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Correspondence

Carry on debate (doctor)

I note with dismay that the correspondence section of the journal has
vanished (see Natl Med J India 2005, Vol. 18, No. 4). This could be
due either to the fact that you are not getting any correspondence, or
that you choose not to print it. It started with the correspondence
section getting filled with so-called research letters, i.e. a sort of
staging post for articles that do not make it to the main section, and
now it has disappeared altogether. If it is the former, then perhaps
the reason lies in the fact that the journal has now become so bland
that there is no incentive to write. Take, for example, the editorial
‘Academic medicine and health improvements in India’.1 It is full of
pious platitudes and anodyne prescriptions. Reading it one gets the
impression that the authors are not merely afraid to wound, they fear
to even strike! For the past fifty odd years we have been hearing
academic bureaucrats located in Delhi, and chiefly at the All India
Institute of Medical Sciences, trot out the same solutions while the
government quite obdurately does something else. Are we to believe
that all these people are helpless? Or has it got anything to do with
ensuring that their progeny are looked after by the political class?

Nothing like universal medical care is available in India today
although every government since Independence has promised it. On
the other hand, we see that the State is withdrawing from whatever
little role it has hitherto played. And what does the editorial
prescribe? Creation of an umbrella organization to track and guide
balanced health research development! It is not enough that the
Indian Council of Medical Research has become a sinecure for some
doctors. We must now create yet another haven for the government
favourites funded by the tax-payers’ money! Reading editorials such
as this one gets the impression that the editors have given up the fight
for an egalitarian medical system in India. And one feels disinclined
to write.

On the other hand, if the editors are not printing the correspon-
dence that they do receive on matters of public importance, they do
a disservice to the journal and to the debate on medical care in India.
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The faulty design

A healthy population is essential for economic development.
Healthcare policy-makers periodically come out with policy drafts to
improve the health standards of the population. However, the
improvement remains elusive and out of tune with the increasing
numbers seeking healthcare.

There has been a progressive devaluation of teaching institutions
and public hospitals, including the established ones, with an ever-
increasing burden of rising patient population and decreasing funds.
Most of the unregulated, private medical colleges lack the basic
infrastructure for teaching and patient care. The regulatory bodies
have proved to be ineffective in monitoring the standards of teaching
and patient care, producing half-baked doctors. The film Munna
Bhai MBBS reflects this dismal situation. This had led to distrust and
dissatisfaction against institutions providing healthcare and se-
verely affected the demigod image of practitioners of this ‘noble
profession’.

The quacks who prescribe a cocktail of modern drugs flourish in
rural areas (mostly without qualified doctors and with defunct
dispensaries), among the urban poor, and in the far-flung developing
colonies of metropolises. People visit these quacks to avoid ineffi-
cient, dirty public hospitals with long queues and expensive private
hospitals. In January 2000, the Ministry of Health recognized the
degradation in the quality of health services and lack of accountabil-
ity. A few, five-star, high-tech hospitals continue to provide excel-
lent specialized care while the majority of ordinary people are
deprived of basic medical and surgical needs. This does not reflect
improved healthcare. About 80% of India’s gross domestic product
spent on healthcare goes to the private sector.

The present Union health minister, a doctor himself, is aptly
qualified and would surely be sensitive to the health needs of our
population. Banning smoking in films can be considered a populist
measure taken out of political compulsions but he is right in updating
the medical curriculum according to the health needs of the commu-
nity, and in view of the emerging new disease challenges, and scien-
tific and technological advances. However, integrating the tradi-
tional systems of medicine as part of the MB,BS curriculum appears
skewed. These systems are based on completely different concepts.
All of them already enjoy their independent identity, institutions and
research facilities, and provide popular choices to people of all
socioeconomic strata. Unfortunately, they too are unregulated and
their practitioners use modern medicine with impunity and without
any knowledge.

Organizing health melas to create awareness about the alterna-
tive systems of medicine is acceptable but any effort to integrate
them with the MB,BS course will only further compromise the
quality of our healthcare system. Therefore, instead of a cocktail
curriculum, a review and revision of the curriculum is required in
tune with the changing demands. Priorities should lie in making the
regulatory bodies more effective in maintaining the pressure to
provide quality teaching and patient care in public- and private
sector medical colleges so as to ensure healthcare delivery to all
sections of society. There should be proper utilization of the limited
resources while modernizing healthcare. In an ORG–Marg Survey
in 2002, health and education were found to be the most corrupt
sectors. There is a need for greater accountability and reaffirmation
of merit and ethics to develop a balance between humanistic values
and scientific excellence to regain the prestige the medical profes-
sion enjoys over other professions. Any faulty design will only
compound the already dismal situation.
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Blood pressure measurement: Gaps between
recommendations and practice

Around 30% of urban Indians between 20 and 80 years of age are
hypertensive (140/90 mmHg).1 Although the conventional measure-
ment of blood pressure (BP) using a sphygmomanometer is simple,
inaccuracies in measurement can lead to over- or under-diagnosis of
hypertension in the community. It has, for instance, been estimated
that an increase of 5 mmHg in the diastolic BP would double the
number of patients with hypertension, while a reduction of 5
mmHg would reduce the number of hypertensives by 62% in the
UK.2 Thus, relatively small changes in BP result in large alterations
in the burden of hypertension at the population level. Poor technique
can alter BP readings by as much as 15 mmHg.3 Improper technique,
poor calibration and maintenance of equipment, observer bias,
alerting reaction, smoking and caffeine intake are known to influ-
ence the BP reading.4 Labelling an individual as hypertensive has
important consequences; a reduction in the quality of life through
behavioural changes, adverse effects and costs of drugs, increased
absenteeism from work and psychological distress, among others.5

On the other hand, hypertensives who are undiagnosed are deprived
of the benefit of treatment and the reduction of risk associated with
high BP.6

In a developing country such as India, where the cost of disease
is largely borne by patients and where health support systems are
less accessible, it is essential to ensure that clinical measurements
such as BP are made and recorded accurately. We therefore under-
took a clinical audit of BP recording practices in a tertiary teaching
hospital in southern India. The study was approved by our Institu-
tional Ethical Review Board.

A retrospective observational study of 1000 sequential, first
time, outpatient charts (10–13 May 2004) was undertaken—41.8%
of patients (254/608) attending medical specialties had their BP
measured in contrast to 7.4% of patients (29/392) attending surgical
specialties (chi square p<0.001). A quarter of the men (26.7%; 149/
556) and 30.2% (134/444) of the women (chi square p=0.238) had
their BP recorded. Only 36.1% of patients above 40 years of age had
their BP measured. History of tobacco use was recorded in 13.8% of
the patients who had their BP measured (39/283) but no mention was
made of the time that the subjects had last consumed tobacco before
measurement of the BP. About three-quarters (27/37) of known
hypertensives had their BP measured during their first visit to the
teaching hospital. There was a pronounced last digit preference for
‘zero’ of 96.8% in both systolic and diastolic BP recordings. The
side on which the BP was measured, posture of the patient during BP
measurement and prior caffeine intake were not mentioned on any
of the charts. All the charts reviewed had single measurements of
BP.

These data indicate that there is a wide gap between current
practice (as gauged from clinical records) and guidelines regarding
the measurement of BP. The problems associated with BP measure-
ment in this study are likely to be even greater outside of teaching
hospitals. There is clearly a need to improve practices; more
stringent training requirements and assessment, and regular clinical
audits can help.
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Lomotil dependence: A note of caution

Diphenoxylate, an opioid, is available in a fixed-dose combination
with atropine, of which Lomotil® (2.5 mg of diphenoxylate and
0.025 mg of atropine)—categorized under schedule V1 of the US
Food and Drug Authority (FDA) classification (implying little risk
of abuse)—is widely used as an antidiarrhoeal agent. A patient’s
account from the National Drug Dependence Treatment Centre of
the All India Institute of Medical Sciences (AIIMS) using Lomotil®
in a dependent pattern is presented here.

A 40-year-old married man presented with a history of raw opium
use in a dependent pattern for 20 years. About 8 years back, because
of the scarce availability of local opium, the patient started taking
Lomotil® in doses of 25–30 tablets per day, available over the
counter, to relieve the withdrawal symptoms. He began to experi-
ence pleasure with continued use of Lomotil® tablets. Compared to
opium, the euphoric effect was less intense, but similar in quality.
He gradually increased the dose to 150–200 tablets per day but did
not experience any atropinic effects. He developed severe constipa-
tion and used laxatives to get relief from it. On stopping the tablets,
he experienced intense craving and physical withdrawal similar to
other opioids. No attempts at abstinence were made in the past 8
years.

In the past 6 years, the family members noticed decreased
interaction, withdrawn behaviour, muttering and gesturing to self,
fearfulness, irrelevant talking, aimless roaming, decreased personal
care and appetite, and disturbed sleep. He believed that his neighbours
were trying to harm him and his family. Over this period, his
Lomotil® intake increased. Examination showed hallucinatory
behaviour, fearfulness, agitation, delusions of persecution and ref-
erence, third person hallucinations, impaired judgement, absence of
insight and poor motivation. A diagnosis of opioid dependence
syndrome and paranoid schizophrenia was made. The diagnosis of
schizophrenia seems unrelated to the use of Lomotil®.

This case demonstrates dependence on Lomotil® tablet. The
euphoric effects of diphenoxylate are produced at 2–3 times the
clinical doses.2 Atropine reduces the likelihood of abuse of
diphenoxylate by producing unpleasant effects at a dose >2 mg of
atropine (70–80 tablets of Lomotil®). The lack of atropinic effects
in this case is an interesting feature.

Lomotil® accounted for 2.3% of the annual sale of Rs 980 million
(about US$ 22 million) of one of the pharmaceutical companies
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marketing the drug in India.3 The patient’s family members have
also reported that Lomotil® was being abused by many persons in
their village. It is quite likely that abuse of the drug is underreported
in the literature. This case thus demonstrates the need to educate
primary care physicians regarding the possible abuse of Lomotil®.
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A patientís story

His name was Madhavan Nayar. I must reassure the several Madhavan Nayars who are alive and kicking, and who are
my patients, that this is a pseudonym.

It must have been 30 years since I had known him and, as it often happens with us general practitioners (GPs), initially
as a patient and, over the years, also as a friend. Now looking at him lying in dishevelled clothes and a badly made bed,
made me think not of the indignity of death but the peculiar personality of Mr Nayar and what drew us to each other.

I keep a fairly tidy examination room with a fresh white sheet spread over the examination couch each day and
sometimes, twice a day. Despite this, there would be a few discernible smudges, especially at the foot end of the bed.
No one minded this till I met Mr Madhavan Nayar. When his turn came to be examined, he took one look at the table,
excused himself politely, said he would return in the evening if I did not mind and went away. When he returned in the
evening, he had a small bag with him. From this bag he took out a clean white sheet and proceeded to spread it on my
examination couch, all the while apologizing for his action and requesting me not to get offended. After the business
was over, he neatly folded the sheet and put it back in the bag. That is how we met. Since then, each time he visited
me he had followed this procedure. The fastidious nature was in keeping with the general character of the man. He was
one of the few patients of mine who always telephoned me before coming despite knowing that I do not follow the
appointment system. He was always on time even if it meant waiting for his turn.

Since we lived in the same area and belonged to the same club, we also had the same barber. On one occasion, I
bumped into him while he was coming out of the barber’s shop. His usual bag was with him and I of course knew what
it contained. When I went in, I asked the barber about the bag. Like all barbers, this one too loved telling a story. Not
only did he have the white sheet for his exclusive use but also had a whole range of barbering equipment to the last new
blade, well packed in a special case. He made the barber wash his hands and dip them in a solution of disinfectant before
allowing him to touch his head. This made me wonder why he did not make me wash my hands before examining him.
Maybe he had watched me washing my hands after examining each patient and did not feel the need. But I certainly
do not dip my hands in disinfectant! I had wondered then when he would make this request of me and, if he did, what
must I do?

We met occasionally at the club over a drink. His order was precise. A small whisky of a specific brand, two cubes
of ice and an equal amount of water. Ice cubes to go into the glass first.

I would often wonder whether he was an obsessive psychotic. Even if he was, no one was unhappy, not the least Mr
Nayar. He had a very happy family life and a close circle of friends who liked him. He was also a very successful
businessman.

But in death he was like any of us. After the certification formalities were over, I asked his son to get his shaving
kit. We gave him a good shave taking care to use a new blade. Dressed him in a new shirt and mundu and spread a clean
sheet over him after changing the old bedspread with a new one. Now I thought he was ready to receive the mourning
friends and relatives in his usual style.

I returned home with mixed feelings. A sense of sorrow for having lost a friend and a sense of satisfaction for having
done something for him, which I am sure he would have appreciated.

B. C. RAO
Bangalore

(This story was first published in the Journal of Family Physicians Association, October–November 2004.)


