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Letter from Glasgow

YOUNG PEOPLE’S HEALTH BEHAVIOUR
My previous Letter from Glasgow1 noted the importance of sexual
health and I indicated the strong reactions that discussing sex and
sexual health arouses among some people. Well, no more sex (or
at least very little) in this Letter. I want to draw your attention to
a very important study on young people’s health behaviour which
was published in June 2004 by WHO Europe—Health behaviour
in school-aged children (HBSC) study.2 For those interested, the
web reference is http://www.euro.who.int/eprise/main/WHO/
informationsources/publications/catalogue/20040601_1.

If sex is ubiquitous, then young people and their health-related
behaviour is no less so. That is why all health professionals should
sit up and pay heed to what young people are doing and what they
are thinking about health. In the preface to the book, Erio Ziglio
states that the book ‘…gives information about a much-neglected
segment of society—but one that has the greatest potential to
benefit from policies and health initiatives based on sound re-
search and information’. This is absolutely spot on—young people
are the group that may benefit most from the policies prevalent in
their country. This includes both health policies such as access to
healthcare, illness and disease prevention, and health promotion,
as well as non-health policies that also impact on health such as
social security, education and housing.

I know you are all asking what the Scottish connection is with
the HBSC study. Simply that the coordinator of the study is Dr
Candace Currie of the Child and Adolescent Health Research Unit
at the University of Edinburgh. However, I am not being parochial
as the study covered 35 countries—32 from Europe, and Canada,
Israel and the USA—and surveyed 160 000 young people 11, 13
and 15 years of age. In fact, the HBSC study started in 1982 and
in the first survey in 1983–84 only 5 countries participated.
Scotland first participated in 1985–86 and has been involved in
the subsequent 4-yearly surveys in 1989–90, 1993–94, 1997–98
and 2001–02. The surveys are school-based, use a standard
questionnaire and aim to get about 1500 young people in each age
group (i.e. 4500) in each country.

The study aims to try and put young people’s behaviour in the
wider context of the society in which they live. Hence, there are
questions on health and well-being, alcohol, smoking, cannabis
use, injuries, physical activity, diet, body image, oral health,
bullying and fighting, injuries, sexual behaviour, and the social
and economic circumstances of young people’s lives such as their
family situation, friends and experience of school. Readers can
look at the book to study the details, but the following gives a
flavour of the results, including some of the results of young
Scottish people which concerned some newspapers in Scotland.3

• Health and well-being among the 15-year-olds varied widely,
with 8%–32% of young men and 13%–63% of young women
reporting their health to be ‘fair’ or ‘poor’. Young women
were more likely to report poorer health.

• Smoking: All three age groups showed large variations. Among
the 15-year-olds, 11%–57% of young men (average 23.3%)
and 12%–67% of young women (average 23.9%) smoked at
least once a week. Young women have higher rates in western
Europe and young men higher rates in eastern Europe. For
Scotland the comparable figures were 15.9% for young men
and 23.3% for young women.

• Drinking: In general, regular weekly alcohol drinking was
more prevalent among young men (34.3%) than young women
(23.9%); Scotland fared badly on this with 44.3% and 42%,
respectively. More worrying was the fact that Scotland’s 15-
year-old young women (together with those from Austria) had
the first drunken episode at the age of 13.4 years, almost 6
months earlier than their peers elsewhere.

• Cannabis use by 15-year-olds: This varied widely from 3% to
46% in different countries; 25.8% of young men (Scotland
44.3%) and 18.9% of young women (Scotland 42%) had used
cannabis. The highest rates of regular cannabis use in the
previous 12 months were in Canada, Spain and Switzerland.

• Sexual health: The proportion of 15-year-olds who had had
sexual intercourse varied widely between countries ranging
from 18% to 71% for young men (average 28.1%) and 4%–
79% for young women (average 20.2%). For Scotland, the
figures were 32.9% and 34.6%, respectively. Among 15-year-
olds, 86.1% of young men (Scotland 81.2%) and 84.6% of
young women (Scotland 73.8%) had used contraception on
the last occasion of intercourse.

• Bullying among 15-year-olds: Here there is some good news
for Scotland, with an average of 28.5% of young men (Scot-
land 18.7%) and 25.3% of young women (Scotland 21.7%)
being bullied in the previous two months.

I could go on—results on dissatisfaction with body weight,
proportion who drank fizzy drinks every day (Scotland emerges
poorly on this also, which may be a reflection of its love affair with
its other national drink, ‘Irn Bru’), and the proportion who ate
sweets every day to name just a few. You can see just how
important this wealth of information is, for example, for research-
ers, epidemiologists, social scientists, health professionals, policy-
makers and educationists.

Finally, you will notice that the term the report uses is ‘young
people’ not ‘children’. This may seem a minor issue but is an
important one. Too often young people’s knowledge, attitudes and
behaviour in relation to health and healthcare are not taken
seriously because ‘their elders know better’ to paraphrase one
school of thought. If we ignore what young people are thinking and
doing, particularly when these challenge how adults would like
them to behave or think, then the outcome could be grave.
Understanding and taking account of young people can help avert
any potential conflict and assist in the development of evidence-
based health policies for them. Of course, this does not mean that
young people, any more than adults, are always right. It is
something India, with its overwhelming young population, may
wish to consider.

REFERENCES
1 Kohli HS. Letter from Glasgow. Natl Med J India 2004;17:109.
2 Currie C, Roberts C, Morgan A, Smith R, Settertobulte W, Samdal O, et al. Young

people’s health in context—Health behaviour in school-aged children (HBSC)
study: International report from the 2001/2002 survey. Copenhagen:WHO Europe;
2004.

3 Duncan R. Scots now lead the way in battle against bullying in playground. The Herald,
Glasgow, 4 June 2004.

H. S. KOHLI
hkohli@htbs.org.uk

LETTERS17-4.PMD 7/29/04, 3:58 PM212



213

Letter from Mumbai

GENERAL MEDICAL COUNCIL, ENGLAND AND OUR
OWN MEDICAL COUNCILS
Through the courtesy of a senior colleague, I am able to study the
publications issued by the General Medical Council, Britain. I have
just received GMC News dated April 2004 and the enclosures in the
envelope that carried it to Mumbai. The motto of the General
Medical Council is ‘Protecting patients, guiding doctors’.

A small poster lists ‘The duties of a doctor’. The opening
paragraph states: ‘Patients must be able to trust doctors with their
lives and well-being. To justify that trust, the profession has a duty
to maintain a good standard of practice and care and show respect
for human life.’ According to the duties listed, doctors are ex-
pected to

— make the care of patients their first concern
— listen to patients and respect their views
— give patients information in a way they can understand
— be honest and trustworthy
— make sure that their personal beliefs do not prejudice their

patients’ care
— avoid abusing their position as a doctor.

In conclusion, the poster exhorts doctors: ‘Never discriminate
unfairly against their patients or colleagues... Always be prepared
to justify their actions to them.’

The centrespread in this issue of GMC News describes how the
council serves doctors. It answers questions, provides information
and ensures that doctors get the very best education throughout
their careers.

Let us take the last function. The council has a pilot quality
assurance programme running at 3 medical schools. This will be
extended to other schools from October. The council has recruited
60 people to visit the schools and check if they meet with standards
that have been laid down in the council’s publication Tomorrow’s
doctor.

Debate has been initiated on ‘Modernizing the new doctor’.
The fruits of this discussion will be embodied in a consultative
document bearing that title.

The council’s website (www.gmc-uk.org) displays a docu-
ment: ‘Continuing professional development’. It helps doctors
reflect on their practice and look at areas where they may need to
improve. Discussion on this document is invited.

There is more. How is the council to shape the process of
revalidation of doctors? How should the council disclose informa-
tion on complaints against doctors? How can the council ease the
burden of registration on refugee doctors entering Britain?

The latest in a series of booklets produced by the council is also
enclosed. It discusses ‘Confidentiality: protecting and providing
information’. It sets out the principles that can guide a doctor who
has to decide whether to disclose confidential information. In a
separate booklet, frequently asked questions on this subject are
answered: ‘Can I send information by fax and e-mail?’, ‘When can
information be disclosed to disease registers?’, ‘Where can infor-
mation be disclosed for monitoring the public health and safety of
medicines?’, ‘A patient of mine is a doctor; I am concerned that he
has a drinking problem...What should I do?’ At the end of this
booklet are listed the relevant laws in Britain and references are
provided to some key judgments in recent cases.

I have been a registered medical practitioner since 1962. I tried
to summon up memories of when my state medical council or the
Medical Council of India (MCI) sent me such publications. I
cannot remember a single example of either of these councils
sending me any informative material.

My attempts at learning of publications brought out by the
Maharashtra Medical Council have proved fruitless. No attempt
appears to have been made by this august body at educating
doctors registered with it. It has not stimulated any discussion or
debate on vital and thorny issues. It has not produced any case
reports on serious professional misconduct of the kind published
on the last page of every issue of GMC News. I can postulate 3
conclusions on this point.

1. We live in a medical utopia where there is no professional
misconduct.

2. The Maharashtra Medical Council is oblivious to such profes-
sional misconduct.

3. The council is aware of such misconduct but has decided not
to worry itself about it or make such misconduct public
knowledge.

Expecting better performance from our national body, I looked
up its website (http://www.mciindia.org/publications/index.htm).
Ten ‘publications’ are listed. Of these, the only informative item
is its ‘Code of medical ethics’. This cannot be downloaded but can
be obtained on payment of Rs 10. A very simple search for codes
of medical ethics on the World Wide Web yielded 880 000 (yes,
you have read the figure correctly, eight hundred and eighty
thousand) items. The very first item—the code of ethics of the
American Medical Association—and most other codes can be
easily downloaded without any payment being demanded.

I find no evidence of any activity on the part of the Indian
medical councils to either protect patients or guide doctors.

Why, I wondered, is there such a discrepancy between what
obtains the world over and in India? Perhaps there is a clue in item
number two when you search in Google for ‘Medical Council of
India’. That item, abbreviated by me, is as follows:‘Head of the
Medical Council of India removed for corruption (Rohit Sharma,
Mumbai)—The High Court in Delhi has ordered that Dr Ketan
Desai, the president of the Medical Council of India, be removed
from his post after it found him guilty of corrupt practices and
abuse of power.’

Because the council also regulates medical education, includ-
ing the establishment of new medical colleges and the number of
students that colleges can admit, it has enormous power. A writ
petition was filed last year by Dr Harish Bhalla, a private practi-
tioner, challenging the appointment of Dr Desai, providing evi-
dence of his corrupt practices, his subversion of the council by
usurping all key decision-making roles and appointment powers,
and seeking his removal. The petition accused Dr Desai of large-
scale bungling in medical admissions. Evidence was also pre-
sented on manipulation of inspection records of two medical
colleges in Pune and Ghaziabad for granting them recognition.

Minutes of the council meetings showed that all critical
decisions were concentrated in Dr Desai’s hands. Dr Bhalla pre-
sented details from an income tax raid in 2003 at Dr Desai’s house,
which showed unexplained receipt of Rs 6.5 million (£95 000;
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US$136 000) via bank drafts in the names of his wife, daughters
and himself from several people in Delhi.

The judges ruled that Dr Desai had misused his position as
president of the MCI. ‘We cannot allow an unscrupulous and
corrupt person to function as the president of the MCI’, observed
Justices Chopra and Kumar. ‘Therefore we direct that Dr Ketan
Desai shall cease to hold office of president of the MCI with
immediate effect,’ they added. The website of the MCI tells us that
currently ‘P. C. Kesavankutty Nayar takes over as Acting Presi-
dent following the order of Hon’ble Supreme Court.’ It provides
no information on why it became necessary to have an acting
president by order of the Supreme Court. The website does not
appear to have been updated recently.

RECOVERY, AT WHAT COST?
A respected colleague provided food for thought. As a neurosur-
geon working in a hospital in Vashi, New Mumbai, he often has
to treat patients with severe head and spinal injuries. Many of
them are brought in an unconscious state with signs of damage to
the cerebral hemispheres and, at times, the brainstem and spinal
cord as well. Over the years he has built up an impressive
reputation by his care and concern for his patients. Many of these
seriously injured patients have improved and returned home. He
felt a sense of satisfaction at such outcomes.

A recent conversation with the family members of one such
patient, treated a year ago, provided a rude shock. While the
patient was wide awake, ambulant and attended to his own needs,
others in the family were reaching a state of desperation. The
patient had changed recognizably. He was unwilling to do any-
thing to help. He lazed around the home, switched channels on the
television all day and expected his wife to wait on him all the time,
attending to his needs. He shouted at the children at the least
provocation. His brother had spent all the family savings on
hospital bills during the patient’s stay in hospital over 2 months.
He expected the patient to resume some productive labour so that
family expenses could be met. His arguments fell on deaf ears.
When he remonstrated, the patient became violent and abusive.

In another similar case, I have seen the wife give up, sue for
divorce and leave the family, leaving the care of her handicapped

husband to his aged mother. Bereft of income and support, the
mother is now hard pressed and in deep distress.

Clinicians in the neurosciences commonly treat patients with
extensive damage to the brain by cerebral venous thrombosis,
other varieties of stroke, tuberculous meningitis and other causes.
Improvement in the neurological state is often hailed as a triumph.
The tribulations of the family after the patient returns home are
often overlooked.

These situations are analogous to those in neonatology where
clinicians have agonized over the consequences of their salvaging
premature babies who have eventually shown severe handicaps.

My colleague asked whether our task ended when the patient
was sent home in an improved state and whether our sense of
satisfaction at this medical outcome was justified. He feels we
need to continue to remain involved in the subsequent course of
events and widen our concern to include the entire family. As he
phrased it, this is the only way we can justify calling ourselves
holistic doctors.

I am not sure how much we can do to help when the difficulties
experienced by the family are due to economic or social causes.
Even so, compassion, lending a sympathetic ear and attempts at
garnering support from social welfare agencies may help the other
members of the family to some extent.

A SUGGESTION FROM A TEACHER
During a discussion on the need to inculcate a sense of values in
our medical students and resident doctors, a colleague suggested
that journals could inspire them. He suggested biographical
features on eminent doctors—past and present—who had dis-
played sterling qualities in their relationships with patients and
colleagues, and who had generally served as role models. He
asked how many from our younger generation would be able to
talk on Dr Ida Scudder, Dr Robert Cochrane, Dr Jivraj Mehta, Dr
A. V. Baliga, Dr Minocher Mody or Dr Rustom Cooper.

He also pleaded for feature essays on those who had founded
our medical institutions. The National Medical Journal of India
and, more recently, Housecalls have featured such essays but we
need many more, he felt.

SUNIL K. PANDYA

Announcement

The Second S. R. Naik Memorial Workshop on ‘Research Methodology’
will be held at Sanjay Gandhi Postgraduate Institute of Medical Sciences
(SGPGI), Lucknow on 28–29 August 2004.

For details, contact:

Dr. Rakesh Aggarwal, Department of Gastroenterology,
SGPGI, Lucknow 226014, Uttar Pradesh

Phone 0522-2668700 Extn 2431 FAX 0522-2668017
Email: rakesh@sgpgi.ac.in.
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DRUG COMPANIES, DOCTORS AND DISCLOSURES
The pharmaceutical industry has grown in the last quarter of a
century from a few companies peddling a few antibiotics and anti-
anxiety remedies to a US$ 400 billion behemoth. Among the most
profitable industries globally, the pharmaceutical industry is
under broad investigation from regulatory authorities, the media
and policy-makers in the USA for the past one year. Pharmaceutical
companies’ practices in disclosing drug trials and relationships
with doctors are increasingly coming under scrutiny. In a recent
lawsuit, the New York State attorney general, Eliot Spitzer, sued
the UK-based drug giant GlaxoSmithKline, accusing the com-
pany of fraud in concealing negative information about its popular
antidepressant medicine Paxil (paroxetine, a selective serotonin
reuptake inhibitor).1 The civil lawsuit contends that
GlaxoSmithKline had engaged in persistent fraud by failing to tell
doctors that some studies showed that the drug (Paxil) did not
work in adolescents and might even lead to suicidal thoughts. Far
from warning doctors, the suit contends, the company encouraged
them to prescribe the drug for adolescents and teenagers. Mr
Spitzer’s lawsuit is one of the many suits seeking action against
pharmaceutical companies. In the past few months, federal pros-
ecutors in Boston announced a settlement with the world’s largest
drug manufacturer, Pfizer. The company agreed to pay US$ 430
million and pleaded guilty to charges that its Warner–Lambert
unit promoted the drug Neurontin (gabapentin) to doctors for the
treatment of conditions where no benefit had been proven.2,3 In a
similar action, TAP Pharmaceuticals agreed to pay US$ 800
million for inappropriate marketing practices and its former
executives are facing federal criminal charges in Boston. Schering-
Plough has acknowledged in regulatory filings that the company
is likely to be indicted for improper marketing practices.

This legal scrutiny of drug companies’ disclosures can be
expected to intensify. American healthcare expenditures are ris-
ing rapidly, way above the increase in inflation, and are expected
to reach US$ 2 trillion within a year. Once the new Medicare drug
benefit takes full effect in 2006, the government will pay for
almost half of all medicines sold in the USA. So the marketing
programmes will cost the government even more money and if the
pharmacuetical industry is determined to be illegal and is uncov-
ered, the industry will probably have to pay even larger fines.
Facing complaints, GlaxoSmithKline said that it planned to create
a company website that would publicly list all clinical trials on its
marketed drugs. In addition to drug companies, the nation’s
largest doctors’ group, the American Medical Association (AMA),
adopted a resolution that urges the federal government to create a
database in which all clinical drug trials performed in the USA
would be registered at their onset.4 The AMA said it was taking
action because of the concerns that drug industry sponsorship of
such trials was affecting their quality and because companies as
well as medical journals tend to spotlight tests with positive
findings rather than those with negative or inconclusive results.
Another large drug manufacturer, Merck, said that it would
support the idea of a government-run registry.

Federal investigators are also seeking to determine whether the
companies are manipulating prices to cheat federal Medicaid and
Medicare health programmes. One such investigation involves
the tactics of Schering-Plough paying large sums to doctors to

prescribe its drug Intron A (interferon alpha-2b) for hepatitis C
and to take part in company-sponsored clinical trials. An article
published in The New York Times reported that some liver special-
ists claimed that Schering-Plough paid physicians US$ 1000–
1500 per patient for prescribing the drug.3 In conventional clinical
trials, participants are given drugs free but in these cases, the
patients or insurers paid for their medication. Since patients
usually undergo interferon treatment for nearly a year and the
therapy costs thousands of dollars, Schering-Plough’s payments
to physicians were smaller compared to the profit made from the
drug. In return for the fees, physicians were supposed to collect
data on their patients’ progress and pass them along to Schering-
Plough. However, many physicians were not diligent about their
record-keeping and the company did little to insist on accurate
data. Doctors who demonstrated disloyalty by testing other
company’s drugs risked being barred from Schering-Plough’s
money.

At the heart of various other investigations into drug industry
marketing is the question of whether drug companies are persuad-
ing doctors, often through payoffs, to prescribe drugs that patients
do not need, should not use, or for which there may be cheaper
alternatives. Offering treatments for almost any affliction and
facing competition, in which each percentage point of market
share can represent tens of millions of dollars. Most drug makers
now spend twice as much money in marketing medicines as in
researching them. A code of conduct adopted in 1990 by the
AMA5 suggests that doctors should not accept any gift worth more
than US$ 100, but the guidelines are widely ignored. Studies show
that 80%–95% of doctors regularly see drug company representa-
tives despite evidence that their information is overly positive. As
a result, the prescribing habits of doctors are less appropriate.
‘Medical representatives are sometimes trained to slot doctors
into four groups’, says Dr Peter Mansfield, founder of Healthy
Skepticism. ‘Once the doctor’s motivation is clear, it’s much
easier to sell a new drug.’ Many doctors receive multiple gifts from
drug companies every year and most doctors deny any influence of
such gifts despite considerable evidence to the contrary. Accord-
ing to a recent analysis of the ethics of giving gifts to doctors,6

industry–doctor interactions correlate with doctors’ preferences
for new products that have no demonstrated advantage over
existing ones, a decrease in the prescribing of generic medica-
tions, and a rise in both prescription expenditures and irrational
and incautious prescribing. In the USA, an estimated 80 000 drug
company representatives, backed by more than US$ 19 billion of
the industry’s combined annual promotional budgets (roughly
US$ 6000–11 000 doctor per year), visit doctors every day.
Furthermore, drug company persuasion goes far beyond regular
physicians to academic leaders. An estimated 60% of biomedical
research and development in the USA is now privately funded and
two-thirds of the academic institutions have equity ties with
outside sponsors.

As a part of their marketing strategy, drug companies’ en-
tanglement with doctors starts at an early stage in the latter’s
career when they are in medical school or in residency training.
The drug company’s representatives use strong tools of persua-
sion such as food, flattery and friendship during a free lunch. They
sponsor journal clubs, pay for many of the weekly speakers and

Letter from North America
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regularly offer free dinners for residents and students. They enjoy
free access to solicit their materials to trainees in areas of offices
and hospitals where other outsiders are not allowed. Many pre-
scribing clinicians are also aspiring academics and the friendly
drug company staff who accompanies the food can facilitate the
flow of research funding, speaking tours and precious publica-
tions on which successful medical and academic careers are built.
To stop such practices, the American Medical Student Associa-
tion (representing 30 000 students, interns and residents through-
out the USA) is running a campaign, PharmFree, calling for an
end to gift giving, free lunches, sponsored education and paid
speaking. Restriction of such sponsored activity may have a
negative impact on the immediate financial future of some orga-
nizations. The Society of General Internal Medicine introduced a
policy last year limiting pharmaceutical company funding to 10%
of the organization’s total annual budget with no single company
funding more than 5%. After implementation of the new rules,
sponsorship of the society’s annual conference by drug companies
fell by more than US$ 100 000 (almost 70%).

The International Committee of Medical Journal Editors
(ICMJE) is trying to put pressure on pharmaceutical companies to
disclose more about the trials they run. An analysis of 789 articles
from major medical journals found that a third of the lead authors
had financial interests in their research.7 Proportions of trials in the
5 major general journals that are funded by the industry are
considerable: 75% in the Annals of Internal Medicine, Lancet,
Journal of the American Medical Association and New England
Journal of Medicine, and 30% in the British Medical Journal.
Three years ago, the ICMJE published a joint editorial8 calling on
companies to provide university researchers with a greater role in
designing trials and access to the analysis of results. It also pointed
out that the results of some trials were never published. On the
other hand, some academic researchers argued that medical jour-
nals are themselves part of the problem, even if unwittingly so. A
growing number of studies have found that clinical trials pub-
lished in leading medical journals tend to show positive results
about the drug or medical devices being tested, a phenomenon
referred to as publication bias.

The available data show that India is not immune to these
practices. With its 60 000 branded drug formulations, the epi-
demic of cardiovascular diseases and diabetes among the ageing
population and rapidly rising healthcare expenditure, the Indian
healthcare system offers a potential market for drug trials and
similar aggressive marketing practices by drug companies. A
National Seminar on Drug Promotion held in Mumbai, India on 6
September 2003 noted that doctors are routinely allured with gifts
ranging from mobile phones to sponsored weddings. The aim of
the meeting was to discuss the findings of a qualitative study of

‘Promotional practices of pharmaceutical firms in India’ by the
Forum for Medical Ethics in collaboration with the Drug Control-
ler General of India and funded by the WHO (India country office).
‘Medical education is so corrupt and expensive today that you can
hardly expect doctors to be saints,’ said some participants. Dr R.
K. Sanghvi of the Indian Drug Manufacturers’ Association added,
‘Breakthrough drugs that enter the market early are promoted
through scientific information. But “me too” drugs and irrational
formulations have to be pushed vigorously, resulting in excessive
sampling, lavish conferences and obscene gifts.’ The recent surge
in outsourcing to India has extended to drug trials by pharmaceu-
tical companies. India’s half a million doctors, 171 medical
colleges, 16 000 hospitals and an abundance of many diseases
make it an ideal place for clinical trials that consume 70% of drug
development costs. Pfizer does trials in India for osteoporosis, and
psychiatric and cardiovascular treatments. GlaxoSmithKline phar-
maceuticals has secured two clinical trials for vaccines and expect
another this year. Drug firms also analyse data in India. A Pfizer
unit collates and analyses data from clinical trials worldwide,
while Novartis processes drug safety data and has recently started
designing clinical development software in India. Without proper
regulations and directions from the Indian Medical Association,
similar practices from pharmaceutical companies may compro-
mise the validity and transparency of these drug trials and data
from India. Without a proper monitoring system this may also
result in a loss for Indian companies competing with those from
China, Mexico, Canada and Europe. In addition, it may lead to more
government regulations and loss of independence for physicians.
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