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Speaking for Myself

Evidence-based or evidence-biased medicine?

A. C. ANAND VSM

I knew DP from my MB,BS days. During his internship, he would
insist that he is a ‘reference Indian doctor’. This description
evoked a physical image in many, because of another more
popular term we used in our physiology classes—‘reference
American male’, who weighed 70 kg and had a height of so many
centimetres! What DP meant by this term was his social back-
ground and his interest in academics.

For DP, being a reference Indian doctor was his USP and this
phrase guided most of his decisions in life. After MB,BS, it was
his considered decision not to specialize. ‘I am a common garden
variety of Indian doctor. My father was a family doctor, and coaxed
me into joining a medical college. His last wish was that I go back
to my town to start where he had left off’.

He was the only one in our class (of over 200 students) who was
already married at the time of joining medical college. In fact, he
was a nondescript person till he revealed this fact and shot up
overnight on the popularity charts among boys. Every boy wanted
to know about his experiences after marriage which he described
bashfully but in detail.

He had very clear and firm opinions. ‘Academic discussions
are a waste of time, and only dogmatic facts need to be remem-
bered.’ He passed all his MB,BS examinations at the first attempt
with this philosophy. After internship, he went back to his home
town Chhabia and started his practice and we lost track of each
other.

We renewed our friendship during the silver jubilee reunion of
our batch, where he had come in a new sherwani with his begum,
children and their spouses as well as his grandchildren. He took
his grandchildren for sight-seeing in Lucknow on the day our
continuing medical education session was organized.

For him, evidence-based medicine was what medical represen-
tatives told him. ‘And they do tell you a lot these days. So many
trials! Oh my God! My head starts spinning.’ After we parted this
time, he would occasionally ring me up to discuss a few ‘socio-
logical problems’ regarding his patients which, thankfully, was
not often. His calls were invariably made at 0500 hours!

One morning in late 2004, he enthusiastically chirped, ‘AC, we
have entered the big league. You know, Chhabia now has an
international standard laboratory and imaging centre. I can now
ask for any state-of-the-art test that your books mention.’ Then he
went on to describe a ‘collection centre’ of a nationally famous
laboratory. ‘I can even ask for an executive package, for which my
clients had to earlier go to a diagnostic centre in the district
headquarters.’

‘Executive package? But aren’t your clients rural farmers and
landlords?’

‘They are and they demand the best. Our new lab here is very

posh. It even has a very pretty nurse to draw blood samples.’ He
appeared really taken up by this new enterprise.

Then, one day in mid-2005, I got another very enthusiastic call
to say that he was now on to early diagnosis. ‘We are now as good
as hospitals abroad. We can diagnose many subclinical diseases.’
His pride in his work was unprecedented. ‘I have picked up three
cases of hepatitis B, one early diabetic and even two cases of
cancer breast in persons who came to me for something like
common cold.’

‘How did you diagnose cancer breast?’
‘Today’s medical advances have made life very simple. Our

laboratory offers a package (of investigations) for all people above
40. My job is to keep ordering it for everyone who comes to me.
Mammography is a part of that package for women. And you get
the diagnosis underlined in red.’

‘How do you decide when to order this test?’
‘Why, I order it for all patients above 40! This representative

from the diagnostic centre came to pay her regards to me when they
started these fancy new tests. I initially thought it was too good to
be true, but then she showed me a few papers to explain that this
was the best way to make an early diagnosis.’

I could make out that he was enjoying himself. ‘And guess
what? The laboratory even gives me an interpretation fee for these
tests.’

I was not amused. ‘Isn’t that a commission? It may not be
ethical.’

He had no doubts whatsoever. ‘No, no. It is a routine practice
here. Even our NRI (non-resident Indian) multispecialty hospital
in the district headquarters, where my patients are operated, sends
me a cheque for service charges. It’s basically for referring the
patient to them. It is clean and white. This hospital is really very
nice. Absolutely five star. They are extremely nice people. Every
month they arrange a dinner and a cultural evening for all doctors.
Last month they had arranged an Abhijit night.’

I decided to enquire about something else. ‘You know how to
interpret mammography?’

His answer was very prompt. ‘In fact, I will be honest with you;
I do not have to interpret it. The interpretation is given in the report.
And anything abnormal is underlined in red. They even suggest
the name of the specialist such patients should be referred to. They
are very scientific. One of my patients who went there had to
undergo a needle biopsy. There were a few moments of doubt
initially because a young pathologist gave a benign report. Later,
another senior pathologist reviewed the slides and asked the
surgeon to go ahead and operate. The patient is hale and hearty
now.’

‘And this laboratory gives you an interpretation fee?’
‘Yes, of course. But that young pathologist left after a few days.

Must have been incompetent; reporting a cancerous breast as
normal!’
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‘Is your patient on any adjuvant therapy?’
‘No, why should she be? They said she was cured.’
My mind was full of several disturbing thoughts but I kept

them to myself. Maybe I was reading too many Robin Cook
novels. Things can be misinterpreted sitting so far away from
reality. But one thing was certain, rural India was rapidly being
urbanized.

Events after this were still more disturbing.
One day, again at 0500 hours, I was told that the multispecialty

hospital was now offering ‘gold cards’ to its elite customers and
‘gold clients’. I was curious, ‘What is a gold client?’

‘Well, I have to refer only 23 more patients to them to become
a gold client.’

‘What does this gold card mean?’
‘It costs Rs 25 000 for an average person to buy it. It entitles you

to a free deluxe executive check-up every year for five years and
40% discount on all other tests for yourself. A gold card is given
free to doctors who are gold clients. It entitles them to be sponsored
for one medical conference in addition. I have already chosen
mine—the one on a luxury liner to Singapore!’

‘What will you do with the gold card?’
‘Don’t you have an annual medical examination? I will also

have one. Their deluxe package costs Rs 5000. Some of my
patients tell me that they give you a real royal welcome with an
aarti and tika and you are escorted by young hostesses for all your
tests such as ultrasound and treadmill! My patients come back
very happy after this.’

‘Are they not taking the hospitality a bit too far? Can you not
get an annual medical examination done by another doctor for
much less?’

‘And let him boast that DP is his patient? No way. And I don’t
want to spend so much money when I have no symptoms.’

And 3 months later, I had the good news that DP had finally
become a ‘gold client’ and was looking forward to his free
executive check-up. He took that plunge one day and promptly
rang me up the next morning at 0500 hours. It was sheer torture to
listen to his description of the deluxe executive check-up. Espe-
cially how his hostess had been continuously smiling and laugh-
ing at his jokes.

‘Shame on you!’ I said. ‘You are a grandfather and have
granddaughters her age.’

His sigh reminded me of the person he was in college. He added
wistfully, ‘Kambakht ye dil kabhi buddha nahin hota (this heart
never grows old)!’

‘DP, do you need a myocardial infarction (MI) to remind you
that the heart also ages?’

But three days later his tone was entirely different. For the first
time, I got a late evening call from DP. His voice was frantic,
tremulous and panicky.

‘AC, you cursed me. I am finished.’
‘Did you get an MI?’ I had still not understood the gravity of the

situation.
‘No, no, partner, I have cancer. And it is all because of you.’
‘Cool down and tell me what happened.’
‘I have prostate cancer! My PSA is high. It is 9.8.’
‘Did you get a prostatic massage?’ The minute I made that

remark, I realized that it was a mistake. This was no time to joke.
I was not talking to a friend anymore. I was talking to a patient. But
he had heard that remark loud and clear.

‘What do you mean? I am dying here and you are trying to be
funny. I didn’t expect this from you. Really, I am disgusted with
you.’

I tried to pacify and reassure him, ‘One PSA reading means
nothing. It can be false-positive if one has had a prostatic mas-
sage.’

He was angry. Very angry. ‘What do you think I am? Why
would I get a prostatic massage?’

‘Did they do a per rectal examination in your executive check-
up?’

‘No. I haven’t got any such examination done.’
‘That can also raise the PSA falsely. But still you should not

worry.’
‘What do you mean not worry? Nazar laga di toone (You’ve

cast an evil eye on me).’
‘I still say, it can be false-positive. So don’t panic. It may just

be benign prostatic hypertrophy.’
‘How can it be false-positive? They have underlined it in red.

I am definitely dying. I don’t know what will happen to your
bhabhi after me.’

I could even hear a faint sobbing female voice on the telephone
and I knew he had told the same thing to the whole household. I
couldn’t blame him. He was feeling all of it and living all these
emotions.

‘Hang on, what else does the report say?’
The report says my PSA is 9.8 and it is underlined in red.

Normal values are less than 4. It says moderately high values are
indicative of carcinoma prostate. They have advised a DRE, rectal
US and biopsy. What is DRE?’

‘It means a per rectal examination. DRE stands for digital
rectal examination.’

‘Digital? Will it be done by a computer? I have heard of digital
sound!’

‘Digital is from digit, meaning finger. It will be done in the old-
fashioned way.’

‘I don’t know why they keep changing names! PR was quite
expressive. But what is going to happen to me?’

By now I was in control of myself. I knew he wanted reassur-
ance. The only problem was that we had started the conversation
on the wrong foot. And my own knowledge of PSA was very rusty.
So I did what we usually do—buy time to read up a bit more. ‘My
suggestion is that you do not think of it as cancer to begin with. It
is just an abnormal test result. We need to confirm it.’

He had already thought of that. ‘I have already talked to them.
The laboratory tells me that they are going to recheck tomorrow.’

‘Suppose your worst possible fear does come true. Do you
know that carcinoma prostate is a highly treatable disease? It is
one of the curable cancers!’ I was now fully in the doctor mode.

‘No, no, no cancer is curable. I will live for a few months and
will be sitting somewhere as a bald old man vomiting away due to
chemotherapy.’

‘DP, you will be surprised. Over half the cancers are now
curable. Prostate cancer has a very good response to treatment.’

‘Don’t fool me. I am a doctor too. I have to sort out too many
things before I die. I will talk to you later.’

And he banged the phone down. I kept looking at the handset
trying to figure out why he had not passed through a stage of
denial?

I gave him a ring the next morning at 0500 hours. He took some
time to come from his morning prayers. ‘Listen DP, I read a bit last
night about PSA and I feel things are not as bad as you think.’

The first paper I had read last night found a high risk of prostate
cancer in men with PSA levels even below 4.0 ng/ml.1 I immedi-
ately rejected it and started with one about false-positive tests.

‘DP, believe me, the literature is full of reports on the false-
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positive results of PSA. False-positive results occur primarily in
men over 50 years, just like you. In this age group, 15 out of 100
men will have increased PSA levels (>4 ng/ml); 12 of them will
have false-positive results and only 3 will have cancer.’2

‘If it was so inaccurate, why would they recommend it for
everyone?’

‘I do not know that! The risk of prostatic cancer may only be
20%–30% if the levels are between 4 and 10 ng/ml going up to
50%–75% risk if the levels are 10–20 ng/ml.’ I did not tell him that
a proportion of those with normal PSA will still have prostate
cancer (false-negative).

‘I could never understand these percentages.’
I should have anticipated his response, ‘You see, the PSA is a

very controversial test. Its role as a screening test is still being
debated.’3

Then I added to lighten the discussion, ‘Last night I read a
report about one patient who received 3 abnormal test results in
five years. Each time, his doctor recommended a biopsy to rule out
cancer. The first time, his doctor withdrew 4 samples; the next
time, 8; the last time, 14. And the patient felt that there was
probably not much prostate left after all those samples.’4

He ignored the anecdote and said in an uncertain voice, ‘First,
I hate academic debates. Second, I don’t believe you. Our lab
people said nothing of that sort when they initially explained PSA
to me. They said it was a part of some international guidelines,
which were a benchmark for healthcare. And I have been asking
for this test for over one year now. Why do you say it is controver-
sial?’

‘I am not sure if American guidelines should be applied blindly
to Indian realities. PSA screening has not been adopted as a
routine policy in several countries. One example is the UK.5 This
is because significant false-positive and false-negative results are
known with this test and they have implications.’ Then I added,
‘Researchers are now focusing on developing newer tests.’

‘What tests? Why have I not been told?’
‘We are now looking at PSA velocity (changes in PSA levels

over time), age-adjusted PSA, PSA density, free versus bound
PSA and other biological markers.’

‘But our lab says it is the test. Why should people be unhappy
with this test?’

‘You see, prostate cancer usually grows very slowly. Many
authorities believe that there is not enough evidence to suggest
that PSA screening can reduce mortality and morbidity.6 Interest-
ingly, a recent review states that the lifetime risk of having
microscopic carcinoma prostate for a man of 50 years is 42%, but
the risk of his dying due to prostate cancer is only about 3%.7 And
only 9% of men with localized prostate cancer are likely to die of
this disease in 15 years’ time.’

I continued. ‘Do you know that many men never even come to
know they have prostate cancer? They die of other causes before
the prostate cancer grows enough to cause any problems. Let me
not frighten you, but treatment for prostate cancer may have side-
effects. Thus, treatment has its own problems. Some men think the
side-effects of treatment are worse than having the cancer.’

This definitely registered. His voice appeared very faint as he
added, ‘You think I may have harmed my patients by diagnosing
their cancer prostate? My father will never forgive me!’

‘I cannot say. Some may have benefited, while others may
actually be worse off with this knowledge. Did I tell you that there
is a POEM on PSA?’

‘Poem? Who wrote it?’
‘It is not a poem as in kavita. POEM is a feature in the British

Medical Journal and stands for patient-oriented evidence that
matters. It comments on situations exactly like yours.’

‘What does it say?’
‘It talks about a recent study that identified 167 men from a

group of consecutive men who had negative results of biopsy after
a suspicious PSA test. In other words—a false-positive PSA
result. Of these men, 49% reported having thought about prostate
cancer either ‘a lot’ or ‘some of the time’ while 40% of the men in
the false-positive group worried ‘a lot’ (7%) or ‘some of the time’
(33%) about the possibility of developing prostate cancer.’

I knew this would hit the target. ‘This report shows that false-
positive results of screening tests are not benign; they have a
psychological cost. In this study, men who received false-positive
PSA test results reported having thought and worried more about
prostate cancer despite receiving a negative biopsy result on
follow up. They also thought that the false-positive result made
them more likely to develop prostate cancer. Conclusion: Screen-
ing can be detrimental to the mental health of our patients.’ (Level
of evidence: 1b).8

I hammered on, ‘Detection does not always mean saving lives.
Even though the PSA test can detect small tumours, finding a
small tumour does not necessarily help. Many of these tumours
may grow slowly and are unlikely to even threaten a man’s life.
Also, PSA testing may not help a man with a fast-growing or
aggressive cancer that has already spread to other parts of his body
before being detected.’

I thought I was getting through to him.
‘Should they not have more clear-cut cut-off values to show

what is normal and what is not?’
‘You see, when cut-off values for detecting cancer increased

from 1.1 to 4.1 ng/ml, the sensitivity fell from 83.4% to 20.5%. At
the same time, the specificity increased from 38.9% to 93.8%.
Thus, there was no cut-off value offering both high sensitivity and
specificity.’9

‘What do you think I should do?’
‘You should get your test repeated after a few days.’
‘They should have told me all this before I ordered these tests.’
‘Would you have given them so much business then? You have

become their gold client practically within a year!’
‘You think they all misled me for money?’
‘I cannot say. Some foreign guidelines do exist. These guide-

lines also talk about counselling before such tests are ordered,
facilities for which are nearly non-existent in our settings. You
cannot say they misled you. Have you forgotten—you are the
clinician.’

He ignored that.
‘I am still scared. When should a biopsy be done?’
‘The studies I was talking about earlier, suggest that there is no

clearly defined PSA cut-off point at which to recommend biopsy.
It will be the patient, in concert with his doctor, who will
ultimately have to weigh the sensitivity–specificity trade-offs in
combination with the uncertain natural history of the disease to
determine whether further evaluation with a prostate biopsy is
appropriate.’

‘But my lab people did not discuss any such thing with me!’
‘Tell me who ordered these tests!’
‘It was in the executive package.’
‘Don’t say that. You decided to order it for yourself, because it

was free and it came with frills that seemed very pleasant to you
at that time.’

‘I guess you are right. I am the doctor who ordered these tests.’
‘No, DP! Remember, you are not just another doctor; you are
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the reference Indian doctor. Just think, what a reference Indian
patient goes through?’

‘Come to think of it, this whole business of gold card must be
solely to earn more money.’

‘Good morning DP. Can’t you see, they are earning money
from your patients and then they throw some nuggets to you in the
form of your luxury liner conference.’

‘You mean my trip will actually be paid for by my patients, and
not the diagnostic lab?’

‘You are getting there. I knew the reference Indian doctor is a
lot smarter than you.’

He seemed to be talking to himself, ‘I guess I will have to re-
read medicine now, if I live! I cannot afford to be fooled by these
businessmen.’

Two weeks later, I got the 0500 hours call once again. DP was
very excited. ‘AC, Guess what! My PSA is normal. I am so happy.’

‘I am really glad. But it also means that the earlier report was
wrong and your lab is totally unreliable.’

‘No. The earlier report also may have been right. The problem
lay elsewhere. And I cannot tell you where.’

‘Even after what we both have gone through?’
‘Promise you will not laugh at me.’
‘I promise.’
‘You see, the day I got my gold card, and confirmation of my

luxury liner holiday, I felt I had achieved something great. I took
a two-day weekend holiday at Goa with begum.’

‘But what has that to do with your PSA?’
‘You moron! PSA levels can be falsely raised after ejaculation

for a few days.’
DP had finally started opening the book!
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(Note: The names of persons and places are fictitious though the
conversation is real.)
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An AIDS Helpline
The Centre for Community Medicine, All India Institute of Medical
Sciences, New Delhi through its AIDS Education and Training Cell
runs an interactive AIDS phone helpline called Shubhchintak and
an internet helpline called e-Shubhchintak. These helplines aim to
create awareness about AIDS and answer queries from the general
public about AIDS and HIV infection.

The telephonic service works between 10 a.m. and 5 p.m. on all
working days from Monday to Friday at 011-26588333. The
internet facility is available at eshubhchintak@gmail.com or you
may visit our website at www.aiims.edu or www.aiims.ac.in.


