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Editorial
Gree ngs to everyone! We have the topic of this issue as the Professional –
pa entrela onship. There are many facets to this topic and the ar cles that
follow focus on many of them. Unfortunately by sheer familiarity the word
professionalism has all but lost its original meaning and thereby its
dis nc veness. Today, the term almost has the opposite meaning! In sport, a
professional is one who makes his living from the sport, that is does it for money;
whereas an amateur is one who is in it for the joy. We have an ar cle that traces
the connec on between Hippocra c tradi on of Medicine and professionalism
which highlights some of the strengths of “profession”. Sadly, the Corporate
world is increasingly marke ng Medicine as a consumer product and the
rela onship between a doctor and pa ent as a contract. What can make us go
beyond this mindset? Read on to see. What makes profession unique is the
rela onship. In the ar cles we are providing you will ﬁnd numerous quali es
illustrated that are important in a physician. As you read you will no ce that
character traits of a physician are paramount and nothing can replace the place
of a virtuous physician in restoring the profession of Medicine to its long held
posi on as the noblest of them all.

Professional

–patient relationship
- Dr. Jamila Koshy

A patient planned his words nervously on each visit to the busy doctor. He was aware he would be granted
only thirty to forty seconds to give concise information about his status before he was asked to get onto the
examination couch.
On the other hand, towards the fag-end of a busy OPD, I noticed a man apparently waiting his turn. However,
when I went by an hour later, he was still there. Surprised, I asked him why he had not gone in yet. He replied
that he was waiting for everyone to ﬁnish, so that he could go in and invite my colleague, who had treated him
for years, to his daughter’s wedding. He was willing to wait a couple of hours to do that. Such was the
strength of his relationship and regard for her!
How, then, should we relate to our patients? Of course, we are taught in medical college, to treat our patients
with respect and kindness, but sometimes this is not apparent in doctors’ dealings with their patients.

For a healthy and mutually valued relationship, these are some critical areas:
1. A tude:
Respec ng the pa ent: Doctors should see the whole pa ent, as a valued, func oning human being. The pa ent is
more than an infected toenail, an a empted suicide, or an ischio‐rectal abscess. Call her by name, greet her politely,
enquire about her work, other illnesses and family. This makes the person comfortable, and also makes perfect
medical history, but is o en sacriﬁced in the OPD. Needless to say, doctors should maintain physical and sexual
boundaries with pa ents scrupulously.
While doctors are trained in the area of health and illness, their knowledge is incomplete. They should retain
humility about what they know and what they do not know. Assuming a superior, I know‐best, God‐like air of
omnipotence is false and therefore unethical.
Showing empathy: Doctors need to show understanding of what the pa ent is going through. A tell‐me‐your‐
problem‐quickly‐don’t‐waste‐my‐ me, overly business‐like a tude will not endear them to their pa ents. Such
pa ents and families are more likely to create problems and disrup ons in the event of
unfortunate outcomes.
Reject the tendency of pa ents to make you decide: “You tell us what to do, Doctor, we will do that”; “Aap hamare
liye Bhagwan hain” (You are like God to us) are not a tudes to encourage. Encourage them, instead, to learn more
about the illness, provide informa on, wri en, online or oral through medical staﬀ, and to par cipate in decision‐
making about the illness and its outcomes. The more they own the decision, the more they will be commi ed to
doing what it takes to get well, and also accept the limita ons of treatment.
Keeping on learning, and not being afraid to show gaps in knowledge: Medical knowledge is always changing and
increasing, is never complete, and unless one is pro‐ac ve, one can easily lose track of new developments. The doctor
should have an ac ve and calm commitment to learning and re‐learning in his and allied ﬁelds. If despite this, some
gaps appear in her knowledge, it should not unduly upset her. If a pa ent asks about some new drug or technique you
do not know, even if it is in your ﬁeld, be honest and admit it. Look it up, and get back with the informa on. The
pa ent will only trust you more.

2. Time:
Do we grant our pa ents enough me to talk? A study showed that physicians rou nely
interrupted their pa ents, some 12 to 18 seconds a er the pa ents began their opening speech!
While interjec ng a short focused ques on to improve understanding, (but somewhat later than
18 seconds into the history!) is tolerable, the pa ent should always be allowed to resume sta ng
his concerns. As examina on and inves ga ons begin, the pa ents con nue to need the
physician’s me. Oﬀering treatment op ons, discussing pros and cons, discussing side‐eﬀects –
all require me and pa ence from the trea ng doctor. There is no short‐cut.
3. Communica on and informa on:
The pa ent must be seen as an ac ve par cipant in the healing process, more so in these days of
easy access to informa on. It is the physician’s duty to keep communica ng and giving precise,
easy‐to‐understand informa on about the illness, (minus all medical jargon; an easy way is to
imagine explaining the illness to a school student), its consequences, treatment op ons, side‐
eﬀects, length of treatment and so on.

Breaking news of a dangerous or poor‐prognosis illness needs to be done with sensi vity and
privacy. Call the pa ent apart (ask if he wants his family along) not rushing it, allowing me to let
the diagnosis sink in, and answering any ques ons they may have, not at one si ng, but o en in
several, or many si ngs.

“Informed consent” should not mean a form has ly signed, (as “consent le liya?” some mes
refers to!) but the actual transfer of informa on, and an ac ve par cipa on of the pa ent or his
family, in terms of understanding the treatment op ons, its chances of success or failure, and so
on.
Some tricky issues are: informa on should ideally be given to the pa ent, and not the family, ll
the family dynamics are understood clearly, unless the pa ent is not in a condi on to understand
or respond to the informa on. Special care needs to be taken in providing informa on to newly‐
wed spouses and new in‐laws, as family disputes can easily arise over whether the illness was
concealed prior to marriage and so on. If however, the pa ent requests that the doctor talk to
the family members as well, answering their queries, the doctor is free to go ahead.

4. Being truthful and hopeful, together:

H

If the chances of success of surgery are only 50%, say so; but also say that for your part, you and
your team will do your best to see that the pa ent will be among the 50% whose surgery is
successful. Enumerate the reasons why; perhaps your equipment, your team’s competence.
Give the factors against a good result too: perhaps the pa ent’s history, biochemical parameters.
Then leave it to the pa ent to decide and do not push.

5. Conﬁden ality:
par cularly in ﬁelds where detailed history is essen al, maintaining pa ent conﬁden ality is
vital. This would hold even when the pa ent has been brought against his will by the family for
treatment. The family is bound to ask “What did he say? What happened? Why is he behaving
in this way?” and so on, but the doctor has to keep what has been shared conﬁden al, while
ge ng the family to understand what their part in the recovery will be.
6. Money and fees:
This is probably the most conten ous of issues between pa ents and the medical
establishment. Pa ents some mes persist in thinking they have been over‐ charged, and view
with suspicion tests they are asked to do, cross‐consulta ons they are asked to get,
hospitalisa on, its me and dura on. It must be admi ed that there are many mes the
medical profession is to blame.
Ignorance: many doctors do not know the compara ve prices of drugs, and maybe
prescribing the costliest. I can remember being horriﬁed when I realised why some
pa ents were non‐compliant – I had prescribed a prohibi vely expensive, though
useful drug.
Callousness – we don’t care about the pa ent’s whole life, his income, his
children’s educa on; we just prescribe the latest drug, or ask for a ba ery of tests.
Deliberate ‐ as when hospitals ask if the pa ent has insurance or government cover:
a sure‐ﬁre consequence is a ﬂood of inves ga ons and procedures.
Hospital policy: some hospitals set targets for doctors on admissions, income,
‘returns’.What are the solu ons? How does one manage the money ques on in an
ethical and just way that meets legi mate needs without draining all the pa ents’
resources?
Perhaps most important is to see the medical profession as also, a voca on, a
calling, a strong inclina on, for some even a divine summons to the ﬁeld. No one
should enter without this sense of voca on.
While charging a reasonable fee is acceptable and necessary, at no point would
they take recourse to underhand means to inﬂate bills – whether increasing the
length of stay at the hospital, carrying out unnecessary tests or procedures and so
on.
At the same me, working for a fair and reasonable salary for medical and
hospital staﬀ across the board is necessary.
Perhaps this would entail cu ng costs in fancy infrastructure, ﬁnding simple
solu ons and procedures ﬁt for the Indian context, cheaper drugs, and so on.
Since o en pa ent fees themselves cannot cover medical establishment costs,
specially in the poorer areas, the role of government and private philanthropic
agencies assumes great importance. The government sector in par cular has
hemorrhaged a great many competent doctors to the private ﬁeld, as well as
overseas. More young doctors and nurses could consider working for the
government where they would have a reasonable, steady salary with the privilege of
working for the poorest sec ons. Similarly, private charitable hospitals have a role to
play in subsidising medical costs for the poor, while giving reasonable wages to their
employees.
In summary, an ethical and good professional‐pa ent rela onship depends on the doctor’s
trea ng his profession as a calling, a voca on, not being greedy for money, but fair and honest in
all his dealings. She must maintain an a tude of respect, humility, empathy, sharing knowledge
and allowing pa ents’ the right to ques on, par cipate and decide their treatment. The doctor
should give the pa ent enough me, and maintain a con nuous, respec ul dialogue, while
maintaining onﬁden ality with others.
Dr Jamila Koshy is a Psychiatrist who lives and works in Delhi

Professional

– patient relationship
&truth telling
Dr. Achamma Chandy

Introduc on : The Medical Profession is a unique one which has a dignity of its own and has special characteris cs which are
diﬃcult to ﬁnd . Since it involves dealing with the quality and longevity of human life, it is brought close to divinity at mes. The
sense of job sa sfac on that a physician gets when he sees his pa ent resume normal health is immense. Similarly the pa ent
commits his health and life completely into the doctor’s hands with absolute trust.
Wisdom from yester years : In the very early century as early as ﬁ h century BCE healing was considered an art or skill and the
cra smen were teachers also. Between the fourth and fourteenth centuries the Church looked favourably on medical healing since
its teachings rested on the Gospel of Jesus who himself was described as a miraculous healer of the sick. All the religions had a
common thought of being merciful and kind to the sick without expec ng anything in return. Buddhism which was perceived in
India and China said that three grave illness of mankind are anger, desire and ignorance and these are healed by compassion and
medita on. One of the highlights of Bri sh Medicine was the book wri en by Dr. Gregory [1772] who was a Professor of Physics in
the University of Edinburgh. His lectures addressed the genius, understanding and temperament that suit a man to be a physician.
Dr. Benjamin Rush of Philadelphia was America’s preeminent physician at the me of the Revolu on. He says the good physician
has the virtues of piety and humanity. Dr. Richard .C. Cabot [1868 – 1939 ] formulated medical ethics in America. He emphasized a
very important factor of having good coopera on between physicians and other hospital staﬀ in order to achieve the best pa ent
care.
Expecta ons of a pa ent : The personality of a physician should be an embodiment of virtues ‐ kindness, grace, pa ence, piety to
name a few. As far as the decorum of doctors is concerned, it is good to avoid extravagance in manners, a end divine services
regularly and be composed, punctual and reasonable. To be approachable at all mes is a very diﬃcult trait to have for a physician,
but one which makes the doctor‐ pa ent rela onship very strong. If the physician can be contacted at any me, it means aﬀec ng
the privacy and family me which is a huge sacriﬁce.
Competence and empathy in correct propor ons makes a perfect physician. A person who is eager to accumulate wealth cannot be
a good physician, since at mes absolute free treatment would be expected. It is good to educate the pa ent about his health
condi ons a er establishing a good rapport.
How much should be told to the pa ent about his medical condi on is an important decision for the doctor. Here I would like to
elaborate by my personal experience of looking a er couples with medical condi ons causing infer lity. The obstetric history of the
wife reveals a ﬁrst trimester abor on before marriage. Should the husband be told about it? That must be the cause of her blocked
fallopian tubes necessita ng an Assisted Reproduc ve Technique in order that they could have a child. In this scenario I have no
doubt about my decision. I will never allow the husband to know about this aspect in his wife’s obstetric history. If I do, there is a
possibility that I would be ini a ng a divorce. There is a likelihood of the husband being extremely understanding and brushing
way the fact that his wife had a rela onship before being married to him. Can you take that risk? Certainly not. We have to make
decisions according to the circumstances.
Taking the couple through the journey of the treatment of infer lity, through all its uncertain es, being available through the
long period of treatment is a huge task and responsibility of the physician. According to the educa onal levels of the couple the
inves ga on and treatment protocols should be explained. This involves long hours of counselling. An infer lity specialist has to be
a very good counsellor; should have the pa ence to answer the never ending ques ons of the couple. Childlessness is a devasta ng
condi on in India and a social s gma. The most diﬃcult part of the counselling is when the physician has to tell them that they have
to look at other op ons like adop on to fulﬁl their dreams to have a family. Despera on, anger, frustra on are all the emo ons
which will happen simultaneously and the physician has to deal with all that. This involves mul ple consulta ons ll the couple is
able accept the inevitable. We can slowly see them accep ng the facts and ready to move on with life. I have found it very useful to
pray for my pa ents asking God to provide them with the peace only He can give.
Dr. Achamma Chandy is "Physician in the Department of Reproduc ve Medicine, at Chris an Medical College Hospital, Vellore”
She is also currently pursuing MA Bioethics from the Trinity Interna onal University, USA

Informed Consent
Mrs xx 24 yrs G1 2 A1, un‐booked with 38 weeks of gesta on had reported with labour pains
to the XN hospital for delivery. Pa ent delivered immediately. It was decided to include the
pa ent in an ongoing clinical trial. And cord blood was collected for research purposes and
APGAR of the baby was noted.
Title: Cord blood Vs APGAR to diagnose intra‐partum Asphyxia
The objec ve of the study was to determine the eﬃcacy of cord blood analysis Vs APGAR
Score in determining Foetal asphyxia. The sample strength was 50. Pa ents who delivered
vaginally a er 38 weeks of gesta on were included in the study. The APGAR score was
assessed immediately a er birth. Cord blood was collected and analysed for acid base status
of the foetus. The analysis was done to ﬁnd out whether Apgar scores correlate well with cord
artery pH in cases of intra‐partum asphyxia.

Ethical issues
A. IRB approval – whether the study was approved by the internal review board or ethics
commi ee
B. Wri en Informed consent – whether obtained from the pa ent?
C. If the data shows abnormality what is the inves gators responsibility?
D. Whether compensa on is involved for using the ssue.
E. Permission to publish the data of the study

Discussion of ethical issues
A. IRB approval – Ethics commi ee approval was taken prior to the start of the study
I Updates to IRB may be necessary if required by them.
ii. Final report should be sent to the IRB

B. Wri en Informed consent – whether obtained from the pa ent.
1. Un‐booked pa ent VS booked
2. Pa ent is in labour‐ not the ideal me to recruit par cipants for study
3. Not enough me/state of mind of pa ent in labour to understand
4. Time to explain is not adequate

C. If the data shows abnormality what is the inves gators responsibility?
1. Disclosure to the parents –the inves gator must discuss with the parents the results of the
analysis and inform if there are any problems
2. Should the inves gator or hospital bear the expenses? The cost of analyzing the cord blood
should be borne by the inves gator
3. It will be ethical to treat the infant in case it is needed.

D. Whether compensa on is involved for using the ssue.
E. Permission to Publica on of the data – Conﬁden ality –permission must be
got from the pa ent and conﬁden ality should be maintained.

Conclusion:
The study should be one which is beneﬁcial
Appropriate ethics approval should be obtained
Wri en informed consent should be obtained from each par cipant
It is the responsibility of the inves gator to get informed consent and
to meet the cost of tes ng cord blood
Compensa on need not be given
The data should be pass word protected and conﬁden ality should
be strictly maintained.

Dr. Mitra Dhanraj has done MD in ObG and PGDBE and is working
as Director & Principal Inves gator at Par Biosciences and
Consultant Obstetri on & Gynecologist at CSI Kalayani
Mul specialty Hospital, Chennai

Professionalism in medicine

RESPECT

Professionalism in medicine throughout the genera ons
embodies similar fundamental behaviors, such as demonstra ng
compassion, respect, and humility; adhering to high ethical and
moral standards; subordina ng personal interest to that of
others; and reﬂec ng on ac ons and decisions. Despite the
dynamic nature of the profession itself, the omnipresent need for
such traits will deﬁne medical professionalism for decades to
come. “Just as you want others to do for you, do the same for
them” (Luke 6:31). The rela onship my pa ent has with me is
central to the prac ce of healthcare and is essen al for the
delivery of high‐quality health care The doctor–pa ent
rela onship forms one of the founda ons of contemporary
medical ethics. In order to be an eﬀec ve clinician, a doctor must
be able to develop and maintain a professional rela onship with
both their pa ents and their colleagues. By being polite,
considerate, honest, trustworthy as well as trea ng each pa ent
with dignity and as an individual, a doctor will be able to
eﬀec vely communicate with the pa ent, obtain their trust and
subsequently address the individual pa ent needs.

COMPASSION

- Dr. Roopa Jewel

Most medical schools teach students from the beginning, even before they set foot in hospitals, to maintain a
professional rapport with pa ents, uphold pa ents’ dignity, and respect their privacy. A doctor should act as a posi ve
role model and be a suppor ve and encouraging inﬂuence to others involved in pa ent care. In order to do the above, a
doctor should respect the skills and contribu ons of others, encourage and support each member, communicate
eﬀec vely and review each situa on regularly. In a successful doctor‐pa ent rela onship a professional boundary should
exist between doctor and pa ent. If this boundary is breached, it can undermine the pa ent's trust in their doctor, may
compromise the quality of pa ent care, as well as the public's trust in the medical profession. To believe passionately in
what you do, and never knowingly compromise your standards and values is important. A true professional aims for true
excellence, and the money will follow.
Knowing we cannot see inside a person’s heart,it is important to remain humble and guarded when judging the
character of others with par al informa on. A pa ent must have conﬁdence in the competence of their physician and
must feel that they can conﬁde in him or her. For most physicians, the establishment of good rapport with a pa ent is
important. Some medical special es, such as psychiatry and family medicine, emphasize the physician‐pa ent
rela onship more than others, such as pathology or radiology. As we develop understanding of our own professional
development needs we must not become ﬁxated on Knowing we cannot see inside a person’s heart, it is the outward
behaviors at the expense of the inner a tudes and beliefs.
Consider the most fundamental rela onship between beliefs, a tudes, and behaviors: beliefs are the causes of our
a tudes, which in turn cause our behaviors. The patriarchal nature of health‐care delivery produced the sense of “doctor
knows best”—doctor as the authority. The be er the rela onship in terms of mutual respect, knowledge, trust, shared
values and perspec ves about disease and life, and me available, the be er will be the amount and quality of
informa on about the pa ent's disease transferred in both direc ons, enhancing accuracy of diagnosis and increasing
the pa ent's knowledge about the disease. Where such a rela onship is poor the physician's ability to make a full
assessment is compromised and the pa ent is more likely to distrust the diagnosis and proposed treatment, causing
decreased compliance to actually follow the medical advice. In these circumstances and also in cases where there is
genuine divergence of medical opinions, a second opinion from another physician may be sought or the pa ent may
choose to go to another physician. Professionalism also insists on respect toward others, explained best by “The Golden
Rule.” “For all the law is fulﬁlled in one word, even in this: ‘You shall love your neighbor as yourself” (Gala ans 5:14).

Although some meworn therapies have persisted for decades, medical knowledge has advanced markedly in the
last 50 years. In the past, both available therapies and understanding of disease processes were more limited.
Pa ents were told “No more can be done” more frequently and earlier in the course of disease. The doctor’s role in
crisis was support at the bedside, either in hospitals or in pa ents’ homes. Today’s doctors enjoy unprecedented
access to medical knowledge and therapeu c op ons. The wealth of clinical understanding is more readily available
in formal medical educa on and through online resources, digital pharmacopeias, and pocket references.
Good communica on requires listening to the views and ques ons of the pa ent, providing informa on in an
accessible way and collabora ng to come up with a shared plan. Within the clinical environment, it is also important
to work in teams. It is important to understand that judging behavior is the very thing that others will do about us. In
fact, there are those who wait in ambush and will pounce unmercifully at the ﬁrst sign of moral indiscre on.
Professionalism in medicine must include its impact on successive genera ons of physicians. Fi y years ago, doctors
ac ng professionally emphasized medicine as a calling and an ability to act as the authority for pa ents in crisis at
home and in hospitals. Therapeu c op ons were limited rela ve to the modern era, and the laying on of hands was
prac ced as science and art. Today, doctors balance increasing demands on me and eﬃciency with the sense of
primacy of pa ent care. The public enjoys drama cally improved access to medical informa on admi edly of
varying degrees of accuracy through the media and the internet. Medical decision‐making is being analyzed through
lenses of increasing acuity. Now that doctors can do more, they fear repercussions of not doing enough, errors of
omission. “Defensive medicine” comprises the prac ce of trea ng liability risk as well as the disease at hand;
physicians may order addi onal tests just to reassure pa ents or may avoid pa ents at higher risk of bad outcomes.
Regardless of the me period involved, professionalism imbues medicine. It simply takes diﬀerent forms over the
years. Professionalism was not directly discussed earlier, but it remained a combina on of mastery of current
medical knowledge enabled by contemporary technology and delivered with compassion, humility, respect, and
sensi vity to the needs of pa ents and their families. Love of the cra , commitment to their pa ents, competence,
compassion, facility in communica on—simply put, those quali es that make us not only great doctors, but true
professionals.
Dr Roopa Jewel is Consultant Obstetrician and Gynaecologist at Landour Community Hospital, Mussourie
(Emmanuel Hospital Associa on) and is doing her MA in Bioethics from Trinity Interna onal University.

The Role of
Hippocratic Oath
in the Profession
of Medicine
- Dr Satish Thomas

The words profession is one of the most abused terms in modern usage that has lost its meaning. It is
helpful for us to dwell on some history so that we understand crucial and dis nc ve elements that deﬁne
the discipline of medicine.
Medicine is one of the oldest professions. Historically it was called so because its prac oners “professed”
to something. They proclaimed that they would hold themselves to the highest ethical standards of care,
compassion and the interests of pa ents above themselves. This in turn led society to give them the right to
regulate themselves and earned Medicine nobility and honor as a profession. It was probably Hippocra c
medicine that blazed this trail. However its marriage to Judeo‐Chris an values of Imago dei and jus ce later
on was what gave Medicine this crucial honor and respect it enjoyed for almost 20 centuries in the Western
world.
Hippocra c medicine was counter‐cultural in its original se ng in ancient Greece in that it stood out
against the more permissible lower standards of the day. It was because these physicians were opposed to
the prevalent prac ce and stood for diﬀerent values that they felt necessary to submit and have allegiance
to an oath. There are some characteris c features of the Hippocra c Oath. One, the Hippocra c physician
sees his role as a calling. He sees himself as entrusted with this responsibility by the gods and therefore
answerable to them. “I swear by Apollo Physician, by Hygeia, by Panaceia, and by all the gods and
goddesses, making them witnesses, that I will carry out, according to my ability and judgment, this oath…”
In this way we could say that Hippocra c medicine is theis c.
“In purity and holiness I will guard my life and my art.” This unity of life and art as one whole gave it one of its
greatest strengths – the virtuous character of the physician. The physician recognized that he can do his
best for his pa ents only if he watched not just his cra but also his own life and character…”keeping myself
from all inten onal wrong‐doing and harm, especially from fornica on with woman or man, bond or free”
It was obviously a paternalis c system where the physician’s values must be accepted by the pa ent. The
paternalis c nature of medicine has drawn much ﬂak in recent mes with the abuse of medicine in the last
century. So pa ent’s autonomy has become the biggest factor in ethics nowadays. This has been an
important factor in cas ng modern medicine into a contract system or a business proposi on. It has
moved far away from the Hippocra c tradi on where the physician set his ability and judgment at the sole
disposal of the pa ent’s interest. This corpora za on of medicine has redeﬁned it as a consumer product
and now corporate structures market it in such a way as to deliver it in the most a rac ve way to
consumers.

The third standout feature of the Hippocra c oath was the primary value it placed on sanc ty of life. Against the
widespread prac ce of abor on it stood its ground not to apply a pessary. The pledge not to give poison though asked
to do so sounds like distant echoes in history against the pressure to perform euthanasia. The mo o “ﬁrst do no harm”
was again an expression of upholding the preciousness of human life. In contrast to this is the professional nature of
the Hippocra c tradi on where the physician commi ed himself to uphold certain values, most notably his sense of
holy calling, personal integrity and the sanc ty of human life entrusted to him. This oath was taken before new recruits
signed up, so that only those willing to uphold those values would be admi ed. The values were more important than
the prac ce of the trade. Unfortunately the oaths have now become just lip‐service at the gradua on ceremony. We
would do well to recover this essence of Hippocra c tradi on. In a way we live in similar mes. The general standards
of ethical values in the prac ce of Medicine are falling steeply. The general public’s mistrust of the medical
prac oners is very high. All around us are signs of decay and decadence of a discipline that once upheld lo y values. It
was precisely in such an environment that the Hippocra c physicians felt that they need to commit to an oath and
stand apart in stark contrast to the majority way. At a me in history when Medicine has become so commercialized
and corpora zed into a marke ng product that makes good business, we can ask ourselves the ques on whether it is
me to revisit the true spirit of the Hippocra c Oath especially when it is seen through the eyes of the Judeo‐ Chris an
faith.
Dr Sa sh Thomas is Professor of Ophthalmology at CMC Ludhiana

What
is beyond
a contract?
- Dr Jameela George

Contract seems to be the current way of func oning – contracts in jobs, contract in business, contract in
legal cases, contract in ren ng houses and contract even in marriages. In the original sense of the word,
contract is an agreement with speciﬁc terms between two or more persons in which there is a promise to
do something in return for a valuable beneﬁt known as considera on.
Contract is a ma er –of – fact type of agreement. When one is hired on contract for a job, the individual is
expected to deliver what he/she has agreed to, for an assured sum of money. The only things that ma er
are the deliverables and the exchange of money, for example, from the employer to the employee. Neither
the employer nor the employee is obliged to go beyond ‐ to show empathy, concern etc.
In taking care of pa ents, there is an unwri en contract between the trea ng doctor and the pa ent. The
pa ent pays a fee and expects in return to be treated. There is an obliga on on the part of the doctor to
treat the pa ent. Is that all or is there something more than that?
As a student when I visited a Mission Hospital, this is what I found. A junior doctor who was working in that
resource limited Hospital was conduc ng a delivery. (In those days specialists were rare). The delivery went
on well, but then the pa ent was bleeding profusely. The young doctor was over whelmed with the post
partum hemorrhage. Suddenly I saw a number of doctors rushing to the labor room. When I enquired, I
found that she had sent word to the other doctors in the OPD, who were seeing pa ents though it was well
beyond OPD hours. As a team they worked together. They resuscitated the pa ent, stabilized her, did all
that was required and went back to the OPD. What was quite obvious is that the lives of those doctors were
voca on‐ a divine call to God’s service.
How ought one work as a health care professional? Isn’t it ethical to approach trea ng pa ents as a
voca on? If so, what does it entail? The ﬁrst and foremost is perhaps to accept each pa ent as one created
in the image of God and that each one has intrinsic value. So he/she has to be respected and treated with
dignity. Secondly, primacy of pa ent welfare – keeping the best interest of pa ents, doing whatever is
feasible in the given context. Thirdly, equitable alloca on of ﬁnite resources, depending on the health
needs and not on the paying capacity of the pa ents.
May we be more than contract professionals. Let us be men and women who have been called to be His
hands and feet touching not only the bodies healing their diseases, but more so imprin ng God’s love in
their hearts.
What is beyond a contract? Voca on ‐ a divine call to God’s service
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