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Letter from Chennai

APPROVAL FROM ABROAD
Many hospitals all over the country, including my employer, the
Apollo Hospitals, are rushing to obtain the imprimatur of foreign
organizations. The purpose seems to be to attract patients from
developed countries to seek medical treatment here—medical
tourism, as it is called. Our facilities and expertise are equal to any,
and it would be cheaper and quicker for a patient from the West to
come here rather than to wait for his turn at home. His insurer may
also be happy about this. The hospital must convince all concerned
that we are indeed as good as we claim, and hence the need for the
seal of approval from the western authority. Most hospitals vied
for ISO qualifications, but now that almost everyone has that, the
new quest is for accreditation by the Joint Commission Interna-
tional Accreditation of Healthcare Organizations (JCIA). Since
this mainly involves laying down set procedures and safeguards
and following them rigidly, it should be beneficial for any institu-
tion to adopt these standards. Many advantages are clearly and
immediately seen. One of the first things insisted on is a fire escape
route from every part of the hospital. A fire drill has to be learned
by all the staff. Everyone in vulnerable occupations should be
immunized against hepatitis, and taught the procedure to be
followed in the event of a needle-stick injury. A system of
documentation has to be laid down and adhered to. Many hospitals
already have all this, but it is good to have it checked by an
independent authority to make sure that we are indeed doing it all.

Yet there are drawbacks, and I have grave misgivings. Most
hospitals have evolved their own systems, and these have been
refined in this age of computer courts. They work well enough, and
the cost has been acceptable to Indians. The refinements de-
manded by the JCIA provide a marginal improvement in effi-
ciency at considerable extra cost. We are an abysmally poor
country, and the desire for recognition from agencies abroad
should not make us spend more time and money on ritual. We will
price ourselves too high for our own patients. The best Indian
hospitals will cater to westerners, and only the richest of Indians
will be able to come to us.

Mercury has been declared to be a health hazard. No mercury
manometers, no thermometers. Change to digital thermometers,
and digital or at least aneroid manometers. But mercury mano-
meters are the gold standard, and will be accurate so long as the
tubes of your instrument are patent and there are no blocks in the
system. Aneroid and digital instruments have to be calibrated at
regular intervals, and calibration calls for manpower, and substi-
tute instruments to be available while these instruments are in the
workshop.

All of us have worked in hospitals all these years with mercury
manometers. How many cases of sphygmomanometer-related
mercury poisoning have you seen? I am a nephrologist, and the
blood pressure is so valuable a piece of information to me that I
keep checking every patient’s blood pressure over and over again,
and have been doing it for decades. I see no signs of mercury
toxicity in myself.

Let me give you a few more examples. For the past 21 years, we
have used a resin-based de-ionizer to purify the water we use for
dialysis. Some years after the start of the unit, we added a reverse
osmosis (RO) plant to provide an even better quality of water.
Unfortunately, since the quality of raw water provided to us by

Metrowater is of poor quality, it is not economically feasible to
feed it directly into the RO. The rejection rate would be high, and
the life of the membrane would be shortened. Prior de-ionization
becomes mandatory, and so we continued the use of our de-ionizer
and fed that water to the RO. It has worked extremely well. The
JCIA does not approve of storage of chemicals in the hospital,
though the de-ionizer is on the roof and nowhere near any patient.
We will have to buy a membrane de-ionizer, a far more expensive
proposition.

We re-use dialysers and tubing, thereby substantially reducing
costs. The sterilizing agent we use is formaldehyde. This is
undeniably a health hazard, but an efficient exhaust system takes
the vapour away from the work area, careful testing ensures that
all traces of formaldehyde are washed out from the dialysers and
tubing before dialysis, and I have run dialysis units since 1968
without any major mishap. A few technicians have had to change
their jobs because of sensitivity to formaldehyde, either respira-
tory or cutaneous, and there have been some instances of watering
and irritation of the eyes. The JCIA does not allow formaldehyde
in the hospital near any patient care area, though there is no
substitute for it in the pathology laboratory as yet. We have
changed to a newer agent, a combination of hydrogen peroxide and
peracetic acid. We are all more comfortable with it, and there is no
known toxicity, but this adds greatly to the cost.

We have formed a ‘Care team’. A doctor, a nurse, a dietician,
a physiotherapist and an administrator make a round each day,
assess each patient, and ensure that everything is being done for
him or her. Apart from relief of pain and supervision of medical
care, the team makes sure the nurses follow safety precautions,
protect against cross-infection, take proper care of the skin, attend
to special dietary needs including the patient’s particular likes and
dislikes (within the limitations of the prescribed diet), attend to
physiotherapy, and even make sure the patient and his family are
well informed about the disease and the financial implications of
the treatment, and look after the emotional and even the spiritual
needs of the patient. A form has been devised and everything is
documented. All this used to be regarded as the duty of the
physician in days gone by, and I have spent many hours with
patients attending to it. I can now concentrate on just making a
diagnosis and prescribing appropriate treatment, and that should
give me more time to improve my medical efficiency. This is what
happens in American hospitals. Some patients I know who have
been treated in the USA are happy with that system. On the other
hand, many have complained to me that they would like more care
to come from their doctor rather than from someone else, and have
told me they are so much happier with the more personalized
approach of the Indian doctor who sits and talks to his patient, who
worries about the patient’s finances, and who serves as a one-
person Care team.

But does this system ensure efficiency? I have just returned
from a month’s visit to the USA. While I was there, the news-
papers highlighted two cases. A patient with a malignancy died
after an intrathecal injection of a drug that is contraindicated for
administration by this route since it is invariably fatal. The name
of the drug was not mentioned. The correct drug had been
prescribed, but an error was made by the pharmacy, which
dispensed the wrong medicine, by the nurse who loaded the drug
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into a syringe without verifying whether it was indeed the drug
prescribed, and by the doctor who injected the drug handed to him
by the nurse, also without verification. In another incident re-
ported in the press, the healthy kidney was removed from a patient
instead of the diseased one. I also met a good friend, herself a
talented biochemist who till recently worked in a major New York
hospital. She was to undergo surgery for a non-united fracture of
the right forearm, and was horrified to find the surgical team
preparing her good forearm. She reminded them that the broken
bone was on the right side, and the team switched over from the
left side.

All these catastrophes and near catastrophes occurred in pres-
tigious institutions which have all the accreditation you might
desire. What one needs is care, and no amount of paperwork can
replace that.

The practice of medicine in India is the art of the possible. One
has to work within financial constraints all the time. I believe we
should always keep in mind the economics of the society we work
in, and strive for the best we can achieve within the limits of what
our patients can afford. The state of the art is not compatible with
the state of our purse. Can we not adopt all that is good and within
our financial capacity in the JCIA recommendations, and put on
hold those that will cost too much? We will not get the coveted
imprimatur of the JCIA, but the average Indian will be able to
come to us for treatment.

Socially useful activity can be done in many fields. The Consumer
Action group in Chennai invited the Institute of Hotel Manage-
ment and Catering Technology to train street vendors in the basics
of hygiene: washing their hands, keeping their nails short, cover-
ing their hair and wearing aprons. The vendors were taught the
correct way to dispose of garbage. The Institute gave aprons and
caps to 30 street vendors. One hopes the lesson will stick. I am

reminded of the college canteen in my student days. The waiters
all appeared in spotless white uniforms each Monday, but the
uniforms were washed only on Sundays, and as the week pro-
gressed, the uniforms moved through shades of grey to almost
black on Saturdays.

You might remember that, in a previous letter, I reported that the
Health Minister of Tamil Nadu announced that he would hire
doctors on contract to fill vacant posts in the service, and thus meet
the Medical Council of India’s criteria for recognition of medical
colleges. Not everyone is happy with this approach. The president
of the Tamil Nadu Government Doctors’ Association said this
would close opportunities for government doctors to get transfers
when they wanted. He wanted additional posts to be created so that
each taluk hospital would have at least 5 doctors, and every district
headquarters hospital should have a specialist in medicine, sur-
gery, obstetrics, paediatrics and orthopaedics. When existing
posts remain unfilled all over the state, I wonder how he expects
the government to find staff to fill all these additional posts.

Two Thiruvananthapuram NGOs, Health Action by People and
Kudumbasree, have jointly launched a domiciliary service to test
people for 3 diseases in their homes: blood pressure, diabetes
(using a glucometer) and obesity (using skinfold callipers, a
weighing machine and a calculator to deduce the body mass
index). The results will be given to the subjects on the spot. There
has to be a catch somewhere. There will be a ‘nominal fee’.
Nonetheless, I am sure that many people who will not bestir
themselves to go to a hospital for a test would be ready to undergo
the test at home when someone brings the test to the door. I hope
this project will succeed.

M. K. MANI


