
210 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 4, 2005

Letter from North America

GENERIC DRUGS
The debate over generic drugs, which provide fair and affordable
access to prescription drugs, and pharmaceutical patents, which
provide excellent medicinal innovations with a costly price tag, is
getting more attention in the news and legislature, both in western
and eastern countries. The debate has invited passionate discus-
sion and editorials, as worldwide attention focuses on the growing
HIV/AIDS crisis. The number of people receiving antiretroviral
therapy in less developed countries has reached more than 700 000.
Still, antiretroviral treatment reaches only 1 in 8 people in these
countries, leaving an estimated 5.1 million people without any
treatment. In two decades, 40 million lives have been lost and 40
million people live with HIV, 95% of them in developing coun-
tries.

The increasing sophistication of generic drug-makers in India
and China supplying imitations as alternative sources of brand-
name prescription drugs has become a major source of antiretroviral
therapy for the less privileged all over the world. Indian drug-
makers honed their imitation skills under a domestic policy that
allowed them to make copies of best-selling, patent-protected
drugs and sell them domestically or in unregulated countries as
long as they used a different manufacturing process. These manu-
facturers were supported by many AIDS activists all over the
world, who stated that these drugs could be given to people in
developing countries at a heavily discounted price. Facing a public
outcry and the threat of compulsory licensing (liberal licensing for
products that are of public health importance) in countries such as
South Africa, Brazil and India, two years ago pharmaceutical
companies began cutting prices by 80% or more on drugs used to
treat AIDS-related ailments in developing nations. Fearing the
spread of the foreign generic drug imitation manufacturing pro-
cess to other patented prescription drugs, the US pharmaceutical
industry lobbied for better patent protection and licensing prac-
tices. They cited that they could not continue research to develop
new drugs in the absence of prescription drug revenue. The ten
largest pharmaceutical companies in the US had collective sales
of US$ 179 billion per year and collective gross profits (excess of
sales over manufacturing costs) of US$ 121 billion. It is this US$
121 billion that is at stake if the industry becomes subject to price
controls, threatening both marketing and research and develop-
ment budgets (collectively US$ 20.5 billion) and pre-tax income
(US$ 40 billion).

The US stands to gain the most from stronger intellectual
property protections, most of which must be in effect by 2005,
under TRIPS (Trade Related Intellectual Property Rights). A
World Bank study estimates that American companies would
pocket an additional US$ 19 billion per year in royalties, while
developing nations such as China, Mexico, Brazil and India—net
importers of intellectual property—would pay more to the patent
holders. Those who defend the TRIPS global standards for intel-
lectual property protection say that a strong patent system not only
fuels innovation but also provides the best way for developing
nations to attract investment and encourage rapid transfer of
technology. Indeed, the economies that were shining success
stories of development, from the US in the nineteenth century to
Japan and its East Asian neighbours such as Taiwan and South
Korea in the twentieth century, took off under systems of weak

intellectual property protection. Technology transfer came easily
and inexpensively until domestic skills and local industries were
advanced enough so that stronger intellectual property protection
became a matter of self-interest. After joining the World Trade
Organization (WTO) in 1995, India had to change its patent laws
by 1 January 2005 to meet its commitments under the WTO
agreement on TRIPS. The new Bill, passed by the Indian Parlia-
ment on 23 March 2005, now recognizes both product and process
patents. China has steadily given foreign companies a greater
measure of protection for intellectual property, and last year
signed on to TRIPS at the same time that it joined the WTO. The
Indian Government argues that this will boost Indian pharmaceu-
tical research, attract foreign collaboration and help the nation
emerge as a force in global pharmaceuticals.

Americans look back to their nineteenth century experience in
book publishing to support the Indian Government’s viewpoint.
In the nineteenth century, the US was a rapidly industrializing
nation. Back then, American law offered copyright protection but
only to citizens and residents of the US. The works of English
authors were copied and sold cheap to the American public hungry
for books. This irritated Charles Dickens, whose Christmas Carol
sold for 6 cents a copy in America, versus US$ 2.50 in England.
He toured the US in 1842, urging the adoption of international
copyright protection as being in the long term interest of American
authors and publishers. Such appeals proved unpersuasive until
1891, when the US had a thriving literary culture and a book
industry that wanted its own intellectual property protection
abroad. Therefore, the US Congress passed a copyright Act
extending protection to foreign works in return for similar treat-
ment for American authors overseas.

In addition to the above arguments, there have been many
attempts to cloud issues relating to the use of generic drugs, which
some portray as unsafe because they may not have met the same
criteria for approval as their brand-name counterparts. Some have
gone as far as to argue that it would be immoral to treat patients in
developing countries with generic drugs while patients in richer
countries receive only brand-name products. Such arguments,
although presumably well intended, will serve only to deny mil-
lions of people life-saving drugs and to deny the world the greater
public health benefits of wide access. It will be interesting to see
whether the opponents of generic drugs will also object to the use
of generic drugs in western countries when some of the earliest
antiretroviral agents go off patent, even though the use of generic
drugs might translate into lower overall drug prices in the West.

Some policy-makers argue that the US is also poised to benefit
from generic drugs. The total American brand-name pharmaceu-
tical sales for 2003 accounted for US$ 200 billion while generic
sales amounted to about US$ 17 billion. Nearly 8000 of the 10 375
brand-name drugs listed in the Food and Drug Administration’s
(FDA) Orange Book have generic counterparts. Half of all pre-
scriptions in the US are filled generically, whereas brand-name
drugs account for the other half. Moreover, due to the ageing
population and the inflation of healthcare budgets, the FDA is
changing regulations, such as banning multiple extensions on
patents and accrediting manufacturing plants outside of the US.
These changes are met with resistance from the rich and politically
powerful global pharmaceutical manufacturers. The high cost of
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prescription drugs has allowed the drug reimportation bill, known
as the Medicine Equity and Drug Safety Act, 2000. A 3-month
supply (180 pills) of tamoxifen costs US$ 298 in the USA but only
US$ 26 in Canada; Eli Lilly’s Prozac retails at US$ 115 for 45
capsules in the US and US$ 35 for the same number in Canada.
Spearheading this effort in the US will be the American consumer
groups and Health Maintenance Organizations (HMOs), which
will insist that a major culprit in increasing healthcare costs are
prescription drugs. Another problem for the pharmaceutical in-
dustry is compulsory licensing. This allows a foreign government
to take away the exclusivity of a product when the health or safety
of a nation is at risk. Under compulsory licensing, a generic
manufacturer is allowed to produce a drug discovered by a US
pharmaceutical company in exchange for a licensing fee. These
fees vary from deal to deal, but they never compensate for the costs
of being undersold by a generic counterpart. Compulsory licens-
ing would have a drastic impact on US pharmaceutical companies
and their financial ability to develop new drugs.

The patent fights over the American US$ 17 billion generic
drug market are particularly ferocious. India’s total drug exports,
including those to the US and Europe, grew to more than US$ 3
billion per year according to the Organization of Pharmaceutical
Producers of India. Demand for Indian generics has enabled
Indian drug-makers to pour money into their manufacturing
operations. Currently, the FDA has approved 74 plants, which is
the highest number outside the US. To keep generic competitors
from eating into the profits from highly marketed brand-name
drugs, companies such as Pfizer and Glaxo-SmithKline have also
been patenting the component chemicals and processes in addi-
tion to the drug itself. In the US, drugs with a combined annual
sales of US$ 60–70 billion are expected to go off patent between
now and 2010. The first generic drug-maker to request and receive
approval to sell a drug, the so-called ‘first to file’, gets exclusive
marketing rights in the US for six months. After that, other generic
drug-making companies often pile in and prices drop. So, leading
Indian drug-makers are increasingly busy filing applications with
the FDA to market generics. Indian chemists can reverse-engineer
a patented molecule within months. Copies of global brands, such
as Pfizer’s top-selling cholesterol drug Lipitor and Bristol-Myers
Squibb’s popular anticlotting drug Plavix, were sold in India
within two years of their global introduction. These reverse-
engineered drugs were then exported to unregulated markets in
Asia and Africa, sometimes a whole decade before their patents
expired in the US. The price of developing a drug from scratch in
India is as low as US$ 100 million versus US$ 1 billion in the
West.

Ranbaxy, based in New Delhi with US$ 1.2 billion in revenue,
and Dr Reddy’s Laboratories, based in Hyderabad with US$ 450
million in revenue, have challenges between them over drugs with
US$ 30 billion worth of sales, including several ‘first-to-file’
applications. These include a Ranbaxy challenge over Lipitor,
Pfizer’s cholesterol-lowering drug and Dr Reddy’s challenge on
Zofran, Glaxo-SmithKline’s medication for chemotherapy-
induced nausea. Industry experts say that Ranbaxy, with 25
pending approvals, including 12 potential ‘first-to-file’ ones, has

one of the best pipelines in the generic industry. Such a trend is not
limited to these two companies. According to the Council of
Scientific and Industrial Research in India, there are already
‘winds of change’ in India. There has been a 400% increase in
private research and development budgets for drugs and pharma-
ceuticals in the past four years. The number of pharmaceutical
patents filed by Indians under the Patent Cooperation Treaty
(PCT), a global system for simplified multiple filing of patent
applications, has increased from 43 in 1999 to 291 in 2003. There
are also over 8000 product patent applications pending in India,
which could now be granted. Indian manufacturers currently
contribute 4% to the global generic market, which is estimated to
reach 33% by 2007.

The transition from imitation drug-making to becoming a
mainstream pharmaceutical player will be a rough ride for Indian
manufacturers. The passage of the new patent law means that
multinationals will enter the Indian market. Merck and Bristol-
Myers Squibb, which left India years ago because they were
unable to protect their patents, are returning. Glaxo-SmithKline
plans to launch several antibiotic, cancer and cardiovascular
products in India this year. Novartis is planning to market its latest
cancer drugs and immunosuppressants for kidney and liver trans-
plants. Indian companies that cannot compete with multinationals
are forming strategic alliances for mutual benefit. Nicholas Piramal
has US$ 500 million worth of contracts with Allergen, Advanced
Medical Optics and Novartis. Outsourcing from multinationals is
expected to be a major new business as well. Revenues from such
outsourcing may improve the construction of new research facili-
ties. Nicholas Piramal India Ltd. has already opened a new US$
20 million, 300 000 sq. ft research and development centre staffed
with 250 young scientists working on chemical formulations
ranging from the treatment of cancer to malaria. The benefits from
generic drugs could also extend to developed countries, increasing
the pharmaceutical market. The argument that started with AIDS
medication may be pursued for rapidly increasing chronic public
health ailments such as heart disease and diabetes. Indian Govern-
ment data show that the number of Indians unable to afford
medical treatment rose sharply from 10% to 25% in the past
decade. A universally accepted licensing approach to generic
drugs and a regulated manufacturing process can benefit both
developed and developing countries in the long run. Rather than
pharmaceutical companies and the government (who are sup-
posed to be making products to help people and cure illnesses)
fighting legal battles over money, this proposed universally ac-
cepted licensing approach might help to get these new drugs and
treatment approaches to the people who need them rapidly and
cheaply.
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Letter from Mumbai

THE GREAT DOWNPOUR: LESSONS STILL TO BE
LEARNT
Tuesday, 26 July 2005 will not be easily forgotten by the citizens
of Mumbai. The city received 37 inches (940 millimetres) of rain
over 24 hours. In the past 100 years, the highest rainfall over 24
hours was recorded at Cherrapunji; 33 inches (830 millimetres) of
rain fell there on 12 July 1910. (In June 1876 Cherrapunji had
recorded 1036 millimetres in one day.)

Mumbai is an extension of the mainland. It was originally in
the form of seven elongated islands placed north to south. The city
maintains this shape. Surrounded by water except where it joins
the mainland, it has no scope for radial expansion. There has been
an uninterrupted inflow of Indian and foreign (chiefly Bangladeshis)
citizens, most of them poor, over decades. The population is now
estimated to be 15 million. As a consequence, Mumbai is bursting
at the seams, the tragedy being compounded by the unbridled
creation of hundreds of multistoreyed buildings all over the city.

Had the State Government and the Municipal Corporation of
the city been staffed by honest, efficient and effective officers and
crew, the situation might yet be salvageable. Alas! Corruption,
inefficiency and the worst form of bureaucracy (babudom) reign
and innumerable unscrupulous persons are taking full advantage
of these.

Public services are poor and scanty. The supply of water and
electricity; the maintenance of sanitation and hygiene; roads
capacious enough to permit free flow of buses, cars, trucks, two-
wheelers and pedestrians are to be found in patches. Where they
are most needed—in crowded zones housing the poorest citizens
— they are almost non-existent. Filth hits you in the eye and nose
almost anywhere you try to walk. The clearance of garbage is
erratic and inefficient. Drains are clogged, partly due to the
inefficiency of those who are paid to ensure their patency and
partly from the callous dumping of plastic and other waste
everywhere by citizens who proclaim themselves residents of
Urbs prima in Indis.

A dense population, unreliable local communications and poor
roads thus made a perfect combination for the disaster that was to
follow the unprecedented downpour from the heavens. In 12 hours
rail and road traffic were thrown out of gear. The water had no
place to go because high tide rendered storm drains ineffective.
Reliance Energy—the supplier of electricity to the central and
northern suburbs—shut off electricity for 48 hours for fear of short
circuits. One consequence: pumps could not be used to raise water
into household tanks.

Four hundred and six people are reported to have died in
Mumbai from the heavy rains and the mudslides they triggered.
Many believe that this is a gross underestimate. Several thousands
were put to severe inconvenience, trudging five or more kilometres
throughout the dark night in waist-deep or even higher water.
Thousands more were stranded in buses and cars. None of them
had any access to drinking water, food or toilets. When urinary
bladders were distended beyond tolerance, respectable citizens—
women and men—of all ages had no alternative but to relieve
themselves in the swirling waters. Lives were lost when tired and
desperate persons trudging through the waters stepped into sub-
merged open manholes or slipped to fall into invisible open drains.
Equally tragic were the sixteen deaths in cars with electrically

operated windows. These had no manual control. Stuck in the
midst of kilometres-long traffic jams for hours, with leakage of
rain disabling electrical connections within the cars, they suffo-
cated to death. Bloody and bruised hands noted when the cars were
finally opened bore testimony to their attempts at breaking down
the glass to gain access to fresh air. Opening the doors was, of
course, impossible due to pressure exerted against them by the
mass of water outside the vehicles.

Around 1200 cattle in cowsheds between Andheri and Malad
were swept away and drowned. Their bloated carcasses continue
to lie along the arterial Swami Vivekananda Road as I write this
four days later. The Municipal Corporation demands sums for
taking them away that the stable owners cannot pay. The official
stand of the Municipality is evident in a notice to the owners of
these stables: ‘Pick up the carcasses soon; this is your responsibil-
ity. Epidemics should not spread across the city.’

Prime Minister Manmohan Singh visited the city on Thursday,
28 July and immediately pledged Rs 500 crores to help residents
recover and rebuild. He backed his promise by sending a cheque
for this sum to the Chief Minister of Maharashtra in 27 hours. (A
shocked official in Maharashtra’s Mantralaya could not help
saying: ‘It’s truly unbelievable. We expected the cheque to reach
us sometime next month, but here it is.’) In contrast, local netas
of all political parties were conspicuous by their absence from the
scenes of disaster on 26 and 27 July. The Shiv Sena, self-
proclaimed protector of Maharashtrians, had this to say in their
defence: ‘Our party was emerging from the crisis created by
Narayan Rane’s revolt and was not in a proper frame of mind to
respond to the calamity.’ Shiv Sena chief, Bal Thackeray is
reported to have moved from his fortress-like home to high ground
in a 5-star hotel for fear of being inconvenienced by the flood!

At a news conference on 29 July, Maharashtra’s Chief Minister
Vilasrao Deshmukh was grilled over the total failure of the state
disaster management plan (yes, we apparently do have such a plan
on paper!) on 26 July. His defence? The region had suffered the
highest ever rainfall and the administration as a whole had tried its
best to mitigate the suffering of the people. There was no response
to queries on the total absence of information on the floods; roads
that had been blocked; movement of buses, trains and planes and
the absence of policemen or rescue teams at the sites worst
affected. Deputy Chief Minister and Home Minister R. R. Patil
defended the police by parroting the Chief Minister; ‘There may
have been areas where policemen were not present but on the
whole they did try to do their best.’ Deshmukh added that many of
those involved in the rescue efforts were under tremendous tension
since their own homes were under water and they had no informa-
tion about their kin.

It was little consolation to the citizens to learn from the Chief
Minister that the Government in New Delhi is enacting a national
disaster management law, which will spell out the manner in
which calamities should be tackled by state governments. This, of
course, begs the question as to whether those at the helm of state
governments lack the grey matter or the initiative or the gumption
to solve local problems locally and why nothing has been learnt
from past disasters such as the notorious bomb blasts.

Helplines are intended to come to the aid of citizens in their
hour of need. The daily Mumbai Mirror called up telephone
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numbers with the story of two young girls from Cuffe Parade stuck
at Panvel on their way back from Goa. The reporter summed up
responses thus: ‘The helplines were truly Indian in their response.
Besides compassion, what moved them most was their desire to
make a compromise with fate.’ Here are two examples:

Central Railways (22620800) Response time: After many rings:
(After listening to the whole story) ‘One minute. (Picks up the
other line and redirects caller to other numbers.) Yes madam.
(Hesitates) There are no trains from Panvel to Mumbai till tomor-
row morning. (Helplessly) How can I help you? Ye sab upar wale
ki maya hai.’ (This is all God’s will.)

Western Railways (23004000) Response time: Difficult to get
through. ‘Just hold on for a minute. (Attends to another call before
listening to the whole story.) You can take a state transport bus to
some part of the city. You will get stuck on the way but it is safe
as you will be travelling with other passengers. See, we have had
the highest rainfall in the country. You will have to adjust.’

In the midst of official apathy and total indifference to the plight
of citizens there was a remarkable upsurge of individual concern
and willingness to help. I provide two of the many examples
reported in the daily newspapers.

‘On July 27, I was walking from Bandra to Vile Parle and I was
touched by what I saw. I was very frightened to wade through the
water but when I started, as if by magic, I got outstretched hands
helping me and concerned voices telling me to take care. Not only
that, all along the way there were people extending their hands
with drinking water, biscuits, and food. But it was only the locals
who were helping. I did not see a single cop or a BMC (Bombay
Municipal Corporation) worker there to help the pedestrians.
Thank you, Mumbai.’

‘I saw the effect of the flood firsthand. Cars were lying aban-
doned, bodies of dead cattle and sewage were floating, the roads
were damaged and as usual the huge potholes added to our misery
by making it very difficult to walk. But the spirit of Mumbaikars
shone through. They kept walking and people kept helping.
People were distributing food, tea and water to absolute strangers.
There was a helping hand everywhere. The only ones missing were
those who should have been there first—the government offi-
cials.’ (Mid-Day, 30 July 2005)

One would have expected the authorities to awaken from their
torpor on Wednesday morning (27 July) and swing into action to
ameliorate the problems faced by the citizens. Instead, the Chief
Minister ordered public holidays on 27 and 28 of July. This may
have been aimed at permitting shattered households to attempt
some kind of patchwork repair but effectively resulted in worsen-
ing of the chaos as all official and semi-official agencies—banks,
government offices, public transport are three examples—re-
mained shut. Had the official order not been declared, and service
—howsoever skeletal—been encouraged, some help would have
been at hand.

Medical failures
Wading for kilometres through waist-high murky water, the
presence of carcasses along arterial roads, contamination of water
supply by sewage and the absence of potable water makes the
spread of disease likely.

On 30 July civic authorities issued a note on precautions to be
taken by citizens. These include the following:

• Water should be filtered and boiled before drinking. Once the
water starts boiling, continue boiling it for at least 10 minutes.

If required, chlorine tablets should be used for disinfecting
water. They are available at municipal ward offices, health
posts and dispensaries.

• A dose of doxycycline is advisable to prevent leptospirosis. Do
not walk around in stagnant water. Use gumboots for protection
from contaminated water.

• If there is contact with stagnant water, then wash up
immediately.

No municipal personnel were to be found anywhere near the
maximally damaged areas. Ward offices, health posts and dispen-
saries were closed for three days with no one to attend to any
emergencies. Slum-dwellers and others who have lost every-
thing—home, utensils, stoves, clothes, food—would have mar-
velled at these guidelines had these ever reached them. How were
these poor, wretched homeless individuals and families to imple-
ment them?

Yet another guideline had even well-to-do families puzzled.
‘In case of emergencies like landslides, floods, contaminated
water in water taps, no water supply, contact: Control room: 108
or 22632315.’ All telephone communications broke down for
almost 24 hours. Landlines were jammed. Mobile phone users
kept receiving the message: ‘Network busy.’ In many cases
mobile phone batteries got discharged from multiple ineffective
attempts at contacting near ones. They could not be recharged as
there was no electricity. Even if contact were established with the
authorities, what would they have done when lack of access to
large areas was the major problem?

Hospitals run by the Municipal Corporation of the city in the
worst-affected suburbs were unequipped for this emergency. Let
me quote the experiences at one such hospital—the largest of these
—named after Dr R. N. Cooper and located in Vile Parle. It had
no electricity when the crisis blew up. The generator functioned
erratically. Seriously injured persons brought into its casualty
department were ‘examined’ by the light of flickering candles or
dim ‘emergency lights’. Requests from these patients for water to
drink could not be met.

The plight of families who had lost their loved ones was worse.
They had to stumble in semi-darkness through corridors and
rooms littered with bodies and try to identify their loved ones. The
hospital authorities were unable to set up an identification and
information system.

Lessons yet to be learnt: The tragic consequences
Could anything have been done to mitigate the effects of this
natural disaster?

Medical journals are replete with papers on the management of
complex emergencies. The BMJ has been carrying a series under
the title ABC of conflict and disaster.1  I have modified slightly
some of the lessons taught in these papers:

Elements shared by all disasters
• Disasters expose major public health deficiencies
• Natural and technological disasters may catalyse a complex

emergency
• Lack of proper resources to respond
• Lack of a security capacity
• Lack of a management capacity
• Politically favoured populations do better

Fully standardized programmes are needed to ensure:
• Water
• Sanitation
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• Nutrition
• Prevention of communicable diseases
• Essential drugs

In addition, there is a need to ensure
• Reproductive health/women’s issues
• Human rights monitoring
• Psychosocial or mental health
• Codes of conduct
• Education and training
• Information technologies
• Measures of effectiveness
• Security
• Information sharing
• Civil–military collaboration
• Coordinated logistics
• Urban infrastructure
• Urban humanitarian relief

More recently, Ryan, Mahoney and Macnab2 wrote on the
means to facilitate recovery from disasters. They identified levels
of healthcare intervention after disasters:

Emergency needs: Basic preventive and curative care needs of
residents

• Prevention or treatment of diarrhoea
• Treatment of acute respiratory infections
• Treatment of other prevalent conditions (such as malaria)
• Therapeutic feeding
• Care of wounds
• Psychological counselling or the equivalent

During recovery phases
Primary care
• Clinics for children <5 years old, routine immunization,

rehydration centres, malaria screening and treatment, diagnosis
and treatment of pneumonia, outreach programmes, antenatal
and delivery care

• Training and supervision of community health workers,
traditional birth attendants and traditional healers, who can
play an important role, especially for collective health awareness
and notification of cases during epidemic outbreaks

Secondary care
• Inpatient services for severe cases requiring triage and

surveillance—such as treatment for complications of childbirth

Tertiary care
• System of referral to hospitals for surgery and severely ill

patients, and access to laboratory facilities for diagnosis and
disease confirmation

• Arrangement and payment for transportation and other logistical
details must be agreed in advance by administrators of the
emergency settlement community health programme and the
hospital administration, usually through the ministry of health

Why do hospitals fail?

• Loss of physical infrastructure—deliberate or accidental
targeting of buildings by warring factions

• Loss of utilities—especially power, water, food supply and
sanitation

• Loss of skilled staff—attacked, stopped from working, or from
across ethnic divide

• Failure of routine services with loss of planned procedures,
chronic care, cancer care, complex surgery and supporting
services; followed by loss of emergency and urgent care

• Loss of emergency medical services and a referral system, so
patients cannot reach facilities that are still functioning

• Loss of consumables, drugs and related items
• Breakdown in morale and motivation—often associated with

loss of pay and inability to provide essential services
• Forced closure, with or without ejection of staff  by combatants—

often associated with civil strife and ethnic cleansing

Common features in hospitals that have failed to deliver
• Derelict hospital buildings
• Breakdown of hospital facilities
• Collapse of diagnostic and clinical support facilities
• Departure of senior professional staff
• Loss of morale and low self-esteem among remaining medical

staff
• Loss of local, national and international professional networks,

leading to professional and academic isolation
• Collapse of research and development programmes
• Loss of salary and reward, leading to institutional corruption
• Disruption of day to day medical care of patients

Knowing as I do the fate of Dr R. N. Cooper Hospital since its
heydays some years ago, I cannot help wondering how well the
above statements apply to it (and many other public sector hospi-
tals in Mumbai) and explain their utter failure during the current
crisis.

Attempts have been made since the 1970s for the establish-
ment of an accident and emergency network in Mumbai. The first
attempt was sparked off by the visit of Dr Kenneth Easton, who
had successfully set up such a network in England. During his
talks with government and municipal corporation officials, the
deans of our medical colleges and senior consultants in teaching
hospitals, he demonstrated with the help of slides and films the
working of a system where victims were dealt with at the site of the
accident by trained personnel, resuscitated during their transport
to hospital and the communications between ambulance and base
hospital that ensured that everything necessary was instantly
available as soon as the patient reached it. The network envisaged
by Dr Easton for Mumbai was to coordinate police, the fire
brigade, all ambulance services and all major hospitals, and the
headquarters of the Municipal Corporation and the state govern-
ment.

Pious promises were made to Dr Kenneth Easton. Several
meetings were held after his departure for England. Decades have
passed. Nothing has materialized.

Noted radiologist Bhavin Jhankaria commented thus after his
own experiences during ‘terrible Tuesday’: ‘I know one thing
about this city of ours. Whenever disaster strikes, we cannot and
should not expect any help from our authorities and services. We
must assume that we will be on our own and each one of us needs
to have some sort of a Plan B for such situations. Or pray to God,
or whatever…’ (Mumbai Mirror, 29 July 2005)

And that is a terrible indictment of our medical and social
services!

SUNIL K. PANDYA
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Letter from London

On 7 July 2005, four bombs exploded in London. They were
detonated by Al Qaeda terrorists, who themselves perished in the
blasts. Three of the bombs went off in the underground transport
system in tunnels between stations. The fourth blew the top off a
bus just outside the headquarters of the British Medical Associa-
tion (BMA) in Tavistock Square. The building was full of doctors
but most, of course, were more familiar with committee work than
with the life-saving techniques of emergency medicine. Fortu-
nately, paramedics arrived quickly and the injured were rapidly
transported to places better equipped to provide resuscitation and
treatment than the courtyard of BMA House. Two weeks later,
there was an attempt at a second attack. Once again, it seems to
have been carried out by would-be suicide bombers travelling in
the underground with explosives concealed in rucksacks. The
detonators went off but, either through amazing good luck or
incompetence on the part of the terrorists, the main charge failed
to explode and no one was hurt.

Fifty-two people died as a result of the first four bombings and,
despite the fact that similar (often much worse) attacks have
occurred in other western cities, there was a deep sense of shock
at the outrage. Understandably enough, people felt edgy. When
might a third attack happen? A few weeks ago, rucksack wearers
would have been avoided because we have all learnt that if you
stand too close to them, you are likely to get knocked for six if they
turn suddenly. Now we eye them suspiciously wondering what
might be inside the sack. Some Londoners bought bicycles or
decided to walk to work. The statistics say that underground and
bus travel is down by 20% but the public transport system is not
noticeably any less crowded. Indeed, the only unusual feature is
the conspicuous presence of policemen at the stations.

I suppose that part of the reason why London has carried on
much as usual is that most people do not have a choice. They have
still got to get to work and earn a living and, for most of them,
walking or cycling is not an option. But I thought that this
reaction—or rather lack of reaction—was admirable for several
reasons. The first is the obvious one that if London had been
brought to a standstill and its population paralysed by fear, the
terrorists would have succeeded. The second is to do with assess-
ment of risk. I doubt if many Londoners have consciously calcu-
lated their chances of being blown up if the bombings continue but
there seems to be some sort of collective perception that these
chances are small. After all, 3 million people travel safely on the
London underground most weekdays. Seen unemotionally, the
sudden random deaths of 52 people, while tragic and awful for
their friends and family, are fewer than occur in road traffic
accidents in the UK each week. And, third, though this might be
wishful thinking, it seems an indication that those of us who live

in London or who travel there to work have realized that our
anxieties about terrorist attack are largely imaginary compared
with the real and desperate plight of so many others—those
starving in the Sudan or Niger, for example, or the people in
Mumbai who lost so much in the recent floods.

This is how it should be. We need to make choices about how
we lead our lives based on the likelihood of what will happen
rather than on what might befall us if we are unlucky enough to be
in the wrong place at the wrong time. We should guard against
overreaction to extreme and unusual events because, if we do not,
we end up behaving capriciously. One sees it in a small way in the
practice of medicine, although it is easier to recognize in col-
leagues than in one’s own habits: the physician who always
investigates for spontaneous hypoglycaemia because he once
encountered a patient with an insulinoma; the doctor who never
prescribes a particular drug because, years ago, he came across a
severe adverse reaction to it. And in the UK we are seeing it at the
moment in the thinking of senior members of the medical profes-
sion who are trying to modernize the way medical practitioners are
regulated.

It is largely a response to the psychopathic behaviour of a single
general practitioner, Harold Shipman, who developed a taste for
killing his patients with overdoses of diamorphine. Over a period
of 30 years it is reckoned that he murdered literally hundreds of
people. He was eventually caught, tried and sentenced to spend the
rest of his life in prison. (He hanged himself in his cell last year.)
There has been a very lengthy public enquiry which has issued,
unless I have lost count, 6 very lengthy reports. Hardly anyone
involved escaped blame: the police were criticized for being slow
to investigate; the coroner ought to have been suspicious of such
a large number of unexpected deaths; other local general practitio-
ners should have noticed what was going on; pharmacists ought
to have questioned why they were asked to dispense such a large
quantity of diamorphine;  and, above all, the General Medical
Council, the UK body that sets medical standards of fitness to
practise, should have had a scheme in place to prevent this sort of
thing.

So now the General Medical Council is charged with devising
a strategy that will ensure that nothing like Harold Shipman’s
serial killings can ever happen again.  Well, we can all agree that
the medical profession should be regulated. Both doctors and
patients need effective mechanisms in place to prevent incompe-
tent, criminal or mentally disturbed doctors from practising. But
to design these mechanisms as a response to the extreme behaviour
of one deranged doctor is about as sensible as making the carrying
of rucksacks on London public transport illegal.
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