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‘Fresh fruit juice’—a metaphor for giving extra care
to a patient by family members/caretakers

Recently, the husband of a 38-year-old illiterate housewife from the
eastern part of India came for advice as he was planning to send his
wife back to their native village. An interaction with him prompted
us to write this letter. His wife had responded well to treatment for a
dissociative disorder from our psychiatry outpatient department. Her
family had spent a considerable amount of money on treatment at
their native place, without getting much relief. Seven to eight months
ago, with her 4 young children in the care of their grandparents, she
was brought to Delhi for treatment. She lived with her husband in a
rented accommodation. Her husband worked as a salesman, earning
about `4500 per month. We prescribed low-dose antidepressants,
and advised her to follow a structured daily routine, resume functioning
gradually, and take small frequent meals and daily walks.

Patients generally ask for advice regarding food. We suggest that
they eat green vegetables, sprouts, pulses, cereals and seasonal whole
fruit, in accordance with what they can afford and with the local food
habits and availability. Over the years, we have been witness to an
interesting practice—patients with psychiatric diagnoses of all kinds
are given ‘fresh fruit juice’ by their caretakers. This is not restricted
to patients who are either unable or refuse to eat. A glass of fruit juice
(250 ml) costs a minimum of ̀ 10. Some of the other items considered
to be of equivalent quality to fresh fruit juice are costly fruits such as
grapes/pomegranates, glucose powder and ‘cold drinks’ (as the soda-
based drinks are called in India). So based on this pragmatic wisdom
and the desire to reduce the cost of treatment and care for the family,
it was also mentioned to the husband (without his asking) that there
was no need to give fruit juice, and that whole fruits are better as these
also contain fibres. On hearing this, the husband asked permission to
confide a fact of great importance. He reported that he had been
giving fresh juice to his wife for the past 6 months to boost her taakat
(energy) as she reported weakness. However, he was relieved to hear
that fruit juice was no longer necessary. He was spending more than
half his salary on fruit juice. On further enquiry about how he was
managing his expenses, he said that he had brought cereals and pulses
from the village and that he was managing the rest of the expenses
with the remaining money. This prompted us to write this letter.

Patients from the National Capital Region, adjoining states, as
well as distant states (roughly a radius of 1500 km) visit the All India
Institute of Medical Sciences as it is a government-funded, tertiary
care, multidisciplinary teaching hospital. We have observed that the
practice of giving fresh fruit juice to patients is almost ubiquitous
among all strata of society. Initially, we were surprised why fruit juice
and its equivalents, with poor nutritional value, questionable hygiene
and uncertain water content, should be given so much importance.
Also with ̀ 10, one can buy an egg and 250 ml of milk or roasted gram,
one seasonal fruit or spinach and wheat flour, or some similar
combination of food items with far more nutritional value than fruit
juice. When the family members and patients are questioned about
the insistence on fruit juice, their first reaction is generally one of
surprise. They feel that it is obvious that a sick patient should be given
nutritious food which is easy to digest. Fruit juice and its equivalents
are believed to contain vital nutrients. We assume that people believe
that giving fresh fruit juice to someone you care for is akin to giving
them a nectar/elixir of life. Fruit juice shops, big and small, dot the
landscape of any locality in India and thrive on this belief. Over the
years, we have come to see the act of giving fresh fruit juice as an

essential part of caring for a sick relative. Fresh fruit juice in the
context of sickness becomes a metaphor for giving extra care to the
sick relative. It probably exemplifies extra commitment on the part of
the care-giver.

Many patients with psychiatric disorders need to be on long term
treatment. Math et al.1 estimate the treatment cost in India as `300/
month/patient, which is not a small amount. This does not include the
indirect costs in terms of loss of wages by the patient, disability and
the social isolation, burden, stigma and psychological strain faced by
the family. The majority of Indians pay out of pocket for health
expenses and their families bear the major brunt of the expenses.
Hospitalized Indians spend on an average 58% of their total annual
expenditure, over 40% of them borrow heavily or sell assets to cover
expenses and over 25% fall below the poverty line because of these
expenses.2 In this context, the affordability of treatment remains an
important issue for many Indians and the expenses involved may be
one of the reasons for poor drug compliance. Given this background,
the fact that many care-givers should spend so much money on an
unnecessary and expensive practice leaves us perplexed.

We wish to highlight the fact that as care-providers at all levels,
we need to look beyond the prescription of drugs. We have to be more
inquisitive regarding the importance of certain practices and their
meanings in the local sociocultural context, as these may be relevant
for families and patients on long term treatment.
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The UIDAI project:
Why some of the optimism might be nir-aadhar

The article by Nandan Nilekani in the May–June 2011 issue of the
Journal1 provides an interesting laundry list of the advantages which
an Aadhar number could provide to those registered through the
Unique Identification Authority of India (UIDAI). Nonetheless, it is
surprising that nothing has appeared on the limitations. The article
fails to present a holistic picture—there is no reference to the
expected challenges, the potential for duplication of the existing
mechanisms, the threats the Aadhar project poses, particularly to
privacy of personal information of individuals and data security.
Further, there is no mention of any proposed measures the UIDAI is
taking to address these potential loopholes. Even a cursory uninformed
examination of the claims in the article indicates that while the
intention is laudable, the process and means can definitely be causes
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of concern. As readers, we had several questions related to the
approach to, implementation of as well as legislative adequacy of the
UIDAI initiative and the implications of these issues for its success.

Why two sets of identification data?

It is unclear as to why two sets of identification data—demographic
and bioinformatics—are required for securing an Aadhar number.
Also, the operational aspects and possible misuse could cause concern.
As it is, individuals face many problems while trying to meet the
requirements of producing proof of residence, date of birth, etc. for
securing other key government identification documents (such as a
voter’s card, passport and ration card), and nothing has been said on
how similar trials and tribulations can be minimized in the case of
those seeking an Aadhar number.

Would securing an Aadhar number truly remain voluntary?

The article has pointed out some benefits of having an Aadhar
number, such as immunization tracking for children. However, this
system implies a clear link between basic health provisioning (such
as immunization) and the need for official proof of being an Indian
resident (to be certified through the possession of an Aadhar number).
If this is indeed the case, it would mean that providers, especially in
the public healthcare system, might not be able to provide health
services to vulnerable populations such as ‘illegal’ immigrants. It
should not be the duty or responsibility of a healthcare provider to sit
in judgement over a patient’s legal status regarding his entitlement to
health services. A patient presenting at a healthcare facility without
an Aadhar number might be suspected of being a non-citizen—and
stigmatized—and not provided with health services, or even worse,
be pursued by the state machinery. Linking Aadhar to essential public
health services such as immunization could mean that undocumented
immigrants, among other vulnerable groups, would shun health
programmes and hence, put themselves and others in the community
at risk of vaccine-preventable and other communicable conditions.

Although securing an Aadhar number is currently voluntary, the
emphasis on its use in healthcare in the way Nilekani advocates in the
article might lead to the risk of the Aadhar number becoming almost
‘mandatory’ for better, swifter and smoother access to healthcare in
due course of time. Aadhar has already become compulsory for the
provision of liquefied petroleum gas (LPG) by government oil
companies as part of a pilot project in Mysore.2 Concerns regarding
the Aadhar number becoming almost mandatory have been expressed
by others, too.3

Wouldn’t the proposal to use Aadhar for immunization tracking
be duplication of efforts?

The government has already launched a separate system for maternal
and child health tracking, including immunization4 through the
National Rural Health Mission Health Management Information
System (http://nrhm-mis.nic.in/mchtracking.htm and http://nrhm-
mcts.nic.in/), and it is not clear why UIDAI should aim to replicate it
through Aadhar. We believe there might be other areas in which
Aadhar might lead to a replication of efforts. This would not only lead
to a waste of resources, but also increase the risk of threats to data
security.

Is the health system sufficiently equipped to use the Aadhar
number?

Assuming that the Aadhar number could finally be used in the
healthcare context as Nilekani delineates, is our health system equipped
with the required e-platform across the nation? Also, do we have
adequately trained human resources to run such a sophisticated
system, or the capability of recruiting such manpower at every level
within the health system? It appears that the use of the Aadhar number
as envisioned would entail inter-ministerial and inter-sectoral

coordination and the investment of substantial resources. It is not
clear how this is being planned or how it will be executed.

Would the system to protect privacy and for data protection be
truly foolproof?

The article has not dealt with the issue of privacy of personal
information (especially health) and the associated challenges. It is
also not clear as to how data safety will be ensured. In response to a
question in Parliament regarding mechanisms to protect data from
unauthorized use, it was said that the data would be encrypted at
source and measures such as limiting physical use and establishing
standard security infrastructure would be taken.5 We wonder if that
would be sufficient given the current trend of data theft from the
supposedly safe and well-protected sectors, such as banking and
information technology, which use similar mechanisms. As instances
of theft and misuse of information become commonplace, as evidenced
by increasing credit card fraud and frequent hacking of government
websites,6 any framework for information collection which does not
have robust safeguards should be a cause of concern. In addition,
India does not have any coherent policy or law governing data
encryption.7–9

In the contemporary context of global terrorism, it would also be
challenging for the UIDAI to keep to its promise of confidentiality of
data collected if faced with mounting pressure from investigation and
intelligence agencies, whether domestic or foreign, to share
bioinformatics information of individuals suspected to be associated
with terrorism and violence. Although the context is somewhat
different, the vaccination campaign launched by a US intelligence
agency aimed specifically at collecting DNA samples from the
Osama Bin Laden household in Abbottabad in Pakistan10 is an
example of how a public health programme collecting identifiable
data may be misused.

The initial Aadhar registration system being implemented is also
a cause of concern. As the enrolment process has been sub-contracted
via tenders to private firms, there is seemingly no guarantee of how
information and data security will be maintained. Moreover, ensuring
data protection from interested parties, such as insurance companies
which could choose to deny health insurance coverage to individuals
on the basis of their health profiles, is of paramount importance.
Unless stringent safeguards are built in, the Aadhar number could be
a serious and risky intrusion into our privacy.

Furthermore, it is not clear as to how harmonization and
reconciliation across various legal apparatuses, such as the National
Identification Authority of India Bill and the proposed Right to
Privacy Bill,11 would be achieved in the context of protecting personal
information gathered under the Aadhar project.

Against this backdrop, we believe that the editorial by Nilekani
raises more questions than provides answers, and hence there is
reason to question the claims of the article.

Finally, we also find it disconcerting that though the author
declares his affiliation with the UIDAI, there is no conflict of interest
statement in the article. Nilekani, as head of the initiative, is expected
to have a positive bias towards the programme. We believe it would
have been good practice for a conflict of interest statement to have
been appended with the article.
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The battle against cancer: UID-linked cancer registry
should replace existing registry in India

Forty years have elapsed since the war against cancer, initiated in
1971 (National Cancer Act, USA), began. Since that time, much has
changed in the epidemiology of cancer. Developed countries have
well established cancer registries and have reliable data on their
cancer patients and the changing trends in cancer. The national cancer
registry programme was established in India in 1981. However, 20
years later, we still do not have reliable estimates of patients with the
disease. Our estimated cancer data are based on a select few urban and
rural registry centres. Only a few rural and urban registries that cover
just a small part of our population cannot be representative of the
Indian population in the scenario of the heterogeneity of the Indian
population and the great variation in cancer epidemiology among the
various regions of the country. Consequently we have neither actual
data, nor scientifically valid estimates of the burden of cancer for the
entire country. The considerable inter-regional variation in the
incidence and mortality rates across India suggests a possible
deficiency in the ascertainment of cases and death notification,
particularly in rural areas.1 It is high time that we improved the quality
of cancer registry data.

What we need is a simple, universal, comprehensive nationwide
disease registry system. An improvement in the quality of data is
feasible by linking the unique national ID (Aadhaar) to the health
database to monitor the epidemiological and other health parameters
of the country. This can be implemented for not only cancer, but also
a number of health-related matters. We already have a compulsory
time-bound birth and death reporting system; we need to implement
compulsory cancer registration as in the developed countries. By

using such registries, the quality of the data available would improve
and analysis of data would yield better results, which could be better
generalized for the Indian subcontinent. The collection of high-
quality tumour registry data not only permits better monitoring of the
overall cancer burden, but can provide a platform for analysis of the
time trends in incidence, prevalence, management and outcomes of
cancer patients.

It should be compulsory for every health centre (government or
private) to report every newly detected cancer case to the registry. The
use of the Unique ID (UID) is the only way to avoid duplication. A
report should be sent for every cancer case diagnosed clinically,
morphologically and through other laboratory examinations, as well
as at autopsy.

We have many cancer-related priorities other than the strengthening
of cancer information systems and surveillance. These are launching
public education campaigns, particularly on tobacco cessation, targeted
screening programmes for some priority cancers such as cancer of the
cervix and breast, and allocation of resources for curative and
palliative care.2 Improvement in the quality of our cancer data is
essential for long term planning of all these matters. We believe that
the UID-linked health registry system will go a long way in collecting
data regarding cancer and several other health-related conditions in
the years to come.
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Will enhanced salt restriction (invisible sodium only)
prolong survival in cirrhosis of liver with ascites?

This letter aims to indicate the benefit of an enhanced salt restriction
(3 g salt, 1.2 g sodium, 53 mmol/day) diet in prolonging the survival
of cirrhotic patients with refractory or recurrent ascites.1,2

Formation of ascites in patients with cirrhosis is associated with
a mortality of 50% in 2 years,3 as it predisposes to complications such
as spontaneous bacterial peritonitis, renal failure, hepatorenal
syndrome and variceal bleeding.4 Longevity of patients with cirrhosis
may be further reduced by complications resulting from various
treatment options for ascites—with diuretics, or large volume
paracentesis with albumin, peritoneovenous shunt, transjugular
intrahepatic portosystemic shunt (TIPS) or shunt surgery.

The average salt intake in the urban southern Indian population is
8.5 g/day,5 while the minimal physiological need of salt is 1.2 g/day
(0.5 g sodium: 22 mmol/day).6 To achieve a negative sodium balance,
salt restriction (5 g salt: 2 g sodium: 88 mmol/day) is the initial and
the most vital step in treating all patients with ascites. For refractory
ascites and for preventing its recurrence, the patient should be offered
the choice of consuming <2 g sodium/day (no added salt in diet: only
3 g salt, 1.2 g sodium, 53 mmol/day). In a patient with refractory
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ascites, a negative sodium balance can be achieved only with reduction
of salt intake as the patient is already taking the maximum dose of
diuretics.

Since taste is an acquired phenomenon, after 2 weeks of initial
reluctance, patients adjust to an enhanced salt restricted diet, and start
observing its beneficial effect. An enhanced salt restricted diet will
not alter the composition or calories. Reduction of salt intake (only
invisible sodium), may impair the quality of life but will achieve a
negative sodium balance in some patients with cirrhosis, preventing
recurrence of ascites and improving their longevity.1 Hepatologists
are reluctant to recommend enhanced salt reduction (invisible sodium
only) because it is less palatable and the nutrition of patients waiting
for liver transplantation may suffer. Since only a few patients (<1%)
suffering from Child B or C cirrhosis have liver transplantation in
India, the majority can improve their longevity by preventing
recurrence of ascites, with enhanced salt reduction. In fact, early
resolution of ascites and prevention of its recurrence will improve
food intake and correct poor nutrition.1

Large randomized controlled trials in patients with cirrhosis and
ascites with 2 g or 1.2 g sodium per day (no added salt) are needed to
confirm or exclude the benefit of enhanced salt restriction (only
invisible sodium).

Refractory ascites can also be well controlled by TIPS but does not
improve longevity, as TIPS worsens liver function and increases the
risk of encephalopathy (25%);7,8 moreover, the patency of the shunt
is only 47% at 1 year.3 In contrast, an expandable polytetrafluoro-
ethylene (ePTFE) covered stent for TIPS, with a patency rate of 86%
at 1 year,3 has shown survival benefit.9,10

Hence, the longevity of patients with cirrhosis and refractory
or recurrent ascites can be improved with (i) liver transplantation,
(ii) ePTFE covered stent for TIPS, or (iii) enhanced salt restriction
(1.2 g sodium). For patients who cannot afford expensive therapy

(liver transplantation or TIPS), enhanced sodium restriction should
be offered to improve their longevity.
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