 411 (4.7)

While this does not represent the entire quantum of medical
research in India, it certainly indicates the number of research articles
which were considered suitable and accepted for publication in indexed
journals. Twenty years ago, both China and India accounted for only
0.6% and 0.4%, respectively, of the worldwide published articles. War-
like efforts by China have raised its proportion of published indexed
medical articles by over 1100% in this period, whereas India still
accounts for only 1.5% of articles indexed in Pubmed.

If we consider only the past decade, the biomedical research
output of the USA as a proportion of the global output decreased by
3.3%, while India increased its share by 0.9% and China by 4.5%. The
share of South Korea and Brazil increased much more than that of
India. If one considers the ranking of countries based on the number
of published articles in Pubmed, in 2000, India ranked 14th and
China 9th. In 2009, India had improved its rank to 13th, while China
had risen to second place, being next only to the USA (Source:
Clinical Trial Magnifier, Volume 2:12, December 2009, 682–71).

These figures tell a rather sorry tale about the importance assigned
to research in medical colleges in India. If one excludes the national
research organizations such as the Indian Council of Medical Research
(ICMR) and premier medical institutions such as the All India
Institute of Medical Sciences (AIIMS), the research output from the
remaining medical colleges is practically nil. Of the nearly 20 000
postgraduate dissertations submitted every year, hardly any are
published or publishable. Lack of infrastructural facilities and finance,
pressure of work due to understaffing, multiple teaching
responsibilities and, above all, lack of motivation and incentive
account for this deplorable state.

What is the attitude of the regulatory agency towards research in
medical colleges? Neither the Medical Council of India nor the Union
Ministry of Health and Family Welfare have demonstrated any leadership
in this direction. While a PhD is mandatory for anyone aspiring to
higher academic posts in universities as per the guidelines of the
University Grants Commission or for direct appointees in veterinary
medicine as per the guidelines of the Indian Veterinary Council, this is
not the case in the nursing or medical profession. A doctoral degree is
not essential for any academic appointment in medical colleges except
for those with non-medical degrees, who require a PhD to be promoted
to higher academic posts. It is obvious that those with a research degree
who have already demonstrated their interest and aptitude in research
would encourage research in their environment and in their students.
Such teachers are apparently unwelcome in medical colleges. There is
no incentive for those with research degrees and no recognition either
in appointment or promotion in medical colleges.

The recommendations of the postgraduate working group of the
Medical Council of India to correct this anomaly by granting a higher
academic start at the Associate Professor level for those possessing
a PhD as opposed to an Assistant Professor for those without one and/
or counting of the 3 years spent acquiring a PhD as equivalent to
teaching experience in promotions is languishing in the recesses of
the Medical Council of India, with no decision taken for over a year.
With such an attitude, does the statement of Mr Jayaram Ramesh
come as a surprise?
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