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Letter from Mumbai

SECOND OPINIONS AND RELATED TOPICS
My respected colleague was discussing some of his interesting
experiences. A very prosperous family asked him to accompany
their seriously ill patient to America where he was to be investi-
gated and treated. The family had been in negotiations with an
internationally reputed consultant over the preceding three weeks
and had completed arrangements for admission and tests. On
arrival at the hospital, the patient was admitted, examined by the
consultant and scheduled for the definitive test. On receipt of the
results, the consultant scheduled a meeting with my colleague and
the patient’s family members. He explained the findings and
advised surgery. The family members were somewhat restless,
conferred furtively among themselves and made suggestions to
my colleague. He was reluctant to do their bidding. The American
consultant watched these proceedings calmly. He then asked if
there was a problem and whether he could help. A family member
was emboldened and said, ‘We feel we should obtain a second
opinion. Our Indian doctor [my colleague] had suggested that this
might be necessary.’ My colleague was flabbergasted, as he had
made no such suggestion. He remained silent. The American
consultant remained silent too. The family member continued:
‘Could you recommend someone for a second opinion?’

The American consultant got up from his chair and said
simply, ‘In this city, I am the first opinion, I am the second opinion
and I am the third opinion. All three opinions favour surgery.’
Chastened, the family members rose and made their way to the
door. So did my colleague. He felt a tug on his arm. The American
consultant asked him to stay back. As the door closed on the last
relative, my colleague burst into an apology. ‘They mean no
disrespect to you. It’s just that in India seeking a second opinion
is not uncommon.’ The American consultant motioned to him to
be seated. ‘Besides’, said my colleague, ‘I had made no such
suggestion to the family.’ The American consultant smiled good-
naturedly. ‘No explanations are required. I have seen quite a few
of your countrymen and am accustomed to such a request. What
puzzles me every time is that during the days and weeks of
negotiations prior to their journey here, they always praise me as
the final authority on the subject but as soon as I pronounce my
verdict, there is a request for a second opinion!’ He then patiently
explained in greater detail his findings and reasons for recom-
mending surgery. ‘I have no desire to impose my decision on the
family. Please let them feel free to consult whomsoever they wish.
If, finally, they opt for treatment here, we shall do our best for the
patient.’

On another occasion, many years ago, the same colleague had
slaved all night for a seriously ill patient, correcting shock,
resuscitating her, and literally snatching her from the arms of
death. At 5 a.m., having ensured that the patient was now stable,
he went home to shower, breakfast and return to hospital. While
at home, he received a telephone call from the patient’s brother.
‘Doctor, we would like you to transfer the medical care of my sister
to Dr XYZ.’ Stunned, he asked whether the family felt that his
treatment was inadequate. ‘No, no, doctor!’ exclaimed the rela-
tive. ‘We appreciate what you have done for her. It is just that Dr
XYZ is a very senior and respected physician and we feel more
confident with our patient under his care.’ Remaining puzzled, my
colleague asked the relation, ‘Why did you not call him last night,

when the patient was admitted in a critical state? If you had
informed me of your desire, I would have called him and requested
him to come and take over the patient.’ ‘How can we disturb such
a senior consultant at that odd hour?’ said the relative. ‘Now that
it is eight o’clock in the morning we have contacted him and he has
agreed to look after our patient.’

During the ensuing discussion, some interesting points were
raised. Why are Indian families especially prone to such irrational
behaviour? Elsewhere, the evidence that the doctor had saved the
life of his patient, staying at the bedside all night, would have
provoked admiration and lifelong respect. Are we so short-sighted
that we reject the proven doctor in favour of the famed and popular
consultant who, in any event, would not have the time or the energy
to spend hours by the side of a seriously ill patient as he has so
many calls on his time?

One speaker had a simple explanation. The fault lies with us.
We do not appreciate the work of our colleagues and are all-too-
willing to take over the care of rich and famous patients even
though they are being well looked after by a junior colleague. Rare,
indeed, is an example such as that set by Dr N. H. Wadia, senior
neurologist in Mumbai, who, when he was asked to take over a
patient under the care of his colleague, refused to do so. He
explained to the relatives that everything possible was already
being done for the patient and that there was nothing additional he
could do. ‘Your patient is under the care of an excellent neurolo-
gist. Please trust him.’

Another speaker had a different explanation. ‘We, in India, are
by and large undisciplined. We believe that we are above conven-
tion, common decency, loyalty and trust. Where our interests are
concerned, nothing else counts. We also believe that everyone can
be bought or influenced and made to accede to our demands.’ He
narrated an incident that provided an interesting counterpoint. The
head of one of our largest industrial houses sought this doctor’s
advice on his illness. After careful examination, tests were ad-
vised. On studying the results, surgery was recommended. The
industrialist asked a few searching questions and requested the
consultant to proceed with the plans for the operation. An associ-
ate, who had accompanied the industrialist, demurred. ‘Sir, we
should delay such a decision for a while. We should seek a second
opinion, since surgery is involved.’ The industrialist differed.
‘You are the director of operations in our group of companies.
When you offer a considered recommendation on a step to be
taken, do I ask for a second opinion? When I appointed you as
Director, I studied your qualifications and capabilities. I respect
your advice and follow it. When I decided to consult this doctor,
I studied his capabilities and track record. I have appointed him
my Director of Health. I shall follow his advice.’ How many, asked
the speaker, are as disciplined?

PASSPORT TRAVAILS
My passport was due to expire in five months. Most consulates
require a passport valid for at least six months before a visa is
issued to visit their countries. ‘Oh well!’ I said to myself, ‘Let’s get
it renewed. It should be easy. After all, it’s merely a renewal that
I require, not a new passport.’ As I went through the process, I was
duly chastened and suitably educated. I was also made to cultivate
the virtue of patience. For all practical purposes, there is no
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difference between renewing a passport or asking for a new one. In
both instances you are required to fill up a series of forms, provide
a score and more of your photographs and wait. As you fill the form,
you are required to provide the address and telephone numbers of the
police station under whose jurisdiction your home falls. Obtaining
this data can take a couple of hours and some legwork, especially if
your home lies amid three or more such stations. The passport office
has to forward your application to this station for the police check.
Does the passport office send the application directly to the police
station? No. It is sent to the Criminal Investigation Department
(CID), which, in turn, routes the application to the police station. I
asked, ‘Why can’t the CID determine the police station covering my
residence?’ ‘Theirs is not to question why!’ was the reply, reminis-
cent of the poem describing the Charge of the Light Brigade.

Having filled in the numerous forms, affixed photographs as
directed and submitted them along with my old passport, original
ration card (do not ask why this is required or else Tennyson’s
poem will be thrown in your face again) and the fee for renewal,
I was told that the new passport would reach me in two months or
so. After the police check, of course.

I awaited the police check but no one turned up. I approached
the passport office after a few weeks. ‘Have you checked at the
police station?’ I had not. So off I went to the station. The officer
concerned with the passport was not in his seat. I was asked to
wait. When the gentleman arrived, he courteously asked me what
he could do for me. On learning of my mission, he studied the
receipt of my application for the passport. ‘Your application form
has not yet reached us,’ he said blandly. I told him of my
conversation with the official at the passport office and the
instruction that I was to check with him as my application had
been forwarded to him. ‘Is that so,’ he asked. Desultorily, he
picked up a file of papers in front of him and shuffled through
them, glancing at my receipt from time to time. ‘See’, he con-
cluded. ‘Your application has not yet come here.’ It took quite a
while to persuade him to look further and discover my application
in another file which he had placed in his cupboard. ‘Oh, so it has
arrived,’ he smiled disarmingly. He then pulled out a form and
handed it over. ‘Please fill this form, provide four copies of your
photograph, a photocopy of your old passport, ration card...’

After these were provided, I had to return on another day for the
deputy commissioner of police to sign my form.

To cut the long story short, the passport did arrive eventually.
Strangely, I was joyous and relieved! But not for long.

In the hospital lounge a colleague recounted how a relative had
been sent back from the immigration and customs sections at our
international airport terminal shortly before he was to board the
plane to travel abroad.

‘Ah!’ said another colleague. ‘He had not obtained the “Immi-
gration clearance not required” rubber stamp.’

‘No. He had checked that.’
‘Why then was he sent back?’
‘Four pages were missing from his passport. Instead of the 36

pages it should contain, there were just 32. The binder had goofed.
As far as the immigration authorities were concerned, this was an
invalid passport. After all, foreign immigration agencies would
wonder about what was on the missing four pages and with
security being what it is, would disallow entry into their coun-
tries.’ So the would-be passenger had to return home, his plans in
total disarray. At the passport office, the next morning, he found
a separate window for ‘Defective passports’ and a long queue at
the window. The consolation that he was not the only one to suffer
thus was countered by disgust at the inefficiency of the passport
authorities that necessitated such a window and such queues.

Incidentally, I have just checked my passport. All 36 pages are
there. The stamp on immigration clearance not being necessary is
also in place. Even so, when I next travel abroad, I shall keep my
fingers crossed.

THE GENERAL MEDICAL COUNCIL (UK) CONTINUED
Since several readers may not have access to the newsletter
published by the General Medical Council, I take the liberty of
placing before you some points made by Professor Chris Bulstrode
in the issue dated 25 August 2004. He ponders the role of the
doctor of the future (say in the year 2050). Among the queries
posed by him are the following:

1. Will the role of the doctor still exist or will medical activities
be carried out by healthcare professionals?

2. How will the relationship between the doctor and patient
develop?

3. What is unique about doctors? What do they do that no other
professional can do?

4. How are the expectations of patients changing in relation to
choice, autonomy and safety?

5. Do we need to radically change the way we train doctors?
6. Should all medical students be trained as healthcare profes-

sionals initially and only selected to become doctors if they
have the right attributes?

7. How will pressures to contain the cost of healthcare services
affect the profession?

Vital questions that we should be asking ourselves too, wouldn’t
you say?

SUNIL K. PANDYA

Letter from Glasgow

RE-ORGANIZING THE HEALTH SERVICES IN
SCOTLAND
The National Health Service (NHS) in Scotland is currently at the
centre of intense debate in the media and by Members of the

Scottish Parliament (MSPs). In recent weeks headlines such as
‘Maternity changes could kill’,1 ‘Cuts are accidents waiting to
happen’,2 and ‘Health in crisis: Nervous MSPs demand freeze on
hospital cuts’3 have been the staple diet for the public in Scotland.
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The crucial issue is that Scotland has some choices to make about
how its health services are organized. This is because of a number
of issues that have come to a head at the same time such as:

1. a restriction on the hours that junior doctors can work;
2. the need for improvement in quality of services by the special-

ization of services;
3. changes in specialist training requirements, which means that

smaller hospitals cannot provide training for junior doctors;
and

4. the new (specialist) consultant contract in the NHS which
makes explicit the hours worked by consultants and remuner-
ated by the NHS.

This impacts on the number of hospitals that can be sustained
in Scotland and has seen the emergence of proposals to concen-
trate services in fewer hospitals. Or, to use the dreaded ‘c’ word in
the Scottish political lexicon, ‘centralization’ of health services.

You would think that for a country that spends £7000 million
(US$ 12 000 million) on its health services for a population of 5
million people,4 there were adequate resources to deal with the
healthcare needs of the public. However, many of the questions
Scotland faces are also faced by other countries and their healthcare
systems. Questions such as:

1. How do we ensure that the resources for healthcare are used for
the maximum benefit of the whole population?

2. What is the balance between primary, secondary and tertiary
healthcare and where should hospitals and other health ser-
vices be sited geographically?

3. How can we ensure that advances in healthcare such as new
techniques, and a different skills mix of health teams are
incorporated into modern healthcare practice?

As a public health physician I have been following the debate
with great interest. While public health concerns itself with the
prevention of illness and disease and the promotion of health, it is
also deeply interested in the provision of healthcare, particularly
how services should be organized taking into account issues such
as accessibility, effectiveness, cost-effectiveness and equity.

I welcome the debate about health services as I have always
believed that discussions on healthcare provision should not be
the province of politicians, policy-makers and practitioners alone,
but must also involve the public. Having said that, I have a number
of observations on the debate which may be of interest to readers.

First, in the current debate I note an undercurrent from some
politicians and the public that all the present problems are due to
the NHS board members. It is the 15 area NHS boards that provide
health services for the people of Scotland and who are developing
the proposals for the centralization of services. NHS board mem-
bers are appointed by the First Minister in Scotland and are
accountable, through the Scottish Executive (Government) to the
Scottish Parliament, for the performance of the 15 area NHS
boards. NHS board members have been accused of being insensi-
tive to local people’s concerns about health services, incompetent,
and uncaring or, indeed, of being all three. In my experience, NHS
board members reflect the population they serve (with all the
weaknesses and imperfections of individuals) and the fault does
not lie with them. I believe the problem is much more fundamen-
tal. The key issue is that they (NHS board members) have to make
very difficult choices—notwithstanding the major extra resources

that have been allocated to the NHS in Scotland in recent years.
Some MSPs and participants in the debate have suggested that

directly electing NHS board members is the answer because they
will then reflect their constituents’ views. However, even if NHS
board members were directly elected, they would still have to make
hard choices about how the health services should be organized. Yet
others have talked about reducing the number of NHS boards in
Scotland. There is some merit in this argument—15 NHS boards for
a population of 5 million does seem excessive. Having fewer NHS
boards could mean that strategic decisions about health service
changes are made at an appropriate level geographically.

Second, there seems to be a feeling that it is all the fault of the
managers in the NHS because the extra resources in recent years
‘have gone into fuelling a growing bureaucracy rather than front-
line staff’. The evidence does not bear this out. When compared
internationally, the NHS is remarkably good at keeping down its
administrative costs. Furthermore, to function properly, the com-
plex organization of the NHS requires professional and dedicated
managers no less than it needs professional and dedicated front-
line clinical staff such as nurses and doctors, and non-clinical staff
such as secretaries and medical records officers.

Third, people understandably identify with the hospitals and
health services that they have locally and see any change to that as
threatening their access to healthcare. A part of the problem has
been that there has never been a debate about how the NHS needs
to develop to take account of the rapid changes in healthcare
practice such as the expansion of primary care in managing
chronic conditions. Invariably these changes cannot simply be
added to the existing services because they affect the interfaces at
primary, secondary and tertiary healthcare, and a more fundamen-
tal re-designing of services is required.

As this debate on healthcare intensifies, the work of the Kerr
Committee5 goes on. It was given the task in May 2004 of
developing a framework for health service delivery in Scotland.
The Committee is chaired by an exiled Scot, Professor David Kerr,
who is the Rhodes Chair of Cancer Therapeutics and Clinical
Pharmacology at Oxford, and it is due to report by March 2005. If
the Committee comes up with proposals that please all the
participants in the current debate I will be most (pleasantly)
surprised. In the meantime, all participants in the debate should
ensure that two things happen. First, that there is true engagement
by NHS boards and others with the populations they serve so that
a genuine debate goes on locally about health services. Second,
there must be recognition by the public that unless we re-design
health services, people in Scotland will not have access to the best
possible healthcare that the NHS can provide—the status quo for
health services is simply not an option.
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PHYSICIANS AND PRESIDENTIAL POLITICS
With 45 million Americans lacking health insurance and
healthcare costs rising at an alarming rate, healthcare policy
issues were hotly debated in the US in the months leading up to
the recent presidential election. In the US, healthcare spending
accounts for nearly 15% of the economy. In 2004, annual
premiums for employer-sponsored health coverage averaged
US$ 9950 for family coverage and US$ 3695 for individuals.
Premiums for family coverage have increased nearly 60% since
2001, rising at a much faster rate than worker salaries. However,
the central issue debated during this election season was how to
assure the availability of affordable liability coverage in the
future while maintaining access to care, and the impact of
medical liability on rising healthcare costs.

According to a recent study by the Congressional Budget
Office (CBO), medical liability insurance premiums for all physi-
cians nationwide increased by an average of 15% between 2000
and 2002. For some specialties the increase was more dramatic,
with premiums for obstetrician–gynaecologists increasing by an
average of 22%; internists and general surgeons witnessed a 33%
increase during the same period. At the extreme, the largest
professional liability insurer in the state of Florida raised annual
premiums for general surgeons in Dade County by 75% between
1999 and 2002 (to US$ 174 300). Sharp increases in medical
liability insurance premiums and the withdrawal of some insurers
from this market have gained the attention of healthcare providers,
patients and policy-makers alike. Worse still, there is real concern
that the fear of liability causes physicians to practise medicine in
ways that raise costs. These factors have put reform of the medical
liability system at centrestage during the recent presidential
debates.

In a survey of 1050 physicians, 56% said President Bush best
reflects their views on healthcare while only 36% felt the same of
Democratic presidential nominee Senator John Kerry. Among
those surveyed, the liability insurance crisis topped the list of
issues considered key in deciding between the two candidates.

The Bush administration is a staunch supporter of the Ameri-
can Medical Association’s call for a nationwide US$ 250 000 cap
on pain and suffering awards in medical liability cases as a means
to help stabilize professional liability insurance rates. The state of
California has already implemented a US$ 250 000 cap on non-
economic damages (MICRA—Medical Injury Compensation
Reform Act) which has resulted in a 30% decrease in medical
liability awards from 1991 to 1995. MICRA has also limited the
amount that attorneys can collect, and studies have shown that this
combination of award capping and attorney fee limitation has
reduced the amount that plaintiffs’ attorneys collected by 60%.
Vice President Cheney has proposed that the success witnessed in
California is proof that tort reform works. On the other hand, trial
lawyers, strong financial supporters of the Democratic Party, have
cited statistics to support their belief that capping non-economic
damages is not the way to solve the insurance problems that
physicians are facing. Trial lawyers believe better insurance
regulations are needed to control physicians’ premiums. They also
argue that caps are unfair to injured patients and disproportion-
ately affect women, children and the elderly.

Adding fuel to the fire, Senator Kerry’s choice of North Carolina
Senator John Edwards as his running mate generated a commotion
throughout the physician community. The reason: Edwards’ reputa-
tion as a trial lawyer is built largely on medical malpractice lawsuits.
Senator Edwards has a track record of winning verdicts in more than
60 medical malpractice cases—more than half of which earned
awards in excess of US$ 1 million. Half of his medical malpractice
suits cited obstetric negligence in cases in which babies were born
with brain damage or cerebral palsy. Additionally, Edwards had
raised more than US$ 11 million from lawyers to support the
Democratic presidential campaign. While Vice President Dick
Cheney suggested that Edwards’ close ties to trial lawyers should be
cause for concern, Senator Edwards argued that his experience as a
trial lawyer was beneficial to reforming the medical liability system.
Edwards has proposed several measures, including requiring trial
lawyers to consult expert witnesses in malpractice cases before filing
a suit and a ‘three-strikes-and-you’re-out rule’ for lawyers who
repeatedly file frivolous lawsuits. In addition, Senator Kerry and his
supporters point out that malpractice costs account for less than 2%
of all health spending and that major reductions in these costs would
only modestly affect overall health spending growth.

While the American Medical Association and other physician
associations did not take a position in this year’s election, the
organizations worked hard to make liability reform a top legisla-
tive issue. Physicians and trial lawyers spent millions of dollars in
an unprecedented, four-state election battle over limiting damage
awards and attorney fees in malpractice cases. The voters’ verdict:
a virtual stalemate reflecting deeply divided public opinion. In
Wyoming and Oregon, voters narrowly defeated physician-backed
proposals to implement caps on awards. In Florida, voters sup-
ported a physician-backed proposal limiting lawyers’ share of
malpractice settlements to 30% at most. However, at the same
time, Florida voters approved measures to give the public more
information about physician mistakes and to revoke the licenses
of physicians who make repeated medical errors. Physicians fared
best in Nevada, where voters endorsed legislation establishing a
US$ 350 000 cap on pain and suffering awards, limiting attor-
neys’ fees, allowing doctors to pay awards over time, requiring
that juries be told what medical expenses insurance companies
have already covered, and holding physicians responsible for only
their portion of damages. Nevada voters also rejected two rival
proposals offered by lawyers.

Caps of varying types have been implemented in 27 states, but
a proposed federal cap, though successful in the House of Repre-
sentatives, has failed because of Democratic opposition in the
Senate. Physicians vow to keep pressing their cause, hoping
President Bush’s re-election and a Republican majority in Con-
gress might weaken Democratic opposition to federal legislation
capping malpractice awards. In his first press conference since re-
election for a second term, President Bush named medical liability
reform as a high priority. Among other major burning issues that
are currently debated in the US, the form and speed of medical
liability reform needs to be seen.

D. P. EISENBERG

ADUSUMILLI P. S.
New York
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