6th HM Patel Memorial Lecture

Commercialisation of
Medical Care and Changing Professional Values

by
Dr. Rama Baru
Professor and Chairperson
Centre of Social Medicine and Community Health
Jawaharlal Nehru University, New Delhi

Charutar Arogya Mandal
Karamsad - 388 325

November 30, 2010

Commercialisation of
Medical Care and Changing Professional Values
I feel truly privileged to have this honour of delivering the
H M Patel Memorial lecture. I have the highest personal
regard for Dr. Amrita Patel and was deeply touched by her
invitation. For my generation of women she is a role model
and an icon. We deeply admire her professional competence,
her leadership qualities and vision for institution building.
The Late H M Patel is a distant figure for my generation.
But even we know that, like many of his generation, he was a
builder of modern India. He at once embodied the Gandhian
values of social justice and equity and the Nehruvian vision
of building a modern Indian state.   This combination of a
Gandhian vision for equity and social justice and a Nehruvian
vision of growth and modernisation is what has now come
to be known as “inclusive growth”.
H M Patel’s generation called it “growth with social justice”.
His vision for building a self reliant India was based on these
notions of ‘inclusive growth’ and the desire to build social
trust. His much-acclaimed role in the civil service and public
life offered him opportunities to serve the country in many
important capacities. His record of service as an officer
remains a shining example for civil servants even today. His
commitment to the concept of accountability in public life,
to the values of probity and integrity earned him a place of
distinction in Government.
The Charutar Arogya Mandal is an example of an institution
that embodies values that were dear to HM Patel. In
providing medical care that is guided by the spirit of service
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rather than profit, it seeks to promote his vision.   This is
indeed a challenge in present times where crass, unregulated
commercialisation of medical care and technology has
fundamentally transformed the values and aspirations of the
professional class.
In my lecture today, I propose to examine the transformation
of commercial medicine as an important driver for changing
the nature of medical practice and professional values in India
in the public, for profit and non profit sectors over the last
six decades.  
I prefer to use the concept “commercialisation” to
‘privatisation’ because it goes beyond the activities of the
private sector alone and brings into its ambit the increasingly
‘commercial orientation’ of publicly-owned and non profit
institutions.   Mackintosh and Koivusalo make an important
conceptual difference between commercialisation and
privatisation. As they observe:
“We employ the concept of ‘commercialisation’ to encompass,
and to allow us to examine within a single framework, a
number of related processes. By ‘commercialised’ health
care we mean: the provision of health care services through
market relationships to those able to pay; investment in, and
production of those services, and of inputs to them, for cash
income or profit, including private contracting and supply
to publicly financed health care; and health care finance
derived from individual payments and private insurance”
(Mackintosh & Koivusalo: 2005; p.3)
That is, even the public and non profit sector can become
‘commercialised’ without getting ‘privatised’. This distinction
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helps us to study trends going beyond the growth of the
private sector, especially private corporate sector, and
analyse how unregulated commercial interests change values
in medical practice.  
In studying commercialisation we must look at the history
of markets in medical care; the changing relationship of
market and state; the influence of markets in transforming
behaviour of public and not for profit services. Today, I wish
to highlight the influence of markets on professional values
and the culture of medical practice.  
History of Markets in Medical Care
At the time of independence commercial activity in health
care was largely restricted to individual practitioners and
the pharmaceutical industry. The Bhore committee report in
1946 took cognisance of the presence of individual private
practitioners and chose to accommodate their interests. This
was based on the assumption that a strong public sector
would make the private sector redundant over time. However,
under investment in the public sector enlarged the space for
commercial activity within and outside public provisioning.
During the 1960s the Mudaliar Committee recommended
employing private practitioners in government hospitals
in order to overcome shortage of doctors. It opined that
private practitioners should be “ given opportunities to serve
in government hospitals on a part-time or honorary basis and
the hospital authorities should encourage them to admit their
patients needing in-patient care” (GOI:1961; p.136). This was
the beginning of the accommodation and legitimisation of
commercial interests in the public sector.
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State and Market in Medical Care
The under investment in the public sector during the first
few decades after Independence created a system ridden
with anomalies and weaknesses. An example of this is the
accommodation of commercial interests, mainly in provisioning
and pharmaceuticals manufacturing that resulted in a mixed
economy in medical care.
Much of the research on the ‘for profit’ sector has examined
it independent of the public sector. This provides only a partial
view of the characteristics of the mixed economy in medical
care. Commercial interests were accommodated in the
public sector in the form of private practice by government
doctors. In some states private doctors were appointed as
consultants in government hospitals.
By the 1970s, the nexus between government doctors and
private nursing homes became more complex. Most nursing
homes had senior government doctors as consultants on
their panel. This resulted in the diversion of patients from
government hospitals to the private sector who ended up
paying for care in both sectors. The commercial nexus
between the public and private sectors resulted in the
blurring of boundaries.
A few studies have shown the pathways through which this
happened. Consulting a doctor in a government hospital
and getting referred to a private hospital for the procedure;
making informal payments to a government doctor to get
admission to a public hospital are few examples of these
complex inter-relationships.
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Characteristics of the ‘for profit’ and ‘non profit’
sector
The ‘for profit’ sector is characterised by plurality and
heterogeneity in terms of providers and institutions. It is
dominated by individual practitioners who are formally and
informally trained. These are largely restricted to the primary
level and distributed in rural and urban areas. The secondary
level consists of small and medium nursing homes promoted
by single owner and partners, mostly doctors. The spread
of these institutions is marked by inter-state and rural-urban
variations.
Studies have shown that in Punjab, Gujarat, Maharashtra,
Andhra Pradesh, Karnataka, Tamilnadu and Kerala the ‘for
profit’ sector has grown rapidly. The tertiary sector consists
of multi speciality hospitals that are private limited or public
limited concerns. These are mostly located in metropolitan
centres.
Apart from the growth of private providers of medical care
there has been a substantial growth of diagnostic centres and
pathological laboratories across states. Several of these are
promoted by single owners and a few by corporate entities.
Private capital has also made inroads into medical education
since the late 1970s, a phenomenon that is more prominent
in southern and western India. According to an estimate,
over forty percent of the private medical institutions are
concentrated in the states of south and west India.
These institutions are promoted by the intermediary castes
and depend on large donations for admission. On an average
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a student pays Rs 25 to 30lakhs for undergraduate admission
and for a post graduate seat it is over a crore. Young
graduates from these colleges seek employment in institutions
that will recover the large investments that they have made
in medical education ( Ananthakrishnan:2010).
Whither non profit sector?
Within this scenario of rampant, unregulated growth of the ‘for
profit’ sector, the space for the ‘non profit’ institutions started
shrinking. Historically, the Christian Medical Association had
the largest number of hospitals and medical colleges. Some
of these institutions were forced to close down during the
1970s. A complex set of reasons seem to be responsible.
The economic recession, the reduced flow in funds from
church donors; difficulty in paying salaries to doctors that
matched public and ‘for profit institutions; the rising cost of
technology and debates regarding the appropriate deployment
of technology (Baru:1999). These tendencies had an impact
in terms of raising user charges for services.
A few hospitals that could not resist or adapt to these
tendencies were forced to close down. Apart from the
missionaries there were initiatives of trading communities
who invested in non profit dispensaries and hospitals
(Nundy:2005). Often small in size, these institutions provided
general and few specialist services.
These institutions received public subsidies during the post
independence period and several of these prided themselves
in providing services to the poor and needy (Baru: 1996;
Nundy:2005). With increased competition from the ‘for
profit’ sector, these institutions were forced to either close
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down or look for large investments to finance infrastructure
and technology.
A study of this transformation of non profit hospitals in Delhi
shows the emergence of partnerships between non profit
hospitals and corporate entities. The institutional façade of a
trust is used to secure tax exemptions while the corporate
bodies invest, expand and manage these hospitals. Clearly, the
principles on which these institutions function today are far
removed from the values and ideals that they were founded
on (Nundy: 2010).
Transformation of the ‘for profit’ medical care
Until the early 1970s the ‘for profit’ sector was largely
restricted to individual practitioners. Subsequently, there have
been several waves of transformation in the ‘for profit’ sector.
The first wave of transformation was in the mid 1970s. It was
marked by the growth of small and medium sized nursing
homes that were promoted by doctor entrepreneurs. These
nursing homes were located in regions that had seen agrarian
prosperity. Gujarat, Maharashtra, coastal Andhra Pradesh,
Tamilnadu and Karnataka saw a fairly rapid expansion of the
‘for profit’ sector during this period (Baru:1993).
The second wave of transformation was in the early 1980s
when the state declared its inability to provide the required
services and sought the co-operation of the ‘for profit’ and
‘non profit’ sectors. This paved the way for legitimising public
subsidies to the growing ‘for profit sector. The state started
played a proactive role by offering subsidies and concessions
to for profit medical institutions in terms of access to land,
infrastructure and bank loans.
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The third wave of transformation was during the late 1980s
and early 1990s when government subsidies for import of
high technology medical equipment were stepped up. This
period saw the return of the Non Resident Indian doctor
and the rise of corporate medicine.
Corporate medicine fundamentally transformed the
organisation of ‘for profit’ medicine from a cottage industry
to large scale production of medical care. During this period
the rise of corporate medicine was restrict led to the tertiary
level providing super specialist services which relied on the
deployment of high technology medical equipment.
In my view the rise of corporate hospitals changed the culture
of medical practice in several significant ways. Firstly, it raised
the cost of medical care which was clearly related to the
increase in the scale of production and operation. Secondly,
it contributed to the growth of large scale production that
required huge investments in infrastructure, human resources
and medical equipment. Thirdly, in order to recover these
large investments, the culture of medical practice also
underwent changes.
The success of a doctor was judged by the number of
patients he/she could treat. The volume of patient turnover
and diagnostic testing were important for earning profits. As
a result there was pressure on the doctor to treat more
patients by prescribing diagnostic testing.
There was concern regarding the overuse and misuse of
diagnostic testing in the corporate sector. The growing
reliance on medical technology for diagnosis was influencing
professionals, irrespective of whether they were in the for
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profit sector or not. Questions regarding the appropriate use
of technology were not really debated. There were several
instances of unnecessary testing in the for profit sector but
these were difficult to prove.
Unlike other commodities, medical care is characterised
by an asymmetrical relationship between doctors and
patients. Doctors possess the knowledge and skill that gives
them the power to decide what is best for their patients
(Deoganokar:2005). This influences the perceptions of
patients who often equate technology with better care, a
good example of provider induced behaviour. In the absence
of medical auditing procedures in hospitals it is impossible
to estimate the extent of overuse and misuse of diagnostic
testing.
The nexus between the ‘for profit’ pharmaceutical, medical
technology, medical education and provisioning was a powerful
influence on the behaviour of doctors in public, for profit
and non profit institutions. The doctor was an important
actor in this process since clinical decisions largely rested
with them. Sanjay Nagral highlights the role of commissions
in influencing doctors. He observes that:
“It must be stated at the outset that the practice of giving
commissions for referral of patients is not restricted to
the GP-specialist interaction. It is now commonplace for
commissions to be given by pathology laboratories, radiology
establishments, equipment manufacturers and perhaps even
institutions. In fact, even specialists practice a sophisticated
form of commissions by referring patients to each other,
often more as a ‘return referral’ than because there is a
9

genuine need. Also, it is probably true that the idea of such
commissions originated from aggressive specialists trying
to increase their practice through commercial incentives.”
(Nagral:2002).
The pharmaceutical and technology industry uses diverse
marketing strategies to promote the sale of their products.
In the process they manage to influence the clinical decisions
of doctors, overtly and subtly. Over the years the role of
commissions in the form of cash incentive, sponsorship of
conferences and research by the pharmaceutical industry are
well known (Ghulati:2004). These are some of the pathways
through which commercial interests of the medical industry
influence institutions and individuals.
Influence of markets on the behaviour of public and
non profit institutions
Rampant commercialisation has influenced the structure and
culture of public and non profit institutions at the organisational
and individual level (Baru:2005; Nundy: 2010). These
processes are not adequately acknowledged in the ongoing
debate on commercialisation. The culture of institutions and
the values they embody is shaped by larger socio-economic
forces. At a fundamental level, commercialisation has led to
the commodification of medical care. Therefore monetary
incentives have become the motivation for doctors. A retired
doctor from a reputed national medical institute observed:
“I was not motivated by money. I think this was true for most
doctors of my generation. Probably, this was an individual
characteristic which was seen in most other doctors at the
institute. I was motivated by the desire to gain name and
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fame. Being the premiere institute of the country, the most
of difficult cases, the most variety of cases came there,
which you won’t find anywhere else in any other hospital.
So, you had the opportunity to continue to learn and to
grow.” (Baru: 2005; pp 106-107)
However, the growth and transformation of the ‘for profit’
sector has had far reaching impact on doctors in the public
sector. It has managed to affect the culture of medical practice
and redefine what constitutes good quality care. Some senior
doctors from the public sector opined that the:
“growth of tertiary private sector produced stark differences
in working conditions, patient load and salaries as compared
to the public sector. The higher salaries in the private sector
were attractive. For some, money was an issue because of
changing lifestyles, and for others frustrations arising out of
lack of promotional avenues and recognition provided the
context for questioning and even undervaluing the public
sector” (Baru: 2005; p. 110).
These tendencies have led to the gradual erosion of values
like equity, universality, patient centred care and concern for
the poor. The socialisation of doctors and the embodiment
of these values in their practice is an important determinant
of organisational cultures. However the aspirations and values
of doctors cannot be seen in isolation of their middle class
moorings to which a majority belong. Therefore I would
argue that the changing values of middle class India is an
important determinant for shaping professional values.
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Changing Values of Middle Class India and shaping of
professional values
Several scholars who have studied the rise of the new middle
class during the 1980s, have argued that this class is distinct
from the old middle class in terms of its values (Mishra:1961;
Fernandes: 2007). They rightly argue that the old middle class
did not indulge in conspicuous consumption and encouraged
austerity and simplicity as virtues.
However, economic liberalisation and the rise of private
enterprise have encouraged and celebrated consumerism.
This has led to changes in lifestyle and a redefinition of
status, aspirations and values of the middle class. As a retired
doctor observed:
“the coming in of globalisation and consumerism….
consumerism and the desire and the availability to people
also added a materialistic approach. Society is wanting more
than what they were. Doctors are not left behind. Their
salary structure (in the public sector) had not improved with
time…Life styles of people in the private sector appeared
to be better. Lifestyle differences became glaring. The
younger people found their counterparts in the business
world, especially MBAs, making huge amounts of money.
That’s when they thought to themselves, why can’t I afford
and live their lifestyles…this produced dissatisfaction and
frustration with the public sector” (Baru: 2005; pp. 11112)
The commercialisation of medical care has produced many
conflicting tendencies within the medical profession. On the
one hand, professionals are lured by the glamour of commercial
12

medicine and the monetary gains that can be made. There is
excitement in using sophisticated high technology equipment
for diagnosis and treatment. However I do believe that there
are also professionals who are concerned about the uneven
quality of medical care, rising costs and the marginalisation of
those who are unable to pay for it.
Unfortunately professional associations do not provide a
forum for such issues to be debated. Many of these issues are
being raised in a variety of forums outside these professional
associations. These include health and social movements,
academia, civil rights groups and the non profit sector in
health care. They highlight these dilemmas through the lens
of human rights; ethics, values and morality. This provides
an alliance for a collective moral conscience regarding the
problems of crass commercialisation for patient centred care.
I believe that some of these issues need to find a place in
debates within the medical profession.
There are some who are cynical about the profession and feel
that nothing can be done to reverse the negative tendencies
of commercialisation and that there is no place for values in
medical practice. I do not agree with this position because
I do believe that a significant percentage of the medical
profession is facing a great deal of ambiguity and dilemma in
the choices that they have to make on a day to day basis.
If we subscribe to the earlier position, then we fall into the
trap of labelling doctors as ethical and non ethical or as good
and bad. This kind of a position does not take us very far
and is divisive in the long run. It does not help to promote
dialogue and debate within and outside the profession.
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However, if we agree that these opposing tendencies exist
among professionals in varying proportions then I believe
that it is possible to initiate a dialogue. This would prevent
putting doctors on the defensive and let them engage beyond
their associations. This could lead to building alliances with
peoples’ health movements, social movements and others
who are concerned about equity and social justice in access
to health care.
In conclusion, I believe that there is an urgent need to
recognise the pitfalls of commercialisation of medical care.
This is essential for patient centred care and the future
of medical practice that is ethical and rational. There are
some who are cynical about the future of medical practice
and argue that most doctors are dominated by the profit
motive.
I do not subscribe to this view point because I think that not
all doctors are lured by commercialisation or succumb to
unethical practices. There are several well known personalities
like Dr. N H Antia, Dr. P K Sethi, Dr. K S Sanjeevi, Dr. D
Banerji and Dr. Binayak Sen among many others who have
brought meaning and value to the practice of medicine.
While these are well known, there are many other doctors
who work in difficult situations and have served people
honestly and with integrity. It is extremely important for
individuals and institutions that are swimming against the tide
of commercialisation, both in the public and private sectors,
to build alliances. This is important to get a sense of the
larger picture and contribute to debates within government,
civil society, public, for profit and non profit sectors regarding
the value of practicing ethical medicine.
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Institutions like the Charutar Arogya Mandal can provide
leadership in facilitating such a dialogue. The growth of a
people-centric health care system, be it for profit or non
profit, would be the best tribute we can pay to the generation
that the late H M Patel was such a proud part of.
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Our Chief Guest, Dr. Rama Baru, our President Shri
Hasmukhbhai, our Secretary Jagrutbhai, invited guests, faculty
and students....
It gives me great pleasure to welcome you to the sixth HM
Patel Memorial Lecture, being held today to pay tribute to
the Founder Chairman of the Charutar Arogya Mandal on
his death anniversary.
The Memorial Lecture series, as you know, is intended to
provide a platform to bring together views and thoughts of
eminent experts in the field of public health, so that not
only do we benefit here within the institution from these
diverse thought processes and experiences, but that we can
in some small way contribute to influencing the minds of
those who make health policies. Such is the process that I
know the Founder Chairman would have followed and would
have wished us to follow.
It is indeed our good fortune to have with us Dr. Rama Baru
to deliver the Lecture this year. Dr. Baru is professor and
Chairperson of the Centre of Social Medicine and Community
Health, JNU. She has spent many years researching healthcare
extensively, more particularly healthcare in the private
sector. The subjects of her thesis, both during her PhD and
M.Phil., were related to this area and she has contributed
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significant literature, in the form of two books and a number
of articles, papers, mimeographs and chapters. She is also a
recipient of the Faculty Enrichment Fellowship by the IndoShastri Canadian Institute in 2004 and more recently in 2008,
the Balzan Fellowship by the University College of London.
With this background, it is no surprise that Dr Baru has
chosen to speak on the topic of commercialisation of medical
care and changing professional values. I find the subject
not only extremely relevant, but perhaps one of the most
worrying issues that the profession of Medicine is currently
seized with. While I am sure she would elaborate on the
various aspects of commercialisation that is slowly eroding
the very spirit of the profession, I thought I would share
with you our own experiences for a moment and how we
are trying to deal with these.
That there is commercialisation taking place, I am sure no
one would dispute. The fact that today any new healthcare
facility that is set up is largely in the for-profit sector and
their goal is maximisation of profits and returns to investors
as opposed to service to humanity, is evidence enough that
the healthcare sector is being commercialised. The dispute, if
there is one, is whether such commercialisation is warranted
and whether it is contributing in any way to improving patient
care, patient safety or treatment outcomes; for these are the
reasons put forward to justify the influx of private funds that
lead to commercialisation.
But before I come to what we are faced with and our
response, let me speak briefly on some of the justification
put forth.
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The argument that patient care improves is based on the
presumption that with the acquisition of ever-advancing
technology and administration of newer medicines, such
improvement is inevitable. There is no doubt that technology
has been of great support to clinicians in both diagnosing and
treating patients better. However, to generalise this over
the entire spectrum of equipment and facilities that are now
being offered by the medical equipment firms is, I believe,
too far-fetched. Take for example, the CT-scan machines.
I believe that now hospitals are boasting of having acquired
a 320-slice machine and are using it to promote their
technological edge to the world. Or, the MRI-in-Operation
Theatres that one hears are being installed in some hospitals.
Or, the robotic equipment that are supposed to perform
more accurate, safer laparoscopic procedures. While these
technologies seem very state-of-the-art and impressive, I am
not sure that their effectiveness and value addition over the
traditional methods has been proven. Regretfully I am afraid
neither the equipment manufacturing firms that sell these
gizmos, who obviously would like to make as much money
as they can in the bargain, nor the hospitals that employ
them, who more often than not only use these equipment to
further their claims of being ultra-modern, are even interested
in determining whether the patient indeed benefits. Nor I
believe have their claims been proven.
Similar, or probably worse, is the case with newer medicines.
Enough has been written over the massive and undue
influence the pharmaceutical industry bears on the profession
of Medicine. When over a third of the cost of treatment
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is the medicines that the patient is required to purchase,
it is inevitable that there is a strong incentive for those
engaged in manufacturing them to find ways to create such
an influence. As with technology, research and availability of
newer medicines have indeed helped. However, the manner in
which these medicines are prescribed, with each prescription
fetching an economic incentive to those who prescribe, the
need for all the medicines and consequently, their effect on
patient care, continue to remain in question.
The claim that investments are required for patient safety
also undermines the role of simple precautions and greater
attention to detail in making treatment safer. Indeed,
international public safety experts such as Dr. Atul Gawande
have emphasised the effect a simple tool such as a checklist
could have in making the complex processes in practice of
medicine safer. His recent book, the Checklist Manifesto,
highlights the most ground-breaking developments in patient
safety in two of the most unsafe, yet critical environments
in a hospital in recent years; the pioneering work of Dr.
Peter Pronovost of the John Hopkins Hospital in developing
checklists for ICUs and the WHO’s efforts in bringing
about greater patient safety in OTs through a Safe Surgery
Checklist.
Finally, the question is have treatment outcomes improved
with higher spending on treatment? The jury is out on this
as well. In fact, if I may quote Dr. Gawande from another of
his articles, appropriately called The Cost Conundrum. He
says and I quote:
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“Two economists working at Dartmouth, Katherine Baicker
and Amitabh Chandra, found that the more money Medicare
spent per person in a given state the lower that state’s
quality ranking tended to be. In fact, the four states with the
highest levels of spending—Louisiana, Texas, California, and
Florida—were near the bottom of the national rankings on
the quality of patient care.
In a 2003 study, another Dartmouth team, led by the
internist Elliott Fisher, examined the treatment received by
a million elderly Americans diagnosed with colon or rectal
cancer, a hip fracture, or a heart attack. They found that
patients in higher-spending regions received sixty per cent
more care than elsewhere. They got more frequent tests and
procedures, more visits with specialists, and more frequent
admission to hospitals. Yet they did no better than other
patients, whether this was measured in terms of survival,
their ability to function, or satisfaction with the care they
received. If anything, they seemed to do worse.” Unquote
These are the dimensions of the issue that Dr. Baru would
hopefully expand on later.
But let me, as I mentioned earlier, focus on what are our
experiences and responses have been. Our commitment to
the profession of medicine is in both providing care and
preparing professionals who would provide such care. And
in both these areas, we come across such flagrant violation
of ethics that it would make the entire debate on the effects
of commercialisation redundant. So, though on the one hand,
our hospital is now recognised as one of the most advanced
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and effective treatment facilities in the area, not just by the
local community, but even by patients from abroad, we still
have difficulty in persuading doctors from nearby areas to
refer patients, they are not able to treat, to us. There is also
reluctance or shall I say no value seen in using our nationally
accredited diagnostic facilities by those practising medicine
around us.
The situation so far as medical education is concerned is
no different. With the increasing emphasis on private sector
involvement in producing manpower for India’s healthcare
needs, the balance has necessarily shifted to fee-based
education. Unfortunately, the private sector involvement has
also brought with it its primordial instinct; greed. Today,
seats in medical colleges, I believe, are “auctioned”, with the
highest bidder securing the seat. We hear that post-graduate
seats are fetching upwards of Rs.1 crore. And, in some
corner of the country, an entrepreneur has even thought of
an integrated medical course that takes a candidate all the
way from MBBS to a super-speciality qualification.
The casualty of this wanton greed is, of course, merit. There
is scarcely any thought being given to the quality of medical
professionals that our medical colleges are graduating. With
all the advancement in technology and medicines taking place,
we need to ask ourselves what future is there for healthcare,
if those graduating lack the understanding or knowledge of
how to use these.
In this situation, bleak and full of despair, it is indeed a
matter of pride and great hope that we are one among those
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few institutions where the doctors and supporting staff have
chosen to come together to stand up to this malaise. In a
move that I am certain will over time have a far-reaching
impact, not just for this institution, but for the profession
of medicine in general. Our doctors and medical employees
at all levels have chosen to pursue a vision for themselves
that seeks to restore the values for which their profession
has been known for centuries; nobility, providing solace to
the suffering and continually upgrading skills and knowledge
to serve humanity better. And to bring the vision to reality,
they have made the cornerstone of their strategy; giving
patients an unmatchable humane experience – treating them
with compassion. So that the faith of the community around
us in the profession that is badly undermined is restored. So
that there is at least one institution in this area that is held
out as a beacon of hope. So that those who have faith in
the nobility of the profession find themselves vindicated.
The vision, I should say, applies both to patient care and
education. The educational institutions, through their innovation
and sheer persistence, in introducing more effective ways
of teaching – for example, system based integrated learning
and problem based and case based learning, have emerged
as premier institutions not just in Gujarat, but in India. We
hope to inculcate in the young minds who come to us the
values that we seek to make the basis of our approach to
patient care. And we would hope that when they go out and
practice, they would bring the same values to bear in their
work as we do. In doing so, they would become our most
effective allies and ambassadors.
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As I close, however, I have to with all humility say that I
recognise that a few institutions like ours alone cannot carry
the burden of proving to the world that it is possible to
restore the profession of medicine to what it should be. On
much reflection, I have come to the conclusion that it is
imperative that as an institution we do what we have to do –
we do so not to prove anything to the world, but to prove it
to ourselves. But, there is a great deal that the community
and the Governments – which represent the people can
do. The community needs to demand quality healthcare.
It must hold those who provide health care accountable to
their work. And the Governments must, through regulations,
interventions and supervision, ensure that the provision of
healthcare to our citizens, which is one of their fundamental
rights, is made in an equitable, affordable manner, and that
this remains the focus of all medical professionals.
May I, once again, thank Dr. Baru for having agreed to come
here and all of you for your patient hearing. May I now
request Dr. Baru to deliver the Memorial Lecture.
Thank you.
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