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Sometimes the best approach is to engage a mediator—someone,
such as a clinical ethicist, who is able to collect opinions from both
sides and tease out the arguments, analysing their validity against
agreed principles, but who is not emotionally involved in any way
with either side of the debate. Australian clinical ethicist, Associate
Professor Lynn Gillam, has proposed 6 principles to guide the
debate about the management of disorders of sex development
and she believes that they should have universal value. They are
(i) minimizing physical risk to child, (ii) minimizing psychosocial
risk to child, (iii) preserving potential for fertility, (iv) preserving
or promoting capacity to have satisfying sexual relations,
(v) leaving options open for the future, and (vi) respecting

parents’ beliefs and wishes. The involvement of a clinical ethicist,
where such exists, seems highly preferable to the involvement of
a court of law, where the lawyers have no training in clinical
matters and have to call on expert witnesses from the very
profession the activists are trying to regulate.

In difficult times, prayer seems a good option and a good way
of tying together the two rather disparate themes of this letter. We
need prayers for rain to break the drought and to refresh the land;
and prayers to break the deadlock between single-minded activists
and a proud medical profession so that what has become a rather
stale debate is refreshed and made more productive.

GARRY WARNE

LETTER FROM AUSTRALIA

Letter from North America
ECONOMIC DOWNTURN AND HEALTHCARE
A report from the American Hospital Association (AHA) has
highlighted the initial effects of the economic downturn that is
now reflected in American hospitals. More than 30% of the 736
hospitals surveyed reported a moderate-to-significant decline
in patients seeking elective procedures, and nearly 40% reported
a drop in overall admissions. The majority of the hospitals also
reported that uncompensated care is up by 8% with a significant
increase in the proportions of patients unable to pay for care.
In addition, AHA noted that American hospitals, which employ
5 million people nationwide, could be facing uncertain times as
their financial health falters and ability to borrow funds for
improving facilities and updating technology is squeezed.

According to the Bureau of Labor Statistics of the US
Department of Labor, the unemployment rate has risen to
6.5%, with the number of unemployed people rising to 10.1
million. Since last year, unemployment rolls have increased by
2.8 million. The number of newly laid-off workers is officially
at a 16-year high. One in five of the unemployed maintain their
health coverage through the health programme known as
COBRA (Consolidated Omnibus Budget Reconciliation Act of
1986). Through COBRA, a laid-off worker can maintain the
same insurance coverage he or she had through their previous
employer, but at a cost. Specifically, they must pay the portion
of their premiums that they had been responsible for, plus the
portion that their employers previously paid—as well as an
extra 2% of this combined premium. This coverage is available
only for 18 months, after which the unemployed cannot afford
their healthcare. With loss of regular healthcare coverage,
more people are unable to afford their medication. Unpaid
healthcare bills are the single leading cause of personal
bankruptcy in the USA. A surge in this statistic, combined with
unemployment and bad medical debt, makes the future of the
American healthcare system uncertain. In the short term, total
margins of hospitals fell to a negative 1.6% in the third quarter
of 2008 versus a positive 6.1% during the same period in 2007.

The healthcare industry contributes 17% of the nation’s
GDP. Medicare, Medicaid and Social Security already account

for more than 40% of the total federal budget. And their portion
of the budget is expected to grow fast and is soon expected to
crowd vital programmes including research and development,
critical infrastructure and education. Many hospitals expect a
cut in Medicaid and Medicare payment in the near future and
are uncertain of their income next year until the federal and
State government budgets are cleared. Hospitals and research
institutions also rely on investment income as a means to
sustain themselves, especially since funding from the
government does not cover the costs of care. However, the
recent turmoil in the stock market has turned investment gains
to losses, further worsening the financial condition of
hospitals. Even stable academic institutions such as Harvard
University have reported an endowment loss of 21%, and this
loss is expected to be more once end of the year financials are
calculated.

In addition to the current crisis, the US Government
Accountability Office (GAO) reported that the federal balance
sheet does not reflect the government’s huge unfunded promises
in the nation’s social insurance programmes. The unfunded
obligations for Medicare and Social Security alone are calcu-
lated at US$ 41 trillion. That sum, equivalent to US$ 352 000
per US household, is the present-value shortfall between the
growing cost of entitlements and the dedicated revenues
intended to pay for them over the next 75 years. In addition,
experts predict that the US healthcare system will be under
severe burden in servicing the 78 million baby boomers and
their healthcare needs.

In contrast to the economics of the healthcare industry, the
interest in healthcare-related jobs remains high as the younger
generation views the healthcare sector as a safe career bet in
difficult times. President-elect Barak Obama expressed keen
interest in investing money in infrastructure to boost jobs and
at the same time improving productivity in the long term. One
of the fields widely projected to attract federal government
investment money is healthcare IT sector because of Obama’s
desire to invest in electronic medical care to improve efficiency
and decrease medical errors that lead to a significant amount of
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economic loss. The Association of American Medical Colleges
also reported that the overall applicant pool for medical schools
this year is the largest in a decade. Although there is no
shortage of interest in jobs in the healthcare sector, the actual

measures to address the impending healthcare crisis are still
awaited.

PRASAD S. ADUSUMILLI
Memorial Sloan-Kettering Cancer Center

New York

Letter from Chennai
ERTAPENEM AND ALL THAT
A relative of mine fell and fractured his femur the other day. He
underwent hip replacement surgery at a city hospital and all went
off well on the orthopaedic front. However, he was catheterized
during surgery and contracted an infection of his urinary tract.
Apparently it was just cystitis. He did not have much fever, and the
only symptom was frequency, which was troublesome in view of
his surgical wounds and restriction in mobility. There was no
pyelonephritis, no threat of septicaemia. Urine culture was positive,
and the bug was sensitive to a number of antibiotics. The
orthopaedic surgeon consulted a physician, who prescribed
ertapenem.

Ertapenem! What is that? The latest of the carbapenem
antibiotics to hit the market in Chennai, about a year ago. It was
licensed by the US Food and Drugs Administration (FDA) just 5
years ago. It cost Rs 2500 a day and was prescribed for 15 days.
And all that for a bacterium that was sensitive to some other more
familiar antibiotics, with some of which only one-tenth of this sum
needed to be spent.

It is common knowledge that the more you use an antibiotic,
the more likely it is that some strain of bacteria will develop
resistance to it, and the less useful the antibiotic will become.
Resistance has already been described to ertapenem in the USA
and the UK, and it is only a matter of time before we see it too.
Should we not keep the newer antibiotics in reserve for more
serious, life-threatening infections? Indiscriminate use of
antibiotics will breed resistant strains in the community, and will
not be a disservice just to the individual patient, but to society as
well.

There is also the matter of the cost of the drug. Should we ask
a patient to spend Rs 37 500 to treat a simple cystitis, when we
could do the job for 10% of that figure? I am sure any physician
would be aware of all this. Yet what impels us to prescribe in this
manner? Is it the need to show oneself to be up-to-date? Or is it
pressure from the pharmaceutical industry?

There is a crying need for a mandated antibiotic policy in every
hospital, perhaps in the whole country. I abhor regimentation in
medical practice, but if our prescribing habits are unwise, even
dangerous to society, we should submit to control.

VIOLENCE AGAINST DOCTORS IN TAMIL NADU
In a recent letter from Chennai, I wrote about the rising trend on
the part of some members of the public to physically assault staff
members whenever someone dies in a hospital, and the deterrent
measures Andhra Pradesh had taken. The Indian Medical

Association (IMA) of Tamil Nadu, and the Tamil Nadu Government
Doctors’ Association (TNGDA) had called on our government to
do likewise, and the government promised action, but did nothing.
On June 18, a doctor at a Government Hospital in Ponneri near the
city was assaulted when he declined to provide an ambulance to
take an asthmatic, who was not in his hospital, to the Chennai
Government General Hospital. The TNGDA protested, and again
called on the government for action, but again nothing resulted,
and on June 26 they decided to suspend outpatient services for 2
hours every morning, from 7.30 a.m. to 9.30 a.m., in all government
hospitals in the state. On the first day of the strike, the Health
Minister assured them an ordinance would be passed soon, and
this has been done.

What could be more reasonable than a request to ensure the
physical safety of a government servant or a doctor in a private
hospital, in the performance of his/her duty? If there is dereliction
of duty or gross incompetence, there are more civilized ways of
dealing with the fault. This is just one more example of how
government’s lethargy pushes the profession to extreme measures.

SPEAKING OF MEDICAL ETHICS
The Medical Council of India is 75 years old. The authorities of
a private medical college said the MCI had asked all medical
colleges to mark the occasion. They responded by organising a
workshop on ethical issues in a doctor–patient relationship. A
senior political functionary consented to inaugurate the workshop.
The inaugural ceremony was scheduled for 9 a.m. and the actual
deliberations were to start at 10 a.m. There were a number of
speeches to be followed by a panel discussion, and many senior
doctors, a lawyer and the Inspector General of Railway Police
were among the speakers and panellists.

As the person who was to inaugurate the meeting was held up
elsewhere and would come later to ‘inaugurate’ the proceedings
the programme was started. We had talks on ethical issues in
patient care, ethical and legal issues in the practice of medicine,
ethical issues in the ‘medical research curriculum development
cell’, ethical issues concerning doctors and the pharmaceutical
industry, and ethical issues in surgical procedures. The meeting
went on, till around noon when the person asked to ‘inaugurate’
the meeting arrived. A senior and respected member of the
profession was at this time delivering a talk. Instead of allowing
the person to continue with the talk, someone decided that it was
more important to interrupt the talk and have the inauguration.

I have no complaint against politicians. My complaint is
against the organizers of the meeting. Why invite someone who




