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Book Reviews

The Stethoscope and the Scalpel. Jimmy Mathew. Paras Medical
Publisher, Hyderabad, 2012. 141 pp. ̀ 125. ISBN 978–81–8191–
364–7.

Many of us who work in the rather
rarefied surroundings of major medical
institutions in India (which I suspect is
true for most readers of this Journal)
will be unaware of how most doctors in
India have been trained and the problems
they face in their day-to-day practice.
For us, this book provides an invaluable
insight into how the ‘other half’ lives.

The author, who is from Kerala, did
his basic degree in Trichur, MS in
Surgery from the Jawaharlal Institute of
Postgraduate Medical Education and

Research (JIPMER), Puducherry, followed by MCh in Plastic
Surgery from Calicut. He is now an Associate Professor of Plastic
Surgery in Kochi.

In this book, which is a collection of short anecdotes, Dr
Mathew recounts, more or less in chronological order, his
experiences as a student, trainee and then a practising surgeon. I
feel these stories serve as honest, descriptive evidence of how
things really are, representing the ground realities far more
accurately than any collection of dry government statistics or
publications in erudite journals.

For instance, the first chapter tells of the experiences of Dr
Mathew’s medical school contemporary, Muhammed, a brilliant
young man who was from a village and had lost his father and
who, as a Muslim, wanted to get into medical college through the
‘other backward communities quota’. He needed an income
certificate, his mother’s income certificate, and evidence regarding
how much land he owned and whether he had poultry and other
farm animals. He gave up and tried for an open seat. He was
successful and ranked 16th. In contrast, another contemporary,
Sabeer, the son of a millionaire businessman, got in through the
reserved quota, though his rank was 3500. Muhammed went on
to become a well-known haemato-oncologist and practised in
England, probably disgusted by his experiences here. We are not
told what happened to Sabeer.

The other anecdotes include some about student leaders who
sold out their principles for money; one about a young boy who
died from a simple viral fever, fulfilling the astrologer’s prediction
that he would die before the age of 18; one about a swami with an
intracranial dermoid; and assorted tales of successful and
unsuccessful emergency operations.

There are also sad accounts of the author returning to his alma
mater from JIPMER, Puducherry to ‘corridors lined with spit, shit
and urine where crooks, conmen and touts prowled around and
where most of the senior faculty had already left, disgusted with
the system’.

We also learn that what is done in the ‘promised land’, the USA,
has little to do with the art and science of health and is related more
to business. In this context, Dr Ramakrishnan, a plastic surgeon,
recounts being ordered to conduct a magnetic resonance imaging
and a technetium bone scan in the case of a young man who had
a slight pain in his index finger and a normal X-ray.

This book will not qualify for a literature prize but tells us
much more about Indian medicine and surgery than many more
complicated treatises. Go out and buy it if you want to learn about
how medicine is practised in most of India. It is worth much more
than `125.

A small quibble! I wish the covers did not have photographs of
US doctors and hospitals which have nothing at all to do with the
content of the book. Are there no illustrations available of Medical
College, Trichur?

SAMIRAN NUNDY
Sir Ganga Ram Hospital

New Delhi
snundy@hotmail.com

The Lost Art of Healing. Practicing compassion in medicine.
Bernard Lown. The Hay House Publishers (India) Pvt. Ltd., New
Delhi, 2009. 342 pp, `295. ISBN 978–81–89988–36–6.

As I lay in my surgical bed, recuperating
from an operation, a young resident
doctor dropped by to cheer me up and
wish me a speedy recovery. Hesitantly,
she showed me a book (originally
published in America in 1997) and
hoped I would read it. Since I had not
read the book thus far, I was easily
persuaded. I now attempt to pass on to
you the blessing she conferred on me.

In my profound ignorance, I had
been unaware of the life and work of Dr
Bernard Lown. The cover page piqued
my curiosity. Dr Lown and Dr Evgeni
Chazov had been awarded the Nobel

Peace Prize in 1985 for their work on the prevention of nuclear war.
I expected the book to give a considerable account of the work
leading to the Nobel Prize. Instead, Dr Lown refers to it almost in
passing in the final paragraph of Chapter 15 on page 223.

Dr Lown is internationally renowned for his contributions to
cardiology, especially the design and development of the direct
current defibrillator, and his research on the mechanism of sudden
cardiac death in which, at autopsy, there is no occlusion of the
coronary arteries. Part III of the book deals with some of this path-
breaking work in fair detail and will be of considerable interest to
physicians and cardiologists.

Here, I concentrate on the other sections which, in my humble
opinion, must be required reading for any medical doctor.

Dr Lown’s thesis is simple:
‘Medicine’s profound crisis, I believe, is only partially related

to ballooning costs, for the problem is far deeper than economics.
In my view, the basic reason is that medicine has lost its way, if not
its soul. An unwritten covenant between doctor and patient,
hallowed over several millennia, is being broken…
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‘It appears that with every new medical miracle, the image of
physicians shrinks and grows more tarnished. Doctors are held in
lower repute than ever…

‘It seems to me that medicine has indulged in a Faustian
bargain. A 3000-year old tradition, which bonded doctor and
patient in a special affinity of trust, is being traded for a new type
of relationship. Healing is replaced with treating, caring is
supplanted by managing and the art of listening is taken over by
technological procedures. Doctors no longer minister to a
distinctive person but concern themselves with fragmented,
malfunctioning biologic parts. The distressed human being is
frequently absent from the transaction.’

In the preface itself, he quotes the essayist, Anatole Broyard,
who, shortly before his death from cancer of the prostate in 1990,
wrote: ‘I wouldn’t demand a lot of my doctor’s time. I just wish
he would brood on my situation for perhaps 5 minutes, that he
would give me his whole mind just once, be bonded with me for
a brief space, survey my soul as well as my flesh to get at my
illness, for each man is ill in his own way… Just as he orders blood
tests and bone scans of my body, I’d like my doctor to scan me, to
grope for my spirit as well as my prostate. Without such recognition,
I am nothing but my illness.’

Dr Lown repeatedly emphasizes the importance of listening to
the patient, observing him with no other thought in his mind and
then conducting a thorough clinical examination. He credits his
teacher, mentor and role model, Dr Samuel A. Levine (1891–
1966), with the cultivation of his own attributes as a physician.
The anecdotes on Dr Levine scattered throughout the book at once
inspire and delight the reader. The account of the last days of Dr
Levine, when, suffering from the ravages of stomach cancer, he
imparted yet another lesson to his beloved Bernie (pp. 287–8),
will live long in the memory of the reader and inspire him to
change his own approach to the dying patient.

Dr Lown’s own shrewd clinical sense allowed him ‘to listen
with his eyes’ and see through Mr Goyang’s own optimistic
account of his progress and draw upon his observation of Mrs
Goyang’s facial expression to obtain vital clinical facts that
helped save her husband’s life (pp. 11–12). Clinical accounts
such as those on Mr Goyang are spread liberally throughout the
book to back up the conclusions drawn by Dr Lown or to
emphasize a point. On page 17, for instance, is an example of the
help rendered by the patient himself in identifying the cause of
intractable cardiac arrhythmia.

Among other lessons Dr Lown passes on to us is the cautionary
note on not prescribing for the patient’s chief complaint until you
have come to know the patient well and have uncovered the actual
cause leading to that complaint––a cause that may be far removed
from the illness the chief complaint has led you to suspect.

His lesson on ‘listening with the eyes’ is supplemented by
Chapter 2, in which he describes ‘listening through touching’. He
notes that ‘a treatise could be written on the diagnostic value of a
handshake’. The tragic episode described on page 25, in which
delay in acting on a finding obtained by placing a hand on the
patient’s chest led to death from a massive myocardial infarct,
drives home his point effectively.

There is much, much more to learn from this book. Uncovering
deep secrets that lie at the bottom of inexplicable clinical syndromes;
the effect of the mind on the body (including an account by a Hindu
physician); Münchausen syndrome; statements made by doctors
that destroy the morale of the patient and the permanence of the
resultant hurt; the unfortunate tendency to debunk other doctors;
and how malpractice corrupts healing are just some examples.

I specially commend Chapters 6–10 and Parts IV, V and VI.
As I end this review, I cannot help quoting from Dr Lown’s

note on the relevance of this book to Indian physicians, a note in
which he cautions them against perpetuating the errors made in
the West:

‘…Market forces promote the medicalisation of what was
hitherto regarded as the inevitable biological vicissitudes of
ordinary living. No longer are mood swings, baldness, menopause,
diminished sexual activity, insomnia, sweating palms, twitching
legs and the like deemed as variants of normal life. They now
receive a diagnosis with associated tests and procedures, followed
by prescriptions for costly drugs. These treatments frequently
cause real symptoms that require further interventions. Once one
is entrapped in the medical maze, there is no easy way out.

‘The recent introduction of revolutionary imaging technologies
such as CT scans, magnetic resonance imaging and PET scans have
accelerated the process of medicalisation. They expose structural
abnormalities previously hidden from view in the deepest recesses
of the human body. As each person is biologically unique and
differs anatomically from an abstract normal variant, “abnormal”
findings are the rule. There is no way to tell whether these so-called
abnormalities are normal variants of early cancers. The defusing of
a presumptive potential time bomb requires further tests…

‘Medicalisation of the entire population is further advanced by
efforts to identify diseases at their earliest stages, even before they
emerge. In former times patients had to experience symptoms
before seeking medical help. Now those who are without symptoms
and regard themselves as healthy may be diagnosed as having
some predisease or risk-factors for a disease such as diabetes,
hypertension or heart problems. Furthermore, the set points defining
risk have been progressively lowered. For example, a cholesterol
level of 250 mg/dl was long regarded as the upper limit of normal.
It has since been reduced multiple times to 180 mg/dl. In the past,
hypertension was not diagnosed until blood pressure readings
exceeded 140/90. Now anyone with a level above 115/75 is
labeled as having prehypertension. While those patients so
designated are supposed to be merely observed, nonetheless they
are burdened with anxieties, compelling doctors to treat them….

‘…Providing effective health care requires adherence to the
ancient principles of a healing profession sanctified over several
millennia. What health care demands is health care with a human
face…’

Dr Lown took to heart the words of a Siberian doctor who told
him, ‘Every time a doctor sees a patient, the patient should feel
better as a result.’ This is an excellent guideline for all of us.

The final words, too, are from Dr Lown:
‘I feel extraordinarily privileged to be a physician. A doctor,

after all, has a front-row seat for an unmatched theatrical
performance. While art may imitate life, it never quite measures
up to it. The doctor is a spectator of a sweeping panorama of events
that constitutes a mirror of the social and cultural history of an era.
I have often felt guilty about billing patients [emphasis mine].
Rarely is one permitted to gain such intimate insight. No pleasure
is quite akin to the joy of helping other human beings secure and
lengthen their hold on life…’

SUNIL K. PANDYA
Department of Neurosurgery

Jaslok Hospital
Mumbai

Maharashtra
shunil3@gmail.com
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The Domestic Economy of the Soul: Freud’s five case studies.
John O’Neil. Sage Publications, New Delhi, 2011. 240 pp, price
not mentioned. ISBN 978–1–84920–585–6.

This book has been presented as the
first major analysis of Freud’s five
case studies that helped to establish
the legend. It offers distinctive
interpretations of the symptomatic
body, illness as language, dream work
and the Madonna complex, using a
unique theoretical framework likened
to the object relations theory. It is a
serious reinterpretation which makes
an extensive review of the existing
literature, using various analytical
frameworks, especially Lacan’s. The
author does a critical analysis of not

just the five stories, but also of Freud’s own psychic economy,
especially in the concluding postscript, ‘Debts of psychoanalysis’.

O’Neill sets the agenda at the outset, saying that this book is the
scene of struggles within the family and between the analyst and
patients. He astutely explains the use of the term ‘soul’, which
refers to the proper site of psychoanalysis, where the ‘the mental
and corporeal elements of conduct are suffused with each other’.
He hastens to caution that this usage is not meant to ‘spiritualize’
Freud.

In the analysis of Freud’s ‘Freud’s baby: Little Han’s story’,
‘Dora’s dreams’, ‘Rat Man’s Lady’, ‘Wolf Man’s Wake’ and
‘Schreber’s Blessed Assumption’, O’Neil challenges Freud’s
theories and psychic economy. He illustrates the blind spots of
Freud’s work in a fantastic narrative. O’Neill also talks about
Freud’s anxiety due to the danger he perceived to psychoanalysis
from his rivals such as Otto Rank and Adler.

O’Neill spells out his view of psychoanalysis as a narrative of
double birth, to our origin in the mother-body and to the origins
of the desire to give birth. One is astonished by the author’s
interpretive skills, critical acumen and linguistic ability.

This book provides a deep, assiduous, meticulous and
painstaking analysis of each case history. As a distinguished
professor of sociology, John O’Neill has used a mix of
psychoanalytical insight and contemporary social science.

O’Neill highlights that each of the case histories brings out
Freud’s inescapable fate of becoming a character in his own stories.
He points out that Freud was not so much concerned about the
methodological defects as the fictional nature of the case histories.

For those interested in reading an in-depth analysis of Freud’s
cases, this book would be an excellent addition to their collection.
It is definitely not for the novice. One needs to have a very good
and thorough understanding of Freud’s five case studies, and a
deep understanding of psychoanalysis, before reading this book.
This book would be of interest to students of psychoanalysis and
sociology, but would be difficult for medical students or psychiatry
trainees.

RAMANATHAN ELAYAPERUMAL

HEM RAJ PAL
NEEDAS

Herrick House
35 East Stockwell Street

Colchester
Essex

United Kingdom

Medical Error and Harm: Understanding, prevention and
control. Milos Jenicek. CRC Press, New York, 2010. 360 pp, US$
79.95. ISBN 978–1–4398–3694–1.

Practical Patient Safety. John Reynard, John Reynolds, Peter
Stevenson. Oxford University Press, Oxford, 2009. 300 pp, US
$59.95. ISBN 978–0–19–923993–1.

The subject of error in medicine is an
important one and has been ‘hot’ for
some time now. Since the publication
of the Institute of Medicine report on
the subject in 1999, which estimated
that 98 000 Americans die every year
because of medical errors, the topic
has been addressed by many. Two
vastly different books approach this
topic. While one by a single author, a
physician from Canada, provides an
entirely theoretical background, the
other by three authors from England
provides, as the title suggests, a very
hands-on approach to the subject. The

two books complement each other.
The author of the first book, Milos Jenicek, is an epidemiologist

at the McMaster University in Canada. The authors of the second
book are John Reynard, an urologist; Reynolds, a physician; and
Stevenson, a commercial airline pilot and also an honorary
lecturer on patient safety at Nuffield department of surgery,
University of Oxford. The last choice is not surprising—the
authors explain that the airline industry was also plagued by errors
up to the 1980s; major changes in the pilots’ professional culture,
such as the introduction of standard operating protocols, acceptance
of audits, having a less steep hierarchy, etc. have led to a near-zero
accident rate in the West.

It is the turn of medicine to do likewise. The use of checklists
in medicine is recommended, which many have been advocating
for some time now. Checklists in surgical pathology reports and
in the operating room are only two of many such examples.

Medical Error and Harm is a fount of information—there are
abundant quotes from the medical and lay literature on error;
many of these would easily find place as fillers during any lecture
on this subject. The list of references is prodigious and I must
admit that I had no idea that so much literature existed on the
subject. Jenicek opens up a whole new vista of error and expands
on definitions of mistake, error, skill-based error, evidence-
based error as well as classifications of error: the Eindhoven
classification, the Linnaeus-PC collaboration on taxonomy of
error, etc. I was unaware, for instance, that there existed a World
Alliance for Patient Safety drafting group, a Threats to Australian
Patient Safety study or a WHO International Classification for
Patient Safety. Jenicek addresses some issues that the British book
does not, such as legal aspects of error. However, the flip side is
the academic style that the author employs—phrases such as
lathology and categorical syllogisms do not make for an easy
read. I also feel that more medical anecdotes would have improved
the readability of the book.

Practical Patient Safety contains many real-life situations
which illustrate how tragic errors can and do take place in
medicine. There are, for example, three cases of wrong-side
nephrectomy. As the authors explain, this does not reflect a
paucity of ideas; it instead illustrates the various pathways by
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which the same grave error can take place. There are many, often
simple, suggestions that can be implemented immediately and at
no cost, which will vastly improve patient safety. Some of these
examples are the read-back approach, which is the single most
important tool to prevent miscommunications, and which actually
saves time in the long run rather than take extra time; the absolute
avoidance of abbreviations; the use of the birth date and address
in addition to the patient’s name for identification of the patient;
washing of hands before seeing patients; and taking care to
follow-up patients who miss their appointments and thereby
increase their chances of morbidity/mortality.

This book is aptly illustrated with examples of error in other
fields such as the railways, nuclear plants, etc. from which
medical science has learnt and will continue to learn. For example,
we learn that the US Navy’s Nimitz class aircraft carriers have had
an error reduction of over 97% from 1955 to date—surely
something that physicians’ can learn from!

SANJAY A. PAI
Department of Pathology

Columbia Asia Referral Hospital
Bengaluru
Karnataka

sanjayapai@gmail.com

Applied Technologies in Pulmonary Medicine. Antonio M.
Esquinas (ed). S. Karger, Basel, 2010. 256 pp, US$ 129. ISBN
978–3–8055–9584–1.

The pace of new advances in the
field of pulmonary medicine in
the past few years has been
breathtaking. A number of
technological innovations have
established a strong foothold in
fields such as interventional
pulmonology, critical care, sleep
medicine and thoracic surgery.
Some of these technologies have
been incorporated in routine
clinical practice shortly after being
introduced (e.g. endobronchial
ultrasound and minimally invasive
thoracic surgery), while several

other ‘new developments’ have not found their place in the

standard management algorithms despite being known for many
years. It is difficult to remain up to date with the vast array of
developments in such a wide range of specialties related to
pulmonary medicine. It is important for all the stakeholders
(clinicians, patients and health administrators) to know the safety,
efficacy and cost–benefit of these newer technologies. In this
background, a kind of ‘ready reckoner’ on the current status of
several of these technologies would be welcome.

The book under review attempts to fill this gap. The editor has
aimed at familiarizing readers with a number of applied
technological advances in the field of pulmonary medicine and
presents a critical appraisal of the literature available on each of
them to help the reader reach a reasonable conclusion on their
current status. The book also aims at stimulating the minds of
researchers with new ideas.

The book does meet both these aims and even goes beyond its
title, as it includes chapters on a wide spectrum of subjects,
including mechanical ventilation, weaning, inhalation therapy,
cardiopulmonary resuscitation, thoracic surgery anaesthesia,
critical care issues in the intensive care unit, telemedicine, disaster
management and pulmonary rehabilitation, which make it a rather
heterogeneous collection of topics. In fact, the 42 chapters included
in this 250-page monograph include such a diverse array of
subjects that it becomes difficult to recommend it for a particular
audience. The main beneficiaries can be postgraduate students,
who have to know practically ‘everything under the sun’ to pass
their examinations. Health administrators, who have to decide on
what technology to buy for their facility, can be the other set of
major beneficiaries.

The book has the inherent pros and cons of a multi-author
book, such as variability in the scientific quality of the chapters on
both sides of an acceptable median and repetition among the
chapters (more evident in topics related to critical care and
mechanical ventilation).

Overall, the book has a nice simple appearance and is easy to
read. It is definitely informative. The tables and illustrations are
well presented and do aid in understanding the topics discussed.
The print and paper quality is excellent and the shelf-life is good.
The book definitely makes for interesting reading for anyone who
has an interest in pulmonology and the management of critically
ill patients. It is sure to enlighten the reader on a number of new
technological developments and does inspire new research ideas.

It can be a nice addition to your bookshelf and is worth its price.

KARAN MADAN

DHEERAJ GUPTA
Department of Pulmonary Medicine

Postgraduate Institute of Medical Education and Research
Chandigarh

dheeraj1910@gmail.com

Erratum
Omission of author’s name
Dr Chitra Chatterjee’s name was omitted from the list of authors of the article ‘Status of RNTCP in a tuberculosis unit of
West Bengal’, published in the Correspondence section of The National Medical Journal of India 2011;24:312.

The correct list of authors should read ‘Chitra Chatterjee, Ritesh Singh, Gandhari Basu, Department of Community
Medicine; Keshab Mukhopadhyay, Tirthankar Deb, Department of Community Pharmacology, College of Medicine and
J.N.M. Hospital, West Bengal University of Health Sciences; and Dhruva Sengupta, Kalyani TU, Kalyani, Nadia, West
Bengal’.

We regret the error.


